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ABSTRACT 
 

Making an Autism World in Morocco: 
Parent Activism, Therapeutic Practice, and the Proliferation of a Diagnosis 

 
Brendan Gerard Hart 

 
 
 
This dissertation examines the relationship between a clinical classification (autism) and 

the sociocultural and institutional contexts of its application. Historically in Morocco, as 

in many other global contexts, the autism label has not been widely used, and the 

professional disciplines typically charged with diagnosing and treating it (i.e., child 

psychiatry and special education) are relatively new there. Children have long been 

described and treated as majnun (“possessed”), mo’aq (“disabled”), hmaq (“crazy”), f 

shkel (“weird”) – but not typically as tawahhudi (“autistic”). Beginning in the 1980s, and 

then intensifying after 2000, Moroccan parent-activists have been working together with 

foreign and local experts to change that. Drawing on an Anglo-American neurocognitive 

behavioral model of autism diagnosis and treatment – in direct opposition to a French 

psychoanalytic one – they have been training a new cadre of experts, raising autism 

awareness, lobbying government agencies, and constructing an infrastructure to identify 

and educate children as autistic.  

 

This dissertation follows the category autism as it circulates with increasing speed and 

intensity across Morocco by way of nongovernmental parent associations operating 

special classrooms for disabled children and adolescents. It tracks the ways the category – 

as well as its attendant practices and concepts – reshapes local moral worlds and 



everyday domestic life. Drawing on philosopher Ian Hacking’s work on “making up 

people” and “the looping effect of human kinds” (2007), it seeks to understand how and 

to what extent activists and experts are making autism into a viable category, and thus a 

viable way to be a person in urban Morocco. In other words, what makes the category 

“stick” – or not? How does it gain traction in local worlds? How does it become alive and 

meaningful to Moroccan families? And in turn, how does the label autism itself – its 

meanings, definitions, uses, enactments – change and respond to complex processes 

initiated by its introduction to quotidian contexts of Moroccan social life? Through 26 

months of fieldwork in family homes, a child psychiatry clinic in a public hospital, a 

parent-run classroom for disabled adolescents, and 17 autism associations across the 

country, this dissertation provides an important ethnographic complement to Hacking’s 

work and extends his theoretical insights by focusing on the everyday practice of autism 

therapies.  

 

The first half of the dissertation examines the consequences of autism activism for the 

category itself. It shows how the local histories of institutions for the disabled, lexicons of 

disorder, and the legacies of colonial encounters all shaped the prototypical image of the 

autistic child in Morocco. Further, it shows how the translation of novels institutional 

forms and mundane therapeutics practices lends the category a certain sense and vitality 

for parents. Drawing on life histories, it also demonstrates how the diagnosis “stick” (or 

become a durable identity) – or not – for a variety of economic, pragmatic, and 

sometimes idiosyncratic reasons. The second half of the dissertation examines the 

consequences of autism activism for the people involved. It shows how new styles of 



parenting circulate along with the category and it identifies a particular style of prosaic 

activism through which parents work to reframe understandings of autism by becoming 

experts on their own children and building “prosthetic environments” for them (Holmes 

1990). Further, it situates autism activism in relation to highly publicized neoliberal 

development projects, showing how a complex triangulation between the Moroccan 

monarchy, state, and civil society creates novel expectations, aspirations, and exclusions. 

Through a close analysis of one family’s experience of attempting to implement autism 

behavioral therapies in their home, it also demonstrates the tensions internal to autism 

activism and examines struggles over the ethics of autism therapies. By detailing the 

dynamic ways in which the category autism interacts with and responds to the social, 

political, and institutional contexts of its application, this dissertation offers a novel 

perspective on international health activism and the globalization of psychiatry.  
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A Note on Language and Transliteration 
 

 

This dissertation research was conducted largely in Colloquial Moroccan Arabic (CMA), known 

locally as darija. darija is a spoken language that has not historically been written (see Laroui 

2011), though that appears to be changing with new trends in advertising, technological 

developments (e.g., texting and facebook) and certain concerted efforts to create colloquial 

language media (e.g., the magazine Nichane). Still, many Moroccans found it strange that I 

wrote darija with Arabic letters during my time in the field, because they felt Arabic letters were 

meant to be used for writing Modern Standard Arabic (MSA). In this dissertation, I elected to 

transliterate both MSA and darija following the International Journal of Middle Eastern Studies’ 

conventions. As a dialect of Arabic, CMA shares many words with MSA, but the pronunciation 

is different, typically with certain short vowels dropped. Since MSA words are used in ordinary 

speech in urban Morocco in distinctive and highly marked ways, I transliterated darija words as 

they were spoken and not as they would be transliterated if fully voiced in MSA. I also used the 

vowels o and e on occasion to better represent the pronunciation of particular words. Finally, 

when quoting other scholars verbatim, I preserve their chosen style of transliteration.  
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Timeline of Autism Care and Activism in Morocco 
1972-2014 

 
1972 — APAEI, The Association of Parents and Friends of Maladapted Children (l’Association 
des Parents et Amis des Enfants Inadaptés). According to a 1992 article about the association, 
their aim was to help “reeducate” “mentally handicapped children and adolescents,” including 
Down syndrome, “global developmental delay,” “psychomotor or intellectual retardation,” 
“behavioral disorders,” and “psychotic disorders (including autism).” 
 
1986 — Association Chems opens the first Moroccan center for psychotic children in Rabat, 
founded through a collaboration between parents and psychoanalytically oriented professionals.  
(This association would close a few years later.) 
 
1984 - 1987 — Moroccan child psychiatrists begin to see patients at public psychiatric hospitals 
in Salé, Casablanca, and Tetouan. 
 
1994 — APAEP, Association for Parents and Friends of Psychotic Children, is founded in Rabat 
via a collaboration between parents and psychoanalytically oriented professionals 
 
1995 — APAEP opens a center for psychotic and autistic children, called La Passerelle (“the 
link”). The center is initially located in a rented riad in the suburbs of Rabat.  
 
1995 — APAEI signs an agreement with The Natural Gas Company of Barcelona and the High 
Commissioner of Handicapped Persons in order to construct a “medico-psychopedagogic center” 
for the reeducation of autistic children. The center would be run by a “multidisciplinary team” 
and overseen by two Casablanca-based child psychiatrists (1995).  
 
1996 — S.O.S. Autisme is founded by a group of parents in Casablanca. It’s slogan is “It’s never 
too early. It’s never too late.”  
 
1996 — First “integration” classroom for children with Down syndrome is opened in 
Casablanca. 
 
1997 — S.O.S. Autisme organizes the first “Franco-Moroccan Colloquium on Infantile Autism” 
with Moroccan and French specialists.  
 
1999 — APAEP organizes a weeklong seminar on the theme “Psychotic and Autistic Children: 
What Institutions?” in collaboration with the French Embassy, the French Institute of Rabat, and 
Handicap International. 
 
1999 — Association Pinocchio (for children with cerebral palsy, Down syndrome, and autism) is 
founded in Rabat  
 
2000 — S.O.S. Autisme opens the first center explicitly for autistic children in Casablanca. It 
announces that it will use the TEACCH method, a behavioral therapy developed by psychologist 
Eric Schopler and colleagues in North Carolina. 
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2002 — The French Association, Léa pour Samy (later renamed Vaincre l’Autisme, “Defeat 
Autism”) begins working in Morocco.  
 
2002 — King Mohammed VI inaugurates the Lalla Meryem Institute for Autistic Children in 
Tangier, a psychopedagogic center for autistic children ages 3-16.  
 
2003 — First “integration” classrooms including autistic children are opened within Catholic 
schools in Casablanca (Charles de Foucauld) and Rabat (Notre Dame de la Paix). The classes 
are operated by the parent associations Association Pinocchio (Rabat) and Intégration Handicap 
(Casablanca).  
 
2004 — A parent association in Fes (Association Mirroir) opens integration classroom in a 
private school.  
  
2004 — Lea Pour Samy organizes a “national conference,” with support from the king and the 
Mohammed V Foundation 
 
2004 — Lea Pour Samy organizes trainings in the American behavioral therapy method 
TEACCH, led by Canadian experts.  
 
2004 — Lea Pour Samy conducts evaluations of individual educational projects (IEPs)  by two 
French psychologists as part of their “Autism Without Borders” project. 
 
2004 — The Secretariat of the State Charged with the Family, Childhood, and Handicapped 
People announces that 2005 will be the “Year of Autism” (Année de l’Autisme).  
 
2005 — As part of the “Year of Autism,” the Secretariat organizes, “under the high patronage of 
the king,” several regional meetings and working group sessions. These events include 
representatives of parent associations, child psychiatrists, and speech therapists. At the end of the 
Year of Autism, several parent associations decide to continue working together.  
 
2005  — Lea Pour Samy organizes their 2nd international conference on autism, including 
experts from France, Canada, Norway, and Morocco as well as representatives of Moroccan 
autism associations.  
 
2005 — Lea Pour Samy organizes ABA trainings for parents and professionals in Fes and 
Casablanca, run by psychologists from their “Autism Without Borders” project, as well as more 
evaluations of individualized educational projects (IEPs).  
 
2005 — Lea Pour Samy opens “FuturoSchool” classrooms for autistic children using behavioral 
methods.  
 
2005 — The Association of Parents of Autistic Children (L’APEAM) in Marrakesh opens 
integration classrooms for autistic children in a local public school.  
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2006 — Eight associations from six cities (Rabat, Salé, Fes, Meknes, Marrakesh and Tiznit) sign 
a charter and form Collectif Autisme Maroc. 
 
2006 — Lea Pour Samy organizes a PECS (Picture Exchange Communication System) training 
in Casablanca, in addition to a number of conferences and awareness-raising events.  
 
2006 — King Mohammed VI inaugurates the Mohammed VI National Center for the 
Handicapped in Salé. It is a modern center with a gym, a pool, speech and physical therapy. The 
association APAEP moves La Passerelle to a space within this center. 
 
2007 — Collectif Autisme Maroc organizes two days of roundtable discussions in partnership 
with Handicap International at l’ONEP (the National Office for Potable Water). French experts 
present the methods ABA and PECS and show videos of work with autistic children. There are 
approximately 300 attendees from around the country.  
 
2007 — ABA psychologists working with Lea Pour Samy supervise and oversee educators and 
professionals at the Lalla Meryem Center in Tangier.  
 
2007 — Ibn-Rochd Children’s Hospital in Casablanca opens a child psychiatry department 
where four child psychiatrists and two psychologists see families on an outpatient basis.   
 
2007-2008 — Two experts in behavioral therapies for autism, specifically ABA, move to 
Morocco to begin overseeing both in-home therapy programs delivered by families and school-
based therapy programs in autism associations. 
 
2008-2009 — Collectif Autisme Maroc organizes four, weeklong training sessions in ABA with 
a total of 267 participants, including over 100 parents. The trainings are run by French ABA 
experts. The first two are for professionals, the third is for parents, and the fourth includes 
parents and professionals. Three of the four are held at the Mohammed VI National Center for 
the Handicapped.  
 
2009 — Collectif Autisme Maroc organizes an ABA training run by a Canadian ABA expert and 
two French experts (one of whom is Moroccan in origin).  
 
2009 — Collectif Autisme Maroc organizes four training sessions for member organization 
capacity building. The trainings are run by Moroccan experts and cover the following topics: 
“training and strategic planning,” “editing and writing,” “constructing partnerships,” and 
“advocacy.” Representatives from 13 autism associations attend.  
 
2009 — Lea Pour Samy produces a report on “The Situation of Autism in Morocco.” 
 
2010 — Hôpital Ar-Razi opens a child psychiatry department in partnership with The University 
Hospital Center of Amsterdam and two Dutch nongovernmental organizations. They also launch 
a fellowship training program in child psychiatry.  
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2011 — King Mohammed VI inaugurates a “House for Autistic and Psychotic People” (Maision 
de personnes autistes et psychotique) in Temara, just outside Rabat. The project is funded in part 
by the Mohammed V Foundation for Solidarity. The “house” is actually more of a center. It is 
operated by APAEP and provides day programs for autistic and psychotic adults.  
 
2011 — APAEP organizes a “Franco-Moroccan Colloquium on Autism.” Collectif Autisme 
Maroc refuses to participate because the event includes psychoanalysts. Lea Pour Samy (now 
called “Defeat Autism”) joins the boycott. Activists publish open letters in the press critiquing 
the event. Parents protest out front of the Mohammed VI National Center for the Handicapped.  
 
2011 — King Mohammed VI inaugurates a new child and adolescent psychiatry department in 
Ibn Rochd Children’s Hospital in Casablanca. The department staff has now expanded to include 
seven child psychiatrists and the first two child psychiatry residents in Morocco. In addition to 
outpatient consultations and speech and physical therapy, the department begins to offer “day 
hospitalization” for diagnostic and therapeutic purposes. 
 
2012 — Collectif Autisme Maroc organizes trainings in ABA and PECS for professionals 
working in the child psychiatry department at Hôpital Ar-Razi in Salé.  
 
2013 — King Mohammed VI inaugurates a center for autistic children outside Casablanca. The 
center is developed in the context of the INDH (National Initiative for Human Development) and 
is run by the parent association S.O.S. Autisme. 
 
2013 — King Mohammed VI inaugurates a new regional center for the handicapped in Fes. The 
center includes within it a “unit” for autistic children, run by the parent association Mirroir, and 
includes Padovan (a kind of “neurofunctional” physical therapy) and ABA-based, individualized 
education programs. 
 
2014 — Collectif Autisme Maroc launches a national campaign for autism awareness under the 
slogan, “I am different, like you” (Fr. je suis différent, comme vous, Ar. ana mukhtalif, mithlek)  
 
2014 — Collectif Autisme Maroc organizes a major international autism conference including 
experts and disability rights activists from the U.S., Canada, Ireland, Italy, Jordan, Turkey, Saudi 
Arabia, Tunisia, and Malaysia.  
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Introduction 
 

Making an Autism World in Morocco 
 

Petits Fous 

 “Autism,” said Jamila, a dedicated Moroccan mother who singlehandedly founded and 

ran the first autism association in her hometown.1 “The word, ‘autism,’ for me is a word we have 

applied, invented. But autism, what is it? These children…” She gestured around her. Four 

students were scattered about the classroom, here in the middle of an urban public school. Her 

association had been granted these rooms – bare of any equipment and unstaffed – by the 

Ministry of Education. We were in a special space, elegantly equipped for a particular kind of 

physical therapy (psychomotricité),2 for which they had yet to find a trained professional. At the 

moment, it housed a modest dance party.  

A teenage girl twisted with exaggerated, expressive gestures, eyeing the two aides at her 

side. A young boy stared mesmerized at his slow-moving limbs in a full-length mirror. Another 

girl rocked front to back on her staggered feet, exactly in rhythm. Jamila’s son hinged deeply at 

the hips, dipping down past 90-degrees and shooting back up again like a Drinking Bird toy. 

Music played.  

“Excuse me, but these children are little crazy people (petits fous),” Jamila continued. 

“Yes or no? I mean – we never called this autism before… Frankly, we would say, he is crazy 

(fou). She is crazy. But now, when certain parents were affected (touché), they found this word: 

autism. But it’s not true. It is unfortunate to say this. But when you go into a psychiatric hospital, 

the people locked up in there, are they not like this?” She gestured again around the room. “My 

son, for example, if I did not exist. Imagine: me, I do not exist. He would be locked up 

somewhere. I’m here, and I organize his life. But without me, he can’t do anything – go to the 
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bathroom, prepare food, nothing.” She went on to talk about a young homeless man who picked 

through the trash in her neighborhood. “He is young and beautiful, and he is crazy (fou). He is 

just like my son,” she said, “except that I am here and his parents are not.” 

 Jamila’s remarks will strike some readers as insensitive, perhaps even as plain wrong. But 

in them she was capturing something important about the wave of autism activism swelling 

across urban Morocco. What makes the children in Jamila’s association “autistic” rather than 

“crazy,” sociologically speaking, is precisely the intense effort of their parents – and indeed this 

is a microcosm of the history of autism more generally, as reported in several contexts (Eyal et al 

2010; Silverman 2011; Grinker 2007). In fact, at the heart of the matter, we do not find an 

epistemological question – as Jamila posed it when she said “it’s not true” that the autistic 

children at her association were different than “crazy” people on the streets or in psychiatric 

hospitals – but rather we find there an ethical question. Indeed, it is not difficult to see that this 

collection of dancing children and adolescents are quite different from the young homeless man 

rooting through Jamila’s neighborhood trash.  

 The two categories (“autistic” and “crazy”) imply two very different economies of effort 

and, despite her seemingly crass comments, Jamila was deeply committed to the ethical project 

with which the category autism aligns. An autism diagnosis (whether made officially by a 

physician or informally by a fellow parent) implied a potential for improvement and demanded 

an investment of time and resources far surpassing what a child labeled “crazy” (ḥmaq) or 

simply “retarded” (matʾakhkhar or mutekhellif) could expect. This dissertation follows the 

category autism as it makes its way across Morocco. What difference does it make, I ask, to call 

a child autistic instead of “crazy” or “retarded”? What are the consequences for the child and his 

or her family? In turn, what are the consequences for the category? 
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 Little is known empirically about autism outside Euro-American contexts. Nevertheless, 

activists and experts increasingly extrapolate from the ever-rising U.S. and U.K. prevalence 

figures (now as high as 1 in 68 [Baio 2014]) to provide estimates and call for action 

internationally. Some activists suggest, for instance, that Morocco is home to some 200,000 to 

300,000 autistics, most of whom are undiagnosed (e.g., LPS 2009).3 However, child psychiatry 

and special education – two fields of expertise which were key to autism’s historical emergence 

in the U.S. and spread to other contexts – are new disciplines in Morocco, and the autism label 

has not been widely applied to Moroccan children in the past. As Jamila’s statements above 

indicate, children were more commonly described and treated as majnūn (“possessed”), moʿāq 

(“disabled”), hmaq (“crazy”), f shkel (“weird”) – but not tawaḥḥudī (“autistic”). Over the past 

decade and a half Moroccan parent-activists have been working with domestic and foreign 

development agencies, activists, and professionals in an effort to change that. Drawing on an 

“American model” (in self-conscious opposition to a French model) of diagnosis and therapy, 

they have been training a new cadre of experts, “raising awareness,” and building an 

infrastructure to identify and educate children as autistic. My research examined what happens 

when knowledge and technologies about a reportedly universal developmental disorder hit the 

ground in local social worlds structured by unique modes of governance and distinctive 

philosophies, vocabularies, techniques, and ethics of the self, the child, and the parent. I 

investigated the following questions: (1) How and to what extent do activists and experts make 

autism into a viable category, and thus a viable way to be a person, in Morocco? In other words, 

what makes the category “stick” in Morocco? How does it gain traction in local worlds? (2) How 

does the label autism itself – its meanings, definitions, uses, enactments – change and respond to 

complex processes initiated by its introduction within quotidian contexts of Moroccan social 



 4 

life? (3) How does the autism label influence everyday familial life, social relationships, and 

conceptions of moral parenting? While Question 1 points to the social, institutional, and practical 

history of autism’s spread into and across Morocco, Questions 2 and 3 highlight the 

consequences of autism’s travels for both the people so labeled and for the category itself. 

 

Core Theoretical Concerns of this Study 

 My study took autism associations, autism therapies, and everyday interpretation and 

translation as the key sites for registering the stakes of autism’s spread in Morocco. Once 

considered a rare childhood mental illness, autism has come to be considered in some circles as a 

kind of neurologically ordained otherness (a natural instance of “neurodiversity” [Eyal et al. 

2010]). Accordingly, the therapies being promoted in Morocco – largely imported from the U.S. 

via Europe – focus on both translating and accommodating the child’s idiosyncratic mode of 

communication and interaction, and inculcating habits of relating to and working on the self.4 

Unlike psychotherapy, for example, which is delivered in discrete sessions between a 

professional and a patient, autism therapies, as we will see in more detail below, infuse everyday 

interactions, structure daily life, and provide families and therapists with tools for establishing 

contact with seemingly hard-to-reach children. They are practiced around the clock and they slot 

parents in the role of co-therapist. I found that these unique qualities of autism therapies allowed 

them to interact with local ethics, philosophies, and technologies of the self in Morocco in 

distinctive ways. They changed the way parents and others interacted with and translated for 

people diagnosed as autistic; in doing so, they generated novel forms of subjectivity, sociality, 

and expertise among parents, professionals, and children. Further, they became concrete vehicles 

for establishing autistic personhood and negotiating the meaning of autism in Morocco. These 
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unique dynamics, in turn, provide an important opportunity for studying what Ian Hacking calls 

the “looping effect of human kinds,” whereby categories designating kinds of people (rather 

than, say, kinds of molecules) change over time as a result of interactions among experts, 

institutions, knowledge, the people classified, and the classification itself (1994, 2007). Seldom 

studied ethnographically, looping (more on that below) offers a unique theoretical approach to a 

question of great contemporary anthropological concern: how do cultural categories transform in 

response to complex processes as they move through time and space (Gaonkar and Povinelli 

2002; Gluck and Tsing 2009)? Defined in relation to domains of communication, sociality, and 

behavior – the very stuff of culture and selfhood – autism is an ideal object for this sort of 

anthropological study. Morocco’s complex cultural, political, and institutional histories, as well 

as its rich landscape of understanding and treating derangements of the mind, self, or soul make 

it an important site for studying global autism activism.  

 A study of looping in Morocco stands in critical counterpoint to the common trope of 

global autism activism as a form of “knowledge transfer” (e.g., LPS 2009), whereby information 

and technologies derived from North American and European experiences are simply exported to 

Morocco and other parts of the world. The particular details of the case of autism in Morocco 

outrun such narratives. First, as I will explain below, the autism spectrum is a notoriously 

nebulous domain. Lacking a biomarker to anchor the boundaries of disorder (such as trisomy-21 

for Down syndrome), what it means to be autistic and who should be counted as such remains 

open to social negotiation (cf. Lakoff 2005). Second, the science and therapies being promoted 

are themselves highly contentious. Experts in the U.S. disagree on nearly everything autism-

related: etiology, prognosis, prevalence rates, etc. Many French and Moroccan psychiatrists, in 

turn, continue to use psychoanalytic categories (e.g., “psychic disharmony”) that, in the eyes of 
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their parental counterparts, constitute autism as a mental illness and clash with their preferred 

“American model” of autism qua developmental disability (Méadel 2006; Chamak 2008). Third, 

despite what French activists told me in prior interviews, Morocco is not a blank slate upon 

which knowledge forged elsewhere can simply be transferred. Rather, there is a rich and 

fractious history of various forms of therapeutics of the self in Morocco, including 

psychoanalysis, biopsychiatry, and vernacular and revivalist Islamic cures. Experts in these 

various domains sit uneasily alongside one another in a highly charged political field. Autism’s 

epistemic unsettledness and the complexity of this field of expertise suggest that Moroccan 

experiments in autism activism could be extremely consequential for all involved, including the 

category itself.  

 

Social Studies of Science, Technology, and Medicine 

 As I alluded to above, to understand how categories of kinds of people, like autism, are 

transformed over time, scholars have engaged Ian Hacking’s theories of “making up people” and 

the “looping effect.”5 Making up people refers to the way sciences create new kinds of people 

that previously did not exist. Looping refers to the dynamic interactions between a particular 

human classification and the actual people labeled. Once a new kind of person is “made up” in a 

given place and time, knowledge is developed, institutions are founded, people are diagnosed, 

social practices are elaborated, and experts are made. Through complex processes among 

multiple levels, the kind of person ultimately becomes a “moving target” as the people and ideas 

about them change over time (2007).  

Hacking’s account of looping in relation to autism in the U.S. is instructive, important, 

and insightful. Focusing on the relatively new and flourishing genre of “autistic autobiography,” 
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he argues that the category autism has shifted over time because autistic authors are stretching 

the prototype of autism (Hacking 2009).6 They are doing this, in part, by providing “thicker” 

pictures of autistic experience. Previously, autistics and non-autistics experienced a sort of 

mutual unintelligibility: neither one could plainly tell what the other was thinking, feeling, or 

intending simply by looking at his or her outward comportment. The ability to directly infer what 

the other person is feeling, thinking or intending – what Hacking calls “Köhler’s phenomenon” 

after the gestalt psychologist Wolfgang Köhler (see Hacking 2009, 2009a) – is the bedrock upon 

which “shared forms of life” are built: no Köhler’s phenomenon, no shared forms of life. 

Hacking’s thesis is based on a speculative, fast-and-loose longue durée argument about the 

prehistory of contemporary language. “Whatever evolutionary psychohistory we choose to 

imagine,” he writes, “it is a fact that there has been a language for the intentions, desires, and 

emotions of other people for all of historical time. It was, however, crafted by and for 

neurotypicals [i.e., non-autistics]. We are only just beginning to adapt that language to the 

autistic life” (2009:56). By giving ordinary language descriptions of their sensory experience, 

Hacking argues, autistic authors help non-autistics to better understand seemingly strange autistic 

behaviors.7 By elaborating such a language, autistic self-advocates help to create the discursive 

conditions of possibility for shared forms of life. 

Though it is compelling, indeed fascinating, there are several limitations to both 

Hacking’s account of autism’s evolution and similar ones proffered by other scholars. First, most 

accounts of looping are based purely on texts.8 As a result, they capture only one stretch of the 

loops, one segment of a dynamically interacting ensemble of forces. They inevitably skip over 

the quotidian, “capillary” practices (Foucault 1977) through which actual subjects inhabit and 

exhibit these new forms and categories of personhood. As Hacking himself avers, “I should warn 
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that my concern is philosophical and abstract; I look more at what people might be than what 

they are. I imagine a philosophical notion I call dynamic nominalism, and reflect too little on the 

ordinary dynamics of human interaction” (2002, 100). Further, Hacking notes, “Neurotypicals 

and severely autistic people do not initially share a form of life because the bedrock is lacking, 

and so an artificial platform must be constructed” (2009:56). He considers the role of the Internet 

in facilitating forms of sociality among autistics and between autistics and non-autistics. But as I 

will explain throughout this dissertation, the very autism therapies that Hacking dismisses are 

themselves absolutely crucial to the creation of this “artificial platform” which equips people 

with autism, their families, and broader communities with tools for living together and sharing 

forms of life (see Eyal 2010, Reno 2012). Indeed, I will argue that autism therapies and their 

prosaic technologies provide a technical infrastructure for establishing autistic personhood. 

Second, most recent accounts of looping and autism tend to focus on cutting-edge 

biogenetic and neurological research paradigms aiming to “cure” autism as well as the negative 

reactions that identity-based movements, or “pride projects,” have had to these programs 

(Nadesan 2005; Orsini 2009; Pellicano and Sears 2011). Within studies of biomedicine and 

emerging categories of disorder more generally, a host of helpful anthropological neologisms 

have attempted to capture broad-based social processes: “biosociality” (Rabinow 1993), 

“bioavailability” (Cohen 2004), “biocapital” (Sunder Rajan 2005), “biobureaucracy” (Korhman 

2005), “biomedicalization” (Clarke et al. 2010), biosentimentality (Sharp 2006), “bioscape” 

(Inhorn 2011), and many more. The wealth of bio-prefixes reveals an emphasis – perhaps even 

an overemphasis – on the role of technoscientific biomedicine in creating and organizing novel 

social worlds. These foci have, without doubt, greatly advanced theoretical discussions and 

enhanced empirical studies. Yet, by studying science almost exclusively at its biomedical cutting 
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edge, might we be overlooking the importance of increasingly common “minor” forms of 

nonmedical expertise about health problems, especially as they contribute to looping processes 

(Valverde 1998)?9 

In fact, “bio-” concepts have limited purchase on a number of salient contemporary 

human afflictions. Autism, alcoholism, eating disorders, and gambling addictions, to name a few, 

are all subject to prominent biomedical explanations and speculative research programs. But they 

are still diagnosed and treated primarily with low-tech nonmedical techniques carried out by 

paraprofessionals, patients, and their kin. How, I ask, might the anthropology and sociology of 

science, technology, and medicine look if they focused more on these “prosaic technologies” and 

on “minor” forms of expertise (Silverman n.s.)? This dissertation ventures to answer that 

question by attending to the unremarked ways that simple therapeutic procedures are folded into 

the fabric of everyday domestic and social life and by showing how these mundane activities 

might constitute subterranean routes through which the category autism is transformed as it 

travels across space and time and new subjects are made.   

An ethnographic focus on the fine-grained details of local worlds and prosaic 

technologies like behavioral therapies has an important theoretical payoff. It engenders a more 

multidimensional concept of looping, and ultimately, a greater understanding of the emergence 

and transformation of categories of human disorder as well as understandings and experiences of 

moral personhood in different sociohistorical contexts. Drawing on ethnographic research, I 

show that everyday therapeutic and domestic practices do not fix identities into place in the way 

that self-conscious identity politics do. Rather, they leave them suspended while working on 

other levels: habits, bodies, and minute interactions. At these levels, abstract goals like “curing 

autism” or “becoming normal” and even abstract concepts like “autism” become practically 
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irrelevant.10 Indeed, although linguistic activism was a key concern of autism parents in 

Morocco, it was striking how seldom one heard the words “autism” or “autistic” in the context of 

everyday life in autism associations and family homes, during my fieldwork in Morocco (and 

also the U.S.). By paying close attention to the politics of practice and micropolitics of 

recognition in everyday interactions, this dissertation shows how the introduction of the category 

autism, and the techniques and concepts associated with it, impacts understandings and practices 

of moral parenthood, personhood, and childhood.  

 

Social Studies of Autism and Psychiatric Anthropology 

 Historically, social science inquiry on autism has been dominated by psychological 

research. Cognitive theorists have defined autism as a form of “mindblindness” (Baron-Cohen 

1997), a brain disorder involving lack of awareness of one’s own internal states as well as 

others’. In the past decade, scholars have begun to critique this cognitive approach. First, 

linguistic anthropologist Elinor Ochs notes that autism is a disorder of functioning in a particular 

sociocultural milieu; she thus argues against studying it qua universal disorder of interpersonal 

interaction in lab experiments and calls for field research (Ochs et al. 2004:247). Second, as 

noted above, Hacking (2009) argues that autistics do not lack an ability to discern the internal 

states of others, as cognitivists say. Rather, autistics and non-autistics do not share “forms of 

life,” and they thus cannot see and infer from each other’s behavior what the other is doing. As I 

discussed above, published accounts of high-functioning autistics, and I would add autism 

therapies, facilitate the creation of such shared worlds of action and recognition. Third, historical 

and cultural accounts have challenged the idea of an autism epidemic and the self-evidence of 

current conceptions of autism, showing wide variability in how autism is defined, understood, 



 11 

and treated (Grinker 2007; Nadesan 2005).  

 While drawing on these important studies emphasizing autism’s social (as opposed to 

simply cognitive) dynamics, this study departs from them by focusing on autism therapies. 

Perhaps in reaction to the cognitive approach, scholars have tended to focus on critiquing 

theories like “mindblindness,” which in fact have little impact on autism treatment. If they 

mention therapies at all, contemporary critics often misread their significance. This misreading 

may derive from an emphasis on the increasingly prominent role of “high-functioning” autistic 

self-advocates in the Anglophone world. However, there was no presence of high-functioning 

autistic self-advocates in Morocco during the time of my fieldwork. As mentioned above, autism 

therapies provide a unique and rich locus for studying the social impact of global autism activism 

because they allow us to view such activism precisely where the rubber meets the road (more on 

that below).  

 Despite the recent surge of interest, social science research on autism outside the U.S. and 

Europe has been scant (Silverman 2008; Daley 2002). Psychologist Tamara Daley’s study of 

symptom recognition and diagnosis in India was the first study involving sustained fieldwork on 

autism outside the U.S. and Europe. It was comprised mostly of semi-structured interviews (in 

English) with families and a survey filled out by clinicians (Daley 2004; Daley and Sigman 

2002). The aim of her work was to make diagnosis in India more accurate and to improve 

awareness among professionals. She shows how Indians’ beliefs – in contrast to American 

knowledge – impede the path to an accurate diagnosis. Anthropologist Roy Grinker’s monograph 

Unstrange Minds (2007) – part history, part sampling of autism internationally – offers 

fascinating comparative examples from Korea, South Africa, and India, but they are based on 

what Sunder Rajan (2005) has described in a different context as brief “ethnographic probes.” 



 12 

Grinker’s work has opened up important conversations in the field and offered unique insights 

about the autism epidemic. However, he at times draws on a quasi-evolutionary model in which 

countries like Korea are said to be “a decade behind” the U.S. in how they approach autism. 2 

And, as I describe more fully in the Conclusion, Grinker has approached his research in Korea 

from a sort of cultural in/compatibility perspective, seeking to identify the cultural reasons why 

families resist an autism diagnosis when their children in fact meet the diagnostic criteria for 

autism as understood in the U.S. In many ways, Grinker and Daley’s work dovetails with some 

forms of transnational autism activism and global public health that mark American practices as 

enlightened and set them against the backdrop of Third World abuse and neglect, thereby 

justifying postcolonial knowledge transfer. While this is an important avenue for public health 

research and for the project of global autism activism, my study pauses on a prior moment and 

asks the opposite question: why in the first place would Moroccan families accept or embrace a 

fuzzy, foreign diagnostic category like autism at all? How does the label gain traction in local 

Moroccan worlds? Combining the strengths of anthropology and science studies, my study of 

autism in Morocco contributes an important account of increasingly common transnational 

efforts to popularize the category, while neither simply reproducing medical understandings nor 

teleologically ranking cultural approaches to it. 

 Drawing on recent work in the anthropology of religion, I depart from earlier 

anthropological studies of autism by focusing on technologies and practices – and especially 

practices of self-making and world-making – instead of beliefs (Asad 2003; Mahmood 2005; 

Hirschkind 2006; Keane 2007). Indeed, I found that the way the category autism and the ethical 

ideas associated with it were circulating in Morocco shared some similarities with processes of 

religious conversion. As Webb Keane notes in his study of Protestantism in Indonesia, “the 
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effect of Christianity on subjectivities, and the religion’s continued mobility, depends on the 

portability and intimacy of specific practices…[which] play a key role in fostering the moral 

narrative of modernity” (2007:68). Keane goes on to explain, “neither religion nor the moral 

narrative of modernity is confined to the imagination. They offer ways of inhabiting that which 

they make imaginable” (ibid.). In other words, religious conversion and the spread of a moral 

narrative of modernity did not unfold on an imaginative plane alone; it did not simply amount to 

infusing new concepts, categories, or forms of knowledge into the socio-cultural ether, which 

could then be taken up or not by local actors, depending on how they align with their preexisting 

framework of beliefs. Rather, it entailed concrete ways of constructing and inhabiting novel 

worlds that were both practical and imaginative and through which people could enact novel 

forms of personhood. In a similar fashion, as we will see, autism therapies and therapeutic 

technologies articulate with specific ideologies that harbor particular ethical ideas about 

interiority, interpretation, and disability, and they provide concrete means for enacting novel 

forms of personhood. In this way, they can function as techniques of persuasion, seeking to 

convert others to a novel view of people with disabilities. Indeed, autism’s proliferation across 

Morocco cannot be equated to the spread of knowledge or ideas. Rather, the category gained 

mobility and appeal via a host of portable and intimate practices and technologies.  

 More broadly, this study contributes to the field of psychiatric anthropology. It follows 

scholars who, rather than debunking psychiatric disorders as “socially constructed,” take a Janus-

faced approach: working with the categories as currently defined, while assuming that their 

present nosological status is historically and culturally contingent (Jenkins and Barrett 2004:3; 

Kirmayer 2006; see also Kim Hopper’s chapter in Jenkins and Barrett 2004). The coupled 

globalization of American psychiatric concepts and pharmaceuticals has been a major 
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preoccupation in the field (e.g., Lakoff 2005; Lakoff, Petryna, and Kleinman 2006) and the 

global spread of categories of childhood disorder has largely gone unstudied. Because of the 

nature of autism therapies (the parent rather than the psychiatrist is the model expert) and the fact 

that autism in Morocco is co-emerging with the field of child psychiatry (Fr. pédopsychiatrie), in 

the relative absence of pharmaceutical treatments (there is no “drug for autism”), this project 

contributes a unique and important case study to this literature. 

 
 
Social Studies of Health and Illness in Morocco  
 
 Similar in some ways to the earlier anthropological work on autism, many studies of 

health and illness in Morocco have taken a classical anthropological approach. They have 

focused on cataloguing local “folk beliefs” and examining the way they shape ritual practice and 

everyday life. Finnish philosopher and sociologist Edward Westermarck’s Ritual and Belief in 

Morocco (1968), first published in 1926, is the cornerstone of this body of work. A massive 

dual-volume doorstop of a book, Ritual and Belief is a quintessential ethnographic tome that 

chronicles the logics of Moroccan ritual life, religious beliefs, moral thinking, folklore, and 

magic, and explores their sociohistorical origins. The first volume describes Moroccan beliefs 

and rituals concerning a host of connected issues around spirit beings (Ar. jinn, pl. jnūn), the Evil 

Eye (al-ʿayn), witchcraft (siḥr), and bārāka (what Westermarck translates as “holiness or blessed 

virtue”) for example. Westermarck focused much of his energy on showing the multifaceted 

historical and cultural influences that had forged Moroccan beliefs and rituals: Christian, Judaic, 

and Islamic (or Mohammedan, as he says), Subsaharan African, Egyptian, Roman, and Northern 

Mediterranean.  

 Scholars concerned with health and illness in Morocco have extended Westermarck’s 
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work in a variety of ways: by telescoping in on one particular aspect of health-related beliefs 

(Obermeyer 2000); by analyzing the social and psychic functions or specific kinds of organized 

ritual activity (Crapanzano 1973); by tracking the ways that contemporary families protect 

themselves from spirits, magic, and the Evil Eye (Macphee 2012); and by cataloguing 

specifically health-related rituals and beliefs in contemporary Morocco in Westermarckian 

fashion (Dieste 2012). My dissertation draws on this body of literature in order to understand the 

specific ways that the category “autism” is being translated within the complex particularity of 

the Morocco context. This body of work gives the lie to the unfortunate assumption, made by 

many colonial French psychiatrists and some contemporary French activists, that Morocco is a 

blank slate upon which modern Western medico-scientific knowledge can applied.11 It suggests 

that the category autism must be positioned in relation to a complex catalogue of beliefs and 

practices as well as distinctively Moroccan categories of disorders of the mind, self, and soul 

(and their associated forms of vernacular expertise), all of which impacts the way autism is 

understood and treated in contemporary Morocco. Indeed, this is my focus in Chapter 3. 

 Several scholars have explored, as I do in this dissertation, the ways that new or “foreign” 

biomedical practices travel in Morocco. Taking an historical lens, Richard Keller (2007) 

examines how French colonial medicine encountered and often clashed with local “folk” beliefs 

across North Africa. Drawing on colonial archives, Keller describes the development of “cultural 

rifts” in clinical encounters between French psychiatrists and their North African patients. Well-

meaning psychiatrists failed to treat their indigenous patients effectively (compared to their 

settler European patients), Keller argues, because clinicians did not understand and address their 

social worlds and the “elaborate theoretical framework” that supported their cultural conceptions 

of madness. Keller also shows how French colonial psychiatrists – now seen in a retrospective 
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historical light as racist and reckless for their experimental treatments and theories of the 

“primitive mentality” –in fact saw themselves as innovators, utopians, cutting-edge scientists, 

even humanitarians in their time. Only later, after the profession of psychiatry had shifted and in 

the light of postcolonial critiques, did their work come to appear as racist and violent. 

 The relationship between medicine and tradition is also an important theme in recent 

medical anthropological work on modern Morocco. Stefania Pandolfo (2000) and Charlotte Van 

Den Hout (2013) have both addressed postcolonial legacies in contemporary Moroccan 

psychiatry, particularly in terms of its complex relationship to “traditional” Moroccan beliefs and 

rituals, some of which were outlawed during the French Protectorate. Through detailed 

ethnography in a psychiatric hospital and among Quranic healers, Pandolfo describes the way 

that Moroccan youth articulate their experience of madness as a kind of alienation from both 

tradition and modernity. They find themselves simultaneously unable to access both the sites and 

symbols of traditional healing and the dream of an imagined modernity of curative and caring 

healthcare. Van Den Hout’s work in a women’s ward of Hôpital Ar-razi in Salé explores similar 

paradoxes. Through careful ethnographic work in clinical contexts and detailed life histories, she 

examines the ways that psychiatric diagnosis itself can open up a space for questioning notions 

of tradition, modernity, and authenticity, and how treatment allows for cultivating new traits that 

are marked as healthy, modern, and culturally authentic.  

My study draws on these recent works on the place of medicine in contemporary 

Morocco. Through the unique lens of autism activism, I show how the place of the French legacy 

has come to be questioned in contemporary Morocco. Indeed, as I discuss below, because the 

French approach to autism has become an anomaly in the context of accelerated globalization, 

many Moroccans described the French approach itself as “traditional” (taqlīdī), “ancient” (qdīm), 
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or “backwards” (literally, “retarded” or “behind,” mutakhallef). In fact, contemporary Moroccan 

parents and experts were distinguishing themselves through their practices of autism diagnosis, 

treatment, and activism in another way: as not merely members of a French postcolony, but as 

members of a global ecumene. Indeed, even the French-influenced Moroccan psychoanalysts felt 

French support, in some instances, to be a burden that kept them from responding to particularly 

exigencies in the Moroccan context and exchanging with experts from elsewhere.  

Further, autism parenting, therapy, and expertise all intersected with debates about 

tradition and modernity. Many Moroccan parents and experts saw the practice of contemporary 

autism therapies, and even the simple act of calling a child “autistic” rather than “crazy” (hmaq), 

as distinguishing them from seemingly backwards local traditions. However, heeding the insights 

of Pandolfo and Van Den Hout, I recognize the complexity and ambivalence in the way 

contemporary Moroccans relate to logics and practices labeled “traditional.” Conceptions of 

moral parenthood advocated and practiced by Moroccan autism parents contain a hybrid and 

innovative – and sometimes paradoxical – mix of what they understand as modern and 

traditional, new and old, Moroccan and European or American. Furthermore, not unlike the 

American autism parents I will discuss in Chapter 2, Moroccan parents engaged in a complex 

bricolage to create therapeutic itineraries that melded competing discourses and ideologies. 

Indeed, families and therapists often struggled over what should constitute a modern – as 

opposed to traditional – vision of autism parenting within the urban Moroccan context.  

 Finally, this study departs from previous studies of health and illness in Morocco in three 

important ways. First, instead of opposing “folk” beliefs to medical “facts,” I place vernacular 

categories and forms of expertise on equal footing to scientific disciplines, like biomedicine and 

psychology. Second, instead of presenting the encounter between vernacular beliefs and Western 
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science and medicine as a “clash of medical cultures” (Keller 2007:95) or a “contest over 

cultural hegemony” (Keller 2007:85), my focus on looping allows me to examine interactions 

between different systems of thought and practice. This leaves open space for identifying hybrid 

and changing forms of knowledge, practice, and institutional configuration. Third, my study 

departs from more recent studies of health and illness in Morocco by reaching beyond the clinic 

walls. Indeed, biomedicine in general and psychiatry in particular constitute important 

disciplines in Morocco, and every family I talked to found themselves in a doctor’s office at one 

point in time or another. However, the clinic offers a dense yet narrow ethnographic lens. 

Clinical encounters are highly formalized and often only constitute a brief, if memorable, stop 

along family journeys. Of course, for other forms of illness and especially for hospitalized 

patients (including mentally ill adults, as studied by Pandolfo and Van Den Hout), the clinical 

setting may be a particularly revealing site. However, as Biehl (2005) and Das and Das (2006) 

have shown in other contexts, the reach of medical categories, concepts, and treatments has been 

stretching increasingly further outside the walls of clinics, and particularly into homes, 

reorganizing domestic life and local moral worlds. By conducting extensive participant 

observation in family homes and in special autism classrooms run by parent associations, I 

gained a privileged view of the way a foreign medical category, and the techniques and concepts 

associated with it, are circulating within everyday Moroccan life as well as the consequences for 

both the category and the families who engage with it.  

 

Methodological Approach  

To track the complicated social processes underway in the field of autism activism, 

expertise, and care in Morocco, my project employed several methods of collecting and 
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analyzing data. My research design was multi-sited and “messy” to match the complexity of the 

phenomena examined (Marcus 1998, 2007; Law 2004). I set out to illuminate autism’s unique 

Moroccan contours and to gauge how and to what extent it was becoming a salient category 

there. My fundamental methodological principle, therefore, was to “follow the label” (Marcus 

1998). Because the autism label and the techniques used to treat it were crisscrossing domestic 

and public spaces, I found myself conducting fieldwork in homes, clinics, schools, and a range of 

non-institutionalized spaces, like cafés, beaches, traffic circles, among other sites. Further, 

examining what autism is in Morocco also meant examining what it is not. I therefore “followed” 

adjacent categories as well (e.g. majnūn, child psychosis, mental retardation, and a host of 

others) and this led me to saints’ tombs, to small hole-in-the-wall offices where vernacular 

religious healers (foqha) plied their trade, to a farm where a charismatic healer with “magnetic 

powers” operated, to large centers for the disabled, to child psychiatry departments in large 

public hospitals, to centers for psychotic children and adults, to family homes of all kinds, and to 

a few rural villages in southern Morocco. 

The label autism, however, was not a free-floating signifier. It is therefore a bit 

disingenuous to say that I was simply “following the label,” as if it were an errant hot air balloon 

flying aimlessly across Morocco. Indeed, autism did not travel alone. There was a host of 

practices, therapeutic techniques, technologies, stories, tropes, theories, images, ethical ideas, 

and “affinity words” (Gluck 2009) traveling with it. Indeed, it was in and through its attendant 

therapeutic techniques, technologies, and concepts that the category autism was gaining a certain 

reality and a particular clarity of meaning for people in Morocco. Further, the autistic person was 

not the only kind of person that was being made up there (more on these terms below). There 

was also the “autism parent” and the “autism expert,” the “child psychiatrist,” the 
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“aide/educator” (Fr. educateur, Ar. murebbi), the “disability rights activist,” the “high-

functioning autistic,” the “low-functioning autistic,” the “person with Asperger’s,” and so on. In 

fact, many kinds of people were coming into being for the first time in Morocco, all at once. 

To track these processes as they were unfolding, I spent 30 months living in Morocco and 

conducted over two years of fieldwork between January 2009 and July 2013. I was largely based 

in Rabat, the capital (more on that city below). Because autism therapies seemed so important to 

the label’s spread across the country and to its associated ethical project, I conducted twenty 

months of participant observation (between January 2011 and July 2012) working as an “aide” in 

the homes of four families with a “child” with autism (Aziz, a nine year-old boy; Wadiaa, a 17-

year old young woman; Dounia, a 18-year-old young woman; and Hakim, a 31-year-old man) in 

and around Rabat. While none could be considered “high-functioning” – all required day-to-day, 

or even moment-to-moment care – the extent and nature of their abilities and disabilities differed 

markedly, as we will see in the later chapters. The families with whom I worked in this intensive 

fashion ranged from lower-middle- to upper-middle-class. All were nuclear families living in 

single-family homes or apartments, and three were two-parent households (Hakim’s mother was 

a widow).12 Each of the children had siblings, though Wadiaa’s sister was older and had moved 

out. Over the course of twelve months, I visited each of their homes at least once a week 

(sometimes twice or even three times), spending a minimum of two hours and sometimes the 

whole day. We often stayed home, but I also accompanied them on outings (to the store, the 

doctor, the beach, sports clubs, extended family homes, religious healers, the local corner store, 

and much more). With one family, we started a “café program” where I accompanied the mother 

and daughter to a café for an hour or so every Sunday morning. Working in family homes proved 

extremely useful. In contrast to the neat and tidy narratives in life history interviews I conducted, 
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a much thicker, richer and more nuanced picture came into focus through the participant 

observation in the domestic sphere. My entry into homes was facilitated by my background 

working in the U.S. for nearly ten years as a caregiver for autistic children and young adults and 

for one year as an educator in a school for people with autism. I was therefore already familiar 

with the basics of autism therapies and felt comfortable observing and participating in everyday 

life and therapeutic activities with families in the home.  

I recorded life histories, as told by their parents, of 40 children and young adults 

diagnosed (whether formally or informally) with autism. I analyzed a variety of documents that 

families, activists, and experts shared with me, as well as the videotapes that some families used 

in home therapy programs. I conducted participant observation – working one day a week as an 

aide or educateur – for six months in a pilot “integration” classroom for adolescents with autism, 

cerebral palsy, and Down syndrome run by a disability association. For 15 months, I conducted 

participant observation once or twice a week in the nation’s first child psychiatry department. I 

interviewed 15 experts working in the field of autism care in Rabat and Casablanca. I interacted 

and conversed with many other experts, students, medical residents, and trainees as well as with 

many other parents. I visited 17 autism associations in 10 cities, including Rabat, Temara, Salé, 

Casablanca, Fqih Ben Saleh, Ouled Teima, Agadir, Fes, Meknes, and Marrakesh (see pp. 80-82 

for maps showing the geographic and chronological spread of autism associations across 

Morocco). I also met representatives of associations in Tangier, Beni Mellal, Tetouan and Oujda, 

but did not visit those for logistical reasons. (There are other new associations in Taza, Al-

Hoceima, Mohammedia, Nador, Tiznit, Lârache, Lâayoune, and Safi that I was unable to contact 

or visit.) I went to several sites of religious healing in different parts of the country. I attended a 

monthly meeting of psychoanalysts as well as dozens of trainings and conferences across the 
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country (but most often in Rabat and Casablanca) concerning autism, child psychiatry, disability, 

or mental illness. I also conducted a month-long collaborative photoethnography project with a 

documentary photographer, Jesse Neider, which involved documenting the everyday lives of 

several families and recording life histories of families in Rabat, Casablanca, Tetouan, and Fqih 

Ben Salah. Through 30 months spent in the country over the course of four and a half calendar 

years, I watched the category autism take shape, gain traction, and become more and more 

meaningful across urban Morocco. I also watched as a series of conflicts and controversies 

unfolded in real time. Before introducing some of those controversies specific to the field of 

autism, I turn first to the broader Moroccan context within which they were occurring.  

Before continuing, I offer one caveat for readers to keep in mind. The concept of the 

autism spectrum has expanded widely in many circles over the past three decades. Some readers 

will notice that my descriptions hover over what we think of in the U.S. as the more severe end 

of that spectrum. The children I worked with were often nonverbal. They sometimes bit, hit, 

kicked or screamed in fits of rage. Most required day-to-day, even moment-to-moment care and 

supervision.  

In the U.S., some people “on the spectrum” are, in fact, exceptionally autonomous and 

capable. They graduate college, hold jobs, live independently, write books, raise children of their 

own. Temple Grandin is perhaps the most obvious and celebrated example. She has written 

numerous books, made myriad appearances at conferences, on radio shows, and television, and 

she is the subject of an award-winning HBO biopic. In Morocco, however, the diagnosis has 

typically (though not exclusively) been applied to people with more dramatic symptoms. These 

are the children and adults with whom I typically worked and whose families I most often met.  

The reasons for this are multiple and debated and I will discuss them especially in 
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Chapter 4. Most parents and clinicians I met agreed that this was due, in part, to a lack of 

awareness. Clinicians tended to think of autism as a severe disorder. Teachers and parents, for 

their part, did not typically notice or report more subtle symptoms and signs of autism. This, in 

turn, meant that clinicians did not see a wide range of profiles and might, therefore, be less 

attuned to recognizing them when they did.13 Further, the specific institutional niche that autism 

associations came to occupy made it so that the most serious and hard-to-treat cases wound up in 

autism classrooms, and this produced a sort of “looping effect” that established this narrow view 

of autism.14 

 

Morocco 

 “Morocco,” Pennell writes, “is a layered country. Each phase of history has left a mark 

on its current makeup” (2003:xiiv). Indeed, the territory of present day Morocco – about the size 

of California and Oregon combined, if one includes the controversial, Moroccan controlled 

territory of Western Sahara – is marked by a long history of exchange between Africa, Europe, 

and the Middle East, and by the influence of powerful tribes, dynasties, empires, and nations: 

from the Phoenicians, Carthagians, and Romans to the Byzantine empire to the Umayyad 

empire15 to a series of Berber16 dynasties to the Ottoman empire and, finally, the Saʿdi Arab 

dynasty and the Alaouite dynasty, which has survived to the present day.17 European nations 

have also played an important role in Morocco’s history: from Portuguese coastal outposts, to the 

French and Spanish Protectorate (1912-1956),18 to the Tangier International Zone.19 Positioned 

at the westernmost edge of the Arab world, on the northern shores of the African continent, just a 

short boat ride away from Spain and shot through with trade and migration routes, Morocco has 
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long been a dense site of sociocultural and economic exchange. And those transactions have only 

accelerated in the modern era.20  

Morocco’s languages and cultures reflect this fluidity of borders, multiplicity of identity, 

and richness of exchange. This complexity can be seen, for example, in the package of 

constitutional reforms that King Mohammed VI offered in response to the “Arab Spring” social 

upheavals, which were ultimately ratified via a somewhat controversial nationwide referendum 

on July 1, 2011. Those reforms spoke of Moroccan national identity as “forged by the 

convergence of Arab-Islamist, Berber (amazighe) and Saharan-Hassanic components, nourished 

and enriched by its African, Andalusian, Hebraic and Mediterranean influence… The 

preeminence accorded to the Muslim religion in the national reference is consistent with the 

attachment of the Moroccan people to the values of openness, of moderation, of tolerance and of 

dialog for mutual understanding between all the cultures and civilizations of the world” (Ruchti 

2011:3). This reform also recognized for the first time Tamazight (Berber) as an official 

language alongside Classical Arabic, and noted the importance of Hassania, an Arabic dialect 

spoken in the southern Sahara regions.21  

This linguistic and sociological complexity exemplifies a long history of global 

encounters and exchanges that has etched itself deeply in Moroccan society. Indeed, this 

historical and social context seems to have fostered a distinct capacity – even predilection for –

cross-border collaboration, linguistic hybridism, therapeutic polyglotism, and improvisation; and 

all of these surfaced throughout my research. For example, I will discuss: the importance of 

international alliances with autism and development NGOs and experts from across Europe, the 

U.S., and even Brazil; the way families cobbled together therapeutic regimes with multiple, 

sometimes seemingly conflicting logics; hybrid therapeutics of the self which meld the 
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vocabularies of modern technology and biomedicine with vernacular styles of religious healing; 

strategies of linguistic bricolage used to define what autism is (and is not); and the moralization 

of a form of autism parenthood that celebrates flexibility, adaptation, and improvisation. Indeed, 

as we will see in Chapters 6 and 8, some of my interlocutors seemed to identify this sort of 

flexibility, hybridity, and ingenuity as key aspects of what it means to be Moroccan. 

Yet, as linguistic anthropologist Katherine Hoffman argues, discourses on Morocco as 

“simply a colorful mélange of historical, cultural, and linguistic traditions to be celebrated” is 

“akin to characterizing Americans as an unvariegated jumble of Native American, Latino, Anglo, 

African, and Asian heritage, disregarding the historically situated struggles around ethnic, 

language, and economic difference, and the political economic factors that shape them” 

(2008:16). Indeed, a central theme of this dissertation concerns how Moroccan autism parents 

negotiate notions of difference and disorder that mediate inclusion in, and exclusion from, local 

social worlds. I will discuss, in particular, the way children become marked as abnormal; their 

serial exclusion from educational institutions; moralizations of autistic parenthood that 

marginalized parents deemed to lack the will, or the wherewithal, to successfully engage in 

therapies with their children; and, more broadly, how the labors of autism parents are impacted 

by Morocco’s divided and contentious postcolonial political and economic context.  

Postcolonial Morocco was shaped under the rule of the late King Hassan II who took 

power in 1961 just five years after Independence from the French Protectorate. Under Hassan II, 

the first constitution (adopted in 1962) established Morocco as a constitutional monarchy to be 

ruled by the eldest son of the reigning Alaouite family, which has been in power for nearly 500 

years (since 1631).22 The King’s prophetic lineage is enshrined in the title “commander of the 

faithful” (amīr al-muʾminīn) which references the fusion of his political and religious power over 
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a nation of believers.23 The first three decades of Hassan II’s reign are commonly referred to as 

“the Years of Lead” for the exile, disappearance, detainment, and torture of his opponents and 

the brutal suppression of dissent (Slyomovics 2005; Silverstein 2011; Guessous 2009).24 

Economically, Hassan II adhered to the neoliberal ethos of the time. By the time he took power, 

export-led growth had taken a toll on domestic markets and the Moroccan economy was 

foundering. The government’s borrowing from the IMF began in the 1960s and accelerated in 

the following decades; the associated structural adjustment programs resulted in massive 

cutbacks in public expenditures and high rates of poverty and unemployment (Cohen and Jaidi 

2006:39).   

 When Hassan II died in 1999, his 35-year-old son Mohammed VI ascended to the throne. 

From the beginning, King Mohammed VI attempted to differentiate himself from his father – 

where Hassan II ruled his subjects with an authoritarian iron fist, Mohammed VI spoke of 

democracy and responding to the needs of his most vulnerable citizens. He helped reform the 

family code (Mudawana) to afford women greater legal rights and established a Truth 

Commission to investigate the crimes of his father’s regime As we will see in Chapter 7, 

Mohammed VI has styled himself as “the King of the Poor,” making social investment and 

poverty reduction a cornerstone of his rule. As the revolutionary upheavals were spreading 

across the Arab world (the so-called “Arab Spring”), eventually toppling authoritarian regimes to 

Morocco’s East (in Tunisia, Libya, Egypt, and Yemen), Mohammed VI responded swiftly and 

strategically to Morocco’s own demonstrations, not with brutal suppression (although eventually 

peaceful protests were dispersed with force), but by doubling economic subsidies to help lower 

the price of food staples, initiating a constitutional reform process, pardoning or reducing prison 

sentences of Islamists and Saharan independence activists, and calling for parliamentary 
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elections.25 When the new, Islamist-led government took control, they initiated a number of 

social welfare projects in conjunction with the Monarch in early 2012, especially in the domains 

of healthcare and education. 

As I mentioned above, the majority of autism care in Morocco, as in the U.S., is carried 

out beyond hospital walls. Moroccan medical professionals often diagnose a child with autism, 

and they might follow up with that child periodically, perhaps to monitor medications prescribed 

for other conditions associated with autism (like epilepsy or insomnia) and to provide referrals 

for different kinds of specialized therapies (speech therapy, physical therapy and, in Morocco, 

psychomotricité) or documents certifying the child’s good physical health or his or her 

disability.26 As we will see, however, most of the action takes place in autism associations run by 

parents, in schools, in family homes, and out in everyday public life. Nonetheless, families of 

autistic children often complained to me about the Moroccan healthcare system for various 

reasons. After all, their children, like all children, also suffered from run-of-the-mill ailments and 

injuries (infections, cuts, broken bones, tooth aches, difficulties with vision, etc.) that required 

medical treatment. It is perhaps helpful, then, to know a bit about the Moroccan healthcare 

system and its history.  

As historian Ellen Amster has shown, medicine and other forms of technical expertise 

have been key components of Morocco-European relations and Moroccan politics for centuries. 

She writes, “the Moroccan sultans adopted European sciences (engineering, medicine, 

architecture, water management) to enhance their state power from 1660-1907” (2013:7). In 

particular, public health and the extension of biomedicine were central to the promises and 

persuasive practices of French imperialism in North Africa. Technical medical expertise was 

seen as a key instrument in what French colonial theorist and administrator General Lyautey 
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called the mission civilatrice (“civilizing mission”) and the pénétration pacifique of North 

Africa, as captured in his oft-cited saying, “Give me a doctor and I’ll give you a battalion” 

(Amster 2013:112). Amster shows that the improvement of public health was intended to be 

“civilizing” both in the sense of driving Moroccans to accept or even embrace French colonial 

rule and in the sense of improving what late-19th and early 20th-century French sociologists had 

dubbed the mentalité primitive (“primitive mentality”) of the native population. However, this 

was not how things unfolded. As Amster writes, “Lyautey expected colonial medicine to 

generate a Franco-Moroccan civic culture, but colonial medicine produced instead state 

dysfunction and ultimately popular nationalism” (2013:13). Indeed, the poor state of public 

health and the undelivered promise of scientific and medical modernity became a rallying point 

for Moroccan nationalism and it was “disease, not pamphlets” (2013:13), Amster argues, that 

ultimately led the Moroccan public to embrace nationalist activists, many of whom cut their teeth 

working in public health, in the 1940s. As Amster writes, “If French colonial hygiene did not 

always improve Muslim health, it did provide tools for Moroccans to critique French rule and to 

imagine a new political society” (2013:111-112). As a result, public health became a key issue in 

the pivotal shift from the Protectorate to Independence in 1956.  

The newly founded modern Moroccan state set out to improve, among other things, the 

healthcare system. With a shortage of trained Moroccan professionals, the state asked many 

French protectorate physicians and social workers to stay and work for the new Ministry of 

Health (Amster 2013:210). Over the following decades, however, there was an increase in local 

training capacity and the public health system expanded. That system has, however, remained a 

source of public discontent, and Moroccans continue to experience a sense of alienation from the 

promise of modern public healthcare and social welfare (Pandolfo 2000, 2007). According to 
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recent surveys, only 30% of Moroccans are satisfied with the way their government is providing 

assistance to the poor, in general, and only 23% are satisfied with the quality of health services, 

in particular (African Development Bank 2013:iv). 

There are a number of reasons why people might be dissatisfied with the current state of 

Moroccan public health, despite recent improvements in important health outcomes. Indeed, over 

the last two and a half decades Morocco has seen life expectancy rise and infant and maternal 

mortality drop by significant degrees.27 However, the nation continues to compare unfavorably 

on major public health indicators to other countries with similar GDPs (e.g., Sri Lanka, Georgia, 

Tunisia), according to a recent report by the African Development Bank (2013:4). This is partly 

due to a relative lack of resource investment: for example, Morocco spends less of its GDP on 

health than fellow North African countries, Algeria and Tunisia; Morocco spends $147 per 

person on healthcare (compared to $186/person in Algeria and $246/person in Tunisia), more 

than half of which comes from direct household payments (Alami 2013). As a result, there are 

fewer resources available to citizens: one doctor per 1,600 in Morocco (compared to 1 per 800 in 

Algeria and 1 per 600 in Tunisia) (Alami 2013); one hospital bed per 900 inhabitants in Morocco 

(1 per 500 inhabitants in Tunisia) (Fikri Benbrahim 2012). In addition, many of these existing 

health resources are situated in the private sector and therefore are inaccessible to the poor; while 

roughly 50% of medical professionals work in the public sector, only 34% of health expenses are 

in public facilities, with the remaining 66% going to the private sector (African Development 

Bank 2013:6). Finally, in line trends in global health more broadly, health spending in Morocco 

has been concentrated largely on pharmaceuticals, medical goods, and devices, rather than on 

primary care (Prah Ruger and Kress 2007); and a recent report found that only 21% of insured 

Moroccans have a family doctor (African Development Bank 2013:vi). 
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Another important source of discontent in the healthcare system revolves around 

inequalities. As stated above, King Mohammed VI has made health a major point of emphasis in 

his social welfare initiatives. In particular, he has launched a number of efforts over the past 

decade to expand health insurance coverage, especially to the poorest Moroccans. He has helped 

usher in two new programs: Assurance de Maladie Obligatoire (“Obligatory Health Insurance”) 

for both state and private sector employees; and the Régime d’Assistance Médicale aux 

Personnes Economiquement Démunies or RAMED (“Medical Assistance Program for 

Economically Disadvantaged People”) for the poor. And the King and the government are 

reported to have plans to extend coverage in the future to those they deem “independents,” such 

as small business owners, who are neither living in poverty nor employed by the state or private 

companies (African Development Bank 2013).  

While these programs have increased the total percentage of insured Moroccans from 

14% in 2005 to 49% (15% in RAMED and 34% in AMOs) in 2013, the problem of access to 

healthcare remains unsolved. In 2013, for instance, 53.6% of expenditures on healthcare were 

direct payments by households, with the state covering 25.2% and insurance programs making 

only 18.8% of total payments (African Development Bank 2013:v, 5). Importantly, there are no 

caps on coverage in these programs and the poor are therefore shielded from financial ruin via 

catastrophic illness. However, public health researchers Prah Ruger and Kress note that 

beneficiaries are not free to choose their insurers or providers in the RAMED system and so 

“concerns arise about a two-tier health system” (2007:1014), where those insured privately or 

through their workplace receive significantly better care than poor citizens covered through state 

programs. Many observers have noted that the health system is two-tiered geographically as 

well. With private healthcare professionals concentrated in urban areas and the suburban 
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surroundings of major cities and a relative scarcity of basic healthcare facilities in more rural 

regions and provinces, many of the poorest Moroccans are frankly unable to access even the 

most basic healthcare services (Fikri Benbrahim 2012).  

Another major issue in the healthcare system, as well as in other sectors, is corruption 

and absenteeism. Morocco’s position in the Corruption Perceptions Index (conducted by 

Transparency International) has regressed, Benchemsi points out, dropping from 52nd in 2002 to 

85th in 2010 (1st being least corrupt, 2012:67).28 A recent survey showed corruption is 

widespread in the public healthcare system, including routinized bribes for nurses, doctors, 

and/or administrators to receive services, materials, medical certificates and even to gain entry to 

public hospitals (Royaume du Maroc 2001). During my time in the field, graft, greed, and 

absenteeism in the public sector were common topics for casual conversation as well as public 

debate; a number of exposés aired on television documenting fraud, coercion, and bribery in 

public health and education.  

Many of the very same problems found in the health sector – under-resourced public 

institutions, privatization, significant inequalities, and widespread corruption – have also plagued 

the Moroccan education system. In Chapter 4, I will discuss the history of early education in 

Morocco in more detail and I will discuss the privatization of education more fully in Chapter 6, 

but here I will provide a brief overview of the education system as a whole. According to Daniel 

Wagner, an education researcher who was trained in psychology and led a long-term research 

project on literacy in Morocco, the contemporary system of education in Morocco was preceded 

“by almost a thousand years of Islamic education that provided a network of educational 

institutions that in some ways still exceeds the reach of modern public schooling” (1993:40). 

While Islamic education remains important – and especially so in the domain of preschool 
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education – primary public schooling has massively expanded over the past two decades. Indeed, 

projects extending primary education and electricity to rural Moroccans have been highly touted 

government- and monarchy-led development initiatives. 29 According to UNICEF, over 95% of 

school-aged Moroccans are enrolled in primary education (though net attendance rates are lower 

than enrollment rates: 88% for girls and 90.7% for boys).30 However, that number drops off 

precipitously for secondary school, where less than 40% of secondary-school-aged Moroccans 

are attending.31 And USAID reports that less than 18% of first-grade students go on to graduate 

high school.32 Thus while there have been major advances in extending the possibility of a basic 

education to rural and impoverished Moroccans, one could argue that primary education amounts 

to a road leading to nowhere for most Moroccans.  

Indeed, like the public health system, the education system is marked by significant 

inequalities and rapid privatization. A recent UNESCO study (2011) showed that “the poorest 

rural children were 2.7 times less likely to learn basics in reading than the richest children in 

urban areas, a gap which has increased by 26% since 2006.”33 According to a report from the 

Global Initiative for Economic, Social and Cultural Rights, enrollments at private schools at all 

levels doubled between 1995 and 2010, and private primary school enrollments more than tripled 

between 1999 and 2012. According to the report, private schools are typically fee based and for 

profit and 80% of them are concentrated in the coastal urban Casablanca-Rabat-Kenitra axis. 

Fees at such schools range from 500 to 3,000 dirhams per month ($50-300 U.S.), while the 

national minimum wage salary is around 2,400 dirhams per month (roughly $240 U.S.). This 

puts private education out of reach of the vast majority of Moroccan households, many of whom 

live off less than the national minimum salary (either because they work in the informal 

economy, are unemployed, or engage in subsistence farming). As we will see in Chapter 7, a 
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similar process is playing out in the field of disability care and it is particularly exacerbated in 

the field of autism care, where nearly all of the autism-specific classrooms are fee based and 

extremely costly, although they are typically not for profit.  

The Moroccan education system is also marked by deep colonial legacies, and this further 

compounds the geographic and economic inequalities I have shown thus far. David Gordon cited 

a French saying that caricatures their nation’s particular approach to colonialism: “when the 

Portuguese colonized, they built churches; when the British colonized, they built trading stations; 

when the French colonize, they build schools” (Gordon 1962: 7; cited in Laroui 2011:74). When 

the French Protectorate began in 1912, French became the official language of administration 

and education, and the education system was constructed in the French mold. With Independence 

in 1956, Classical Arabic was named Morocco’s official language, and shortly thereafter the 

government initiated a process of Arabization (based on Modern Standard Arabic) of the 

education system. Primary and secondary education instruction changed from French to Arabic 

and French came to be taught as a second language in public schools. Tertiary education (i.e., 

university-level) is conducted in both French and Arabic, split by subject. For example, medicine 

and engineering are taught entirely in French, while sociology and history are taught entirely in 

Arabic. (Benaouet-Kattan 1999, cited in Yearous 2012). Indeed, my physician interlocutors often 

told me that they could not speak or even think about technical subjects in Arabic despite their 

native fluency in Colloquial Moroccan Arabic (darija), because they had been trained in French; 

and meetings, conferences, and case discussions in the child psychiatry department were 

typically conducted in French. In this way, Arabization has not been wholly successful. Rather, it 

has only served to further entrench inequalities, as wealthier families send their children to 

French language schools for primary and secondary education, leaving them much better 
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prepared to study technical subjects (like medicine or engineering) at the university level and 

therefore to prepare for more prestigious and profitable careers. In addition, a recent study 

educational inequality in the Middle East and North Africa found that parents’ tertiary education 

was most predictive of a child’s educational achievement in Morocco (Salehi-Isfahani, Hassine, 

and Assaad 2012:12). And in this way, inequalities in educational opportunities are passed down 

along the generations. 

It is within this landscape of vanishing state support, a rising King making his mark with 

a “softer” neoliberal style of economic and social development, and a thick and complex field of 

local difference and transnational traffic in people and ideas that the category autism is 

circulating in Morocco. Indeed, as we will see in Chapter 7, autism parent associations 

constituted one side of a complicated triangular relationship with the State and the monarchy. 

Parents wound up providing intense and expensive care to autistic children and adults while 

receiving a very selective and strategic form of support from the state and the monarchy. This 

created the public impression that such services were guaranteed by the state or perhaps even the 

king, who often used these projects to consolidate his image as a charitable pious Muslim and a 

savvy technocrat through highly publicized inauguration ceremonies. Throughout the 

dissertation, we will track the ramifications of this arrangement for parents of different kinds.  

  

Whom is this Study About? 

 Before continuing, I will provide some words about the people I worked with during the 

course of this study and, building on the background above, about the broader social and 

historical contexts in which they live. Throughout this dissertation, I will often draw on 

discussions with autism activists in Morocco; readers might notice that the majority of them are 
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mothers (though some are fathers). Indeed, when parents spoke to me about the “pioneers” (their 

word) of autism in Morocco, they were typically speaking about women. For example, five of 

the six people occupying leadership positions in Collectif Autisme Maroc – a major player in the 

field of autism activism – were mothers of autistic children; this included the president, vice-

president, secretary general, treasurer and treasurer’s deputy. Indeed, nearly all of the autism 

associations in Morocco were founded by parents, and most of the first associations were 

founded and run by mothers. As these mothers became exhausted and overwhelmed after years 

of running associations and caring for their own children, many of these founding mothers gave 

up their role as association president and were succeeded by fathers of younger autistic children 

who worked in the fields of health or education. That mothers were highly involved in the care of 

autistic children in Morocco is somewhat unsurprising. In the division of domestic labor in 

Morocco, childrearing has historically been women’s work. As education researchers Zellman, 

Karam, and Perlman write, Moroccan mothers “spend more time with their children and are 

expected to oversee and support the children’s education” (2014:3). And this was also true of the 

families with autistic children that I met in Morocco. Sociologically speaking, however, the 

preponderance of women in public advocacy roles requires explanation.  

A great deal of scholarship has documented the patriarchal organization of society in 

Morocco. Abdellah Hammoudi, for example, contends that master-disciple relationships 

characterize Moroccan social relations and that these relationships parallel men’s fundamental 

domination over women in the family (1997:145-9). Combs-Schilling shows how this sort of 

male dominance is symbolically authorized and established in Morocco through the ideal of the 

monarch and his distinctively masculine connection to the divine (1993). Historically, such 

patriarchal principles have served to structure and organize physical spaces and to create a 
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division of public from private, male from female (Mernissi 1987). Since children were typically 

allocated to the women’s sphere, argued Daisy H. Dwyer (1978), the separation of the sexes 

resulted in a separation of fathers from their children. Yet, these public/private demarcations are 

constantly being debated, contested, and evolving in contemporary Moroccan society (Newcomb 

2009).  

Structural adjustment programs, urbanization, a greater presence of women in education, 

and the increasing numbers of women entering the work force all had an impact on family 

dynamics and the gendering of public space in Morocco. First, the extended family has largely 

been replaced by the nuclear family as the most common form of social organization among kin, 

particularly in urban areas (Bargach 2001; El Harras 2006). Within this unit, it is increasingly 

common for women to work outside the home, and childrearing is increasingly shared and 

institutionalized, though it is still perceived as an essentially feminine responsibility (El Harras 

2006). For example, a 2000 survey in Rabat found that although almost one third of couples 

shared childcare, mothers managed quotidian aspects of care and supervision while fathers 

provided “help” when there were problems or during developmental crises (Department of 

Statistics 2000). Second, while the day-to-day trials of parenting remain largely a female 

preoccupation in Morocco, the social and moral character of motherhood itself has evolved. 

Scholars argue that, particularly among middle-class Moroccans, the value of children has 

shifted from being largely economic to largely emotional, emphasizing the quality as opposed to 

quantity of children (Bargach 2001:164). As Morocco’s declining fertility rates suggest, against a 

backdrop of economic hardship and a lack of support for care work (Moghadam 2013), women 

are increasingly choosing to have smaller numbers of children in order to invest more in each 

child in order to give them a better life (Rinker 2014). And more and more mothers are entering 
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the public sphere to do so. Indeed, over three decades ago, Mernissi (1978) was already speaking 

about a new form of public motherhood in Morocco that was emerging as women increasingly 

engaged with public service providers on behalf of their children. In this shifting political, 

economic, and social landscape, the profound investment and public presence of the “founding 

mothers” of autism activism on behalf of their children makes sense.  

Yet it is important not to read this evolution towards public engagement in secularist or 

teleological terms, as a more modern, Western, liberated form of motherhood winning out over a 

traditional, Islamic, and subjugated style. Of course, there is a strong contingent of Moroccan 

leftist feminist activists who are seeking to develop a Western, secular vision of women’s rights 

in Morocco; they have a strong aversion to “Islamic” forms of gender relations and to the hijab 

(“veil” or “headscarf”), in particular (Guessous 2011).34 But by becoming more public – by 

appearing on television and radio shows and by traveling to different cities in Morocco and other 

countries to attend trainings or conduct awareness-raising events – the founding mothers of 

autism activism were not therefore becoming less Muslim or less Moroccan. They were not 

enacting a form of Western feminism in opposition to Islam. Rather, most of them were actively 

practicing Muslims who covered themselves in a hijab, prayed regularly, and strived to lead 

pious Muslim lives. And they – and their husbands – did not see their public activism as being in 

any way incompatible with that. This does not, however, mean that ideas about the separation of 

the sexes or about feminine modesty are no longer relevant in Morocco. In fact, I ran up against 

these very issues throughout the course of my research, but they seemed to sort more along lines 

of class than of Westernization vs. Islamicization.  

 Class is an important axis of difference in contemporary Morocco. With the advent of 

structural adjustment, the neoliberalization of markets and government regulations, and the 
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privatization of education, the Moroccan middle class underwent a process of social decline; 

increasing access to higher education and a shift to more flexible labor markets gave rise to a 

class of diplomés chomeurs (French for “unemployed graduates”) (Cohen 2004). As the middle 

class has shrunk, the gap between wealthy and poor Moroccans has yawned wide open, and the 

Moroccans I met seemed acutely aware of this. Indeed, when the Arab Spring manifested in 

Morocco, the excesses of the wealthy and ruling classes, and the abjection of the poor, became 

major public issues. And the spread of autism in Morocco is most certainly conditioned by these 

socio-economic conditions, as was my research. 

My dissertation is informed by extensive conversations and interactions I had with rural, 

poor, and working-class Moroccans in several contexts. However, I was not successful in 

recruiting working-class Moroccan families for participant observation in their homes. This was 

not for want of trying. I was unsuccessful, rather, because such families were often 

uncomfortable allowing me to be at the home when the husband was not present. When mothers 

were the main caregivers for autistic children (which, as I discuss above, was often the case) my 

entry into their homes as a man could be considered inappropriate, even scandalous. As 

Montgomery notes, middle- and upper-class women in Morocco – assumed to be European 

leaning – are often afforded considerably more latitude and face milder consequences when 

bucking gender roles and sexual norms (2015). However, I was able to visit the homes of many 

poorer families of autistic children in order to conduct interviews or simply to share tea or lunch 

and speak informally. I also interacted with many poor and working-class families at the child 

psychiatry clinic where I spent time. But I was not able to conduct sustained participant 

observation with such families, and that is an important limitation of this study. 

 Nonetheless, it became clear throughout the course of my fieldwork that class is absolutely 
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crucial to autism in Morocco. During the course of my fieldwork, I never saw any direct 

incidents of interpersonal discrimination. On the contrary, parent activists have welcomed people 

of all backgrounds to their trainings and awareness-raising events. And since public hospitals 

opened child psychiatry clinics in 2008, access to a diagnosis of autism has ostensibly opened to 

people of all social classes, and the child psychiatrists with whom I worked often discussed ways 

to reach poorer Moroccans and to provide them services. Nonetheless, as I described above, 

healthcare resources (especially major tertiary hospitals and specialists in the public and private 

sector) are concentrated in urban areas and are inaccessible to the majority of Moroccans. 

Moreover, it turned out that becoming “autistic” in the sociological sense required much more 

than simply obtaining a diagnosis; in fact, it often occurred in the absence of an official 

diagnosis. It was a process that unfolded over time, as parents became enrolled in the ethical 

project of autism parenting and as autism therapies reorganized both family life and the 

relationship between domestic and public worlds. These processes required intense investment, 

effort and resources, and poorer families were less likely to be able to sustain such efforts. Their 

children were thus less like to be considered autistic. 

 Finally, my ethnographic work with families in their homes took place in Morocco’s 

capital, Rabat, where the first autism association in Morocco was founded, and where Collectif 

Autisme Maroc is located. Rabat is situated on the Atlantic Ocean, on the bank of the Bou 

Regreg River. In 1912, when Morocco became a French Protectorate, Resident General Hubert 

Lyautey selected Rabat as the capital, envisioning it would become an administrative hub like 

Washington D.C.35 Morocco’s former capital Fes, Lyautey suggested, would become the home 

of Moroccan tradition and Casablanca the new economic center (Rabinow 1989). In many ways, 

Lyautey’s vision (and deliberate design) for these cities has become a reality in postcolonial 
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Morocco, and Rabat – about an hour away, by train, from Casablanca, Morocco’s economic 

powerhouse – has remained a city of diplomacy, and home to Morocco’s Francophone elite. Yet 

this is certainly not Lyautey’s only legacy. Abu-Lughod (1980), for example, presents a scathing 

indictment of France’s influence on Rabat’s urban space, calling the result an “urban apartheid” 

where modern, luxurious European quarters (la ville nouvelle) were separated from the old city 

(al-medīna) inhabited by indigenous (often indigent) Moroccans, which was “neglected under 

the guise of respect for cultural integrity” (151).36 If Abu-Lughod has been critiqued for failing 

to capture the nuances of Protectorate Morocco (see, for example, Eickelman 1983), her 

delineation of the historical precedents of Rabat’s current social and spatial inequalities remains 

highly pertinent today.  

Contemporary Rabat remains a city of disparities between rich and poor, etched into 

urban space. The ancient medina, where I lived with a family for eight months in 2010-2011, is a 

high-walled city that was founded in the 12th century. It includes a mix of families who have 

lived there for generations (mostly living in large old-style homes or “riads” with an open center 

built to house multigenerational families) and wealthy Moroccans or foreigners who have turned 

the old houses into bed and breakfasts for tourists or separate apartments for rent. Living in the 

close-quartered medina provided me with myriad opportunities to practice my Moroccan Arabic 

and constituted an important part of my process of  “learning how to ask,” as linguistic 

anthropologist Charles Briggs (1986) put it. It also gave me a window into contemporary 

Moroccan family life and childrearing in the context of typically developing children. The 

ancient city abuts the French-built ville nouvelle, with its grid of streets, modern train station, 

cinemas, cafés, restaurants and shops. In the 1970s and -80s affluent neighborhoods – like Hay 

Riad, Souissi, and Agdal, for example – were constructed, displaying elegant architecture, 
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thriving consumer economies, modern supermarkets, and mini shopping centers. As middle- and 

upper-class families exited the neighborhoods surrounding the city’s downtown area to inhabit 

the newer suburbs, some formerly middle-class neighborhoods have deteriorated. Meanwhile, 

shantytowns (Fr. bidonvilles, Ar. brārik) have spilled out all over the city’s surroundings, 

especially as rural Moroccans from all over the country have come to the city looking for work. 

Therefore, Rabat is not only a strategic site for research because of its importance for autism 

activism, but also because it offers important opportunities to study the role of economic 

inequalities and the legacies of French colonialism in the contemporary experience of families, 

activists, and experts. The families with whom I worked most closely lived in different 

neighborhoods on the suburban edges and outskirts of Rabat. I therefore spent a good deal of 

time each week traveling in local buses and taxis, moving through the starkly different 

neighborhoods that make up contemporary Rabat. Indeed, these travels were deeply informative 

and my conversations with talkative and curious taxi drivers and fellow travelers – who took it 

upon themselves to explain a variety of topics to me, from Islam to morality to family life to 

disability to contemporary politics – in fact helped clarify the broader Moroccan context for me. 

 

Chapter Summaries 

This dissertation is organized into three parts. Part I (Chapters 1, 2, and 3) provides 

general background to set the stage for autism’s travels to and within Morocco, while Part II 

(Chapters 4 and 5) focuses on the category autism and how it is being transformed in Morocco 

and Part III (Chapter 6, 7, and 8) examines the way that affected people are being impacted by 

the label’s introduction into everyday Moroccan social life.  
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In Part I, I situate Moroccan activism in the broader histories of autism in the U.S. and 

France as well as the vocabularies, techniques, and philosophies of the self in Morocco. Where 

did the category autism come from? What practices, ideas, and concepts are associated with it? 

And what kind of context does it enter when it travels to Morocco? How have people there 

historically identified, understood, and treated forms of childhood disorder?  

Chapter 1 provides a general introduction to the history of autism in the U.S., France, and 

Morocco. It includes a brief history of the category autism in the U.S. and lays out the general 

stakes of public debates in France and Morocco. It shows how Moroccan and French 

psychiatrists promoting a French approach to autism (based largely on psychoanalysis, where the 

psychiatrist in the modal expert, and children are treated in specialized medico-pedagogic 

centers) are being challenged by parent-activists aiming to install an American approach (based 

largely on behaviorism, where the parent is the modal expert, and children are educated in 

ordinary school environments).  

Chapter 2 provides a genealogy of the therapeutic practices and ethical ideals 

underpinning Moroccan autism activism via a history of parent activism and Applied Behavior 

Analysis (ABA) in the U.S. In this chapter, I attempt to carve out new space in polarized debates 

by contextualizing critiques of behaviorist therapies like ABA – which say that such therapies 

treat autism as a disorder and devalue alternative (autistic) modes of communication and 

sociality – and showing how some American parents used behavioral therapies to neurodiverse 

ends. To do this, I introduce three related concepts – radical translation, joint embodiment, and 

prosthetic environment – which I will trace, in later chapters, as they emerge in Morocco. This 

chapter also demonstrates the theoretical importance of Hacking’s looping framework as a way 

to examine the stakes of autism activism as well the emergence and transformation of new kinds 



 43 

of people in the Moroccan context. In effect, it gives warrant to the theoretical approach I use in 

the chapters that follow.  

Chapter 3 takes as its starting point the seemingly straightforward task of translating the 

word “autism” in Morocco. However, I argue that in order to understand how autism is translated 

into the Moroccan context – both as a term and as a cultural package – one needs to understand 

the distinctive Moroccan vocabularies, philosophies, techniques of the self and the complex and 

variegated Moroccan field of therapeutics of the self. By examining the debates and justifications 

of different translations of “autism,” I illuminate the stakes at play for activists and experts. I also 

demonstrate how they differentiated autism from technical and vernacular categories of disorders 

of the mind (ʿaqel), self (nafs) and soul (rūh) in order to define autism in ways that would index 

their children’s potential and personhood and set families off on a particular therapeutic 

trajectory. Further, I show how entry into this complex moral and semantic field shaped the 

meaning of autism in Morocco, whether by contrast, analogy, or implicit resonance with local 

categories of disorder. Finally, by showing the complexity and richness of Moroccan ways of 

understanding and treating childhood disorders, and by showing how this has consequences for 

the way autism is understood and treated in Morocco, this chapter demonstrates the shortcomings 

of the neat and simple ideas of “transferring knowledge” or “diffusing information” to a foreign 

sociocultural context. 

In Part II (Chapters 4 and 5), I focus on how the category autism becomes alive, 

meaningful, and compelling for people in Morocco, as well as how the category has been 

influenced by the institutional history of disability care in Morocco. In other words, Part II 

focuses on consequences for the category: How do people make sense of it and how and why do 

they develop an attachment to it? How does it come to stick? And how does it spread? 
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Chapter 4 takes the perspective of autism institutions, detailing their history in Morocco. 

I show how the category gains a certain vitality through the processes of becoming embedded 

(and therefore embedding children) within a particular institutional landscape, an autism world. 

The category autism circulates in Morocco, I show, not as a technical definition, but as a 

prototype, via concrete instances and examples housed in autism associations. For this reason, it 

is important to understand the genealogy of those associations. I argue that the recent 

development and increasing emphasis on early childhood education and disability care in 

Morocco provided the “surface of emergence” for a category of abnormal children who strained 

the caregiving and pedagogic capacities of extant institutions to their breaking point (Foucault 

1972). Associations for “psychotic” children and then “autistic” children were founded in order 

to provide a place for those who were serially excluded from the existing matrix of institutions of 

early education and care.37 I show how these associations work to help the autism label stick in 

certain cases and others not. I also show how the prototype of autism as severe and recalcitrant 

and the economic and human costs of participation in autism associations have conditioned the 

inclusion and exclusion of particular children in associations. Further, I indicate emergent trends 

that suggest that the category was beginning to expand and broaden in relation to the pragmatic 

and economic demands of operating autism associations in Morocco.  

Chapter 5 continues to explore the question: what makes autism stick in particular 

settings and for particular people in Morocco? Here I turn to the role of autism therapies, 

Applied Behavior Analysis (ABA) in particular, in enrolling people in the ethical project of 

autism parenting. While autism associations provided a home for children that no one else would 

accept, behavioral therapies provided a day-to-day method for parents to deal with their most 

problematic behaviors and deficits – something no other experts were equipped to do. These 
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behavioral therapies, in turn, helped to cement a particular picture of autism as a life-long 

condition characterized by both recalcitrance and potential, and they shaped conceptions of the 

moral project of autism parenting. Yet, therapies require intense parental involvement and 

investment and can, as I discuss in Part III, restructure relationships and significantly alter the 

lives of Moroccan parents and families.  

Part III (Chapters 6, 7, and 8) provides an ethnographic account of what happens when 

Moroccan parents enact the American model of autism care in associations operating classrooms 

and at home with their children. Put simply, if Part II focuses on consequences for the category, 

Part III focuses on consequences for the people. How does one build an autism world – both in 

the sense of a broad social world centered on autism and in the sense of a “prosthetic 

environment” tailored to the needs of a person with autism – from scratch? How does the 

category autism and its attendant concepts, techniques, and ethical ideas foster novel forms of 

sociality and subjectivity? How are these processes shaped by styles of parenting and governance 

in Morocco as well as the genealogy of autism in the U.S.? 

Chapter 6 examines what it means to be an autism parent in Morocco. I argue that 

Moroccan autism activism be understood as “prosaic activism,” a form of world making, enacted 

in and through behavioral therapies that retool the family and the domestic sphere. I show how 

the particulars of this case outrun existing scholarly theorizations of health activism. Using 

ethnographic detail, I demonstrate how parents transform the domestic space into miniature 

moral laboratories where they can demonstrate their children’s potential, and I show how they 

seek to forge a network of success stories in order to construct and argument in favor of a 

particular approach to autism. In doing so, I show, they have come to define an ideal typical 



 46 

model of the “autism parent” that both draws upon and challenges extant moralizations of 

parenthood in the Moroccan context.  

In Chapter 7, I explore the political-economic context of Moroccan autism associations. I 

show how Mohammed VI has developed an image of himself as “the King of the poor” through 

a carefully orchestrated pageantry of royal beneficence through neoliberal development projects, 

especially those benefiting the young and disabled. I describe the distinctive style of governance 

present in contemporary Morocco, involving a unique triangulation between the monarchy, the 

state, and nongovernmental associations, and I show how the lines between those three types of 

actors has become blurred. In the field of autism care, I show how these blurred lines serve to 

foster accusations, suspicions, moralisms and countermoralisms among parents and between 

parents and professionals. I highlight both the human costs of this political-economic 

configuration, as well as the corrosive effects it has on the broader community of autism parents.  

In Chapter 8, I explore the tensions within global autism activism: between dependence 

and autonomy; caring-for and self-care; creating intimacy and fostering broader social 

integration. At the heart of autism activism in Morocco, I argue, is a tension between divergent 

ethical imperatives in relation to language. On the one hand, parents and therapists are urged to 

interpret and respond to the child’s seemingly unintelligible utterances and gestures as 

meaningful signs (what I call “semiotic generosity”). On the other hand, they are implored to 

inculcate in the child habits of “functional” language use (what I call “semiotic orthopedics”). 

Working through the case of a nine-year old boy’s therapy program and everyday home life, I 

show how a Moroccan behavioral therapist and the child’s family struggled over whether his 

words and actions were meaningful, playful, “self-stimulating,” or mere nonsense. Each 

interpretation, I show, harbors a tacit theory of autism and autistic subjectivity, a particular 
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vision of language and its speakers, a specific model for ethical parenting. Further, their differing 

interpretations articulated with different plans and projects for the construction of a prosthetic 

environment and for creating a technical infrastructure for establishing the child’s public 

personhood.  
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Chapter 1 
 

Autism Across Borders 
 
 

Abridged History of Autism in the U.S. and France 

 These first two chapters will spend a good deal of ink detailing the history of autism in the 

U.S., France, and Morocco. The six chapters that follow will then focus solely on Morocco, with 

the occasional reference to the American and French cases. Before I begin to sift through the 

particulars of the very different present and historical situations in the U.S. and France, I will 

explain why I believe it is necessary to discuss them at length. After all, it may seem strange to 

linger on the American and French cases in a dissertation on Moroccan autism activism and 

expertise. However, in the context of an increasingly American-influenced global psychiatry and 

the legacies of French colonialism in the fields of health and education, both France and the U.S. 

represent important (and contested) cultural, professional, and practical touchstones for 

Moroccan autism activists and professionals. The “American model” is fast becoming 

hegemonic for autism research, diagnosis, and treatment in Morocco and many other parts of the 

world (Chapter 2 offers a genealogy of the American autism therapies and parenting that are 

circulating within Morocco). However, in Morocco this “model” meets a host of seemingly 

incommensurable psychoanalytic theories and categories used by many contemporary French 

and Moroccan psychiatrists and associated professionals (psychologists, psychomotriciennes, 

special educators, etc.) as well as a complex field of vernacular terms for describing disorders of 

the mind, self, or soul.38 This chapter largely sets the stage for the last six chapters of the 

dissertation by laying out the stakes involved as Moroccans advocate for an American model of 

autism diagnosis and treatment against the previously dominant French model.  

 Furthermore, it is important to consider the American history of autism because this project 
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builds on my own previous research in the U.S. on the co-emergence – and transformation – of 

the category “autism” and a specific modality of parental expertise that blends into activism.39 In 

other words, the theoretical armature that guided my study was forged in relation to the 

American case specifically, and I will draw on that work in Chapter 2. The details of the 

American case are important because when the category autism travels, it in fact travels as part 

of a whole sociocultural package: a host of concepts, devices, techniques, roles, and identities. 

These, in turn, can harbor ethical ideas about parenting, childhood, subjectivity, and language. 

When parents advocate for an American model, then, they are also advocating for a specific 

model of expertise, a particular role for parents, and a distinctive approach to interpreting the 

child’s behaviors and utterances.   

 However, it is important to note that these ideas and practices are not simply “diffused” or 

“transferred” intact. Rather, they carry the mark of their journey. At each step, ideas and 

practices are refracted, reflected, and translated within novel sociocultural and historical 

contexts. This is especially important because the “American model” has taken a circuitous path 

to Morocco through Europe. Experts who came to Morocco to teach “American therapies” have 

come by way of the U.K., Canada, France, Holland, Switzerland, Belgium, Sweden, and 

elsewhere. Further, with expanding access to the Internet and a recent proliferation of specialized 

groups on social media (especially Facebook), parents were more and more often watching 

videos, sharing ideas for activities, and exchanging technical advice from sources across the 

world, including the increasingly prominent contingent of autism activists and professionals 

working in the Arab Gulf and typically practicing Anglo-American therapies. Thus, examining 

the genealogy of particular therapies in the U.S. (as well as autism debates in France, as I shall 

discuss below) helps to illuminate in part what is at stake, both for the people and the category in 
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Morocco. Following the category across time, institutions, and regions in Morocco helps us see 

how those stakes are transformed. As Mol notes, such a mobile, comparative approach is ideal 

for “keep[ing] track...of what it is that alters when matters, terms, and aims travel from one place 

to another” (2002:viii). 

To be clear, I am not arguing that what is happening in Morocco now is recapitulating 

what happened in the U.S. half a century ago, even if there are important similarities. Nor do I 

claim that the U.S. or French history directly dictates (or even predicts) what is currently 

unfolding in Morocco. It is far more complicated (and interesting) than that. Before heading to 

the field to conduct my fieldwork proper, I had a brief but instructive conversation with a 

quantitatively minded sociologist friend in New York that helped me to clarify these 

implications. Our exchange revealed the perils of international comparisons and transhistorical 

extrapolations and highlighted the need for anthropological research on the topic.  

As we spoke about my project, my friend’s eyes began to widen. He said I had a very 

unique and important opportunity: I was going to witness the emergence of autism as a new 

category and kind of person in Morocco (so far, I was in total agreement). In doing so, he told 

me (and this is where he lost me), I could finally establish what had happened in the U.S., over 

half a century ago, when no one was paying attention. No one was there to study it at the time; 

but my research in Morocco could remedy that. Indeed, I could project backward, into our own 

American past, what I found in Morocco.  

 I tried to explain that I was arguing precisely the opposite point. The whole theoretical 

scaffolding that I was building around my dissertation was premised on the differences between 

the U.S., whether then or now, and Morocco – on the novelty of the setting. The Moroccan case 

was worth studying, I told him, because in Morocco the context is almost entirely different: the 
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competing categories of kinds of people; the ways of talking about, identifying, and treating 

mental illness and disability; the modes of interacting, interpreting, speaking, and being in the 

world; the institutional histories and ecologies of education, medicine, family; and the political-

economic context and style of governance. Indeed, just about everything is different. The 

category of autism, I wagered, would therefore evolve in unique ways; it would be subject to sui 

generis sociohistorical forces, and it would thus take on distinctive forms. And while there 

certainly are certain similarities and resonances in family experiences and historical processes, I 

did find that the particulars of the Moroccan context were rather consequential for both the 

category and the people living under its sign. 

 In sum, I do not bring the Moroccan experience in conversation with the American and 

French ones in order to present Morocco as a glimpse of a vanished Western past. Instead, I 

position the U.S., France, and Morocco as coeval sites of cultural and technical exchange and 

examine increasingly intense interactions and transit between these sites. As I discuss below by 

way of a history of autism in the U.S. and France, if the “American model” is becoming 

increasingly dominant globally, Morocco’s complex postcolonial relationship with France and 

French psychiatry (which are often at odds with American, and therefore global, psychiatric 

“best practices”) makes it a unique and important site to track adaptations, appropriations, and 

resignifications of the meaning of autism.  

 

Autism’s History in the US 

The term autism, from the Greek autos (“self”), was coined by Swiss psychiatrist Eugen 

Bleuler in 1910 to describe a distinct form of thinking and a type of radical isolation experienced 

by his schizophrenic patients. However, autism did not become a syndrome (and, thus, a kind of 
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person) until Leo Kanner, an Austrian-born psychiatrist working at Johns Hopkins University, 

penned a landmark paper in 1943, titled, “Autistic Disturbances of Affective Contact.” Kanner 

was the founding chief of the nation’s first child psychiatry service in a pediatric hospital at 

Johns Hopkins University in 1930. In the decades following his initial description of eleven of 

his patients, American psychiatry was dominated by psychoanalysis and autism was subsumed 

within categories of childhood mental illness. The 1968 Diagnostic and Statistical Manual 

[DSM-II] of the American Psychiatric Association listed it under “Schizophrenia, childhood 

type.” In essence, psychoanalysts and related experts posited that unloving “refrigerator 

mothers” caused psychological disturbances that inhibited the “birth of the self” (Bettelheim 

1967) and made children autistic. Beginning in the 1960s, a small band of American parents 

aligned with cognitive and behaviorist psychologists began to challenge that still-dominant 

theory. Eventually, by the early 1980s, they had largely established autism as a heritable 

neurological disorder, more akin to mental retardation (with significant caveats) than to mental 

illness.40  

From this period onward, autism therapies have drawn on models associated with both 

mental illness and retardation and have constituted autism as a hybrid object in the space 

between these categories and between the fields of psychiatry and special education (Eyal et al 

2010). In this in-between space, autism was neither an illness (to be cured) nor a form of 

diminished intelligence (necessitating custodial care in hospitalized institutions). Rather, it was 

an altogether different way of being in the world – a disorder of one’s contact with the social, 

material, and sensory environment. With the mandate for special education and 

deinstitutionalization, and as the field of autism therapies grew, parents in the U.S. and U.K. 

were incorporated as “co-therapists” into a rearranged network of expertise – indeed a network 
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that they rearranged themselves – wherein authority, credibility, and expert status were 

redistributed (Eyal and Hart 2010). Within this new network, autism ultimately eclipsed 

categories of mental illness and retardation to become the prototypical form of developmental 

disability (Eyal et al. 2010). 

 

The American Model: Behavioral Therapies and the DSM41 

As I will argue in Chapter 2, behavioral therapies played an integral role in these 

historical transformations. Behavioral therapies for autism grew out of the school of behaviorism 

(sometimes called, “radical behaviorism” [Schneider and Morris 1987]) pioneered by American 

psychologists B.F. Skinner and John B. Watson and Russian psychologist Ivan Pavlov. The 

1950s and 1960s saw a host of efforts at developing therapeutic programs based on fundamental 

principles of conditioning and reinforcement that emerged largely from animal experiments (e.g. 

“Pavlov’s dogs” and “Skinner’s rats”). “Behavior modification” programs were used to treat 

people diagnosed with mental illnesses and mental retardation. O. Ivar Lovaas, a Norwegian-

American clinical psychologist at UCLA, pioneered their application to people with autism and 

included parents as partners in the therapeutic process.42 Lovaas showed that intensive, one-on-

one behavioral treatment programs could be used to teach children with autism cognitive, social, 

and communicative skills. He also showed that one could “shape” behavior by using 

reinforcement and conditioning to reduce self-injurious or violent behaviors of some people with 

autism.43 Eventually, Lovaas’ method came to be known as Applied Behavioral Analysis (ABA), 

and it has become a sort of de facto “gold standard” for autism therapy in the U.S. and elsewhere 

– though importantly not in France.44  

Descriptions of ABA are woven throughout this dissertation, and here I offer only a brief 
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orientation. ABA provides parents and professionals with concrete, low-tech, hands-on tools for 

establishing contact with their children. They can use these tools to teach a child by repeatedly 

prompting him or her verbally, physically, or gesturally through various tasks and then 

rewarding or “reinforcing” him or her. There is a great variety of “reinforcers,” as ABA jargon 

puts it. This includes everything from a morsel of food to a preferred toy or activity; anything 

that the child or adult likes can be used to reinforce the behaviors. The therapies are said to build 

habits through rote repetition. Parents and therapists repeat these procedures ad nauseum, giving 

the child (or adult) a reinforcer after the task or behavior each time. Ultimately, and ideally, over 

time the prompts will be “faded out” and the child (or adult) will learn to complete the task 

independently. The reinforcers are also ideally faded out as the behavior or completion of the 

task become intrinsically reinforcing. However, as we will see later, not all people with autism 

reach this point of autonomy and independence. 

The parent or therapist is called to intervene in the child’s development in all settings at 

all times, sometimes in a hands-on manner and other times by structuring the environment of the 

child’s schedule. The therapies allow parents to cultivate certain skills, habits, and dispositions in 

their child. In this way, they are technologies of the autistic self. At the same time, they require 

parents to cultivate particular skills, habits, and dispositions in themselves. In this way, they are 

also technologies of the autism parent. Deployed in schools and in homes and public spaces, as 

we shall see, these technologies inevitably interact with Moroccan conceptions of parenting, 

normative child development, and notions of traditional vs. modern families and styles of 

parenting.45 

The other important part of the “American model” is the Diagnostic and Statistical 

Manual (the DSM). The DSM names, defines, and groups categories of mental illness and 
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disorder. While the DSM is produced by the American Psychiatric Association, the manual’s 

reach and scope are truly global. During my Moroccan research, for example, I often saw French 

translations of DSM-IV on psychiatrists’ office shelves (and some original English versions as 

well). Further, the World Health Organization’s (WHO) International Classification of Diseases 

(ICD), widely used to identify disease classifications in medical contexts across the globe, has 

historically been closely tied to the DSM. DSM and ICD definitions, in turn, typically guide 

psychiatric research conducted internationally, and they often guide clinical practice and medical 

recordkeeping. While some French categories from the Classification Française de Troubles 

Mentaux de l’Enfant et de l’Adolescent (CFTMEA) were used in the child psychiatry department 

where I conducted fieldwork (more on that below), each patient was also given an ICD 

diagnostic code for research purposes. It is therefore important to briefly discuss the history of 

the DSM and the ways it departs from the French classificatory system.  

As noted above, the 1968 DSM-II did not list autism as a separate category. Instead, it 

included �schizophrenia, childhood type,� mentioning autism in the definition: it �may be 

manifested by autistic, atypical and withdrawn behavior� (APA 1968). One reason for this is that 

this version of the DSM reflected the Freudian psychoanalytic paradigm that dominated 

American psychiatry at the time of its publication. For example, in the description for the 

category “Schizophrenia, childhood type,” we also see psychoanalytic language like the 

following: “failure to develop identity separate from the mother’s” (APA 1968). The architects 

of DSM-III sought to expunge psychoanalytic language (words like “neurosis,” for example) and 

etiological implications from the definitions of mental illnesses (Bayer and Spitzer 1985; Spiegel 

2005). Ultimately, DSM-III and the versions that have followed it have sought to categorize 

mental illnesses in terms of descriptive symptoms, remaining agnostic about causes. The 



 56 

rationale was that this would standardize diagnostic practices and therefore allow experts and 

researchers – both nationally and globally – to characterize, compare, and contrast their findings 

quantitatively and across sites.46 The upshot for autism was that the symptoms-based DSM-III 

definition both expanded the range of children who could be diagnosed as autistic and 

differentiated autism from the schizophrenias and psychoses. “Autistic disorder� became a 

separate category, and was placed under the new umbrella term, �pervasive developmental 

disorders� (APA 1980). This shift in the definition of autism, which paralleled broader social 

processes (as we shall see in Chapter 2), was a pivotal moment for American and international 

child psychiatry. In the 1987 revision (DSM-III-R), the definition was broadened further still into 

an inclusive spectrum of social, communicative, and behavioral developmental anomalies. Other 

categories, like Asperger disorder, were added under this nosological tent of “pervasive 

developmental disorders” in the 1994 DSM-IV. This also had a global impact, as the WHO’s 

ICD-10 revised the criteria for autistic disorder and the categories included under “pervasive 

developmental disorders” in accordance with DSM-IV.  

I argue that autism’s definitional changes – from childhood schizophrenia, to 

developmental disorder, to a nearly all-encompassing spectrum – are not, as some might assert, 

the result of the steady march of scientific progress. While abandoning the mother-blaming 

theory of autism was an important step, the cause and biological character of autism remains 

largely unknown. Autism’s nosological career, rather, is intimately connected to the history of 

the institutional matrix that structured therapeutic arrangements and pathways to diagnosis, as 

well as the new types of actors that inhabited that matrix – the autistic child, the autism parent, 

the autism therapist, and the autistic self-advocate, etc. (Eyal et al. 2010). Indeed, it is this whole 

cultural package, this whole ensemble of categories and kinds of people that now circulates 
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globally. In the context of these broader social changes, the category of autism shifted and 

morphed, and prevalence rates in the US increased dramatically from 4 per 10,000 children aged 

6 to 17 years in 1993 to 26 per 10,000 in 2003 (Laidler 2005), to the CDC’s current 162 per 

10,000 (or 1 in 68).  

Most recently, the APA has published the DSM-5 (2013). Much has changed in the 

newest edition. In an attempt at transparency, the APA made public the proposed revised criteria 

for all the entries and opened up the discussion for public comment. Interestingly, autism and 

Asperger’s were at the center of much heated debate on the Internet and in the press. Most 

controversially, DSM-5 proposed to create one single diagnosis for autistic spectrum disorders 

under the new heading of “neurodevelopmental disorders” (instead of several possible diagnoses 

under the old “pervasive developmental disorders”). This meant doing away with both the 

diagnosis “Asperger disorder” and the remainder category “pervasive developmental disorder-

not otherwise specified,” which I will discuss below.47  

 

Autism Activism Goes Global 

Just as the DSM circulates globally, autism activists are increasingly undertaking efforts 

on a global scale to advance and disseminate knowledge and practices rooted in “the American 

model.” However, transnational exchanges between parents of autistic children are not 

particularly new. In the U.S., the first wave of parent activists began communicating and 

collaborating with foreign parents at least as early as the 1960s. For instance, Bernard Rimland, 

considered by many parents to be the father of American parent activism and expertise, wrote 

two essays as part of the effort to popularize behavioral therapies and challenge psychoanalysis, 

“The Death of Freud” (1970) and “Operant Conditioning: Breakthroughs in the Treatment of 
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Mentally Ill Children” (1972). In the seven years before the latter essay was published, Rimland 

reported that it had been circulated to nearly every English-speaking country and translated into 

six different languages (1972:573). In 1970, Clara Claiborne Park (parent, editor of the American 

National Society for Autistic Children’s [NSAC] newsletter, and author of one of the earliest and 

most successful parent memoirs about autism, The Siege) wrote as follows about a trip she took 

to France: “mental illness knows no frontiers; your editor . . . has been astonished to see French 

children so like ours at home, the similarity of their symptoms overriding all differences of 

language and upbringing – massive evidence for the biological causation of these afflictions.” 

Further, she harnessed the new global reach of autism to NSAC’s attempts to mobilize American 

parents and convince them of the broader ethical dimension of their work: “So many children . . . 

needing so much . . . all over the world . . . When the hours (or the money) you devote to NSAC 

seem too much, reflect that the waves you make may wash shores thousands of miles away, 

bringing hope to families you will never see” (Park 1970, ellipses in original). Autism advocacy 

was, indeed, transnational from the very start. 

 Nonetheless, the intensity, depth, and scope of contemporary global projects and exchanges 

are unprecedented. In 2008, for example, the U.N. General Assembly designated April 2nd World 

Autism Awareness Day in perpetuity, and April is now the International Month for Autism 

Awareness. The powerful U.S.-based parent organization Autism Speaks recently initiated a 

number of global projects: the “Global Autism Public Health Initiative,” the annual 

“International Meeting for Autism Research,” the “Autism Genome Project,” and the 

“International Autism Epidemiology Network.” Several of epidemiological studies are underway 

on nearly every continent. These projects mark the extension of a diagnostic category, a kind of 

person, into novel sociocultural contexts, and this is the starting point of my study in Morocco.   
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The French Exception versus the Dominant American Model  

 The French case fosters an instructive and intriguing counterpoint to the American one. 

Indeed, one might assume that medical practices of French origin might have more traction 

because of colonial history that binds the two nations and, as we will see, this has been true 

historically. However, the contemporary controversies surrounding the relative appropriateness 

of the American and French models mark an important rift in the Moroccan context. Such “wars” 

– as several of my Moroccan informants called them (Fr. geurre or Ar. ḥarb) – have profound 

consequences for who gets to define autism, and what it comes to mean in Morocco.  

 A major difference between the French and American models has to do with the influence 

of psychoanalysis. In the U.S., popular and professional fascination with Freud peaked during 

the period between World War II and the early 1960s (Hale 1995). While Freud remains an 

important and foundational reference point for psychotherapists, in the context of the shift to 

managed care over recent decades the balance of power has leaned toward a more psycho-

pharmaceutical and quantitatively oriented psychiatry in the U.S. (Lurhmann 2000). By contrast, 

psychoanalysis has maintained its popular luster and professional prestige in France, especially 

within child psychiatry (Grinker 2007) and in a form that has been strongly influenced by the 

work of Jacques Lacan (Turkle 1978). Cognitive and behavioral therapies, by contrast, have 

historically been much less popular in France. Indeed, French clinicians often criticize such 

therapies for mistakenly palliating symptoms rather than getting at root causes (Lloyd 2007). 

Behavioral therapies for autism, in particular, have been largely unavailable in France until 

recently. Indeed, there is only one degree program in all of France that is certified by the 

Behavior Analyst Certification Board.48 In the U.S., for comparison, there are 194 ABA degree 

programs; there are 11 in Canada; and there are five each in Ireland and the United Kingdom.49 
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In the fierce debate in France, and we will return to this below, behavioral therapies like ABA 

have been pitted against psychoanalysis.  

As a result of its unique psychiatric orientation and institutional history, France’s autism 

prevalence rates have historically been one of the lowest among high-income countries. When 

autism prevalence rates began rising precipitously in the U.S., U.K., Scandinavia, and Japan, the 

reported French autism prevalence remained low (Fombonne 2003). While parent activism also 

commenced there in the 1960s and French parents were in conversation with the American 

activists from the start, their work did not have the same effect (Park 1970). This is partly 

because deinstitutionalization in France took a very different course than in the United States, 

and psychoanalysis has remained a prominent framework for understanding childhood disorders. 

In short, deinstitutionalization in the U.S. signaled a shift in power from psychiatrists to parents, 

psychologists, and educators. In France, by contrast, psychiatrists were able to maintain control 

through a process of “sectorisation,” where a “sector psychiatry system” was developed so that 

the same therapeutic team could continuously treat the same patients in a sector of 70,000 

inhabitants. In the name of continuity of care in public psychiatric services, then, the number of 

French psychiatrists actually increased after deinstitutionalization while other countries (like the 

U.S.) saw a decrease (Chamak and Bonniau 2013). Children diagnosed with autism and related 

disorders were, and to a large extent still are, largely segregated from ordinary schools and 

placed in “medico-pedagogic institutes”(instituts medico-pedagogiques, IMPs) – stand-alone 

centers separated from ordinary educational environments where disabled children and young 

adults spend their days – and these have remained under the supervision of psychiatrists and 

other medical professionals.  

French child psychiatrists, moreover, have been among the staunchest critics and resisters 
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of the DSM and its global spread (Corcos 2011). While French psychiatrists working with adults 

often use DSM diagnoses, French child psychiatrists have tended to use the CFTMEA, which 

differs a great deal from the more recent versions of the DSM and the ICD. For instance, the 

CFTMEA umbrella category translates as “autism and psychotic disorders” – compared to the 

DSM and ICD “pervasive developmental disorders” – and it includes categories such as 

“infantile psychosis” and “psychotic disharmony.” One prominent Moroccan child psychiatrist 

told me that she was much more comfortable working with CFTMEA categories because “they 

give you more psychological information, they tell you all about the psychodynamics,” whereas 

the DSM is “a collection of symptoms based on statistical averages” and lends little insight into 

the inner workings of the patient. What was truly important in the DSM, she told me, was the 

“casebook” that accompanied it. 

Many French (and Moroccan) parents, however, take issue with the CFTMEA 

terminology. They feel that such terms constitute autism as a personality (rather than 

developmental) disorder, along the lines of mental illness (Méadel 2006). “After the 1990s,” 

French sociologists Brigitte Chamak and Béatrice Bonniau write, “some parent associations were 

convinced that the North American system was better and decided to change professional 

practices by taking political action” (2013:417). They began lobbying the French government for 

changes. This ultimately led to the “Veil Decree” of 27 April 1995 (so-called because it was 

spearheaded by then-Minister of Health, Simone Veil), which proposed reforms aiming to widen 

diagnostic criteria, promote diagnosis of autism at younger ages, and improve educational 

services for people with autism (Chamak 2008). In the 2000 CFTMEA revision, the text was not 

changed substantially, but efforts were made to link it to the ICD (and by extension the DSM); 

for example, “pervasive developmental disorder” (trouble envahissant du développement) was 
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added as an alternative name to be used along side the existing CFTMEA umbrella term 

“infantile psychosis.” In 2004, the Council of Europe supported a complaint by Autism Europe (a 

parent advocacy organization similar to the American Autism Speaks) that denounced the state of 

autism care in France. “France was found to have failed to fulfill its educational obligations to 

persons with autism under the European Social Charter” (Autism Europe 2004). The report noted 

that only 25% of French autistic children were in schools, compared with 75% in the U.K. (Jolly 

and Novak 2012). The council’s resolution stated, “most of the French official documents...still 

use a more restrictive definition of autism than that adopted by the World Heath Organisation 

[i.e. the ICD-10].”50 In 2005, the Fédération Française de Psychiatrie strongly recommended 

that clinicians use ICD terminology; or if they insisted on using the CFTMEA, they would now 

be required to indicate the corresponding ICD diagnosis. Then, in 2010, the term “autism 

spectrum disorders” was included in the revised CFTMEA. These changes were due largely to 

pressure from parent organizations (including Léa Pour Samy, which has projects in Morocco) 

aiming to constitute autism as an educational problem, rather than a psychiatric one, and to 

establish therapeutic and diagnostic arrangements similar to those found in the U.S. (Chamak 

2008; Grinker 2007).51  

Despite this parent mobilization and the institutional changes it promoted, French 

psychiatrists resisted and they were not particularly quick to adopt the DSM/ICD labels. 

According to Chamak and Bonniau, “psychiatrists refused a classification that they viewed as 

undervaluing both the physician’s holistic and intuitive clinical skills, and psychoanalytical 

interpretations” (2013:408-409). They went on to state that French child psychiatrists felt that the 

“American classification constituted an intellectually impoverished statistical approach that did 

not enable the patients and their symptoms to be understood” (2013:419). They considered their 
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own psychodynamic approach to classification to be both theoretically richer and more 

holistically patient-centered, rather than disease-centered (Chamak and Bonniau 2013).  

Nonetheless, diagnostic practice does seem to be shifting in France. Chamak and Bonniau 

(2013) found that psychiatrists changed the words they use when delivering an autism diagnosis 

to parents. Parents of adults with autism born before 1990 heard psychiatrists use the following 

words and phrases to describe their child: “child psychosis, progressive disharmony, personality 

disorder, mental handicap, disabled, serious personality disorder, brain malformation, mental 

retardation, poor understanding between the mother and the fetus” (Chamak and Bonniau 

2013:412). Parents of younger children (born between 1990 and 2005) still continued to hear 

some of the same language from psychiatrists, like “child psychosis” and “disharmonious 

development,” but they also heard things like “communication problems, disabled, language and 

communication difficulties, developmental retardation” (Chamak and Bonniau 2013:413). This 

shows a shift within French psychiatry from a more psychoanalytic approach to one that is more 

descriptive and developmentally oriented.  

According to Chamak and her colleagues (2011), this shift – occurring in the context of 

parent mobilization – is linked to the broadening of the definition of autism in France and 

children are in fact being diagnosed much earlier and more frequently. In a survey study of 248 

parents, which also included 48 in-depth interviews with parents, Chamak and colleagues found 

that the mean age of diagnosis dropped significantly from 10 years old for children born between 

1960 and 1990 to 3 years old for children born between 1990 and 2005. In essence, the process 

of “diagnostic substitution” – whereby people previously given other diagnoses are now given 

the diagnosis of autism – is taking place in France in a delayed fashion compared to other 

countries (like the U.S., U.K., Japan, Sweden). While the prevalence of autism in the U.S. began 
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to skyrocket in the 1980s and 1990s and has continued to rise ever since (more on this below), 

increases in prevalence lagged behind in France, beginning in the late-1990s or early-2000s. 

 In addition to the fight over autism diagnosis, French parent activists have taken on the 

psychiatric establishment in order to change therapeutic and educational practice. A key victory 

in that struggle came in 2012, when autism was made France’s official Grande Cause Nationale 

(“Major National Cause”) for the year.52 This precipitated a set of best-practice 

recommendations from the French Haute Autorité de Santé (“High Authority on Health”) 

concerning autism. The authority “formally opposed” the use of a controversial psychoanalytic 

treatment called le packing. Packing, originally developed by American psychiatrist M.A. 

Woodbury in the 1960s to treat schizophrenic patients, has recently been practiced and promoted 

by French psychoanalysts, most prominently by psychiatrist Pierre Delion (1998). The practice 

involves wrapping the patient tightly in cold, wet sheets for 45 minutes to an hour several times a 

week, over the course of several months or even years. This is meant to help the patient achieve a 

sense of his or her corporeal boundedness and coherence. Parent activists argued that packing is 

not only unproven but also a form of cruel punishment; they called for a moratorium on the 

practice and enlisted the help of international experts to denounce it (Amaral et al. 2011).53 

While the Haute Authorité de Santé came down hard on packing, it hedged on another important 

psychoanalytic approach called “institutional psychotherapy,” stating that they could not judge 

its efficacy due to a lack of evidence and a difference of opinions (HAS 2012:27).54 Importantly 

for parent activists, however, the authority formally recommended personalized interventions 

based on educational, behavioral, and developmental approaches, citing ABA, TEACCH and the 

Denver model as suitable examples (HAS 2012:24-25).55 

 Towards the end of 2011, while I was still conducting fieldwork in Morocco, a 
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controversy cracked open upon the release of an anti-psychoanalysis documentary film in 

France. It demonstrated the fault lines of a heated debate surrounding autism expertise. “The 

Wall: Psychoanalysis Put to the Test by Autism” (Le mur: la psychanalyse à l’épreuve de 

l’autisme) was filmed by Sophie Robert, a self-described “anthropologist of psychoanalysis.” It 

is unabashedly critical and cynical. The film shows snippets of interviews with figures in French 

psychoanalysis, both major and marginal, speaking about autism and child psychoses. They 

explain “maternal madness” and present autism as a defense mechanism against it. A later-

released interview segment not included in the film shows one psychoanalyst stating clearly that 

a lack of maternal love lies at the root of autism (Saget 2012). French parent activists and autistic 

self-advocates saw Robert’s footage as irrevocably damning. Parents quickly subtitled the film in 

English and sent it to American and British experts who responded with supportive emails; 

Temple Grandin, a famous American adult with autism who has authored several books and was 

the subject of title chapter in Oliver Sacks’ book An Anthropologist on Mars as well as an award-

winning HBO biopic, replied: “Autism is not caused by bad parenting. It is totally wrong that 

psychoanalysis is the main treatment for autism in France. It is shocking that France is so 

backward.”56 

 Ultimately, three of the interviewed psychoanalysts filed a lawsuit. They argued that 

the film misrepresented them and that the filmmaker was dishonest, posing as someone 

interested in psychoanalysis.57 On January 26th 2012, a Lille court ruled in their favor. Their 

words, the court found, were “denatured” in the documentary, and so the court banned the film in 

France and demanded that it be removed from the Internet (Le Parisien, 2012, January 26). But 

the damage was, perhaps, already done. The film had been widely available on the website of 

Autistes Sans Frontières and YouTube for months, and after it was removed from those sites, 
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parents re-circulated it on a range of other sites.  

 These recent controversies demonstrate the contentiousness of autism expertise and 

activism in France. They show that a tentative shift in the balance of power is occurring. 

Psychoanalytic theory and therapy are being challenged and partially displaced by behavioral 

techniques and DSM (or ICD) diagnoses. But the situation has remained highly contested. For 

example, I met several French autism activists (or Fr. “militants”) who were in Morocco to train 

parents and professionals in behavioral pedagogic techniques; one couple told me over lunch that 

they had won some battles in France, but the war was far from over. Indeed, as I found in my 

research, for many French parent activists and psychiatrists, Morocco had become a sort of cold-

war type outpost in the French struggle over autism expertise. 

 Indeed, the diagnosis and treatment of autism in Morocco, to which we now turn, were 

being negotiated within this heated global context. Contests over who gets to define autism in 

Morocco contribute to its ontological instability. This not only opens the door for novel 

understandings of the category, but also complicates things for parents who receive contradictory 

advice as experts and activists try to enroll them in competing autism projects. As we will see, a 

shift in the balance of power was underfoot. Psychiatrists trained in a French psychoanalytic 

style had largely controlled public discussions of autism and other psychiatric disorders, with 

support from the French embassy. However, after a decade of parent activism, the center of 

gravity in public debates and institutional support for autism was shifting toward the American 

behaviorist model that Moroccan parents (as well as some French parent-activists) were 

championing. In the vignette that follows, I demonstrate how the French autism wars were 

spilling over into Morocco and set out the stakes for psychoanalytic experts and parent-activists.  
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The History of Psychiatry in Morocco  

 Luck of the colonial draw left Moroccan psychiatry heavily influenced by French 

psychoanalysis.58 The first practicing child psychiatrists in Morocco received specialized training 

in France in the 1980s and -90s. At the time, there were training programs for adult psychiatrists 

in Morocco, but none for the child psychiatry specialty; Moroccan psychiatrists have therefore 

typically studied child psychiatry in France. A few Moroccan child psychiatrists returned from 

studying in France in the 1980s and began seeing children and their families in the outpatient 

setting at the adult psychiatric hospitals in Casablanca, Salé (across the river from Rabat), and 

Tetouan. In the two decades that followed, a handful of other Moroccan child psychiatrists 

opened up private practices in the larger cities. A major development came between 2008 and 

2011 with the opening of two new child psychiatry departments in Casablanca and Salé. These 

departments began offering “day hospitalization,” and started the first child psychiatry training 

programs in Morocco. Both programs distanced themselves from psychoanalysis to varying 

degrees, opting instead for a more biological or “eclectic” approach (more on that below). 

 As for autism associations, with the strong French influence on earlier generations of 

child psychiatrists, the first center (founded in 1982) and the first two associations (founded 

through parent-psychiatrist collaborations) were in fact geared toward “psychotic” children.59 

Indeed, as I noted above, autism was (and still is, in some quarters) considered to be a form of 

psychosis in the psychoanalytically oriented school of French child psychiatry.60 Thus, the first 

center’s founders and employees explicitly took psychoanalysis as their main theoretical 

reference point (see, for example, Serghini 1988). In my interviews with families, parents of 

older children discussed how their child was diagnosed “psychotic” or they were told that autism 

was a form of psychosis. Some said they did not hear the word “autism” until years, even 
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decades later. Many lamented the “lost time” between having their child diagnosed as 

“psychotic” and beginning behavioral therapy programs. 

 Over the past two decades, however, there has been a shift within Moroccan 

psychiatry, in general, away from psychoanalysis and toward a more biologically based 

psychiatry. A useful way to categorize psychiatrists operating in the domain of autism is into (1) 

psychoanalysts in the French style, (2) biopsychiatrists in the American style, and (3) “eclectic” 

psychiatrists with a hybrid approach. The first group, those who self-identify as psychoanalysts, 

includes some of the major public figures in contemporary Moroccan psychiatry.61 The sign 

outside their private practice offices often say that they specialize in both “psychiatry” (al-ṭebb 

al-nafsī, literally “psychological medicine”) and “psychoanalysis” (al-taḥlīl al-nafsī, literally, 

“psychological analysis”). As we saw above, psychoanalysts organized conferences and invited 

foreign psychoanalytic experts, typically from France, and they held working groups where they 

came together to explore the texts of Freud, Lacan, Klein and other major figures in 

psychoanalytic theory. Other public figures in Moroccan psychiatry, however, have distanced 

themselves from psychoanalysis as it has become more controversial. And several parent-

activists told me they were “diametrically opposed” to those they considered to be pure 

psychoanalysts, card-carrying Freudians or Lacanians.  

 The major psychiatric hospitals have, to varying degrees, embraced a style that is more 

in line with growing international scientific consensus, departing somewhat from the French 

style. This means using DSM or ICD diagnoses and promoting cognitive and behavioral 

approaches as well as psychotherapy (though not psychoanalysis per se). Psychiatrist Jalal 

Toufiq, the director of Hôpital Ar-Razi, Morocco’s largest psychiatric hospital, was openly 

critical of psychoanalysis in my interview with him. Psychoanalysis lacked evidence, he told me 
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in fluid idiomatic English (he had studied in the U.S.). And at his hospital, they followed 

international “best practices.” Psychopharmaceuticals, cognitive approaches, and behaviorism 

have strong evidence behind them, he told me. During my time in the field, parent activists were 

allying themselves with such professionals and they were beginning to elaborate some joint 

training projects to train the department's medical residents and professionals in behavioral 

methods for autism.  

 Based on my experience in the field, I found that many in the younger generation of 

psychiatrists in Morocco (those trained in the past decade or so) – and especially child 

psychiatrists – took what some described as an “eclectic” approach. Many of them were trained 

in psychoanalytic theory and saw the merits of thinking psychodynamically. But they saw 

genetics, neurobiology, and pharmacology as important as well and they felt that cognitive and 

behavioral approaches had a role to play in the treatment of mental illnesses and developmental 

disabilities. Further, they saw the excesses of the previous generation of French and Moroccan 

psychiatrists – particularly their treatment of autistic patients and their parents – as damaging and 

counterproductive. This new generation of psychiatrists, however, did not agree with autism 

activists on all fronts. They tended to be skeptical about American prevalence estimates (arguing 

that they were artificially inflated), and many of them maintained that some poorly treated or 

neglected children might appear autistic but were in fact suffering from a psychological 

disturbance. They felt that it would be wrong and even harmful to misidentify such children as 

autistic. Parent activists, for their part, tended to feel that such experts were too quick to 

prescribe medications, too slow to deliver autism diagnoses, and too hesitant to refer patients to 

autism associations and behavioral therapists. Nonetheless, there were significant areas of 

overlap and parent activists collaborated with these psychiatrists on several projects.  
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The Arrival of Behavioral Therapies in Morocco  

 In my interviews, parents and professionals alike often marked a turning point in the 

field of autism diagnosis and therapy and the balance of power between psychiatrists and parents 

as occurring around 2004. That is when behavioral therapies like ABA arrived or, as some said, 

“landed” (nezlat l’ABA), in Morocco.62 Beginning in 2004, the combined effort of French and 

Moroccan parents had already brought a handful of young professionals who were schooled in 

the American model south of the Mediterranean from France and Canada (Canadian psychiatry 

and approaches to autism share much in common with the U.S.). Over weeklong visits, they 

would conduct trainings, provide educational evaluations, screen for autism, and supervise 

educators and parents whom they had trained on previous trips. Léa Pour Samy, a French 

nongovernmental organization run by a Moroccan father with an autistic son living in Paris, 

engaged these French and Canadian experts as part of its “Autism Without Borders” project 

(Autisme Sans Frontières). Some of them were Masters students in France’s only ABA-based 

psychology program in Lille. Léa Pour Samy coordinated with local parent-activists (mostly 

mothers) who would organize the events and gather parents willing to donate resources to help 

defray costs. Léa Pour Samy began providing trainings in the American behavioral methods, 

TEACCH (in 2004), then ABA in 2005, and PECS (Picture Exchange Communication system) 

in 2006.63 And once Collectif Autisme Maroc (The Moroccan Autism Collective) was founded 

by bringing together eight Moroccan autism and disability associations at the end of the official 

Moroccan Année de L’Autisme (“Year of Autism”) in 2005 (more on the Collectif below), 

Moroccan parent-activists continued to organize trainings in ABA and PECS in the following 

years. But it was the arrival of ABA, according to those I interviewed in 2011 and 2012, that 

catalyzed fierce debates and drove a wedge between Moroccan parent advocates and 
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psychoanalysts. When parents began to practice ABA, they faced (and continue to face) much 

resistance and criticism from Moroccan psychoanalytic experts who considered such approaches 

to be a mere form of “conditioning” or “dressage,” akin to animal training. Behaviorist methods, 

such experts argued, did not account for the child as a subject and instead attempted to “train” 

him or her to act like “normal” people.  

 It is hard to say precisely why ABA (as opposed to TEACCH, another behavioral 

method) sparked this conflict, but there are likely several reasons for this. First, there was already 

at that time much animosity in France between parents and professionals promoting an 

“American model” and French psychiatric experts defending their own, psychoanalytically 

grounded model (See Chamak 2008). ABA was at the center of this conflict, and Moroccan 

psychiatrists were in close contact with their French colleagues, as were Moroccan parent 

activists. Second, TEACCH was being instituted in stand-alone centers for autistic children, 

overseen by professionals. But when ABA arrived, experts began training parents to act as “co-

therapists” in home-based behavior therapy programs. Further, parent associations began using 

ABA in special classrooms for autistic children in private and public schools and parents began 

to train educators and other parents in the method. Parents were becoming practitioners and 

indeed experts themselves, and psychoanalysts have criticized parents for taking up the role of 

therapist. During one public lecture on autism I attended, for example, a Moroccan child 

psychiatrist said, “you can replace the doctor, you can replace the educator, you can replace 

almost anyone. But you can never replace the parents.” Parents, he was arguing, should remain 

in their roles; if they became therapists themselves, they would effectively be leaving the child 

motherless or fatherless. Third, some parents and experts who began practicing ABA did so with 

the express intent of challenging psychoanalytic approaches. As we will see, some of them had 
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been taking their children to psychoanalysts for years and were frustrated by what they saw as a 

lack of results and an underestimation of their child’s potential.64 

 These shifts within psychiatry and approaches to autism have ramifications at many levels. 

As we saw, they mark shifts in the category (from psychosis to autism), in the locus of care 

(from hospitals and stand-alone centers to schools and homes), and in the type of expert (from 

psychiatrists to parents, psychologists, special educators, and aides). In many ways, these shifts 

resemble the history of autism in the U.S. However, efforts to create an “autism world” in 

Morocco – and I will discuss autism activism in Morocco as “world making” in later chapters – 

are subject to unique sociohistorical dynamics. Indeed, as autism became more prominent in 

public discussions and on the ground in Morocco, the category itself has transformed, just as the 

category, in turn, has transformed understandings of personhood, parenthood, and social 

relationships. If conflicts over expertise at the national level influence what autism comes to 

mean in Morocco’s contemporary context, its viability and entry into Moroccan households – or 

the ways in which it becomes meaningful, or not, to Moroccan families – also challenges 

predominant conceptions of autism’s proliferation as a matter of “knowledge transfer.” In order 

to give readers a deeper sense of the debates over autism in Morocco and their stakes, in the next 

section I provide a description of one particular moment when conflicts between a group of 

psychoanalysts and parent activists in Rabat reached a boiling point. 

 

Autism Wars in Morocco   

 One Friday night in 2011, I was sitting in the small, smoky waiting room of a noted Rabat-

based psychoanalyst, Dr. J. Dr. J was an imposing and fascinating figure, a burly Moroccan man 

with a booming voice who dressed in a French style with polka dot silk scarves. He seemed to be 
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constantly in mid-cigarette, and he sometimes spoke in Lacanian philosophical aphorisms. At the 

end of our hurried meeting a few weeks back, he had invited me to join his psychoanalytic 

working group and to attend their monthly meetings. A handful of local adult and child 

psychiatrists made up the group’s nucleus. I had met most of them at various conferences or 

journées d’études in Rabat or Casablanca and they were all very kind and welcoming to me. As 

we waited for the others to arrive, one psychoanalyst wearing a fedora discussed with me the 

phallic functions of cell phones and hats. Others sparked cigarettes and sat in seemingly 

reflective silence. The “Arab Spring” had spilled over into Morocco two months earlier and at 

present the capital’s streets were often filled with peaceful, chanting protesters. We closed the 

window to keep out the echoing shouts rising from the street below. My eyes watered as the 

room thickened with smoke. 

 The group had recently found itself at a crossroads. After more than a decade of 

collaboration, the Institut Français was distancing itself from them, and this came as a surprise.65 

They discussed possible ways forward. One of the group members, a middle-aged male child 

psychiatrist with a sharp wit and calm demeanor whom I will call Dr. Y, suggested that this was 

actually a blessing in disguise. It finally freed them of the yoke of French support. This would 

allow them to host events in poorer neighborhoods (instead of always at the French Institute, 

located in a wealthier part of downtown Rabat), to extend their reach to the Arabophone public 

(instead of the Institute’s Francophone elite demographic), and to invite experts from Spain, 

Egypt, Tunisia, or the U.S, and not only from France. A debate ensued. Different members posed 

conflicting visions for the group’s future, ranging from a modest discussion group to an 

institution with ambitions of being heard on a national scale. They discussed the “Arab Spring” 

and the deafening absence of a psychoanalytic perspective. Perhaps the group should step 
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forward and offer a statement, publish an op-ed, or host a debate.  

 Leaving the impasse unresolved, they moved on to the details of an upcoming event they 

were planning on autism. It would be held at the Mohammed VI National Center for the 

Handicapped (named after the current King of Morocco) and organized in conjunction with 

French experts and some Moroccan parents. They had a preliminary program. One local parent 

association, the one that was closely aligned with their group, was already committed to 

participating. They should also invite Collectif Autisme Maroc, Dr. J suggested. The Collectif, 

including 24 member associations across the country (I will discuss the Collectif in depth 

throughout this dissertation), had recently established itself as a major force in the field of 

Moroccan autism activism, and they were staunchly anti-psychoanalysis. Indeed, one of its 

leaders had told me on another occasion that they were “diametrically opposed” to Dr. J and his 

group. There would, of course, be resistance, Dr. J added. Dr. Y suggested that they should 

perhaps respect that resistance for now, give them space. Dr. J countered that they should persist, 

citing their group’s ethic of openness and dialogue. But, he noted, he should not be the one to 

contact them. There was simply too much bad blood between them. He charged Dr. Y with 

reaching out.  

 Later in the week, I spoke with my contacts at the Collectif. They were angered and 

astonished that the group had sent them a preliminary schedule of the conference with their name 

on it, then asked them to participate. No, one contact told me. They had declined. Not only that, 

the Collectif would do something of its own on the same day, my contact said, perhaps a rival 

conference, or a protest. Months later, in the run-up to the conference, the Collectif began 

circulating a communiqué under the banner, “hands off my autistic child” (Fr. touche pas à mon 

enfant autiste). This type of evocative slogan has circulated in Morocco quite visibly over the 
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past few years, in the context of anti-pedophilia and child sex work, and as part of anti-terrorism 

campaigns and in the context of the Arab Spring protest movement (“hands off my country,” Fr. 

touche pas à mon pays, Ar. ma tqīssh bladī). Parents started a Facebook group called “United for 

the dignity of autistic children in Morocco,” arguing that psychoanalytic approaches to autism 

were not only obsolete but also harmful to autistic children. And they organized a picket line. A 

French autism association with projects in Morocco, then called Léa Pour Samy (now renamed 

Vaincre l’Autisme, “Defeat Autism”), whose president is a French Moroccan father of an autistic 

teenager named Samy, joined in from France with an open letter to the King, stating that a 

conference taking place under his high patronage should be held to higher scientific standards. 

 Under the relentless late-June sun, as I saw later in photographs, parents and one young 

adult with autism held Arabic and French signs in protest outside the conference hall. They bore 

these messages: 

 Psychoanalysts get out. Autism does not belong to you.  
 Freudo-Lacanians, forget about autism. 
 Psychoanalysts, autism is not your business anymore. 
 No to centers. Yes to schools. 
 Yes to inclusive education. No to day hospitals. 
 Yes to behavioral approaches. No to neuroleptics. 
 Europe condemned them. And you brought them here. 
 Autism — Yes to Applied Behavioral Analysis ABA. 
 Autism — No to psychoanalysis. 
 Autism — The psychoanalytic approach: expired. 
 Psy get out. 
 Psychoanalyst, hands off my autistic child. 
 Psychoanalyst, get away from autism.  
 Psychoanalysis = massive destruction. 
 ABA, PECS, TEACHH = reparation and progress.  
 Psychoanalyst, leave me alone. I’ll be fine without you. (Held by a person with autism) 
 

 If there were any remaining doubts about the impassioned indignation some Moroccan 

parents bore toward psychoanalysis and its adherents, these slogans should eradicate them. 
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Beyond animosity, they show where the battle-lines are drawn: behaviorism and inclusive 

education are set against psychoanalysis and contained institutional care; ABA is pitted against 

psychiatric drug treatments and psychotherapy; and psychoanalysts are discursively linked to the 

tyrannical enemies of the Arab spring (e.g., “psy get out!” [psy dégage] resonated with the signs 

and slogans one found on the streets of political protesters in Tunis and Rabat).66 

 In the demonstrations, the psychoanalytic approach was posed as “condemned” and 

“expired,” themes that came up in several of my interviews with Moroccan parents. One mother 

referred to psychoanalysis as “traditional” (taqlīdī) and others told me over and over that France 

was “behind” (Fr. en retard or Ar. meʿṭṭela) the Americans, British, and Scandinavians who were 

by contrast “advanced” (muteqeddima). Another mother commented that my interest in 

psychoanalysis made perfect sense to her: “anthropologists research ancient things” (les 

anthropologues kaybeḥtū ʿala dakshī al-qdīm), she told me. In many ways, this discursive use of 

“traditional” vs. “modern” or “advanced” inverts preexisting hierarchies, marking French-

oriented medical experts as backwards while crediting Moroccan parent activists as agents of 

modernity in their role as bearers of the American model. Indeed, as we shall see throughout this 

dissertation, autism activism is intimately intertwined with ambivalent and complex negotiations 

of tradition and modernity in therapy, education, and childrearing. As this confrontation between 

activists and experts out in the hot sun outside the King’s modern center for the disabled shows, 

by the time of my fieldwork, autism had become a public issue of some import. In the last 

sections of this chapter, I will consider different explanations for how autism became a topic of 

concern in Morocco and why the category seemed to be spreading across the country at a 

relatively rapid pace after the turn of the millennium.  
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Accounting for Autism’s proliferation 

Many of the Moroccans I met disagreed about whether or not autism was a widespread 

problem in their country. In accounting for autism’s presence in the country – or its absence, 

depending on one’s position – people drew on particular understandings of Moroccan culture as 

well as prominent critiques of foreign influence and social change. Some people, including the 

grandmother in my host family, felt that Moroccans were simply too intensely social to produce 

such a presumably antisocial being. The condition, they told me, was a Western problem, an 

artifact of a hyper-individuated modern Western lifestyle. For example, shortly after I arrived in 

Moroco, I spoke with a Moroccan high school student named Abdallah in the courtyard of the 

language school where I was studying Arabic and he was studying English. I told him about my 

research and he responded by saying, “autism is something you find in America and Europe. 

They talk about it so much now. You just type ‘A’ into YouTube and all these videos appear. But 

here in Morocco we don’t have autistic children. This is not a problem in Morocco.” Whatever 

the theory behind his statement, there is a germ of truth to what Abdallah says. Indeed, compared 

to the US and Europe, there are relatively few children, and hardly any adults, who are 

considered autistic. And as we will see, you would be hard pressed to find an autistic person in 

the smaller more far-flung Moroccan cities, not to mention the vast countryside. But I mean that 

in a slightly different sense than Abdallah did. I mean that people are only now becoming autistic 

there in a sociologically sense. They are only now coming to be understood and interacted with 

on that basis.   

In fact, this is what made autism in Morocco appealing for ethnographic study. My 

project How does autism go from being a relatively unknown and foreign category to being one 

that is alive and meaningful to people there? How does it become a recognizable way to be a 
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person and a reasonable frame to interpret a child’s behavior and interact with him or her? How 

does this category come to structure social life and to shape individual and familial trajectories?  

However, what Abdallah’s commentary obscures is that autism had shifted from near-

total obscurity to increasingly wider-spread recognition, in a relatively short time (see the 

appended Timeline on xiv-xvii and the Map on pp. 80-82). In fact, a few child psychiatrists in 

Casablanca told me approximately one in four patients arrived at the clinic with a “suspicion of 

autism” (“suspicion d’autisme”). Some experts were even beginning to speak of an autism fad. 

At a large 2010 autism conference, for example, one well known Moroccan child psychiatrist 

complained that there had in fact been a hypermédiatisation d'autisme (“hypermediatization of 

autism”), thanks to increasingly pervasive satellite television with its foreign channels. Families, 

he said, were now arriving at his office in droves with a “pseudo-diagnosis” of autism.  

The proliferation of autism – along with its associated therapies and concepts – is perhaps 

most clearly exhibited by the rapid growth of autism-related organizations and institutions and 

professional training programs. In 2000, there were only two associations for autistic or 

psychotic children specifically – S.O.S. Autisme in Casablanca and the Association des Parents 

et Amis des Enfants Psychotiques (“the Association of Parents and Friends of Psychotic 

Children”) in Rabat – though there were others that served children with different disabilities, 

including children with autism (notably, Association Pinocchio, Handicap et Intégration, and 

Association des Parents et Amis des Enfants Inadaptés [“the Association of Parents and Friends 

of Maladapted Children”]). By the time of my research in 2010-2013, there were at least 42. It 

was sometimes hard to tell which associations were in fact providing services and hosting actual 

events. That is why I visited as many as possible and learned about others through contacts. 

Some of the organizations I learned about were still in embryonic form, but the vast majority 
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were actively providing care and educational services to families, operating classrooms in public 

schools or centers for autistic children. A great deal of growth in this sector occurred after 2004, 

when behavioral therapies first arrived via the work of parent activists and the King proclaimed a 

national “Year of Autism” in Morocco for 2005. Collectif Autisme Maroc then grew out of the 

Year of Autism. It started as eight associations, mostly in major. Between 2009 and 2013, the 

Collectif added another 16 associations, mostly in smaller cities (see Map below for more 

details). The first two child psychiatry departments in public hospitals were founded in 2008, as I 

mentioned above, and several new degree programs in special education and psychology were 

cropping up in the major public universities in postmillennial Morocco. Indeed, a new class of 

experts in diagnosing and treating childhood disorders and disabilities was coming into 

existence. The nation’s first two experts in behavioral therapies for autism moved from France to 

Morocco in 2007 and 2008. The past decade had brought about a flurry of activity and an 

explosion of autism classrooms across Moroccan cities big and small. Autism therapies and the 

autism diagnosis seemed to be proliferating across Morocco at a rapid pace (as reflected in the 

appended Timeline). But why?  
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Two Possible Explanations 

There exist two ready-to-hand explanations for autism’s relatively rapid and sudden 

proliferation. The first is epistemological and relates to truth value of the diagnosis (while the 

second, which I discuss below, is ethical and relates to the curative power of autism therapies). It 

holds that the category is proliferating by the sheer force and charisma of its truth value. In other 

words, this explanation holds that children who are really autistic are finally being correctly 

diagnosed. They were previously called other things, from vernacular categories like ḥmaq 

(“insane”) and majnūn (possessed by jinn) to technical ones like mutakhallif dhehnīan (“mentally 

retarded”) or “psychotic” (psychotique) (see Chapter 3 for further discussion of these categories), 

or they simply went unnoticed in their difference or disability altogether.  

To begin to assess this explanation though, we must return to our most basic question. 

What is autism? According to the present DSM definition, autism is a developmental disorder 

that includes deficits or anomalies in social interaction and communication, along with restricted 

or stereotyped behaviors. Like other psychiatric classifications, autism is defined in the DSM as 

a collection of symptoms, only some of which must be present for a positive diagnosis to be 

made (see Figure 1.4). The DSM-IV definition for autism included twelve symptoms, four in 

each of three domains: communication, social interaction, and repetitive or restrictive 

behaviors.67 The diagnosis works a bit like a prix fixe menu; one mixes and matches symptoms 

from social, behavioral, and communicative domains just as one selects from choices of an 

appetizer, main course, and dessert on a fixed price menu.  
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Figure 1.4: DSM-IV Criteria for Autistic Disorder (APA 2000). 

DSM-IV Autistic Disorder 
 
 
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: 
• marked impairment in the use of multiple nonverbal behaviors such as eye-

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

• 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) 

• lack of social or emotional reciprocity 
 

2) Qualitative impairments in communication as manifested by at least one of the 
following: 
• 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) 

• in individuals with adequate speech, marked impairment in the ability to 
initiate or sustain a conversation with others 

• stereotyped and repetitive use of language or idiosyncratic language 
• lack of varied spontaneous make-believe play or social imitative play 

appropriate to developmental level 
 

3) Restricted, repetitive, and stereotyped patterns of behavior, interests, and 
activities, as manifested by at least of one of the following: 
• encompassing preoccupation with one or more stereotyped and restricted 

patterns of interest that is abnormal either in intensity or focus 
• apparently inflexible adherence to specific, nonfunctional routines or rituals 
• stereotyped and repetitive motor mannerisms (e.g. hand or finger flapping or 

twisting, or complex whole body movements) 
• persistent preoccupation with parts of objects 

 
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. 
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To be eligible for a DSM-IV diagnosis of autistic disorder (and my fieldwork took place during 

the DSM-IV era), the child must exhibit at least two of the symptoms listed under “social 

interaction” and one symptom each in “communication” and “restricted behaviors.” Further, he 

or she must have at least six of the twelve total symptoms listed across the three domains. This 

means that there are dozens of symptom combinations that could allow one to qualify for a 

diagnosis. Further, it also means that two children can be diagnosed with autism without even 

sharing a single symptom in common. So is that how autism travels, as a combinatorial array of 

symptoms spread out on a menu? 

 This is no doubt part of the story. But the epistemological explanation is insufficient. In 

fact, the truth value of psychiatric diagnoses in general has been widely criticized and debated 

over the years. Successive rewritings of the American Psychiatric Association’s Diagnostic and 

Statistical Manual (DSM), for example, often involve radical changes in how categories are 

defined (their symptomatology, age cutoffs, exclusion criteria, etc.). As we saw above, autism is 

a prime culprit and a repeat offender in this regard, and debates continue to rage over what 

precisely autism is and how it should be defined. The uproarious debates that surrounded the 

recent DSM-5 revisions, described above, illuminated a major lack of agreement among 

recognized experts themselves, as well as between clinicians and activists of different stripes.  

 Furthermore, the various categories that make up the autism spectrum have thus far lacked 

validity and reliability in epidemiological terms: that is to say, different clinicians, especially 

inexperienced ones, do not reliably agree on what a given person’s diagnosis should be (e.g., 

Klin et al. 2000) and it is not clear that diagnostic criteria are linked to a single, unified 

condition. Many researchers wondered whether categories like “Asperger’s disorder” or 

“pervasive developmental disorder-not otherwise specified” were truly distinct from “autistic 
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disorder” (Kamp-Becker et al. 2010). There is an especially large amount of confusion about 

divisions internal to the autism spectrum: for example, Anglophone experts have disagreed about 

whether and how to break up the autism spectrum into its component parts (Lord and Jones 

2012).68 

It is no secret that a host of pragmatic concerns have shaped changing American and 

international definitions of autism. Indeed, a number of Moroccan psychiatrists pointed this out 

to me in interviews as a reason for why the Americans overestimated the true prevalence of 

autism. They noted that the DSM (and its international corollary, the ICD) were rooted in the 

idiosyncracies of the American context and that practical concerns and compromises had driven 

the definition to broaden over the years. And there is truth to that assertion. For example, the 

1994 DSM-IV pervasive developmental disorder task force agreed that a sort of remainder 

category – for children who did not fit the criteria for “autistic disorder” but who were “in the 

autism ballpark” – would be essential for the service provision needs of families (Volkmar 1996; 

Volkmar and Wiesner 2009). In the field trial report, Fred Volkmar, DSM-IV subcommittee head 

and director of the Yale Child Development Center, stated this rather plainly: “inclusion of an 

atypical autism category [“pervasive developmental disorder-not otherwise specified”] rested, 

primarily, on important social policy considerations rather than on any data generated from the 

field trial [where the diagnostic definitions were tested for validity and reliability]” (1996:157). 

In sum, even clinical experts announce that the autism diagnosis is not epistemologically pure. In 

other words, experts recognize that psychiatric diagnosis is not always or only about finding the 

true name for a child’s condition. It also has many important pragmatic functions. 

This does not, however, mean that the category autism fails to capture or describe actual 

phenomena (Eyal et al. 2010). Nor is it to say that psychiatric categories in general, or autism in 
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particular, are merely social constructions and therefore not “real.” Indeed, Hacking argues quite 

epersuasively that asking whether they are real or socially constructed is insufficient; we need to 

ask “a real what”? In The Social Construction of What? (1999), he argues that a category can be 

simultaneously real and socially constructed. Just because the kind itself interacts with ideas 

about it does not make it somehow less real. Hacking offers the concept of an “interactive kind” 

here to refer to objects (e.g., autism), which interact with changing ideas about them. He 

contrasts these to objects that he calls “indifferent kinds” (e.g., quarks) which do not interact 

with ideas about them. Simply pointing out that both ideas about autism and the category itself 

have shifted over time does not imply that it the category is, then, somehow not “real.”  

My point here, rather, is simply to note that these DSM categories likely do not “carve 

nature at its joints,” as the ancient metaphor from Plato’s Phaedrus put it (Campbell, O’Rourke 

and Slater 2011). After all, as cognitive psychologist Eleanor Rosch writes of categories in 

general, not just medical or psychiatric ones: “Most, if not all, categories do not have clear-cut 

boundaries” (1978:35). However, in psychiatric diagnoses, and especially autism, the grey areas 

at a category’s edge are significantly swollen in comparison with, say, categories like Down 

syndrome or HIV, which have biomarkers to anchor the boundaries of disorder.69 The key 

implication here is that we cannot give a purely epistemological explanation for the sudden 

proliferation of the category autism across Morocco. The true nature of childhood difference and 

disorder has not suddenly been revealed to Moroccan experts, allowing them to place children in 

their appropriate diagnostic bins once and for all. In short, the idea that an enlightening dawn has 

been slowly rising over Moroccan psychiatry is overly simplistic because the category autism 

and the act of diagnosis are themselves saturated with epistemological uncertainty.  

In fact, as I will show in Chapters 4 and 5, the category autism’s proliferation in Morocco 
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is not motored primarily by diagnosis or increased clinician awareness.70 Most child psychiatrists 

have maintained a rather narrow conception of autism (although this appears to be changing), 

and they have been relatively hesitant to apply the label to children. In my fieldwork experience, 

when there was a discrepancy about whether or not a child was autistic, it was usually the parent 

who was fighting for an autism diagnosis and the clinician who was cautioning against it. In 

other words, for the most part, this was not a clinician-driven process, though clinicians have 

played an important role. Moreover, many of the children enrolled in autism associations did not 

have formal diagnoses at all (though this too is starting to change, as associations with long 

waiting lists can insist that families get formal diagnoses as a prerequisite for enrollment). 

Moreover, many children with formal diagnoses of autism have been given several other formal 

diagnoses as well.  

All of this is important because, as mentioned above, the task of global autism activism is 

often presented as a problem of “knowledge transfer” (LPS 2009). Scholars and observers often 

emphasize the need for culturally appropriate media campaigns and educational materials (e.g., 

Kang-Yi, Grinker and Mandell 2012). In short, they say that the task is to “diffuse” information 

and spread knowledge about autism. Such initiatives are indeed quite pertinent and well 

underway in Morocco. Importantly, they provide families with a publicly shared discourse that 

they can put to use in encounters with strangers, experts, or administrators as they try to integrate 

their children into Moroccan society.71 However, my research indicates that this view – of autism 

activism as a problem of knowledge transfer or information diffusion – misses a major aspect of 

how health activism actually works, at least in the case of autism in Morocco, and perhaps 

beyond. Indeed, it misunderstands how a novel category of person is gaining a foothold and 

becoming alive and meaningful to people in places like Morocco.  
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Through the course of my fieldwork, I came to see Moroccan experiments in autism 

activism and expertise less as an instance of transferring knowledge or raising awareness and 

more as an exercise in world-making and subject-making, which I will discuss especially in 

Chapters 4, 6, and 8. As we will see below, the category autism was not circulating in Morocco 

primarily as a technically defined list of symptoms found in the American DSM or even the 

French CFTMEA. Rather, a prototype of autism was solidifying and circulating locally by way of 

concrete examples and specific instances. Parent-run autism associations have played a crucial 

role in this process for, among other reasons, the simple fact that they provided a location where 

parents and others could come and see actual autistic children. In a sense, these associations were 

the primary location where the category lived, so to speak. Through this institutional 

emplacement, parents were able to come and compare their own children, to recognize (or not) 

resemblances between them and the autistic children at the associations. These examples 

ultimately served to shape and solidify a particular image, or prototype, of autism around the 

most difficult and recalcitrant cases. Further, as we will see in Chapters 4 and 5, for many 

Moroccan parents the autism label itself was often of secondary importance. Finding an 

institutional home for the child and a set of techniques for interacting and dealing with him or 

her was paramount. In other words, the fit between child and place, and between child and 

method was more pressing than that between child and category. 

A second possible explanation for autism’s sudden proliferation in Morocco would take 

autism therapies as the key. Regardless of diagnostic truth value, if autism therapies successfully 

treated those labeled autistic, then we could expect the proliferation of autism diagnoses to be 

concurrent with the arrival of these therapies, as it indeed has been. This is much closer to what I 

will argue in Chapter 5. However, I need to specify first what it means for a therapy to be 
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successful. As I will argue in Chapter 2, debates about the efficacy of autism therapies have been 

about as controversial as discussions of the current state of psychiatric nosology and diagnosis. 

Further, while I have witnessed throughout the course of my fieldwork in the U.S. and Morocco 

the way autism therapies can transform the lives of autistic children and their families (as I will 

show in Chapters 6 and 8), Moroccan children were by no means being “cured” of autism en 

masse. There were several cases of spectacular progress, and these were circulated throughout 

Morocco as evidence of ABA’s success, but there were also many children who did not improve 

so dramatically or speedily. In Chapters 4 and 5, I will detail the variety of ways in which autism 

therapies were successful, even if they did not (or did not necessarily even seek to) cure autism. 

For now, suffice it to say that we cannot rely on the curative charisma of ABA’s efficacy alone 

to understand autism’s proliferation throughout Morocco. In other words, autism therapies are 

not attracting people to the label simply because they can or do cure their child’s disability. 

Something much more complex is happening. 

 

How Autism Travels  

If the proliferation of autism cannot be understood solely in terms of the truth value of the 

diagnosis or the curative charisma of autism therapies, than how does it travel? In order for the 

category to proliferate in Morocco, it needs to become alive and meaningful for people there. In 

the chapters that follow, I will address both how autism travels to new places and people and 

how it “sticks,” or becomes a durable identity. I will argue that autism’s proliferation in Morocco 

is due, in part, to the coupling of therapy with a host of related concepts and roles within novel 

institutional settings. Indeed, the institutional emplacement of autism, I will argue, helps make 

the category ‘“stick’” in certain cases, and in others cases not. Further, these institutional 
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contexts come with particular temporalities that rearrange expectations and structure 

interpretations and interactions between children and caregivers, as I will discuss in Chapter 5. 

Ultimately, these new frames and temporalities help invest the category with a certain vitality 

and clarity, and they infuse therapy with a kind of urgency for parents. As a result, the category 

becomes an active feature that structures their daily lives, and therapeutic practice allows them to 

imagine and visualize their child’s potential and to experience the recalcitrance of his or her 

more difficult behaviors (I will elaborate on this in Chapter 5 as well). Ultimately, children 

become autistic in the same sense that parents become “autism parents”: over time and through 

practice, identities sediment into place. As children come to find a place within autism 

associations and parents come to understand and interact with their children in novel ways 

structured by autism therapies, the label comes to “stick” to the child over time. However, before 

examining the way the category autism and the ideas, technologies, style of interaction 

associated with it are gaining a foothold in urban Morocco, I will first describe their history in 

the U.S.  
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Chapter 2 
 

The American Model:   
 Ethics, Technologies, and Styles of Autism Parenting in the U.S. 

 

Introduction 

 As I noted in the previous chapters, global autism activism consists of much more than 

simply making people aware of the diagnosis and the symptoms that make it up.72 When the 

category autism travels to Morocco, it does not travel alone; it comes as part of a whole 

sociocultural package that includes ethical ideas and practices concerning parenthood and 

personhood. And there was a great deal of debate happening in Morocco during the time of my 

research concerning which cultural package should be installed there. In the 1980s, Moroccan 

psychiatrists started working with parents to implement a French-influenced psychoanalytic 

approach to diagnosing and treating autism. But since around the turn of the millennium, 

Moroccan parent-activists have become increasingly vocal, organized, and influential as they 

seek to displace the French model and establish a more American-style approach to autism 

diagnosis and treatment in their country. As I noted earlier, this model harbors within it a specific 

vision of expertise, a particular style of parenting, and a distinctive understanding of autistic 

experience, all of which contrast sharply with the French model. Before turning to the particulars 

of the Moroccan case, then, it is important to spend some time understanding the social, ethical, 

and political aspects of the American model of autism treatment. How did the identity of the 

“autism parent” come into being? What role has the emergence of new autism therapies, like 

ABA, played in fashioning the autism parent and shaping the category autism as it has shifted 

over time in the U.S.? Indeed, in this chapter I will show how autism therapies and parent 

activism have helped to constitute a novel vision of autism. In order to do so, I will introduce a 
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number of concepts that will be useful for thinking through the Moroccan case and for 

understanding the role of autism therapies in autism advocacy there as well. Along the way, I 

seek to achieve two aims: first, carve out new space in a largely deadlocked theoretical and 

empirical debate concerning novel understandings of autism in the U.S.; and, second, further 

demonstrate the virtues of approaching the study of looping effects from the perspective of 

therapies, technologies, and practices, rather than simply in terms of identity politics and public 

debates.  

 

ABA and Autism Parents in the U.S. 

Conceptions of autism in the U.S. have changed dramatically in the nearly 70 years since 

Leo Kanner’s initial landmark description.73 Extreme isolation and severe rigidity typically 

marked early portrayals (Eisenberg and Kanner 1956). The prototypical image was of a child 

rocking incessantly in some corner, seemingly trapped in an impenetrable world of his own. The 

inner lives of autistic people were said to be at worst “thin,” at best inexpressible. In his 

foreword to autistic author Temple Grandin’s book, Thinking in Pictures, Oliver Sacks notes, “It 

had been medical dogma for forty years that there was no ‘inside,’ no inner life, in the autistic, or 

that if there was, it would be forever denied access or expression” (in Grandin 1995:11). These 

earlier views of autism continue to surface in certain advocacy campaigns, expressions of 

parental despair, and salvific narratives of recovery. But they have also been joined by a much 

richer understanding of autistic personhood and experience, replete with emotional and cognitive 

depth, where actions are saturated with meaning and intention (Hacking 2009a). Along this shift 

in view, autism has come to be seen in some quarters more as a form of difference than as a 

disease or disorder. 
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Most observers consider this autism-as-difference view a new arrival, brought on by the 

emergence of “autistic autobiographies” (Hacking 2009), autistic self-advocates, and the 

neurodiversity movement (Antze 2010; Bumiller 2008; Orsini 2009; Ortega 2009).74 As previous 

scholars and have noted, autistic self-advocacy associations (advocacy associations run by and 

for autistic people themselves) organically emerged in the 1990s through encounters at 

conferences and through pen-pal lists run by autism parent associations (Sinclair 2005). When 

trying to establish their own self-advocacy outfits, however, pioneering autistic self-activists 

report that they were often met with intense resistance from certain parent associations (Sinclair 

2005). Over the years, there has indeed been much friction between parent and self-advocacy 

associations, and people with autism also had to struggle to be included in public debates and 

decision making processes (Bagatell 2010).  

Today’s neurodiversity movement grew out of the efforts of these early autistic self-

advocates. It consists of people with autism and kindred neurological diagnoses, joined by some 

like-minded parents and professionals (Armstrong 2010). They challenge what they see as a 

tyranny of “neurotypical” (read: non-autistic) forms of sociality and communication that fail to 

recognize autistic personhood, and correctly point out that this sort of devaluation has led to 

serious abuses. They offer wittily contrapuntal slogans, like “eye contact is overrated,” and 

produce astute socio-political analyses (e.g., Broderick & Ne’eman 2008; Ne’eman 2010) and 

innovative scientific research (e.g., Dawson et al. 2007). Many self-advocates agree that autism 

is a kind of disability, and that autistic people are “wired differently” than neurotypicals (Ortega 

2009; Kapp et al. 2013). But they argue, drawing on disability studies critiques, that it is the 

discriminatory neurotypical world – not the neurodiverse brain – that is disabling (Dubin 2010; 

Savarese and Savarese 2010). A flurry of new books, films, and blogs present the virtues of 
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neurodiversity’s liberatory philosophy,75 and a growing chorus of scholars and journalists has 

rightly registered the movement’s impact on political and ethical debates (Antze 2010; Bumiller 

2008). Such scholars often report – and here is where I depart from them – that the movement’s 

philosophy is irreconcilably opposed to behavioral therapies, especially Applied Behavioral 

Analysis (ABA), and the parents who use them.76 These therapies, they say, aim to bring 

children in line with dominant, neurotypical norms, while neurodiversity is an argument for 

freedom from them (Bumiller 2008; Hacking 2007). Indeed, we now have an Autism Liberation 

Front. 

This chapter follows an earlier genealogical thread than have previous scholars of 

neurodiversity and it examines a more subterranean route in order to trace the recent shifts in 

conceptions of neurobiological difference in the U.S. Drawing on historical research, I argue that 

early parent advocates paved the way conceptually for self-advocates. They posed autism as a 

form of radical difference or alterity and situated it above all within a problematic of translation. 

Contemporary parents, I argue, have inherited an ethical imperative to translate and advocate for 

their autistic child, and to include him or her in ordinary daily life. Through ethnographic 

research in the U.S. and Morocco, I found that some parents of “low-functioning” autistic 

children use behavioral therapies – seemingly incommensurable with neurodiversity – in order to 

advocate for their child’s full personhood, thereby achieving neurodiverse ends. In doing so, they 

implicitly promote a richer image of autistic personhood and experience. Indeed, perhaps the 

most significant aspect of the history of autism is that parents and others have come to know and 

advocate for people who were previously institutionalized or considered “mentally deficient” and 

“socially incapable.” In the process, a whole new realm of possibility opened up. 

Before continuing, I should note that the neurodiversity movement is a largely 
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Anglophone and Scandinavian phenomenon. The disability self-advocacy movement started in 

Sweden in the 1960s with people labeled mentally retarded and traveled to the U.S. in the 1970s 

(Bagatell 2010). As noted above, the autism self-advocacy movement emerged in the 1990s in 

the U.S. However, while the movement has gained steam in the Anglophone world, it has been 

largely absent in France and Morocco. Indeed, Chamak writes, “Alternative narratives that 

recognize diversity are still unusual in France compared to the U.K. because disability studies 

and the disability movement have not developed” in France (Chamak 2013:421). While 

associations run by autistic people in the U.S. have promoted a model of autism as a form of 

difference, associations run by autistic people in France, Chamak notes, have “accepted the 

notion of disability and the biomedical model… The collective identity of the French autistic 

persons is focused on sharing experiences but not using the neurodiversity concept” (Chamak 

and Bonniau 2013:18). Disability activism has become more prominent in Morocco in recent. 

The Collectif Pour la Promotion des Droits des Personnes en Situation de Handicap au Maroc  

(“Collective for the Promotion of the Rights of People in a Situation of Handicap in Morocco”) 

was founded in 2005, and the France- and Belgium-based nongovernmental organization 

Handicap International has supported a number of disability rights and training programs. 

Nonetheless, I only heard one Moroccan mention the concept of neurodiversity and that was a 

mother who worked as an English-language translator and whose son was a very high-

functioning adolescent with autism whom she was home-schooling. While this might at first 

glance make the debate between American parents and self-advocates seem irrelevant to 

Morocco, the fact that I found neurodiverse sentiments and practices among families and parents 

in Morocco who had never heard of the neurodiversity movement and who were practicing 

behavioral therapies further strengthens my argument that such therapies are not at all 
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incompatible with a view of autism as a form of difference.  

 

A Technical Infrastructure for Autistic Personhood 

As I described in the Introduction, philosopher Ian Hacking argues that autistic authors 

are helping neurotypicals understand seemingly strange autistic behaviors by giving ordinary 

language descriptions of their sensory experiences.77 Such first-person accounts provide a 

linguistic infrastructure for making sense of what people with autism are doing in daily life and 

thus prepare the groundwork for creating shared “forms of life” between autistics and 

“neurotypicals.” This chapter uses ethnographic and historical research within the contexts of 

daily life of families of autistic children in the U.S. to make an argument that is analogous and 

complementary to Hacking’s. I claim that autism therapies and their prosaic technologies have 

helped to create an “artificial platform” and to equip people with autism, their families, and 

broader communities with tools for living together and sharing “forms of life” (see also Reno 

2012). Just as autistic autobiographers provided a linguistic infrastructure, autism therapies have 

provided a technical infrastructure for establishing a thicker image of the interior lives and 

personhood of people with autism. In this chapter, I will demonstrate this point using data from 

research I conducted in the U.S.; in later chapters, I will show how Moroccan parents are laying 

down a technical infrastructure to establish autism as a viable category of person and people with 

autism as deserving of therapeutic, economic, and interpretive investment. My ethnographic 

focus on the politics of practice – both in this chapter about the U.S. and later chapters about 

morocco – allows me to show the unremarked ways that simple therapeutic procedures are 

folded into the fabric of everyday domestic and social life and sometimes put to unexpected uses. 

Combining this approach with a longer historical view, I suggest that these mundane scenes of 
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daily family life might be key nodes in the subterranean routes through which the category 

autism is transformed over time. Quotidian parental practices of advocacy and translation, I 

suggest, provided the material rails on which novel ideas about autism have been circulating 

since the late 1960s, both within the U.S. and beyond.78  

To make this argument, I introduce three interlinked concepts: radical translation, joint 

embodiment, and prosthetic environment. The first two grew out of my own ethnographic 

fieldwork and the third is taken from writings on behavioral therapies (Lindsley 1964; Holmes 

1990); as we will see, all three were relevant to my American and Moroccan fieldwork. By 

radical translation, I mean that parents often translate and frame their child’s behaviors and 

utterances in ways that index a complex – if difficult-to-access and radically different – inner 

world. By joint embodiment, I am referring to an improvised social choreography whereby 

parent and child prompt each another verbally, gesturally, and physically as they together move 

through the social world. In this way, the child’s personhood is co-performed by the parent-child 

duo. Many of the American and Moroccan parents I met did not use behavioral therapies in order 

to cure their child, to mask his or her weirdness, or even to make him or her normal. Rather, the 

therapies allowed them to become part of an enabling prosthetic environment that facilitated his 

or her inclusion in a range of settings – strange behavior, atypical communication and all. 

This chapter is based on several years of ethnographic fieldwork in schools, homes, and 

clinics in the U.S. Specifically, I conducted nine months of participant observation in the 

American Midwest on the use of complementary and alternative treatments for autism in 

conjunction with behavioral therapies (2004-2005). As part of a larger project on autism 

expertise (Eyal et al. 2010; Eyal and Hart 2010; Eyal and Hart in press), I spent an additional 

nine months conducting participant-observation one day a week in an ABA-based autism school 
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on the East Coast of the U.S. and conducting participant-observation with three families in their 

homes (2007-2008). As part of these projects, I also conducted in-depth life-history interviews 

with 22 U.S. parents of autistic children and extensive archival research on the history of 

American parent advocacy and autism diagnosis and treatment.  

 

Polarizing debates 

As I alluded to above, the contemporary American field of public discourse about autism 

is deeply fractured and politically charged. Two camps, seemingly archenemies, sit at either end. 

They appear to disagree fundamentally about where and how to locate the person in relation to 

autism in both space and time. This chapter uses ethnographic research to burrow underneath, so 

to speak, contemporary debates, illuminating their complementary and common elements. 

Before doing so, however, allow me first to rehearse a caricaturish, but commonly articulated 

sketch of the battle lines. 

On one side are parents of “low-functioning” children. They consider autism a disorder 

that should be treated, remedied, even cured.79 For them, seemingly meaningless autistic 

behavior is a sort of “veil” that renders the child’s inner world (if he has one at all) 

incomprehensible, and cuts him off from the social world. From this side, we hear statements 

that figure autism as a disorder of personhood. Like this summary of a recent Discover Magazine 

article: “One of the most amazing aspects of autism is that children are trapped in a nervous 

system that has gone awry…and yet biomedical intervention can bring out the real person inside” 

(Niemark 2007). Or this one from a New Yorker piece about a family’s experience with 

behavioral therapies: “I could see a glimmer of a child coming out of a dense fog” (Sheehan 

2003:80). Therapy becomes a rescue mission, a sort of hostage situation where parents are hailed 
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to heroically recover the “authentic” child from the clutches of his or her autism.80 Personhood is 

both buried underneath autism and deferred to some future moment. Let us call this the autism-

as-disorder view. To parents promoting this view, neurodiversity activists are mere high-end-of-

the-spectrum pretenders with no right to speak in the name of their much more severely disabled 

children (e.g., Lutz 2013). 

On the other side is a band of articulate “high-functioning” autistic self-advocates. They 

see autism as one among many types of human difference – like gender or race or deafness – 

which should be respected, even celebrated, but certainly not “cured” or muted through medical 

or behavioral treatments. Autistic people are not disconnected from the social world, they assert, 

but differently connected to it. They lead rich emotional lives; but they experience, cope with, 

and express their feelings in idiosyncratic ways. There is, they argue, a logic to the seeming 

enigma of autistic behavior. The “real person” is not hidden beneath their autism, but can and 

should be found precisely in the thicket of all that seemingly crazy rocking, rubbing, spinning, 

buzzing, squealing, humming, tapping, and hand-flapping. The “veil” of autism, then, is an 

artifact: it is just so much static in the transmission resulting from the fact that autistics and non-

autistics communicate on different frequencies and experience the world in radically divergent 

ways (or, as Hacking and Wittgenstien put it, they lack “shared forms of life”). Let us call this 

the autism-as-difference view. To these advocates, parents are damaging their autistic children 

not only by trying to squeeze them into unfitting normative boxes but also by communicating a 

wish that they not be as they are, or perhaps that they should not exist at all (Sinclair 1993).  

On the whole, these polarizing debates produce far more heat than light. Most scholarly 

treatments only serve to fan the flames. They present the two sides – parents of “low-

functioning” children and “high-functioning” neurodiversity self-advocates – as adhering to 
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incommensurable positions, locked in an unresolvable stalemate. Pellicano and Sears write, for 

example, that certain ethical positions about autism treatment and research “depend on 

fundamentally conflicting assumptions about the nature and desirability of neurocognitive 

difference” (2011:271). While there are some real differences of opinion, there are important 

points of convergence as well.  

Scholars rightly report behavioral therapies as a major point of contention between 

parents and self-advocates. But they overstep, I am arguing, when they go further and simply 

confirm the ideas of activists who consider behavioral treatments to be merely misguided 

attempts to bring abnormal people in line with normative expectations or to restrict the freedom 

of natural autistic expression (e.g., Dawson 2004). Ian Hacking writes, for example, “in many 

cases, we try to make unfavorable deviants as close to normal as possible. That is the point of 

behavioural therapies for autism; that is the point of anti-craving drugs for obesity” (2007:311). 

Bumiller similarly dismisses behavioral therapies, like ABA, and the philosophy of 

“normalization” in general (more on that below) as conformist and controlling (2008). Indeed, 

critics and observers often assume that parents use therapies to “cure” or “recover” their child or 

to make him or her “normal.”  

Historian and science studies scholar Chloe Silverman disagrees with this interpretation, 

as do I. In a levelheaded Interlude section in her recent book, she writes, “those debating the 

ethics of intervention tend to assume that the choice is between two alternatives, to act 

aggressively to cure the disorder or to respect the integrity of autistic personhood by eschewing 

treatment” (Silverman 2011:134). Below, I will discuss how certain therapeutic techniques are 

actually used by families in ways that in fact encourage respect for the integrity of autistic 

personhood. At present, I want to make the simple point that parents mix and match therapies 
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and ideas about autism in ways that defy the facile distinction between curing disorder and 

respecting difference.  

Other observers have similarly noted that things are not so cut and dry. Some parents 

support self-advocacy movements; some autistic adults denounce neurodiversity (Bagatell 2010; 

Ortega 2009; Orsini 2009; Silverman 2011). In fact, a recent internet survey by Kapp et al. 

(2013) found substantial overlap between parents, autistic adults, and people aware of the 

neurodiversity movement; the authors argue that many autistic adults and people aware of 

neurodiversity hold a “deficit-as-difference” conception of autism that transcends the “false 

dichotomy between celebrating differences and ameliorating deficits” (66; see also R.J. Savarese 

et al. 2010). In a recent pilot study of parent support groups, Ariel Cascio found neurodiverse 

sentiments where she did not expect them: among parents using behavioral and medical 

treatments for autism (2012). These parents were not simply allergic or staunchly opposed to 

ideas about neurodiversity. Rather, Cascio found the unlikely comingling of these seemingly 

“conflicting ideologies or discourses” (Ortega 2009). This is precisely what my colleagues and I 

found in our own work with families. Families regularly crisscrossed rifts between opposed 

discourses or ideologies in their everyday lives: books about behavior modification and yeast-

free diets leaned up against autistic autobiographies on family shelves; parents used behaviorist 

principles to toilet-train their child one moment, then lay loose-boned on the floor imitating her 

vocalizations to try to spark a sort of interaction the next. Some parents do promote certain 

methods with evangelical fervor, but most are therapy omnivores.81 In fact, two families I 

interviewed used facilitated communication at home, a method often preferred by neurodiversity 

activists, while sending their children to ABA-based schools. Some critics point out this try-
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anything mindset and paint parents as despairing and duped (e.g., Offit 2008). But Silverman 

argues insightfully that most parents are both desperate and rational (2011). 

For parents, then, this field is less a treacherously polarized controversy forcing them to 

choose sides, than a frustratingly contentious ensemble of ideas and techniques from which they 

draw as they muddle through life with a child with special needs. During interviews, parents 

alternated fluently between narratives of acceptance and hope and narratives of despair. In one 

breath, they talked about getting unruly behaviors under control and struggling to communicate 

more fully with their child; they spoke of hellish fears about uncertain futures, and faith in a 

coming breakthrough. And in the next, they talked of their child’s strong character, her bravery, 

or the beauty of his personality precisely as he is. One mother I interviewed offers a poignant 

image of a “split heart” that captures the duality of this experience. In a documentary about her 

functionally nonverbal son’s extraordinary artwork, she says, “When you have a child with 

autism, you wind up living with a split heart. There’s the parent part of you that just wants to 

embrace your child as he is, and allow him to be who he is, and allow him to express who he is. 

And then you have the other half, which is trying to bring your child as close to social norms as 

possible” (Breaking Boundaries, 2011, 7:20). 

Just as parents practicing therapies often hold neurodiverse sentiments, people 

sympathetic to the neurodiversity movement do not always and only celebrate the differences 

associated with autism. Some self-advocates have reaffirmed the autism-as-disorder model by 

paradoxically reifying and pathologizing the impairments of lower functioning people on the 

spectrum. Such sentiments surfaced in recent debates about the new revised DSM, which 

collapsed several categories, including autistic disorder and Asperger’s disorder, into the more 

encompassing designation “autism spectrum disorder.” Michael John Carley, executive director 
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of the New York-based autistic self-advocacy group GRASP (Global and Regional Asperger 

Syndrome Partnership), noted, “I personally am probably going to have a very hard time calling 

myself autistic.” Asperger syndrome was often valorized as a sign of extreme intelligence and 

popularly associated with figures like Albert Einstein. The new DSM, Carley said, would now 

place him on a spectrum with “somebody who might have to wear adult diapers and maybe a 

head-restraining device. This is very hard for us to swallow” (NPR 2010).82 

 Additionally, we see principles and practices often associated with behavioral therapies in 

the context of certain methods associated with the neurodiversity movement. The film Wretches 

& Jabberers, for instance, presents a neurodiversity view of autism-as-difference, documenting 

the experience of two adult autistic men who have learned to type with light assistance from their 

aides using the method of facilitated communication.83 In the film, we see that a certain amount 

of mutual conditioning, analogous to behavioral therapies, is required in order to get through 

daily life and to use facilitated communication. We see the two men being prompted by their 

neurotypical aides to finish typing, to slow down and focus, and to behave in specific, culturally 

suitable ways throughout their travels. 

In sum, the battle lines of the so-called “autism wars” recede from view in light of the 

messy particulars of everyday family life and on both sides we find a certain ambivalence. None 

of the 22 parents I interviewed (and none of the dozens more I encountered while conducting 

participant-observation at an ABA school) seemed to simply reject their child as he or she is in 

hopes of curing him or making him normal. Through a sort of therapeutic bricolage, rather, they 

were working to improve their child’s situation at the same time as they learned to come into 

relationship with him or her. In the sections that follow, I go beyond recognizing such 

heterogeneity, ambivalence, and overlap. I show that behavioral therapies and parent advocates – 
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not autistic self-advocates alone – have contributed to evolving understandings of autistic 

personhood and the development of an autism-as-difference view. I begin by tracing the way a 

group of parents established autism as a problem of radical difference or alterity and positioned 

parents as translators and advocates for their autistic children in the crucial transitional moment 

of deinstitutionalization. 

 

Citizenship in Translation84 

The practices of radical translation and joint embodiment I will discuss below have roots 

in the 1960s and 70s, decades prior to the neurodiversity movement. This was the time when 

Americans with developmental disabilities were becoming citizens and autism parents were 

transforming themselves into “experts on their own child,” as the prominent psychologist Eric 

Schopler put it at the time (Schopler 1971; Eyal and Hart 2010). Institutionalization had reduced 

legions of those deemed “socially incapable” to legal and moral nonpersons (Schwartzenberg 

2005). With deinstitutionalization, they were returning home (or, in many cases, staying home 

instead of being institutionalized at a young age). But the very nature of their disabilities made it 

difficult for them to inhabit available forms of citizenship or personhood. Many lacked adequate 

means of communication and thus could not represent themselves or their interests. Their 

communities offered few adapted environments and special education was not yet guaranteed for 

all, despite the 1970 passage of the Developmental Disabilities Act (Akerley 1979). In the field 

of mental retardation activism, the solution to this conundrum was to pair up each “retardate” 

(sic) with his or her own personal “citizen advocate” who would represent and seek to fulfill his 

or her physical, economic, and emotional needs (Novak 1971).85  
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The parents who founded the American National Society for Autistic Children (NSAC) 

had a parallel solution to this same problem of citizenship and reintegration into the community. 

Importantly, they made the parent the ultimate “citizen advocate” and established autism 

parenting as something akin to an ethical vocation. Among other things, this vocation involved 

advocating and translating on a daily basis for a child who could not speak for himself 

(Donnellan-Walsh and Lapin 1977:191). Further, from its founding, NSAC linked parent 

activism to therapeutic practice and intensified parent-child interaction. At the founding meeting 

in 1965, Bernard Rimland acted as chairperson. He passed out a list of things parents could do 

with their children (Warren 1984:102). He also gave a speech based on his observations of 

Lovaas and his own reading of the behavioral literature, titled “Operant Conditioning: 

Breakthroughs in the Treatment of Mentally Ill Children.” “It was intended to be, and succeeded 

in being,” Rimland later wrote, “a summons to parents to come forward and insist upon the 

abandonment of Freudian theory and the adoption of a totally new and different concept in the 

treatment of autistic-type children” (Rimland 1972:573). Most important in this context, Rimland 

noted that operant conditioning was a “technique that parents could learn with demonstrable 

success” (Rimland 1972:573). Operant condition, I should add, came later to be known as 

Applied Behavior Analysis, ABA. As my colleagues and I have discussed elsewhere at greater 

length (Eyal et al. 2010, ch. 8), the early leaders of NSAC – Bernard Rimland, Clara Clairborne 

Park, Ruth Christ Sullivan, among others – became models of the “autism parent,” a hybrid 

activist-researcher-therapist. Through newsletters and conferences they established autism 

parenting as a sort of ethical vocation and demonstrated it to other parents and professionals. In 

Chapter 5, we will see how this style of intense and activist parenting is being taken up in 

contemporary Morocco.  
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In the process, these American parents also presented a different vision of autism. At the 

fourth annual NSAC conference in 1972, for example, psychiatrist Lorna Wing, a renowned 

autism parent and proponent of behavior therapies, gave an important speech. In her comments 

she figured autism as a problem of alterity, not simply a pathology, and parents as natural 

translators for their autistic children. She told a crowd of eager parents and professionals that 

autism was not, as Kanner had suggested, rooted in a profound lack of affective contact. To 

make her case, she emphasized the same aspects of autism as do today’s autistic self-advocates: 

differences in sensory and perceptual experience and linguistic expression. Against the idea that 

autism was a form of “aloneness,” Wing drew on the studies of Hermelin and O’Connor: “they 

came to the conclusion that autistic, meaning ‘socially withdrawn,’ is a completely inappropriate 

label to apply to these children. They believe (as I do) that autistic children have all the normal 

emotions appropriate for their mental age, but are severely handicapped in showing them” (Wing 

1973:111).  

If autism is a problem of alterity, the parents who care for them daily and serve as co-

therapists in behavioral therapy programs are organic translators, Wing argued. “Many parents 

who have learned the special language of their own autistic child are of the same opinion” (Wing 

1973:111, my emphasis). Others articulated the same view at this time. When discussing a 

“comprehensive” educational program for autistic children, a professional at the same meeting 

said, “we cannot over-emphasize the mother’s help in ‘translating’ the symbolic, verbal, and 

non-verbal language of her child” (Johnson 1973:84, quotes in original).  

One might think of it along the metaphor of the child as a radio. It is not that autistics are 

not transmitting. With autism, each child is just on his or her own frequency, and it takes a 

committed and engaged parent to tune in and receive the message, to decipher the child’s own 
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“special language” and translate it for others.86 That is Wing’s point. We might compare this 

with a statement made by prominent self-advocate, Jim Sinclair.  

I could write pages of suggestions for relating to an autistic person, but the most 
important theme is: DON'T TAKE ANYTHING FOR GRANTED.  Don't assume 
you can interpret the person's behavior by comparing it with your own or other 
people's behavior; you have to learn to recognize that particular person's unique 
signals (Sinclair 1988). 

 

Wing and Sinclair’s comments dovetail with a well-known adage in the autism community: “if 

you know one autistic child, you know one autistic child.” The idea is that each child is so 

particular as to have his or own idiolect, or “special language.” This language is not only verbal, 

but includes seemingly cacophonous gestures, vocalizations, and ritualistic behavioral patterns. 

Prior to the 1970s, medical and psychiatric professionals held a near interpretive 

monopoly on autism. But in this pivotal historical moment parents were taking over the task of 

translation. In doing so, they also altered it. It was no longer the deep interpretation of 

psychoanalysis, drilling down like an archeologist into the child’s or parent’s past to find 

autism’s cause or cure. Theirs was more ethnographic, working precisely on the surface of day-

to-day interactions. It consisted in the everyday translation, across radically different experiential 

worlds, of the give-and-take of daily emotional travails. And it was always tentative and 

inferential.  

In his essay, “What Children Say,” philosopher Gilles Deleuze (1998) offers a helpful 

distinction. Deleuze rereads Freud’s story of Little Hans in order to challenge the implicit 

Freudian idea of an “archaeological” unconscious in favor of a “cartographic” conception of the 

unconscious.87 In the archaeological unconscious, one excavates, digging down into a person’s 

life history to unearth buried emotions, scenes, and traumas, the seismic shifts that fixed a 

personality or pattern in place. Indeed, this was the structure of the earlier psychoanalytic 



 109 

approach against which autism parents were rebelling when they began developing behavioral 

therapies. In Deleuze’s cartographic unconscious, one reads displacements along a trajectory in a 

series of superimposed maps. Inner experience is read off of the movement across time and space 

of a life.  

In fact, this distinction between the “archeological” and “cartographic” unconscious – 

and the different models of interpretation they imply – mirrors contemporary American debates 

about personhood and autism. Rather than unearthing the “authentic” subject beneath the “veil” 

of autism, parents come to find it on the very surface of their child’s behaviors, utterances, and 

comportment. Behavioral therapies, and the practice of everyday care in itself, encourage, even 

oblige parents to work on that very surface and to watch for subtle changes in the child’s 

behavior over time. The cartographic approach also aligns with an autism-as-difference view, 

which holds that autistic people have rich emotional experiences but the trick is to learn how to 

decode the seemingly cacophony of their behaviors and utterances.  

The 1960s and -70s parent advocacy that established parents as translators shared an 

elective affinity with the deinstitutionalization philosophy of normalization, which at first 

appears to be at odds with the autism-as-difference view. Indeed, a discussion of normalization is 

at the heart of today’s debates about behavioral therapies and changing ideas about autism. 

Hacking argues that that the imperative “to normalise” is important to looping only insofar as it 

spurs the people classified – in this case, autistic people – to “reclaim their identity” (2007:306). 

In other words, these critics argue that the impulse “to normalise” is productive because it incites 

a counteraction on the part of people with autism themselves. But normalization, and behavioral 

therapies for autism, do not necessarily amount in practice to making “unfavorable deviants as 

close to normal as possible,” as Hacking suggests (2007:311). 
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One explanation for this can be found in the original, most basic meaning of 

normalization philosophy: to provide disabled citizens with social lives that are as ordinary as 

possible by increasing their access to typical contexts of social life (Wolfensberger & Nirje 

1972). As Wolfensberger writes, “Normalization means that a person should live a normal 

routine of life,” with an ordinary rhythm of work, education, recreation, vacation, etc. 

(1970:294). “Normalization also dictates,” he continues, “that a person should be as independent, 

free to move about and empowered to make meaningful choices as are typical citizens of 

comparable age in the community” (1970:295). For parents, this means simply going out into the 

world with one’s child, taking him into social situations within which his or her weirdness may 

be unwelcome. Consider what mother and blogger Kristina Chew said when interviewed for a 

recent film promoting neurodiversity: 

 
If there is any activism in me, it is that I take [my son] Charlie everywhere I can possibly 
think of. Ok, he sniffs the sushi sometimes. You know, he runs up and down the aisles. 
He’s as tall as I am and he acts like a much younger child. But, I feel like Charlie has the 
right to go out in public and people can handle it” (Kristina Chew, Loving Lampposts, 
1:10:25).  
 

Taking her son with her wherever she goes, and implicitly asking others to accept or at least 

tolerate his inclusion, Chew notes, is itself a form of activism. I am arguing that, as practiced by 

parents like Chew and many others, the impulse to normalization actually works in the 

counterintuitive direction. Rather than trying to bring everyone in line with norms, it ultimately 

alters what can be recognized as normal and who can be seen as possessing the fundamental 

qualities that make us human. Indeed, as Rapp and Ginsburg have recently shown (2011), the 

experience of living with a disabled child, and finding one’s experience out of joint with one’s 

expectations, has led many parents to become “philosophers of human diversity” and to produce 
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novel narratives and practices of family life, thereby generating a “new kinship imaginary.” 88 In 

the case of autism, the confluence of deinstitutionalization, normalization, and the ethical 

imperative to translate for one’s autistic child led parents to a productive contribution: under the 

permissive sign of trying to normalize their children’s experience, parents learned to 

communicate with their children, to appreciate their singular personalities, and to advocate on 

their behalf in the context of everyday life and sometimes beyond it. Thus, under the sign of 

normalizing autistic children they actually began a dialectical process of radical acceptance of 

their differences.  

 

Everyday Advocacy and Translation 

Contemporary autism parents inherited the task of translation and advocacy from earlier 

parent advocates who were responding to the historical necessities of deinstitutionalization. As 

Lapin and Donnellan-Walsh argued in 1977, “parents of an autistic child collided head-on with 

the responsibility to ‘speak for’ their child early on” (191); this issue was common among the 

handicapped, but particularly salient in the case of autism. “Because the problems of autism are 

so pervasive,” they added, “parents of autistic children function as advocates on a daily basis” 

(ibid.). This kind of advocacy is a major aspect of what it currently means to be an “autism 

parent.” This often amounts to a sort of proxy citizenship in dreadful battles with school districts 

over hours of therapy and assistance, group home placements, one-to-one teaching ratios, etc. 

(see Fish 2008). Through ethnographic study, I found that many parents also implicitly advocate 

for their children’s personhood in more mundane social interactions by drawing on behavioral 

therapies, and translating and framing the child’s behaviors in particular ways. The kind of 

personhood they are advocating for is remarkably similar to what neurodiversity advocates are 
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demanding. 

In the epistemic murk surrounding autism, the child’s body is a dense site of 

indeterminate signs. Take “hand-flapping,” a prototypical autistic trait that can be translated 

many ways: sign of distress, need for sensory input, stomach discomfort, or meaningless autistic 

behavior. Each translation harbors a tacit image of autistic experience and a tacit theory of what 

autism is, respectively: handicap of emotional expression, sensory processing problem, gut-brain 

disturbance, or hardwired neurological disorder. Further, each indexes a particular model of 

autistic subjectivity and personhood. In the context of this indeterminacy and the tension 

between these different views, struggles ensue. These typically hinge on whether a particular 

utterance or behavior should be considered a meaningful sign (what Paul Kockelman calls, in a 

different context, “semiotic strain” [2005:261]). Indeed, in continuity with the ethical vocation of 

autism parenting, discussed above, some American parents and therapists translate the child’s 

behaviors or utterances (seemingly unintelligible to outsiders) as meaningful signs.89 They do so 

in ways that index a complex – if difficult-to-access – subjectivity, replete with emotions and 

intentions.  

Let me give an ethnographic example from my fieldwork in the household of a Long 

Island family with a minimally verbal 15-year-old autistic daughter, named Rebecca. Rebecca is 

just now returning to their suburban home after a day in her ABA-based autism classroom at the 

local public school. Her father, a teacher at a nearby high school, is at home to receive her. He 

holds her hand as she steps off the bus and walks up the steps. At the threshold, she lurches 

through the door, sloughs off her backpack and skip-hops through to the kitchen, her hands 

flapping rhythmically. “Whoa, girlie,” her dad says, as he picks up her bag. “A little emotional 
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discharge?” He adds speculatively in my direction. “What’s up?” He opens up her daily 

notebook to look for clues about her day from her teachers’ notes.  

By calling his daughter’s hand-flapping “emotional discharge,” rather than writing it off 

as a hard-wired autistic behavior best extinguished through therapy, James links it to what he 

imagines was a particularly stressful day at school. He and his wife, as well as many other 

parents I met, often translated their children’s strange and seemingly meaningless behaviors or 

garbled utterances as meaningful or indicative of his emotional state, and they did so in ways that 

affirmed a passionate conviction of the reality and richness of their child’s inner world.  

I want to suggest that by translating their child’s actions and utterances in these ways, 

such parents implicitly aim to make the child’s behavior legible to unfamiliar others and seek 

recognition for their child’s personhood. At a bare minimum, they demand that their child’s 

utterances and gestures deserve interpretative effort, even if they appear totally illegible. 

Through interactions like these, they perhaps can, in a sense, convert others to this view of the 

child as a full person. Moreover, we can say that autism literally is something different when a 

parent is translating “hand-flapping” as emotional expression than when that same behavior is 

interpreted instead as a hard-wired “tic” of sorts, and we can say that these struggles constitute a 

sort of “ontological politics” (Mol 2002). The same can be said for the practices of joint 

embodiment, which I turn to now. Importantly, these struggles over the meaningfulness of the 

child’s behaviors and utterances can ramify upward and outward, so to speak, to have an impact 

at broader societal levels. In short, they are integral parts of the loops that remake autism, and 

shifts in the category are likely produced and propagated at this very level of struggles over 

interpretation of seemingly strange autistic behaviors. 
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A Role for ABA and the Prosthetic Environment 

In addition to the task of translation, parents also engage in joint embodiment as they 

become part of what one ABA expert called the prosthetic environment (Holmes 1990). Both 

concepts – joint embodiment and prosthetic environment – relate to behavioral therapies like 

ABA which, I am arguing, paradoxically play a key role in establishing this autism-as-difference 

view and opening up new ways to be human for autistic children and adults. How could these 

therapies, seemingly at odds with the neurodiversity movement, play a role in establishing this 

other, emotionally “thicker” view of autism? 

This is neither an appraisal of ABA’s efficacy in treating autism, nor an argument for the 

therapeutic reshaping of the clinical course of autism.90 I am not arguing that behavioral 

therapies are successfully treating autism in ways that lead us to revise previously held ideas. 

Rather, my concern is with shifts in understandings, conceptions, and enactments of autism. The 

point here is that behavioral therapies – seemingly incommensurable with neurodiversity – have 

been used to achieve what I consider neurodiverse ends. Parents often use them in order to 

advocate for their child’s unique and complex personhood and to include him or her in a range of 

social settings. This micro-politics of recognition, I suggest, is an important aspect of the looping 

processes that have given us a richer view of autistic personhood and experience. 

Educators, therapists, and parents use behavioral therapies to teach developmentally 

disabled children and adults everything from making eye contact, to dressing themselves, to 

short division, and much more. In the 1960s and -70s, parents were among the major promoters 

and developers of behavioral treatments for autism (Silverman 2011; Eyal et al. 2010). In recent 

decades, there has been a proliferation of behavioral therapies. One finds a dizzying array of 
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acronyms – RDI, PRT, RPM, SIT, DIR, SCERTS and so on – as new methods are invented or 

adapted. ABA, applied behavioral analysis, has become the de facto gold standard. 

ABA has many faces. It is used in homes, schools, and beyond. Indeed, it stretches across 

all the public and private scenes of everyday life. The standard image of ABA looks like this: a 

child sits at a table across from his or her teacher. The teacher gives instructions or orders and 

guides the child in carrying them out, if necessary. Through rote and repetition, the child builds 

various types of skills. Indeed, in the school settings I have worked in, students spend much time 

at the table in this format. Families, especially those with young children, often run in-home 

programs as well with the child learning basic pre-academic skills at the table in large measure. 

But ABA does not solely involve skills-building sessions or principled conditioning and 

reinforcement, as I show below. And I am not interested here in at-the-table ABA.  

In theory, the telos of ABA is the vision of the modern subject: fully autonomous, 

independent, communicating and learning spontaneously. The founder of modern ABA, O. Ivar 

Lovaas, famously argued that 47% of autistic children receiving early intensive ABA therapy 

would develop to be “indistinguishable” from their peers (1987). This “success rate” is a main 

fundament of support for ABA, though some contest its veracity (Dawson 2004). Nonetheless, 

both ABA’s critics and defenders focus on this 47% and the goal of becoming indistinguishable 

from typical students. Let us turn now to the other 53% percent (or perhaps more, if critics are 

correct) who never come to approximate the ideal modern subject. 

Consider the simple, prosaic technology at the heart of ABA: prompting. To teach a new 

skill – say, putting on a shirt – therapists or parents will usually run a “baseline” trial to assay the 

child’s initial ability.91 If the task is particularly difficult, teaching begins with hand-over-hand 

physical prompting, where the therapist’s hands literally act as a second skin to the child’s. Over 
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time, as the child becomes more able, prompts are “faded out.” Perhaps a nudge on the elbow or 

simply pointing will suffice. Ideally, the prompts will be faded out completely as the student 

learns to put on a shirt independently. While doing fieldwork among severely affected children 

and adults it appeared to me that something else altogether was being taught or cultivated 

through ABA. 

In many cases the telos, I came to see, was less full autonomy than promptability itself. 

Indeed, ABA is often discussed as a method of teaching children to learn how to learn. Almost 

invariably, teachers begin with basic pre-academic skills. They implement programs to teach the 

child incrementally through repetition to sit, stand, wait, and follow a host of other simple 

instructions. At the same time, the students learn to engage in social interactions and to perform 

everyday tasks in concert with their teachers or parents. This is often glossed as “cooperation” or 

“rapport.”  The child learns to respond to the parent’s subtle cues and to carry an activity through 

to its end. To develop good “rapport” with the child, however, one must not ask too much, must 

not prolong activities to unreasonable durations. Most importantly, one must modulate one’s own 

affect: remain calm and unfazed in the face of pinches, kicks, and screams while making 

everyday interactions “reinforcing” or pleasurable for one’s child. The child learns to respond to 

the parent’s subtle cues and to carry an activity through to its end.  

Interestingly, promptability is a two-way street. In prompting their child, parents learn to 

respond to the child’s cues and gains an up-close perspective on his or her experience. They 

learn the textures of the sensory environment that attract or repel their child, and the clues that 

indicate a changing mood. Thus, prompting can become a technology that allows autistics and 

their companions to find their way around in the world together, to create the shared “forms of 

life” that Hacking notes were initially missing. Like the child’s “special language,” these worlds 
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are, ideally, tuned to each child’s singularity. As one New Jersey mother remarked to me, “we 

live on planet Jesse.” She said this because their autistic son had elaborated a whole referential 

universe distinctly his own, an idioglossia. He had novel names for objects and special ways of 

asking for things. She and her husband were so intensely immersed in their son’s “own special 

language” that they found themselves speaking in his way to one another and with others. One 

day while teaching, for example, she told me she had asked her student to open their “bookie.” 

(Her son had trouble ending words in consonants and so often added a vowel at the end in his 

pronunciation.) Like so many parents I met, she interpreted subtle signals in his speech and 

demeanor as indexes of change in his mood; these prompted her to act in particular ways, just as 

she prompts him to do so.  Importantly, parents do not only use prompting to create shared 

domestic “forms of life” with their children, but also to include their child in more public spaces. 

In Chapters 6, 7, and 8, I discuss the daily micropolitics of inclusion of autistic children in 

Morocco. For now, I will give another example from my fieldwork in New York.  

I watched one morning as a white middle-class working mother escorted her fourteen 

year-old autistic son Albert onto his school bus. “Say ‘hello’ to the driver,” she said. Her son 

mumbled something, looking askance. She pulled his shoulder lightly to orient him toward the 

driver. “Say ‘hello,’” she prompted him. – “Heyo,” he said. The driver replied cheerily, “Hi 

Albert.” – “Okay. Give him your backpack,” she told her son. He slid the straps off his shoulders 

and held the bag out. Reaching behind his back she gently touched her son’s elbow, moving his 

arm until the bag was within the driver’s reach. Throughout my fieldwork, I watched as parents 

guided their children to write words on blackboards, to say “hello” or “goodbye” to strangers or 

teachers, to make eye contact, to request a specific toy or food, to tell an aunt or uncle “I love 

you.” All this prompting, guiding, and interactional choreography amounts to what I am calling 
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joint embodiment. 

Further, many families prompt their child through social interactions that are by no means 

normal or typical. Indeed, I see them as expressing values of neurodiversity. Consider the 

example of Robert, a white 12-year-old boy who lives with his middle-class parents and younger 

sister in their suburban home on Long Island. One thing about Robert is that he loves it when 

people cough. To feel the vibrations, he presses his eager hand flat on the cougher’s Adam’s 

apple. Dan is an old family friend but he is relatively new to Robert. He says hello, shakes his 

hand, then seems unclear about what to do next. Robert’s parents rely on an old trick: they 

prompt the two through a coughing exchange as an icebreaker. “Do you think Dan can cough?” 

his mom asks her son. She prompts a polite request – “I want cough, please” – then repeats his 

garbled utterance herself. She pulls lightly back on his arm so he doesn’t press Dan’s throat too 

hard. At the same time she prompts Dan to cough loudly and with flair. Robert squeals with 

delight and Dan smiles, seeming pleased with himself. Perhaps he did not know such an 

interaction was possible. Scenes like this one are not at all unusual among the families of autistic 

children I met throughout my fieldwork. By engaging in joint embodiment and translating for 

their child in such ways, parents become instrumental components of the prosthetic environment. 

Prosthetic environments include everything from “sensory toys,” to picture-based daily 

planners, to adaptive spoons with thick easy-to-grasp handles. In these ways, people with autism 

are being equipped with a range of prosaic technologies that can help ease their insertion into 

social worlds not built to their specifications. In the process, these worlds are themselves being 

reconfigured. We now have “sensory friendly” movies in the U.S. where the barrage of sound is 

dampened for the sake of those with auditory sensitivities. Autistic people make requests in 

restaurants by exchanging pictures for items, typing out words on small computers, tapping out 
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requests and responses on iPads or letter boards, or having their garbled speech translated by a 

parent or caregiver.  

As Fowler et al. write, “Like a pair of glasses which allows one to see but may not 

change the eyes, the prosthetic environment does not change the individual but allows him to 

improve his functional level as long as the environmental supports are present” (1972:80). When 

they engage in joint embodiment, parents themselves become a sort of prosthesis. Ideally, as 

Fowler notes, a prosthesis enables without changing the individual. That is how it differs from, 

say, surgery. I want to point out here that this is not so different from ordinary parenting. We 

often prompt typical children to say please and thank you, to stop fiddling with a toy and look up 

when someone is talking to them. We prompt one another to tell certain stories to others who 

have not seen us perform them. The irony in all this is that autism, supposedly a disorder of 

relationality and personhood, lays bare the relational and social roots of personhood writ broadly. 

Like the neurodiversity advocates mentioned at the start, the prosthetic environment 

recasts the locus of disability. It shifts the object of therapeutic intervention from a disabled body 

– as in the medical model – to an individual-within-an-environment; rather than simply trying to 

change the disabled person, one makes accommodations at the environmental level. Regardless 

of one’s situation, it is always possible to structure an environment within which one is enabled, 

and then gradually seek to extend it. The idea of the “prosthetic environment” is, thus, in a sense 

paradoxical. Therapies may in theory work toward the adaptive goal of helping individuals to 

“pass” as normal or to “camouflage” their autism. But at the same time they also reconfigure 

what counts as normal and how someone can pass as such. ABA may aim for maximum 

independence, autonomy, agency, and sociability – all the trappings of the modern subject. But 

these are often achieved through hybrid arrangements involving therapists and parents who 



 120 

prompt the child or translate his or her utterances and behaviors, and whose own emotional and 

imaginative worlds have been expanded in the process of learning to do so. 

With the concept of joint embodiment, I am building on Carolyn Rouse’s notion of 

“embodiment-by-proxy” (2004). Rouse draws on the recent work on embodiment (Csordas 

1990) and the materiality of signification (Keane 2003), arguing that dispositions-in-the-world 

are made through symbol-laden, material interactions. She demonstrates the way two poor 

African American formerly crack-addicted, recently converted Christian parents use a variety of 

metaphors and symbolic objects in order to shape the dispositions of medical professionals 

charged with caring for their comatose daughter in order to keep her on life support. Rouse’s 

analytic stance is especially helpful because it sidesteps questions of identity politics and 

bioethics and draws us into the intersubjective world where orientations toward individuals with 

disabilities are dynamically and relationally produced in real time.  

However, joint embodiment, while serving similar aims, differs from Rouse’s 

formulation in that the child is implicated in the scene; he or she actively participates in the 

action. Not merely parents projecting symbols onto the child, or showing lovability by 

expressing love for him: it is through brokered interactions and joint movement through the 

world that the child’s sociability or “thickness” is established. The child’s personhood is, in fact, 

co-performed by the parent-child duo.  

In a very different context, that of Calvinist conversion in Indonesia, Webb Keane has 

theorized the role of the materiality of signification in relation to the dissemination of ideology 

(Keane 2007). Semiotic forms themselves, he shows, harbor certain visions of proper 

relationships between words, persons, and things. As I alluded in the Introduction, Keane argues 

that everyday missionary practices “were supposed to provide [Indonesians] concrete ways of 
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inhabiting new kinds of personhood…[with] a certain vision of language and its speakers” 

(Keane 2007:207). In the case of Calvinist conversion, these semiotic forms worked toward the 

purification of the human subject and stipulated that the true seat of agency was an inner 

immaterial human essence.  

As a semiotic form, joint embodiment works in the opposite direction. It embodies 

hybridity and quotation. This muddies the boundary between persons and radically challenges 

conventional ideas about individual intentionality and agency.92 As such, it constitutes a sort of 

micropolitics of recognition. Rather than molding autistics into “normal” modes of sociality, it 

seeks recognition for adapted performances – a prompted hello, an iPad-tapped request, a slow-

typed question voiced by a computer – or unusual requests. These scenes of recognition, I am 

suggesting, are key sites within which new ideas about autistic experience and autistic subjects 

circulate and gain traction. These practices, like those described by Keane, amount to techniques 

of conversion by providing concrete ways of inhabiting and recognizing autistic personhood. 

They convert others to a particular view of an autistic person through an invitation to see an 

agent where one might not have before, to see a complex emotional being amidst seeming 

disconnection and disorganization. 

 Therefore, in the same way that autistic self-advocates created a language that allows one 

to represent an autistic self, as I described in the Introduction, so too the therapies create a 

repertoire of joint public behaviors and embodiments that permit the establishment of autistic 

personhood. Indeed the etymology of the word “idiot,” commonly used to refer to intellectually 

or cognitively disabled people in the 19th and 20th centuries, is instructive here. In ancient Greece, 

the “idiot” was contrasted with the “citizen.” The “idiot” was a “private person.” As education 

researcher Walter Parker writes, “Idiots do not take part in public life – do not have a public life” 
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(2003:3). As Jean Bethke Elshtain shows, their lack of public participation articulated with a 

moral distinction: “The private person or idiot was a being of lower purpose, goodness, 

rationality, and worth than the polites or public citizen who belonged to and participated in the 

city” (cited in Fairfield 2005:3). In Chapter 8, we will see how these tensions between public and 

private play out in the lives of Moroccan families with autistic children. Indeed, we will see that 

Moroccans are actively debating and struggling over what kinds of prosthetic environments they 

should construct for particular children in order to help them enter into public life and establish 

their moral personhood.  

 

Conclusion 

Ideas about autism in the U.S. have shifted dramatically in the past several decades, 

perhaps most importantly in terms of the way we view, imagine, and engage with the interior 

lives of autistic people. In place of the earlier image of inaccessibility, extreme aloneness, and a 

lack of affective contact, we now have a richer picture of autistic experience and personhood. 

Previous scholars have rightly pointed out the important role of autistic self-advocates and 

autobiographers in helping establish this new autism-as-difference view. However, observers 

focusing on textual analysis and the public pronouncements of advocates and experts have 

tended to see behavioral therapies like ABA and the parents who practice them as being at odds 

with autistic self-advocates and promoting an autism-as-disorder view. The therapies and the 

parents who use them are said to be working to make “unfavorable deviants as close to normal as 

possible” and, in doing so, to enforce a hierarchy of modes of sociality and communication that 

devalues or fails to recognize the ways in which people with autism are in fact social, 

communicative, and interactive. A number of recent scholars have point out that the dichotomy 
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between treating autism and celebrating it is a false one (Kapp et al. 2013, R.J. Savarese 2010). 

By taking a “view from below” and focusing on the politics of practice, the arguments in this 

chapter build on that insight and go a step further by offering a novel interpretation of the way 

that some parents have used behavioral therapies and their associated technologies.  

By attending to the micropolitics of recognition taking place at the level of everyday 

social interactions, this chapter shows how some parents use behavioral therapies to achieve 

neurodiverse ends. By taking a longer historical view, it suggests that some American parents 

themselves have contributed to establishing and propagating an alternative conception of autism 

and opening up new ways for autistic subjects to be recognized as full persons, by acting as the 

child’s personal translator, engaging in joint embodiment, and creating prosthetic environments. 

Therefore, just as autistic autobiographers and autistic self-advocates associated with the 

neurodiversity movement have provided a sort of linguistic infrastructure to support autistic 

personhood, as Hacking has pointed out (2009), this chapter shows an analogous process 

whereby parents of autistic children have used autism therapies to create a technical 

infrastructure to support public enactments of autistic personhood.  

As Moroccan autism parents attempt to bring an “American model” of autism diagnosis 

and treatment, what aspects of this technical and conceptual infrastructure are imported along 

with it? How does this infrastructure travel throughout Morocco, and with what consequences for 

local understandings of personhood and disability? Indeed, as we saw in the previous chapter, the 

arrival of behavioral therapies like ABA marked a key turning point in the history of autism. 

Moroccan parents began taking up an activist stance in relation to regnant experts. In attempting 

to inhabit the identity of “autism parents” they also inherited some of the same ethical 

imperatives as the contemporary American parents I described in this chapter. However, as we 
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will see, there are also important differences in the broader socioeconomic, political, and 

linguistic context that have also shaped what it means to be an autistic child and an autism parent 

in contemporary Morocco, In the next chapter, I lay the groundwork for answering the above 

questions by tracing, in somewhat broad strokes, the philosophies, techniques, ethics, and 

vocabularies of the self, mind, and soul in Morocco.  
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Chapter 3 
 

Autism in Translation: A Dictionary of Disorder 
 

Introduction 

 To some, the translation of autism in Morocco may seem a simple task. Simply construct 

an appropriate Arabic word and fasten it to its English counterpart. But, as I will argue 

throughout this chapter, the stakes are much more than just technical, philological, or 

imaginative. They are practical. Indeed, much hinges on the meanings, resonances, and 

understandings associated with the translated term. As the word “autism” is translated into the 

Moroccan Arabic lexicon, it constitutes a new entry into a local dictionary of disorder. That 

dictionary is already rich with a range of technical and vernacular terms used to refer to 

derangements of the mind, distortions of the self, and afflictions of the soul. Some of those terms 

date back to classical Arabic, others are more recent Moroccan inventions, and others still – like 

“autism” – are quite new and of foreign origin. Within this complicated moral and semantic 

terrain, the ways in which “autism” is linked to, differentiated from, or grafted upon more locally 

salient categories of disorder matters tremendously for the children so labeled and their families. 

The stakes of translation include where one locates the cause of the disorder (in the mind? the 

self? the soul? the brain?), how one imagines the interior life and personhood of the autistic 

child, his or her future prospects and possibilities for social integration, the kinds of experts and 

techniques families turn to, the kinds of institutions they operate within, and the sorts of 

commitments their parents and other kin might reasonably be expected to make to the processes 

of therapy, education, and care for the child. Throughout the chapter, I will emphasize the ways 

in which Moroccan parents struggle to square their experiences with available concepts in order 

to understand their children’s problems and how they work to understand what exactly autism is 
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and how it relates to the categories of disorder they learned growing up. Is their child acting 

strangely because he is communicating with invisible spirit beings or jnūn (s. jinn, pl. jnūn)? Or 

is their violent son simply crazy (ḥmaq)? Is their daughter just “introverted” (manṭowiyya), or is 

something more seriously and durably wrong with her?  

Words are powerful, and different terms can send children and their families on vastly 

different therapeutic, educational, and sociological trajectories. For this reason, parents and 

activists are not always passive in allowing their children to be labeled; they sometimes advocate 

for particular conceptions of disorder and often seek to differentiate autism from psychological 

disturbances of the self (like “psychosis,” Fr. psychose, or “madness,” ḥmaq), diminutions of the 

mind (like “mental retardation,” mutekhellif dhehnian, or “dumb,” mkellakh), or spiritual 

afflictions of the soul (like possession, majnūn). Further, more than just the origin and type of 

disorder is at stake; different categories also articulate with vastly different the types of expertise 

and therapy. As a result, parent-activists pay close attention to the subtle distinctions between 

different translations. In particular, they intend to wrest autism from the grasp of the psychiatric 

establishment – or at least from a particular kind of French-influenced psychiatry existent in 

some Moroccan circles – as well as from the various domains of so-called “traditional” (taqlīdī) 

or vernacular religious healers.   

  I begin this chapter by discussing debates surrounding the literal translation of the word 

autism into Arabic. I will emphasize the stakes of translation in terms of therapeutic investment 

and prognosis – themes to which I return later in the chapter when comparing and contrasting to 

other categories of disorder. I then turn to vocabularies of the self in Morocco. I outline the 

lexicon used in Moroccan Arabic to describe human interiority: ʿaqel (“mind”), nafs (“self”), rūḥ 

(“soul”) and qalb (“heart”). I discuss how these concepts are used to locate the source of disorder 
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and to specify its prognosis and appropriate remedy. In particular, I describe the moral and 

semantic space of three competing classes of disorder that roughly sort along the lines of ʿaqel,  

nafs, rūḥ and qalb: mental handicap, mental illness, and forms of possession, respectively. 

Throughout the chapter, I explore the often-competing ways autism parents, activists, and 

experts engage in a complex linguistic bricolage, weaving together vernacular and technical 

concepts of the self in order to (re)define the boundaries of autism and establish autistic 

personhood. Such efforts, I show, establish the personal and social potential of the autistic child 

as well as the particular conceptions of moral parenting that are implicated in their realization. 

They also aim to carve out a durable path to a particular therapeutic regime. I then discuss how 

linguistic polyglotism was mirrored in therapeutic trajectories combining multiple logics, forms 

of expertise, and techniques. Finally, I sketch the variegated Moroccan terrain of different forms 

of expertise and therapeutics of the self and the way different sites and sorts of healing offered a 

place for people seen to be disordered and disabled. This chapter thus depicts one form of 

activism – linguistic activism – that autism parents engaged in in order to fight for particular 

ways of understanding, interacting with, and investing in their children, and also to control which 

kinds of experts can claim jurisdiction over these forms of childhood disorder. Throughout the 

rest of this dissertation, we will continue to trace the role of this linguistic bricolage in helping 

the label autism “stick,” in formulating notions of moral parenting, in claiming limited resources, 

and in mediating the everyday worlds of families with autistic children.  

 

Translating Autism: tawaḥḥud vs. inṭiwāʾ  

 The most basic question concerns how one should translate the French word, autisme, into 

Moroccan Arabic.93 tawaḥḥud is currently the most common translation in Morocco and 
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elsewhere in the Arab word. It comes from the Arabic root w-ḥ-d. The word wāḥed, a basic word 

built off that root, meaning “one.” tawaḥḥud is a reflexive noun form, constructed along the 

pattern tafaʿʿul.94 Because of the logic and regularity of Arabic word formation, one can guess 

the meaning of tawaḥḥud simply by virtue of knowing the root and form. In one interview, a 

parent activist named Bouchra finished my sentence when I brought this up. “When you hear the 

word tawaḥḥud in Arabic,” I said, “it gives you the sense of…”   

“A person all by himself (ben ādām bwāḥedū),” she cut in.  

Arabic speakers who had never heard the word could, in fact, simply infer that meaning 

from its root and form. When I told Moroccans I met that I did research on tawaḥḥud, they 

would often guess that it referred to an agentive turning in on one’s self (“a person [literally, 

human] closed in on himself,” insān menghaleq ʿala nefsū) or a sort of radical aloneness 

(“someone isolated,” shī wāḥed menʿazel). They would crouch their head down and hold their 

hands up in a sort of protective shell. Because of its novelty in Morocco, one does not find the 

word tawaḥḥud in Moroccan Arabic dictionaries. The word does appear in Standard Arabic 

dictionaries. In Hans Wehr’s touchstone reference volume, for example, we find several English 

translations of tawaḥḥud along these lines: soleness, singleness, solitariness, isolation, seclusion, 

privacy, solitude, loneliness (1994). But in the year 1994, the translation “autism” was not 

among the many possibilities offered. 

In conversations with ordinary Moroccans, people often confused the word tawaḥḥud 

with tawḥīd. The latter term has become steeped in political significance in the past decade. 

tawḥīd can refer to the unity of God (as against, for example, the trinity) and ʿilm al-tawḥīd 

refers to Islamic theology. One of Morocco’s most well known Islamic political movements is 

named attwaḥid wal islaḥ (“Unification and Reform”). Indeed, when Collectif Autisme Maroc 



 129 

tried to register as a nongovernmental organization in 2006, the Ministry of the Interior 

originally told them to choose a different translation for “autism” because they worried people 

would mentally connect or confuse tawaḥḥud with tawḥīd and thus the Islamic movements. Only 

after they expanded the phrase to iʿāqat al-tawaḥḥud (“the disability autism”) were they able to 

gain official legal status.95 

There have also been other, perhaps more significant struggles over autism’s translation 

into Arabic among parent activists. In 2009, a French organization that works in Morocco, Lea 

Pour Samy (later renamed Vaincre L’Autisme, or “Defeat Autism”), argued that it would only 

use the term tawaḥḥud to refer to l’autisme de Kanner. “Autistic disorder,” a designation that has 

been dropped from DSM-5, has sometimes been referred to in English as “Kanner autism,” after 

the psychiatrist who first described autism. They worried that the term tawaḥḥud had taken on a 

very narrow definition and negative connotations in Morocco: “This term,” they wrote in their 

report on autism in Morocco, “does not account for the heterogeneous dimension of autism” 

(LPS 2009:1). The report goes on to say that, as the international scientific community uses the 

term “spectrum,” the term inṭiwāʾ should also be used in order to indicate a broader spectrum of 

autistic disorders: “in order to take account of these scientific advances, we support the use of the 

Arabic term ‘INTIWAAE96’” (LPS 2009).  

The three-letter root of the word inṭiwāʾ is ṭ-w-a. The general meaning of the most basic 

verbal form, ṭawā, is “to fold.” Like tawaḥḥud, inṭiwāʾ is also a reflexive noun.97 It gives the 

sense of being folded in on oneself. Hans Wehr’s Arabic-English Dictionary indicates that 

inṭiwāʾ is a technical term in psychology, meaning “introversion.” Someone who is inṭiwāʾī (an 

adjective) is psychologically “introverted.” A different, less technical adjectival form, manṭowī, 

can also means “self-absorbed,” “low-spirited,” or “depressed.” But it can also refer to the folded 
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state of a shirt, for example. 

A number of Moroccan parents and Arabic language teachers with whom I spoke argued 

against using this term to refer to autism. al-inṭiwāʾ and manṭowī, they told me, have long 

histories of ordinary language usage in Morocco. inṭiwāʾ is a well-known state that any person 

can enter into and later come out of, one interlocutor explained, and it is much less serious than 

tawaḥḥud. Salima, a forty-five year-old middle-class mother with a Masters-level education who 

lived with her husband and their four children and worked an office job in Casablanca, was 

particularly concerned by the translation of autism as inṭiwāʾ. Salima’s 19-year-old daughter, 

Rim, was nonverbal and diagnosed with autism. Salima was involved in autism activism and she 

felt strongly about how the word autism should be translated. She felt that the word inṭiwāʾ was 

ill advised because it put autism in the register of mental illness and implied that it was a 

temporary state that one could enter and exit by choice. 

  
I say that, from a linguistic standpoint, the word al-inṭiwāʾ is wrong. Why? Because 
inṭiwāʾ is the name of a psychological illness that could affect me or you or anyone during 
a specific period of time. We go into it and come out of it. For example, if, God forbid, one 
of my daughters died and the trauma was too much for me, I might become manṭowiyya 
ʿala rāsī (literally, “folded in on myself”).98 I won’t go out with my friends, I’ll be stuck in 
a state of inṭiwāʾ and isolation (al-ʿozla). That is a psychological illness that comes as a 
result of specific circumstances, and it is well known in the classification of psychological 
disorders what inṭiwāʾ is. al-tawaḥḥud is the translation of autisme, because autisme came 
from the Greek word meaning “self” (min al-kalima al-y yūnāniyya llī katqesed soi-même). 
An autistic person is effectively centered or focused on himself (merekkez ʿala nefsū). Why 
is he focused on himself? We know this. He has a problem with social integration, among 
other things. Several factors cause him to focus on himself. The person who is inṭiwāʾī 
chooses to isolate himself, because some emotional problem comes – a tragedy, a sickness 
– and he choses to isolate himself. But an autistic person didn’t choose. He didn’t decide to 
isolate himself. An autistic person is born with biological and neurological disorders 
(iḍṭirābāt biyulujiyya wa ʿaṣabiyya) that make him (literally, “sentence him to,” [katḥokem 
ʿalīh]) become centered on himself; they cause him to become disordered. So I consider 
the word inṭiwāʾ a mistake as a translation for autism.  

 
 
Salima’s fear is that people would consider autism to be a kind of emotional reaction or 
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an elective condition, if it were translated as inṭiwāʾ. She worries that parents will hear this word 

and believe that their child has transiently entered a state from which they will soon emerge. 

Thinking in this way about their child, as we will see below, such parents might be less likely to 

start working with him or her using autism therapies or to enroll their children in autism 

association classrooms. Parent activists worry that this delay would, in turn, ultimately limit the 

success of therapies. 

Indeed, Salima’s concern is born out in a story told to me by Meriam, an upper-middle-

class mother from Marrakech with a 13-year-old autistic son named Marouane. Meriam had a 

college degree and she had quit her job in order to help run the autism association that she and 

her husband had founded in their city. A child psychiatrist, she told me, had initially given her 

son the diagnosis of inṭiwāʾ. Hearing that term, she figured her son had an illness from which he 

might someday exit.  

 
At first, I didn’t know what autism (tawaḥḥud) was. They were calling it inṭiwāʾ. I 
thought that if a person is inṭiwāʾī, one day he’ll stop being that way. That was the idea 
that we had. We didn’t understand that autism is a long-term illness and that it could 
remain with the person until he dies. You cannot cure it. It is long-lasting. We were 
thinking it was something that would pass with time. You know, he will be cured. We’ll 
give him medicine and he’ll become well. We didn’t know. The point is — you go to the 
professionals and they create lots of confusion between autism and other psychological 
illnesses and the parents become lost. Because they told me inṭiwāʾī and I thought he is 
just introverted (manṭowī ʿala nafsū) now and one day he’ll be cured (gha ībrā). It’s like 
a child who becomes introverted during adolescence. He doesn’t want to talk to anyone. 
He is just minding his own business. Then eventually he gets better and starts talking 
with everyone.  
 

 

Meriam’s experience is precisely the reason Salima argues against the translation of autism as 

inṭiwāʾ. It is also a reason that Collectif Autisme Maroc is working on a major program to train 

clinicians in hopes of reducing diagnostic confusion and preventing a delay in beginning therapy. 
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Autism, for these activists, must be understood not as something that can be cured or will 

spontaneously resolve, but as a durable condition that requires intense parental investment in 

therapies.  

It is not just parent activists who seek to differentiate between the terms tawaḥḥud and 

inṭiwāʾ in marking what is, and is not, autism. Experts, such as the child psychiatrist I discuss 

below, are also increasingly highlighting the difference between the terms. However, it is 

interesting to note that in the following vignette, the resistance to diagnosing autism is related to 

the possibility of cure, and the child’s emergence from the state of introversion.  

 

 

Each morning in the child psychiatry clinic in the public hospital in Casablanca, 

the two residents, the trainee psychologist and I would split up and attach ourselves to 

one of the child psychiatrists seeing patients. I essentially took up the same role as the 

trainees. Sometimes two of us would essentially “shadow” the same psychiatrist all 

morning, positioning ourselves in chairs alongside or behind the doctor. Before seeing 

each patient, the attending would give us a brief summary of the case; then after the 

patient left, we would discuss the case together, focusing on the finer points of diagnosis 

and treatment.  

On this particular day, I was accompanying Dr. H, one of the seven attending 

child psychiatrists in the department, on her consultations. Dr. H is a Moroccan woman in 

her late thirties and, like the other six child psychiatrists in the department, she speaks 

smooth, fluent French as well as Moroccan Arabic. I found her to be very direct with 

patients. She and her colleagues are part of the younger generation of child psychiatrists 
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who had received specialty training in child psychiatry in France but takes an “eclectic” 

approach to diagnosis and treatment. Like nearly all the other Moroccan child 

psychiatrists I met, they sometimes used French psychiatric categories (like, psychose 

infantile). But unlike some of the other psychiatrists, they also readily referred parents of 

autistic children to ABA experts and autism associations implementing a more American-

style model, and she used DSM categories and American autism screening tools in her 

practice.  

Our first appointment was with a five-year-old patient that Dr. H had been seeing 

for two years. His mother entered, wearing a loose-fitting dark blue jellaba, a tightly 

wrapped headscarf, and a pair of shoddy sandals that seemed to index a life of poverty. 99 

Her five-year-old son, Ahmed, was practically stuck to her leg. “Baba,” he was saying. 

He whispered something we could not hear and the mother told us, “he wants his dad, but 

he went to pay.” “Don’t worry, we’re going home now,” she told the boy right at the 

moment that she, somewhat confusingly, sat down. The boy let go and walked toward the 

door.   

“Look Ahmed,” Dr. H told him, in a running intonation, as if she were drawing 

his attention to some fast-moving object that would soon be out of sight. “Look…look…” 

She continued as she pulled a puzzle out of a bin of toys. “Why don’t you play with 

this?” She turned the puzzle toward him. He walked back toward his mother and cried 

softly into her arm, then turned to look at Dr. H., his eyes tearing and his nose running. 

Dr. H pulled out another toy and pressed a button; lights flashed and music played. No 

response. 

“He doesn’t like music?” She asked the mother. 
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“No. Nothing. He doesn’t like anything,” the mother responded. Then, wasting no 

time, she launched into her concern. “The Ahmed of today is not the Ahmed we used to 

know. He doesn’t have autism, does he (yāk ma ʿandūsh tawaḥḥud)?” She asked. “You 

know, he’s getting worse over time.”  

Dr. H sidestepped the question, saying only in passing that she had told her 

already that her son doesn’t have autism (tawaḥḥud). She asked her, instead, if Ahmed 

was in school, if he sat still during class, and how his hearing was.  

“He doesn’t hear that well. We have a hearing aid. But he seems like he only 

hears a bit, whether he’s wearing it or not,” the mother replied. 

Dr. H then turned to a cardinal symptom of autism: eye-contact. Having spent 

nearly a year in the clinic by now, and with my prior experience in the American autism 

world, I had learned to look for certain things, and this was one of them. I had also 

noticed that this particular boy made rather consistent eye-contact. “How does he 

communicate with you (kīfāsh kaytewāṣṣel maʿek)?” She asked the mother. “Does he 

look at you when he communicates?”  

“Yes. He looks at us,” the mother replied. Then she spoke about how her son 

plays with toys, spinning some piece or flipping it over and over, ripping things up. 

Again, she seemed to be trying to lead Dr. H back to autism.  

Dr. H again changed the subject, this time asking about therapy. Were they taking 

him to any therapists? 

“He’s not doing any,” the mom told her. “We called and we’re waiting, but so far, 

nothing.”  

“So you’re not doing anything – speech therapy, physical therapy, nothing?” Dr. 
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H asked.  

“Right. You know, we heard that the King inaugurated something here. We heard 

they are going to do therapy here now,” the mother said, somewhat hopefully.   

“No,” Dr. H said. “We just do the same things we did at the old center. There are 

no new people here for now, just a new building.”  

“I saw the King here on television and I was so happy, but…” the mother trailed 

off.  

Having asked a few pointed questions, Dr. H started in on an explanation: “Your 

son’s hearing problems have produced some symptoms of autism (tawaḥḥud). But he 

doesn’t have autism. He doesn’t hear well and so he has folded in on himself, become 

introverted (nṭawā ʿala nafsū). He needs therapy in order to be able to integrate himself 

with other kids at school and at home.”  

“Therapy is expensive,” the mom replied. 

“I can’t help with that,” Dr. H said. 

“Can his condition improve?” The mother asked. 

“Yes. But he needs therapy to improve,” Dr. H replied. She flipped the pages of 

his medical chart. “You started coming here in 2009. Since that time, he hasn’t had any 

therapy really (it was now 2011). I’m going to give you some new numbers.” She started 

thumbing her iPhone, looking for contact information and writing it down on a sheet of 

paper. 

They talked a bit more about how the boy communicates, how they interact with 

him. Then the mother launched in again. “They say that autistic children need special 

food, a special diet.”  
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“He doesn’t have autism,” Dr. H replied, frustration creeping into her voice. “He 

has a hearing problem that produced a sort of introversion (inṭiwāʾ).” 

“And autistic children don’t speak,” the mother said, shuffling her papers. “My 

son speaks a bit.” 

Dr. H gave her some tips about interacting with him at home, speaking with him, 

including him in activities, and she insisted again that they try to get him in speech and 

physical therapy (she had referred them to such services at the public hospital but the 

wait time for an appointment was often six months or longer). Then she shepherded them 

back out past the crowded waiting room. The boy was happy to be leaving at last.  

When Dr. H returned, the father appeared and spoke to her slowly in a somewhat 

more formal register, bowing slightly as he addressed us. He looked thinned through a 

life of long workdays and he wore a ragged and torn loose-fitting blazer and faded pants. 

He reiterated what the mom had said, “we saw that there was a new center open and we 

were so happy.” 

Dr. H told him, as before, that this was the same personnel in a new space and 

reiterated that the boy needed therapy.  

“If we don’t work with him…” the dad said, trailing off. Taking his leave, he said, 

rather formally, “Peace and the blessings and mercy of God unto you.” 

 

As the term autism became more and more widely known, the child psychiatrists often faced 

parents who wondered if their child might have autism, a label that has therapeutic 

consequences. (Later in the dissertation, I discuss the role of the monarchy in increasing 

awareness of autism and creating an image of abundant resources for care, as illustrated by the 
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parents’ interest in the autism diagnosis and a newly inaugurated center.) The key point for the 

present chapter is how the boundaries of autism are defined and managed. Here, the relevant 

distinction between tawaḥḥud and inṭiwāʾ is in terms of durability. In the child psychiatrist’s 

reckoning, autism is a durable state, something inborn. inṭiwāʾ is a reactionary state, one that a 

person can enter and exit. In this case, the psychiatrist is trying to leave open the possibility that 

the child might emerge from a state of introversion that he entered, in the doctor’s opinion, 

because his hearing was poor for a good part of his early development. In order to emerge from 

the state of inṭiwāʾ, he needed speech therapy and special schooling.  

The linguistic distinction is key in indicating a therapeutic trajectory. This was true for 

parents and activists as well as diagnosticians. Salima, the activist quoted earlier, saw danger in 

using the word inṭiwāʾ as a direct translation for autism because of its relationship with 

psychological illness. A potential slippage into the broader class of mental illnesses could lead to 

inappropriate treatment of autistic children, she thought, if inṭiwāʾ were used as the translation 

for “autism.” As she explained, 

 
There is a danger here, and this is why I personally fight against the word inṭiwāʾ, 
because if we start applying the term inṭiwāʾ to autistic children, we start slipping in 
terms of classification (kanzelqū f al-tanṣīf). We start sliding toward mental and 
psychological disorders. People might start giving treatments for mental and 
psychological disorders to children with autism. Treatments for autism are very different, 
fundamentally different from treatments for inṭiwāʾ. Autism treatments are founded in 
education and behavioral training and biomedical treatments, like diets. We talk about 
réadaptation – speech therapy, sensory integration, psychomotricité, Padovan. Those are 
autism treatments. But if we call it inṭiwāʾ and we treat it like inṭiwāʾ, well that would be 
wrong, unjust. We would start getting into psychosis and neurosis and all that, as if we 
were saying autism was a kind of psychosis (psychose).  
 
 

In Salima’s reckoning, autism is a biological and neurological disorder (iḍṭirābāt biyulūjiyya wa 

ʿaṣabiyya) that requires various kinds of educational and therapeutic approaches. These should 
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be treated by behavioral therapists and special educators. By contrast, mental illnesses – often 

discussed as disorders of  “self” (nafs), a concept I discuss further below – are more commonly 

treated with psychotherapy, pharmaceuticals, and various indigenous therapies. The word 

tawaḥḥud has no specific history in Moroccan Arabic and it has not historically been associated 

with psychology in Standard Arabic. For these reasons, Salima feels the term tawaḥḥud is easier 

to work with, and easier to ensure that it will not be assimilated to categories of mental illness or 

disorders of the self (nafs) and their associated forms of expertise and therapy. In the sections 

that follow, I will further explore conceptions and disorders of the self in Morocco, showing how 

and why experts and activists like Salima seek to differentiate autism from other afflictions, as 

well as the practical stakes of these moral and linguistic struggles over autism’s cause, its 

prognosis, and its remedy. 

 

The Self in Context 

 Before turning to the (sometimes competing) concepts that are commonly used to describe, 

understand, and work on the self – and to treat disorders of the self – in Morocco, we must recall 

an anthropological truism: the ways one thinks about, experiences, and works on one’s self are 

irreducibly social, cultural, and historical in nature (Goffman 1959; Mauss 1985; Taylor 1989; 

Ochs and Capps 1996; Foucault 1988; Martin 2007). The self is thus paradoxical. Seemingly 

interior and shelled off from its surroundings, the self has roots in the external world and the 

vocabularies, techniques, and moods available therein (Wittgenstein 1957). The self seems to 

constitute an inner subjective universe, yet it is forged in the social space of embodied 

interaction. In the face of the universalizing impulse of modern psychiatry – whether grounded in 

psychoanalysis, pharmacology, neurobiology or some mixture of those – anthropologists have 
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long held that the local terms and techniques used to describe and to form the self matter in the 

most fundamental of ways. The specific local character and configuration of the constituent 

components of the self shape local theories of mind and structure metapragmatic stances toward 

interpreting and imputing subjective states of mind and mood to other humans and nonhumans 

(Rosen 1995; Rumsey and Robbins 2008; Luhrmann 2011). Further, those distinctive 

philosophies of the self inform therapeutic interventions and techniques of working on the self.  

Scholars of the Arab world have long studied varying vocabularies and practices of 

selfhood. They have shown that concepts of agency, interiority or inwardness, and intentionality 

all have distinctive Arabic language counterparts uniquely configured through Islamic legal and 

ethical genealogies (Messick 2001; Asad 2003; Massad 2007). Indeed, the constituent 

components of the self in the (Moroccan) Arabic lexicon (e.g., nafs, ʿaqel, rūḥ, qalb)  do not 

simply or stably correspond to Anglophone concepts of “self,” “mind,” “soul,” and “heart” 

(Geertz 1979; Rosen 1984; Abu-Lughod 1986; Pandolfo 1997; Messick 2001).100 Brinkley 

Messick, for example, has drawn on Charles Taylor’s canonical account of how the historical 

development of concepts of “inwardness” and ideas about self, subjectivity, and interiority 

helped give rise to the modern Western individual. In Messick’s analysis of legal intent in 

Islamic law, he details “distinctive conceptions of human ‘inwardness’… [which] pertain to a 

different history of the self and the individual” (2001:152). These constitute “specifically Islamic 

understandings of human interiority and of the self” (Messick 2001:153). In these legal 

discourses, intent is localized in the “heart” (qalb), which is couched within the larger interior 

domain of the “self” (nafs). Messick’s work demonstrates the complex conceptual grammar of 

interior space that existed in precolonial Islamic legal discourses. Similarly, in her account of 

dreaming and dream interpretation in contemporary Cairo, Amira Mittermaier writes, “classical 
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Islamic dream models speak of dreams that originate within the self (ḥadīth nafsī). Thus, while 

Freud [through his work on dream interpretation which was eventually translated into Arabic] 

might have introduced a new emphasis, other modes of subjective interiority were already in 

place” (2010:183). Messick’s and Mittermaier’s works make clear that as Western theories and 

practices of selfhood, whether psychiatric or judicial, enter into Arab worlds and lexicons, they 

are not translated on a blank slate but rather within a preexisting, historically elaborated and 

intricate vocabulary of interiority.  

To further complicate things, there is not one univocal Moroccan (or American or 

French, for that matter) architecture of the self. Schemes for configuring the relationship among 

the self’s constituent parts are not merely coextensive with individual cultures (Mahmood 2005). 

Different religious, legal, and therapeutic traditions and distinctive cultural communities imagine 

and work on the self in distinctive ways. This point is intensified with the increased turbulence of 

accelerating processes of globalization, concerted efforts in transnational health activism, and 

efforts to establish expertise in child psychiatry and psychology, as well as the rise of Islamic 

revivalism and the political responses to it (see Spadola 2013). Rich with multiple, hybrid, and 

often-competing understandings of the self, Morocco provides a unique and important site for 

investigating the interaction between different systems and styles of thought and practice 

concerning the self, which are increasingly coming into contact and conflict in an unequal and, 

some say, “creolizing” world (Bibeau 1997; Kirmayer 2006). 

 All this holds relevance to the question of translating autism. We can see that it is not 

simply a case of one word (“autism”) in need of a one-to-one correspondence in the local 

language. Rather, the term “autism” holds meaning within a particular conceptual grammar and 

architecture of the self. And this whole conceptual apparatus needs translating within a local 
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language. This process of translation, in turn, takes place within a contested field of competing 

philosophies, architectures, and techniques of the self. It is to the constituent components of self 

within Moroccan Arabic that I now turn.  

 

Moroccan Architectures of the Self: ʿaqel-nafs-rūḥ-qalb (mind-self-soul-heart) 
 
 The constituent components of the self can be read for diagnostic purposes. They can be 

used to determine the cause of affliction, to localize the disease, and hence to differentiate one 

disorder or class of disorder from another. Furthermore, disorders in different loci (“mind” vs. 

“soul”) point to different therapeutic domains and experts, as I will show at the end of this 

chapter. In the following sections, I will detail the components of the self in relation to 

understandings of moral personhood, emphasizing in particular conceptions of childhood 

development, appropriate parenting, and the moral education of children. To begin, let us go to 

Rabat, where a taxi driver explained to me the fundamentals of human nature on hot summer 

afternoon.  

 
 
 

 I sat in the front seat of his royal blue hatchback taxicab, my shins pressing 

uncomfortably into the glove compartment while we drove out to a neighborhood on the 

edge of the capital where I would spend the afternoon with a family of an autistic teenager. 

As we drove though wildly swerving and unsignaling cars, my driver took the occasion to 

explain the moral rules of traffic conduct and how they relate to core aspects of the human. 

As he explained, driving is a behavior or comportement, in French, (aṣ-ṣūgan huwa un 

comportement). You need to respect the other (kheṣṣek trespectay al-akhor); you need to 

conduct yourself the right way with him (kheṣṣek ttʾamel maʾh mazyān). Then he began to 
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talk about al-ʿaqel (“reason”) and al-gharāʾiz (“instincts”). It is natural, he told me, for a 

person to have the impulse to act in his own self-interest (maṣlaḥtū). Human nature 

includes everything, he said: selfishness (al-anāniyya), arrogance, and so on. But it also 

includes al-ʿaqel (“reason”). God gave us everything, he said. And al-ʿaqel is what 

separates us from animals (who were given instincts alone) and the angels (who were given 

al-ʿaqel alone without instincts). 101 But as humans, we were blessed with both. “That is 

why, if we learn to control our instincts, we…,” he paused, then seemed to start to say the 

French word dépasse (“go beyond”). Indeed, he had been sliding out of Moroccan Arabic 

into French and Standard Arabic, presumably for my benefit, throughout the conversation, 

but now he was settling into Moroccan darija. He continued… “kanfūtū al-malāʾika,” he 

said. “We pass beyond the angels.”  

 

In this configuration, al-ʿaqel (“mind” or “reason”) controls the nafs (“self”) and its gharāʾiz 

(“instincts”), and this is what makes us human (see also Dieste 2012:36).  

 My driver’s account conforms to those articulated by others with whom I spoke throughout 

the course of my research in Morocc, and it resonates with Lawrence Rosen’s classic description 

of what he calls the “nafs-ʿaql paradigm.” The three fundamental components that make up a 

human being, Rosen’s own informant told him, were ʿaqel, nefs, and rūḥ.  The word nafs, comes 

from the root n-f-s, which also gives the words for breathing (teneffes) and breath (nafs) (Wehr 

1994). The nafs is the seat of human emotions and passions, a sort of “embodied psyche” (Dieste 

2012:35). The nafs can be calm, at peace, or it can be “hot” (nafsū ḥār) and restless. It can also 

lead you toward inappropriate behavior or to evil or devilish deeds (Rosen 1984; Dieste 2012). 

The nafs is a kind of “animal soul” (in contrast to the “divine soul” that is the rūḥ), the 
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instinctual soul, and one is born with it (Dieste 2012). In the “nafs-ʿaql paradigm” presented by 

Rosen, people are understood to have varying amounts of passion (nafs) and reason (ʿaqel).  

 In contrast to nafs, ʿaqel is acquired over time and through practice. Moroccans often 

presented to me the idea that children are, at first, all nafs and no ʿaqel: all self, no reason.102 

‘aqel is acquired through discipline and learning and eventually allows one to control oneself 

(Davis and Davis 1989:157). Through a combination of reason and practice, one can learn to 

“master” (rebbā/kayrebbī) one’s nafs. One father used the example of Ramadan to explain this to 

me.103 Your nafs will tell you that you are hungry, that you cannot go on, that you must simply 

break your fast. But you need to control your nafs, your “self,” with your ʿaqel or your “reason.” 

In English translation, a battle between the “mind” and the “self” could seem rather ethereal. But 

in this configuration it is quite concrete; one can use the ʿaqel to master the self through practice 

and repetition. The more one is able successfully to control one’s nafs – in this case, to maintain 

the fast – the easier it becomes to do so in the future. Over time, durable habits set in. “Fasting is 

easy,” people would often tell me, “we are used to it (wellefna).” 

Indeed, I believe that this emphasis on rote, repetition, and habit formation over time is 

one of the reasons that the behaviorist concepts of conditioning and learning via rote and 

repetition –central to autism therapies like ABA – appeared so readily understandable and 

sensible to many Moroccans. “By nature…each person is forgetful,” Rosen writes, “a quality 

inscribed in the very term for human beings, al-insān – ‘the forgetful ones.’ That is why,” Rosen 

continues, “it is so important to garner knowledge through constant repetition: children learn best 

by rote memorization and adults retain the preeminence of reason over passion by repetitive 

ritual acts because repetition creates habit, and habit creates predictable acts within a community 

of believers” (1984:33). Through repeated practice, the ʿaqel can maintain control over the nafs 
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and lead one to virtuous deeds.  

Indeed, the presence and cultivation of ʿaqel was read off of one’s actions and dealings 

(muʿāmala) with other people. In other words, you measure another person’s ʿaqel by what they 

do, not what they say. And this is to be distinguished from “intellect,” even thoughʿaqel is 

sometimes translated as such. For example, parents would often say a child was doing something 

– sitting, working, eating, for example – with his ʿaqel (b ʿaqelū), which meant he or she was 

doing it properly. For instance, as one parent said of her child, “Look, Hanane is eating with her 

ʿaqel,” (ha hiya Hanane katākul b ʿaqelhā). To do something with one’s ʿaqel is a sign of 

maturity, conscientiousness, and manners.  As Davis and Davis note, “One who has ‘aql will be 

expected to act in a responsible, mature way, proper to Moroccan culture” (1989:6). This is true 

for “neurotypical” children as well as disabled ones.104 The family I lived with would often 

comment when their typically developing daughter was sitting still at the table that she was 

sitting b ʿaqelhā.105  

ʿaqel was also said to be acquired through proper childrearing (tarbiyya). When a child 

appeared to lack ʿaqel but showed no obvious outward signs of disability, people sometimes 

blamed his or her parents. Indeed, many autism parents mentioned the array of terms for poorly 

raised children in their interviews with me. Other people told them their child was simply spoiled 

and undisciplined (meshuwwesh, mefeshshesh, or ḍāser) or qbīḥ (“bad” or “naughty”) and, as we 

will see below, some parents initially considered whether this was the main source of their 

child’s problems as well. The term autism morally exculpated them from the accusation of 

poorly raising their children, by locating the source of the child’s behavior in his or her biology 

rather than their parenting.106  

As I will explain in Chapter 4, some parent activists described autistic people as not 
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having an ʿaqel. Like small children, autistic people were exempt from fasting during Ramadan, 

and several parents also explained to me that their adult autistic children did not fast because 

they did not have al-ʿaqel (ma ʿandhomsh al-ʿaqel). One father told me that he hoped to have his 

13-year-old son fast, inshallah (“God willing”), if he developed his ʿaqel in the future. Indeed, 

he planned to have his son try fasting in the more forgiving winter months, when days – and thus 

the period of time one is fasting – are shorter. Interestingly enough, one father (who had studied 

psychology in France in the 1980s) told me that it was not that autistic children lacked an ʿaqel. 

Rather, he told me that “they don’t have our ʿaqel (ma ʿaqelhomsh al-ʿaqel dyālnā).”  This 

formulation aligns with the philosophy of neurodiversity and the autism-as-difference view. 

The final component of Rosen’s paradigm is rūḥ. Typically translated as “soul” or 

“spirit,” it shares a root with the word for wind (rīḥ). It literally means “breath of life/divine 

breath” as the archangel Gabriel is said to blow the rūḥ (the “soul”) into the fetus on the 120th 

day of gestation. Dieste notes that “dynamic and ambivalent definitions [of rūḥ] have existed 

throughout history,” and it is sometimes confused with the concept of nafs (2012:34). Although 

autism was generally not considered to be a problem of the soul (as I will discuss further below), 

Moroccan parents did sometimes discuss the significance of their child’s possession of a soul, or 

rūḥ. This was used as a leverage point in a moral argument concerning the rights of autistic 

children and the responsibility parents and others bear toward them. One mother who was 

interviewed on a Moroccan television show, for example, used the concept of rūḥ to argue that 

parents should not grieve over their autistic children or consider them to be, in a sense, dead.107 

As she explained, 

 
That child, before he is autistic, is a human (insān) and he has a rūḥ inside him (fīh rūḥ fi 
al-dākhel). And since he has a soul and since you haven’t buried him [that is, he’s not 
dead], you can’t mourn for him (ma yemkin leksh tedīr le dieul dyāl ton enfant). You can’t 



 146 

consider him dead. When do you consider your child dead? When you bury him in the 
ground. As long as he has a rūḥ, never give up hope… [the Quran says] “Allah has not set 
forth a disease without setting forth its cure.” There is no cure for autism. But there are 
solutions that allow you to recover your child (ḥolūl llī katkhellik terécupéray dāk al-ṭefl) 
and make him a part of society. 

 
 

In this way, the mother makes a moral argument. Through his or her inalienable possession of a 

rūḥ, an autistic child (or adult) deserves to be considered as a full human being. Moreover, 

because the child is a human (insān) with a rūḥ, and because Allah has granted the means of 

treating all afflictions, we cannot give up hope. Parents – and it is really parents who are being 

addressed in her speech – must use the tools at their disposal to recover their childre and 

integrate them into society.  

In addition to such claims, many parents reported trying spiritual (rūḥānī – an adjective 

built off the same root as rūḥ [r-u-h]) cures for their children at one time or another. Indeed, 

some of the “maladies of the soul,” which I will discuss below, present in a similar fashion as 

autism: mutism, strange behaviors, intense emotional reactions that seem disconnected from their 

contexts, etc. And parents differentiated autism from such disorders, especially possession by 

jnūn (or spirits), on the basis of response (or lack thereof) to attempts at exorcism, whether by a 

“legitimate” Islamic healer (rāqī sherʿī) or by a vernacular one (fqih, often referred as a 

“traditional” [taqlīdī] healer in contrast to the rāqī sherʿī). Parents often told me that their child 

did react (redd al-feʿl) or did not “fall” (ma ṭāhsh) during an attempted exorcism and therefore 

was not possessed. Indeed, it was often the rāqiyyin themselves who told the families, after 

trying to exorcise the child, that it was a “problem for a doctor” (mushkil dyāl aṭ-ṭbib) or a 

“problem in the brain” (mushkil f al-dimāgh), as two families told me. 

Moreover, while maladies of the soul were considered distinct from autism, some 

families thought spiritual therapies might still be beneficial for their autistic children. Several 
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families told me that ruqya sherʿiyya – a kind of Islamic healing (literally, “legitimate curing” 

[Spadola 2013:1] or “legitimate spiritual elevation” [Pandolfo 2009:82]) performed by a 

revivalist healer (rāqī sherʿī) – helped their child, even if it did not cure his or her autism, as I 

will describe below. The fact that the autistic child has a soul – which, like any other soul, could 

become conflicted or develop a “knot” (ʿoqda) – meant that he or she might benefit from 

Quranic recitation by a rāqī. This was often used as a sort of targeted therapy to treat sleeping 

problems, hyperactivity, or seeming malaise. To reiterate, this was not to treat autism per se, only 

some of the symptoms associated with it. In short, even though autism was definitively not 

considered an affliction of the soul, autistic children had souls that might be in need of soothing 

or relief. Used in this way, in concert with autism therapies, ruqya sherʿiyya was not at odds with 

the aims of autism activists and experts. Indeed, as the quote in the previous paragraph showed, 

it could be used as a fulcrum in ethical arguments in support of intense therapeutic investment.  

The final term that requires explanation is qalb (“heart”). In Islamic legal and religious 

traditions, the “heart” is both the locus of memory and the seat of intention or niyya (Messick 

1993, 2001; Mahmood 2005; Hirschkind 2006; Dieste 2012). In classical instruction and 

recitation, the Quran was said to be inscribed “on the surface of the heart” (Messick 1993). One 

fqih I interviewed told me that the Quran was transmitted from the mouth of another fqih to his 

mouth and that it now resided in his heart (qalb). Because it was contained in his heart, he had 

constant access to it; indeed, he said he could look and see the whole of the Quran spread out in 

front of him.108 Another interlocutor (a different taxi driver) told me that the qalb was the “center 

of everything, like the motor of a car.” He went on to explain that the two things that mattered 

were your qalb and your muʿāmalat (“dealings”). In contrast to the nafs, ʿaqel, and rūḥ, the qalb 

was not considered as a possible locus of autism’s disorder. In fact, when the qalb was discussed 
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in relation to autism or disability, it was often employed in the context of the trope of the pure-

hearted disabled person. “These children, God bless them,” a security guard said, for example, as 

I walked through a museum with a dozen autistic children on a class trip. “Their hearts are open 

and their intentions are good (qalbhom maftūḥ o niyyathom mazyāna).” Like the rūḥ, the qalb 

was used to establish autistic children in their common humanity. However, in instances like this 

one, it was within the generic trope of the kind-hearted disabled person. As we will see in 

Chapter 8, this trope was a key part of the “traditional” Moroccan orientation toward the 

disabled. To preview that chapter’s arguments, this orientation included a charitable spirit and a 

tendency to view the “poor” (meskīn) disabled person with a sense of pity. This often manifested 

itself in acts of kindness and sometimes in acts of neglect. At the same time as this beneficent 

gesture rendered the disabled person a kindhearted and well-intentioned being it also rendered 

him or her exempt from moral life and expectation, which ran counter to the stance of activists 

who sought to demonstrate their children’s potential for social integration, and worthiness of 

time and monetary investment.109   

In the U.S., autism is typically now understood as a neurobiological developmental 

disorder. Many Moroccan activists and experts use such terms, typically in French, to describe or 

define autism. But, as I described above, when autism was discussed by using the popular 

Moroccan lexicon, it was often as a disorder involving a lack of sufficient ‘aqel, or reason, and 

an inability to master the nafs, the instinctual self. Of course, this point was hotly debated by 

autism activists, as we shall see below. Autism was also differentiated from afflictions of the rūḥ, 

or soul, although the fact that the autistic child possessed a rūḥ suggested that they might benefit 

from therapeutics of the self of the spiritual variety, though these therapies were not felt to 

provide a cure for autism. The kind heart (qalb) of disabled children was a trope that emphasized 



 149 

their common humanity, and encompassed them within a discourse within which they were 

entitled to charity and compassion, but were not expected to be able to learn, understand or 

behave appropriately in certain moral contexts. 

Other vocabularies of the self were also active in Morocco, and activists, experts, and lay 

people alike drew from a variety of vernacular and technical idioms, concepts, and terms to 

advance particular visions of the autistic child. Technical, scientific, and biomedical vocabularies 

– often in French or Modern Standard Arabic – offered alternative understandings of selfhood 

and disorder. Experts and activists often used such terms in order to carve out more morally 

neutral ground and to open up space outside the stark distinction between normal and abnormal. 

As I show below, my interlocutors engaged in a complex bricolage, weaving together vernacular 

and technical terms in multiple languages and hybrid arrangements in order to define the 

boundaries of autism and the character of autistic selves – often in competing ways. In the 

sections that follow, I emphasize the way autism parents, activists, and experts navigated a 

fraught moral and semantic terrain to distinguish autism from other categories of disorder, each 

with particular assessments of the source of disorder, the future potential, and the social destiny 

of the afflicted. 

 

Competing Categories of Disorder  

 In interviews, I tried to let the words to describe childhood disorder emerge organically in 

my interlocutors’ speech, rather than, for example, introducing terms and asking them to define 

each one. If none were forthcoming, however, I would sometimes query parents about what other 

people (neighbors, grandmothers, or acquaintances) thought was wrong with or different about 

their child. I also asked them which categories they thought other people typically confused with 
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autism. I heard technical classifications like mental retardation, Down syndrome, and 

schizophrenia. But I also heard vernacular terms meaning crazy, insane, stupid, slow (literally, 

“heavy” [taqīl]) as well as possessed, inhabited, or “hit” by jnūn. In the following sections, I 

trace the relative semantic, pragmatic, and moral spaces that these words cover. I also explain 

how parents and experts positioned these categories in relation to the category autism (whether 

phrased in the French as autisme or in Arabic as tawaḥḥud or, less commonly, as inṭiwāʾ, as I 

discuss above) in conversations with me.  

 The various local categories of disorder sort somewhat naturally along the rough lines of 

(1) mental handicap, (2) mental illness, and (3) possession. Each of these locates the source of 

the problem in a different domain. Categories of mental handicap typically take the mind (ʿaqel) 

as the locus of disorder. Mental illness categories concern the self (nafs). And categories of 

possession tend to cast the disorder in terms of the soul (rūḥ). However, these distinctions are not 

always so neat in practice. For example, as we shall see, spirit possession afflicts the soul and 

leaves a mark on the mind, brain, and self. Nonetheless, these three general classes are helpful in 

understanding the stakes of translation and of struggles concerning who has jurisdiction to treat 

and diagnose childhood disorder. I will now discuss each of the three categories of disorder in 

turn, highlighting the ways that my interlocutors positioned each one in relation to autism. I pay 

close attention in particular to the different moral valences of the terms, the future prospects they 

imply, and the practices and professionals with which different categories articulate.  

 

Sickness in Context: Conceptions of mrīḍ  

To begin, I want to discuss briefly and more generally conceptions of sickness. Writing in 1926, 

Westermarck described a tendency to euphemize conceptions of illness for fear that speaking of 
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it might cause it to come about (1968:603). In my fieldwork, I noted that Moroccans would often 

use the word “tired” (ʿayyān) instead of “sick” (mrīḍ) to discuss a passing form of illness (see 

also Dieste 2012:63). Although it was more or less acceptable, though perhaps not preferable, to 

use the word mrīḍ to discuss a minor illness – like a cold, or a flu – mrīḍ could also indicate a 

more chronic state of illness (including mental illness) that both carried greater stigma and 

implied a particular ethic of compassionate interaction, of lessening the sick person’s burden.  

My friend’s Fatima’s father, for example, had diabetes (marḍ sukkār, literally, the “sugar 

disease”). He normally tried to maintain a low-sugar diet. But when he went to visit friends he 

would insist on drinking sugar in his mint tea, as is customary among Moroccans. When 

confronted about this habit, Fatima told me, her father would say, “I’m not sick” (ānā māchī 

mrīḍ), because he did not want people to think he had a serious problem. Fatima also struggled 

with her own ambivalence about how to relate to her father’s illness. She recognized that he 

needed to cut back on sweets, but she was also caught up in a particular ethic of engagement 

whereby those dubbed mrīḍ should be treated with care, and not deprived of life’s pleasures. 

“That’s it, he’s already sick” (baraka, huwa mrīḍ, déjà fih), she told me. Her pressuring him to 

adhere to a particular diet was “like adding another illness” (la pression hiya bḥal une autre 

maladie) on top of his diabetes, she said. So Fatima and her family largely let her father eat sugar 

so that he would not feel deprived (ma iḥessh b al-ḥarmān). “You only live once,” Fatima told 

me, as if to excuse their permissiveness.  

 While such an ethic is not Muslim by necessity – that is, there is not one singular Muslim 

ethic – there are indeed Quranic verses that support it, and Moroccans often emphasized to me 

that Allah does not want unnecessarily to burden human beings. In particular, they mentioned 

this to me in relation to the Ramadan fast. As I noted above, people who have yet to develop 
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their ʿaqel were exempted from fasting, but a number of other kinds of people were exempted as 

well in order to prevent an unnecessary burden. This included people who were ill, pregnant, 

breastfeeding, or traveling. Those able to do so would make up the days missed later in the year. 

And there is a Quranic basis for this, as my interlocutors often pointed out. surat al-baqara, for 

example, includes the following statement with respect to fasting: “Allah desires for you ease; 

He desires no hardship for you” (2:185), and “Allah does not burden any human being with more 

than he is well able to bear” (2:286). While Basna and Hatab found that there was no formal 

concept of “disability” in the Quran, they found that “the Qur’an concentrates on the notion of 

disadvantage that is created by society and imposed on those individuals who might not possess 

the social, economic, or physical attributes that people happen to value at a certain time and 

place” (2005:6). In general, they argue, the Quran’s orientation is “that humans have been 

created weak (both in the physical and moral sense) and that God wants to lighten their burden” 

(Basna and Hatab 2005:16). Indeed, this term, “weak” (daʿīf), was used locally in Morocco as 

well, as was the term maskīn (or “poor” or “destitute”). However, both in the Quran and Hadith 

as well as in Moroccan interpretations of Islam, Allah was not solely responsible for lightening 

the burden of the “weak” (daʿīf), “sick” (mrīd), or “poor” (maskīn); rather, to be a pious Muslim 

is to lighten their burden and protect them. To support this claim, Basna and Habab cite a hadith 

in which the Prophet said to Muslims, “You only succeed and prosper to the extent that you treat 

your weak well” (Al-Nawawi, 272, cited in Basna and Habab 2005:20). 

The term mrīḍ, then, and the ethic of intervention that it implies, provides a window into 

a theme that will continue to weave its way through this section, as well as the dissertation as a 

whole: the relationship between moral codes for appropriate behavior towards those deemed 

“sick” or handicapped in some durable way, and the behaviorist principles of interaction, 



 153 

discipline, and reinforcement. Indeed, as we shall see below, the linguistic activism marking 

autism as distinct from other chronic mental disorders served precisely to position their children 

as specific kinds of people, who could – indeed should – learn from education and discipline as 

opposed to being merely subjects of charity and pity who should be left to do as they please. 

 

Disorders of the ʿaqel: Categories of Mental Handicap 

mongholian 

mongholian is a key reference in the social imaginary. It was known to virtually every 

urban Moroccan I met.110 The word comes from the French, mongolien, an outdated term 

referring to a person with Down syndrome. John Langdon Down, the British physician who first 

described Down syndrome, used the term “mongoloid” to refer to affected people because he 

claimed their characteristic face shape resembled that associated with what was called at the time 

the “Mongoloid” race.111 The term was officially dropped by the World Health Organization in 

1965. As elsewhere, the term is considered pejorative by Moroccan disability activists and 

experts, and with the advent of disability rights in Morocco, people have begun to use the French 

term trisomique or the Arabic tulat sobghī to refer to the genetic fact (trisomy-21, or three copies 

of the twenty-first chromosome in place of the usual two copies) that underpins the category of 

person. 

While the term mongholian was often used to refer to people with Down syndrome in 

particular, it was also commonly used as a blanket term for people who were mentally disabled 

or “not normal.” Mental abnormality was typically phrased either in Arabic as māshī ʿadī 

(literally, “not normal”) or in a French-Arabic hybrid as māshī normale. Malika, a 52-year-old 

mother living with her three children and husband in a small apartment on the outer edge of 
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Casablanca, told me that when she lived in the Casablanca medina (ancient city) her neighbors 

considered her son – who has a metabolic condition called phenylketonuria, which can cause 

mental retardation and autism if left untreated – to be simply mongholian.  

 
No one ever called him autistic. They never used that word. They would just say, ‘the 
boy isn’t normal. Poor thing (maskīn),’ they’d say. You know, I told you, we lived in a 
poor neighborhood (ḥay sheʿbī). People said he was one of those kids who was maskīn 
(poor), mrīḍ (sick), or māshī normale (not normal). They would call him mongholian. I 
would tell them, mongholians aren’t like that. We knew mongholians growing up. They 
have eyes like this. [She stretches the skin around her eyes horizontally.] You can tell 
them apart. But people would mix it all up. You know, a kid who doesn’t have al-ʿaqel 
(reason) is just mongholian. People don’t distinguish between them. 
 
  

Similarly, when I spoke with Omar about his teenage son Jamal, he told me that he had never 

heard of autism before. Growing up, he learned only two categories of mental disability: 

“normal” (ʿadiyyin) and mongholian. That is all the world contained.  

mongholian was also the category that most ordinary Moroccans compared to autism in 

conversations with me. When I described the communication and learning difficulties sometimes 

associated with autism, interlocutors often suggested mogholian as a relevant comparison: 

sometimes they suggested it was analogous; other times they suggested it was different. Their 

reasons for invoking the term were varied: sometimes to indicate kinds of people who are “not 

normal,” other times to mark mongholians as more or less disabled than autistics. In contrast to 

what Malika told me, a number of people said that mongholians differed from autistic children in 

that they had a bit of ʿaqel (ʿandhom al-ʿaqel shwiya).  

Furthermore, people sometimes confused mongholian with autism altogether. Indeed, a 

Moroccan Ph.D. student once referred me to her aunt who, she said, had an autistic son. 

However, when I later spoke to the aunt, I learned that her five-year-old son actually had Down 

syndrome. Another time, my host family mother sent me to a school for people with Down 
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syndrome, thinking it was a school for autistic children. My point here is not that it was bad or 

wrong for people to confuse autism and mongholian. Of course, as a new category in Morocco, 

there was bound to be some confusion and elision as the boundaries of disorder were worked out 

on the ground. Rather, the important point here is that, at least in some Moroccans’ minds, 

autism was being assimilated into the jumble of categories designating people as mentally 

“abnormal” or deficient; people were often said to lack an ʿaqel, or to only have it in small 

measure, as described above. And it was for this reason that parent-activists often sought to 

distinguish and differentiate from categories like mongholian (again, a term they did not use 

themselves). They were especially intent on doing this because in the Moroccan social imaginary 

mongholians were thought to have a diminished ability to reason and only minimal capacity to 

learn and improve. If autism were to be assimilated or analogized to the category of mongholian, 

then parent-activists might find it difficult to garner support for the kinds of intensive therapeutic 

interventions they sought for their children.  

 

mkellākh 

mkellākh is a term specific to Moroccan Arabic. It essentially means “stupid” or “dumb.” 

I often heard it used in ordinary speech as an insult or a rhetorical question in heated debate. (I 

used to regularly hear one cafe owner ask his employees, wash nta mkellākh? [“Are you 

stupid?”] whenever they made a mistake.) The term also surfaced in the child psychiatry clinic 

where I spent time conducting participant observation. The child psychiatrists saw it as a 

disrespectful term, one that they sought to extinguish from use. They preferred to replace it with 

a more technical and presumably less morally loaded vocabulary. Consider this interaction from 

my fieldnotes. 
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 A large older woman entered Dr. R’s office with her teenage son. The doctor had 

previously diagnosed the boy with a mild mental retardation (retard mentaux) and she 

had mentioned to me that he had some “dysmorphic” facial features (widely spaced eyes, 

small ears, and a box-shaped head) that made her think something was genetically amiss. 

Like so many of the parents who come to the clinic, this mother laid out a litany of 

complaints and challenges. Chief among them was the fact that her son often rans away, 

almost always to the beach, where they would find him hours later, cold and wet and 

shivering. She had other children, and even the youngest ones did better than him in 

school. “This one is mkellākh,” she said. As she spoke this word, I noticed Dr. R’s sharp 

reaction. Straightening up her in her seat, she recorded it in her notes, a sole stretch of 

Arabic script in a sea of French.  

 When the mother finished, Dr. R began by telling her, “I’m not going to let you use 

this word. I understand you are fed up (ṭlaʿ lek az-zaʿf). But it’s not acceptable (ma 

maqbūlsh) to call him that. He was sick and that sickness left a mark on his brain. But 

he’s not mkellākh. If we say that,” she told the mother, “he’s never going to do anything. 

He has abilities (qodorāt) and he can learn a lot of things.” In response, the mother made 

a joke out of her own fury, saying she was the one who now needed a psychiatrist. She 

went on to ask if medicine might someday help her son “become normal” (īwellī 

normale). Dr. R stressed that he could improve (īteḥessen), with speech therapy and 

educational accommodations but that the mother should stop comparing him with his 

siblings and stop calling him stupid. After they left, I remarked to Dr. R how striking it 

was that the mother oscillated between the hope that he could become normal and the 
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assessment that he was mkellākh. She agreed that for many of her patients it was an 

either-or situation: either their child would become normal or he or she was hopeless. 

 
A big part of their work in the clinic, I came to see, was aimed at making parents comfortable 

with that space between cure and normality. Indeed, as we will see in the following chapters, 

“becoming normal” was a major concern for many parents, especially around the time of 

diagnosis. The child psychiatrists aimed to get parents to a place where they could work with 

their children to improve their conditions even if they might never become “normal” or catch up 

with the typical schedule of child development. Another big part of their work involved this kind 

of subtle shift at the level of words. They wanted to substitute what they saw as a relatively 

blameless technical vocabulary for a morally laden vernacular one, and they wanted to substitute 

the language of “capabilities,” “improvement,” and “work” for that of normality, abnormality, 

and cure. In this way, their work aligned with parent activists who, as we will see below, sought 

to incite a similar shift in orientations among other parent subjects. By differentiating autism 

from terms like mongholian and mkellākh, parent activists and child psychiatrists alike sought to 

carve out space for alternatives to the normal-abnormal divide and to distinguish autistic children 

as having potential to learn and improve. 

 

matʾakhkhar 

matʾakhkhar is less pejorative than mongholien or mkellākh. It means “late,” “delayed,” 

or “retarded.” While it is not the technical term for “mental retardation” (mutekhellif dhehniyan), 

mutʾakhkhar is clearly marked as a transplant from Modern Standard Arabic and therefore a 

more technical term. Words constructed in this pattern (matfaʿʿal, form II) are nearly 

nonexistent in Colloquial Moroccan Arabic; the pattern mafaʿʿal is much more common and 
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covers the same semantic territory in dārija that the mutfaʿʿil-structure (form V) words cover in 

fosḥa, or Classical Arabic.112 Further, a different word, meʿaṭṭel is much more commonly used to 

describe something that is late or delayed (a train, a bus, and sometimes a person’s development) 

in Moroccan Arabic. All this is to say that the word matʾakhkhar is marked as being a technical 

word taken from Classical Arabic. When people who asked me about my research did not know 

the term autism (tawaḥḥud), I explained that I worked with people with “intellectual disabilities” 

(iʿāqāt adh-dhehniyya, another phrase marked as Standard Arabic and therefore more technical). 

Interlocutors then often suggested in response that I worked with people who were matʾakhkhar.  

Rephrasing it in a local idiom, others would say ʿaqelhom ṣghīr, meaning literally, as I 

discussed above, their “mind” (or “reason”) is “small.” People often indicated to me that there 

was someone in their family – an aunt, a cousin, etc. – who was mentally disabled. For example, 

a friend, describing an aunt who was mentally disabled, told me: “people like that, they grow up 

but their mind always stays small (ʿaqelhom kaybqā ṣghīr).” Some of the educators I spoke to, 

especially new ones, drew on this idea of the disabled person being a sort of mental child. One 

parking-attendant-turned-aide told me that you have “to deal with them like small children.” That 

means that sometimes you have to be harsh, and sometimes you have to use “a bit of violence 

and yelling” (shwiya dyal al-‘onf o al-ghuwāt). You have to yell sometimes, he told me, just like 

with small children. Throughout my fieldwork, it appeared that the idea of a child being 

“retarded” (whether phrased as matʾakhkhar, meʿaṭṭel, mutekhellif, or taqīl [“slow,”]) was 

connected to the idea that they had a relatively small and underdeveloped ʿaqel.  

Having a small ʿaqel implied that both their capabilities and their personhood were 

limited. It was both a sign of immaturity and disability. This makes sense in the context of the 

idea that developing an ʿaqel was an important part in the maturation process, a key step on the 
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pathway to adulthood. A person with a small ʿaqel, whether a child or an adult with disabilities, 

was often seen as having a limited capacity for comprehension.113 Therefore, one often did not 

address such a person in the way one would an adult. Indeed, in a recent qualitative study of 

perceptions of child development in Casablanca, interviewed parents tended not to believe their 

children would remember their early years. This period was not generally viewed as a time of 

learning, and parents therefore did not often invest in teaching young children (Zellman, 

Perlman, and Karam 2014).  

In my fieldwork, I found that parents did not often explain things to children in general 

(not just autistic children), but rather used various tricks to manage them. When my host father 

would leave for work, for example, he would often tell his two-year-old daughter that he was 

running out to the store to get her a treat. “I’m coming right back,” he would tell her, only to 

return several hours later with no treats. Importantly, ʿaqel is also the verb meaning, “to 

remember,” in Moroccan dārija, and my homestay father was of the opinion that by the time he 

returned his daughter, having a small ʿaqel, simply would not remember what he had said when 

leaving. (They found it odd, though also intriguing, that I always explained to her where I was 

going and when I would be back before leaving.) Similarly, staff in autism schools would often 

tell children things that were simply untrue in order to get them to calm down or to behave. They 

would tell a child who was upset that his or her mother was coming right away to pick him or her 

up (“here she comes…”), even if several hours remained before the end of the school day when 

the parents would come pick up their children. Or they would tell a child that if he did something 

well, he would earn a reward, even if they had no expectation of giving it to him. All of this 

points to the connection between having a small ʿaqel – whether as a young child or as a person 

with a disability – and lacking powers of reason, comprehension, and memory.  
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However, as I alluded to above in the discussion of mongolian, one of the key messages 

that autism experts and activists conveyed to parents and staff was that they should talk to 

children as if they understand everything (what I call, in Chapter 8, “semiotic generosity”). This 

was part of the semiotic ideology embedded in autism activism and therapy and it often ran up 

against the local semiotic ideology detailed above, wherein people deemed to have a small ʿaqel 

were felt to be capable of only truncated forms of communication that did not privilege fidelity 

and truthfulness but rather served to manage the child’s unruly emotions and behaviors (I discuss 

in greater depth in Chapter 8). In contrast, behavioral therapies like ABA are based on the 

behaviorist idea that a solid and reliable connection between stimulus and response is what 

makes for effective habit building. In these ways autism – as it is often defined by Moroccan 

activists – differs greatly from the ideas associated with matʾakhkhar and other euphemistic 

designations for people whose mental development is said to have left them with a small ʿaqel.  

The linguistic task of differentiating autism from these forms of mental disability is, 

however, ambivalent and complicated. As I argue throughout this chapter, parents and activists 

were preoccupied with differentiating autism from problems of the soul or rūh (and the “cures of 

the jinn” used to treat them) and problems of the self or nafs (and the psychiatrists, 

psychologists, and religious healers who treat them). This meant that when more technical and 

finer-grained explanations of autism fell flat, parent activists often turned to vernacular phrases 

and elected to locate the problem of autism in the ʿaqel (rather than the “self” or “soul”). In order 

to make the argument for investment in autistic children and the amenability of behavioral 

therapies, though, activists had to distinguish autism from other disorders of ‘aqel – including the 

mental handicaps discussed above and the mental illnesses discussed in the following section – 

which might mark their children as being forever limited, instead of holding the potential for 
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improvement and social integration.  

 

Disorders of the nafs: Categories of Mental Illness 

ḥmaq  

 ḥmaq is perhaps the most ubiquitous term for mental illness in ordinary speech in 

Morocco. Coming from Standard Arabic (hommaq), this word has particular Moroccan 

connotations. It is both a noun, meaning “madness,” “insanity,” “folly,” or “madman”, and an 

adjective with corollary meanings (“crazy,” “insane,” or “mad”).114 The characteristic figure of 

ḥmaq, or madman, is used colloquially to cover most manifestations of severe mental 

afflictions.115 It is distinguished from forms of possession, which I discuss below, and from the 

figure of the buhālī, a kind of “village idiot” (Dieste 2012). In general, ḥmaq, when used as a 

category of serious mental disorder, was described to me as a rather durable state of being. This 

differentiates it from other more fleeting forms of madness, which might be readily cured. It also 

differentiates ḥmaq from autism to a certain extent in that ḥmaq is not associated with potential 

for improvement. This concords with what Stefania Pandolfo relays from her discussions with a 

modern Moroccan Quranic healer who “offered an understanding of al-humq, madness, as an 

ultimate inert state, fundamentally irreversible, and impossible to treat – because it is the last 

vestige of destructive work of the jinn who has in the end damaged the brain” (Pandolfo 

2009:86). As Pandolfo’s interlocutor argues, ḥmaq is a state of severe damage from which there 

is no return.  

 ḥmaq was also one of the words my interviewees invoked more than any other in 

connection with autism (as alluded to by the parent activist Jamila in the opening to this 

dissertation), especially when talking about the history of changing terminology. In my interview 
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with the president of a Rabat-based association, for example, Saïd linked the shift from ḥmaq to 

tawaḥḥud (“autism”) in terms of therapeutic trajectories and techniques.  

 
There was tawaḥḥud (“autism”) back then. We can’t say that autism only just now started 
appearing. We just didn’t have autism as a specific classification because people didn’t 
know what autism meant. So they considered it to be a mental deficiency or illness 
(khalal aw maraḍ ʿaqlī). They would call the boy or girl ḥmaq or ḥamqa116 and it ended 
there. Today, no. Today, we say that we can treat autism and we can use approaches and 
standardized techniques to take care of these children.  
 
 

The term ḥmaq was an end point. It was a label leading nowhere: “They would call the boy or 

girl ḥmaq or ḥamqa and it ended there.” By contrast, autism was a starting point, signaling the 

initiation of a caring therapeutic process.  

 ḥmaq also stood in contrast to autism in terms of the moral connotations it carried. The 

president of a different association for autistic children in Casablanca told me that he believed 

that integration of autistic children into ordinary school environments was the best means for 

raising awareness and curtailing stigma in future generations. His hope was that by exposing 

children to peers with autism now, he could change the way they interacted with autistic people 

in the future and outside the school context. “If they see someone rocking their body or flapping 

their hands on the side of the road, he told me, they won’t throw rocks at him and say, ‘that guy 

is ḥmaq.’ Instead, they will say, ‘I studied with a guy like that. He has autism.’” In this 

formulation, the categories ḥmaq and autism contain radically different possibilities for social 

belonging. A person who is ḥmaq is a sort of nonperson, while a person with autism is a potential 

peer, a classmate. And he sees this as part of the moral mission of autism activism as carried out 

by his autism association.   

Whereas the term ḥmaq often surfaced in interviews in the context of categorical 

confusions – that is, people reported that others confused autism with ḥmaq – it also sometimes 
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appeared in ordinary family life as a powerful moral designation. Allow me to give an example:  

 
 
 

One day I sat with 31-year-old Hakim, his sister, and their mother. Having been 

serially excluded from a variety of schools and centers for the disabled, and ultimately 

refusing to attend the center where he had spent most of his days for nearly twenty years, 

Hakim was now living at home with his widowed mother and younger sister. We needed to 

come up with activities to fill his day, and he was refusing just about everything we 

proposed. One day, we were talking about the different things we might want to teach 

Hakim. He loved orange juice, and he seemed a willing participant in its making 

(willingness to participate was unusual for him). Under our supervision, he retrieved the 

oranges, helped squeezed the juice, poured it into his cup, added a few sugar cubes, and 

drank it. He had even seemed pleased with the activity. I suggested that we work on these 

skills and I reiterated what the ABA expert had told us: we could set up the activity in such 

a way that Hakim could learn each step, bit by bit (as I discuss in further detail in Chapter 

5). At first, we might cut part of the way through the oranges, for example, and let Hakim 

make the final cut. Ultimately, he could learn to do more of the cutting with each try, in 

hopes that slowly, over time, he might learn to do the whole task himself. As I suggested 

this, his sister, Wafa, cut in sharply. “Please, please, Brendan,” she implored, “don’t teach 

him how to use a knife.” There was a pause. “Seriously,” Wafa added.  

“She’s afraid,” her mother said. She did not need to elaborate. I knew why she 

might be afraid. Hakim was close to six-feet tall, well over 200 pounds, and quite strong. I 

had seen many of his fits of rage. When he became agitated and violent, he would yell and 

hit and bite himself. His sister and mother often fled. They would lock themselves into the 
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closest room and wait, sometimes for over an hour, for him to settle back down.  

“He’s ḥmaq,” Wafa added sharply. “ḥmaq!” she repeated, now almost screaming. 

Again, there was a pause. 

“Your brother is not ḥmaq,” her mother added, almost out of duty, it seemed. She 

could not let the comment stand. But she gave no further explanation or justification. A 

moment later, Wafa simply stood up and went to her room.  

 

The way Wafa used the category ḥmaq in this instance shows its moral resonance. ḥmaq seems 

to index a radical loss of ʿaqel, a complete and utter inability to distinguish right from wrong and 

to conduct oneself in an appropriate manner. The classic line that parents and disability activists 

repeated again and again, about the disabled in general and autistic people in particular, is that 

they are just like anyone else (bḥālhom bḥāl an-nās). But a moral divide separates ordinary 

people from those who are ḥmaq. Someone who is ḥmaq, Wafa implies, cannot be trusted with a 

knife – not now, not ever. And her brother, she insisted, must be placed on the other side of that 

moral divide.  

 In the context of the potential associated with autism, one can at the very least hold out 

hope that a child (or adult) would develop and learn new skills to the point where they could 

cross that moral divide. Perhaps one day, he or she could be trusted to learn to use a knife. To 

call someone ḥmaq, in a diagnostic sense rather than a playful one, is to position them as 

irrevocable, too far gone, so to speak. By contrast, the category autism holds out the hope that 

one can, at least in some measure, “recover” the person from autism through therapeutic effort, 

as the mother quoted in the earlier section said. Furthermore, if the person who is ḥmaq is 

inherently antisocial, the autistic person retains the potential for at least some measure of social 
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integration.  

 

meṣeṭṭī 

 meṣeṭṭī is another Moroccan word for “crazy.” Like ḥmaq, meṣeṭṭī and its verbal forms 

(ṣeṭṭā/kayṣeṭṭī, “to make crazy,” or tṣeṭṭā/kaytṣeṭṭā, “to become crazy”) are used widely in 

common parlance. This word came up again and again in interviews with parents. They often 

told me that misguided people who misunderstood their children believed they were meṣeṭṭī, 

crazy. But while ḥmaq has an enduring quality – one who is ḥmaq is unlikely to return to 

normality – meṣeṭṭī is described as a temporary psychological affliction with traumatic origins. 

Consider what one mother, Safa from Meknes, told me: 

Autism is a vague word, and we only just recently started hearing this word, autisme, 
here [in Morocco]. We would say meṣeṭṭī (“crazy”) or un débile  (“feebleminded,” 
“stupid,” “dumb,” “defective”). They used to say inṭiwāʾ but now they say l’autisme. 
Only this past year really it became the word people use. But you know meṣeṭṭī; there 
really is such a thing as meṣeṭṭī. I don’t know, maybe my son really is meṣeṭṭī. Maybe 
something happened to him, something psychological (shī ḥāja psychique). 
 
 

In Safa’s rendering, previously there was only the distinction between mental illness (meṣeṭṭī) 

and mental handicap (débile); now, autism is displacing these categories.117 But perhaps, she 

wondered, some children with autism (like her son) truly had experienced a traumatic event that 

caused them to become crazy. Indeed, this idea that autistic symptoms had a psychological cause 

came up repeatedly and the key term was ʿoqda. The word’s literal meaning is “a knot,” and 

Pandolfo translates the term ʿoqda nafsiyya as “a knot of the soul.”118 Here, it is important to 

note that nafsiyya comes from the same root as nefs, and ʿoqda was also used in the more 

technical sense of a “psychological complex.” Several Moroccans I met told me that people 

became autistic because they had an ʿoqda. However, in the context of Moroccan psychiatry and 
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its French psychoanalytic inheritances (as I described in the Introduction), autism activists were 

especially concerned with avoiding associations with psychogenic theories of autism. Such 

theories, they worried, might lead parents to blame themselves. Further, according to activists, 

they would lead families in the wrong direction – seeking treatment from psychiatrists and 

traditional healers. Finally, they might give the mistaken impression that once the knot was 

untied, the child would be cured.  

meṣeṭṭī, according to some informants, constitutes an important entry in the range of 

categories that traditionally covered the field of childhood disturbances, and where autism is 

carving out new terrain. Another mother in Fes explained to me that she thought nothing was 

wrong with her son in the early years before she had heard about autism, because she could tell 

that he wasn’t meṣeṭṭī.  

 
Here we say, ‘he is late talking.’ Because us parents we didn’t feel like it might be 
something [serious] because we knew our son wasn’t meṣeṭṭī and he wasn’t trisomique 
[i.e., didn’t have Down syndrome]. I’m not a doctor. I’m just an ordinary person. I studied 
economics in school. But to me, when a child has a problem, it’s either that he can’t walk 
or he’s meṣeṭṭī or he’s trisomique — and my son didn’t have any of these. He understood 
things; he even played better than normal kids. But at the same time, we said maybe he’s 
“bad” (qbīḥ) maybe he’s “restless” (agité) or maybe he’s “spoiled” (ḍāser) and we’re the 
ones who let him get out of hand. We had moved to a new city and were living all by 
ourselves, so we said maybe that’s why he’s not sociable. He didn’t want to go to other 
people’s houses. We would go see my family and he would bang his head against the wall 
and tell me “let’s go home.” We would visit to my husband’s family and he would hit the 
little kids and everyone would say, “your kid is a brat” (weldkom ḍāser).  

 

For this mother, there were only three main categories of disorder that a child could fall into: 

meṣeṭṭī, Down syndrome, and physical disability. Seeing her son display understanding, she 

decided that her son had none of these.  
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Disorders of the rūḥ: Categories of Possession 

majnūn / madrūb 

 These two words – majnūn and madrūb – refer to possession by jinn. The first term 

mentioned above, majnūn, means possessd by jinn in a quite literal sense while the second is 

more euphemistic; madrūb refers to someone or something that has been “struck” (by a jinn), but 

it is a common way – there are indeed many – of referring to a person who has been possessed 

by jinn (pl. jnūn).119 Jinn are invisible spirit beings described in the Quran, and they provided the 

basis for the Western idea of genies.  As anthropologist and Moroccanist Emilio Spadola writes, 

“the jinn are among us, moving and watching, yet requiring a body to make their presence felt. 

The patient is a medium for spirits, its body and tongue a site of presence” (2004:146). While the 

jinn in theory engage the social and material world of humans in a pervasive and widespread 

way, it appears that their presence is more commonly tied to particular types of people. Spadola 

writes, “As ambivalent figures of danger and power, difference and disruption, jinns and jinn 

rites are conventionally tied to the danger and difference of socially marginal Muslims” (2013:8; 

see also Khan 2006). Indeed, I found that many of the families I met through autism associations 

found their socially marginalized children being linked to the jinn. As we saw in the quote from 

Stefania Pandolfo above, it is commonly understood that prolonged possession by jinns has the 

potential to make one insane and cause irreversible damage to one’s brain.  

 In some cases, the seeming mystery and enigma of autism opened the door to the 

possibility of jinn possession. One mother I interviewed at a Casablanca autism association told 

me this: “Whatever he has is not understood (ma mafhūmsh)…whether it’s the jinn or not the 

jinn. It’s inexplicable, because I tried everything for him, you know [and nothing worked].” I 

asked Mohammed, an upper-middle-class business man with a 14-year-old autistic son who 
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founded and ran an autism association in Casablanca, if he knew any families who considered 

their child’s problem to be ruḥani (“spiritual”) in origin, rather than neurobiological. He replied, 

 
Especially this category of child, because they have strange behaviors (solūk gharība) 
and people don’t accept (ma kayteqebbelūsh) these behaviors. There are some who say, 
“he was hit by a jinn (ḍerbū jinn).” There are some that say, “take him to the fqih 
(vernacular religious healer),” and there are some that say “take him to the seyyed (saints 
tomb),” to Bouya Omar who is well now here in Morocco. “Go there and they’ll take the 
jinn out of him.” And lots of parents tried this.  
 

 
Mohammed linked this to the child’s “strange behaviors.” The bizarre behaviors of autistic 

children, he said, caused people to think they were possessed. Then, a lack of awareness (al-

waʿī), he said, caused them to avail themselves of cures of the jinn. The lack of awareness he 

spoke of referred to both scientific awareness and, particularly, religious awareness. Such people, 

he told me, did not understand Islam, the Quran, or their religion (dīn). If they did, they would 

know that one  can only seek a cure for autism (or anything else) directly from Allah, not 

through an intermediaries like a saint or a fqih.   

Moroccans talk about two worlds: a visible material world and an invisible spiritual 

world (ʿālem ruḥani). The latter is often called the “other world” (ʿālem ākhor), the world 

inhabited by jnūn.120 This phrase – ʿālem ākhor – often resonated for parents with the way 

Moroccans talked about people with autism and what they saw in their child. They often 

described them as being in “another world” or entering into a “world of autism” (ʿālem dyāl at-

tawaḥḥud), and some wondered whether they may be communicating or interacting with jinns. 

Consider what one middle-class mother whom I interviewed at a Casablanca autism association 

told me about her five-year-old son: 

 
I’ll hear him laughing sometimes all by himself in his room with no one around. Like you 
know when you see something that you really like and you just keep laughing and 
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laughing until you cry. He’ll be like that for two hours. I mean, I don’t know what’s 
going on in his heart (ma ʿareftsh kīfāsh dāyr qalbū) that makes him laugh for two hours 
straight. Or he’ll come and lay on his back and cry without you having done anything to 
him. He’ll be sitting there then just get up and start crying. Or you’ll find him playing 
with someone who isn’t there, only god knows (allahu ʿalem). Is he playing with the 
jnūn? Only god knows. And I don’t know, because at the same time, when he does ruqya  
(therapeutic Quranic recitation) he sleeps and he stops doing all that laughing. He stopped 
crying altogether. Now, he cries about something specific to him. But then sometimes 
he’ll cry for no reason.  
 
 

For this mother (and other Moroccans) it is impossible to know whether her son is interacting 

with jnūn. She told me that her son had regressed. He had started walking at 15 months and 

talking at two years. He was in a nursery school at three and everything seemed just fine. Then, 

at three and a half, he stopped speaking and started acting strange: yelling, crying seemingly for 

no reason, laughing and laughing and laughing all by himself. They did an MRI of his brain and 

nothing abnormal showed up. One doctor prescribed Depakene (valproic acid, an anticonvulsant) 

and another prescribed Risperdal (an atypical antipsychotic). I asked her if anyone had explained 

to her what they thought her son’s problem was. “They said the problem was that something 

caused him to enter into this world of autism (shī ḥāja lī dekhkhelatu l hād al-ʿālem taʿ at-

tawaḥḥud),” she told me. She said that some sort of trauma (ṣedma) or fright (khelʿa) must have 

sent him into that “other world” (ʿālem ākhor). She suspected that it had something to do with a 

dog that was at their house around the time and perhaps somehow scared her son. (In fact, 

another mother told me, a week later, this woman’s child did not have autism but was rather the 

victim of a fright, khelʿa, that caused him to stop speaking and to regress.) Throughout our 

interview, she talked of her son entering this “other world” two years ago now, and she 

wondered if he would eventually emerge from it. Interestingly, this mother was taking her son to 

a child psychiatrist who was making a more psychogenic interpretation of her son’s condition – 

something more like the ‘oqda described above – and the mother was supplementing this 
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interpretation with a spiritual (ruḥani) one about jinn possession.  

The figure of al-majnūn, and the vernacular cures of the jinn associated with it, appeared 

repeatedly and ambivalently in parents’ narratives. (I should add that narratives of the jinn were 

deafeningly absent from the child psychiatry clinic.) Several mothers told me, in one breath, that 

they “didn’t believe in that stuff” (ma kanʾāmensh b dākshī), then, in the next, they would say 

that they knew their child was not possessed because he or she didn’t “fall” (ma ṭāḥsh) when she 

took him or her to the religious healer. Other parents told me expressly that they had never taken 

their child to a fqih or saints tomb and only later – as our relationship progressed and trust 

deepened – described their prior visits to these very places and people. Using the derisive term 

critics apply to traditional therapies, Malika whom I introduced above told me, in a rather matter 

of fact way, how she had tried every imaginable form of sheʿewada (“charlatanism” or 

“quackery”) to heal her son Ayoub when he was an infant.  

One mother told me that she took her son secretly, without telling her husband, to a fqih. 

He asked her to bring a chicken to sacrifice. Her son, the fqih told her, had crossed paths with a 

jinn. Because he was small, the jinn “stuck to him” (lseq fīh). The fqih tried several times to 

perform an exorcism (aṣ-ṣarʿ) on the boy.19 He then told her to watch her son’s face. If she saw a 

change while they read particular Quranic verses, that would be a sign that her son was 

possessed. But she saw nothing. And the boy did not “fall.” Based on his unresponsiveness to 

exorcism, the fqih finally made the diagnosis that her son was not possessed. But, she told me, 

she did not trust that fqih, so she decided to seek the services of others. One after the next told 

her that her son was not possessed, and ultimately she moved along her “hierarchy of resort” and 

took him to see a child psychiatrist in the capital (Schwartz 1969).  
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 majdūb  

The figure of the majdūb looms large in the Moroccan social imaginary. The majdūb is 

someone who habitually enters jidba, a sort of trancelike state that adepts of religious 

brotherhoods seek to reach, typically through dancing to repetitive rhythmic music. Buehler 

referred to jadhba in Sufi Islam in the Indian context, as a form of spiritual intoxication, an 

overpowering attraction from God that causes one to shake uncontrollably and speak 

involuntarily (1988:93). (jadhba is the Standard Arabic spelling of the Moroccan Arabic, jidba.) 

Dieste notes that the Moroccan majdūb “is a polysemic figure expressing holiness, illumination, 

and madness” (2012:215). 

What I want to draw attention to here is the way that the classic image of an autistic 

person that was circulating in Morocco sometimes resonated with, or was assimilated to, the 

figure of the majdūb. Consider this image of the majdūb that Crapanzano includes in a footnote:  

 
Majdhub [Standard Arabic for majdub] is related to the Sufi term for ecstatic union, 
jadhba, ‘attraction,’ ‘love’ (hubb). Schimmel describes these holy fools as ‘people who are 
mentally deranged and who were, in a sense, thrown out of the way of normal behavior by 
the overwhelming shock of an ‘unveiling’ (1975, 105). She goes on to note that the Sufi 
‘sources’ stress their awe-inspiring eyes. Tami (d. 1492) describes their eyes as ‘like two 
cups filled with blood.’ The Moroccan mejdub (majdhub) I saw were treated ambivalently 
as awesome and insane (hmaq). I was told they were in permanent jidba (jadhba). Their 
eyes were often exophthalmic [sticking out].” (Crapanzano 2002, f.n. 12: 226-227).  

 

Moroccans sometimes described autistic people as being in a “trance” when they engaged in 

repetitive movements, like rocking or hand-flapping. Hakim, whom I described above, spent 

hours each day rolling side to side in his bed in rhythm with raucous traditional Moroccan music 

that rang out from his stereo. When I described this behavior to a Moroccan friend, he quickly 

replied, “he’s in a trance.” 

Other times, parents described their children as being in trancelike states. Take, for 
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instance, Youssra, a 47-year-old mother with a Masters degree who lived with her husband and 

two children in a Rabat suburb. Consider how she described her 18-year-old nonverbal daughter 

Dounia’s stereotypie (or “self-stimulation” – I will further explain this term in the next chapter) 

and the way it leaves her looking like a distilled picture of purest autism. Here I briefly describe 

a scene from a day when all the people who work with Dounia in her home program were 

gathered together for a meeting to discuss her behavioral therapy program. Youssra wanted to 

discuss the children’s books that her daughter likes to play with as a “reinforcer” in their ABA 

program. Her description of how Dounia gets when she plays with these books provides an 

instance of what I mean. 

 
 
 
  Youssra, Dounia’s mother, brought up an issue of major concern for her, 

hoping we could together find a solution. “As a mother,” she said, looking clearly 

distressed, “the books create huge problems for me, because they are very strong 

reinforcers [meaning they are motivating when used as rewards for good behavior]. But 

she enters into stereotypy – every imaginable type of self-stimulation (auto-stimulation). 

When I come back, I find her looking like that classic image of an autistic: her eyes all 

red and popping out of her head, slobber and drool coming out of her mouth. She is in a 

trance.” 

 
 
 
Youssra was faced with a paradox. The thing she used to reward good behavior was 

sending her daughter into a frenzied state of what she considered bad behavior. In a sense, autism 

therapy was making her more autistic. Interestingly, the image she describes aligns almost 
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perfectly with the figure of the majdūb, as described above by Crapanzano. My point here is not 

that people who were previously considered majdūb are now called autistic. (That may be so, but 

it is not a question my research can answer and only one of my interlocutors suggested this.) My 

point, rather, is that the image of the majdūb, of the entranced person with bloodshot eyes 

popping out of his head, is assimilated into discussions of autism. It is a local image of 

entrancement and, as such, it can shape the prototype of autism, which I discuss further in the 

next chapter. What was striking to me in this exchange was precisely the way that this image, 

which Youssra referred to as a sort of purified image of autism, differed from the prototypical 

image of an autistic person in American and French discussions. (In my previous interviews and 

fieldwork with Americans, no one ever described such an image of red-eyed entrancement as 

typical of autism.) The point, then, is that the prototype of that class of person (autism) interacts 

with available local categories and the cultural images that condense particular 

phenomenological states (majdūb). The moral valences attached to those phenomenological 

states, presumably, remain residually attached to them as important points of reference.  

Indeed, Youssra was not wondering whether her daughter was really majdūb or worrying 

that people will mistake her as such. Rather, my interpretation is that the ambivalent image of the 

majdūb – “mentally deranged and…thrown out of the way of normal behavior” with “eyes like 

two cups filled with blood” as Crapanzano states – was cognitively available to her as a 

recognizable state of human being. It was one of the categories through which she made sense 

out of the world. And she had distilled this particular picture of her daughter in this particular 

state as being extremely unsettling to her. Further, she had identified this as core to being autistic 

and therefore a key object of therapeutic intervention (even if it was also, in a sense, the 

iatrogenic result of their therapeutic intervention). While it might be upsetting to any parent to 



 174 

see their child in such a state, I think it is significant that Youssra selects this particular image 

out of the panoply of Dounia’s behaviors, which included biting, hitting, ripping people’s 

clothes, pulling her mother’s headscarf off, among many other forms of behavior that were very 

atypical for a teenager. And perhaps it is because of the moral valence of the figure of the 

majdūb – someone who would be “treated ambivalently as awesome and insane (ḥmaq),” as 

Crapanzano says – that this particular issue was so pressing and difficult for Youssra.  

As we saw above, local categories of disorder sometimes shape autism through the ways 

that local actors and activists position them as similar or different from autism. But here we see 

another important way that local categories of disorder infuse understandings of autism.  The 

figure of the majdūb is a salient cultural image that was forged through a long history of Sufi 

religious practices – stretching from Southeast Asia to the westernmost corner of North Africa –  

and has become an important reference in Morocco. That image is morally laden with 

ambivalence (“simultaneously awesome and insane”); it marks particular phenomenological 

aspects of autism as being at the core of the disorder and suggests which aspects may invoke a 

strong moral reaction and become the impetus for intervention. In this way, the prototype of the 

autistic person is shaped by cultural and religious histories. In the next chapter, I will turn to how 

the prototype of autism is also shaped by the history of local institutions of care. In the final 

section here, I will now turn to the variegated terrain of expertise and therapeutics of the self in 

Morocco.  

  

Expertise and Therapeutic Trajectories 

 As I have demonstrated throughout this chapter, the translation of autism in Morocco is 

more than just an exercise in semantics; it has significant practical implications for children and 
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their families. In this final section, I discuss how particular understandings of autistic symptoms 

are linked to different experts and therapeutics of the self. Previously, I argued that while parent 

activists and experts sought to replace morally laden vernacular labels with technical, biomedical 

terms, parents in particular also engaged in a complex semantic bricolage with vernacular 

concepts of self in efforts to differentiate autism from other disorders of the self, including 

mental handicap, mental illness, and possession. Parent activists often located autism in the ‘aqel 

(“mind”) in order to distinguish autism from disorders arising in the rūḥ (“soul”) and the nefs 

(“self”) which might lead families to seek treatment – and even cure – from psychiatrists and/or 

traditional healers. In contrast, understandings of autism as a disorder of the‘aqel – a component 

of the self which can be developed through repetition, which in turn creates durable habits, as we 

saw above – has strong parallels with behaviorist treatments. This has likely helped to make 

autism therapies such as ABA seem relevant and sensible to many Moroccans. Yet 

paradoxically, vernacular terms often mark those with disorders of ‘aqel as unable to understand 

or learn, and thus more appropriately recipients of kindness and charity than behavioral 

intervention. Indeed, those seeking to teach or train the autistic child often met with resistance. 

Parent activists navigated this contradictory moral and semantic terrain, seeking to position the 

autistic child’s personhood as something that could be cultivated or perhaps recovered – without 

curing their autism – through intensive pedagogic and therapeutic efforts. 

 But when activists and experts made these important linguistic distinctions, they did so 

within a complicated field of expertise and therapeutics. In practice, therapeutic trajectories were 

hybrid. Most Moroccan parents combined behavioral therapies with psychiatry and vernacular 

and modern religious treatments, despite their often seemingly incommensurable ethics, 

ontologies, vocabularies, and architectures of the self (Mahmood 2005). As I mentioned above, 
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by virtue of possessing a soul (rūḥ) autistic children were seen as reasonable recipients of 

spiritual treatments, even if these treatments were not thought to cure autism. Families openly 

told me of their visits to “legitimate” revivalist healers (rāqī sherʿī) to perform ruqya sherʿiyya, 

or “legitimate curing.” By contrast, the use of vernacular cures of the jinn, traditional healers 

(foqha [pl.] fqih [s.]), visits to the saints tombs, and trips to hybrid healing figures like El-Mekki 

(all of which I describe below) were often the subject of derision by the middle-class urban 

families I worked with, who argued that such practices were haram and indeed a marker of 

scientific and religious ignorance. However, over time, many of my informants eventually 

confided in me that they had resorted to such healers and techniques at one time or another. 

Thus, like the American parents I discussed in Chapter 2, most Moroccan parents were therapy 

omnivores, drawing from and cobbling together a contentious ensemble of ideas and techniques 

as doing their best to make their way through the daily challenges of life with a child with special 

needs.  

 Themes of inclusion and exclusion thread their way through this dissertation. In Chapter 4, 

for example, I discuss the significance of serial exclusion from educational institutions in 

motoring the spread of autism throughout Morocco and shaping the autism prototype. In Chapter 

7, I examine the role of the state in promoting a paradox of integration (al-idmāj) in public 

schools. In Chapter 8, I address the tensions inherent in behaviorist approaches to inclusion in 

the public sphere. In this final section, I discuss how popular sites of religious healing appeal to 

families of children who might be marked autistic. These sites were utilized by individuals of all 

classes (including some of the upper and middle class families among whom I conducted my 

fieldwork) as part of mixed treatment regimes. My intention here is not to judge the efficacy of 

such practices, but to suggest how they served as sites of belonging and social integration. I also 
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want to demonstrate the complexity and constant evolution of the field of therapeutics of the self 

in Morocco. Not simply a choice between “traditional” religious cures and “modern” biomedical 

treatments, the field is marked by a variety of hybrid and conflicting forms of healing that 

incorporate medical understandings, local idioms and cultural forms, and techniques and 

discourses associated with a larger Islamic community or umma. Furthermore, in the context of 

widespread accusations of a corrupt and inefficacious medical system, I suggest that these sites 

of religious healing may be more accessible to rural and working class families than both 

psychiatry and behaviorism, and they may provide them with an experience of social belonging 

they were unable to find elsewhere. 

Although largely beyond the scope of my research, here I want to include a brief note 

about the Moroccan health care system. Corruption and discrimination against the poor are said 

to be widespread in Morocco. Guilain P. Denoeux writes, for example “Corruption [in Morocco] 

is ubiquitous in all its dimensions and manifestations…corruption is not merely one of the many 

daunting challenges that Morocco faces; it lies at the very heart of its economic and political 

troubles (2007:134).” For many of the Moroccans I spoke with, the health care sector was among 

the worst offenders. Indeed, according to a survey conducted by Transparency International in 

2013, 77% of Moroccans felt that medical and health services were extremely corrupt; this was 

the highest percentage of all sectors, save the police (79%). Furthermore, 50 percent of those 

surveyed had to bribe medical and health care workers to receive access to services over the 

previous two years. This state of health care was widely lamented – by those I interviewed, by 

my Moroccan friends, and by those with whom I casually conversed on the street. A series of 

television exposés documented the corruption of doctors and nurses and extortion of patients in 

the public health care system, and it was said one needed money or connections to get seen by 
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doctors or specialists. Those who had neither were often abandoned and treated with contempt (l-

hogrā), I was told. And I heard rumors, for example, of poor women who had been left to give 

birth in the hospital corridors. Finally, however, I should add that I did not see any such forms of 

corruption during my time working in a newly founded child psychiatry department in a public 

children’s hospital in Casablanca.  

Though this was not the focus of my research, the widespread use of alternatives to 

biomedical and behavioral treatment must be understood to have unfolded in this context. I do 

not mean to imply that religious treatments were always a last resort (indeed, they were a first 

resort in some cases, as we have seen), nor that families would have preferred biomedical cures 

to religious cures (though this may also have been true for some), nor that religious treatments 

were less effective, or even that users of religious treatments were always poor (or conversely, 

that those using behaviorist or biomedical strategies were always rich). Indeed, as I have now 

stated several times, the use of “traditional healers” and hybrid treatment regimes was common 

among all kinds of parents; upper-, middle-, and working-class alike. I provide the context of the 

Moroccan health care system here as an example (of which we shall see more in the coming 

chapters) of the interplay between autism diagnosis and treatment, and social and institutional 

forces of integration, inclusion, and exclusion. Although my informants were quite adamant 

about the relative efficacy of particular treatment regimes, my research was not designed to 

adjudicate questions about how well different therapies work; and the findings of my research do 

not support a teleological conception of healthcare whereby biomedicine and technoscientific 

advances progressively displace local and traditional forms of healing. Here, my purpose is 

simply to indicate an important feature in the social landscape in which the widespread use of 

religious treatments unfolds. And it is to these multiple religious treatments, and their 
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corresponding forms of expertise, that I now turn.121  

  

Legitimate Curing and Cures of the Jinn 

 Moroccans are increasingly turning to a new class of popular Islamic revivalist healers for 

expertise in treating disorders of the self (Pandolfo 2009; Spadola 2007, 2013).  The emergence 

of these practitioners has come on the heels of a wave of Islamic revivalism, seen as originating 

in the Arab Gulf, that seeks to globalize what some consider a more “correct” form of Salafi 

Islam (Spadola 2013). This form of Islam is contrasted to a “traditional” form of Moroccan Islam 

that is said to contain a number of heretical practices. Known as rāqiyyin (practitioners of ruqya 

sherʿiyya, or “legitimate curing”), these modern Islamic healers effect their cures by reading 

specific verses of the Holy Quran. rāqiyyin distinguish themselves from vernacular healers 

(discussed below) by relying solely on the healing power (shifaʾ) of the Quran. As I argued 

above, these religious therapies were not at odds with the aims of autism activists and experts; in 

fact, treatment of the rūḥ in this manner could be used implicitly to support ethical arguments for 

intense therapeutic investment.  

 Unlike rāqiyyin, vernacular healers like foqha (singular, fqīh), religious brotherhoods and 

others who practiced cures of the jinn (like female “seers,” shuwāfa) were considered heretical 

(Spadola 2013). Nearly every urban Moroccan I spoke with told me that the cures of the jinn are 

a form of shirk (which can be glossed as “polytheism”), and therefore ḥarām (“prohibited”); one 

should supplicate directly to Allah, they said, not to an intermediary (waṣīṭ) (See also Newcomb 

2013).122 According to this approach, only Allah can make miracles (muʾjizat) and one must seek 

divine assistance directly from him, not from the descendants of a dead saint (e.g. religious 

brotherhoods) or from a religious healer (a fqīh) who may work with the jnūn (Pandolfo 2009). 
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Indeed, this is relevant for our present purposes because, as I discussed above in the section on 

majnūn and madrūb, many parents wondered if their children’s odd (or “autistic”) behaviors 

might have been caused by jinn possession. Interestingly, Spadola reported that a growing 

proportion of patients brought to revivalist and vernacular Islamic healers in Morocco were 

children (2004:149), and a fqīh I interviewed told me that the vast majority of his clients were 

mothers bringing children. 

 Moroccanist scholars have a longstanding interest in jinn possession and the different 

experts and therapies associated with it. They have documented the pilgrimages to saints’ tombs, 

religious brotherhoods, and spiritual experts that work to rid the possessed of inhabiting spirits 

and to therapeutically fold the afflicted into novel social roles (Westermarck 1968; Geertz 1968; 

Crapanzano 1973, 1975, 1977; Pandolfo 1997; Aufauvre 2009; Spadola 2013). Such cures 

typically come about through carefully staged encounters with the possessing jinn/jnūn.123 These 

encounters can be orchestrated by a variety of experts in religious healing. A fqīh, said to possess 

occult spiritual knowledge, might write amulets or stage an exorcism (Spadola 2009). While the 

legitimacy of working with jnūn is often questioned, their existence is taken for granted by 

nearly all Moroccans, as they are mentioned repeatedly in the Quran (Spadola 2004; 2013). 

Further, while people told me that traditional religious healers were heretical, they also took for 

granted that they could be extremely powerful and effective. A religious brotherhood might also 

summon jnūn, though they do so through rhythmic movements that help ease adepts into ecstatic 

states of entrancement – or jidba, as discussed above – and coax the spirits out of hiding 

(Crapanzano 1977). Such vernacular experts might evict the inhabiting jinn or strike a sort of 

pact with him or her (Spadola 2013). The possessed might also seek the bārāka (literally, 

“blessings”) associated with descendants of a saint buried at one of the myriad small, white 
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domed saints tombs dotting the Moroccan countryside and tucked throughout Moroccan cities 

(Crapanzano 1977). 124 Through such intermediaries, supplicants seek both peace with the jnūn 

and therapeutic respite from the suffering that comes with possession. However, the influx of 

ideas and discourses of Islamic revival have marked such practices as heresy and sought to 

replace them with the “legitimate” practice of ruqya.  

 

Saints’ Tombs  

 Saints’ tombs (marabouts) have held a special place in the anthropological investigation of 

Moroccan culture (Westermarck 1968; Geertz 1968; Crapanzano 1973; Newcomb 2013). They 

are also a favorite punching bag for mental health and disability activists of all stripes, and many 

urbanites view them as an index of ignorance and backwardness among rural and impoverished 

urban Moroccans. According to many of the activists I met, the saints’ tombs were the most 

likely places where undiagnosed autistics would likely be found. Indeed, several of the families I 

met had, at some juncture, tried their luck with the cures of the saints’ tombs, hoping to find a 

cure or to alleviate their child’s suffering. During my visit to two saints’ tombs, which I describe 

below, I did encounter people who appeared to have cognitive or intellectual disabilities. Of 

course, whether such people in fact had autism or not is beyond the scope of my research. More 

importantly, from a sociological perspective, I would argue that they did not. They were not 

regarded as autistic and were not being interacted with on that basis, as far as I could tell. My 

point in this section, rather, is to show that such sites constitute places where people with 

unusual, non-normative habits and behaviors are brought in search of a cure (and perhaps to beg 

for money). Indeed, I want to suggest that, having been marginalized or excluded from many of 

the typical sites of sociality (family, friends, school, etc.), such people might experience some 
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measure of belonging at these sorts of sites. First, however, I will provide the broader context of 

saints’ tombs in contemporary Morocco.  

 The French term marabout is often used by scholars and outside observers to describe 

saints’ tombs. It is a French transliteration of the Arabic term mrabeṭ, which is derived from the 

trilteral root m-r-ṭ, meaning “to tie” or “to attach” and initially referred to “one who is tied to 

God” (Eickelman1976:25). However, it has an eerie resonance in contemporary Morocco, where 

people are often tied up in chains or ropes at saints’ tombs.125 In contemporary public debates, 

one particular saint’s tomb, called Bouya Omar, has become the metonymic stand-in for the 

whole mass of traditional cures for mental illness or handicap in Morocco. An hour and a half 

drive from Marrakech, Bouya Omar has become known as a sort of dumping grounds for the 

mentally ill, drug-addicted, or handicapped. A series of exposés appearing in television and 

newspapers depicted an abject scene of dirty bodies chained to walls or roaming madmen with 

shackles around their ankles. Many of the afflicted inhabitants who were interviewed by 

journalists claimed to have been abandoned by their kin after being brought there under the 

pretense of being cured and picked up a month later. Despite Bouya Omar’s infamous reputation 

in the popular imagination, many of those I spoke with still had family and friends who had 

voyaged there to seek cures or interventions in worldly affairs; others still told me that they had 

visited it, but only as tourists there to see a local curiosity.   

 While I was unable to visit Bouya Omar myself, I did visit other saints’ tombs and 

religious healers. In particular, I visited Sidi Ali, the home base of a Sufi brotherhood called the 

Hamadsha, a group extensively described by anthropologist Vincent Crapanzano (1977). There 

are two saints’ tombs located in Sidi Ali, just outside the ancient imperial city of Meknes, which 

is situated between Fes and Rabat. I visited the tombs on the occasion of the mawlid (the prophet 
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Mohammed’s birthday), one of the better-known annual festivals (muwasem [pl.], moussem [s.]) 

in Morocco. Pilgrims come from all over the country to attend the weeklong event, and vendors 

line the narrow road running between the two saints’ tombs. When I arrived with my wife, an 

American photographer friend, and a Moroccan friend, the campgrounds were already packed, so 

much so that we were literally trapped at one point on a steep incline in the road with our rental 

car surrounded on all sides by the flow of foot traffic; indeed, the clutch of pedestrians walking 

in either direction had themselves become more or less stuck. Arms, torsos, and faces pressed 

against the hood and windows of our rental car, and it took several minutes for the clog to 

resolve itself and the flow of people to resume. 

 All throughout the small town, tents and stands were set up where vendors sold their wares 

or offered their services. Some sold herbal remedies; others advertised their services as a fqīh or 

a shuwafa (“seer”) offering to diagnose and treat possession or to predict future events (hezz al-

khīṭ [literally, “pull up the string” to peek into the future]). In some of the tents at night, we 

found groups of people encircling dancers who moved rhythmically to the beat of drumming. 

Inside houses, similar scenes played out in more intimate settings.  As we walked around, we ran 

into a number of adepts of different brotherhoods who told us when and where to show up to see 

them perform in various houses later at night. In these varied sites, a wide range of Moroccans 

sought cures and distractions, entertainment and good fortune.  

 On a few separate occasions, someone from the crowd – typically a woman – would stand 

up and begin to dance vigorously for a while. Ultimately, he or she would throw him- or herself 

on the ground and continue shaking in a convulsive movement. People would rush over and hold 

the person, offering him or her some water and comfort. These were, our Moroccan friend 

explained, people who were being “struck” by a jinn (madrūb, a term I discussed above), and 
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indeed this was the very purpose of the dancing: to invite the jinn to make their presence known 

and perhaps to effect a better relationship with them (see Crapanzano 1973).  

 Inside the building that housed the actual saints’ tomb itself there was a different scene. At 

the tomb for Sidi Ali, dozens of pilgrims had set up blankets along the walls, where they laid on 

the ground or sat together. According to prior scholars, such supplicants typically come seeking 

to heal some ailment or to solicit the saint’s intervention in some worldly affair, such as marriage 

or reproduction (see Mernissi 1977; Newcomb 2013). Some pilgrims circumambulated the 

saint’s tomb itself, and others brought animals for sacrifice, as a gift for the saint in hopes of 

receiving his baraka in return. In and around the tombs themselves, I also encountered a number 

of seemingly intellectually disabled adults accompanied by people I assumed were their parents 

or relatives.  

 Outside the saint’s tomb, for example, a teenaged boy stood in front of a small pile of 

burning trash. He twirled his fingers in front of his face and rocked in place, smiling, as he 

watched the trash burn. Periodically, he would wander around in search of more trash to add to 

the pile. He was not there to beg, and a couple of nearby adults seemed to be keeping tabs on him 

as he found amusement in his modest pyrotechnics.  

 Inside the saint’s tomb, we came across one woman, her skin rough and sun-darkened, who 

looked to be in her twenties. She twirled a piece of string in her hands and shuffled around, her 

arm hooked through her companion’s and her head tucked down. They approached me and the 

companion asked for some baraka, meaning she wanted money. I worried at first that she was 

targeting me as a foreigner, but I handed her some dirhams anyway. As I stretched out a hand 

full of coins, the companion turned a bit so that her charge would be within my reach. I took this 

to mean I was to give her the money. She did not look up, though, just kept on twirling her string 
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in one hand. I pressed the coins into her other hand, and her companion quickly took them and 

placed them in her own pocket. As time went by, I watched them approach and beg from each of 

the pilgrims as they arrived, and several others gave them money in the same way. Later, I 

approached the two women to ask why they had come to the saint’s tomb. The companion turned 

out to be her mother, and she told us that they had come so her daughter could get better. She had 

been this way since she was a child: hard to reach and unable to speak. They had been there three 

months and, while she had not yet started speaking, the mother felt she seemed to be getting a bit 

better.  

 While some of the exposés I mentioned above describe abject forms of neglect at certain 

saints’ tombs – people chained to walls and living in squalor – at the festival in Sidi Ali, by 

contrast, I found that these people with what seemed like cognitive disabilities appeared to be 

tolerated and accepted (even expected) in the context of the saints’ tombs, at least during the 

moussem, in ways that they might not have been in certain other public spaces. This is not to say 

that no neglect and abuse occurs, perhaps it does elsewhere or behind close doors. And it is not 

to contradict the point that activists make – namely, that such children and adults deserve to be in 

school or in jobs, to be included in society. But it does point to the possibility that the saints’ 

tombs provide a sort of refuge or sanctuary for some families, especially those with very limited 

means, and allow them to experience some measure of social belonging.  

 

El-Mekki 

Another key site of healing that I came across in my fieldwork was a unique figure, 

working in Skhirat, a coastal city situated between Casablanca and Rabat, who recently rose to 

prominence in Morocco and abroad. Perhaps more than any other healer, Mekki Torabi, often 
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called El-Mekki or El-Mekki dyāl Skhirat, illustrates the hybridity and bricolage found in the 

field of therapeutics of the self in contemporary Morocco. El-Mekki is something of an 

international phenomenon. He is a complex figure, simultaneously speaking the language of 

science and technology and of local religious and cultural traditions. There are dozens of videos 

of him on YouTube. News reports from Sarajevo show El-Mekki presiding over a warehouse of 

sick or disabled Bosnians. He is said to have “magnetic powers” (ṭāqa maghneṭiyya) that can 

heal the afflicted. During my time in the field (2010-2013), El-Mekki was receiving supplicants 

at his family farm just outside Skhirat, a small town near the coast situated between the 

economic and political capitals of Morocco, Casablanca and Rabat. He uses his powers to heal 

the sick by laying his hands on their bodies and by touching bottles of water, which they are 

instructed to drink later on. Day after day, the parking lot at El-Mekki’s farm was full of local 

taxis and cars with license plates from all over the country, both battered old Peugeots and 

sparkling new BMWs – El-Mekki catered to rich and poor alike. 

 The supplicants line up to be seen by him out in the open air, next to the stables of his 

family farm. He lays his hands on each one in turn, including the women. After seeing him, they 

sit in chairs around him, “soaking up his energy,” they said. Once he has seen everyone, El-

Mekki steps up onto a small stool and blesses those who came, pronouncing a few words from 

the Quran and then bestowing blessings on the royal family and all of Morocco in a style typical 

of the adepts of a religious brotherhood. He then forms his hands into a diamond shape and 

beams his energy out to the crowd. The supplicants all hold up their bottles of water. El-Mekki 

was said to have cured people of HIV, cancers of all sorts, possession by jnūn, and afflictions 

caused by black magic.  

.  
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Image 3.1 Supplicants lining up to be seen by El-Mekki. Photo by Jesse Neider. 

 

I met El-Mekki when one middle-class Rabati family I knew began to take their 6-year-

old autistic son, Hamid, to him. A good family friend of theirs was a devoted follower, making 

her way to El-Mekki’s farm nearly every day, and she was sure that Hamid could benefit from 

his healing powers. Having tried nearly everything else, Hamid’s high-school educated mother 

felt that she had nothing to lose. So they tried it. The first time they took him there, El-Mekki 

diagnosed Hamid with a problem in his brain. There was damage toward the base of his skull in 

the back, something to do with the vessels, El-Mekki told them. It would take two years to heal 

Hamid, and they would need to bring him to El-Mekki every day. Like many of the other 

therapies this family tried, they engaged in treatment with El-Mekki only sporadically. It was a 

twenty-minute drive from their house to his farm, and each trip required them to purchase and 
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3.2  El-Mekki water ritual with supplicants holding up water. Photo by Jesse Neider. 

 

donate a cone of sugar for seven dirhams (a little less than $1 US, but enough to purchase a 

simple sandwich in Rabat). And so they did not bring him every day, but they did bring him from 

time to time, and when his older brother had an important high school exam, they brought him to 

see El-Mekki too, just in case his powers could help.    

Hamid was not the only autistic child whose family was seeking care at El-Mekki’s farm. 

I saw one seven-year-old girl who did not speak and who displayed a number of signs commonly 

associated with autism. For example, she often flapped her hands at her sides as she ran around 

the farm, and jumped in place while staring into wide-open space. She approached strangers and 

tapped her hands on their legs or arms, then skipped off. Her mother told me that she was unsure 

whether she was majnūn or meṣeṭṭī or something else altogether. She was planning to take the  
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Image 3.3 El-Mekki laying hands on a supplicant while others sit in chairs around him. Photo by Jesse Neider 

 

girl to a psychiatrist to see if she could get more answers. Hamid’s father also told me that he 

met several parents whose children were clearly autistic, some diagnosed and others not. Like the 

saints’ tombs, El-Mekki’s farm was a place where many varieties of odd behavior were easily 

tolerated. The farm landscape – in contrast to the hospital or school environment, for example – 

allowed children to run around, play, and interact with strangers, like the young girl described 

above. It also allowed them to be folded, however partially, into a supportive community of 

fellow supplicants.  

Importantly, and unlike the rāqiyyin or the foqha (plural of fqih), El-Mekki took on the 

treatment of modern medical conditions as well as spiritual afflictions. As I mentioned above, 

people reported being told by both vernacular and revivalist religious healers that their child had 
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Image 3.4 Young girl at El-Mekki’s farm. Photo by Jesse Neider. 

 

a “problem for a doctor.” These healers often distinguished their area of expertise from that of 

biomedicine. By contrast, El-Mekki told me unambiguously that he could cure autism 

(tawaḥḥud), just as he cured cancer, HIV, diabetes, among other medical conditions. He also 

treated all forms of mental illness, afflictions of the soul, and derangements of the mind. In other 

words, El-Mekki treated the body and all of the constituent components of the self, ʿaqel, rūḥ, 

and nafs. He couched his treatment in the terms of modern science and invited me as a scientist 

to study his patients. He did not try to apply a different diagnosis onto the child or to offer simple 

symptomatic treatment. Rather, he sought to compete head-on with established medical 

treatment, which he felt was corrupt and often ineffective. That said, perhaps for legal purposes, 

he always encouraged his patients to continue taking the medicines prescribed to them by their 
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physicians.    

Because of the commercial setup of his operation and the breadth and extent of his claims 

of success, detractors argue that El-Mekki is simply a charlatan. In the area where he receives 

supplicants, there is a stand where his extended family members sell visitors water and cones of 

sugar, which must be given as a gift to El-Mekki. One family member sells you the sugar. Then, 

you walk several steps to get in line, where another family member greets you and takes the 

sugar from you and puts it in a container. Once filled, the container is brought back to the stand 

where the sugar can, somewhat comically, be sold to other supplicants. In this way, El-Mekki is 

never personally handed any money or gifts. But the sugar circulates, and the cash accumulates.  

Despite the blatant, if modest, commercial activity at the farm, many devotees swear by 

El-Mekki’s healing powers. As they sit in rows of chairs behind him and to his side, soaking up 

his powers, people pass around their personal cell phones with videos of exorcisms El-Mekki has 

performed. El-Mekki, in the throes of an exorcism, often speaks foreign tongues with native 

fluency, they said. Bright beams of light crossing some images lent photographic evidence of El-

Mekki’s power, one man showed me. And they traded stories of both El-Mekki’s miraculous 

cures and the corruption and utter inefficacy of local medical establishments. Cancer patients 

wrecked by chemotherapy, for example, had finally been cured here by El-Mekki, they said.  

To describe El-Mekki’s powers, they used a range of technological metaphors. Both 

people and water that had been touched by El-Mekki were said to be meflashay. meflashay 

comes from the French verb flasher (by adding the me-prefix, one renders the word a Moroccan 

Arabic noun). People also use a novel Moroccan Arabic verb, kayteflasha, to say someone 

became meflashay. Flashé has a number of meanings in colloquial French – including to be 

“attracted to” or “magnetized by” someone or something, and so this neologism makes sense in 
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the context of El-Mekki’s magnetic powers. But my Moroccan interlocutors explained it to me in 

terms of cell phones and other electronic devices. A cell phone that has been rebooted is termed, 

meflashay. El-Mekki reboots people by absorbing energies or possessing jinn from them. He 

then reboots himself. This explains why he can sometimes speak foreign languages. When he 

absorbs a German-speaking jinn from another person, he then takes on that jinn’s linguistic 

abilities. 

 El-Mekki emblemizes the kind of hybrid arrangements – blending modern and traditional, 

foreign and local elements – found throughout contemporary Morocco, especially in the field of 

therapeutics of the self. If the original choice for Moroccans seemed to be one between 

traditional sites of healing and modern forms of medicine (Pandolfo 2000, 2008), healers like El-

Mekki appear to offer a hybrid alternative. Steeped in technological metaphors, categories and 

terminology of medicine, and with a strong multimedia presence, El-Mekki takes the role of 

modern healer. In contrast to the “traditional” fqih whose knowledge is occult and whose 

practice is highly secretive (Spadola 2013), El-Mekki welcomed me, as a scientists and 

researcher, with open arms and invited me to study his patients in order to prove the efficacy of 

his treatments, and he welcomed my photographer friend as well. He has appeared several times 

on television in Morocco, Bosnia, and elsewhere. However, his practice also resembles that of 

the “traditional” fqih insofar as he engaged the jnūn directly in struggles in order to free patients 

from demonic possession (Islamic revivalist healers use only the power of the Quran to evict 

jnūn). This too, though, was mediated through the technological language of being “rebooted” 

(meflashay) and was captured and circulated through cell phone videos. His formulaic daily 

address to his patients followed a structure similar to that of the religious brotherhoods. In this 

way, El-Mekki provided a hybrid alternative to healers perceived as “modern” (the physician or 
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raqi) or “traditional” (the fqih, shuwwafa, or religious brotherhoods). Further, the hybridity of his 

style, and the fact that families of autistic children used his services while also bringing their 

children to see doctors and to attend autism associations, highlights the complexity of the 

contemporary field of therapeutics of the self in Morocco and emphasizes their fluidity. Finally, 

the fact that El-Mekki has found such a fruitful niche in taking on all sorts of recalcitrant medical 

conditions (e.g., HIV, cancer, autism, schizophrenia) also speaks to the unfulfilled promise of 

modern medicine and to families’ dissatisfaction with the Moroccan healthcare system.  

 

 
Conclusion 
 
 

This chapter took as its starting point the seemingly straightforward task of the translation 

of the world “autism” in Morocco. Yet, as evidenced by parent efforts to distinguish tawaḥḥud 

from inṭiwā, even this simple undertaking required a form of linguistic activism to establish the 

particular nature of autistic disorder and appropriate treatment. As we have seen, such linguistic 

activism both draws upon and attempts to intervene in a contested field of local philosophies of 

interiority, and architectures and techniques of the self. Parent activists used creative, and 

sometimes contradictory, collocation of biomedical and vernacular understandings of disorder, 

attempting to differentiate autism from other disorders of the mind, self, and soul. They were 

particularly concerned with marking the distinction between autism and possession (or problems 

of the “soul” [rūh]) and mental illness (or problems of the “self”[nafs]), which implicated experts 

and forms of expertise – namely, cures of jinn, religious healers, or psychiatrists – that they 

believed to be ineffective or even harmful. Locating autism in the mind (ʿaqel), however, 

activists had to struggle against particular conceptions of the potential of those with “small 

minds” – such as small children, or those with severe mental handicap – who were assumed to be 
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incapable of learning or understanding. As we have seen, such struggles over autistic personhood 

and the locus of disorder were more then just pedantic perseverations on semantic nuances. 

Rather, they had practical implications for whether and how the child would be treated: would 

the child be the proper recipient of discipline or charity? Would he be spoken to, told the truth, 

lied to, or ignored? Would she be considered worthy of the investment of time, resources, and 

attention? Would he be integrated with “normal” children, or considered a threat and isolated? 

Would the family seek out a psychiatrist, an exorcism, the assistance of a religious healer, or 

behavioral therapies?  

Here, I want to emphasize autism’s polyphonic character. As we saw in the resonance 

between local depictions of autism and the majdūb, for example, even as parents tried to craft a 

particular image of their child by delineating hard boundaries between autism and other 

vernacular understandings of disorder, local categories and cultural histories continued to shape 

how they understood autism’s salient features. The complexity and multiplicity of autistic 

personhood was mirrored in hybrid treatment regimes that combined philosophies and principles 

that appeared incommensurable. Families of all classes, including the upper- and middle-class 

families with whom I conducted my fieldwork, combined so called “modern” therapies with 

“traditional” ones, “legitimate” religious cures with those considered ḥarām (“forbidden”), and 

behavioral techniques with trips to the psychiatrists, despite the stated antagonism. Indeed, 

although widely critiqued, religious sites appeared to be places children with various forms of 

mental disorders might find some measure of acceptance. Furthermore, relative to the Moroccan 

public health care system, religious treatments – traditional, modern, and hybrid – were perhaps 

more accessible, and coupled with less discrimination towards rural and working-class families. 
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In the following chapter, we will return to the themes of inclusion and exclusion in accounting 

for the formation and spread of autism associations in Morocco.  
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Chapter 4 

 
Where the Category Lives:  

Autism Associations as Hubs for Looping 
 

Introduction: Accounting for Autism’s Proliferation 

 At the heart of this dissertation is the question: how does autism travel? In particular, how 

and why is it traveling to and throughout Morocco, and with what consequences for the category 

and for the children so labeled and their families? In the Introduction, we saw that the category 

autism seemed to be proliferating across Morocco at a relatively rapid pace: from the first 

association for “psychotic” children founded in 1986, to two associations for autistic children 

located in major cities (Casablanca and Rabat) and stand-alone centers (rather than classrooms in 

public schools), to, at the time of this research, over 40 autism associations mostly running 

classrooms in public schools across Moroccan cities both large and small. One possible 

explanation for this rapid spread of the diagnosis is that now-enlightened experts are finally 

correctly diagnosing children as autistic instead of using competing categories like majnūn 

(possessed by jinn) or psychotic or ḥmaq (“crazy”) or matʾakhkhar (“retarded”), etc. Another 

possibility is that therapies are curing autism and attracting families to the label that way. As I 

explained in the Introduction, each of these theories holds some explanatory power. But neither 

one is fully satisfactory from an anthropological or sociological perspective. Therapies are not 

curing autistic children in Morocco, or anywhere else for that matter, en masse; but they are 

helping to make the category autism “stick,” so to speak, by clarifying the symptoms associated 

with autism, helping parents to understand and respond to their child’s needs, and enrolling 

parents in the ethical project of autism parenting. Moreover, the diagnosis autism, as discussed in 

the Introduction, is shrouded in epistemological uncertainty. And as we will see below, the 
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category autism is not circulating in Morocco primarily in the guise of a technically defined list 

of symptoms found in the American DSM or even the French CFTMEA. Rather, it circulates 

primarily as a prototype via concrete examples and specific instances or “cases.”  

 This chapter and the one that follows deal with questions of identity, personhood, and the 

transnational traffic in categories of kinds of people. As I noted in the Introduction, the global 

circulation of psychiatric categories differs from that of other medical categories with clear 

organic causes. A person who is infected with the HIV virus in Arkansas will have the same test 

result as someone infected with that same virus in Marrakech or Beijing or Prague (or at least the 

same statistical likelihood to get that result based on the sensitivity/specificity of the diagnostic 

instrument). The same is not true for psychiatric diagnoses. Moreover, as discussed in the 

Introduction, the diagnosis of autism in particular is shrouded in epistemological uncertainty; the 

boundaries of the disorder – what kind of person an “autistic” is – have shifted greatly over time 

and they are indeed the subject of heated debates. The category autism, to borrow Hacking’s 

phrase, is a “moving target” (2007:23); what counts as autism and which people are labeled 

autistic changes over time and across contexts. By examining autism’s travels and 

transformations ethnographically and focusing on “the ordinary dynamics of human interaction” 

(Hacking 2002:100) – instead of emphasizing texts and philosophies à la Hacking – I examine 

not just what autism might be in Morocco, but how actual subjects are inhabiting and enacting 

this new category of personhood there. 

 A number of scholars and journalists have recently examined the way psychiatric 

categories are traveling globally. Perhaps the most prominent recent account came from 

journalist Ethan Watters in his New York Times article, titled, “The Americanization of Mental 

Illness,” and his book, Crazy Like Us: the Globalization of the American Psyche. Watters 
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describes a kind of psychiatric imperialism where Western corporations and professionals are 

bringing DSM diagnoses to other countries and cultures via humanitarian or capitalist ventures, 

thereby displacing indigenous concepts of mental health and illness and changing the way 

suffering is understood, treated, and expressed. Watters writes, “…a handful of mental-health 

disorders – depression, post-traumatic stress disorder and anorexia among them – now appear to 

be spreading across cultures with the speed of contagious diseases. These symptom clusters are 

becoming the lingua franca of human suffering, replacing indigenous forms of mental illness” 

(2010:n.p.). Watters’ account is a rather cynical one, which sees American psychiatry as a kind 

of McDonald’s of the Mind, extending its reach globally in order to increase profits and power. 

However, accounts like Watters’ tend to skip over an important part of the story. How do these 

diagnoses gain traction and catch on in foreign cultures? Do they simply steamroll their way into 

novel cultural contexts by the sheer power of cultural imperialism? Do local experts and patients 

have any thoughts or agency in the matter?  

 As anthropologist Andrew Lakoff has shown with the case of bipolar disorder in 

Argentina, a certain type of local niche needs to come into existence within which the category 

can take hold and thrive so that patients and clinicians can latch onto it (2005). Lakoff deftly 

demonstrated the medico-bureaucratic aspects of the developing niche for bipolar in Argentina. 

This included the regulatory framework for psychiatry, the market for psychopharmaceuticals, 

the collective memory of anti-capitalist health activism and social psychiatry’s attachment to 

psychodynamic theory. Together, these factors make it possible for people to use and identify 

with the category “bipolar disorder.” Lakoff’s examination of bipolar in Argentina focuses on the 

supply side of the equation, so to speak. He examines the experts who diagnose and treat mental 

disorder, the pharmaceutical companies who seek to influence those experts, and the 
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epistemological and regulatory context in which they operate. In Lakoff’s telling, the local 

experts are neither Third-World dupes entranced by the glimmer of Western biomedicine, nor 

stubborn resistors holding on to archaic and primitive forms of knowledge. Rather, they are 

experts creatively using new neurobiological ideas and treatments in conjunction with or 

alongside a particular style of psychoanalysis and social psychiatry that was historically 

ingrained in Argentinian psychiatry. However, in providing such a focused and nuanced analysis 

of expertise, Lakoff sidelines the demand side of the equation, so to speak. Why do people attach 

themselves to the category bipolar (or not) in Argentina? Similarly, going back to the topic at 

hand, we could ask, why do people attach themselves to the category “autism” instead of one of 

the many other categories of disorder? Indeed, why attach oneself or one’s child to any particular 

category of disorder at all?  

 This chapter and the one that follows attempt to understand why so many Moroccans have 

been developing a “passionate attachment,” to borrow Judith Butler’s phrase (1997), to the 

category autism in recent years. This chapter shows how an institutional niche emerged in urban 

Morocco within which the category autism could begin to gain a foothold and people could 

begin to latch on to it. These chapters complement Lakoff’s analysis by taking a follow-the-

category approach (described in the Introduction), tracking the autism label as it moves beyond 

the walls of the clinic and outside the realm of medical markets and regulations. Indeed, I 

examine autism’s institutional niche by tracking the people who are building, inhabiting, or 

traversing the institutional landscape of autism care, activism, and expertise. Using a fine-

grained ethnographic and life-historical lens focused on the experiences of affected families, I 

aim to characterize this institutional landscape in the making. Heeding Susan Reynolds Whyte’s 

insight that people are crafting lives, not just identities (2009), I also place the category in 
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relation to the broader concerns and experiences of affected families. This allows us both to 

capture looping processes in motion from a novel perspective and to understand a different set of 

forces that contribute to the development of a fertile niche within which the category can thrive 

in Morocco and people can attach themselves to it.  

 

Social Influence and the Proliferation of Autism 

 The processes that I describe in this chapter show how the label autism is spreading in 

Morocco by social mechanisms. Recent sociological work by Peter Bearman and his colleagues 

gives credence to such an approach and shows instructive differences in the empirical cases of 

contemporary U.S. and contemporary Morocco. Bearman and colleagues have shown the 

important role of what they call “social influence” in fueling the autism epidemic in the United 

States. Using data from the state of California, they were able to determine that “children living 

very close to a child previously diagnosed with autism are more likely to be diagnosed with 

autism. An underlying social influence mechanism involving information diffusion drives this 

result, contributing to 16% of the increase in prevalence over 2000–2005” (Liu, King, and 

Bearman 2010:1387). In other words, living near a child with an autism diagnosis increased the 

likelihood that one’s own child would receive the same diagnosis. In this way, Watters is right, 

psychiatric diagnosis can in fact spread in a fashion similar to contagious diseases. However, as 

Bearman and colleagues reported, this finding was not explained by the spread of infection or 

local pollution. Rather, it was driven by the influence of person-to-person contact on parental 

decision-making. Parents typically followed the same referral pathways as their neighbors and 

their child was more likely to receive a diagnosis similar to that of a neighbor’s child than a 

plausible competing diagnosis. As I described in the Introduction, the boundaries between autism 
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and other diagnostic categories is somewhat fuzzy and many children would fit the diagnostic 

criteria for autism as well as other disorders, like intellectual disability (previously called 

“mental retardation”).126 Whether a child ends up being called “autistic” or “intellectually 

disabled” depends on what Bearman and colleagues refer to as “social influence” and 

“information diffusion.”  

 The kinds of autism associations that I describe in this chapter are playing an important 

role in the proliferation of the category autism across Morocco. But here it is not only a passive 

process of “information diffusion” among neighbors (though it is that, too). Rather, there is also 

a much more active, directed process at play. In order to found associations for their children, 

some parents attempted to pull disabled children and their families out of the woodwork, so to 

speak, for recruitment. Further, instead of leading other parents to a particular diagnostic referral, 

they led parents to a specific institutional niche, one where their child could belong and where 

his or her potential might be actualized, at least in part, through therapeutic work. Indeed, 

without the offer of a place where families could send their children during the day – for 

example a school or a center that would welcome their children – it is highly unlikely that the 

autism associations would have been able to attract many, if any, families to the label. I have 

come to think of this in terms of the famous line from the 1989 film Field of Dreams, where 

Kevin Costner’s character hears a voice (James Earl Jones’ voice, it just so happens) telling him, 

“If you build it, they will come.” To a certain degree, that is how the category autism has been 

proliferating in Morocco. The diagnosis did not gain salience or gather the necessary momentum 

until the institutional groundwork was laid. The category, in other words, lives in an institutional 

ecology, which helps make it become alive and meaningful to people in Morocco. And it is 

within this particular institutional ecology that the category is being shaped and reshaped.  
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 In this chapter and the following one, I focus on the question: what makes the category 

autism “stick”? In order for the category autism to proliferate in Morocco, it needs to become 

alive and meaningful for people there.127 I will argue that autism’s proliferation in Morocco is 

due, in part, to the coupling of therapy with a host of related concepts and roles within novel 

institutional settings. Indeed, the institutional emplacement of autism, I will argue, helps make 

the category “stick” – or become a durable identity – in certain cases and in others cases not. 

Further, these institutional contexts come with particular temporalities (distinctive ways of 

breaking up time, of pacing interactions, and of orienting to the near- and long-term future) that 

rearrange expectations and structure interpretations and interactions. Ultimately, these new 

frames and temporalities help invest the category with a certain vitality and clarity while infusing 

therapy with a kind of urgency for parents. As a result, the category becomes an active feature 

that structures daily life at home and in schools, and therapeutic practice allows parents to 

imagine and visualize their child’s potential and to experience the recalcitrance of his or her 

more difficult behaviors. Moreover, for many Moroccan parents, the autism label itself is often 

of secondary importance. Finding an institutional home for the child during the day and a set of 

techniques for interacting and dealing with him or her at home is paramount. In other words, for 

many families, the fit between child and place and between child and method is more pressing 

than that between child and category. Ultimately, children become autistic, sociologically 

speaking, not through a quest-like journey for diagnostic truth, but in the same way that parents 

become “autism parents”: over time and through practice, identities sedimented into place as 

they become embedded in autism worlds.128  

 In this chapter and the following one, I am extending the theoretical arguments I made in 

Chapter 2. The two chapters trace, from different angles, the processes that have allowed the 
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category autism to travel throughout Morocco. In short, the point is that autism therapies and the 

institutions in which they are practiced play a crucial role in the broader social processes that 

give the category autism local traction and shape its contours. As we will see, this takes place via 

a process of mutual alignment of category and case. In other words, people come to understand 

the category autism through particular children who are labeled autistic; in turn, as we will see 

below, they also come to understand those children through the category. The present chapter 

focuses on the key role of institutions and responds to the first possible explanation described 

above (the epistemological explanation about the truth-value of the autism diagnosis). It uses the 

cases of several families and autism associations in order to detail the social, economic, and 

historical conditions that have encouraged (or sometimes impeded) the proliferation of the 

autism category in Morocco. It demonstrates how the diagnosis comes to stick in some cases and 

others not. In doing this, it also provides a partial explanation of why the category autism in 

Morocco has, at least until the present, been largely restricted to more severe cases, such that a 

more narrow prototype of autism as a severe and highly disabling condition has remained 

dominant, in contrast to a broader conception of an autism spectrum popular in the U.S. and 

elsewhere.  

  As I will discuss, parent-run autism associations have played a crucial role in this process 

for, among other reasons, the simple fact that they provided a location where kin and others 

could come and see actual autistic children. In a sense, these associations were the primary 

location where the category lives, so to speak. In this way, as the title of this chapter suggests, 

associations might be understood as “hubs of looping.” Parents come and recognize (or not) 

family resemblances between their own child and the children they see there.129 These examples 

ultimately serve to shape and solidify a particular image of autism. This is a main feature of how 
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the looping effect works in Morocco. And this is why, at least in the Moroccan case, the 

institutional emplacement of autism and the establishment of autism therapies are so key. They 

help make the label “stick” in certain cases (and, as we will see, in others cases not). Those 

cases, in turn, constitute the pool of examples that shapes and reshapes the way that people think 

about autism. (This is, of course, complicated by the fact that things were rapidly changing, as I 

will note throughout the chapter.) 

 An important aspect of this chapter’s argument, and of my project more broadly, is that the 

autism prototype in Morocco has largely been forged from the ground up. It developed within the 

quotidian context of everyday life, rather than coming down through campaigns aiming to “raise 

awareness” or “diffuse information.” This ground-up process differs from the top-down one 

described in other places. In Turkey, for example, Emine Onculer has shown (2012) that autism 

emerged there in high-profile awareness-raising campaigns, fundraising events, and television 

spots. Turkish autism associations have largely been concerned with organizing such events and 

have little involvement in service provision. Of course, Moroccan parents have worked to make 

autism appear in the media, and they are having increasing success on this front. But I will ague 

that Moroccan autism associations have been first and foremost service providers, and autism 

activism has tended to operate in a “ground-up” fashion: by building autism classrooms, 

constructing the building blocks of autism therapies and circulating their personal stories among 

other parents and within broader publics.130  Before providing the ethnographic evidence for this 

argument, I begin by charting the theoretical background for the concept of an autism prototype.  
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Autism as Prototype 

Early cognitive psychologists argued that categories, whether natural (e.g., fish) or 

manmade (e.g., chair), were logically structured, replete with necessary and sufficient conditions 

that determined membership. In short, the idea was that we learned, constructed, and thought of 

categories in terms of their rationally defined inclusion/exclusion criteria. A more recent wave of 

scholars, informed by Wittgenstein’s later work and led by Eleanor Rosch, has argued that 

humans often understand and think of categories through prototypes.  

A prototype is defined as the example that is most likely to come to a person’s mind 

when thinking of a given category. For instance, when asked to give an example of a bird, 

respondents are much more likely to name a robin than a pelican or ostrich (Hacking 1995) 

because it is considered a better example of the category bird. But that does not mean we could, 

for instance, rank in a linear fashion the ‘birdiness’ of various birds: e.g., robin then pelican then 

ostrich. That is because birdiness is not one dimensional. And that is why philosopher Ian 

Hacking invites us to think of the prototype as a circle with radial lines emanating from its 

center. Different classes of birds would be situated along these radial lines, moving outward from 

the bull’s eye at the center of the prototype. The idea of radial lines is meant to point out that 

different kinds of birds (or members of whatever category for that matter) diverge from the 

prototypical example in structured ways. Members in such radial classes belong to the broader 

category by virtue of sharing traits with the prototypical instance. But they also share structured 

resemblances with some birds and not others. Therefore, we can find two types of birds who 

share little in common with one another – ostriches have short beaks and spindly legs, and 

pelicans have cavernous beaks and stubby legs – but who both share something in common with 

the prototypical bird (they all have beaks, wings, legs; they all lay eggs, etc.).  
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As Hacking writes, “[p]rototypes, and radial classes, whether for birds or for mental 

disorders, are not mere supplements to definitions. They are essential to comprehension. One can 

make a very strong argument, in the philosophy of language, that what people understand by a 

word is not a definition, but a prototype and the class of examples structurally arranged around 

the prototype” (1995:24).131 In fact, the DSM definition of autism implicitly contains this 

prototype logic. As I mentioned above, two people can share the same diagnosis without sharing 

any one particular symptom in common because they are connected to the prototype while 

differing from it along distinct radial lines. 

 Further, as Rosch has pointed out, prototypes are context dependent, not universal (1978). 

If you ask a Moroccan High Atlas villager for an example of an animal, his or her response (I 

would guess it would be goat, cow, or sheep) will likely differ from a New Yorker’s response 

(dog, cat, or rat, I would suspect). Contexts, further, are historical. They change. Likewise, the 

prototype of autism in a given place and time will be based on the specific examples and 

representations of people with autism that one finds there, in addition to the ways of living 

within which they are embedded. That prototype, in turn, will serve to guide families, physicians, 

and therapists. It will influence who shows up at a clinician’s doorstep, who enrolls in an autism 

school, and who wanders with curiosity into an autism awareness event. Moreover, prototypes 

are not destiny-bound to hold a particular shape or to circulate in one specific way. They surface 

in several modalities – films, television specials, public events, newspapers, educational 

institutions, among others – and can shift in unexpected ways (Hacking 1995; 2007).132 This 

final point is particularly important and inserts an element of dynamism that makes cross-cultural 

tracking of the category so interesting. Now, we will turn to an examination of the forging of the 

particular features of the autism prototype in Morocco.  
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Moroccan Educational Institutions and Autism’s Recalcitrance 

  As I discussed in the Introduction, in Morocco the category autism is most often applied to 

cases that would land on the “low-functioning” or more severe end of the autism spectrum in the 

United States. In this section and the ones that follow, I will examine this narrow prototype from 

the perspective of autism associations. Where did these associations come from? How were they 

born? And how did this institutional history come to shape autism as a category?  In short, the 

vast majority of autism associations were founded in response to a child’s serial exclusion from 

existing educational and disability care institutions. In such a way, these institutions provided the 

“surface of emergence” of autism in Morocco (Foucault 1972:41). As Foucault writes, “surfaces 

of emergence show where individual differences…will be accorded the status of disease…[and] 

these surfaces of emergence are not the same for different societies, at different periods” (41). He 

explains that the objects of psychiatry were constituted by the family, work situations, social 

groups, and religious communities “which are all normative, which are all susceptible to 

deviation, which all have a margin of tolerance and a threshold beyond which exclusion is 

demanded, which all have a mode of designation and a mode of rejecting madness [or autism], 

which all transfer to medicine if not the responsibility for treatment and cure, at least the burden 

of explanation” (Foucault 1972:41). As I will show, the autism label and autism associations 

took on the burden of explanation, treatment, and care for those people who exceeded the margin 

of tolerance and passed beyond the threshold for exclusion within the extant institution circuit of 

care in urban Morocco.  

 To begin, I want to provide a brief history of such institutions in Morocco. Although part 

of Morocco’s colonial legacy is an educational system styled largely around the French model, 

Islamic educational institutions predate the French by almost a thousand years, and are still an 
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important feature of Morocco’s educational landscape. Indeed, the history of preschool education 

begins with informal Quranic schools (kuttāb, pl. kutātib). This often involved a local 

community contracting with a religious scholar (imām or fqih) to live among them, teach the 

children basic Arabic literacy and religious principles, and lead the community in prayer. When 

the French Protectorate began in 1912, kindergartens (jardins d’enfants) began to appear in 

Moroccan cities (GEF 2014). Quranic schools in rural and urban areas were rejuvenated in 1968, 

when – in the context of a broader political strategy of Islamization and Arabization of education 

– then-King Hassan II launched a program to improve and standardize Quranic education, such 

that each fqih would follow a syllabus and use a Ministry of Education textbook (Zeghal 

2009:54). In the 1980s, UNICEF launched a series of training programs for foqaha (pl. of fqih) 

in pedagogical techniques, but without adequate financial support. Wagner (1993) thus describes 

the Quranic school classroom as an “austere place” largely due to lack of financial means. “The 

fqih’s salary, the school’s materials, and sparse classroom accommodations are supported almost 

entirely by contributions from the neighborhood, by the nominal, customary fees from parents of 

attending children, and in some cases by a percentage of the collected revenue of the religious 

community, the habous” (48). In contrast to Quranic schools – where the largest portion of the 

day is spent in rote repetition and memorization, and students of varying ages and ability are 

asked to sit for several hours at a time – the so-called “modern” public preschool or kindergarten 

(Fr. jardins d’enfants, Ar. rauḍ al-aṭfāl) “appears to be a much more stimulating place.”  Here, 

children are grouped according to age and ability, and education includes a diverse array of 

games, activities, subjects and methods of instruction (Wagner 1993:51).  

Early childhood education has become a major social issue in Morocco in recent years, 

and the findings of a recent UNICEF study provoked public debate in the Moroccan press 
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regarding the lack of available public preschool education. The study showed that only 60% of 

children 4-5 years old were attending some form of preschool, whether a “modern” French style 

one or a “traditional” Quranic one. Furthermore, only 40% of rural children and only 25% of 

rural girls attended preschool. A 2012 study organized by the Moroccan Department of 

Management of Strategy, Statistics, and Planning (Direction de la stratégie, des statistiques et de 

la planification), showed that 80% of those enrolled in preschool programs throughout the 

country attended “traditional” education programs like Quranic schools (GEF 2014:13). The 

remaining 20% of preschool education was split between public and private schools (usually in 

the style of French crèches (Ar. rauḍ) or nursery schools, which are often located in urban areas. 

In, sum, public education, particularly in rural areas, was largely limited to Quranic schools, and 

many of them were in fact semi-public; even in larger cities, public education was limited and 

so-called “modern” (often French-styled) educational programs – those described by Wagner as 

“much more stimulating place[s]” – were often pricey. Still, in Rabat, families typically did their 

best to piece together the resources to send their children to the best school they could afford. 

Indeed, encouraging quality schooling was highly valued by the families I worked with, and as 

Wagner (1993) suggests, in Morocco as a whole. In Chapter 6, I will pick up this thread again in 

a discussion of moral parenthood in Morocco. For now, I simply want to illustrate, in broad 

brushstrokes, the general landscape of early childhood education in Morocco, so we can begin to 

see how education for autistic children fits in – or, more aptly stated – does not fit in.  

The majority of families of autistic children I met recalled a time when their children had 

been kicked out of a school or daycare center or when the director of some or other institution 

counseled them to take him or her elsewhere because of severe behavioral problems or a need for 

more intensive care. For many families, their child had not only been turned away from ordinary 
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daycare centers and nurseries, but also from specialized centers for the handicapped. In short, the 

majority of the first autism associations were founded to create a space for the most recalcitrant 

cases, for the residuum, so to speak, of the existing institutional circuit. 

 Take the example of 31-year-old Hakim. His mother was an elementary school teacher and 

his now-deceased father was a low-level government functionary. They were part of the 

emerging middle class that populated the suburbs constructed outside Rabat in the 1980s. Early 

on in the same decade, Hakim was turned away from two crêches at the age of two. He lasted a 

mere two days before being sent home from the first, and three or four days at the second, his 

mother told me. The teacher at the second crèche told his mother to take Hakim to a specialist. 

So she and her husband brought him to a psychiatrist at the local hospital. The psychiatrist first 

referred them to a center for psychotic children and then, months later, diagnosed Hakim with 

“Kanner’s autism.” This was the 1980s and psychoanalysis was the regnant theoretical approach 

among Rabat psychiatrists and so Hakim’s autism was labeled a form of psychosis. The center 

for psychotic children eventually closed its doors a few years later when the parent association 

running it disbanded for reasons unknown to Hakim’s mother, and so she placed her son in a 

center for the mentally handicapped. After about a year, the center decided that it could no longer 

accommodate children like Hakim. They were not properly equipped to handle them and, they 

told Hakim’s mother, “the autistics drove them crazy” (ḥemmeqūhum les autistes). So they 

kicked them out. With the help of Hakim’s psychiatrist, his parents connected with the parents of 

other autistic or psychotic children (though remember, autistic children were considered 

psychotic at this point) who had been similarly turned away by this center and others. Together, 

the parents and this psychiatrist founded Morocco’s first association for autistic (psychotic) 

children in 1995. 
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 Consider the similar story of fourteen-year-old Abderrahime, born some 17 years after 

Hakim. He was kicked out of a crèche as a two-year old, his upper-middle class father 

Mohammed told me, because of his “strange behaviors” (teṣerrofāt gharība). After he spent the 

next two years at home, his parents enrolled him in a center for mentally handicapped children. 

They had yet to find a suitable diagnosis for him. Eventually, the director told Abderrahime’s 

parents he was “too hyperactive” (ḥarakī bezzāf), and gave them the choice to medicate the boy 

or pull him out of the center. Unwilling to give their son psychiatric medications, they brought 

him back home and eventually found their way to a French autism NGO that made an informal 

diagnosis. When that NGO opened a pilot classroom, Abderrahime was among the first to enroll. 

When that classroom eventually folded for a number of logistical reasons, his father Mohammed 

founded a new association and opened a series of classrooms in a local public primary school 

that Abderrahime – and 43 other autistic children – now attend.  

 For brevity’s sake, I will stop here at two such examples; others will surface later in this 

chapter and in later chapters. But I want to emphasize that, to my knowledge, nearly all of the 

autism associations in Morocco were founded by parents who found themselves in similar 

situations. Indeed, every one of the 17 associations I visited was founded on the basis of this sort 

of exclusion, and I heard similar stories about other associations that I was unable to visit: these 

associations were founded in order to create a space to educate children who had been expelled 

from nearly every other educational institution. As a result, autism came to be characterized by 

the most recalcitrant behaviors, those most difficult to accommodate or remediate in extant 

institutional settings. Autism classrooms took on those residual cases that strained the caregiving 

and pedagogic capacities of ordinary and special education institutions to their breaking point, 

whether real or self-imposed. Because of the specific character of this institutional niche, autism 
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came to be understood as an off-the-charts kind of disability, one that was too severe for even the 

specialized staff of a typical center for the handicapped. This is the prototype of the autistic child 

that came to exist among Moroccan lay people and experts alike. In later sections, I will return to 

the significance of the prototype for autism’s spread in Morocco.  

  

Making the Diagnosis Stick: Becoming Autistic, Becoming Autism Parents 

 Thus far, I have argued that autism associations are thriving, at least in part, because they 

fill an institutional niche for a wide range of children with extreme behaviors who have been 

excluded from other institutional settings. However, if this explains the popularity of 

associations, it does not explain how, once enrolled, the autism label is able to gain adherents, 

carving out a space amidst other competing categories of disorder. In this chapter and the 

following, I argue that the diagnosis comes to “stick” for a number of reasons. In Chapter 5, I 

will discuss the way that autism therapies work to enroll parents in the ethical project of autism 

parenting. In this section, I want to discuss the way that the institutional emplacement of autism 

is an important part of what makes the category “stick.” In some cases, there is nowhere else to 

go except back to the home, because no other place would accept the child. However, as we will 

see below, for various reasons, some families simply pass through these associations. But for 

those who do stay, accumulated experiences in the autism world can often lead the label to 

sediment in place.  

 Associations attract families partly because of the tremendous social value attributed to 

early childhood education in contemporary Morocco. The moral saliency of simply going to 

school, as we will see below, emphasizes the power of the wound of being excluded from those 

institutions in the first place. Indeed, it reflects how early education, and education in general, 
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has become an extremely important normalizing feature of contemporary Moroccan life, and it 

reflects the importance of the futurity of the child in Moroccan society that is tied to the dream of 

social mobility through education (Cohen 2004:15). Further, as we will see, autism associations 

cause a shift in the moral status of both the child and the parent and they embed both parent and 

child in a novel social world. 

 Indeed, the act of exclusion from educational institutions and the subsequent (re)inclusion 

via autism associations are crucial moments in what we might call “the moral career of the 

autistic child.”133 In his landmark study of mental illness, sociologist Erving Goffman coined the 

phrase “moral career of the mental patient” in order to describe the sequential moral 

transformations of people placed in mental asylums (1961). However, in the case of autism in the 

U.S. and Morocco, it would be more apt to discuss the moral career of a parent-child duo. 

Goffman defines the “moral career” as “the standard sequence of changes in the patients’ way of 

conceiving of themselves” (1961:123). In this way, the moment of diagnosis is a key step in the 

moral career of autism’s parent-child duo. But it is only one step. Entering into (and remaining 

in) an educational environment may be an even more salient moment in the sequence of changes 

in how parents conceive of themselves and their children (and, presumably, the way autistic 

children conceive of themselves).  

 One president of an autism association told me that giving autistic kids a place to go during 

the day was the single most important thing they had accomplished at their association. “In the 

morning, he leaves his house just like his siblings. You see, just that all by itself: parents watch 

their kid pick up his backpack and leave the house just like his siblings – and you can leave aside 

all the stuff about ABA and all that, leave that aside – that alone is a big achievement.” The 

simple act of leaving home in the morning mitigates the child’s difference, placing him on the 
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same plane as other children (bḥālū bḥāl an-nās). A number of parents referred to the school as 

“the natural environment” (al-moḥīṭ aṭ-ṭbīʿī) of an autistic child and several discussed exclusion 

from school in terms of “human rights” (al-ḥoqūq al-insān). Sending an autistic child to school 

positions that child as a deserving citizen and a participating member of Moroccan society. 

Finally, a number of parents talked about the mere fact of putting on a backpack and walking to 

school or being picked up by a bus as being a powerfully normalizing experience that changed 

the way neighbors viewed and interacted with their child. Indeed, it was a crucial part of 

establishing autistic personhood.  

 However, more than just getting the child out of the house in the morning, autism 

associations shift the moral status of the child by making him or her an object of investment. 

These associations differ sharply in this regard from large centers for the disabled. Parents 

described such centers as merely providing “babysitting” (Fr. guardiennage). They reported 

minimal therapeutic investment in the children at such institutions; children and young adults 

were not sent there to learn and maximize their potential but simply to be kept safe and occupied 

throughout the day. In contrast, in Moroccan autism classrooms (similar to the American ABA 

schools where I previously conducted participant observation [see Eyal et al. 2010]), one 

constantly heard aides telling students, “let’s go, get to work (yellah khdem)!” Work (khedma) is 

the watchword of modern autism classrooms, and it is a moral designation. Working with a child 

both indexes potential and seeks to cultivate it. Consider what Hafida, a mother I interviewed at 

an autism association in Casablanca, told me: “I came here to the association and started working 

with an aide. We worked hard for a while. We were always working, we never stopped. When he 

was three and a half years old he worked and worked and worked and al-hamdullilah (“all praise 

is due to God”) he got good at those things we worked on with him. Of course, he wasn’t good at 
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the stuff we didn’t work on with him.”  Progress, as Hafida says, was considered the direct result 

of working with the child. It correlated precisely with the amount of effort invested into him or 

her. 

 Further, some parents and association staff would refer to children as makhdūm (“worked 

with”) or, more commonly, mamakhdūmsh (“not worked with”). They would typically label 

other people’s children as mamakhdūmsh in order to indicate that the child possessed potential 

that was going untapped due to a lack of therapeutic investment or parental commitment. Or 

sometimes classroom aides or therapists would complain that children were mamakhdūmsh at 

home, meaning that the skills they learned in the classroom were not being generalized to the 

home because of a lack of follow-through. Nadia, for example, was a 28-year-old single mother 

who worked as a secretary in an office and lived with her daughter, her nonverbal six-year-old 

autistic son Amin, and her parents and brother. She was a college graduate and her husband 

divorced her shortly after their child was diagnosed, accusing her, she told me, of having faulty 

genes that caused their son’s disability. Nadia noticed a marked difference between home and 

school with her son Amin: “You know, my son at school is nothing like he is at home, because 

no one works with him at home (mamakhdūmsh f ad-dār). At school, I can feel he is doing well, 

but at home he still has a lot of problems. If I wasn’t so run down and I wasn’t so tired… he 

would be doing great [presumably because she would be working with him].”  Interestingly, the 

original meaning of the Arabic word root kh-d-m is in fact not “work” but “serve.”134 In a sense, 

then, in the moral imagination of the autism world, children that were mamakhdūmsh were not 

being properly served – neither by their parents nor, as we will see later, by the state.  

 Parents can see or at least glimpse this shift in moral status – from an object of pity/care to 

an object of caring investment – almost immediately upon entry into autism associations. During 
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my visit to one association in Casablanca, I watched as a new family toured the classrooms. A 

mother, accompanied by her own mother, tugged her perhaps four-year-old son along from room 

to room, not speaking to him. From the way she and the child’s grandmother dressed and spoke, 

the types of idiomatic phrasing she used and loose-fitting jellaba, I assumed they were from one 

of the poorer neighborhoods. Periodically, she would let the boy loose and he would roam the 

classroom, picking up toys, tapping desks. As he wandered in one classroom, an aide took his 

elbow and guided him into a chair. She held a toy on the desk next to him and gave him a plastic 

bottle with a hole cut into its cap. She told him to put one of the coins in through the hole in then 

bottle top. “He doesn’t know [how] (ma īʿrefsh),” the mother said. “No, he’s going to know 

[how] (la, gha īʿref),” the aide responded. She took the boy’s hand and, with some effort and 

struggle, she guided him to place a coin into the bottle. Then she praised him and handed him the 

toy. He tried to get out of his seat, but she held him firmly in place. She took back the toy and 

told him to do another. After some screaming and crying and much insistence on the aide’s part – 

yellah khdem! (“Let’s go! Get to work!”) – the boy eventually placed several coins into the 

bottle. Subhan allah (“Hallelujah”), the mother said.135  

  This shift in moral status and the appearance of potential is part of a small city in central 

Morocco, a middle-class mother of six-year-old Kamal, said: 

 
Even though I would say ‘he doesn’t know’ (ma īʿarefsh), he started to show us finally 
that he knows something. The boy started to understand some things. And that prison (al-
ḥebs) that he was in, that prison (as-sejn) of being stuck inside the house – biting, pulling 
his hair, hitting his siblings – that all started to lessen when we started the school. The 
boy’s behaviors (at-tasorrof) started to lessen. And finally something started to appear to 
us, a tiny bit of light (wāḥed shwiya dyāl aḍ-ḍū). I would say, a little bit of hope (al-
āmal) began to appear to us. And this encouraged us to keep going and not stop. We 
knew we needed to go see the Ministry and ask them to help us [finance the association].  
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Seeing that Kamal could in fact learn things, Fadma was driven to continue on in this direction of 

organizing and running an autism association. As we also see, finding an institutional home for 

her child was experienced as a sort of emancipation from imprisonment, both for her and for her 

son.136 

 Another reason that institutional emplacement in an autism association can make the label 

stick is by embedding the parents – typically the mother – into a novel social world. The 

associations provide a meeting place for parents or relevant others to come and spend time. This, 

too, is often experienced as a sort of opening. They meet with others who share certain 

experiences in common. At many of the associations I visited, mothers would often gather 

together after dropping their child off in the morning, trading insights, techniques, advice, 

stories, and information. They would refer one another to particularly autism-friendly dentists, 

pediatricians, or sports clubs. They would share opinions about specific doctors, medications, or 

diets. Sometimes parents from widely disparate backgrounds would spend time together 

exchanging various tricks of the trade and comparing experiences and informal domestic 

experiments with one another. Some associations formalized such exchanges in monthly parent 

meetings, and Collectif Autisme Maroc ran a monthly “Mother’s Club” (Club des Mamans) for 

mothers to get together and discuss particular topics or to learn from experts at daylong training 

events.  

 Spending time in the autism associations also helps parents to recognize their child’s place 

within the heterogeneous autism spectrum. They may see that their child shares a resemblance to 

several of the other students in different ways, even if no one child seems to match him or her in 

all aspects: perhaps one has similar communication difficulties, while another engages in some 

of the same behaviors. Several mothers told me they experienced this as reassuring. Amina, a 38-
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year-old upper-middle-class college graduate who lives with her husband and three children in 

Fez where she helped found an autism association for her now-15-year-old son, put it this way: 

“you know, with the association, it was a relief to meet other parents. As far as I knew my son 

had a strange disease, and he was the only person in the whole world who had that disease. Then, 

I felt some relief when we started the association. At least you know there are other mothers 

there with you. You’re not alone. And it was like we finally got ourselves in order (testefnā).”137  

 Ultimately, the child is enrolled in an autism association, he studies in the autism 

classroom, and his parents are linked to other autism parents and educators. Shifts in the moral 

status of the autistic child – how they are viewed and valued by others – as a site of potential 

requiring intense investment is accompanied by a partial social integration of both child and 

parents. As the parent-child duo find its place in the autism world, typically after a long road of 

exclusion and isolation at home, the child becomes autistic, sociologically speaking, without 

necessarily having to acquire a formal diagnosis in a clinical medical setting, and at the same 

time the parents become “autism parents.” 

 

When the Category Does Not Stick: Behavioral Contagion and Economic Constraint 

 Autism associations, though, are not like fly traps. The simple fact of contact with an 

association is often not enough in itself to make the label stick. These associations are somewhat 

porous, and children sometimes simply pass through them like water through a sieve. Families 

choose to pull their child out of the associations for a variety of reasons, whether monetary, 

personal, or otherwise. Mohammed, the president of a Casablanca association whom we met in 

Chapter 3, estimated that about half of their forty-four students were settled in for the long haul. 

The other half came and went: sometimes they became impatient, having expected speedier 
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results; other times they were unable or unwilling to continue paying the monthly fees. But, for 

Mohammed, staying was a sign of understanding autism and a conviction in the process of 

autism therapies. “We have a lot of movement in the NGO,” he told me. “We have 50% that are 

settled (mustāqera) here. So they have grasped what autism is (stowaʿbū shnū huwa at-

tawaḥḥud) and they know the way we should work with [the child]. They have a firm belief that 

this is the path we need to follow,” he told me. In other words, only half of them had become 

more or less fully enrolled in the project of autism therapy and autism parenting. Not all families 

shared that same firm belief or possessed the same means to pursue it.138 

 Similarly, children who do not seem to fit in at an autism association, usually because 

their problems are significantly less severe than their potential classmates, are of course less 

likely to be considered autistic – that is, the category is less likely to stick in those cases. A 

number of parents told me that they were counseled by professionals and other parents not to 

enroll their child in an autism association for fear of a sort of behavioral contagion. The 

association’s staff, the child’s parents, and clinicians worried in some cases that the child would 

begin to imitate their peers’ destructive, disruptive, or harmful behaviors.139 In part, this was a 

product of what we described above: namely, that autism associations were typically founded by 

parents of children with more recalcitrant behaviors and so the children in most associations 

tended to fall on the more severely affected end of the spectrum. This historical particularity 

looped back around here and ultimately led to the exclusion of children with less severe 

symptoms, further reinforcing a narrow autism prototype.140 In order to understand the 

complicated reasons why the diagnosis does not stick, let us turn now to Malika and her son 

Mehdi and consider the way that autism’s specific institutional niche deterred them from 

identifying with the category. 
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Malika and Mehdi 

 I was referred to Malika by her niece, Fadma. When Fadma heard about my research, she 

told me about her 16-year-old cousin, Mehdi. Fadma worked at an American cultural center and 

she referred to her cousin, in English, as “autistic.” “He just stays at home with his mother in 

their cramped apartment,” she told me. Years ago, her aunt had tried to find a school for him, but 

she had since given up. New things were happening, Fadma had heard, and she hoped I could 

help. Could I meet with them and maybe connect them with an association or a doctor? I 

arranged to meet Malika in the afternoon a few weeks later in Casablanca.  

 After I finished a morning of observing at the child psychiatry clinic, I called Malika’s 

husband Brahim, who worked as an ambulance driver. He told me to wait at the hospital 

entrance; he was on his way. A few minutes later, an ambulance pulled up and Brahim stepped 

out from the driver’s side. I noticed a certain kindness in his eyes and a mark on the center of his 

forehead where, I assumed, his callused skin met a prayer rug several times a day.  

 We drove about forty-five minutes through several neighborhoods, making our way out 

to a set of recently constructed, low-cost apartment complexes on Casablanca’s outermost edge. 

A working class neighborhood was coalescing there and new apartment buildings were steadily 

filling up. Brahim told me about Mehdi’s epilepsy and his paradoxical set of dis/abilities: his 

amazing memory coupled with his inability to answer even the most basic of questions (“where 

did your mother go?” was the example he gave). He told me his son minded his own business 

(dākhel sūq rāsū) and did as he was told.  

 On the narrow two-way street where they lived, Brahim drove slowly, just barely 

brushing an unattended fruit vendor’s wooden cart. He parked the ambulance and led me up a 

staircase to their apartment before leaving to return back to work. I entered the door to find a 
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foyer that had been converted into a TV room. Small backless couches (frāsh) made an L shape 

along the walls. Malika sat, an infant on her lap, and her seven-year-old daughter and a 

neighbor’s son of about the same age next to her. The infant was a friend’s child whom Malika 

cared for during the day in order to make some extra cash. A former schoolteacher, she also 

tutored children in the neighborhood after school for the same reason. Malika and Brahim had an 

older daughter as well who was out studying at the public university on the other side of the city.  

 Malika called Mehdi out from the back room and told him to shake my hand, and to sit 

with me. She spoke to him using a transactional formula typical of urban adults dealing with 

young children: “do X in order to do Y.” In this case, she was telling him to sit and talk with me 

in order to go outside with me (which I later learned was not a real possibility) or to listen to Eric 

Clapton. “Eric Clapton, that’s his soul [rūh dyālū],” she told me. “He could spend the whole day 

listening to Eric Clapton or Dire Straits.” Her son emerged, wearing thick glasses. He softly 

shook my hand as he rocked front to back on his staggered feet. With the television blaring, we 

moved into a small traditionally furnished sitting room with couches lining the walls all the way 

around the room, interrupted by a small pathway connecting the room to the foyer. A large boom 

box rested on a counter top in the corner of the room and a few pirated CDs, purchased from 

street vendors, lay in an untidy stack.  

 After a long story about different associations and doctors she had visited and tests that 

were done, Malika explained to me that Mehdi was born with phenylketonuria (PKU). PKU is an 

autosomal recessive genetic metabolic condition in which a person lacks a certain liver enzyme 

(phenylalanine hydroxylase) that normally breaks down the amino acid phenylalanine, which is 

commonly found in protein-rich foods (e.g., eggs, milk, meat). When diagnosed early, 

phenylketonuria can be successfully treated through dietary intervention and amino acid 
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supplementation. Left untreated, however, phenylalanine levels can become elevated and 

ultimately neurotoxic, leading to mental retardation, autism, and epilepsy. Mehdi’s condition was 

not diagnosed early. Morocco (unlike France and the U.S., for example) does not have a 

mandatory PKU test in place for newborns. His PKU was ultimately diagnosed by a Moroccan 

pediatrician, who took some of Mehdi’s blood and sent it to France for analysis when Mehdi was 

nearly three years old. Even then, it was not treated successfully. Malika found it impossible to 

enforce the diet – “no meat, no chicken, no cheese, no milk, no nice things” – for Mehdi. “When 

I knew he was sick, not normal (mrīd, māshī normale), I surrendered (stasalamt). I just treated 

him normal (khellītū ʿādī). He kept living with us, only he didn’t speak well (ma kayhedersh 

mazyan).” She decided, “If he’s sick, he’s sick. So I just let him be. The important thing is that 

he goes to the toilet by himself. He comes and goes [inside their apartment] by himself. I grab his 

hand and take him outside and he goes with me totally normally. So that’s good.” Based on the 

understandings of being mrīd  (“sick”), Malika found herself in a difficult position. She knew her 

child had a specific genetic condition – “I learned he was sick” (mrīd) – and she knew there was 

a treatment. But she felt that the treatment would only compound his misfortune and he had 

already suffered three years of neurological damage. He was sick, she decided, and so she and 

her family “just let him be”; they “treated him normally.”  

 Even though Malika had received a medical diagnosis for his condition when he was 

three years old, his “case” (al-ḥāla dyālū), as she called it, remained a mystery to her. “He’s not 

crazy but he’s not normal (mahuwash meseṭṭī wa mahuwāsh ʿādī),” she said. “He’s not like those 

kids who drool. His body is fine; he looks fine. He’s not like those kids with Down syndrome 

with their eyes like this [she stretched the skin on either side of her eyes]. He’s not so messed up. 

But he’s not normal.” 
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 When he was young, Malika placed Mehdi in a Quranic school for children, taught by a 

traditional religious scholar. When they lived in the medina, “He went to a little mosque. There 

was just a fqih who read the Quran. They read the letters, numbers, and that stuff. He was 

integrated with the other children (kayendamej maʿ ad-drāri). No problem.” — “Did he follow 

along?” I asked. — “He didn’t follow along much. He would just go there and sit there. He 

repeats what other people say at the mosque. That’s it. When we moved here [when Mehdi was 

six years old], there wasn’t a mosque like that, because it was a poor, old neighborhood in the 

medina where we used to live.” Now that they had transplanted their family to a modern 

neighborhood with high-rise low-rent apartment buildings, Malika needed to find a new place for 

Mehdi.  

 Malika then found a daycare center (rauḍ) took him in. The directress told Malika “bring 

him and I’ll watch him for you (literally ‘hold him for you,’ nsheddū lek) with the other 

children.” “We paid,” Malika told me. “But you don’t pay a lot because it’s a school for normal 

kids, not sick kids. She [the directress],” Malika continued, “told me that he wasn’t sick, not like 

those kids who drool or whatever. ‘I’ll put him in with the normal kids,’ [she told Malika] and 

who knows, maybe he’ll get better.” Two years later, Malika’s oldest daughter moved from 

middle school (collège) to high school (lycée). She had been the one who walked Mehdi to 

school each morning and picked him up in the afternoons. Her new high school was in a different 

part of town and she could no longer drop Mehdi off and pick him up. Malika decided, then, to 

quit her job and stay home with Mehdi, who was then eight. 

 Around that time, she took Mehdi to an autism association. But the director told her that 

his condition was too mild, and he would not accept him. If Mehdi started spending time at the 

association, the director said, he would pick up bad habits from the other kids. “He told me, ‘if I 
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took Mehdi in here, he is going to learn bad things,’ because those kids, God save them, they 

bang their heads against the wall and they bite their hands. I don’t know.” Malika paused, then 

continued, “One kid would be sitting with you and then he’d get up and fly across the room and 

stand up on the couch. [The director] told her, ‘If we brought that boy to a store, he would just 

grab whatever he wanted.’ You know, he does some intense stuff (hawāyej wāʿrin). They told 

me that Mehdi was not the right kind of case for their school,” Malika said. “I just wanted him to 

get out,” she continued, “so he didn’t stay stuck in that little shell (al-qūqiʿa) of the house all 

day. But they said, ‘he’s better off staying at home with you than coming here and learning all 

kinds of bad things [from the other kids].’ So I gave up and just kept him here with me.”141  

 Malika told me that she thought of Mehdi as having phenylketonuria. She said she saw 

some similarities with the autistic children she met and she asked me if I thought he had autism. 

Of course, he did indeed meet many of the criteria for autism. He would sometimes rock deeply 

in his place on the couch, staring intently at his hands as he poured one hand over the other like a 

turning wheel (i.e., “stereotyped and repetitive motor mannerisms” in the DSM-IV). He listened 

to Eric Clapton and Dire Straits over and over (i.e., “stereotyped and repetitive patterns of 

interest”). He repeated the words others said and often interjected words seemingly out of 

context (i.e., “stereotyped and repetitive… or idiosyncratic language”). As Brahim said, he 

demonstrated a keen memory but showed very minimal ability to communicate functionally (i.e., 

“impairment in the ability to initiate or sustain a conversation”), and he clearly struggled with 

social interactions (i.e., “lack of social or emotional reciprocity” and “failure to develop peer 

relationships”). Indeed, in many ways, he resembled several of the children I had seen in 

Moroccan autism classrooms – many of whom, I should add, also had known metabolic or 
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genetic disorders. And it would not have been very difficult to tick more than enough symptom 

boxes in the DSM-IV criteria for autism.  

 However, Mehdi was docile and rarely disruptive. “If you tell him to stop, he stops,” his 

father told me. “If you tell him to do something, he does it. He just minds his own business.” For 

these reasons, he had been able to attend the Quranic school when they lived in the old city and 

the daycare center when they moved out to the urban periphery. In other words, he was not so 

severe a case as to be excluded from those forms of early childhood education and care. And, for 

these same reasons, it seems, the director of the autism association had considered him ill-fitted 

for their classrooms. As a partial result, Mehdi’s family did not consider him autistic, and they 

did not interact with him as an autistic child. Indeed, I found none of the trappings and 

technologies of behavioral therapy in their home: no schedules, no planning boards, no one 

prodding him to “work,” no alternative and augmentative communication devices like PECS or 

sign language. While his family interacted with him in a very ordinary and dignified manner, 

they did not seem to invest the same kinds of special efforts to translate his often obscure speech 

that other autism parents did. Indeed, his words often hung in the air uninterpreted, untranslated, 

and without response. They decided, Malika told me, to raise him “naturally” (ṭbīʿī). They treat 

him like anyone else in the family, she said. “If he’s bad, we hit him. When it’s time to eat, he 

eats with us.” But, because he was “sick,” they also did not want add to his burden with a 

complicated and restrictive diet. 

 While Malika and her family did not think of Mehdi as being autistic, they were still 

looking for a place where he could go to school and spend his days outside the house. He was a 

teenager, after all, and he was too old to attend a daycare program. Malika also felt that it was 

inappropriate for him to pass all his time at home with his mother and younger sister. She 
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sometimes took him to the medina, where he could hang out at his uncle’s shoe shop. But it was 

a long bus ride away and Malika could simply leave Mehdi there for the uncle to watch him. She 

worried someone would take advantage of him in one way or another. They considered sending 

Mehdi to a center for the handicapped, where he would be around other young adults like 

himself. But those centers maintain a very high student-to-teacher ratio, and Malika worried that 

her son would get lost in the shuffle and perhaps even be mistreated. Autism associations have a 

much lower student-teacher ratio and Malika was interested in visiting different associations 

again. She asked if I knew of any that were particularly good. As we sat on the couch, I called 

around, got recommendations from local parents, and made appointments for her to visit a few 

nearby associations the following week.  

 

The New Value of Higher-Functioning Children in Autism Associations  

 There is, of course, an important economic component to all this as well, especially in the 

shifting landscape of autism care in Morocco. By the time I met them, much had changed since 

the first time Malika had brought Mehdi to an autism association, only to have him turned back 

because his behaviors were not severe enough. Indeed, what I had learned while visiting different 

associations was that children with “lighter” autism were becoming an increasingly valuable 

commodity. Because they placed lower demands on staff, their schooling fees could in a sense 

subsidize those of children in need of more intensive care.  

 I observed and heard this from a few parents running autism associations in different 

Moroccan cities. But it was, by chance, the president of one of the associations to which I had 

sent Malika who laid it out most plainly for me. In an interview with her a month after Malika 

went to visit, I asked Hakima, the association’s founder and president and mother of a 20-year-
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old young man with autism, if children with less dramatic presentations – children on the 

“higher-functioning” end of the autism spectrum – were showing up more at their associations. 

Here is what she told me: 

 
Yes, we take these kinds of kids, and it saves us (kayʿatteqna) really, because they don’t 
require too much from us (ma kaykellefūnāsh katīr). They are children who, we have 
noticed, just need a simple kind of help that they are not finding in typical schooling, 
where the teacher is busy with a huge number of kids. And that little boy or girl is in need 
of a special kind of guidance. So we take them in and it saves us, because they don’t 
really require too much. It’s the secret (as-serr) of how we’re able to have such a huge 
number of people working here at the association and we can be able to make sure 
everyone is paid on time. Our operating costs and all that… This kind of child doesn’t 
demand too much from an aide. So one aide can take on three or four of them or 
whatever. So we want kids like that, who just need you to help them get over that fear 
(dīk la phobie) or that stress (dīk la stresse) or whatever, who just need a bit of care 
(ḥanān, also means “kindness,” “tenderness,” or “love”) and guidance (riʿāya). You 
move forward with him slowly, teach him slowly at the level of his ability (ʿala aj-jehd 
dyālū) … Because the teacher [in a typical classroom] needs to follow the group, and she 
doesn’t have the time to follow that one child who has a delay or is a bit behind (taʾṭīl aw 
taʾakhor). And when he comes here to our association and we go with him slowly, once 
he finds his self-confidence (tīqa f nafsū), he starts to progress quickly and he integrates 
(kayendamej) [back into typical classrooms] either here at our school or at a school in his 
neighborhood.  

 

As Hakima suggests, at least in some cases, children and teenagers like Mehdi were becoming 

important pieces to the puzzle of making autism associations work. The fact that Mehdi and 

other kids like him did not require the same kind of intense care would allow aides to focus their 

attentions on more demanding students. This, in turn, allows the association to provide one-to-

one care for more difficult cases while still having a higher staff-to-student ratio (e.g. larger than 

one-to-one). I will further discuss the political and economic details of autism associations in 

Chapter 7, but now we shall return to Mehdi and Malika in order to see how financial concerns 

and limitations can prevent families from enrolling their children in autism associations.  
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 Despite the fact that associations had cropped up where Mehdi would be welcome, 

Malika was unable to secure a place for him. After all, the reason that students like Mehdi had 

become a valuable asset for some associations was the fact that their parents paid the same 

monthly fees that parents of other students paid, even though they required less of the staff 

members. As Hakima said, “that’s the secret of how we’re able to have such a huge number of 

people working here at the association and how we’re able to make sure everyone is paid on 

time.”  

 When I visited Malika and her family a few weeks later, she told me that she had made 

the rounds, visiting the three associations I had recommended. Ultimately, she found that they 

were all too expensive. They all charged parents between 1,500 to 2,000 dirhams a month 

(between $190 and $250/month, more than the monthly salary for many working class 

Moroccans). “That’s Brahim’s whole monthly salary,” she told me. “All we would have left is 

the bit I make from tutoring and watching Adam [her friend’s infant].” Hakima’s association had 

put her on the waiting list, in case a generous donor came along willing to pay the tuition costs 

for a family in need (and currently one quarter of the students in her association were in fact 

funded by donors). But Malika was rather unhopeful, having already signed her son up for 

similar waiting lists at a handful of other centers and schools. She had decided instead to enroll 

him as a half-day student at a center for the mentally disabled at an eighth of the cost of 

Hakima’s association (250 dirhams/month vs. 2,000 dirhams/month).142 As a result, while 

Mehdi’s symptoms may have theoretically fit within autism’s current definition, and he would 

now fit in at an existing association, the label never stuck to him. At first, he did not fit within 

the institutional niche of earlier autism associations and then later, when some contemporary 

associations were expanding their ambit, his parents did not have the means to pay his way.  
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Therapeutic Nomadism 

 I met a few families whose children had, at one point or another, been diagnosed as 

autistic or had attended an autism school, but for whom the diagnosis did not “stick.”143 When 

such families decided they could not afford or were unwilling to pay the fees of an autism 

association, they did not simply stop seeking care. Instead, they often continued to seek medical 

advice from neurologists, child psychiatrists, psychologists and other experts. The one-time fees 

of such encounters (typically in the range of 200-300 dirhams, or $25-38 US) were much more 

feasible than the long-term monetary commitments of associations or in-home behavioral 

therapy programs. Such families engaged in a kind of therapeutic nomadism, drifting from expert 

to expert, from label to label, and from institution to institution. The story Jamal told me about 

his son Omar helps give a sense of what I mean by therapeutic nomadism and adds further layers 

to our understanding of what makes the label stick, or not. It also demonstrates how the 

ethnographic temporality of return (Biehl 2007) gives insight into the halting, swerving, and 

sometimes reversing nature processes of becoming that take place as lives unfold over time 

(Biehl and Locke 2010). Indeed, such a view gives a sharply different picture than would be 

captured by, for example, the synchronic snapshot of a survey.  

 Omar, a tall wiry 42 year-old man with a full beard, managed a restaurant in a lower-

middle class neighborhood in Casablanca. In the morning, he helped chop the vegetables, 

marinate the meats, and prep the tables. Then, during the afternoon lunch rush, he sat perched on 

a stool at the cash register, hollering to the cooks and chatting up the customers. We met by 

chance when some Moroccan friends and I went in to his restaurant for lentils late one evening 

and stumbled upon a coincidence. I was conducting research on autism and, it turned out, Omar’s 
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son was autistic. Over the next two years, I stopped in to see him a few times to talk about his 

family’s experience.  

That first time we met, he told me unambiguously that his 13 year-old son Jamal was 

autistic (ʿandū tawaḥḥud). He said that for a long time they had not known what autism was. It 

was only when his son, Jamal, was refused by school after school and they started visiting 

different associations for disabled children that they finally heard about autism. When we first 

met, Omar told me that Jamal was attending an autism classroom at a local association situated 

within a public school. The fees – 1500 dirhams (or $190) a month – were killing him. “The 

State (ad-dūla) isn’t doing anything for autism,” he told me. “It’s all on the shoulders (ktāf) of 

parents.”  

 A year later, I stopped into Omar’s restaurant to see how he and his family were doing. 

His restaurant had moved to a nearly identical space across the street, and much else had 

changed as well. Indeed, Jamal was no longer attending school and Omar told me that he now 

knew that his son did not have autism after all. He and his wife had since taken Omar to a 

different child psychiatrist who had deemed Jamal to have simply “mental retardation” (retard 

mentaux). As he reported this to me, Omar seemed relieved and convinced. With the restaurant 

packed and buzzing with lunchtime customers, Omar told me to come back another day, so we 

could talk more in depth. 

 When we met for a third time several months later for a life history interview, Hassan 

told me that yet another doctor had told them that Omar did in fact have autism. At this point, he 

was confused, and clearly frustrated. He told me that he felt Jamal learned the best in the one-to-

one setting of the autism association. He learned colors, numbers (counting 1-10 in French, 

Arabic, and tashelḥīt, for example), and much more there. Most of what he had learned, he told 



 231 

me, he had learned at the 1500-dirham-a-month school. But Omar had recently moved his family 

(his wife and their three children) into a small, new apartment of their own and he found himself 

unable to cover both his mortgage payments and Jamal’s school fees. He had moved Jamal to a 

different school that accepted children with a variety of differently disabilities. Jamal had been 

placed in a classroom there with kids with Down syndrome, cerebral palsy, and other 

developmental disabilities, and Jamal started to learn “bad” (khāyb) habits from them. He would 

wipe his mouth like a slob, Omar told me, and he started to drool on himself. He would put his 

hand down his pants and make a kissy sound. “He should be learning good things (ḥājāt zwīnīn) 

at school, not bad ones,” he told me. So he switched Jamal once again to a different association 

where most of the students had cerebral palsy. There were two or three students per aide. While 

it seemed like a reasonable compromise, Omar did not feel like Jamal was learning much there. 

In fact, he felt Jamal was learning more at night when Omar took him to the mosque, or on 

weekends when Omar sat with him at cafes or took him swimming or bike riding. And while he 

knew his son was not possessed by jinn – because he saw no “reaction” or “effect” of Quranic 

recitation on him – whenever he had the chance, he would take Jamal to get ruqya sherʿiyya 

(Quranic recitation) to help him relax.144 

 While the monthly autism school fees were too rich for Omar’s wallet, one-time medical 

consultation fees (200-300 dirhams per visit) were still manageable. So Omar continued to seek 

psychological and medical expertise to help Jamal. Over the years, he had taken Jamal to several 

psychiatrists. “I give them four months or so and if I don’t see results, I try someone else,” he 

told me. When we conducted our life history interview, Omar was taking Jamal to a new 

psychiatrist who had prescribed a sedative to calm Jamal down and sleep better, and a stimulant 



 232 

(Ritalin) to help him focus. Omar could not say whether he saw any benefit from the 

medications. 

 A few months later, by chance, Omar and his wife brought Jamal to the child psychiatry 

clinic while I was there. They still were not sure, they told Dr. O, what their son had – whether it 

was autism, mental retardation, a “delay” (as another psychiatrist had told them), or something 

altogether different. Dr. O requested a battery of genetic and neurologic tests in order to rule out 

known organic causes of intellectual disability, and told them to come back when they had the 

results. She told me she thought she noted some “dysmorphic” features in Jamal’s face and this 

had made her think that something genetic might be at the root of his problems. But Hassan and 

his family never returned. When I saw him a month later, I asked if he had gotten the tests. 

“What’s the point?” he asked me. “Is it to know which medicine he needs? Or is it to know what 

kind (ashmin nūʿ) of autism or what degree (daraja) of autism he has? They told me once to go 

abroad to do some tests to find out what degree and kind of autism he has. If they’re going to 

give him some treatment [on the basis of the test] that will cure him, to make him become 

normal, then I’ll go and do it – no matter how expensive. But if they’re just going to tell us that 

he needs to be in a special school, then no way. It doesn’t matter to me whether he has red, blue, 

yellow, or green autism, unless knowing it will help cure him (ībrā).”  

 So Omar, his wife, and their son remained in this holding pattern, a sort of therapeutic 

nomadism, drifting from psychiatrist to psychiatrist, from school to home to mosque to school, in 

and out of the diagnosis of autism. The autism label did not stick to Jamal in the way it did to 

other children. In part, this was because the financial and personal investment of autism therapies 

were simply too much for their family’s means. But it was not, I was not to stress, an issue of 

autism awareness or a lack of information diffusion. Omar knew well the various symptoms of 
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autism. But while he understood autism from a symptomatological point of view, he had not 

“grasped what autism is” in the sense that Mohammed, quoted above, intended; Omar and his 

wife had not developed the kind of “firm belief” in the ethical project of autism therapies and 

autism parenting that Mohammed discussed. While he likely would have placed his son in an 

autism association classroom if he had the means, he was still discussing his son in terms of 

“becoming normal” or being “cured.” In the next chapter, I will describe the way that autism 

associations and autism therapies work to enroll parents in an ethical project with a different set 

of goals, roles, and temporalities, and I will suggest that this can in turn help the autism diagnosis 

gain a certain sense and vitality for parents, ultimately making autism a durable identity. 

However, before turning to the therapies, I will describe another way in which autism 

associations and the institutional emplacement of autism have contributed to the proliferation of 

autism diagnoses across Morocco.  

 

Autism Associations as Hubs for Looping 

 In the previous examples, we saw that Malika and Omar both learned about autism while 

visiting autism associations, looking for a place for their children. It is perhaps unsurprising that 

the category autism lives, so to speak, in autism associations. In creating a place for autistic 

children and adults, these associations have given the category an institutional grounding. In 

turn, they have become rich sites for its circulation and dense nodes in looping processes – 

helping to forge a particular version of the autism prototype. This is one reason why autism 

associations, and the classrooms or centers they run, are so key. They provide a storehouse of 

examples that can be put on display at awareness-raising events (as we will see below), and they 
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constitute a sort of observatory where parents can go to see for themselves whether or not their 

own child might have a place within the autism world.  

 Such parents often arrive prior to a formal (or, at least in their eyes, final) diagnosis and 

many times with little to no knowledge of autism at all. As Mohammed, the president of a 

Casablanca association, told me, “we still [in December, 2011] see parents coming who don’t 

know what autism is. They have no idea. You know, they just heard – and we do some 

awareness raising (tawaʿiyya), on the radio and in the local newspapers – so they hear that there 

is this association that takes care of this one kind of child and that they [the association] are 

working hard with them. So they come and have a look, and they find that their child resembles 

(kayshebeh) the kids we have in our classrooms.” In short, parents come searching for an 

institutional home for their child, a place where their child can be educated, cared for, or perhaps 

just kept safe while they work or do errands. They see examples of autism within the 

associations and recognize (or not) some sort of family resemblance between their child and the 

other children there.  

 They also learn new categories of kinds of people that they never knew before and they 

learn to pair them with particular children. For example, as I mentioned above, Malika described 

visiting associations when I asked her how she first learned about autism. She told me, “I didn’t 

know it [the word autism] until I started to search for an association… When I finally admitted 

that he [my son] was sick (mrīḍ), I started looking at the associations and that is where you hear 

‘this one has Down’s,’ ‘this one is autistic.’ You hear words for kids like that, words that you 

hadn’t heard before.” Note that Malika describes learning the category indexically – e.g., “this 

one has Down’s,” “this one is autistic” – rather than in terms of symptom definitions or specific 

features (i.e., necessary and sufficient conditions). Like Malika, many parents go from 
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association to association in order to learn about different categories of children, to view 

different examples, and determine where their child might belong. Indeed, this is a key 

mechanism through which many parents come to develop a sense of what autism means.  

 Of course, this depends on the kinds of means a family has at their disposal. Some 

contemporary parents were able to search the Internet to extensively research the signs and 

symptoms of autism and to seek out specialist opinions. They watched YouTube videos, 

searched autism websites, and viewed international programs on satellite. Indeed, a few child 

psychiatrists told me that some of these mothers would come to the clinic and present their 

child’s troubles in a pre-formatted manner reflecting their prior research into autism and its 

official definitions: they might echo the DSM definition, saying, “he has difficulties in three 

domains: social, behavioral, and communication.” Most families, however, lacked the means to 

search for information this way.  

 This is partially a linguistic and literacy issue. Many parents, and especially mothers, are 

illiterate. A recent study (UNECA 2014) found a 42.4% literacy rate among Moroccan women 

over age 15. While the majority of such women are concentrated in the countryside, many of the 

mothers I encountered at the public hospital in Casablanca were illiterate or only partially 

literate.  Such mothers were referred to colloquially as ma qariyyash (“uneducated”). Unable to 

read the prescriptions and official documents they carried with them to appointments in plastic 

bags, they would refer to their child’s different medications as “the red pill,” “the big pill,” “the 

pill I break in half,” “the one I give him at night,” etc. While the majority of Moroccan mothers 

speak dārija (Moroccan Arabic), many Moroccans have only a patchy understanding of fusḥā 

(Modern Standard Arabic [see Schulthies 2009]); and that is the language typically used in 

technical or academic discussions and on satellite programming intended for pan-Arab viewers. 
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Therefore, a lack of literacy in Modern Standard Arabic not only has an impact on one’s ability 

to read about autism. It also affects one’s ability to learn about it from Arab experts on satellite 

television or through YouTube videos. Of course, the situation is further complicated in 

Morocco, where an estimated 30% of people speak Berber languages (tashelhīt, tarifīt, 

tamazīght) as their mother language, many of whom do not speak or understand even Moroccan 

Arabic, let alone Standard Arabic. Public education is constructed in fusḥā (though many 

teachers apparently revert to dialectal dārija) through secondary school and then predominantly 

in French in universities, though graduate studies vary by discipline.145 

 Moreover, reading literacy or verbal proficiency in Standard Arabic does not guarantee 

access to information. Many parents and professionals who read and understood Standard Arabic 

complained to me that expert documents, and especially materials explaining therapeutic 

techniques and principles, were often unavailable in Arabic. The majority of autism experts 

operating in Morocco were trained abroad in France, Belgium, Holland, Canada, the U.K. or the 

United States. Psychology Masters degree programs and all medical training in Morocco are 

conducted in French as well. Experts, even those with native fluency in dārija, often stumbled 

when trying to explain technical concepts to ordinary Moroccans in their native tongue. Therapy 

trainings were largely Francophone affairs, although organizations like Collectif Autisme Maroc 

made serious efforts to provide live translation into Arabic (which I was asked to provide myself 

on occasion). All of this is especially significant for our present purposes because it makes the 

autism associations even more crucial. With most of these channels closed to them, many parents 

and paraprofessionals wound up learning about autism and other categories of childhood disorder 

the old-fashioned way: through conversation with other Moroccans and especially by visiting 

autism associations and seeing the actual children on display there.  
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 Autism associations are also hubs for the proliferation of the category because, as 

Mohammed mentioned above, they occupy a central position in media representations of autism. 

Moroccan television includes a number of new shows featuring roundtable debates, Oprah-esque 

talk shows, and 60-minutes type reportage concerning major social issues.146 Autism began to 

appear in the Moroccan media around the time of the “Year of Autism” in 2005. It still does not 

regularly appear in such venues, but it has begun to appear more frequently in the past five years. 

Moroccan parent activists have been instrumental in shaping how autism is presented on such 

programs. Mothers and fathers of autistic children have regularly appeared themselves for TV 

and radio interviews or as participants in roundtable discussions. Importantly, they have also 

facilitated filming in schools and homes. Indeed, all of the programs I have seen to date have 

included video of actual children with autism, whether at home, out in public, or in autism 

classrooms, often accompanied by testimonials from parents running associations. Importantly, 

these sorts of social television programs are increasingly conducted in dārija, Moroccan Arabic, 

which is widely accessible to Arabophone Moroccans. 

 In a sense, the central role of the media in diffusing information might make this appear 

to be a form of “top-down” activism. But I want to stress that it is built on the foundation of 

“ground-up” activism. The activists that appear on these shows forged their expertise in the 

autism associations they founded, and the programs feature actual children who attend such 

associations. Further, many of the parents who commented to me – whether in interviews, at 

trainings, or in the child psychiatry unit – about these media representations often referred to 

specific children they saw on such programs: the boy who played the piano; the child who knew 

the names of presidents; the girl who hiked in the park with her father; or the girl who was tied to 

the wall of her family’s apartment. And they rarely cited the abstract diagnostic criteria that were 



 238 

sometimes presented and discussed in these media venues in the very same episodes. Further, as 

Mohammed mentioned above and as we will hear from parents throughout the other chapters, 

such media events often directed families to the actual classrooms of autism associations where 

they were able to see “what autism is” with their own eyes. These associations, then, play a 

crucial role in propagating the autism prototype and shaping understandings of what autism is 

and means, both through media representations and real-time encounters. Indeed, they are the 

main motor and vehicle driving the spread of the diagnosis across Morocco.  

 

Autism Associations as Local Nucleating Sites for Diagnosis 

 How does the category autism travel from one city to another? How are the diagnosis and 

its attendant therapies proliferating from one city to the next? Are all places the same in terms of 

whether and how the category gains a foothold and becomes a meaningful and viable category of 

person? Again, autism associations are key. They can serve as local nucleating sites for the 

category in new cities, bringing undiagnosed or otherwise diagnosed children under the banner 

of the autism label. Typically this happens when a particular family learns about autism, whether 

from someone in a different city or through the media, and decides to start an association. In the 

sections above, I have detailed dynamics central to the formation of the very first autism 

associations; in many ways – but not all, as we shall see – the dynamics driving the expansion of 

associations to new cities and towns across Morocco are similar.  Parents saw integration in a 

school environment as a key cornerstone of autism therapy. As one parent told me, “the cure for 

autism is school” (al-ʿilāj dyāl at-tawaḥḥud huwa al-madrasa). Thus, autism therapy becomes an 

irreducibly collective process –one cannot open up a classroom for just one child – and parents 

find they must establish a critical mass of children in order to receive support to start autism 
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classrooms. I will discuss the ways this collective process can become complicated, but for the 

moment I want to show how this impetus to create a community of autistic children and parents 

(which manifests in the establishment of a service-providing association) becomes a driving 

force behind the proliferation of the diagnosis. The story of the founding of the Association in a 

small city in central Morocco is instructive of the ways an association can be a sort of 

condensation point for the category, helping it to gain a foothold in new territory. Consider their 

origin story. 

 Kamal is the association’s namesake. His parents, Adil and Fadma, initiated all the 

action, so it was logical enough that Kamal’s father Adil would be the president and they would 

name it Association Kamal (the Arabic word kamal also means “perfection,” “completeness,” 

and “integrity”). Kamal’s parents belong to the educated working-middle class. Adil has a good 

job and he and his wife, Fadma, live with their four children in a modest apartment, and they do 

not own a car. Kamal was the third of their four children and they noticed something different 

about him as early as his sixth month. He was late to sit up, late to crawl, late to walk. While 

crawling, his head would sometimes suddenly thump onto the floor, and after he started walking 

he would periodically fall face-first and unbraced in mid stride. When he was fourteen months 

old, his parents took him to see a neurologist, who diagnosed him with epilepsy. He started 

Kamal on antiepileptic medications and told his parents that he might be a bit delayed in his 

development but that “his mind was fine” (al-ʿaqel dyālū mazyān). While his epilepsy did 

improve, he did not learn to speak, and he started doing things that struck his parents as bizarre, 

like staring at the ceiling for half an hour, tapping toys on the floor over and over, biting his 

palm. For the next year, Adil and Fadma bounced from one doctor to another. ghīr 

kantekhebbeṭū, Fadma said. This was a verb – tekhebbeṭ – that parents frequently used to 
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describe themselves and one another to me. Sobelman and Harrell’s A Dictionary of Moroccan 

Arabic defines tekhebbeṭ as “to thrash or flail about”147 (2008). The example sentence Sobelman 

and Harrel give is “He thrashed about in the water for a while and then finally sank” (2008:188). 

However, Fadma and Adil did not quite sink. Rather, a flotation device of sorts came one day 

when Fadma was at home with Kamal and a television special appeared.  

  It was the first time she had heard the word autism. She saw “children just like my son” 

(wulīdāt bḥāl weldī). Some of them made the same movements. Some bounced around the room 

like Kamal did in their apartment. At the end of the program, she wrote down the telephone 

number for the association in Casablanca that appeared on the program. When Adil came home 

from work she had him contact them. A couple weeks later, they went to visit the association and 

its president, Mohammed, whom I quoted above. He told them that he could not personally 

diagnose Kamal for them (he was not a certified expert), but his best guess was that Kamal had 

autism. He referred them to a psychiatrist and counseled them to open their own autism 

association in Their hometown. He gave them practical advice on everything including where to 

apply for funding, how to register as a nonprofit association, where to buy materials, how to train 

staff, and much more. However, Adil and his wife Fadma had a bigger problem. They were 

preparing to do what was necessary to open autism classrooms in The small city where they 

lived, but Kamal was the only child in the city with an autism diagnosis. 

 So they spread the news, through word of mouth, that they were starting a school for 

“mentally handicapped” children. They invited parents to bring their children to meetings at a 

pharmacy office in town where a local doctor briefly evaluated the children in terms of their 

suitability for the association. “We needed to look for families who were suffering like us,” 

Fadma told me. “We started to see that we needed to look for families with autistic children and 
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bring them in so they don’t have to keep falling and flailing about (ma ībqaush ṭāyḥīn 

kaytekhebbeṭū).” Several parents whose disabled children had been turned away from typical 

schools heard the news and brought their children. The physician identified some of the children 

as autistic, others as mentally retarded, and others still as beyond the association’s scope.  

 Adil had wisely figured that it was unlikely that he would get funding to open up a small 

association for a few autistic children to get intensive care. He had therefore decided to expand 

the association’s ambit to include children with all kinds of “mental handicaps,” including Down 

syndrome.148 Ultimately, they opened two classrooms: one small autism classroom, with four 

students and four aides; and another much larger classroom with twenty students and four aides 

for “mental handicaps.”149 Of the four autistic children in the autism classroom, only two were 

ever actually officially diagnosed with autism. The staff suspected that a few of the children in 

the other classroom for the mentally handicapped were in fact autistic, too; but without more 

space, staff, and resources those children would remain in the larger classroom. The more severe 

cases were placed in the autism classroom where they would get one-to-one care and teaching, 

whereas the other children (again, some of whom they assumed to be autistic) remained in the 

classroom for mentally handicapped children. In this way, the association recapitulated the 

institutional niche for autism in miniature here within the association, with the most recalcitrant 

cases in the autism classroom.  

 Adil, Fadma, and their staff were proud to be the province’s first autism association, and 

one of only a few associations running “integration” (idmāj) classrooms in Morocco’s poorer, 

less cosmopolitan interior, sometimes referred to in public discussions as “deep Morocco” (al-

maghreb al-‘amiq), in contrast to the larger metropolitan areas like Casablanca, Marrakech, 

Rabat, Tangier, and Fes. People around the city recognized the association's yellow, logo-
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emblazoned bus, and by the time I visited them in 2012, they had developed a strong local 

reputation. Another point of pride for them was that none of the parents paid any fees, and they 

were the only association I met who had this policy. The whole operation was funded through 

cobbled-together grants and donations and no one was turned away for financial reasons.  At the 

time of my visit, there were 44 students enrolled in their classrooms and another 80 on their 

waiting list. “Once the classrooms were up and running,” Fadma told me, “the parents started to 

come to us. They knock on the door and say ‘I have a child who does this and this. Might he in 

fact have autism (wāsh faʿlān īqder īkūn ʿandū tawaḥḥud)?’”  

With the establishment of an institutional home that cast a wide net and welcomed 

children excluded from local institutions of care, autism had gained a foothold in their town. This 

was the first step. My experience at an autism awareness event held there for the 2012 World 

Autism Awareness Day shows how the category then circulates by way of examples, in a 

ground-up fashion and via concrete instances, once particular children are identified and 

enrolled. 

 

This is Autism  

  As I mentioned, Adil is the president of Association Kamal. In mid March he called to 

invite me to join him and his local colleagues for an awareness-raising event they would be 

holding at the end of the month. World Autism Awareness Day was still a few days off but the 

new association here was holding a weekend-long event. I arrived on Saturday morning to find a 

bustle of activity. They had set up a large white tent on the edge of a major traffic circle in the 

middle of town, in hopes of catching weekend foot traffic. A group of visitors was examining the 

posters and pictures hanging inside its plastic-sheet walls. There was a microphone, a PA system, 
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a DJ, and several stacks of pamphlets. Between one corner of the tent and a lamppost, we strung 

up a long white hand-painted banner advertising World Autism Awareness Day. 

 On the first day of events, during a lull in the activity, I sat and played with Adil’s four-

year-old (non-autistic) daughter, Sarah, Kamal’s sister. At one point she mentioned the word 

tawaḥḥud (“autism”) in passing. I paused to ask her, “What is autism (shnū huwa at-

tawaḥḥud)?” “Autism is Kamal (at-tawaḥḥud huwa Kamal),” she replied. Later in the day, I 

mentioned this to Adil. He laughed, picked up Sarah, and carried her over to the microphone. All 

day long, the DJ had been interviewing children on the microphone in a format closely 

resembling that of a radio show: he would ask their name, where they were from, what they 

thought about autism, etc. Adil took the microphone and followed this same format. “What’s 

your name, little girl?” he asked. – “Sarah,” she replied. – “Nice to meet you Sarah. Where are 

you from?” – “From al-medina (“the city”),” she said plainly. – “Tell me, Sarah from al-

medina,” Adil continued, “what is autism (shnū huwa at-tawaḥḥud)?” – “Autism is Kamal (at-

tawaḥḥud huwa Kamal),” she answered just as she had to me earlier. 

  Autism is Kamal. To be sure, this grammatical elision is partly an artifact of Sarah’s age 

and nascent verbal skills. Nonetheless, it opened up a fact about how autism activism was 

working here, a fact that was becoming clear to me throughout the weekend. Autism, I began to 

see, was being conveyed concretely, through its instances and intimacies.  

  When visitors would arrive, Adil and other staff members would try to explain to them 

what exactly autism was. They would describe it, using a range of props: flyers with cartoons 

representing certain signs, lists of autism’s symptoms, pamphlets with technical definitions, and 

other informational materials. But abstract concepts like “imaginative play,” “reciprocal 

communication,” “functional communication,” or “stereotyped behaviors” consistently fell flat 
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on untrained ears and eyes. In such instances, the association staff members turned to simple 

common language phrases, like this one: “children who do not have reason” (drāri llī ma 

ʿandhumsh al-ʿaqel).150 But despite this, some visitors would remain puzzled, and so the staff 

members would call over one of the autistic children on hand: Kamal, Safae, or Lamia. They 

would feebly try to interact with him or her, perhaps attempting to introduce the visitor to the 

child, ultimately orchestrating an awkward and strained greeting. The child might look askance, 

hop in place or make unusual noises. And that was the point: to demonstrate their difference. 

Unlike the joint performances we saw in Chapter 2, these scenes were not meant to establish the 

child’s personhood against a constraining stereotype of autism. Here, they were trying to 

demonstrate the particular interactive deficiency and behavioral abnormality that parent-activists 

saw as defining these children and their autism. They were seeking recognition of the category 

(not the individual person) and hoping, perhaps, to incite some sympathy or solidarity. Do you 

see? They seemed to be asking, this is autism.  

 On the second day, there was a particularly striking example of this. I arrived around ten 

o’clock on Sunday morning and helped Adil uncoil and stretch the power cords through a fence 

in order to plug the tent’s sound system and lights into a neighboring hospital’s power source. 

When we were finished, Adil and I washed our hands in a small utility room. Stepping back out, 

we could hear fourteen-year-old Safae making an owl-like noise – haaaaa ohhhhn…haaaa 

ohhhn – back near the tent. “Safae’s tired,” said Adil. “I don’t know. Maybe she doesn’t want to 

stay here with us again today,” he continued. 

 When we walked back, we found Safae yelling and thrashing about. Her mother Houda 

and an aide named Kenza were each holding one of her arms. Safae’s stick-like frame lurched 

between them, practically electric. As we approached, she was just starting to calm down and 
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walk back toward the tent. “Hello Safae,” I said. But she didn’t respond. Her escorts tried to 

prompt her to shake my hand. But just then, she threw her body back and kicked her legs up with 

seeming abandon. Houda and Kenza held her arms tightly and she flailed between them, buckled 

her legs and swung back onto the dusty ground. Laying there, she pushed her pelvis up. Her 

shoulders and feet pressed down into the earth and the rest of her body rose skyward into a near-

yogic pose. Then she slammed her pelvis back down onto the earth. I winced, almost feeling the 

impact in my own back. As Houda and Kenza grabbed her and struggled to pull her up, a passing 

woman dressed in a burgundy jellaba stopped, stood, and gawked from the sidewalk. 

 Adil stepped in. “Leave her be,” he told Kenza and Houda. Then he turned to the woman. 

“Look,” he said forcefully, as Safae lay frustrated and writhing on the ground. “This is autism 

(hada huwa tawaḥḥud).” He paused, then continued, “this poor girl can’t express herself 

(maskīna ma yemkin lihāsh tʿabber rāsha). Maybe she wants something, but we don’t know 

what she wants. Maybe she’s in pain. We don’t know.” “Poor thing” (maskīna)151, the woman 

replied, still standing, staring, and clucking her mouth. 

 Adil turned back to talk to Safae now, his voice calmed. “Hi Safae. Do you want to go for 

a ride in the car? There’s the car. Look. There it is.” His voice rose and fell with a cadence one 

typically reserves for a small child. “Come on, Safae’s going to go for a ride in the car.” He 

turned to her mother and told her to bring her home. Houda protested weakly that Safae would 

simply do the same thing at their small apartment, and she would only have less help and less 

space to deal with her there. But Adil insisted and she went along with it.  

 Adil asked me to beep my rental car doors open. Then he spoke to Safae again, “Want to 

go for a ride in the car, Safae?” She stood up. Adil held out his elbow and Safae threaded her arm 

through his. Thus knotted together, they walked to the car. “Turn on some music,” Adil told me 
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as he positioned Safae in the back seat. “Look Safae. Music, car — that’s good, right?” Houda 

and Kenza got in and we drove around town for a while before dropping them off at home. As 

we wheeled around a traffic circle at the edge of town, Safae stretched her hands out the open 

window, spread her fingers into the passing air, and giggled. 

 What is striking in these seemingly unremarkable autism awareness events is the way that 

the broader category is crystalized in particular instances. Look: this is autism. Kamal is autism. 

Safae, in the middle of a crise, is autism. If the category autism is technically a simple collection 

of mix-and-matchable symptoms, this is not the way many Moroccans encounter it, at least 

initially. Indeed, it is not the primary way autism was traveling in Morocco. Rather, as autism 

associations and awareness activities proliferated throughout the country, the category was 

gaining vitality and becoming meaningful to people primarily by way of concrete examples and 

instances.  

 

One Cautionary Counterexample 

  Before concluding, I offer one caveat to the narrative of autism’s recently accelerating 

proliferation across Morocco via autism associations. The story of Association Kamal is indeed 

relatively typical of what I heard about other new associations being formed in smaller, more far-

flung cities. However, I also came across one counterexample to this story in a small Southern 

city. A new autism association there was having trouble finding and attracting students to fill its 

rolls. This counterexample illuminates some of the unique considerations involved in starting an 

autism association and some of the inertial forces slowing down the spread of the autism label 

across Morocco. 
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I had heard that there was a new association outside of Taroudant, a small Southern city 

located between Agadir and Marrakesh, and I was curious to see how it was faring so far from 

the metropolitan axes of Tangier, Casablanca, Rabat, Marrakech, and Fes, where most of the 

experts and other associations were concentrated. By chance, I happened to meet the 

association’s president, a 28-year-old man named Yassine, when I stopped by an awareness 

event organized by the French NGO Lea Pour Samy in Marrakech. As part of a weeklong series 

of public activities, Lea Pour Samy had organized an “Autism Village” (le Village de l’Autisme) 

near the famous Koutoubia mosque outside Jamaa Al-Fna one summer day. The “autism village” 

amounted to a large white tent pitched over a few foldout tables with a handful of staffers 

handing out pamphlets about autism and talking to families. Some of the staffers wore black T-

shirts with the question Autiste? (“Autistic?”) written in white across the chest (similar to the 

aesthetic of the “Got Milk?” advertising campaign of the 1990s). Lea Pour Samy’s slogan for 

this week’s activities was “without a diagnosis, one is even more autistic” (sans diagnostique, on 

est encore plus autiste). The organization’s president told me they chose this slogan because one 

becomes more isolated and more severe in one’s symptoms when one’s autism is left 

unrecognized and untreated. It was a brutally hot June afternoon and there were relatively few 

people out in the square. Yassine was there to learn more about autism therapies and to try to 

convince the French organization to help him out, whether by training his association’s small 

staff or by providing them material support. He invited me to come down and see his association 

and the work they were doing down there.  

 Yassine has a 22-year-old sister. He is the only association president I met who was not a 

parent (one new association in Casablanca was founded by professionals too, but I was unable to 

visit it). Yassine’s sister, like so many others I met, had been kicked out of a nursery school and 
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turned away from the local public school. A local doctor had diagnosed her with a “mental 

handicap,” a “delay” (taʾakhkhūr), and “nerves” (al-ʿasāb). When she started to break glasses, 

bang windows, scream and yell, Yassine took her to Agadir, an hour’s drive away, to see a 

developmental pediatrician who diagnosed her with autism at age 18. Once he got the diagnosis, 

Yassine began searching on the Internet and he learned of an autism association in Agadir. He 

contacted the mother who founded and ran it. Ultimately, he decided to start an association of his 

own in his hometown, drawing on the circulating model of integration classrooms in public 

schools.  

 When I visited Yassine in July, the school was closed for summer break. He took me to 

the empty school grounds and showed me the classrooms in a small building the local school 

district had granted him. The building was unused and broken down when his association 

inherited it. He told me (as did many other interlocutors) that the public schools were falling 

apart and families were increasingly enrolling their children in private schools – hence the empty 

classrooms that they granted him. Using money from small development grants, he had the 

building remodeled and equipped. (There was another identical building in total disrepair that he 

said he was planning to rehabilitate in the coming years.) It had all the trappings of other 

classrooms I had seen: new tables and chairs; shelves full of toys, puzzles, and books; etc. But 

there was one problem, Yassine told me. He could not get anyone to come.  

 “I searched everywhere,” he told me, “daycares, doctors’ offices, pharmacies, schools – 

everywhere.” He had found a few potential “cases” (ḥālāt) he told me. There were two children 

apart from his sister who came to the school from time to time; one he described as having “brain 

damage” and the other he described simply as “not having autism.” Some of the children they 

encountered were simply “too hard” (ṣʿāb bizzaf) for them to manage, he told me, and “in need 
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of a child psychiatrist (kheṣṣhum un pédopsychiatre)” (I took this to mean he thought they 

needed to be medicated). There were a few others he had met that he suspected of having autism 

but whose parents were unwilling to send them to the school. He said the families had cited 

several reasons for not bringing their children: transportation costs, transportation time, and 

doubts that their children would learn anything at school. Some said they wanted to see others 

make progress there before they would be willing to send their own child there. Yassine 

explained this in terms of a “lack of awareness” (al-waʿī) and suggested that some families might 

also be ashamed and not wishing to publicize their child’s disability to their neighbors by taking 

them to an autism association.152  

 In one sense, though, this was not a problem at all. It meant that his sister was receiving 

highly individualized care in a classroom all her own. However, after showing me the classroom, 

Yassine asked me for a ride to Taroudant, where I was headed that afternoon. He needed to try to 

meet with the head of one of the regional development organizations that had funded his 

association in order to talk about his application for renewing their funds for the following year. 

Inside the organization’s headquarters, we sat in a drab, yellow-walled waiting room with a few 

broken computer monitors and filing cabinets up against the walls. The secretary called the 

director, who it turned out was in the next room, and asked if he would receive us. He agreed and 

so we entered the oasis of his air-conditioned office, where he sat in a large leather chair beneath 

a portrait of the current king, Mohammed VI. In the impromptu meeting, Yassine initially 

danced around the director’s questions before ultimately confiding that his sister was the only 

one attending the classroom on a regular basis. The director told Yassine that he needed to get 

“more cases” – whether autistic or otherwise disabled, it did not matter – in order to justify 
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continued funding. They simply could not subsidize a personalized classroom for one man’s 

sister, he told him. 

 This counterexample demonstrates that there are certain conditions that need to be met in 

order for the diagnosis to be able to stick in a local sociocultural ecology. Outside the bigger 

cities, one cannot rely on the “if you build it, they will come” maxim. A spontaneous eruption of 

attachment to an association does not simply occur as soon as a classroom opens its doors. 

People do not just come out of the woodwork all at once (or on their own) in order to attach 

themselves to the label autism. Indeed, in some cases they may not come out of the woodwork at 

all. This is especially true in poorer cities where families cannot afford to pay fees to autism 

associations as they do in the bigger cities. Both Adil and Yassine understood this and so they 

did not charge families. But these examples show that parents and others running associations in 

such contexts need to be clever and pragmatic in order to ensure their association will be viable. 

Adil knew that there would be little support for an association working closely with a handful of 

autistic children in their town, especially since there were no other places for disabled children to 

attend school, so he expanded the ranks to include all kinds of “mental handicaps.” This helped 

his association build local credibility and attract other families. Meanwhile, Yassine’s 

association was at risk of losing funding because it could not find or attract a critical mass of 

families in the out-of-the-way city where he was located, and perhaps because he was searching 

for a too narrowly defined group of people. At the director’s insistence, he was going to have to 

broaden the kinds of people he was willing to accept in his association in order to maintain 

funding. Perhaps he was also having trouble because of his sister’s age. A classroom with a 22-

year-old woman in an elementary school may not have been an appealing place for families to 

send their young children, and perhaps other families felt uncomfortable sending a disabled adult 
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to an elementary school. Whatever the precise reasons, Yassine’s experiment was faltering and 

the autism label was simply not sticking in his small town. This was the only case that did not 

seem to comport with the If-You-Build-It-They-Will-Come phenomenon I was finding 

elsewhere. Though the institutional infrastructure was in place, the social processes necessary to 

root out large contingents of disabled or “abnormal” children with disabilities were simply not 

present.  

 

Conclusion 

 In the Introduction, I quoted an eminent American psychiatrist stating that official 

diagnostic criteria for autism were shaped by pragmatic concerns. Similarly, when the category 

autism travels to novel places, pragmatic and institutional concerns shape the way in which it 

gains a foothold there, or not. In this chapter, I have shown how the category autism was 

circulating in a ground-up fashion largely through concrete instances and examples and within 

particular sorts of institutions. I have also argued that the category circulated and was understood 

in terms of a prototype, rather than as a technical definition. The storehouse of available 

examples and the resultant prototype were tied to the institutional history of autism associations 

and the specific niche that they have occupied. In particular, the early autism associations were 

founded by parents of people who had been turned away by all other institutions (e.g., nursery 

schools, public schools, daycare centers, and centers for the handicapped). As a result, some 

“lighter” cases of autism – those, like Mehdi, with less recalcitrant and more manageable 

behaviors – were sometimes informally excluded from autism associations for fear of behavioral 

contagion. Other families did not enter or remain in autism associations for monetary reasons. 

Such families sometimes instead engaged in a kind of therapeutic nomadism, moving their child 
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from school to school, expert to expert, and in and out of the autism diagnosis, like Omar and his 

son Jamal. As autism associations have expanded, moreover, some have begun to take on 

“lighter” cases in order to subsidize the intensive care required for more severely affected 

children. I have also argued that institutional emplacement in an autism association, and the 

change in moral status it entails, contributes to the sedimentation of one’s identity as autistic. 

One becomes autistic, sociologically speaking, and one’s parents become “autism parents,” in 

and through emplacement and embedding within an autism association.  

The category is now spreading to the further reaches of urban Morocco via autism 

associations, founded by parents of children who were similarly excluded from institutions of 

early childhood education. However, as I have shown, because of differences in the institutional 

landscape of smaller cities, parents have had to make strategic choices about which children to 

include or exclude, and have ultimately replicated the distinction between recalcitrant autistic 

children and more docile “mentally handicapped” children within their associations. Finally, I 

examined a counterexample, where the spread of the diagnosis was impeded perhaps by an 

overly narrow definition of autism or overly narrow criteria for inclusion. Social influence was a 

key factor in drawing parents to autism associations, in both major cities and smaller ones. 

However this was not merely a passive process of information diffusion as has been described in 

other contexts, but an active attempt to attract children with disabilities by offering a place 

outside the home for children who had been serially excluded. 

 But this is only part of the story. As I alluded to in the ethnography above, autistic 

recalcitrance is also paradoxically coupled with the idea of potential for sometimes speedy and 

drastic improvement. Indeed, it is these two qualities – recalcitrance and potential – that 

together provide warrant for the intensity of intervention that I discuss in later chapters and 
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ultimately made the diagnosis even “stickier,” so to speak, in some cases. In other cases, it 

worked in the opposite direction, repelling parents from the autism world. In the following 

chapter, I will argue that behavioral therapies for autism made both recalcitrance and potential 

apparent. In doing so, they helped parents gain an understanding of what autism means and 

differentiate it from other categories of difference, disability, or disorder.  
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Chapter 5 
 

What Do Autism Therapies Do? 
  

 

Introduction  

 In the previous chapter, I began to explore the question of why the category autism is 

proliferating across Morocco. Why, all of a sudden, were children being diagnosed with autism? 

How did the category autism come to stick, so to speak, to a particular child and not to another 

one? And how did the unique dynamics of autism’s travels, and the particular ways that autism 

comes to “stick,” shape the category itself? The previous chapter began to answer that question 

from an institutional-historical perspective, focusing on dynamics of inclusion and exclusion and 

highlighting the way an autism prototype was forged through concrete examples of actual 

children rather than via the diffusion of abstract diagnostic criteria or media campaigns. This 

chapter responds to those same questions – why is the diagnosis spreading and how does it come 

to stick? – albeit through a different lens, emphasizing the technical practice and moral project of 

autism therapies. As I discuss below, many parents initially approached autism associations with 

the hope that their children could be cured, or become “normal.” How, then, do behavioral 

therapies that do not promise to cure autism – and instead are supported by a vision of autism as 

a lifelong condition – manage to enroll such parents? How can these therapies be one of the key 

motors of autism’s spread? What do these therapies do, if they do not cure autism?153 Behavioral 

therapies, I argue, did not cure the condition but offered a host of techniques and concepts that 

parents could use themselves in their everyday lives to “work with” or “serve” their autistic 

children. Crucially, the very temporality of autism therapies, emphasizing not short-term cures 

but lifelong investment, helped to solidify identities in place in the making of the autistic child 



 255 

and the autism parent. The therapies promoted an ethic of observation, analysis, and intervention 

by breaking up activities and behaviors into their component parts in order to visualize and 

localize problems, solutions, and progress. In doing so, they were also recasting the goal of 

treatment (both in the medical and interpersonal sense) from cure to progress and fostering a 

vision of autism as defined by both recalcitrance and potential. Further, they encouraged parents 

to enter “their child’s world” and presented autistic experience as an alternative to typical 

experience that parents are morally compelled to explore. The therapies thus shaped what autism 

came to mean for families. They made autism visible (e.g., by provoking certain behaviors) and 

legible (by framing behaviors with particular concepts) at the same time as they enrolled parents 

in the intense ethical project of working with an autistic child. It is in this way the therapies made 

the category become alive and meaningful for parents and others. 

 

Inverted Temporality: Why Autism Treatment Makes the Diagnosis Stick 

 In Chapter 4, I discussed the importance of finding an institutional home for children who 

were serially excluded from a variety of educational and care institutions. I argued that the fit 

between child and place was typically more pressing than the fit between child and category. In 

this chapter, I extend that argument, showing that the fit between child and method was similarly 

more urgent than that between child and category. The relationship between diagnosis (the 

application of a category) and treatment is particularly interesting from a public health as well as 

a sociocultural perspective. Developmental specialists argue that early diagnosis and treatment 

for autism can greatly improve a child’s development and neurological functioning (Dawson et 

al. 2012; Rogers et al. 2012; Eikeseth et al. 2012; Warren et al. 2011). Shortening the time to 

diagnosis and thus to treatment is therefore a major public health concern.154 This emphasis on 
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early screening and diagnosis, however, assumes a particular temporal order of events. Indeed, 

medical practice ideal-typically unfolds in this way: first diagnosis, then treatment. A clinician 

identifies the disease or disorder. Therapeutic action follows. Diagnosis, in this stereotypical 

scenario, directs treatment. Therefore, it ideally precedes it in time. Reality, though, is usually 

much messier.  

 Within this standard narrative of medical practice, there is a common exception to the 

diagnosis-then-treatment ideal. When the diagnostic lens fogs up, treatment can be used to 

clarify things for the clinician. (Anyone who has watched the American TV series House knows 

this well.) Response to a particular intervention can be diagnostically telling. Take, for example, 

the case of the neurodegenerative disorder, Multiple Systems Atrophy (MSA). Lacking 

pathognomonic signs (specifically characteristic symptoms of the particular disease), diagnosis is 

based on clinical observation. Further, MSA shares many symptoms with Parkinson’s disease. It 

differs from Parkinson’s, however, in that it does not respond well to dopamine agonist 

medications (while Parkinson’s responds well to them). A therapeutic trial of a dopamine 

agonist, therefore, can guide diagnosis. If the patient’s condition improves, the diagnostic needle 

shifts toward Parkinson’s; lack of response to treatment would push the diagnostician away from 

Parkinson’s and toward MSA. In such cases, diagnosis is bracketed in the first instance in favor 

of treatment, which ultimately boomerangs back to inform it. 

 In my research in urban Morocco, I found a similarly inverted temporality in autism 

diagnosis and treatment. Indeed, I will show that a definitive or final diagnosis of autism often 

comes well after the child has begun therapy. However, this inverted temporality operates in a 

unique way; it differs from the exception to the rule described above for MSA where treatment is 

used to determine the correct diagnosis. In the cases I will describe below, it is not the success or 
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failure in treating the core symptoms of disorder (in this case, autism) that determines diagnosis. 

Something much more complicated is happening. Indeed, as I stated above, autism therapies do 

not seek to cure the cardinal symptoms of autism. They may act to attenuate, mask, or “work 

with” autism (Eyal et al. 2010). Or they may equip the autistic person with technologies for 

living and communicating with others. But they do not cure autism per se, nor is that their stated 

aim in most cases (although some zealous parents and practitioners claim it does). Further, the 

behavioral therapies used to treat autistic children and adults were not initially designed with 

autism in particular in mind, and their efficacy is not limited to treating autism alone – that is to 

say, unlike the dopamine agonists in the case of Parkinson’s and MSA, they are not selective. 

Indeed, they are founded on basic principles of learning and conditioning and reinforcement that 

are, according to its practitioners and proponents, universal.155 Certain techniques have been 

adapted for specific characteristics of autism, and particular technologies have clustered together 

into something like a package. But similar adaptations could also be useful for people with other 

developmental disabilities (cerebral palsy, Down syndrome, etc.).156 Thus, the success or 

inefficacy of these therapies would not necessarily adjudicate a debate over differential 

diagnosis. Indeed, this is not the reason why treatment led the autism diagnosis to stick.   

 And here is the interesting point from a sociological perspective: treatment causes the 

diagnosis to stick because it allows a point of entry into the “autism world” in two senses. (1) It 

socializes parents, families, and children into a community of autism parents, autistic children, 

autism experts, with its own lexicon and set of particular techniques. (2) It encourages parents to 

enter into their child’s “own world” (al-ʿālam dyālū). In doing so, it clarifies certain 

characteristics for parents by recoding particular actions or behavioral patterns as symptoms or 

features of autism and by searching for and recognizing the wisdom or logic inherent in 
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behaviors that had previously seemed bizarre or incomprehensible. Indeed, according to certain 

parents, autism therapies even made some of the core symptoms of autism apparent for the very 

first time. All this, in turn, allows one to come to recognize and understand what autism means. 

In this way, these therapies constitute the contemporary experience of autism and they make the 

category stick to children so labeled.  

 Even in cases where diagnosis preceded treatment, the act of labeling a child autistic did 

little to explain the disorder that brought parents to the clinic in the first place. In many cases, it 

posed more questions than it answered. As 43-year-old Nadia, a lower-middle class mother of 

four from Rabat told me, when a child psychiatrist told them their then-four-year-old son Aziz 

had autism, “we said, ‘autism? What is autism?’ We didn’t know. We had been traumatized 

(maṣdūmīn) by [the prior diagnosis of] epilepsy. We didn’t know what that was. We were 

searching around, ‘what is this epilepsy?’ What is this? What is that? Then, here we go again. 

This word ‘autism’ comes along (jāt līna had al-kalima dyāl at-tawaḥḥud). What is autism (shnū 

huwa at-tawaḥḥud)?” Indeed, Nadia’s reaction was not unusual, and many parents left their 

clinician’s office with a new word and a mind full of questions then needed to answer. The 

abstract concepts that held together an explanation of what autism is – e.g., “stereotyped 

behaviors,” “theory of mind,” “echolalia,” etc. – were foreign, abstract, and rang hollow for 

many parents at first. The diagnosis only came to “stick” in and through therapeutic practice and 

institutional emplacement. But again, in most cases, this is not because therapy cures or even 

remediates the core symptoms. Rather, it is because of the way it enrolls parents in therapy 

(literally gives them a role), reorganizes everyday life and expectations, illuminates and 

delineates symptoms, and creates worlds within which certain children who have been serially 

excluded from educational and social environments can finally find a place for themselves. It is 
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within the context of therapy that the label and its related concepts can start to take on a 

particular shape and significance for parents. By learning to wield certain therapeutic tools and 

concepts, parents come to gain a sense of what it means to be autistic.  

 That is not to say that all parents wind up with the same understanding of what autism is. 

Indeed, the category’s flexibility, at least in the contemporary American style of defining it – its 

ability to accommodate a range of anomalies or forms of difference as well as their opposites 

(hyperactivity and catatonia, hyper- and hypo-sensitivity to sounds and pain, verbosity and 

mutism) in various degrees – is another key reason why it can be successfully applied to such a 

heterogeneous range of cases (see Eyal et al. 2010). Further, as I showed in the previous chapter, 

Moroccans are in large part coming to understand and explain the category autism through 

concrete instances. As I said, they understand the category through the case and the case through 

the category. Thus, parents’ particular understandings of autism are often shaded by the 

specificities of the cases with which they are most familiar.  

 Further, diagnosis is often postponed – in Morocco as in the U.S., albeit in different ways 

– through the use of a plethora of hedgy designations.157 Tentative labels like “developmental 

delay” sound the alarm that something must be done (some sort of therapeutic intervention) 

without pinning a durable diagnosis to the child. This kind of diagnosis announces that someone 

must intervene to right the course. But the idea of “delay” leaves open the possibility that, with 

some extra support, the child can “grow out” of the danger zone or “catch up” to the expected 

pace and rhythm of typical development. In Morocco, many families heard that their child had a 

retard or teʾkhīr (“delay”). Other parents reported being told that their child “uses autistic 

strategies” or has “some autistic traits” or has “light autism” (Fr. autisme léger or Ar. tawaḥḥud 

khefīf), “complex developmental disorder,” or even the official DSM-IV diagnosis of “PDD-
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NOS” (pervasive developmental disorder-not otherwise specified; Fr. trouble envahissant du 

développement [TED] non spécifié). The actual autism diagnosis often came, if it came at all, 

after a preliminary placeholder diagnosis, which sometimes nonetheless served to funnel the 

child and his family into the autism world. I often saw parents coming to the office of Collectif 

Autisme Maroc after receiving a vague diagnosis and not yet convinced their child had autism 

but hoping that the parent activists there could help them. Further, as we saw in the previous 

chapter, many families actually learned about autism for the first time when they started 

searching around the institutional circuit of care for a place where their child can go to school.  

 In some cases, especially for many of the early pioneers of parent activism in Morocco, 

therapy preceded diagnosis out of near necessity. This is because an autism diagnosis was not 

forthcoming among the many diagnostic offerings of various experts. Take 45-year-old Salima 

and her 19-year-old nonverbal autistic daughter Rim, who was born in the early 1990s. One of 

the first days we met, Salima and I sat on opposite couches in her living room after a nice meal 

she had prepared for me and her family in their home in Casablanca. Al-Jazeera coverage of the 

Arab Spring played in the background, repeating images of flaming vans and buildings and 

marching masses in Cairo and Alexandria. Salima asked me what I thought about the fact that 

people were beginning to talk of an “autism epidemic” in the U.S. and elsewhere.158 Was it true 

that more and more children are developing autism around the world? I tried to explain the recent 

work of Columbia sociologists Peter Bearman and Marissa King (2009), whose data showed that 

approximately one third of new autism cases (and maybe more) were in fact instances of 

“diagnostic drift” from the category “mental retardation” to “autism.” In other words, people 

who were previously diagnosed as “mentally retarded” (now called “intellectually disabled”) 

came to be diagnosed instead as “autistic.” Similar pathways also existed from other categories 
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like “learning disability” that could explain some of the increase as well (Eyal et al. 2010). The 

point I was trying to make was that many of the seemingly new cases of autism were in fact due 

to shifting understandings of disability and changing diagnostic and educational practices, rather 

than a response to environmental factors. It was more a reshuffling of the diagnostic deck than a 

massive influx of new cards.   

 Her now-19-year-old daughter, Rim, was diagnosed as a toddler as having a kind of 

retard mentaux (“mental retardation”), Salima told me. One doctor called it “congenital 

encephalopathy.” Another said she had a “psychomotor delay.” One suggested that she had 

Angelman’s syndrome, another suggested Fragile X syndrome, and another still diagnosed West 

syndrome.159 However, when she took her daughter to Europe for genetic testing, no 

abnormalities showed up. Her MRIs all looked fine too. One doctor in a central African country 

(where her family lived a number of years, due to her husband’s job) remained agnostic, refusing 

to afix a diagnosis to her daughter’s condition. But eventually, she said, she told him, “no way. 

There has to be a name (smiyya) for what my daughter has.” But none of the experts, whether in 

Africa or Europe, could agree on what that name was. When Salima suggested that it was autism, 

having seen a TV special and recognized certain characteristics in her daughter, a Moroccan 

child psychiatrist told her that she was not truly autistic but rather “utilized autistic strategies.” 

Another doctor told her that she probably had hydrocephalus (literally “water on the brain”). 

“But what does that mean?” Salima asked me, rhetorically. “It means there is something wrong 

in the brain. And I call that something autism.” 

 “They would say that ‘she has a psychomotor delay,’ which means nothing,” Salima 

continued. “‘She has a neurological problem,’ [they would say]. – Ok. What is that problem 

called? – ‘We don’t know,’ they’d say. But, you know, autism has the triad [social, 
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communicational, and behavior abnormalities]. Rim has the triad [of social, communicative, and 

behavioral abnormalities/impairments]. But she smiles and laughs with us. So, what? She 

shouldn’t laugh and smile [in order to be autistic]? What am I going to tell her: cut it out; stop 

goofing around? ‘She doesn’t flee from interaction,’ [the psychiatrists would say]. But the 

definition never says the child runs away from interaction. It says that [a child with autism] has 

‘trouble with interaction.’ It [the DSM definition] doesn’t say he [the autistic child] doesn’t want 

to communicate. It’s just that the autistic person doesn’t know how [to interact or communicate]. 

There’s a difference. It says there is a ‘qualitative alteration or disorder in social relationships.’ 

So you know, it was a huge relief for my daughter to finally be recognized in her handicap at age 

16, because I consider it a right. It’s like someone has diabetes and you tell him, ‘no, you don’t 

have diabetes.’ You need to recognize the problem in order to treat it.” 

 Years before she finally got the diagnosis, Salima had made a decision about her 

daughter’s education. After a series of more or less successful attempts to integrate Rim into 

ordinary school contexts in central Africa as a young child, she returned to Morocco to find no 

suitable solutions. In the meantime, she had begun to learn about autism through parent forums 

on the Internet. “I decided,” she told me, “that Rim was going to study with the autistes.” 

Ultimately, Salima joined an association working with handicapped children (not specialized in 

autism) and she helped them create a classroom for autistic children and placed her daughter in it 

(five years before he was officially diagnosed with autism).  

 When the French NGO Léa Pour Samy began bringing experts to Morocco to train 

parents and educators in behavioral techniques, she helped organize trainings for parents and 

professionals. She eventually began an ABA program in her home, working with one of the 

French experts that Léa Pour Samy brought over. She learned words like, stereotypie 
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(“stereotyped behaviors,” but also used to mean “self-stimulation” in Moroccan Arabic), 

renforçament (“reinforcement,” in the behaviorist sense), and extinction (an ABA procedure 

which tries to make a behavior “extinct” by removing the reinforcing response that was driving 

it). She lobbied the local association, against much resistance, to bring ABA into their 

classrooms. Eventually, they contracted with one of the experts working with Léa Pour Samy to 

implement ABA in the association’s classrooms. She participated on behalf of her disability 

association in the “Year of Autism.” And still, up to that point, her daughter had not yet received 

an official diagnosis. 

 That came the following year. To help bolster early screening and diagnosis, as part of 

the national Année de l’Autisme, “Year of Autism,” the Ministry of Social Development sent two 

young Moroccan child psychiatrists to France for training in the Autism Diagnostic Observation 

Scale (ADOS) and the Autism Diagnostic Interview (ADI). Upon return, one of them finally 

diagnosed Rim with autism, at age 16. It is important to note here that the diagnosis came only 

after screening tools were imported into Morocco in 2006. Like the DSM, these tools constitute 

autism as an array of mixed-and-matched symptoms.160 One possibility is that the clinical 

prototype that existed in Morocco among psychiatrists at the time may have been too narrow to 

incorporate Salima’s daughter, and that is why she did not receive an official autism diagnosis, 

even though she was participating in autism training events, autism associations, and the Year of 

Autism activities. In other words, and to return to the arguments and language of the previous 

chapter, her daughter did not fit the prototype of autism that existed for experts, but she fit nicely 

within the institutional niche that autism came to occupy and within the prototype that existed 

among autism associations (indeed, she had been excluded from other institutions of education 

and care). While she did not fit within the conception of autism held by the psychiatrists Youssra 
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brought her to see, she did fit into an expanded, symptom-based conception of autism spectrum 

disorders that was imported in her teenage years, in part as a result of his mother’s efforts. 

However, I should add that the child psychiatrists I worked with in 2010–2012 did not often use 

ADOS and ADI all that frequently in their practice. Indeed, one child psychiatrist told me that 

there was little value in doing such tests. Not only did they take a long time to administer, but 

she had found that anyone she suspected of having autism would almost automatically test as 

autistic on ADOS or ADI-R, since those were meant to be screening tools and not the final 

arbiters of diagnosis. Indeed, this child psychiatrist believed that many children who tested on 

the autism spectrum on ADOS and ADI-R would be false positives.161  

 The key point here, then, is that for many parents the diagnostic checklists functioned less 

as a motor of diagnosis than as a resource in an attempt to obtain an official diagnosis for a child 

who already was, for all intents and purposes, autistic, at least sociologically speaking. In such 

cases, the diagnosis was both inevitable and incidental by the time it officially arrived. Salima 

had already found herself deep inside the autism world. Her daughter attended an autism 

classroom. Their everyday home life was structured by autism therapies. Salima was already an 

autism parent, taking a lead role in the national Year of Autism. Thus, the eventual diagnosis of 

autism did little to shape or direct her daughter’s treatment or identity or her family’s everyday 

life. 

 That does not mean it was entirely inconsequential. As Salima said, she experienced the 

diagnosis as a massive relief. For years, she had argued with experts and several had intimated or 

explicitly stated, she told me, that she had caused her daughter’s condition through bad parenting 

and insufficient motherly love. She also lamented the years she spent researching the sundry 

conditions floated to her by various physicians. Each time someone suggested a particular 
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disorder as a possible diagnosis for her daughter, she taught herself about it, reacted to it 

emotionally, and attempted to begin treating it. She viewed those as lost years and felt that her 

daughter would presently be in a much better situation had she received a timely diagnosis. 

(Indeed, as I mentioned above, early diagnosis and treatment is considered to be of the utmost 

importance among developmental disability experts.) Nonetheless, by the time the diagnosis 

came, Rim was already, for all intents and purposes, autistic. His mother had become an autism 

parent and their home life, her educational environment, and their broader social world was all 

by then built around autism. But I only casually mentioned above perhaps the most significant 

part of the transition to Rim becoming autistic, sociologically speaking: the introduction of 

behavioral therapies like ABA to their home and to Morocco more broadly. In many ways, these 

therapies have come to define autism by clarifying both the characteristics and the ethical project 

associated with it. In the sections that follow, I examine the ways in which parents come to 

understand and embrace the category and its associated ethical project in and through therapeutic 

practice and over time.  

 

ABA as a Mode of Dealing with Children as Autistic 

 While behavioral therapies were not developed with autism exclusively in mind (Eyal et al. 

2010; Silverman 2011), they have come to be known as specific methods for dealing with people 

with autism. This is true in the U.S., and it was becoming true in Morocco during my time there. 

Throughout my fieldwork, people repeatedly said that it was important to know how to “deal 

with” or “cooperate with” (kīfāsh tteʿāmel maʿh) an autistic child. They often said that ABA was 

a specific method for doing so. This is a key way that a child comes to take on a durable 

diagnosis and identity as autistic. The very fact of using ABA as a method of dealing with the 
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child “as autistic” shapes and partly determines, on a meta-interactional level, the meaning of 

what they are doing. One is using methods for dealing with an autistic child; therefore, one must 

be dealing with an autistic child. In other words, it presupposes and entails the child’s autistic 

identity. Ultimately, this helps to sediment the child’s identity as autistic and the parents’ identity 

as autism parents. To be clear, I am using the term sediment here in a similar fashion as Dominic 

Boyer (2000) does in his discussion of the sedimentation and accretion of social knowledge. The 

idea I am trying to stress is that a durable identity is formed – and a diagnosis sticks – through an 

iterative and repetitive process, in a manner akin to how dust settles into place over time to 

become a firm ground. In effect, the iterative practice of autism therapy, as a specific mode for 

dealing with autistic people, serves to cement the person’s identity as autistic whether or not a 

diagnosis (or many diagnoses) has been formally made. 

 Consider how Koutar described the early pre-ABA years of her son Hakim’s education: 

 
We were trying, but we didn’t have a method – [that says] here’s how you do this, here’s 
how you do that. We were trying to raise him as if he was a normal boy, only going at the 
rate of his mental development (ʿala qedd ʿaqelū). We adjusted to him and he adjusted to 
us so we could teach him things. That was the goal. Every day, bit by bit, we’d teach him 
how to dress himself, to sit, to stop running around. We were trying to reduce… you 
could say it was like ABA, except we didn’t know how to conduct ourselves (kīfāsh 
ntṣerrefū). We tried to reduce the bad behaviors and teach him good things. But we didn’t 
know how to deal with him as an autistic child (kīfāsh ntʿāmelū maʿh ka ānahu un 
autiste). We couldn’t find the proper professional guidance. We just had those 
psychotherapy sessions with the psychiatrist, which didn’t produce any results – just us 
talking and talking.  
 
 

ABA here amounts to a specific mode of “dealing with” (tʿāmel) or “conducting oneself” 

(teṣerref) in relation to an autistic child. Prior to that, Kaoutar and her husband were working 

towards some of the same goals that ABA works towards, only she felt they lacked a specific 

method or theory to guide their conduct, to relate to him as an autistic child. Importantly, she 
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contrasted ABA to psychoanalytic therapy sessions, which did not, in her opinion, shape their 

interactions with her son or give them a way of dealing with him as autistic. The psychotherapy 

sessions, she said, were “just us talking and talking”; they did not reorganize their daily life in 

the way ABA did for many families, as I describe below. 

 Similarly, for many parents finding a method was more important that finding a label. 

Having waded through years of diagnostic confusion and fruitless therapy, they told me that it 

was less important to name the child’s problem than to know how to deal with it. Mina, a former 

school teacher and mother of a 12-year-old autistic boy named Adam who lived in Casablanca 

with her husband who had retired after a career in the military, told me that she gave up her 

diagnostic quest – after many doctor’s visits, several conflicting diagnoses, and much confusion 

– in favor of a search for techniques for managing certain situations that had become nearly 

unbearable. “For me, it’s no longer important whether it’s autism or not,” she told me. “What 

interests me is the path, especially with this aggression that has started to focus on me in 

particular. Like, when he gets upset, I need a method for how I am going to deal with him 

(ntʿāmel maʿh). In that moment of anger, they need to show me how I can do that indifference 

with him (ntʿāmel ma’h dīk l’indifférence). For example, the thing you do where you act like you 

didn’t hear him – he refuses that now. He just rejects it. You know, you have to keep responding 

to him.” The fact that she says indifférence rather than using the technical term extinction (and I 

discuss these terms further below) perhaps indexes the fact that she is a relative newcomer to the 

autism world. In an “extinction” procedure in behavioral therapy, as she says, one does not give 

the child the desired response in hopes that it will reduce the frequency of the behavior. 

Ultimately, the theory goes, the behavior will become “extinct.” In many cases, the theory 

behind the practice is that the function of the behavior (physical aggression, in this case) is to 



 268 

seek attention. By not responding, one takes away the behavior’s function and renders it 

ineffective. At the same time, they would ideally also try to teach him more “functional” means 

for getting attention as a kind of replacement behavior. The important point here, though, is that 

Mina had found a place for her child in this autism association. The association had a method for 

dealing with autistic children, especially in terms of the kinds of issues she found most urgent 

(her child’s aggression), and she was finding this method well suited to him, even if she was 

having some trouble implementing it herself. Thus, for this mother, it was less a question of the 

fit between the child and the label than between the child and a world with structured modes of 

dealing with him or her. Nonetheless, whether or not she was interested in a label, this classroom 

was definitively part of the autism world. It was an association designed specifically for autistic 

children, operating under the banner of autism, and their method (ABA) was locally viewed as a 

method for dealing with autistic children. Ultimately, I am arguing, in this chapter and the 

previous one, that the label comes to “stick” to her child over time because she found a place for 

her child there as well as a method for dealing with Adam.  

 

Colonizing the Mundane Details of Everyday Life 

 As Mina’s testimony above demonstrates, one of the reasons why behavioral therapies and 

autism associations are able to enroll parents in their ethical project is quite simple: they take on 

issues that others do not. Many parents in the earlier generation, parents whose children were 

born in the 80s and 90s, described frustrating encounters with psychiatrists where they asked for 

pragmatic advice with basic everyday tasks – e.g., toilet training, managing meals, going to the 

store – and received none. “Just be natural (ṭabīʿī) with him,” many reported being told. In 

contrast to the kind of psychoanalytic therapy some psychiatrists were offering, ABA and related 
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therapies attempted to work precisely on the surface of everyday habits of living, rather than on 

something more abstract and submerged, like the “self” or the “soul.” Further, behavioral 

therapies were unabashedly committed to concrete and measurable progress, and this stood in 

contrast to alternative approaches.  

 Psychoanalysts typically aim to work more directly on the “self” and its unresolved 

emotional conflicts. Quotidian concerns of everyday living – getting dressed, holding a fork, or 

learning the names of colors – are therefore outside their purview, and as a result their 

therapeutic goals can seem more diffuse and abstract to parents. This stance was on display in an 

extreme form in the controversy surrounding the French documentary, The Wall (which I 

described in the Introduction), which circulated among parents and professionals during my time 

in the field. In the film, one particular psychoanalyst drew ire for his response to the question, 

“what can an autistic child expect to get from psychoanalysis?” After a meditative pause, he 

replied, “The pleasure of taking interest in a soap bubble. I can’t answer anything else.” While 

his position is extreme and not representative of other psychoanalysts, including those I met in 

Morocco, his response shows the distance between such an approach and behavioral therapies, 

which aim to immediately begin working on practical competencies. Indeed, because of the 

pragmatic, goal-oriented nature of ABA, it would be impossible for a behavioral therapist to give 

a similar response to the question above.  

 Similarly, as I mentioned earlier, religious therapies, whether Islamic exorcism or 

vernacular cures of the jinn, tend to work on the “soul” (rūḥ). They typically aim to purify the 

subject from possession or to use occult or holy powers to spark a radical inner transformation. 

When I met with one religious healer (fqīh) in a poor neighborhood in Rabat, for example, he 

told me a story about how he cured a boy who could not speak. As we sat in the closet-sized 
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room he used for his office, he held his throat and mimicked the way the boy would try to talk, 

“uhn uhn uhhuhuh.” As a treatment, he had written verses of the holy Quran onto the boy’s hand 

every day for several days. Each day he had the boy lick the ink off. Then, all of a sudden a week 

later, the boy began to speak. This kind of miraculous cure is what most parents sought when 

they visited religious healers. But in those cases where such treatment was unsuccessful, the day-

to-day issues of toileting, communicating, and managing daily life remained.  

 As I discussed in Chapter 3, several families continued to take their children to receive 

ruqya sherʿiyya concurrently with other autism therapies. A modern form of Islamic exorcism, 

ruqya consists of therapeutic recitation of specific verses of the Quran. As Emilio Spadola has 

shown, ruqya is most literally a form of “legitimate curing” (as opposed to the cures of the jinn 

carried out by vernacular religious healers, which reformers consider to be a form of sherk, akin 

to polytheism). ruqya uses the intrinsically curative powers of the Quran, in contrast to 

vernacular cures which may also involve engaging and sometimes striking pacts with jinn. 

However, most of the parents I met did not consider ruqya to be curative for their children, but 

rather palliative. They discussed how the child would “relax” (kayretāḥ), “calm down” 

(kaytecalma, an Arabicized form of the French reflexive verb, se calmer), and ultimately sleep 

better. Most of these families would visit local Imams to have them read the Quran over their 

child. Others would play the Quran on their phones or stereos. Omar, for example, would play a 

recording of the Quran on loop for his son nine-year-old son Aziz every night. Adil would let his 

son, Kamal, hold his cell phone as a recitation (tajwīd) emanated from it. Ordinarily Kamal 

would be in perpetual motion. But, phone in hand, he would lean back against a wall or a couch 

and simply listen. In a sense, families typically seemed to use ruqya as an add-on therapy. And 

while some felt it prepared the child to learn and “work” in a behavioral therapy program, like 
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vernacular cures and psychotherapy, it offered little direct assistance in dealing with the 

challenges of daily living with a disabled child. 

 ABA, in contrast to these other therapeutics of the self, takes on the most mundane 

problems, and the ones most urgently felt by parents. In the therapy sessions I observed, 

behavioral therapists would ask parents a simple question: “what do you want to see your child 

do?” They would probe them for specifics. Something like “be independent,” for example, was 

too diffuse and abstract, even if it was a good general guide. They wanted something achievable, 

like “go to the toilet by himself.” But then they would begin to unpack that activity which, as I 

discuss below, turned out to involve a host of competencies, skills, and sequential actions. 

However, the important point is that they would begin immediately, in concert with parents, to 

take on these kinds of pressing problems. Colonizing the mundane details of everyday life in this 

way also helped ABA to enroll parents into its therapeutic and ethical project. As we shall see, 

this colonization of everyday life often met resistance from families, a sort of miniature 

anticolonialism that sought to maintain the family’s distinctive style of life and the child’s unique 

singularity.162  

 

How Therapies Work  

 A signature feature of behavioral therapies is the way they break up larger activities and 

actions into a multitude of infinitesimal parts. This is among the first skills that ABA experts in 

Morocco sought to teach the parents and educators with whom they worked. Every activity could 

be broken down into several smaller steps. Each of those steps is, in turn, composed of a series of 

smaller ordered actions, which themselves could be broken up into smaller actions, and so on, ad 

infinitum. When working with a new parent or educator, Olivia, an ABA expert, would almost 
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always begin by asking them to suggest an appropriate activity for the child. She would then 

have them break it down into its component steps. By breaking down an activity, one can 

identify problem spots and “peel” (décortiquer), as she would say, them off one by one, either by 

sheer repetition (doing the step over and over until the child mastered it) or by introducing 

technical supports or workarounds. The idea, from a therapeutic standpoint, is to localize the 

problem areas that need further work or accommodations and to remedy them. Sometimes this 

meant introducing a separate activity that helped build the requisite skill for the problematic step. 

At the same time, breaking an activity down into its constituent parts has important implications 

for the way that parents view their child and his or her disability. Ultimately, as we shall see, it 

recasts the goals of therapy (from cure to progress), fosters a different vision of autism (as a 

lifelong condition and a different way of being), and reshapes parents’ orientations toward their 

child (from an object of pity to an object of investment).  

 For instance, breaking activities and tasks into their constituent parts helped make progress 

more readily visible. Take the example of snack time. Olivia, a French ABA expert, was working 

with a mother and her adolescent son one day in her office. The mother had said she was having 

trouble with snack time. Olivia asked her to list the various steps involved in having a snack of 

cooked potatoes: “Close your eyes and imagine that you are your son,” she told her. “Tell me 

what are the different steps of having snack time.” This is what the mother came up with: 

 
1. Wash hands 
2. Go to the refrigerator 
3. Open the refrigerator 
4. Look for the Tupperware 
5. Take it out of the refrigerator 
6. Place it on the counter 
7. Open the Tupperware 
8. Get a spoon from the drawer 
9. Get a plate from the cabinet 
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10. Take some scoops and put it on a plate 
11. Return the Tupperware to the refrigerator 
12. Close the refrigerator 
13. Carry the plate to the living room 
14. Eat potatoes 
15. Carry the plate back to the kitchen 
16. Put the plate in the sink.  
17. Wash hands 
 

Olivia then showed her that each of these steps could, in turn, also be broken into smaller steps. 

Step 4, “Look for the Tupperware with potatoes,” might not be that simple. It might require the 

son to move other items around in the refrigerator or taking things out to see behind them. Step 

6, “Place it on the table,” might involve moving other things already on the counter in order to 

make room for the Tupperware. “Wash hands” has several steps to it (turn on faucet, pick up 

soap, rub in hands, put soap down, rinse hands, turn off faucet, dry hands). Each of these steps, 

in turn, requires specific skills. Opening a Tupperware container and putting the lid back on 

require certain fine and gross motor skills. Clearing space on the counter requires problem-

solving, visuospatial planning, as well as motor skills.  

 Helping parents and educators to visualize and appreciate all the complex and varied steps 

and skills involved a seemingly straightforward task did many things at once. For example, it 

militated against parents demanding too much of their child and then becoming frustrated, and 

ultimately thinking that he or she is incapable. It also allowed them to see over time that, while 

perhaps s/he has not yet learned to complete the whole activity independently, s/he has become 

proficient at a few of the steps (perhaps s/he simply learned to get a plate from the cabinet). And 

that is improvement. In fact, while parents often spoke to ABA experts and child psychiatrists 

alike about their broader problems, the professionals often directed their attention to smaller 

instances of progress, telling them, “there is improvement” (kayn teḥessun).  Further, if s/he has 
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difficulty opening the Tupperware, they may need to work on his/her motor skills. In the 

meantime, though, they could use a different kind of container with an easier lid.  

 The same logic can be applied to any other activity. Breaking it into a series of minute, 

ordered actions, allowed parents and professionals to tailor a prosthetic environment to their 

child’s unique individual skill set. It also created a particular way of seeing which articulated 

with a specific temporality of progress: by breaking time up into smaller and smaller units, and 

breaking activities up into smaller and smaller components, it allowed progress to appear in a 

more immediate timeframe. It effectively changed a task from digital to analog. Instead of 

viewing it in terms of whether or not he or she can complete the entire task independently (i.e., 

on a digital scale), one could now see that he or she can in fact do many parts independently and 

perhaps can complete it with some forms of assistance and adaptation (i.e., on an analog scale).  

In sum, by breaking up tasks into a series of an infinity of parts, therapies allowed parents to 

work directly with their children on functional behaviors, setting concrete and measurable goals. 

This promoted a distinct temporality that visualized progress and enabled hope, allowing parents 

to engineer and witness immediate improvement while shifting attention away from long-term 

prospects for cure – or “becoming normal” – as we shall see below. This is crucial for the 

process of enrolling parents into the ethical project of autism therapies.  

 

Shifting Goals: From Cure to Progress 

 Moroccan parents of younger children, whether their children were newly diagnosed or 

merely “suspected” of having autism, often focused on the ultimate end goal. Will my child 

“become normal” (wellī normale or wellī ʿādī)? Is he going to study with his peers? These are 

the long-view questions such parents posed to me, to their more experienced fellow parents, and 
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to local and foreign professionals. One mother called into a Moroccan radio show, for example, 

saying she wanted to know if her son would “pass through this phase of autism” (ītjāwez hād al-

merḥala dyāl al-tawaḥḥud). But behavioral therapies bracketed such queries. Indeed, they 

sidestepped the question of cure altogether. By breaking up activities into tiny components or 

bigger skills into small steps, and by equipping parents and children to complete those activities, 

the therapies shifted the focus of attention to the near term and posed interim goals: learning to 

hold a fork, to identify a letter, to make eye-contact, to open a lid, to trade a picture for a desired 

item, to squeeze a lemon, or to open the refrigerator door when it was snack time. Again, this 

shift is an important part of the ethical project of autism therapy and autism parenting. 

 An example from my fieldwork shows one family’s transition from an illness-cure 

paradigm of “becoming normal” to this more immediate and pragmatic mode of evaluation and 

practice. 

 

My phone rang with an unknown number. I answered. A high-pitched woman’s 

voice greeted me apologetically. “Sorry, but someone gave me your number,” she told 

me, not specifying who. “I heard you’re a professor (ustād) doing research on autism. My 

son has… well, the child psychiatrist told us that he has ‘some traits of autism.’”  

They had been doing therapy for about a year – she did not specify then which 

kind – and had not seen much progress. They had decided to start ABA. She asked if I 

could meet her and her husband and see their son. We set up a meeting.  

A few hours after the appointed time, she called, and apologized for missing our 

meeting. She asked if I had an “opening” at 7 pm instead. (The word “opening” made me 
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think she was orienting toward me as a clinician of sorts, so I stressed that I was simply a 

researcher and would be interested in hearing their story.163 She said she understood.)  

We met a few days later in the parking lot of the train station. I climbed into the 

back seat of her new compact sedan and she told me that we were waiting for her 

husband to arrive and then we would go back to their house to meet their son, Salim. An 

older woman, Salim’s grandmother, sat in the front seat and smiled at me. The 

grandmother’s traditional-style dress – a jellaba and a loosely wrapped headscarf – 

contrasted with the mother’s highlighted hair, fashionable sweater, and jeans. She 

explained some of her son’s symptoms to me as we waited. He places cell phones at right 

angles to one another, she said. (Later, she and the father would debate whether that was 

a sign of autism or not; she would say that the ABA psychologist told her it was a form of 

stéréotypie [“stereotyped behavior” or “self-stimulation”). He says only a few words 

now, at three and a half years old, and even those are only attenuated approximations: 

like “acdo” for Macdonald’s.  

A year earlier, she said, they had taken him to a child psychiatrist. He told them it 

was nothing serious and referred them to a psychoanalytically oriented 

psychomotricienne who practiced Son-Rise, an American therapy that involves imitating 

the child’s actions in order to spark interactions and self-awareness.164 In some circles it 

is thought of as the diametric opposite of ABA.165 Whereas Son-Rise is typically 

practiced by parents in their homes in the U.S., this psychomotricienne was conducting 

closed-door sessions with Salim. Seeing little improvement, the parents went to visit the 

mothers running Collectif Autisme Maroc, who in turn referred them to Olivia, the local 

ABA expert. Olivia had told them to find an aide that she could train to carry out an ABA 
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program with their son. The aide would work with Salim at home and eventually 

accompany him to school. They had placed an ad on a website and found an aide. When I 

met them, they were just about to get started with a behavioral therapy program.  

After ten minutes or so of waiting, the father arrived on the commuter train from 

Casablanca. He was a picture of the posh, modern businessman, wearing a suit, a loose-

hanging scarf around his neck, and a pair of stylish wraparound sunglasses. We shook 

hands and walked to his car. The two of us sat sunken into the deep seats of his luxury 

sedan. After some small talk, he began. “My son has a problem (weldī ʿandū mushkil),” 

he said. “He doesn’t talk (ma kayhḍersh). He’s intelligent (dekkī), but he doesn’t 

understand things quickly. And he’s not talking hardly at all.” He said he had been 

reading on the Internet about autism. None of the cases look exactly like his son, he said. 

But he heard that if you start early, “you can save them” (yemkin teʿteqhum), he said. 

(The verb ʿteq means “to save” or “to rescue,” but also “to set free,” “to liberate,” or “to 

emancipate” [Sobelman and Harrelson 2008]). He was also finding that hardly anyone 

was talking about Son-Rise on the Internet. Most people were recommending ABA.  

He asked for my advice. Should they quit Son-Rise? Is it ok to do it at the same 

time as ABA? I said that they should check with Olivia. She’s the expert. They are only 

continuing, he told me, because they signed a two-year contract with the Son-Rise 

therapist. “But if you tell me to stop right now,” he said, “then I’ll stop.” I asked if the 

therapist gave them things to do at home. “She never did,” he replied. “To this day I don’t 

even know what she does in there with him,” he told me. “It’s just, ‘yeah, it’s going well. 

He’s making progress. See you on Thursday,’” he told me. But they were not seeing 

progress, and they had no idea what to do with the boy for the rest of the week. Their 
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concerns and complaints sounded very much like those of other parents I met whose 

children had gone through a form of psychoanalytic therapy with psychiatrists at a young 

age.  

When we arrived at their house, a large modern apartment in a newly constructed 

housing development in a seaside town just outside the capital, he asked me what I 

needed to see or know in order to “do my diagnosis” (bāsh tadīr la diagnostique dyālek). 

I explained that I could not possibly diagnose the boy for them. He nodded in 

comprehension but nonetheless persisted. Over and over, he asked me to divine a future 

for his son. Will his son study? Go to college? Become normal? Again and again, I 

deferred the questions. I told him that, at this point and in all honesty, no one can say 

where the boy will be even in a few years. All they can do is work with him right now on 

the problems they see, which, from what he had told me, had mostly to do with speech 

and communication. The mother returned to the room with juice and the father quickly 

told her that I had said that their son does not have autism, only some problems with 

speech and communication. I stressed again that I was not qualified to make a diagnosis 

and that the most important thing, it seemed to me, was to simply work with their son on 

the issues and problems at hand. Not speaking at three and a half years old was an 

obvious one. Once again, he told me that he had a “strong conviction” that the boy would 

indeed “become normal,” “eventually, you wouldn’t even say he was autistic,” he told 

me.  

A few months later, when I saw them again, the father said that they had seen 

some progress. Salim’s speech had not improved all that much, he told me, but he was 

trying to repeat words when they asked him now. He had started going to a kindergarten 
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class at a typical school, accompanied by his aide. He played with the other kids, listened 

to them, and learned from them. “He’s not shut up by himself in the corner anymore,” he 

said, crouching his body inward like he was hiding some precious item from attackers. 

“He’s started to integrate (yendamej) himself,” he added. “But we need to just keep on 

working.” He did not ask this time whether I thought his son was in fact autistic or 

whether he would ultimately become normal. Rather, he seemed confident they were on 

the right track and only asked if people with autism typically needed an aide with them 

all the time, throughout their lives, or if one day his son might be able to simply go to 

school on his own.  

 

This shift – from focusing on diagnostic certainty, “becoming normal,” and long-term outcomes, 

to viewing incremental progress in everyday life and having faith in the therapeutic process – is 

indicative of a successful enrollment in the ethical project of autism therapies and autism 

parenting. Son-Rise, as practiced in this scenario, via closed-door therapy sessions administered 

by an expert, operated within a classical medical-psychiatric paradigm. In the context of that 

therapy, Salim’s parents oriented toward their child in terms of distinctions between normal and 

abnormal and between illness and cure. They saw no progress but they maintained the hope that 

their son would somehow eventually be restored to normality. However, as they began the 

practice of behavioral therapies, and started breaking up larger goals and tasks into smaller steps, 

they shifted their focus onto incremental improvements and new goals, like “social integration” 

(al-idmāj al-ijtimāʿī), which sidestep the illness-cure and ab/normal distinctions altogether.166  
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Associations, Therapies, and Ethical Enrollment 

In Chapter 3, I discussed how, in debating translations of autism into Arabic, activists are 

careful to present autism as a lifelong condition, not a temporary state. In Chapter 4, I began to 

discuss a related concept: that autism parents are ethically compelled to invest deeply in their 

children, working intensively with and on their behaviors indefinitely in order to achieve the 

kinds of progress I described in the previous section. This new vision of temporality and progress 

is an important aspect of the ethical project of autism therapy. And, I will show in this section, 

autism associations play a key role in enrolling parents in this vision.  

Several parent-activists told me that new parents often arrived at their association 

expecting a quick fix. They saw the association as a pit stop on the road to normality. Their child 

would stay for a time, they imagined, before moving on to a typical classroom. Parents running 

such associations, therefore, said their work was twofold: (1) they helped parents focus on the 

present or the immediate future and (2) they tried to instill in them the idea that autism is a 

lifelong condition. This is a peculiar temporal configuration: it simultaneously zooms in on the 

present while strapping one in for a long haul. What Najiba told me about her experience in the 

association she helped to found and operate in Fes illustrates this temporal orientation: 

 
There are parents that come and sign their children up for the NGO thinking that they are 
going to spend six months here and their children will be cured. It’s like they think we 
have medicine or something. How many months have I worked with my own son? And 
he’s still not cured. He has improved, yes. But he’s not cured. The problem with the 
parents is that they waste their time saying, ‘is he going to be cured or get better?’ But I 
say, ‘save him now, in this instant. Figure out what can you do to rescue him (ʿatqū) right 
now.’ 
 
 

 Nadia in Meknes told me something similar about her experience at the association she founded.  
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There are parents who come here just having learned about autism. They think that it’s an 
illness that can be cured and they bring their child here and say, ‘how long will it take to 
cure him? Do you think he could become normal in a year or so? Or do you think he 
needs two years? Or just four months, or five? Are you going to give him medicine?’ 
And so you try to explain all this to them. The psychiatrist that was working with us used 
to tell us, give them some things to read and tell them, ‘you know, autism is a bit 
difficult, it’s a bit long (ṭawīl shwiya). Maybe he’ll start to speak; maybe he won’t. 
Maybe he’ll improve very quickly, maybe… So we try to explain this a bit to the parents.  

 

Similarly, Mohammed, the upper-middle class business man and president of a Casablanca 

autism association whom we met in previous chapters, told me that at his association, they try “to 

speak to parents in a realistic language (logha wāqʿiyya). A person with autism is born autistic 

and he’ll die autistic. Perhaps his situation can improve over time, but no one gets cured from 

autism.” All these parents aimed to encourage other parents to bracket the question of cure or 

“becoming normal” and to focus on near-term goals for improvement. They telescope in on the 

present in order to demonstrate instances of small progress while at the same time inculcating a 

patient orientation toward the child’s future and an acceptance of the long-term nature of the 

child’s disability or difference. In this way, they were elaborating an explanatory and narrative 

framework that was working in the same direction as was the technical practice of ABA, when 

therapists had parents break tasks into smaller pieces in order to visualize progress and potential.  

 

The Ethic of Observation and Analysis: Finding Potential  

 As I alluded to above, behavioral therapies rely on an ethic of observation, analysis, and 

intervention. Here, I argue that the ethic embedded in behavioral therapy promotes a particular 

vision of autism, helping to clarify the child’s symptoms and their potential. I will return later to 

a more sustained treatment of autism therapies in the context of domestic life. For now, the key 

point that I want to stress is that behavioral therapies can help to illuminate (and sometimes even 
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produce) certain features associated with autism and to differentiate it from other conditions, 

such as mental retardation. Ultimately, autism has come to be understood as characterized by 

both recalcitrance and potential.  

 Clinicians and researchers, for instance, have historically distinguished mental retardation 

(without autism) from autism (which can be diagnosed as being comorbid with mental 

retardation) on the basis of the presence or absence of “splinter skills.” In mental retardation, the 

idea is that one should find uniformly low performance relative to the average across all 

domains. In autism, one expects low performance in some domains but not others. Plotting an 

autistic child’s performance of different domains in a bar graph, you would expect to see 

periodic peaks (“splinters”), a skyscraper here and there among the low-rises. By contrast, for a 

child with an intellectual disability without autism, you would expect to see a neat suburban 

collection of low and roughly identical bars. The point I want to emphasize is that this 

nosological (or classificatory) distinction becomes practically irrelevant the more and more one 

intensifies the degree of intervention, observation, and analysis. In other words, the further one 

zooms in, the more fine-grained the image becomes, the more likely one is to find discrepancies, 

or “spikes,” across different domains. When applied, this serves in essence to dissolve the 

distinction between the two categories. Whale-like, the category autism swallows intellectual 

disability whole.   

 In the Introduction, I argued that the pure truth-value alone of the diagnosis is not an 

adequate explanation for autism’s proliferation. That said, the concept autism does seem to 

accommodate certain aspects of what parents notice in their children, especially when they begin 

to view and interact with them differently in the context of autism therapies. In other words, 

intensive therapeutic interaction and interventions make the child’s capacities and disabilities 



 283 

visible in ways that no longer fit as neatly with the category “mental retardation” (or “intellectual 

disability”). Indeed, experts in behavioral therapies encourage parents and practitioners to see the 

logic and intentionality inherent in a child’s seemingly random and bizarre behavior. By 

“entering into the child’s world” – we will return to this idea below – and seeking (and usually 

finding) a certain logic therein, parents come to see their child’s potential. Perhaps unusual or 

obscured skills, capacities, and abilities that might have otherwise gone unnoticed come to the 

fore.    

 This was often described by parents in terms of lightening-flash type moments, where a 

more profound intelligence or more powerful capacities peeked through the veneer of the child’s 

seeming disconnection and incomprehension.167 These often related to things like spacial 

awareness, verbal understanding in the absence of speech, and sometimes even precocious, 

untutored reading abilities. Typically, parents read these moments as indicative of an autism 

diagnosis (and therefore greater potential for improvement) rather than a diagnosis of mental 

retardation. Dozens of Moroccan parents, for example, noted that their child had a certain acuity 

with visuospatial or auditory memory. Omar, for instance, often took his 9-year-old son to the 

beach to run around and draw letters in the sand. It was Aziz’s favorite destination, and Omar 

eventually realized that his son had memorized the way there. He had noticed that Aziz would 

begin to scream in the car anytime he drove by the turnoff for the beach, even if the beach was 

not visible from where they were. Koutar described the amazing memory her 31-year-old son, 

Hakim, showed as a child. “Already at two years old, he had an “extraordinary intelligence (ad-

dakāʾ al-khāriq ʿandū),” she said. She recalled how his father would carry him as they walked 

down the street and Hakim would sing snippets of well-known Oum Kaltoum songs “with 

perfect rhythm and melody.” People would turn their heads, she told me, “It was like he was 
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going to be a genius (ʿabqarī).” Several families noticed that their child would recognize their 

favorite television commercials from another room and would come running, hot-footed to watch 

it. When he was young, for example, Aziz went through a phase when he did not speak but he 

would sing the jingles he heard on television commercials. Youssra told me that she noticed, 

when her nonverbal daughter Dounia was a toddler, she differentiated between the way her 

father rang the doorbell and the way anyone else did. “She would smile and laugh and go to the 

door, and I would know that her father had come home and he was the one who rang,” she told 

me. “She had this precision in her observations of the doorbell. So to me that meant, well, she 

understands.” In the context of autism therapies, all of these parents began to observe their child 

more closely, and they began to see pockets of wisdom and excellence here and there.  

 Similarly, Mina, whom we met above, discussed the way that her experience living – and, 

as we will see, working – with her autistic son led her to question an initial diagnosis of simple 

intellectual disability. The child psychiatrist, she said, had told her that her son was mentally 

handicapped. When she protested, he attempted to give her a metaphor for understanding her 

son:  

 
He told me that he has a body like a Mercedez Benz and a brain like a moped…He told 
me not to expect him to read or write… But I wasn’t convinced (by his diagnosis), 
because I was seeing some things that he was doing at home, you know, things that 
seemed supernatural, way above normal. So I wasn’t convinced that he was un débile 
(“feeble-minded”) like that or un handicapé (“handicapped”), because if he was un 
débile, I would say so. I was the one living with him, you see. And I said it like that to the 
doctor. I’m living with him and you’re going to come in and make your diagnosis right 
away. I said, ‘show me the results.’ … Do you have some sort of test to show me that his 
IQ is below normal? He just said, ‘you can see it’ (ca se voit). I said there is no such thing 
as ‘you can see it.’ I want a test. You know, I was tough on him. You know, he’s a man 
of appearances. His family is from Fes [considered the original home of much of the 
Moroccan elite], you know. And I’m just a simple woman. But I can be a little devil. 
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In this case, and many others, intense observation – like that encouraged in ABA – allowed a 

mother to turn her domestic experience into evidence to challenge psychiatric observation. Here, 

Mina demands “a test” that can supplement the psychiatrist’s observations and weigh up against 

her detailed observations of her son’s capabilities. In doing so, she downgrades his psychiatric 

expertise in relation to her own personal expertise concerning her son. 

 But Mina was not simply living with her son. Already, before she had an official diagnosis, 

she had begun to do speech therapy and psychomotricité activities with him at home. She started 

teaching him the basics, and it was in and through the intensified interaction that such therapy 

demands that she noticed that he was extremely observant: for example, he made fine 

distinctions between colors: 

 
You know, she told me, I worked on psychomotricité with him. I would buy educational 
toys and work with him. I would say, ‘put the beads on the string’ and I would teach him 
the colors as we’d go. I taught him lots of things. He was 3 and 4 years old, and it got to 
the point where he would see things I couldn’t see. With the colors, for example, he would 
distinguish between that green and the green that was a little faded. Or for this other one, 
he would say, ‘that’s mauve.’… He had a highly developed taste and a highly developed 
vision, God bless him, and he was always very observant. 
 
 

Like Mina, Youssra also started doing psychomotricité with her daughter long before she 

received an autism diagnosis. As I mentioned above, her family was caught in a morass of 

nebulous labels and suspicions of particular genetic anomalies. The ethic of observation, 

intervention, and the kind of detailed analysis that Youssra was enacting as she began to engage 

her daughter therapeutically, was leading her to challenge a diagnosis of mental retardation and 

lead her to the conviction that her daughter was autistic. As she observed her daughter more 

closely, she began to notice certain skills splintering out from others. In place of uniformly low 

performance or disability, she noticed pockets of highly developed capacities. Though not able to 
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speak or read, she was still nonetheless demonstrating to her mother, once she began to look and 

engage her different, a certain amount of comprehension and acuity. Here, we can see how 

autism therapies’ ethic of observation and intervention helped to illuminate the child’s abilities, 

positioning autism in terms of not only deficit, but potential.  

 

The Conceptual Apparatus of ABA: Visualizing Recalcitrance and Potential  

 When a word like “autism” travels to a new place, it does not travel alone. The conceptual 

baggage it carries can be appropriated and used, in turn, to clarify or even reshape the central 

concept itself. Typically, “words in motion” travel with what Mary Gluck (2009) calls “affinity 

words” that cluster together. The word “democracy” does not enter a foreign discourse all by 

itself, for example, but typically comes with a string of related words like, “transparency,” 

“participation,” “equality,” “elections,” etc. These are not mere synonyms for democracy, and 

the semantic network connecting these words is not permanently fixed into place. It is 

historically evolving and malleable. The word autism also travels with a whole host of terms for 

evaluating, analyzing, shaping – techniques that are central to behavioral therapies, as we saw 

above – and making sense of autistic people’s actions and utterances. Some of these terms (like 

extinction) are specific to behavioral therapies, while others are more general terms associated 

psychiatric nosology (like stéréotypie) which take on a more nuanced inflection locally. These 

terms and techniques can make symptoms visible to parents for the first time and they can give 

parents a language for making the child’s strange behavior legible and intelligible, both to 

themselves and to others. In fact, one mother said that she did not truly understand what autism 

was until she began to try to break up her son’s routine and make more serious demands on him. 
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The intensified demands clarified both the recalcitrance of the child’s symptoms and his or her 

potential.  

 Consider Adam’s case. According to his parents, he was diagnosed at age three by a child 

psychiatrist. However, perhaps because he seemed to be “high functioning” – he was speaking, 

learning, understanding quite easily – the psychiatrist advised his parents to steer clear of autism 

associations and not to go searching on the Internet for other therapies and information about 

autism. In my interview with Adam’s parents, his mother discussed her main regret about this, 

nine years later:  

 
The only thing that really upsets me about Dr. J was that, at the time that I was with him, 
he knew about ABA and he didn’t tell us about it. He didn’t propose it to us. He didn’t say, 
look there is this method. In fact, he told us, ‘don’t search on the Internet. If you search on 
the Internet, you’re going to be shocked (ghādī tṣedmū). Don’t go meet people who have 
autistic children. Those parents with autistic children are making a little network as if they 
were autistic, [he told us].’ So you know, we really stayed away. And we stayed with him 
[Dr. J] for a long time: four years. If he had told me about it earlier… I just didn’t know 
about ABA.” 
 
  

This particular psychiatrist had a somewhat antagonistic relationship to certain Moroccan parent 

activists and ABA experts. I had heard him speak about the autism activists as being “closed in” 

(enfermé) on themselves, and other parents had complained that he delayed them from finally 

getting “to work” in earnest. Indeed, the parent activists I worked with considered him one of 

their main opponents. (However, I should add that I met other parents, typically from other 

cities, that said he was instrumental in helping them begin their own autism associations, some of 

which eventually incorporated behavioral therapies into their classrooms, and I always 

personally found Dr. J to be rather insightful and reasonable in his conversations with me.) 
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 Adam’s family finally entered the autism world when he was six years old, when the 

French NGO Léa Pour Samy brought experts to Casablanca to do psychological evaluations for 

children. 

 
We were asking about the PEP-R [Psycho-Educational Profile-Revised]168 and we didn’t 
know what ABA was. Even that evaluation that they [Léa Pour Samy] gave us, we weren’t 
really able to even read it the way we should have been. ‘He is 6 years-old and for this 
activity he has a functioning level equivalent to 3 years old. This skill is ‘in emergence’ (en 
emergence). There were all these terms. Later, we did a five-day ABA training. And then 
after that we started with Fatima and we began to see exactly what ABA was – that chain 
of A-B-C and how you do it.169 Functional behavior: how to analyze it; how to generalize 
it. Adaptive behavior. Maladaptive behavior. Dissect this. Take out that step. We didn’t 
know about all of that.  

 
 

A whole lexicon opened up to her as she began to learn to practice ABA. At first, she and her 

husband – both well-educated engineers – were functionally illiterate in this specialized 

language. But as they entered into the autism world and trained in ABA, they began to 

understand its logic and rationality.  

 As they learned these concepts and began “to work seriously,” as she said, the category 

autism gained new meaning and clarity for Adam’s parents. His mother told me, “at first, I didn’t 

understand. I only understood when I started wanting to work seriously. In the end, I became 

strict. I intervened. Only when my reactions became more severe did he start to become 

competent…” Before that, he would seem to go up and down, learning new things, then 

regressing. Further, they had thought of him as having a “light” (léger) form of autism, because 

he spoke, understood, and showed a seemingly bottomless intelligence. But when they started 

trying “to break up his routines,” and to impose a daily schedule on him, they began to awaken 

more intense responses. They started to see the kinds of behaviors that they had previously 

associated with autism but found lacking in their son: screaming, biting, yelling, and resisting 
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parental requests. By breaking up his routines and making more complicated and strict demands 

on him, she began to visualize her son’s potential and his recalcitrance simultaneously.  

 

Parent Involvement in ABA: The Child’s Point of View 

 As we saw in Mina’s example of using domestic observations of her child to counter 

psychiatric expertise, behavioral therapies position the parent as an expert on their own child. It 

positions the parent as a skilled actor in the actual provision of care and, as we have seen above, 

it encourages them to develop detailed knowledge of their child, including his or her specific 

skills and deficits.  

 One 38 year-old middle-class mother who worked as an engineer and lived in Salé with her 

husband and three children, explained to me how behavioral therapies, like ABA, differed from 

other kinds of treatments she tried for her 12-year-old son, Rayan. She told me that biomedical 

interventions require you to at least have a doctor available to guide you. Therapies that aim to 

reorganize neurological functioning through coordinated movement, like Padovan, she told me, 

work on things (like complicated neurological process) that a parent does not understand and can 

not see. But ABA is different:  

 
You work with it yourself (katkhedem maʿh rāsek). You test it out yourself [katjerreb 
maʿh rāsek], and you try different things. You say, I want this case, this autistic child in 
front of me…I want to teach him this thing, and I have the means to do it. And you end 
up testing your own ability to use the ABA pedagogy more than testing what results ABA 
gave. You see? You enter into an interaction… You become an element in ABA. In the 
other therapies, you’re not an element. You’re an observer. That’s the difference. I don’t 
know about other parents, but that’s how it is for me. 
 
 

In a sense, Aisha describes ABA in terms very similar to ethnography and participant 

observation. One is an instrument and an element in an ongoing interaction. This is instructive, 
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because becoming “an element” in ABA, as in fieldwork, requires close-in contact. As I 

mentioned briefly above and elaborate below, it encourages the parents to identify with the 

child’s experience, to appreciate the child’s point of view, as an anthropologist would seek to 

learn to see things “from the native’s point of view” (Geertz 1983). It encourages them to take an 

emic perspective on their child’s own behaviors, to view those behaviors as the child does. 

Indeed, as we saw in the U.S. in Chapter 2 we also see here: behavioral therapies are not 

necessarily normalizing – that is, they do not simply seek to make autistic children “normal.” 

Instead, as we see here, they invite parents to become experts on their child’s unique perceptions, 

to find a logic and coherence in their actions and utterances, and to tailor a world to their unique 

capacities. In this way, and despite an absence of the neurodiversity movement in Morocco, 

behavioral therapies and the autism activism that was trying to popularize them are fostering a 

neurodiverse approach to thinking about and dealing with disabled children considered to be 

autistic.  

 Further, the process of analysis in ABA itself encourages one to consider the child’s 

perspective within an environment. In order to understand why a child is engaged in a particular 

behavior, one seeks to understand what the child experienced immediately before and after it 

happened. This is the “A-B-C” that Aisha mentioned above: Antecedent, Behavior, 

Consequence. And the idea is to understand what events or features of the environment is leading 

the child to act in certain ways, whether by preceding or resulting from it. This includes aspects 

of the child’s sensory environment. For instance, I watched therapists and parents bend down to 

see how the light might be reflecting off the desk where a child was sitting and “working.” I 

sometimes saw them rub their hands to feel the texture of a surface that the child did not seem to 

like.  
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 Indeed, in ABA trainings, experts literally ask parents to occupy the place of the child by 

acting the part of the autistic in role-play exercises with other parents and therapists. This 

typically led the parents to offer extreme and wild performances of unruly children. Parents were 

seeking recognition from the therapists, it seemed to me, of the fact that their child was a 

difficult case and would likely not succumb to the neatly packaged techniques and procedures 

they were being taught by the experts. However, at the same time, the therapists running the 

trainings, it seemed to me, were trying to get the parents to recognize how a child might 

experience either a poorly delivered therapy program or some of the parents’ habitual ways of 

interacting with their sons and daughters. Moreover, the experts were trying to cultivate in 

parents a habit of viewing things from their child’s perspective. This would, in turn, allow them 

to better tailor their therapy programs – their prosthetic environment – to his or her unique 

qualities.  

 Further, several parent activists told both me and their fellow parents that the goal of 

therapy is to “enter into their [the autistic child’s] world” as opposed to making them “come out 

into our world.” Entering into the child’s world means gaining a sense of the child’s sensory 

environment and often putting it in terms of difference and similarity to one’s own experience. 

For this, autism therapies give parents the language of “stimming” or, as it was translated in 

Morocco, steréotypie. The term stéréotypie (“stereotypy”) refers to repetitive, ritualistic, and 

sometimes mechanical gestures, utterances, and comportments – rocking, rubbing, hand-

flapping, tapping, etc. Autism therapists in Morocco, as in the U.S., argue that everyone engages 

in one form of stimming or another. It is only that autistic people, lacking the means to 

communicate and engage in conversation and interaction with the people around them, often 

elect instead to engage in lively interaction with their surrounding physical and sensory 
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environment. By entering into the child’s world and searching for a logic therein, parents come 

to understand the enigmatic meaning of autism. Their child is not simply “delayed” (maʿeṭṭel) or 

“slow/heavy” (ṭeqīl), as the Moroccan euphemism puts it. Rather, he or she is experiencing the 

world in a radically different way. Through intensive engagement and acute observation, parents 

could at least catch a glimpse of their child’s distinctive experience and perhaps see his or her 

potential. In this way, the therapies try to get parents to take an ethnographic sort of view on their 

child’s world, seeing it as rich and sensible if also radically different from their own. This 

positions autism as a form of radical alterity rather than a simple form of disorder.  

 

Conclusion 

 Because it lacks biological – and until recently in Morocco, social – moorings, autism is a 

concept that might be said to shape shift: it is capacious enough to include many forms of 

disability and developmental disorder (Eyal et al. 2010:165), but it comes to mean certain things 

in particular contexts. In Chapter 4, I showed how, in the absence of widespread recognition of 

autism as a category of person, some associations had to cast a wide net to recruit children with a 

variety of developmental difficulties. What these children had in common, most often, was serial 

exclusion from other institutions due to the severity and recalcitrance of their behaviors. 

Traveling as a prototype, via concrete bodies and examples in their institutional homes, 

understandings of autism took on this picture of recalcitrance. But this institutional emplacement 

is only half the story of why autism is proliferating so rapidly in Morocco.  

 If the expansiveness of the autism label accommodated the demands of getting new 

associations up and running, behavioral therapies like ABA can be – and have been – applied to 

a wide variety of impairments, and professionals and parents find that almost anyone can benefit 
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from them in some way or another (Eyal et al. 2010). Thus, while autism associations provided a 

home for children that no one else would accept, behavioral therapies provided a day-to-day 

method for parents to deal with their child’s most problematic behaviors and deficits – something 

no other experts were equipped to do. Indeed, I argue that autism’s initial spread in Morocco can 

be explained by the way autism associations provided a return to educational institutions and 

behavioral therapies provided a method for living and working with children with particularly 

severe disabilities both at home and in such educational environments. These behavioral 

therapies have helped to cement a particular picture of autism in Morocco – as a life-long 

condition characterized by both recalcitrance and potential – and they have shaped moral 

conceptions of parenting, which I will further describe in Chapters 6, 7, and 8.  

 Behavioral therapies have helped to make the category autism become alive and 

meaningful for parents. By breaking up tasks and skills into ever-smaller pieces, the therapies 

allow parents to visualize progress and potential in their child. By structuring environments and 

making demands on their children, as we saw in the case of Mina and her son Adam, they allow 

them to visualize the recalcitrance of certain of their child’s behaviors. By encouraging parents 

to “enter into the child’s world,” they allow them to see the logic and pattern of their child’s 

behaviors. In these ways, the therapies both clarified for parents what it means to be autistic and 

enrolled them in the ethical project of autism therapy and autism parenting. Autism associations 

and the more experienced parents who ran them also worked to enroll other parents in this 

project, shifting the focus from diffuse big-picture goals like being cured or becoming normal to 

a zoomed-in view on the present and the incremental progress found in the short-term. The 

therapies also equipped parents with a whole new lexicon for speaking and thinking about autism 

and encouraged them to practice autism therapies themselves. By intensifying their interactions, 
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analyses, and observations of their child, they came to recognize a certain intelligence and 

capability in their children. Within this intensified and magnified form of engagement, the 

distinction between mental retardation and autism becomes practically irrelevant, and the 

category autism develops the capacity to supersede that of mental retardation (indeed, in the 

context of behavioral therapies, everyone has potential). Finally, and importantly, the enrollment 

in this ethical project, I argue, ultimately serves to sediment the child’s and the parents’ identities 

in place. In the often confused and mucky state of diagnostic affairs, parents often received 

multiple competing diagnoses for their child. Further, as we saw in the previous chapter, simply 

because one is diagnosed as autistic does not mean they will be considered as such in the long 

run. The autism therapies and associations that have begun to circulate ever more widely and 

densely in Morocco have worked to make the label stick to children in the ways I have described 

throughout this and the previous chapter. Because entry into the autism world and the practice of 

autism therapies lends the category its stickiness, the expected temporality of diagnosis then 

treatment becomes inverted; treatment, instead, comes to solidify diagnosis. This is not, 

however, because it cures the patient. Rather it is because it clarifies the category and enrolls the 

parents in an ethical project. In the following chapters, we will turn to the ways in which parents 

and children are occupying these new subject positions and inhabiting this autism world-in-the-

making.  
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Chapter 6 
 

“Equipment is the Cure for Autism”: 
Improvisation and Prosaic Activism 

 
 
Introduction 

 
In general, scholars typically think of health activism in terms of raising awareness, 

lobbying policymakers, and promoting research. In the U.S., we think of the Dana Farber 

campaigns or the pink ribbons for cancer research (Mukherjee 2010), the infamous ACT-UP 

AIDS activists (Epstein 1996), or organizations like Autism Speaks, which orchestrate massive, 

star-studded fundraisers, hound policymakers on Capitol Hill, and take out full-page ads in the 

New York Times. One might, therefore, reasonably expect to find a similar set of activities 

underpinning autism activism in Morocco. Indeed, my interlocutors spent much time engaged in 

such work: raising awareness, lobbying politicians, and trying to stimulate scientific training and 

research. Moreover, Moroccans often told me that the root problem of autism in their country 

was a lack of “awareness” or “consciousness” (al-waʿī)170; and one of the two Arabic words used 

to describe public campaigns literally means “making-aware” (at-tawaʿiyya).171 This emphasis 

on lacking awareness is not, I should add, unique to autism: it was the ready-to-hand root cause 

explanation that many Moroccans presented when talking about a variety of social ills, from 

prostitution to HIV/AIDS to street kids to discrimination against migrants and beyond. However, 

autism activism in Morocco also, and importantly, involves the creation of novel spaces 

(prosthetic environments in homes, schools, and public spaces) and broader networks (like the 

Collectif and beyond) within which autistic children and their parents are enabled and valued in 

particular ways. In this chapter, I argue that such activism is enacted in and through the family 

and the domestic sphere, where a series of interlinked experiments in autism therapy are 
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underway, carried out via a host of what Chloe Silverman has called  “prosaic technologies” 

(Silverman n.d.) and driven by a circulating image of the ideal autism parent as a technically 

skilled and proactive therapeutic improviser.  

This world-making occurs partly out of necessity. In the absence of functioning 

institutions providing autism care, parent-activists had no choice but to become practitioners and 

service-providers themselves in order to manage the daily challenges of life with their children. 

In doing so, they have ventured to create novel spaces and institutions for – as well as to 

cultivate new dispositions toward – people who might otherwise be considered “crazy” (ḥmāq), 

“retarded” (matʾakhkhar), “messed-up” (muʿawwaq), or “possessed” (majnūn). In other words, 

autism activism is an attempt to create worlds where certain marginalized children and adults (as 

well as their caregivers) can be viewed in new ways, experience a measure of belonging, and 

possibly even thrive. That is the “impossible wager” that Latifa Serghini, one of the founders of 

the first center for “psychotic” children in Morocco, referenced in her 1988 report of the 

inauguration of that center (Serghini 1988).  

Such projects flourish, slump, or wither on the determination and energies of particular 

human beings and within the confines of specific political-economic configurations (Povinelli 

2011). In the context of three decades of neoliberal reforms in Morocco, which have positioned 

civil society actors as the human linchpins of development projects, we inevitably find ourselves 

in the realms of exhaustion, endurance, and – as some parents vividly describe it – “choking,” 

using a variety of words built off the triliteral root kh-n-q. It is little wonder, then, that I heard 

repeatedly throughout my research about the sheer physical and emotional toll of the work of 

being an autism parent.172 Indeed, as I will emphasize in this chapter and the next, the model of 

“the autism parent” is an integral part of the cultural package that is circulating along with the 
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category autism. This model encapsulates a particular vision of expertise and of ethical 

parenthood, and it takes unique forms in Morocco in the context of constrained resources, 

neoliberal development policies, and a score still left unsettled with psychoanalytically oriented 

psychiatrists (as laid out in the Introduction). And as we shall see in the following section, the 

particulars of the case of autism activism in Morocco outrun extant theoretical frames.  

 

Between Biosociality and Domestic Citizenship 

Patient or parent activism in general takes various guises, and scholars have painted it 

numerous shades. First, they have described patient activism in terms of the politics of 

knowledge, where organizations or groups of parents amount to lobbying outfits (Epstein 1996). 

Second, they have dubbed them health social movements (HSMs) when associations serve as 

channels through which patients can infuse a close-to-the-bone understanding of their illness into 

medico-scientific debates (Brown et al. 2004). Third, they have used the term “lay expertise” to 

describe the way patients and parents have fashioned themselves into experts in order to shape 

knowledge production and service provision or to steer or stimulate scientific research (Epstein 

1995; Rabeharisoa and Callon 2004).173 All three of these approaches roughly fall within the 

larger theoretical umbrella of biosociality. Paul Rabinow introduced this term to point to the way 

social communities are being elaborated with increasing regularity on the basis of shared and 

seemingly innocuous molecular facts, like tiny single-nucleotide mutations in a person’s genetic 

code (Rabinow 1992).  

All of these theoretical rubrics – politics of knowledge, health social movements, lay 

expertise, biosociality – help us understand Moroccan autism activism. Parent activists do indeed 

lobby the government; they do draw on their unique experience as affected parents when they 
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challenge medical professionals; and they certainly have positioned themselves effectively as 

autism experts, often discussing the technical details of therapy and diagnosis on televised round 

tables or radio shows. However, in important ways, each of these theoretical rubrics points us 

away from the main domestic theatre of action in Moroccan autism activism. That is because 

these theories tend to situate activists primarily (and directly) in relation to the state or the 

medical establishment. As we shall see below, and for reasons related to the nature of behavioral 

therapies for autism and the specificities of the Moroccan context, parent activists in Morocco 

have taken a detour through the family on their way to challenging the state and the medical 

establishment.  

Whether couched in terms of expertise, politics, or social movements, most studies of 

biosociality share a common object of analysis. They start from a more or less strong-spined 

associational community, a band of like-minded patients or parents working together toward a 

common goal and elaborating newfound forms of kinship and sociality (Rapp 1999). In their 

article, “Disability and Domestic Citizenship,” Veena Das and Renu Addlakha (2001) seek to 

displace and disperse this analytic nucleus, drawing on their fieldwork on disability and mental 

illness in India. They argue that studies of biosociality, especially those relating to disability, 

implicitly smuggle into the analysis a liberal political subject and a presumed liberal political 

regime. In other words, they tacitly take as their modal subject an individual who, in a civic-

minded flourish, throws in his or her lot with similarly afflicted citizens in relation to the state or 

medical and scientific institutions. This ultimately limits discussions, they argue, to legal rights, 

medical practice, and scientific research. Against the corporate concept of biosociality, Das and 

Addlakha focus on belonging in instances of what they call “domestic citizenship.”  
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The concept of “domestic citizenship” situates the motors of sociocultural change in 

relation to health and illness on a different level than does biosociality. We ought to analyze 

disability, Das and Addlakha argue, in terms of the way it reconfigures both the domestic sphere 

and its relationship to public spheres.174 Indeed, they hope that the domestic can become “a 

sphere in which a different kind of citizenship may be enacted – a citizenship based not on the 

formation of associational communities, but on notions of publics constituted through voice. The 

domestic sphere we present,” they write, “is always on the verge of becoming political” 

(2001:512, ital. in original). For Das and Addlakha, it is here in the realms of everyday family 

and community life that political sparks fly, ultimately setting in motion broader processes with 

the potential to upend or perhaps fortify long-held cultural ideas. They argue that scholars should 

thus work from the ground up, so to speak, beginning with the everyday lives of affected 

families, rather than starting with preformed biosocial groups as the object of analysis.  

Perhaps for rhetorical reasons, Das and Addlakha take a Billboard-top-100 approach to 

the matter: which, they ask, is the dominant contemporary form of social organization in relation 

to disability – biosociality or domestic citizenship? But in the case of Moroccan autism activism, 

this question becomes irrelevant as we see a convergence of the two. Indeed, domestic 

citizenship itself (and the child’s voice in particular, as we will see in chapter 7) becomes the 

very object of biosocial activism. This is so because contemporary Moroccan autism activists 

and experts are building an argument about the efficacy of behavioral therapies. Those therapies, 

as we have seen, operate in and through the family, turning the domestic sphere into a prosthetic 

environment where the child’s potential can be realized.  

Therefore, neither of the two theoretical frames would be sufficient alone here. Studies of 

biosociality tend to capture interactions between civil society and the state or the medico-
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scientific establishment. Moroccan autism activists and experts spend relatively little time 

directly trying to shape the opinions and practices of medical professionals, scientists, and 

policymakers. They spend a much greater proportion of their time working with their own 

children and advising and training other parents to do the same. The concept of domestic 

citizenship, in turn, points us to everyday performances of personhood and intimacy, but it 

downplays the key role of associations. In Morocco, parent associations are ubiquitous, and as 

we saw in the previous two chapters, such associations embed parents in a thick social world, a 

community of practice and suffering, and ultimately shape the way those parents interact and 

deal with their children at home and in public. We cannot, therefore, think through domestic 

citizenship without them. Moroccan autism activists and their professional allies seek, more than 

anything else, to retool domestic worlds and to get parents to take up novel roles as therapists 

and experts on their own children. The case of autism activism in Morocco, then, requires us to 

look at the way biosocial groups sometimes work precisely in and on the domestic sphere in 

order to ultimately impact the state and the medical establishment.175 Bringing these two analytic 

devices together gives us the unique angle of approach we need to register the significance of 

autism activism in Morocco, especially at the level of its everyday “capillary effects” on the lives 

of affected families (Foucault 1977). 

In this chapter and the two that follow, I detail the autism world in the making in 

Morocco, hovering close to the experience of families while attempting to situate their lives and 

labors in the historical context of struggles between parents and psychiatrists over autism 

expertise (this chapter), in the political-economic context of a set of recent monarchy-led 

neoliberal development initiatives (Chapter 7), and in the sociocultural context of the struggle to 

create a prosthetic environment for one’s child and then extend it outward into the public sphere 
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(Chapter 8). Such struggles require parents to form networks and alliances with one another – 

and with likeminded professionals, some of whom are themselves psychiatrists – in order to 

reshape how autism is understood and treated in Morocco.  

I argue that autism activism in Morocco is grounded in prosaic forms of technical labor 

and improvisation and that it works in and through the family, shifting the way parents interact 

with their children. Indeed, the response of a French-Moroccan activist to a parent who asked 

about genetic tests and the possibility of a medical cure for autism is revealing here: “Genetic 

tests? What genetic tests?” he told her. “Equipment is the cure [or treatment] for autism (matériel 

huwa al-ʿilāj dyal al-tawaḥḥud).”176 Autism activism in Morocco implies a particular kind of 

parent committed to reworking their domestic sphere with these mundane material and technical 

labors. As I will show, this new moral economy of parenting implies an ideal-typical autism 

parent who is technically skilled, creative, self-directed, pragmatic, and deeply committed to the 

project of working with his or, more commonly, her child. She builds the prosthetic environment 

up from scratch, piece by piece and with her own hands, equipping her child with tools and 

technologies for living.  

 

Forging Networks of Expertise: Parents, Psychiatry, and ABA  

There is a misleading imprecision in a phrase that I have used in previous chapters and I 

should correct it here. The phrase “autism activism and expertise” is imprecise because in 

Morocco, autism activism has in fact tended to blend into expertise. Indeed, developing expertise 

often constitutes a form of activism in this context. But this is not simply because it allows 

activists to speak back to established experts, as in Epstein’s case of AIDS activism (1995), 

though it does this, too. Rather, autism parent-activists cultivate a practical expertise in autism 
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therapies by becoming practitioners themselves. This differs from what sociologists Collins and 

Evans call “interactional expertise,” which amounts to linguistic competency in an expert 

domain (2007). By successfully working with their own children, they seek practically to 

establish a different vision of autism throughout the country – one where autistic children are 

seen as capable of learning, though with radically different ways of perceiving the world. In 

Morocco, where there is a dearth of trained professionals and special education classrooms are 

new, few, and parent-run, the home and family become even more important loci of therapeutic 

action and activism.  

Further, the specific history of autism in Morocco created a situation in which parents 

decided, or even felt compelled, to challenge the regnant psychiatric experts.  To recap briefly, 

many of the pioneering parent activists I met, whose children were born in the 1980s and 1990s, 

described suffering decades of official neglect. When their children were young, there was no 

special education, no child psychiatry, and no specific government programs for the disabled. 

The psychiatric establishment was dominated by French-trained psychoanalysts who, parents 

told me, often considered autism to be a form of mental illness, a variety of childhood psychosis. 

The first two Moroccan organizations for “psychotic children,” founded in 1986 and 1995 

respectively, were both joint ventures with psychoanalytically oriented psychiatrists. 

Psychiatrists oversaw the operations, and they advised on matters of expertise and method. The 

centers run by those associations, therefore, did not utilize American methods like TEACCH or 

ABA. Some of the parents I interviewed felt their children stagnated for years in such centers, 

and they felt these experts expected too little of their children.177  

Some parents told stories of bringing their children to a child or adult psychiatrist once or 

twice a week for years with little results. The psychiatrist would typically conduct a closed-door 
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session with the autistic child, and then receive the parents for a brief discussion. Parents 

reported that they were told to simply “be natural” with their children – talk to him or her, show 

him or her love. However, the psychiatrists reportedly offered them little practical or pedagogic 

guidance. Consider what Kaoutar told me of her son’s early years, when she took him to a large 

center during the week and to a psychiatrist for weekly therapy appointments.  

 
When would I tell the psychiatrist about a problem [she gave the example of her son 
spitting and walking on his tiptoes], he says “We’re going to fix it (ghādī īteḥell, literally 
‘it [i.e., the problem] or he is going to be solved’) and when we fix the problem, we’ll fix 
everything.” It was as if he was going to press the button and the boy would be cured, 
right then. You know what he would tell us, because the boy was smart and he 
understood and the doctor would say, he just needs un déclic (“a click,” or “a moment 
when things fall into place”) and you know, the crisis will be over. And we stayed like 
that, coming and going, with the psychiatrist just milking us.  
 

 
Like Kaoutar, many parents felt that the time they spent working with these psychiatrists was lost 

or wasted time and that it ultimately prevented their children from reaching their potential. 

Especially given parents’ increasing awareness of the idea that there is a critical “window of 

opportunity” in a child’s early years during which interventions can be especially effective, some 

felt deeply angry at those experts they saw as squandering that opportunity for them and their 

children.  

The final issue concerning the tension between psychiatrists and parents was that of 

culpability. Not only did parents feel that psychiatrists had delayed what they saw as proper 

treatment, many also felt that psychiatrists had blamed them for their child’s condition.178 I heard 

many such stories in my interviews with parents of older children, who brought their children to 

an earlier generation of Moroccan psychiatrists. I should note that I did not see this kind of 

parent-blaming in the clinic where I conducted research among young child psychiatrists. And 

while I did sometimes hear comments in psychiatry conferences and meetings elsewhere that 
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leaned in this direction, it was clear that many of the psychiatrists were alerted to the fact that 

parents felt blamed by their professional brethren and that this was counterproductive.  

Consider what happened at this public meeting of a group of psychoanalysts. At one 

point in the debate Dr. H referred to a mother as a bit “schizophrenogenic”179 and spoke about 

the importance of “responsibilizing” parents (responsibiliser). By contrast, educational therapies, 

he argued, exculpate parents: “it’s not you, it’s the autism, it’s the casein,” he said.180 And he 

saw it as the psychiatrist’s job to make parents recognize their responsibility for their child’s 

condition. Another psychiatrist, whose face had become increasingly red, finally burst in to tell 

him, “excuse me, but I do not agree. You have no right to tell parents that. You don’t have the 

right to make them responsible.” He went on to say that responsibiliser (“responsibilize”) was 

equivalent to culpabiliser (“culpabilize”), and that the “whole world” was already making these 

families feel culpable. He said that a family with an autistic child was une famille massacrée (“a 

massacred family”), and that Dr. H had no right to add to that burden. A lively debate ensued 

about psychiatric interpretation. Another psychiatrist referred to this kind of parent-blaming as 

interpretation sauvage (“savage interpretation”), and suggested that one needed to frame any 

such interpretation in the context of a particular therapeutic relationship. Further, this psychiatrist 

added, it was not that parents caused autism but that the disability of autism – the child’s 

inability to respond and interact with the parent in typical ways – interrupted the process of 

becoming-parents, becoming-mother and becoming-father. The real task of the psychiatrist was 

to accompagner (“accompany,” or “support”) the parents, he said, and to help them restart the 

process of engaging their child and becoming parent-subjects. As he said the word accompagner, 

a chorus line of heads all around the room began to nod. This sort of debate indicates how the 

very role of the psychiatrist, as well as the role of psychiatric interpretation, remain contested 
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and in flux. Here, the interpretive excesses of a previous generation, against which autism 

parent-activists were rebelling, were now being disciplined and scaled back within the field of 

psychiatric expertise. It is beyond the scope of my research to say whether or not the pushback 

internal to psychiatry is linked to the efforts of autism parents that I describe below. The central 

point here is that, while debates between behavioral and psychoanalytic approaches in Morocco 

remain heated, there is an ever-expanding terrain of overlap, cross-pollination, and collaboration 

between Moroccan autism parents and a younger generation of psychiatrists – many of whom are 

influenced by American psychiatry and are now being trained in the U.S., not just in France. 

Thus, although the network of expertise I describe below is forged, in some respects, as a counter 

to psychoanalytic expertise, it increasingly incorporates Moroccan psychiatrists and psychiatric 

discourses.181   

A pivotal moment in the struggle over autism expertise came around the turn of the 

millennium, when ABA “landed” in Morocco. Around this time, Moroccan parent activists were 

engaging like-minded parents and behavioral therapists in France, Switzerland, the U.K., and 

elsewhere. They began working with their children at home using behavioral techniques. They 

founded autism associations. And they opened up special classrooms for autistic children. All 

this work amounted to more than a simple practical response to a lack of physical infrastructure 

and educational programs, though it was this too. These labors ultimately became part of a larger 

project to prove that autistic children were capable, that they could learn (if properly taught). 

And they aimed to prove that the French approach to autism – with its separate, stand-alone 

centers, its psychoanalytic therapeutic orientation, and its opposition to American behaviorism – 

was wrong. In short, these parents were working to establish the autistic child as a particular kind 

of person, with a particular kind of potential; they used a particular kind of method suited to 
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harvesting that potential. And they were working to convert psychiatric experts to this point of 

view and to convince the Moroccan state, as well as broader society, that people with autism 

were worthy of investment. While their immediate concern was with helping their own children 

in the short-run, their hope was that the state would eventually provide free and intensive special 

education services based on Applied Behavior Analysis (ABA) for all children with autism in 

public schools.  

To achieve this, several prominent Moroccan parent-activists practiced behavioral 

therapies with their own children and filmed them over time in order to document their progress. 

They also trained and encouraged other families to do the same. In this way, they were building 

an argument, multiplying the number (or “n”) of documented ABA success stories. By 

accumulating a critical mass of such cases of improvement, they hoped to have incontestable 

evidence of the potential of autistic children and the efficacy of behavioral treatments for autism. 

But, and herein lies the rub, not all the children improved as hoped, and not all parents fully 

inhabited the role of the autism parent. This seemed to trip off a cascade of accusations. Parent-

activists and experts charged certain parents with not being “engaged” or “aware” enough – not 

following through with therapeutic plans, not showing up for appointments, not bringing their 

children to school on time, etc. – and they evaluated newcomers in similar terms. In particular, 

they wondered, will these parents work with their children with enough intensity, consistency, 

and in the right ways to add another success story to the network? Those parents judged to lack 

the will (or the means) were ultimately short-circuited, to varying degrees, out of networks of 

therapeutic exchange. For example, they might not be invited to trainings or they may have 

difficulty getting appointments with specialists. In this way, the particular context of Moroccan 

autism activism leads to a certain form of moralism that is directed primarily at parents. A 
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countermoralism emerges as well, with marginalized parents accusing certain others of 

monopolizing precious resources and charging experts with profit-mongering and arrogance.182 

All of this moralism and countermoralism ultimately tears at the seams of the network of autism 

parents and hinders the project of making an autism world in Morocco.  

To be clear, when I refer to “making an autism world,” I do not only mean making a 

particular prosthetic environment in a school or a home and seeking to extend this outward into 

the outside world. I am also referring to the construction of a broader social world, what some 

parents themselves are calling the “autism world” (monde de l’autisme) that has recently come 

into existence in Morocco.  

Early parent-activists were well aware of the need to build a national network, to tie 

individual home- or classroom-based prosthetic environments together. That is why they created 

Collectif Autisme Maroc at the end of the national “Year of Autism” in 2005. The Collectif, 

however, is not a service-provider. Rather, it works on three fronts: political advocacy, capacity 

building of member associations, and public awareness campaigns. The original eight member 

associations considered calling their group a “network” (Fr. reseau, Ar. shabaka), but instead 

decided on the name “collective” (Fr. collectif, Ar. taḥāluf) for its political connotations. Their 

full Arabic name, taḥāluf al-jamʿiyyat al-ʿamila fi al-majāl iʿāqat al-tawaḥḥud fi al-maghrib, 

translates as “The Alliance of Associations Working in the Field of the Disability Autism in 

Morocco.” While a bit cumbersome, the name establishes the member associations as a political 

“alliance.” In order to wage their political battle, it was nonetheless necessary to establish a 

national network within which their particular vision of autism and of autism therapy could be 

established.183 
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No matter how they name their group, these parents seemed implicitly aware of the 

fundamental truism of actor-network theory (ANT): statements harden into facts as they circulate 

within sociotechnical networks (Callon 1986; Latour 1987). The status of “fact,” ANT theorists 

argue, is not an intrinsic property of a statement – that is, one can not determine whether a 

statement is a fact or not simply by evaluating the statement itself. Rather, the status of “fact” is a 

function of the strength of a network and its ability to expand and to establish “obligatory 

passage points” through which all actors and information must pass (Callon 1986; Latour 1987). 

A network becomes successful, ANT theorists argue, by recruiting actors, translating their 

interests, forging alliances, and succeeding in “trials of strength” with other networks. In ANT 

terminology, an “obligatory passage point” requires that others accept certain premises as true in 

order to be accepted into the network; the price of admission, so to speak. The lines between 

“subjective” and “objective” and between “science” and “society,” Latour argues, are themselves 

an outcome or an effect of these processes of alignment and trials of strength, rather than a 

reality that preexists and then is uncovered by them.  

The ground-up, prosaic sort of activism I will describe below consists in building a 

hybrid network of allied actors and technologies that is engineered to help parent-activists 

prevail in “trials of strength” with those parents and professionals promoting a more French-

psychoanalytic model of autism, or those who might mark autistic children as objects of pity 

instead of subjects of potential. Of course, parent-activists work with their own child in order to 

help him or her individually. But many of them also work with the explicit aim of helping to 

prove that their therapeutic approaches are effective – thereby showing that autistic children are 

particular kinds of people, with a certain kind of potential, and worthy of (indeed requiring) 

intense therapeutic investment. In doing so, they aim to position the Collectif and its behavioral 
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therapy experts as a sort of obligatory point of passage, a kind of funnel through which all 

statements and activities surrounding autism in Morocco must pass. In this way, they would be 

able to establish certain facts about autism: that it is a neurodevelopmental disability likely 

caused by genetics rather than a mental illness caused by bad parenting; that parents are in fact 

the natural experts on their own children; that autism is treatable with behavioral therapies and 

that autistic children have the potential to learn; and that autistic Moroccan children belong in 

school like other Moroccan children. (Ideally, too, they would also establish that providing care 

to such children is the state’s job.) 

In an interview with Salima and Rachida, two Masters-level-educated middle-class 

mothers who have teenage autistic children and who have been heavily involved in autism 

activism through Collectif Autisme Maroc, I came to understand how their advocacy worked 

through the domestic sphere. We had been discussing other biomedical and vernacular categories 

of childhood disorder that often blend into the category autism. Salima was explaining how she 

saw autism as a “cognitive disability” (she used both the Arabic, iʿāqa idrakiyya, and the French, 

handicap cognitif) as opposed to a “mental handicap” (Ar. i‘aqa dhihniyya, Fr. handicap 

mentale). The term idrakiyya is one of a family of words built off the root d-r-k; these words 

include connotations of “perceptual” or “sensory” faculties, in addition to “mental” faculties. By 

contrast, the root dh-h-n, from which dhihiniyya is formed, only refers to the “mental” or 

“intellectual” faculties. To Salima, the term iʿāqa idrakiyya (“cognitive disability”) implies a 

greater potential for improvement. The intellectual resources are there, she was telling me, but 

there is a difficulty in cognitive and sensory “processing.” This is the understanding of autism, I 

should add, that has been gaining widespread acceptance in Anglophone world as well (see Hart 

2014; Hacking 2009; Ortega 2009). But, Salima argued, the only way to clarify the difference 
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between autism and “intellectual disability” (or mental retardation, as it was formerly called in 

the U.S.) for parents and professionals was through successful therapy and pedagogy.  

 
Parents are always mixing autism in with ‘intellectual disability.’ And the doctors tell 
them, ‘your child has an intellectual disability (iʿāqa dhihniyya), called autism.’ There’s 
only one way to change this: we need to work to develop our children’s abilities 
(qodorāt), go to trainings ourselves to learn more [about therapeutic techniques], work 
with trained professionals, so that we can prove that our kids are not ‘dumb,’ that they 
don’t have an intellectual disability. They have a cognitive disability (iʿāqa idrakiyya).  

 

Salima’s point was that professionals were lumping autistic children into a mass of 

undifferentiated children considered to be intellectually disabled (or mentally retarded) and 

therefore deemed to be incapable of learning. By training themselves and working with their 

children, Salima was arguing, they could prove that their children had potential and intellectual 

capabilities.  

 Before continuing, I want to note two important points. First, Salima’s statement about 

autism as a cognitive as opposed to intellectual disability aligns closely with an autism-as-

difference view. The point is that people with autism are not “dumb” or defective. Rather, 

autistic children, like Salima’s daughter, have a different sensory, perceptual, and cognitive 

experience of the world and that they require a special kind of effort and investment in order to 

develop their “abilities” (qodorāt). Second, note that Salima’s argument is precisely the opposite 

of the one I made in the previous chapter. In Chapter 5, I held that autism therapies abolish the 

distinction between autism and mental retardation. By breaking down activities into an infinite 

number of separate steps and by fostering a specific mode of fine-grained and almost 

ethnographic observation and analysis of the child’s behavior, I argued, behavioral therapies for 

autism wind up demonstrating that just about anyone can learn something, everyone has some 

form of potential to progress, if only in infinitesimal increments. I discussed this with Salima 
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during my time in the field and she ultimately agreed that people with intellectual disabilities had 

“abilities” (qodorāt), too and that they could learn new things if their parents worked with them, 

too. The issue of contention for parent activists like Salima is the idea of the person who was 

moʿāq dheniyyan (“mentally disabled”) that existed in the cultural imaginary, namely, that he or 

she was very limited and incapable, an object of pity and care, but not of investment. When 

physicians told parents that autism was a kind of iʿāqa dhihniyya (“mental handicap”), she 

worried that parents would not see the value of working with their children.  

 Just as Salima finished speaking, Rachida jumped in to echo her comments and to clarify 

how they would document and distribute proof of their children’s successes and capabilities.  

 
We’re working on this right now – you know, to prove to all those doctors who treated 
our kids and said, ‘no, your child won’t be able to learn this or that; he won’t be able to 
read or write; he’ll never go to school.’ So we are working with the associations and at 
the same time, we’re working with our own kids and we try as often as possible to do 
trainings for ourselves, and to adapt different techniques, and we are filming our children. 
So tomorrow [i.e., in the future], we’re going to stand in front of the professionals and 
show them our kids – before and after. You know what I mean? This is what we are 
focusing on right now so that we can have a positive impact (taʾtīr ījābī) on autism in 
Morocco.   
 
 

By working to develop their children’s potential and filming them in the quotidian context of 

their therapy-infused lives, these parents were attempting to build a convincing argument about 

the efficacy of intensive behavioral interventions and about the untapped potential of autistic 

children. They were seeking to produce a counter-prototype to the one they believed many 

psychiatrists currently imagined. As I mentioned above, they were working in and through the 

domestic sphere in order to catalyze a major society-wide change in how autism was diagnosed, 

viewed, and treated in Morocco. 

But publicizing their own stories was only one aspect of this domestic advocacy work. 

Parent activists also needed to multiply the “n of 1” of successful cases. They needed to 
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demonstrate replicability. Thus, they also used the Collectif and its emerging network of autism 

activism and expertise to encourage and enable other parents to embark on similar therapeutic 

experiments. They also used it as a vehicle for connecting parents’ domestic experiences in order 

to lend strength to their claims about autism. In the years following its founding, the Collectif’s 

administrators (all parents themselves) kept lists of those parents from all over Morocco who had 

contacted them. Once the list reached 100, they would organize a training event in therapeutic 

techniques like ABA or PECS led by a professional, typically a foreign expert, and usually 

translated into Moroccan Arabic by one of the parent activists. Parents came from dozens of 

different cities to several trainings in the capital. The activists and professionals in the Collectif 

advised them to return to their home cities and open their own associations, to implement the 

therapeutic techniques they had learned, and to work with their own children at home. As 

Meriam from Meknes said, “they [the Collectif] started doing trainings in ABA, TEACCH, 

PECS. We started going to them and our understanding [of autism] deepened. And those 

trainings that we attended, we would then come and repeat them for the other parents here. We 

go and photocopy the materials and then sit and read together or go on the Internet and try to fill 

in the gaps [in their understanding] so that we can work together with our children.” Over six 

years, and in part due to such training events, the Collectif’s membership ballooned from eight 

associations in five cities (mostly large urban centers, Rabat, Fes, Marrakesh, and Meknes, as 

well as the smaller city of Tiznit) to 24 associations in 17 cities (adding associations primarily in 

smaller cities like Lârache, Taza, Safi, Beni Mellal, etc.).184 The hope was that these parents 

would replicate and document their own therapeutic successes themselves. 

Their work, then, also inevitably included encouraging parents to take up particular roles, 

to adopt the ethical project of becoming “autism parents.” Indeed, during my fieldwork they had 
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been developing a project for a centre d’écoute (literally, a “listening center,” a kind of drop-in 

center for support and advice) for parents of autistic children.185 In an interesting parallel to the 

moralizations of psychoanalysts described above, in their action plan, the Collectif had listed 

responsibilisation des parents (“responsibilization” or “accountability” of parents) as a crucial 

part of their work. They also discussed this as implication des parents (“implicating parents”). 

This is a key moral aspect of autism activism. Indeed, as previous chapters have shown, the 

autism diagnosis often brings hope for significant improvement through incremental progress. 

But in this model, and in the absence of guaranteed external therapeutic and educational support, 

the parent is the modal therapist – the primary expert and laborer.  

When giving advice to young mothers, Salima would often use the metaphor of a train. 

Others (doctors, teachers, aides, etc.), she tells them, will get on board and join you for a stretch; 

they will help you for a time. But, when their time comes – and it must come – they will get off. 

They will have children, move to other cities, pursue their own lives. And only you (the mother) 

will be on that train with your child until the end. In the next sections, I detail the nature of these 

daily parent labors, how they both resonate with and depart from existing tropes and practices of 

moral parenthood in Morocco, as well as how such domestic labors become the seeds of a 

broader activism. 

 

Moralizing Parenthood in Morocco 

 In order to provide an idea of how autism activism works on parent-child relationships in 

the domestic sphere, I want to first provide a brief discussion of broader understandings and 

practices of parenthood in Morocco, based both on the existing literature and my ethnographic 

research. 



 314 

 In contemporary Moroccan society, having children is paramount. In his insightful 

ethnographic article, “The Power of Babies,” David Crawford notes that Moroccan “villagers 

expect to have children, pity those who do not ask about having them, pray to have them, and 

consider any equivocation about the desirability of parenthood to be a weird misunderstanding or 

a form of mental illness” (2013:195). Drawing on his own experience of living in Morocco, first 

as a single, unmarried man and then later as a married man and father of two children, Crawford 

argues that the fact that the foreign ethnographer is typically “deliberately unmarried and 

childless” is “so weird as to be almost unbelievable” in rural Morocco. This fact, he argues, is 

“as salient a factor in making us seem alien to the natives as any other feature of our identities” 

(2013:209).  

 While the situation in urban Morocco is perhaps not quite as extreme as that in the rural 

mountain villages where Crawford works, the “power of babies” still holds among urbanites. 

However, with the current emphasis on higher education and high levels of unemployment, it is 

certainly more common for young adult Moroccans (especially men) to remain unmarried and 

childless into their later twenties or thirties. Yet, while shifting economic realities have made it 

more difficulty to start a family, the aspiration to do so has remained an important part of 

discourses on both femininity (Hughes 2011) as well as masculinity (Dialmy 2004). For 

example, I initially found it odd that my unmarried twenty- and thirty-year-old male Moroccan 

friends often posted pictures on Facebook of themselves with babies, whether their nieces, 

nephews, siblings, cousins or neighbors. While they were not able to enact fatherhood yet, 

mostly because they were not economically prepared to start their own households, they 

nonetheless valued and valorized the aesthetic of fatherhood. Throughout my fieldwork in Rabat 

and other parts of urban Morocco, I came across everything Crawford described – the expecting, 
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praying, desiring, and pitying. I was constantly asked whether I was married (I was engaged), 

whether I had my own children (I did not yet), and if I planned to have children (I did); and 

people repeatedly told me they would pray to God to grant me a child (their prayers have since 

been answered).  

 While the value of having children and the strangeness of electing not to do so both 

continue in contemporary Moroccan society, the reasons for and styles of doing so have shifted. 

Earlier accounts of Moroccan parenting often argued quantity of children and their economic 

value were most important to parents. According to this argument, Moroccans had children in 

order to ensure their own social and economic security in later life because children could 

provide labor and care. Mothers, in particular, were motivated to have many children, especially 

male children, in order to ensure that they would be economically and socially secure if their 

husband divorced them or died. Bourqia writes, “The most important investment and capital for 

women is to have children” (Bourqia 1995:140, cited in Rinker 2013:102). Rural women often 

bore many children in part because the infant mortality rate was so high there.186 However, the 

past forty years have seen a dramatic shift in childbearing trends in Morocco, seen most 

dramatically in Morocco’s “amazing” fertility decline: from 7.4 children per woman in 1973 to 

2.3 children per woman in 2009. 

 In recent decades, scholars have noted that a shift in orientations toward procreation and 

childrearing in Morocco have accompanied this decline in fertility rates: from quantity to quality 

and from economic to sentimental value. For example, anthropologist Jamila Bargach writes that 

current discussions “stress the well-being of the child… An important number of Moroccan 

parents do not automatically see in their children a social and economic security for their future 

as their own parents might have once seen in them, but [instead] explain that they want to see 
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their children [become] autonomous and self-sufficient. This shift from an economic-symbolic-

emotionally motivated relationship towards children, to an overtly sentimental one, is a solid 

middle-class trend” (2001:164). Many Moroccan observers see this as a process of 

embourgeoisement, or the proliferation of middle class values across society (Bargach 

2001:164).  

 Similarly, Courtney Hughes Rinker argues that a neoliberal demand for population control 

and the introduction of contraception have put emphasis on the quality of childrearing in lieu of 

the quantity of offspring. “The terms of motherhood have changed,” she writes, and a “‘good 

mother’ has a smaller number of children and puts the majority of her time and effort into 

facilitating their physical and mental development” (2013:122). “The new neoliberal 

development agenda in Morocco,” Rinker adds, “places on mothers even greater responsibility 

for birthing and raising future citizens who are healthy, educated, responsible for their actions, 

hardworking, and economically productive.”(Rinker 2013:122) According to Rinker (2014), in 

contrast to what some commentators have argued, contraception and family planning decisions 

in Morocco are not characterized by an opposition between middle-class values and harsh 

economic realities (that would promote low fertility), on one side, and constraining Islamic 

understandings of reproductive healthcare (that would promote higher fertility), on the other. 

Rather, Rinker shows how poor Moroccan women draw on particular scriptural interpretations to 

argue that Islam in fact promotes family planning in the name of ensuring the quality of the 

children’s upbringing.  

This shift in emphasis in childbearing and childrearing has meant that parenting has 

become a more specialized domain, mediated by medico-scientific expert knowledge. One 

indication of this is the appearance of radio and television programs concerned with parent-child 



 317 

relationships and childrearing in contemporary Morocco. One such show was called “Jil Medi 1” 

(jīl means “generation” and “Medi 1” is the name of a radio and TV corporation). The show 

paired the host, a young Moroccan woman named Yasmine with impeccable French, and a 

psychoanalyst named professor Mamoun Moubarak Dribi. It aimed to help parents “support our 

youth, decipher the gaps [between generations] in order to better understand them, and to open 

dialogues between generations.”187 It was an hour-long show that aired on public radio each 

morning, five days a week for nearly two years (2011-2012). I often heard it playing in taxicabs 

and in shops in Rabat and Casablanca. The host and her expert guest switched between French 

and Moroccan Arabic as they covered a range of topics about modern childrearing, childhood 

disorders, and contemporary family life. The following selections from the list of episode titles 

give a sense of the kinds of issues treated on such shows: “My child has nightmares,” “Our 

children lack respect,” “What does it mean to somaticize?” “My relationship with my child is 

deteriorating,” “Fashion and its effects on children,” “When to consult a psy?” “Childhood 

obesity,” “My child lies,” “The function of dreams,” “How does our unconscious manipulate 

us?” “Super Mama,” “The notion of ‘Sbar,’ or patience,” “Bipolar,” and “My child is autistic and 

I blame myself.” The psychoanalyst on the show provided psychological interpretations of 

ordinary childhood development and psychological explanations of childhood disorder, and he 

situated the task of parenting, and especially motherhood, in the context of a rapidly changing 

Moroccan society. He often articulated points in French, then repeated himself in Moroccan 

Arabic, using vernacular idioms. Listeners called in or sent emails to the host during the hour to 

ask questions, make comments, or take issue with the points being made. These episodes 

represent a trove of fascinating materials for analysis, but for our present purposes, they serve to 

illustrate the extent to which childhood and childrearing have become topics of public discussion 
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and – through programs such as this one – psy-experts (psychologists, psychiatrists, and 

psychoanalysts) directly counsel the Moroccan public. Parent activists also appeared on these 

sorts of shows as well, typically around occasions like the United Nations’ World Autism 

Awareness Day, or International Day of Persons with Disabilities, etc.188 This was yet another 

indication of shifting understandings of parenting in contemporary Morocco, and the extent to 

which parenting is increasingly becoming a specialized domain with corresponding knowledge, 

techniques, and expertise. 

 In addition to listening to such shows in order to improve their own parenting practices, 

Moroccans also spent much money and effort to keep their children happy and to provide for 

their educational and emotional needs. During the Ashura, a minor holiday that takes place on 

the 10th day of the month Muharram (after the major holiday ʿīd al-kabīr), it is customary, at least 

in urban areas, for parents to buy their children presents. Moreover, all year long, as one walks 

through the open-air markets in major cities, one sees a range of children’s toys on display. 

Street vendors stand in the middle of market walkways holding balloons; launching plastic 

helicopters; shaking loud, flashing toys or stuffed animals; and handing children their wares in 

the hopes that parents will purchase them. The family with whom I lived was part of the lower-

middle class and did not have much money to spare; for example, they never ate out at 

restaurants and they almost exclusively purchased used clothing for themselves and their 

children. However, they often purchased toys, coloring books, and stuffed animals for their 

daughter Fatiha, and relatives sometimes brought gifts of small toys with them. Many of the toys 

were cheaply made knockoffs that broke or malfunctioned after a short while. But my point here 

is that “equipping” Fatiha with tools for learning and development seemed important to her 

caregivers. This was not uncommon among families I met in Rabat, Fes, Casablanca, Agadir, 
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and elsewhere across the class spectrum. That said, many of the parents of autistic children that I 

knew, and whose homes I visited, often went to much greater lengths to purchase or produce 

equipment to support their child’s educational development. This was not true of all the families 

of developmentally disabled children and young adults, but it was certainly true of the families 

that were attempting to engage in the ethical project of autism therapies at home.  

 Additionally, Moroccan parents often paid a good deal of money for their autistic children 

to attend integration classrooms run by parent associations. The fees for such associations were 

typically greater than the fees for typical private elementary schools. My interlocutors often 

talked about the privatization of Moroccan education and many noted that the previous king, 

Hassan II, implemented changes to the law that incentivized (via tax breaks and other financial 

means) the establishment of private schools.189 Indeed, it was not uncommon for families, even 

those with very limited means, to invest in their children’s educations, whether by sending them 

to private schools or investing in tutors. Take 46-year-old Jabril, for example. He worked as a 

gardener and took care of an autistic child in the evening to make extra money. He had four 

children of his own and they lived in a poor neighborhood on the outskirts of Rabat. His income 

was rather limited and he worked long days. He commuted to work on an old moped. Since he 

felt that the public schools in their neighborhood did little to prepare his children for college, he 

paid for all of them to attend private afterschool tutoring (he could not afford to send them to 

private school). Similarly, the family with whom I loved, mentioned above, switched their two-

year-old daughter from a local daycare, where they felt she was not learning anything, to a more 

expensive French preschool (500 dirhams, ~$60 US, per month) because it had a more 

educational focus and they felt that learning French at a young age would serve her well in 

higher education and eventually the labor market.  
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Urban Moroccans are indeed having fewer children; they are spending more money on 

their children’s education; and they are investing a great deal of time and energy into thinking 

about and cultivating their children’s emotional and psychological development. However, we 

should not read into this a teleological narrative, where urban Moroccans are finally 

relinquishing a “traditional” orientation towards children, finally becoming “modern”—coming 

to value children and developing expertise in raising them. On the contrary, parents in both rural 

and urban Morocco, in the past and present, are deeply involved in traditions of moral 

development of their children. There is an elaborate technical and lexical repertoire for 

disciplining children, cultivating their manners (adab), teaching them the virtues of respect 

(ihtiram), and turning them into cultured beings (taqafa) – concepts and traditions that autism 

activists draw upon as they seek recognition for their children’s autistic personhood, and attempt 

to integrate them in the public sphere.190  

  Techniques of discipline so central to autism’s behavioral therapies intertwine with 

multiple, ambivalent, and even contradictory understandings of the role of discipline in moral 

child rearing in Morocco. Contemporary liberal discourses concerning human rights, emanating 

both from within and outside Morocco, often caricature the kinds of corporal disciplinary 

practices that have been customary in Morocco as backward, cruel, or violent. However, as 

Christine Nutter shows in her excellent ethnography of a rural village outside of Fes, corporal 

discipline is a complicated and nuanced process, interwoven with human and compassion, and 

works to help children “develop agency through their ambivalent encounters with disciplining 

kin” (2013:25). “Disciplinary interactions did much more than simply punish children for 

perceived transgressions and deter them from undesired behavior,” Nutter writes. In turn, 

“infused with play, humor, and teasing, the ambivalent quality of these disciplinary interactions 
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was unmistakable and blurred the boundaries between discipline and play, violence and non-

violence assumed in liberal discourses of violence and abuse” (2013:6). Further, while there is an 

urban discourse about the backward inhabitants of the ‘arubiyya (“countryside”), there also 

exists a counter-discourse about the corrupting and corrosive nature of city life and the idyllic, 

well-mannered, respectful, and morally upright citizens of the Moroccan interior and South – a 

glorification, in some ways, of the effects of traditional disciplinary practices.191 

While ordinary Moroccan parents are influenced by the influx of new kinds of scientific 

authority and technical (some may say “Western”) understandings of parenthood and 

childrearing, they are also concerned with raising well-mannered and cultured children. There 

existed a certain anxiety and nostalgia among parents that they needed to return to the customary 

ways of raising children in order to ensure that they would become moral beings. Thus, parental 

discipline was not just moralized in relationship to becoming modern, but in bringing up children 

in accordance with local traditions. Indeed, as I showed, there exists a range of nuanced terms for 

spoiled, undisciplined or poorly raised children (e.g., mshuwwesh, mfeshshesh, ḍāṣer, qbīḥ, to 

name a few). Urban parents of autistic children often worried that their children misbehaved 

because they were too permissive or spoiled them, and they were often accused of as much by 

other parents. At the same time, parents that sought to cultivate aspects of moral personhood in 

their autistic children through disciplinary techniques – either through the application of 

behaviorist principles, corporal punishment, both, or other means – had to negotiate 

contradictory moral discourses, as those considered sick or disabled were to be treated with 

kindness and charity, but not discipline. The key point here is to show how, while distinct in 

many respects, the moralization of autism parenting dovetails with contemporary dynamics and 

tensions surrounding parenting in Moroccan society as a whole.  
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Prosaic Activism and Improvisation 

 The work of autism parenting is consistent with the contemporary focus on the quality of 

childrearing and providing one’s child with the proper educational and developmental 

environment. In that way, it is informed by this broader context of domestic expectations. 

However, relative to more or less typically developing children in the contemporary 

arrangement, autism parenting as it was being practiced by some of the families I met required 

significant investment in retooling the domestic world. To teach an autistic child to read and 

write, to talk to him, to plan his schedule, etc. – thereby attempting to convince others that the 

child is worthy of teaching and disciplining – requires a particularly intensive form of labor. The 

parents and the people they trained to work with their children closely, prompting them 

sometimes hand-over-hand, in the fashion I described in Chapter 2. Moreover, the parents I met 

also had to create the very spaces within which such education and therapeutic engagement could 

take place. In the absence of the requisite infrastructure (as I discuss further in the next chapter), 

autism parents must build their children’s environment from the ground up, from scratch, piecing 

together a patchwork of improvised logistical solutions. I want to emphasize here the very 

practical nature of this work and I want to point out that, in this case, parent activism is grounded 

in technical labor and improvisational skill.  

 Indeed, this is exactly what Bahija told me one day as I sat with her, her seventeen-year-old 

autistic daughter Wadiaa, and 19 year-old Meriam, the daughter of one of Bahija’s neighbors 

who had graduated high school that year, and had recently become Wadiaa’s aide in her home 

education program. When Bahija decided to take Wadiaa out of her school (because she felt that 

Wadiaa was no longer benefitting from it) and began a “home program,” she trained Meriam 

herself with the help of Olivia, the French ABA expert referred to earlier. Bahija had quit her job 
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Image 6.1 An aide prompts a six-year-old autistic child to practice rolling Play-Doh in an ABA classroom 
in a small Moroccan city. Photo by Jesse Neider 

 

working at a bank in order to manage Wadiaa’s care, but her husband continued to work and they 

lived a comfortable middle-class existence. Wadiaa was a modest success story. With Meriam’s 

assistance, she had learned to read, write, do basic arithmetic, play the piano, vacuum the living 

room, do the dishes, and many other things. The following vignette from my fieldwork 

demonstrates the ways in which Wadiaa’s mother, Bahija, enacted and reflected on the role of 

the Moroccan autism parent: 
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Image 6.2 An aide prompts a nine-year-old autistic child while practicing drawing circles in an ABA-based home 
program. Photo by Jesse Neider. 

 

This was only my second visit and I was just observing at this point. Wadiaa’s bedroom 

served as a makeshift office or classroom, where she worked with Meriam for the better 

part of the day, mornings and afternoons, each weekday. Wadiaa sat on the edge of her 

bed with a small table in front of her. Meriam sat in a chair across from her and I sat on 

the bed next to Wadiaa. Each day, Bahija would write out that day’s program of activities 

in a Disney notebook and Meriam and Wadiaa would move through them. This 

afternoon’s program included: spelling, matching words with objects, vacuuming, and 

ping-pong.  

 Bahija entered the room to check in on us during a spelling activity. Meriam would 

place a picture of an object (for example, an orange) in front of Wadiaa who would then 
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spell the object’s name in French with the letters laid out on the table. “See this,” Bahija 

said to me, picking up one of the letters: white paper, with a typed K in the middle, cut 

into a square and laminated. “You know, when you write up your research, you need to 

include this, because this is parent activism.192 This right here — all the materials we 

have to put together, everything made by hand.” She waved at the crowded shelves of 

puzzles and notebooks, drawers upon drawers full of laminated pictures of fruits and 

vegetables, images portraying actions and activities, etc.  

 “There is really a lot of work,” she continued. “Getting the materials, printing it all 

out, getting the machine to laminate it, cutting the corners so they are like this.” She ran 

her finger along the smoothed edge. “So they don’t hurt the child,” she continued. “That 

is parent activism (hada huwa l’activisme des parents).”  

 Just then, it became clear that there were no more h’s. Wadiaa was searching through 

the pile to find that letter in order to spell, “huit” (Fr. “eight”). “There’s no h?” Bahija 

asked. “We’ll make one. Give me an n,” she said. I handed her one and she took my 

black pen from me. She extended the left line upward, turning the n into an h.  

 “See,” she said, waving the letter to help dry the ink. “There you go – parent activism 

again. You have to improvise.”  

 The same happened with f. She found a j, turned it upside down and drew another 

loop to make it a cursive f. Then she saw an l and made it into another h. “Yeah. The l 

makes an even better h than the n,” she said. We all agreed. 

 

As Bahija states, these minute technical gestures make up a core element of autism activism in 

Morocco. While not all parents were quick to identify such activities with activism, their 
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narratives were shot through with discussions of the messy details of obtaining, creating, and 

improvising the basic materials that make therapeutic action possible.  

 Parents and therapists alike discussed this as doing ABA “the Moroccan way,” à la 

Marocaine. This appellation stressed what people saw as a creative spirit, a certain distinctively 

Moroccan kind of will and ingenuity to cobble together the necessary means to an end. Indeed, 

this was a common theme among the Moroccans I knew more generally. People often used the 

French word-root dépanner – meaning, “mend,” “fix,” “repair,” “tow [a car],” “help out,” or 

“come to the rescue” – with a Moroccan conjugation. For example, they would say, 

kandépannay rasi, to describe how Moroccans make-do and figure out inventive solutions for 

themselves with limited means. Doing ABA “the Moroccan way” was implicitly contrasted to 

doing it the European, American, or perhaps even the Gulf Arab way, where the proper tools and 

materials would be readymade and available. What I want to stress here is that, as Bahija boldly 

states, in the Moroccan context these miniature technical gestures – which allow one to practice 

behavioral therapies and to construct a prosthetic environment for one’s child in the home – 

themselves constitute one of the faces of autism activism in Morocco. Indeed, I am arguing, it is 

its bedrock.  

The small, laminated cards that Bahija fashioned by hand are one key example of what 

that French-Moroccan activist meant when he said “equipment is the cure/treatment for autism.” 

Parents would make cards with words and images on them in order to teach children new 

vocabulary, or categories of objects (fruits vs. vegetables, blue vs. green, etc.), or to work on 

cognitive skills, like matching similar items. Many parents purchased small chalkboards or white 

boards to practice writing or drawing (one family painted a wall outside their house black so 

their child could practice writing on it with chalk). They purchased various toys to use as 
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“reinforcement,” or rewards, for good behavior or completed work. They bought typical 

childhood toys, like puzzles, notebooks, picture books, crayons, markers, coloring books, etc. 

They had relatives bring them items from abroad that were not available in Morocco. One family 

had a relative living in Europe bring them a special kind of alarm clock where the amount of 

time remaining is represented in a wedge of red color, making time tangibly visible for their 

daughter, to use for practicing waiting. Another family fashioned special utensils for their 

daughter so she could feed herself despite difficulties with fine motor movements. 

Perhaps the most important piece of equipment parents fabricated and used with their 

children was the Picture Exchange Communication System (PECS). PECS is arguably the most 

significant technology developed throughout the history of autism therapies and it is a rather 

“prosaic” one, to borrow Chloe Silverman’s insightful phrase (2012). The Picture Exchange 

Communication System was developed in the 1980s by American speech therapists and ABA 

experts. It is precisely what it says it is: a communication system that involves the exchange of 

pictures. Typically, a child would carry around a binder with laminated pictures of objects or 

pictograms iconically representing a kind of object or place.  

In the broader scheme of global health and education, PECS is a humble technology. It 

pales in comparison to antiretroviral medications for HIV or magnetic resonance imaging (MRI) 

machines that guide the kind of high-tech approaches to investing in global health (Biehl and 

Petryna 2013). PECS materials are low-tech: a printer, paper, scissors, lamination, and Velcro. 

But it takes much effort to assemble them, especially here in Morocco. For example, PECS 

simply does not work without Velcro. At the start of my fieldwork, families relied on friends, 

colleagues, and relatives returning from abroad to bring them rolls of Velcro to make their 

children’s PECS books or visual schedules. They would use precious little pieces, tiny dots of 
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scratch, as they called it, just enough to make it stick to the page.193 Autism associations that are 

able to obtain grants (and some parents with the means) purchase their own laminating machines. 

Without lamination, the words, numbers, or images on cards will fade, crumple and tear, 

ultimately becoming unusable. In the absence of a lamination machine, one can find makeshift 

tables of street-based plastification professionals scattered throughout the cities, often cleverly 

stationed across the street from ministries, government offices, or courts. But laminating an 

entire PECS collection – a child’s entire vocabulary – would be cumbersome and expensive at a 

sidewalk vendor.  

PECS is taught in phases and works through the exchange of images for objects. In the 

earliest stages, the child simply learns the concept of exchange: give an image, get an object. 

Next, he or she learns to differentiate between pictures and to link them to specific objects or 

activities. Later, he or she may learn to specify the size, shape, and color of the object by placing 

pictograms along one another like words in a sentence. He or she may pull out several 

pictograms and fasten them to a strip in order to say, “I want big red ball,” for example.194 

Ultimately, he or she could also express feelings in this way, such as “I am hurt” or “I am sad.”  

Developing these pictograms into a full-fledged communication system often requires a 

serious investment of resources, time, and commitment by the parents to tailor the PECS to their 

child. This is partially because some children have difficulty learning to use pictograms, which 

iconically represent an object in the abstract. People with autism are sometimes said to learn 

abstract categories with much effort and through concrete and specific detail. Their thought, 

some say, operates by way of what anthropologist Michael Taussig has called, in a very different 

context, “image-ful particularity” (1993). Indeed, Temple Grandin, perhaps one of the world’s 

most famous and successful autistic people, writes, “Unlike most people, my thoughts move 
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from video-like, specific images to generalizations and concepts” (1995:12). For example, she 

writes, “there is no generic, generalized Great Dane” (1995:28). There is just the image of 

Dansk, her old school headmaster’s dog, then of Helga, Dank’s replacement, and on and on, a 

string of concrete examples that make up the category. Thus, using this logic, parents are often 

instructed to take a picture of their toilet, for example, and to use that initially instead of an 

abstract icon of a toilet. In this way, the child will theoretically come to learn the broader, more 

general category by way of concrete, specific images. All of this, of course, requires access to a 

camera, photo development or printing, the Internet, lamination, and much more. And all of this 

costs money and time, and perhaps the use of connections. Indeed, parents would often borrow 

printers, cameras, or laminating machines from other parents within the autism network.  

Moreover, pictograms of locally specific items, like the Moroccan flatbread mellawi, are 

not readily available on the Internet. One must make (or buy) mellawi and photograph them, or 

cut a picture out of a supermarket circular, then laminate it and smooth over its edges. In her 

trainings with parents, Olivia was always quick to tell novice parents to make their own images 

in order to adapt the basic therapeutic materials to their cultural environment; she encouraged 

them to improvise and be creative when caught in logistical snares. This was the same advice 

that Karima, a French expert in autism education of Moroccan origin, gave to the aides at the 

school where I worked. She also told stories about how in rural Togo she had conducted special 

education trainings and the local teachers had organized events where they would fabricate 

materials from scratch, cutting pieces of cardboard into letters and painting them or covering 

them with sandpaper for “sensory activities.” In these ways, experts and activists called parents 

to action and established the ideal image of the autism parent as a creative and pragmatic 

improviser.  
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Youssra embodied this image perhaps more completely than any other parent I met. 

Sometimes I would arrive at her home to find her sitting by her printer. Stacks of laminated 

pictograms, sheets of printed images, and newspaper cutouts lay all around her. She would often 

spend days at a time working to make a new wave of images to add to the PECS “bank” she kept 

for her daughter’s educational program. She also filled toolboxes with images and brought them 

to the association she ran, making them available to other students as well as to her own 

daughter. What I want to point out here is the intense labor and investment that goes into making 

these techniques practicable in Morocco; this is the intense work of being an autism parent in 

Morocco.  

Youssra and Bahija were consummate autism mothers. Indeed, during my time in the 

field, they were able to show before-and-after videos of their children at a training the Collectif 

organized at one of the country’s two new child psychiatry departments. Afterward, Bahija told 

me, the doctors, speech therapists, and other professionals in the department all wanted more 

information about ABA and behavioral therapies. After seeing videos of her daughter and other 

children, “they couldn’t say that ABA was dressage [akin to animal training].” In other words, 

the kinds of critiques of ABA that psychiatrists had previously launched at her became irrelevant 

when the members of the Collectif were able to demonstrate the work they were doing with their 

children and the successes they had been able to achieve. Further, in 2011 while I was still in the 

field, the Collectif had another success in building their network, and establishing themselves as 

an “obligatory passage point,” to use the term from Actor Network Theory. They developed a 

relationship with a new child psychiatry department at Hôpital Ar-Razi in Salé. The Collectif 

would train Ar-Razi staff and the psychiatrists at Ar-Razi would directly refer parents of newly 

diagnosed children to the Collectif for parent trainings and for advice. This development was due 



 331 

to several factors. The new, American trained director of the psychiatric hospital, whom I 

discussed in the Introduction to this dissertation, wanted to implement “evidence-based 

medicine” and felt behavioral approaches had the best evidence behind them (he did not believe 

that psychoanalysis was evidence based, at least in terms of the treatment of autism). The 

psychiatry department at Ar-Razi also worked closely with a Dutch NGO that advocated 

behavioral approaches over psychoanalytic ones. However, the videos and the concrete 

examples, Bahija told me, were crucial to convincing the child psychiatrists, who had not 

previously been exposed to this sort of approach, of the value of using behavioral therapies and 

of referring parents to the Collectif.  

Throughout my fieldwork, I watched as anecdotes, videos, and narratives circulated 

through this network of associations and at trainings. Parent-activists, when asked to speak 

publicly, would tell transformative stories about how their own lives changed when they began 

using ABA. They showed before-and-after videos, as Bahija suggested, of their children. Before: 

unreachable, banging or perhaps rocking in a corner. After: calmly seated at a table, focusing on 

a worksheet or spelling out words. For World Autism Awareness Day in 2008, they made a 

poster showing an image of Abderrahmane, the son of Ghizlane, a major mother-activist and a 

founding member of the Collectif. On the poster, we see Hamza seated in an ordinary classroom 

next to his aide, his hand eagerly raised. We find a scan of his report card as well, testifying to 

his academic success. Other videos are posted on the Collectif website, on YouTube, or in 

Facebook groups. I often received before-and-after videos through listserves or mass emails.195 

In this way, the Collectif aims “to have a positive impact on autism in Morocco,” as Rachida 

said.   
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This is precisely why all their miniature therapeutic labors and improvisations amount to 

activism. A small therapeutic gesture can have rippling effects across what Webb Keane calls 

“the representational economy” (2007). For example, by constructing the building blocks of a 

Picture Exchange Communication System (PECS) notebook, one could ultimately upend certain 

expectations about people with autism or about people who cannot speak in general. One might 

be able to convince others that a nonverbal child, like Salima’s daughter, may still have 

something to say. He might, for example, have intentions, feelings, preferences – all the 

hallmarks of the modern subject – which PECS allowed him to begin to express. Or, in the 

vernacular conceptions of self, such therapeutic action might indicate to a local observer that an 

autistic child indeed had an ʿaqel, and was therefore capable of understanding and learning – 

indeed, capable of becoming a moral being.  

I met parents all over the country who had seen videos or posters, or heard stories of 

children – Moroccan children – who seemed to have a trove of untapped potential that their 

parents were accessing through therapeutic intervention. In many cases, this inspired other 

parents to try to emulate the successes of mothers like Salima, Rachida, and Ghizlane. What I 

want to stress here is how very mundane are the pieces that hold together this activist work: it all 

hangs on the fragile grip of a small piece of Velcro that was ferried over from Europe; it rides 

along the smooth edge of a card bearing a single printed letter or the simple stretch of ink that 

makes an n into an h. Activism here is, indeed, a prosaic affair. It is not driven by bombastic 

public displays of the sort that made the American AIDS activists, ACT-UP, famous. Nor is it 

led by the kind of media blitzes that characterize the work of Autism Speaks in the U.S. Rather 

autism activism in Morocco is carried forward in large part by minute technical gestures, 
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continuous therapeutic labors, and humble communicative channels that allow a story, an image, 

or a short video to travel from city to city and into the minds of parents and professionals.  

 

Conclusion 

In this chapter, I have described the way in which the development of autism expertise 

and the practice of behavioral therapies amount to a form of activism in Morocco. It is true that 

associations are extremely important vehicles for autism activism, as we have seen, and the 

Collectif is a crucial actor. However, the concept of biosociality, with its emphasis on preformed 

biosocial groups and relations with the state and the medical establishment, does not capture the 

full range of action encompassed by autism activism. Likewise, the concept of “domestic 

citizenship,” while pointing out the critical political importance of the domestic sphere, does not 

make room for autism parents’ collective political project of challenging the regnant psychiatric 

model and making a case to the Moroccan state. Moroccan parent activists have worked hard to 

initiate their own domestic therapeutic experiments and to create prosthetic environments within 

which their children might be able to thrive. This has often required them to produce the very 

building blocks of therapy, the “equipment” that is used to teach people with autism and to give 

them tools and habits for living. Parents have also worked to create mechanisms and means – 

like the Collectif – in order to connect those miniature laboratories into a network within which 

they could construct an argument in favor of a particular approach to autism. Implicitly 

following the logic of actor-network theorists, they seek to forge a strong network within which 

their particular vision of autism and autism therapy – in contrast to a more psychoanalytic vision 

– can ascend to the status of fact. Establishment of this network is further accompanied by 

moralizations of autism parenting that draw upon, challenge and hybridize extant notions of 
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modern and traditional parenthood in the Moroccan context. In the following chapter, I will 

continue to examine this expanding network, the autism associations that comprise it, and 

emerging notions of moral parenthood. I highlight the human and social consequences for the 

families inhabiting this evolving autism world in Morocco within the context of a set of 

monarchy-led neoliberal development projects.. As parents gained more widespread acceptance 

as experts on their children and as the rightful stewards of the domain of autism expertise and 

care in Morocco they took on new responsibilities which, as we will see in the following chapter, 

produced for them a host of new dilemmas and difficulties.   
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Chapter 7 
 

Blurred Lines:  
The State, the King of the Poor, and Civil Society  

 

In Morocco, if we talk about an ‘impossible wager,’ it is that of working to provide, for the first 
time, ‘these children unlike the others’ with a place to live, to exist (un lieu de vie, d’existence).  
— Latifa Serghini 1988 

 

Introduction 

I want to begin this chapter by harkening back to the introductory moment of this 

dissertation, to the impromptu dance party taking place in a specialized classroom for autistic 

children and young adults in Agadir, and to Jamila who laid bare the fact that the moral project 

of making children autistic in the sociological sense – rather than, say, “crazy” or “retarded” – is 

a labor- and cost-intensive affair hinging on deep parental effort and investment. In this chapter, 

I examine the specific political-economic and moral context within which that project is located 

and the consequences of those specificities. I describe the particular form of government present 

in contemporary Morocco, which involves a triangulation of the state, the monarch, and civil 

society associations. I show the specific type of state-civil society linkages that exist, the type of 

institutions that they foster, and the consequent dilemmas faced by parent activists. The key 

feature of this form of government is a blurring of the lines separating the monarchy, the state, 

and nongovernmental associations from one another. This blurring is increased by a carefully 

orchestrated pageantry of royal beneficence through development projects, especially those 

benefitting the young and disabled. Dramatic displays of royal generosity, typically presented 

through the lens of inaugurations of centers and schools for autistic or otherwise disabled 

citizens, generate expectations and hopes. These, in turn, can confuse roles and foster 

accusations and suspicions among parents and professionals. Within this muddled and insecure 



 336 

context, a certain moralism and informal triage operate to short-circuit some families, to varying 

degrees, out of networks of therapeutic exchange. Throughout this chapter, I detail the human 

ramifications of the current political-economic configuration of the field of autism care for 

parents of all kinds: those who take up the role of activist or autism parent as well as those who 

become marginalized because they fail, refuse, or are unable to do so. I begin, however, by 

describing the specific form of governance found in contemporary Morocco and characterized by 

a series of monarchy-led, neoliberal development projects.  

 

The King of the Poor 

Nongovernmental organizations (NGOs) are the signature institution of contemporary 

global health and development projects (Janes and Corbett 2009; Pfeiffer and Chapman 2010). 

They are also a hallmark of the current Moroccan King’s reign. King Mohammed VI has widely 

been lauded in the international community and within some circles in Moroccan society for 

opening up Morocco to foreign investment and to international development organizations. In 

the wake of his father’s white-knuckle-style rule, Mohammed VI has developed a “softer” mode 

of governing that hinges on social projects largely carried out by nongovernmental associations. 

In doing this, Mohammed VI has cultivated a public image of himself as the “king of the poor” 

(Traub 2012).196 Central to the creation of this public image are two different development 

organizations with deep ties to the monarchy: The Mohammed V Foundation for Solidarity (Fr. 

La Fondation Mohammed V Pour La Solidarité, Ar. muʾassasat moḥammed al-khāmis li al-

taḍāmun) and the National Human Development Initiative (Fr. l’Initiative Nationale de 

Développement Humain, Ar. al-mubādara al-waṭaniyya li al-tanmiyya al-bashariyya) (INDH). 

The Mohammed V Foundation emphasizes royal generosity and charisma, stressing social 
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solidarity, while the INDH demonstrates the Mohammed VI’s skill as a global political figure 

through a more typical neoliberal model of public-private partnerships and international loans. 

La Fondation Mohammed V – named after the current king’s grandfather, who ushered in 

Moroccan independence from the French protectorate in 1956 – was founded only weeks before 

king Hassan II passed away and his son Mohammed VI took the throne in 1999. In his very first 

address to the nation, in fact, Mohammed VI spoke of his focus on “the poor, the needy, and the 

handicapped,” and the role of the foundation in working to help those in need: 

 
We will give our attention also to the problem of poverty suffered by some of our people. 
We will work, with the help and assistance of God, to reduce the impact and acuity [of 
poverty]. In this respect, my father, God rest his soul, had honored me by accepting the 
proposal to create an institution to which he gives the name of Mohammed V Foundation 
for Solidarity, which dedicates its efforts to the affairs of the poor, needy, and the 
handicapped.197 

 

The establishment of this charitable foundation at the moment that power was transferred from 

Hassan II to Mohammed VI shows how crucial social development projects have been to 

Mohammed VI’s rule. Indeed, they were its founding premise. The foundation’s revenue comes 

from a variety of sources. Pins and stamps, bearing the foundations characteristic yellow logo 

with five connected stick figures symbolizing solidarity, are sold at post offices. Small donations 

are texted in on cell phones during fundraising campaigns. And much larger donations are 

garnered from the board of directors and the board of supporters, which presumably includes the 

private funds of monarchy. The foundation’s collective structure, like its logo, concretely 

represents the idea of “solidarity” (Ar. taḍāmun) in the foundation’s name: it symbolically 

situates the king shoulder to shoulder with his subjects in solidarity, a galvanizing and 

benevolent force pushing them all toward equity, redistribution, and care of the marginalized and 

poor.  
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In 2005, the King initiated another major development project, The National Initiative for 

Human Development (l’Initiative Nationale de Développement Humain), typically known by its 

acronym INDH. I saw its signature white, green, and red logo on signs all across urban and rural 

environments. Special motor scooters used as mobile vending carts for people selling fish or 

dairy products bore its logo, and signposts in the furthest reaches of rural Morocco marked 

development projects, like a new olive press for a rural mountain village. The governing and 

funding structure of INDH differs from the Mohammed V Foundation. Its funds come from a 

combination of the general budget of the Moroccan state (60%), municipal tax revenues 

(20%),198 and international loans from institutions like the World Bank and the French 

Association for Development (20%). INDH, then, is largely funded through government funds 

and tax revenues, but it functions as a development agency – and not as an arm of a welfare state 

– supporting specific projects initiated by civil society associations that are operated by citizens. 

While the governing structure of the Mohammed V Foundation is organized explicitly with the 

king at its head, the INDH claims to be organized in such as way as to foster “participatory” 

involvement at the local level.199  

Despite the different structures, styles, and emphases of these two organizations, they 

often blur together in the minds of ordinary Moroccans as “the king’s projects.” A recent article 

about the INDH in the weekly journal La Vie Éco, for example, plainly confused the two: while 

the article discussed the INDH, the picture that ran with it showed the King presiding over two 

young men in front of a row of brand-new vehicles emblazoned with the Mohammed V 

Foundation’s logo.200 In the local imaginary, both the INDH and the Mohammed V Foundation 

both seemed to belong to the king. Further, people often referred to social welfare centers or 

agencies as belonging to the king (dyāl al-malik) and others as belonging to the state (dyāl al-
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dūla). But there was confusion about this, too. People repeatedly referred to centers, such as the 

Mohammed VI National Center for the Handicapped, as “state” facilities (dyāl ad-dūla), and 

often oriented to them as such, expecting the services to be free and open to all. 

In addition to an expressed concern for street children, orphans, rural women, and the 

handicapped, autism care has been presented as a model cause for the King’s vision of human 

and social development. The official report released by the Maghrebe Arabe Presse (also known 

as MAP, the official news source that covers royal activity) about the opening of a new center for 

autistic children outside of Casablanca explains just that: 

 
Part of the National Initiative for Human Development (INDH), the new center perfectly 
falls in line with the Royal speech of May 18, 2005, in which the Monarch noted that 
among the themes highlighted by this initiative [the INDH] was assisting vulnerable 
people and those with special needs, preserving their dignity, and preventing them from 
falling into either deviance, isolation, or extreme poverty (MAP 12.31.2012).  

 

With the major watchwords being “vulnerable,” “deviance,” “special needs” and “isolation,” it 

makes sense that autism has become one of the more prominent causes supported by the modern 

monarchy. Indeed, the INDH and Mohammed V Foundation have supported a number of high-

profile projects for autistic children and the king himself reportedly decreed that 2005 be the 

“Year of Autism” at the urging of parent associations.    

Both the INDH and Mohammed V Foundation are, expectedly, quite media savvy and 

image conscious. This pertains both to the way they way they engage civil society associations 

and the way their contributions are framed and portrayed in both the local private and state-

owned media. During the course of my fieldwork, for example, I heard stories about 

representatives of the Mohammed V Foundation attempting to piggyback onto existing 

development projects in the field of disability care and child psychiatry more generally. The 

president of one major center for the handicapped was apparently approached by representatives 
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of the foundation shortly before the center’s grand opening with an offer to donate significant 

funds in exchange for being able to share in the inaugural events. He declined. During my time 

in the field, the Foundation did manage to piggyback on a separate child psychiatry project that 

was being funded by a private charity. This meant that there was a major, highly mediatized 

royal inauguration. This, in turn, generated an outpouring of demands made on the clinic. In the 

weeks after the inauguration, the chief of the department told me, “we saw every imaginable sort 

of disability and pathology.” People were coming out of the woodwork to benefit from the fruits 

of the king’s benevolence. However, the clinic was operating with the same staff only in a new 

space, and they did not have the capacity to deal with the emergent demand. Indeed, in just a few 

months, there was already a six-month wait to get an appointment with one of the child 

psychiatrists.  

Indeed, inaugurations are key moments for cultivating the king’s beneficent image 

through these two development vehicles. These are carefully staged, strategically timed, and 

intensely publicized events. Pageantry is paramount. One sees them covered on the nightly 

television news and hears them reported on the radio repeatedly throughout the day, replete with 

the number of dirhams donated, the number of people to be served, and a list of objectives and 

services to be provided. Sometimes the same inauguration is aired on television again in the 

following days. Throughout the month of Ramadan, a privileged time for charitable giving, 

nearly every day the king is shown inaugurating center after center, project after project. He is so 

often presented to the public at such events that some have nicknamed him, “Mohammed VI, the 

inaugurator” (Benchemsi 2008).201 

These public demonstrations of royal charitable giving aim to consolidate the king’s 

status as Commander of the Faithful. As mentioned in the Introduction, the sharifian monarchy’s 
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claim to rule is via blood descent from the prophet Mohammed, to whom the Holy Quran was 

revealed.202 Piety is therefore a crucial aspect of the king’s image, and charitable giving is highly 

valued in Islam. zakāt or “support of the needy” is one of the five pillars of Islam; it technically 

refers to giving 2.5% of one’s savings to the needy.203 Indeed, in conversation with me several 

Moroccans lamented the growing inequality within their own society and stated that Moroccan 

poverty would be solved if all wealthy Moroccans engaged in proper zakāt every year. While it 

is unclear whether the King’s charitable donations represent 2.5% of his savings (or more or less 

than that), their public presentations through the vehicle of the inauguration event draw on the 

Muslim ethic of charitable giving in order to establish and consolidate his pious image.204  

During the course of my fieldwork, I was able to get a backstage view of one such 

inauguration project. A new center for autistic adults was in the process of being built with funds 

from the Mohammed V Foundation. The project was many years in the making and it would be 

the country’s first major center catering specifically to autistic adults (previous centers had 

served children and adolescents mainly). On a hot July afternoon, the week before Ramadan, I 

took a trip there with 31-year-old Hakim, his mother, Koutar, and Hamid, a gardener whom 

Koutar paid to come by each day to take Hakim for a walk around the neighborhood. To provide 

a bit of backstory, a few years back, after more than a decade spent going to this organization’s 

various centers, Hakim woke up one morning and refused to get on the bus. For over two years 

since then, he had been at home with his mother and sister, caught in a rather grim dynamic. 

Some days, we struggled to get him out of the house. When he had a crise, a violent tantrum-like 

outburst, his mother and sister would lock themselves or him in a separate room. Because Hakim 

had refused to attend the old center, his mother wanted to see if we could get him used to coming 
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to the new space through short exposures. So one day, Koutar, Hamid, Hakim, and I all piled into 

Koutar’s small, old sedan and drove the twenty minutes to the center. 

 

 We arrived to find a bustle of activity. Construction workers, painters, plumbers, 

electricians: I estimated that there were some fifty young men hard at work all over the 

building. They were sprinting now to finish the center in time for the royal visit during 

Ramadan. His majesty had a tight schedule of inaugurations during the holy month and 

they had a hard deadline to meet. To my eye, the center looked a long way from ready. 

Hamid, Hakim, and I walked hand-in-hand-in-hand through the center as his mother, 

Koutar, spoke to the staff and other parents who happened to be having a meeting that 

day. We stepped into bare-walled rooms with stacks of new tables and chairs still covered 

in plastic wrap and empty bookshelves. Hakim took evenly paced steps back and forth 

across one room, touching his head softly, gracefully even, against the glass window to 

the outside before returning to the door. We surveyed the three floors and returned to the 

car, pleased to have made it in and out without a crise. 

 Weeks later, I would see those same rooms on television, now bustling with another 

sort of activity. A handful of autistic young adults quietly engaged in activities as parents 

and staff showed his Majesty around. The tables had been unwrapped and organized. The 

bookshelves were no longer empty. For added dramatic effect, a few water toys floated in 

the pool, which had been filled but was not yet heated or chlorinated.  

 But when I next saw Hakim’s mother the following week, I asked her if they had 

taken Hakim back to the center. “It’s not opened yet,” she told me. “They’re still 

finishing it.” I mentioned seeing the inauguration on television. No, she told me. They 
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just bussed a group of the older kids, kids who wouldn’t make a scene, over from the old 

center and set it all up for the king’s visit. They still have to finish some things up and 

besides, she told me, it’s summer vacation.  

  

 This short snapshot from my field notes shows just how carefully orchestrated and 

simulated is the pageantry that goes into consolidating Mohammed VI’s image as the King of the 

Poor. It also shows the disconnect between staging the King’s support of autism care and the 

everyday realities of care for families. I stress that this is neither a critique of the king himself 

nor of his development work. The closest thing I had to direct exposure to the king was when I 

stood among the waving masses as a stretch luxury sedan drove down the main drag in Rabat, 

and the king stood through the sunroof, kindly waving back. Parents who were present at the 

particular inauguration event described above in fact told me that the king seemed deeply 

affected by the plight of the children there and he even inquired about whether he might be able 

to help fund a project to provide living quarters for autistic adults as they grow older (the 

association was therefore scrambling to propose such a project as well as another for a 

therapeutic farm for autistic adults). Moreover, there is no doubt that these initiatives have 

provided crucial institutional bases that have served to benefit myriad families of children with 

autism and other disabilities. Further, this sort of pageantry is not unique to the Moroccan King, 

but is reminiscent of political performances more generally – such as mayoral ribbon-cutting 

ceremonies and semi-staged interactions between presidential candidates and everyday citizens 

in the U.S., for example. At the same time, however, as we will see below, these public 

productions and presentations of royal generosity had collateral effects for the parents and 

professionals involved. Such dramatic displays generate expectations and hopes, and these 
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ultimately can confuse roles and foster accusations and suspicions among parents and 

professionals. As I discuss at the end of this chapter, it is within this confused and insecure 

context that a certain moralisms and countermoralisms arise among parents, serving both to cut 

some families out of networks of therapeutic exchange and to increase the pain and isolation felt 

by all those affected.  

 

The Neoliberal Landscape and “Integrated” Autism Classrooms  

In my first months in Morocco, the state (al-dūla) seemed a ghostly presence in the 

autism world. Many people told me that the state did nothing for people with autism. Over time, 

as I began to speak to people who were more heavily involved in the field, however, the story 

became more deeply layered and nuanced. I learned that the state is indeed present in the 

landscape of autism care in Morocco, just not in the ways that parent-activists would prefer. The 

state’s strategic involvement in the civil sector in general is often characterized as neoliberal in 

the sense that it involves a host of public-private partnerships, limits the availability of 

guaranteed public services, and stresses individual responsibility over a state welfare model. The 

neoliberal state in general is often described as “retreating” or “receding” (Zaidi 2004). Certain 

goods or services it once guaranteed are now being progressively offloaded onto private entities 

and citizen-directed initiatives. This is true in Morocco as in other nations. But in the case of 

autism treatment and care in Morocco, the dynamic is more complex.205 In fact, the very domain 

of intervention – specialized and intensive autism care – was only recently established in 

Morocco. Disability care was previously marginal and largely confined to state-run asylums, 

informal institutions (like saints’ tombs), and nongovernmental associations in major urban 

centers (i.e., Casablanca, Rabat, Fes, Tangier, and Marrakech). Specialized care was not the 
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affair of the state because it did not yet exist and, furthermore, the Moroccan state was not much 

in the business of caring for and educating its disabled citizens, so it was not in a position to 

“retreat” from such a task. Rather, the new neoliberal policies of the past two decades, which I 

discuss in a later section of this chapter, amount to a strategic and measured engagement with a 

novel domain of intervention. 

As I have discussed throughout this dissertation, the domain of intervention in autism 

care was first opened up in Morocco largely due to the efforts of parents who founded autism 

associations, sometimes in conjunction with a variety of professionals. Moroccan autism 

associations are distinctive from other Moroccan associations in a number of ways. First, they 

are founded and run by affected parents. Although associations for people with Down syndrome 

or “mental handicaps” (in general, as opposed to for people with autism in particular) are 

sometimes run by mothers or fathers, there are also many professional-upstart associations for 

the intellectually disabled run by psychologists and special educators. To my knowledge, only 

one of the forty-plus autism associations in existence in Morocco in 2013 had been founded and 

run by professionals other than parents or immediate kin of an affected child.  

Autism associations in Morocco are also distinct from parent organizations in the U.S. – 

such as American PTOs (parent-teacher organizations) or the vast majority of American autism 

associations, which do not provide full-time educational services206 – in that they are service-

providers.207 The parents do not simply organize fundraisers or ad campaigns. They operate 

classrooms, manage dozens of employees, square up budgets, write grant proposals, hire experts, 

and organize trainings for employees and families. They educate themselves about things they 

never imagined learning: the legalese of statutes, the principles and finer technical points of 
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therapies, the tangled jargon of psychiatry, the minutia of financial accounting, and much, much 

more.  

As mentioned previously and shown in the Timeline at the beginning of this dissertation, 

in 2000 only two nongovernmental organizations (NGOs) catered specifically to autistic children 

in Morocco (and one of them in fact catered to “psychotic children” more broadly). Out of 

humble beginnings both organizations expanded their rolls and extended into new facilities with 

funds from charitable donors, including the king’s development initiatives. Both now operate 

stand-alone centers set apart from ordinary educational environments. The segregated 

institutional arrangement these two associations employ mirrors the situation in France, where 

disabled children including those with autism, have typically spent their days in “medico-

pedagogic institutes” (IMP, institut medico-pedagogique). However, as I described in the 

Introduction, there has been a major shift in how autism care is delivered in many countries and 

France has found itself at the center of a controversy surrounding this “exclusionary” model. 

French parent associations consider integration into ordinary educational environments as part of 

the inclusive “American model” that they are trying to establish in France (Chamak 2008). The 

Collectif and its member organizations support this kind of American model (as do many other 

autism associations outside the Collectif) and are working to popularize precisely this integration 

approach across Morocco. 

 As networks of parents have formed, facilitated in large part by the Collectif Autisme 

Maroc, a model has taken shape. Parent-founders in associations referenced, time and time 

again, the names of the same pioneers of autism activism who work in the Collectif and who 

advised them on how to obtain the proper authorizations and materials to open a classroom. 

While I spent time with these pioneers, they would regularly field phone calls from parents in 
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other cities asking for advice about everything from how to deal with an unruly employee to how 

to get an appointment with an autism expert to how to apply for government grants, and much 

more. Those who learned from these founding parents, in turn, shared their expertise with a next 

generation of parents seeking to open their own associations.  

Typically, associations coalesced through informal contact among parents, whether at 

trainings held in major cities, at doctors’ offices, or at other centers for disabled children. Once 

the association was formed, one sought a space. As more Moroccan parents opted to put their 

children in private schools, public school classrooms have emptied out. The Moroccan Ministry 

of Education then provided associations with such abandoned classrooms in public schools. As a 

result, associations were often confronted with just bare classrooms, sometimes even in disrepair. 

As one mother put it, “they give you the walls.” But it is up to the associations to equip, staff, 

and operate them. As I will describe below, charitable and governmental institutions only 

contributed funds to specific projects, typically focusing on trainings, materials, and equipment.  

This was one reason why, in the flurry of new Moroccan autism associations, the modal 

unit is the classe intégrée (integrated classroom). Overhead costs were much lower than for 

centers (you do not need to buy land and construct a new building), and because such classrooms 

were housed in public schools, they naturally afford opportunities for autistic children to interact 

with, and “integrate” with, “normal children” during recess or through initiatives that bring them 

into one another’s classrooms. As one association president told me, the real goal was 

“integration into society.” But they saw “integration” or “inclusion” into the ordinary school 

environment as a more readily obtainable intermediate goal.  

The word “integration” (Ar. al-idmāj, Fr. intégration) was a major buzzword across 

several fields in Morocco. The related reflexive Moroccan Arabic verb kayndamaj maʿ (“he 
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integrates with”) is built off of the Arabic word root d-m-j, meaning “to enter” or “to go into” or 

“be inserted” (Wehr 1994). The other Moroccan Arabic word that was commonly used in  

 

 

Image 7.1 Typical school desks given to an autism association in a small Moroccan city by the Ministry of 
Education. Because of the individualized nature of their autiswm therapy programs, the association deemed them 

unusabl and stacked them outside their classrooms in a local public school. Photo by Jesse Neider.  
 

relation to autism and other childhood disabilities was kaynsajam maʿ. This is a reflexive verb 

built from the root s-j-m (“flow,” “stream”). It means “to get along with,” “to harmonize with,” 

 “to blend with,” or “to mesh with.” However, unlike al-idmāj, people did not use the nominal 

form, al-insijām, to refer to a more general process. This is because al-idmāj had taken on the 

status of a formalized concept within the burgeoning field of disability rights in Morocco and 

had become a key ethical goal. It largely meant that people with autism should be integrated 

whenever possible into ordinary environments of education, work, leisure, etc. And it was often 



 349 

phrased as an imperative in the language of rights: a right to an education in an ordinary 

environment, for example.  

This ethos of a “right to integration” was a fundamental aspect of what parents see as a 

more Anglo-American model to disability care. The history of that ethos in the US stretches back 

to the philosophy of normalization and the moment of deinstitutionalization in the 1960s, as 

described in Chapter 2 (See also Eyal et al. 2010). That ethos was inscribed in a key piece of 

American legislation that was passed in 1970 and is now known as the Individuals with 

Disabilities Education Act. The act pertained to individuals with “developmental disabilities,” as 

well as those with physical handicaps. It guaranteed a “free and appropriate education” for 

people with disabilities, allowed families and advocates in the U.S. to secure an institutional 

home for children and young adults with disabilities, and set the groundwork for developing a 

model for inclusive education in “typical” school contexts. And it is this model that Moroccan 

parents are aiming to replicate with their autism associations and integrated classrooms.208  

On the ground in Morocco, however, the classe intégrée (or al-qaysem al-mudamaja) can 

sometimes be something of a misnomer. “Sometimes it’s like they made a center in the heart of a 

school,” one mother told me, indicating a lack of interaction with typical students. And in many 

cases this is true. Many associations staggered the recess times so that the autistic children 

played outside while the typical children studied and vice versa. One association even had its 

classrooms in a totally abandoned school. The children with autism were all alone on the empty 

grounds. In the absence of other classrooms and without systematic interaction with mainstream 

students, such classrooms are integrated only in name. However, I did encounter a number of 

associations that were having success incorporating autistic students into mainstream classrooms 

and joint activities, like recess. Some studied more or less the same level as the other students in 
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certain subjects (what they called “scholarly integration”), while others spent periods in ordinary 

classrooms simply for the experience of sitting with and interacting with other students, even 

though they were not at the same academic level (what they called, “social integration).  In sum, 

autism associations often receive some (highly publicized) state support that enables particular 

aspects of the international model of “integrated classrooms.” However, the support is piecemeal 

and incomplete, and it lacks the legal teeth that enable American parents, for example, to push 

for fully integrated environments.  

 

Making an Association Work 

Institutional operations were also mired in this conundrum of incomplete support. 

Finding, training, and retaining staff to carry out autism care constituted a Sisyphean struggle for 

parents and association leaders. The work was arduous and poorly paid. Some aides made less 

than a 1,000 dirhams a month (about 120 US dollars/month), and very few made as much as the 

national SMIC – the minimum-wage monthly salary – of 2,231 dirhams (roughly 275 US 

dollars/month). Parents often hired unemployed youth with no prior experience and little 

investment in the work, and then invested time and resources to train them as educateurs (Ar. 

murabbiyyin). But parents were typically unable to offer educateurs social security benefits or 

insurance, although a number of associations spoke of ongoing efforts to try to do so. Parents 

also spoke of a recurrent problem where wealthier families would cherry-pick the more apt or 

dedicated educateurs to have them work with their children at home. Wealthier families could, in 

many cases, more than double educateurs’ salaries, and over the course of my fieldwork I 

watched several aides leave associations to seek and find private employment with wealthier 

families.  
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I watched Youssra, a 47-year-old mother from Rabat whom we have met in previous 

chapters, hire and train 12 aides to work with her 18-year-old daughter Dounia during a 14-

month period. She was demanding of those who worked for her, but she also provided them with 

the training and materials they needed. Working with Dounia required a lot of energy and 

patience – she was nonverbal and prone to outbursts of yelling, biting, hitting and screaming. But 

she was also extremely sweet, charismatic, and making impressive, if measured, progress. Some 

aides burnt out. Others simply sought better pay, a less demanding employer, or an “easier” child 

to work with once they had acquired some skills through experience and Youssra’s training. 

Parents, both in associations and in their own home therapy programs, found themselves 

recruiting and training new staff over and over, only to lose them to wealthier employers, 

pushing the rock up the hill only to watch it roll back down each time. This did not just pose a 

problem of repeatedly retraining new employees. In fact, it captures in miniature the multiple 

levels of exclusion that develop when the state plays the role of merely enabling associations, but 

not supporting them in their daily operations. 

A main reason why associations could not pay staff better salaries or offer them benefits 

such as health insurance was that funding for all staff members – including the educateurs – 

came directly from the parents themselves. Again and again, throughout my research, autism 

association administrators told me that their biggest problem was the recurrent monthly operating 

costs, especially the educateurs’ monthly salaries. All their potential funders, including the 

INDH and the Mohammed V Foundation, refused to take on these maintenance costs. Funders 

would pay for materials (like chairs, tables, toys, books, even computers), but very few 

associations received any outside support to help cover the staff’s salaries or other recurring 

monthly expenses. In the uncommon event that funders covered salaries (one association for 
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autistic and mentally handicapped children, for example, got money for salaries from the 

Ministry of Social Development), it would be on a limited, contractual basis; associations would 

have to submit applications for those funds every year, or even every quarter. Almost all of the 

associations therefore relied on out-of-pocket tuition payments from families: these typically 

covered the salaries of the aides (educateurs) who ran the classrooms and the experts who 

trained and oversaw their work. Monthly fees ranged from 1,000 to well over 2,000 dirhams 

(from about $125 to over $250), putting autism care well out of reach for most average 

Moroccans and even surpassing some urban families’ entire household monthly income. Most 

associations had waiting lists brimming with families who could not afford to pay. Others took 

on a few poor families and covered their costs through private donations or by organizing 

fundraising events.  

By contrast, larger centers for the handicapped were often supported by government 

funds. Because their care is generally much less expensive, due to a lower staff-to-student ratio, 

ministries and development agencies appeared to show a practical preference for these projects. 

Presumably this is because money goes farther there, in their estimation. With a lower staff-to-

student ratio than autism associations, ministries and agencies are able to support a greater 

number of students, per dirham in large centers for the handicapped. This, in turn, helped to pad 

their disability school enrollment (scolarisation) statistics, which were often touted as an 

indicator of development and progress.209 Thus, as I will discuss below, the politics of state 

funding left autism associations underfunded, while simultaneously making them seem 

accountable to the public.  
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The Paradox of Selective State Support 

All this ad hoc support for autism associations presents a paradox. Step into most autism 

classrooms, for example, and you may find a pristine space with brand-new, high-quality 

therapeutic toys and a flat-screen TV. On freshly painted walls hang handmade plastic visual  

 

Image 7.2 Autism classroom with structured environment and one-to-one teaching. Photo credit: Jesse Neider. 

 

schedules with strips of Velcro and laminated pictures. Children work at special desks with aides 

in white smocks. They play on big bouncy balls, or take breaks on cushy beanbag chairs. Their 

work materials rest orderly on colorful bookshelves But you quickly learn that the association is 

borrowing money, running a serious debt, and knocking on doors of wealthy potential donors in 

search of charitable donations to pay their employees’ meager monthly salaries. Further, with a 

dearth of qualified professionals and limited means for paying them, the aides who carry out the 
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day-to-day educational and care work are often themselves trained by the parents – again, 

requiring a significant investment of time and resources. However, as mentioned above, the 

educateurs typically have little training or relevant work experience and the associations 

experience difficulties finding experts (like speech therapists, occupational therapies, and ABA  

 

Image 7.3 A seven-year-old autistic girl uses a visual planning schedule with PECS images in an autism 
association’s classroom in a small Moroccan city. Photo by Jesse Neider. 

 

experts, etc.) to work for them. There are many speech therapy rooms but few speech therapists, 

many walls but often little to do within them. In the context of limited state engagement and 

support, parent-activists and experts ultimately pose autism parenting as a form of compulsory 

labor. This aligns with the neoliberal ideal that is embedded in the logic of contemporary 

development projects in Morocco: the self-responsible individual who works to access and 

provide proper care for himself (Bergh 2010).210 If this ideal does seem to parallel visions of 
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moral parenthood expounded below, parent-activists also viewed their own labor as a form of 

self-exploitation, an unfortunate pragmatic exigency of the current state of affairs; and they 

continued to hope and yearn for a state that would care and provide for the welfare of all its 

citizens. Youssra, an active autism parent whom we met in previous chapters, said, in the 

absence of the beneficent welfare state that parents dream of, her conscription into this work is 

completely involuntarily. In the present configuration, she said, she had no choice but to work in 

the field of civil society (l’associatif). As she explained, “The state is not doing its job and so I 

feel this intense bitterness, because I am obliged, condemned to work in the field of associations 

and that really irritates me. I give from my time, my daughter’s time, my money, my health and 

then people come along and take advantage of me. Not only that, sometimes they even work 

against my daughter’s own interests.” Here, Youssra is referring to incidents when others have 

tried to steal the aides that work with her daughter, as well as times when she has not been 

supported when trying to initiate projects that might expand autism services to include adults, 

like her daughter who was then 18.  

What Youssra says likely applies to most forms of social activism in Morocco. In the 

relative absence of state services, citizens like Youssra substitute their own initiatives and 

resources to fill gaps left by a chimeric state presence. Further, Youssra expressed a sentiment 

echoed by many of my more activist parent-informants: in the present political-economic climate 

in Morocco, ethical autism parenting requires one to contribute to a messy and thorny collective 

project of autism world building. In this context, Youssra faces what economists call a “free 

rider” problem, where some people benefits from certain resources without contributing to 

paying for their costs.  
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Image 7.4 Aides prompting students (washing hands in background; using a visual planning system in the 
foreground) in an autism association’s classroom in a small Moroccan city. Photo by Jesse Neider. 

 

This tenuous, off-kilter situation leaves some of the most committed parents wondering if 

they would have been better off working individually with their children. The irony, many  

parent-activists told me, is that they work themselves to the bone for the collective benefit of all 

the families involved. They take time away from their own families, their own lives, and work 

with their own child – and all this without pay. Ultimately, other parents enter this field and 

accuse them of stealing from or cheating the association or misusing state resources. Nadia, a 

college-educated upper-middle class mother of three who helped found an autism association for 

her now-14-year-old autistic son in Fes, said when I asked her about the difficulty of parent 

activism. 
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It’s unfortunate. I’m not going to lie to you, I feel… [she begins to cry.] I mean, I just 
feel like I haven’t given that much to my son. I give more to the association than to my 
own son. I don’t know if I’m running away [from working with my son]. Maybe I’m 
running away (yemkin kanherb). All my time, you know, I spend it right here. The other 
parents don’t understand all the effort I put in. And I do it all as a volunteer; I don’t get 
paid at all. And these new parents, you know, we don’t just leave them lost and confused, 
not knowing what to do. By contrast, we [the early generation of parents] were lost for a 
long time, and then we created this whole thing. You know, sometimes I think, what if I 
had just put all this effort into working with my son? It might have been better, he might 
have improved more. I don’t know. It’s hard.  

 
If you asked me, ‘did you give your son all you have?’ I’d say no. Maybe I am running 
away. Maybe I don’t have it in me to make him sit and work and to take care of him. I 
don’t know. I even have the aide who works with him at the association come home with 
us and care for him after school. We report her as our employee and she gets insurance 
and everything. On vacations, we have fifteen days off…and she comes and works with 
him at our house mornings and afternoons.  
 

Here, Nadia wrestles with two major questions. First, if she had put all the energy she has placed 

into building the association into working with her own child, might he have been better off? 

Second, was this actually a strategy of avoidance because she could not bring herself to work 

with her child in the regimented and intense manner required by behavioral therapies? In the next 

chapter, we shall see the practical ways that families grapple with the task of implementing 

behavioral therapies in the home (Nadia’s second question). For Nadia, though, this remained an 

unresolved knot in her thinking and feeling about her son and a source of ambivalence about the 

autism association that she and two other mothers had built for their children.  

Ultimately, several of the founding mothers of autism activism in Morocco withdrew 

their children from the autism associations they were running to pursue home-based educational 

programs for their children. This was partly due to the fact that their children were becoming 

older and their associations’ experiments in inclusive education in the middle school and high 

school environments were proving extremely difficult. But it was also due to a decade or more of 

exhaustion and frustration that resulted from operating associations where, as they described it, 
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they had poured in tremendous amounts of energy only to be accused by other families of graft, 

greed, or mismanagement. Bahija and Youssra, whom we met above, both saw very good results 

working with their daughters at home. But as we saw in the previous chapter, they had to train 

and oversee the people who worked with their children at home and they had to organize and 

create the basic materials for their children’s home programs. In addition, they struggled 

mightily to find creative ways to provide their children with opportunities for integration with 

their peers once removed from school. They tried to register their children for sports club 

memberships; they searched for public pools where their children could be around other 

children; they started pre-vocational programs in their homes in hopes their children might be 

employable in the future; and Youssra and I started a “café program” where we took Dounia to a 

café every Sunday morning in order to try to get her used to public places and therefore make it 

easier to join the family on outings. Youssra brought a potter to her house to work with Dounia 

on pottery and she engaged a hair salon to see if they could teach Dounia some skill for working 

there (like blow drying hair, etc.). Despite these efforts, Bahija and Youssra often felt themselves 

and their children isolated in the home. We will return to this issue of isolation at the end of this 

chapter and in the following one.  

As I described in Chapter 4, the autism associations and the classrooms parents founded 

and ran had opened up new horizons of possibility, however fragile and fleeting, for families. 

They received children who were refused by school after school, and ultimately turned back to 

their homes where their underprepared and exhausted parents did their best to cope largely on 

their own. By creating associations, a small group of committed parents managed to pry open the 

door to special education for hundreds or perhaps thousands of children (and now adolescents 

and adults, too), including their own. A fragile streak of light was pouring in. But, as I discuss 
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below, in the present division of labor, the parents were forever left holding the crowbar. 

Charitable donations and grants helped to lessen the burden. But, as anyone in the field will tell 

you, the labor and finances necessary to keep these associations afloat rested largely on the 

shoulders of affected parents. And there the load has remained. In the end, all the high-tech 

materials and glittering rooms often serveed to further complicate the situation for parents. 

 

“They consider you to be the state” 

In the slip and slide of obligations, the patchwork of contributions, and the high profile 

media performances of royal charity, roles were easily confused and parent associations were 

often mistaken for state agencies, while lacking the proper sponsorship, resources or capacity to 

function as such. In fact, most families I spoke to understood and articulated their expectations 

for care in terms of rights and responsibilities. They stressed that people with autism and their 

families were, first and foremost, citizens (mawāṭīn), and that the modern Moroccan state should 

provide for their healthcare and education. Yet the parent activists found themselves paying and 

laboring their way to both.  

At the outset, parents expected their role in the associative domain to be catalytic or 

supplementary, with the state taking primary responsibility. Ultimately, as Nadia told me, parent-

activists have found themselves caught in an inverted dynamic. 

 
You find yourself doing everything. It’s too much. You know, we – civil society, the 
associations – we’ve become the foundation (al-qāʿda). But we’re not the foundation. 
The state is the one who is supposed to provide the foundation. We’re supposed to be 
here to help the state out from time to time. But you know, it’s the opposite. We’re the 
ones putting people to work. We employ 60 people – 58, to be exact. And all of them are 
poor. All of them have families they need to feed. And none of them are happy, because 
the salary is nothing. What’s 1000 dirhams? It’s shameful (ḥashūma). 1000, 1300, 1500, 
2000, 2500 (dirhams): that’s what we pay our employees. The educational director gets 
2500 dirhams [just over the minimum wage monthly salary]. And they get tired…  
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They’re only here because they can’t find anything else. I’m 100% positive that if they 
found something better, they would leave in a second. There’s just no work out there. 
You know, they made 2005 the Year of Autism. Again 2012, the Year of Autism.211 But 
we haven’t seen anything yet. Just talk. Blah blah blah blah blah. 

 

In Nadia’s view, the state and civil society had swapped roles. In the arrangement, as Nadia had 

originally understood it, associations should be building on top of a well-laid foundation of state 

institutions. Their work would supplement and extend the state’s work, extend it. In the end, and 

after much empty rhetoric, Nadia found herself and her association functioning like a quasi-state, 

employing dozens of Moroccans at what she considers to be shamefully low salaries. “Before, 

when we were small,” she told me, “we were like a family.” Now, she told me, she had more 

employees than her husband, who runs an entire company.  

In this sort of configuration, outsider parents sometimes mistook those parents serving as 

association leadership for quasi-state functionaries. “The new parents come along,” Youssra said, 

“and they consider you to be the State (kayʿatabarūk bḥāl nti hiya ad-dūla).” They demand their 

rights, Youssra said, and they bristle at the mention of monthly fees and waiting lists. Similarly, 

as we stood on the sidewalk at a major intersection in small city in central Morocco on World 

Autism Awareness Day, Adil (the president of the local association) told me that parents see you 

receiving funds from the ministry and so they think it is your responsibility to take in their child. 

Several other parent-activists complained that other parents went as far as accusing them of graft 

and greed, saying they merely used the associations to pocket government funds for themselves.  

That families mistook autism associations for the state is not at all unreasonable. Several 

factors created this impression. Indeed, the blurring of the line between the state, the monarchy, 

and civil society was such a central feature of this configuration that it appeared to be the product 

of a strategic choice. Classrooms were typically situated within public schools, and the 
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associations often received funds from bodies connected to the government and the royal palace. 

In classrooms, one found an assortment of logos – l’Initiative Nationale de Développement 

Humain (INDH); Ministry of Education; Ministry of Solidarity, Women, the Family and Social 

Development; La Fondation Mohammed V Pour la Solidarité and other similar organizations – 

stuck proudly to walls, televisions, computers and other equipment. “This television was 

purchased with the generous support of the Ministry of Education,” read one typical sticker. The 

highly recognizable INDH and Mohammed V Foundation logos have become mainstays in 

contemporary Moroccan society, and you found them scattered throughout autism classrooms, 

on handouts at trainings and conferences, and on banners hung during awareness-raising 

campaigns. At one Casablanca autism association, their private school bus sat parked alongside 

the classrooms. The seats were still covered in plastic and the paint was still shining, brand-new. 

The side was emblazoned with a huge sticker bearing the white, green, and red INDH logo as 

well as the association’s own logo. INDH gave the association the bus, yet the it stood idle 

because the association lacked the means to pay for a driver and the requisite gas, and they did 

not want to tap the parents, yet again, for additional monthly fees. Other associations have 

chosen to make transportation elective, offering it at an additional cost for interested families. 

This shiny new bus, resting in a state of disuse, was the embodiment of the paradox of the state’s 

and monarchy’s selective support.  

Think of all this now from the perspective of new parents. They enter this autism world 

to find a set of classrooms for autistic children in a public school, perhaps even in their own 

neighborhood, where they pay taxes. They see the logos of state and parastate institutions – and 

indeed they are often unclear as to which are state and which are not – all over the walls. They 

find flat screen televisions, well appointed therapy rooms, a brand-new van. Families, then, 
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understandably assume certain entitlements for themselves. For example, they might assume 

their child cannot be turned away. They might assume the care should be free. But neither of 

these are true. Due to limited capacities, strained resources, and self-imposed quality standards 

(more on this below), the associations cannot and do not accept all comers.  

It is impossible to impute intentions to individual decision-makers, because I did not 

interview or spend time with Moroccan bureaucrats. But what I can say on the basis of my 

fieldwork is that the collective actions of the host of government and charitable institutions 

working on social issues has resulted in a blurring of the line between the responsibility of the 

government, the gracious generosity of the monarchy, and the arduous elective (volunteer) work 

of civil society actors. This blurring was so thorough and consistent that I would speculate that it 

was, in fact, a strategic aim, a signature of sorts, of the present style of governance in Morocco.  

The shiftiness and blurriness of boundaries may be characteristic of neoliberal 

development schemes in general in middle- and low-income countries. But in the Moroccan 

context, it seems to be taking novel forms due to a unique triangulation between state, monarchy, 

and civil society. Perhaps the best comparison is to the distinction between state and party in the 

context of state socialism, where the state was typically firewalled off from blame for 

dysfunction which was siphoned to the party. In this comparison, the king occupies the position 

of the socialist state and the nominal Moroccan state is parallel to the political party. In Morocco, 

this blurriness creates a situation where successes are attributed to the king’s work and good 

intentions, and absorbed into his royal charisma via mechanisms such as highly publicized 

inaugurations. Failings, by contrast, are attributable to broken and corrupt state institutions and to 

greedy civil society actors said to be pocketing state and charitable funds. This firewall was 

evidenced in discussions about autism associations and disability care, but also in discussions 
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around the “Arab Spring” protests. Interlocutors often posed things to me in terms of a 

benevolent and hardworking king and a corrupt state and civil society that were fouling his 

attempts to improve his subjects’ lot. Commentators often praised the way the King seemed to be 

hustling across the country to conduct charitable deeds – opening a job training program in one 

city, then inaugurating a center for the disabled or homeless in another, and on and on. Thus, 

partial but highly publicized state support left the heads of autism associations in a paradoxical 

situation where they were held accountable for the organizations’ inadequacies while the 

monarchy reaped praise for its charitable work and tireless dedication to the cause and the state 

appeared to be integrating its disabled citizens into public educational environments. This 

dynamic paved the way for confusions and conflicts about the scope of responsibilities of autism 

associations and activists. 

 

Associations Between Inclusion and Exclusion 

 The newer autism associations (with their integration classrooms) differ from the earliest 

associations (with their stand-alone centers) in an important way: they operate within a more  

intense economy of effort. The ideal ratio for autism education, Moroccan parents often told me, 

is one aide to each student. Indeed, “one-to-one” (Fr. un par un; Ar. wāḥed l wāḥed) has become 

a sort of mantra in much of Morocco, and I heard it all over the country associated with autism 

and the most popular autism therapy: ABA. Associations with a greater student-to-staff ratio (as 

I mentioned in Chapter 4) can afford to lower their fees, thereby increasing accessibility to 

lower-income families. Centers for the intellectually disabled or for multiple handicaps often 

charge much less than those specializing in autism (200 dirhams [25 US dollars] a month vs. 

2000 dirhams [250 US dollars] a month), with each staff member responsible for a group of five 
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to ten children. This ultimately creates a kind of dual-track system in which families with greater 

resources can place their children in autism associations, where they will receive more intensive 

care, and families with less resources will place their children in associations where care is less 

intensive. It is also important to note, however, that some children – the more recalcitrant cases –

cannot feasibly be managed in this less intensive environment, because their behavior would be 

too disruptive. For those children, classrooms for the mentally handicapped with greater student-

to-staff ratio are often not an option. Some parents thus wind up caring for their child at home or 

actively working at the association in exchange for their child’s placement in the autism 

classroom. One mother living in poverty, for example, worked full-time in her local autism 

classroom, helping to manage the children, mopping the floors, and preparing and overseeing 

meals and snacks; in return, her nonverbal 12-year-old daughter – who often screamed, bit her 

hand, and sometimes hit other students – was able to attend the association’s autism classroom 

with a one-to-one aide. 

Autism associations are increasingly accepting children who are easier to manage in 

addition to more high-demand children. But those that do often bear the distinction between 

autism and mental handicap internally. Within this sort of association, there were two different 

classrooms or sets of classrooms: an “autism” classroom that matched or approximated the goal 

of one-to-one; and another classroom that served “mentally handicapped” (Fr. retard mentaux; 

Ar. mutakhellif dhehnian) children with a higher student-to-staff ratio. The monthly fees for 

children in the “mentally handicapped” classroom were lower in accordance with the lower cost 

of having fewer staff members (because, as I discuss in Chapter 4, operating costs for these 

classrooms are thus lower). At two different associations, I was told that they suspected that 

some of the “mentally handicapped” children were actually autistic. But due to a lack of staff or  
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Image 7.5 Student in a “mental handicap” classroom of an autism association makes his way through an obstacle 
course as his classmates look on. Photo by Jesse Neider.  

  

space or because of the parents’ financial situation, those children would remain in the less 

heavily staffed classroom. Here, we see that the label autism is, more than anything, an index of 

the intensity of therapeutic investment the child will receive based on available resources. This 

distinction, further, is not based on fine-grained diagnostic distinctions as much as 

socioeconomic class. Not every association, however, split the students in this way into separate 

tracks. Some associations made all the classrooms and students equal in terms of the intensity of 

intervention, but they adjusted the monthly fees on a sliding scale based on what families could 

afford. For example, when I asked Nadia, whom I quoted above, if they included in their 

association poorer families who could not pay the fees, she said,  
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If you don’t do this, people will say ‘that’s an association for elites, people who are rich 
(an-nās lā bās ʿalīhum).’ So we decided to see about accepting some poor people (an-nās 
mā f ḥālhumsh). But we don’t take them on, 100 percent. There are some that pay 200 
dirhams [~25 US dollars] [per month], there are 300 dirhams [~38 US dollars], 600 
dirhams [~75 US dollars]. Right now we have a committee that goes to their house. The 
committee has a social worker on it that goes and checks out their social conditions (al-
ḥāla al-ijtimāʿīyya dyālhum). Are they really in fact poor? What’s their salary? Are they 
renting (the place where they live)? And so on and so on. We look at how much they can 
afford to give. You know, each one is different. We have one who could pay 900 
dirhams. We have 11 (out of 40) for whom we reduce the fees.  
 
 

Nadia’s association operated with one single track using a sliding fee scale. Interestingly, they 

decided to do this, at least in part, in order to stem the tide of accusations that they were an 

exclusionary association for the rich. Presumably, such accusations would make it harder for 

them to obtain the necessary funds (from organizations like INDH, Fondation Mohammed V, or 

government ministries) to operate their association. Of course, accepting such families also 

makes more work for parents like Nadia, who are running the association. It requires them to 

seek out an even greater amount of funds to cover the reductions in fees. It also means they have 

to pay for a social worker and other employees who investigate families’ social and economic 

situation – in a fashion, I would like to point out, that mirrors the way welfare states often 

operate. All this means that they must apply for more grants, host more fundraising events, and 

seek out additional individual donors – and all of that on top of caring for their own children, 

operating the association, and paying monthly fees for their own children to attend the 

association’s classrooms.  

 Ultimately, autism associations are neither fully inclusive (as state services would be) nor 

fully exclusive (as fully private ventures could be). They are hybrid institutions. They receive 

government funds, but they are not fully government supported. Because government ministries 

and development agencies refuse to take on the responsibility for recurrent costs, opting instead 
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for a project-based development-style granting system, nearly all of the associations are forced to 

rely on tuition fees from parents in order to keep the associations running and to seek out 

additional charitable donations from wealthy local figures. Most poor families cannot afford the 

monthly fees associations charge and so they wind up placing their children in less effort-

intensive classrooms for the mentally handicapped, keeping their children at home, applying for 

reduced fees, and sometimes working in exchange for their child’s placement in an autism 

classroom.  

 As I mentioned, for moral and/or pragmatic reasons, a number of associations accept 

families who cannot pay, either free of charge or on a sliding scale. This specific configuration 

bears some similarity to the kind of two-track system that Emine Onculer (2012) found in 

Turkey, where autism associations were for middle- and upper-class families, while lower-

income families stayed at home, and were often heavily medicated. However, while Onculer 

describes the Turkish system as wholly exclusionary, I found that Moroccan associations often 

worked hard to find ways to include poor families. Yet, it was not a fully inclusive model, like 

those found in the U.S. or U.K. In the US, for example, not-for-profit autism schools accept all 

comers and school district or local authorities are often called upon to pay tuition costs via legal 

interventions that mobilize the clause “free and appropriate education” in the Individuals with 

Disabilities Education Act. In the Moroccan context, there exists no such actionable legal 

precedent. As one mother told me, there are nice things written in Moroccan law about disability 

rights, but it is simply “poetry.” Parents, therefore, are faced with a dilemma about whom to 

include and whom to exclude from autism associations; and this in-between status applies 

equally to the network of autism expertise, described in the previous chapter. In this hybrid 

inclusionary/exclusionary regime, a series of moralisms (and countermoralisms) and 
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workarounds emerged in order to adjudicate and justify decisions about inclusion/exclusion. 

Despite the fact that parents viewed their intensive labor as a form of exploitation resulting from 

abandonment by the state, they still valorized this work ethic and used it as a metric to evaluate 

other parents.  

  

Moral Parenthood and Informal Triage 

As the label “autism” proliferated across Morocco in the context of limited resources and 

a scarcity of trained professionals, it was not possible to include all parents at all times. Further, 

as activists struggled to collectively build a case for the efficacy of behavioral therapies and 

intensive education in Morocco, access to experts, trainings, and associations became precious 

resources. At the time of my fieldwork (and also at the time of this writing) parents and 

professionals alike lamented that there were only two trained behavioral psychologists in 

Morocco. Within this landscape of relative scarcity, parents and professionals had to make 

difficult decisions about whom to include: who should be present at any given training, or who 

could enroll in long-term “supervision” under one of the ABA experts, for example. A lot of this 

was based on a first-come-first-serve method. But there was also a sort of informal evaluation as 

to whether and to what degree parents were “serious,” “engaged,” or “awake” (fāyq). Parents 

who were considered to be unserious, unengaged, and unawake were potential liabilities in the 

attempt to establish ABA’s efficacy and to demonstrate what autistic children were capable of 

doing. This sort of moralism appeared to me to be a kind of strategy for defending a collective 

investment of scarce resources in a political struggle to reframe autism and garner public support 

and engagement in the project of autism care and integration. In Chapter 8, I will go into greater 

detail about the ramifications of making the everyday into a key locus of therapy and of 
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designating the parent as the modal therapist. But here I want to indicate that certain parents 

ultimately found themselves at least partially short-circuited out of and somewhat excluded from 

networks of exchange with other parents and professionals. They might not receive a call when a 

new training was scheduled, for example. Or their names might sit unmoving on waiting lists for 

appointments with experts.  

In these ways, tiny holes were woven into the fabric of the emerging autism network. 

These pockets of exclusion were legitimated with moralized discussions of ethical parenting, 

with some blaming parents for their child’s lack of progress. To be clear, I did not witness any 

active discrimination on the basis of class, cultural background, or any other axis of social 

difference. Very poor parents sat side by side with wealthy ones at trainings, as did Arab and 

Berber families. Wealthy parents were just as likely to be excluded based on informal triage, 

especially if they seemed too entitled and therefore unwilling to work with their own child 

themselves. Exclusion was also not based on geography, although of course geography became 

an issue when people wanted to work closely with experts over time. Indeed, parent-activists and 

professionals made a number of efforts to include poorer parents and those living outside major 

cities.212 Finally, the parent-activists and professionals I worked with were immensely generous 

with their time and energies towards other parents, often speaking with parents of newly 

diagnosed children for hours, free of charge, to hear their story and offer practical advice. All 

this is to say that this whole inclusion-exclusion affair was a much more insidious matter. It was 

not discrimination plain and simple. And if the professionals and parents could have included 

everyone, I honestly believe they would have. However, since they had limited resources at their 

disposal and because there was so much at stake, they sometimes had to make difficult decisions.  
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 To better understand what I mean about the pragmatics of inclusion/exclusion and 

moralizing ethical parenting, consider Adnane, a 42-year-old electric company employee who 

had five children, including a seven-year-old boy with autism. He had founded an autism 

association in a small city in the interior of Morocco and he served now as its president. Here is 

what he told me about his association and the way they allocate the resources they have: 

 
In the association, we have a problem right now. Because even though you tell the 
parents to work with their kids or whatever [at home], there are those who just don’t want 
to. You wear yourself out telling the families [to work with their kids at home]. For the 
ones still here with us, the ones who are moving forward with their kids, we are willing to 
pick them up with our own teeth (nhezzūhom b snānnā). We’ll take a beating (nāklū al-
ʿasā) to help them. And families don’t pay here in our association. It’s free. [They pay] 
nothing. And we have no problem at all with that. But we want families to be awake 
(walakin bghīnā al-ʿāʾilāt īkūnū fayqīn) and wanting what is in their child’s best interests 
(al-maṣlaḥa). Those who are interested in what is best for themselves [not their children], 
there is nothing we can do with them (ma ʿandnā ma ndīrū bihom). If he doesn’t want to 
do it, he won’t wake his son up in the morning early for school. What can I do for them? 
It’s like you’re pouring water into sand (bḥāl katkūb al-mā f ar-remla). If we were 
security guards (les gardes de rue), it wouldn’t matter. But we would rather have one 
child benefit (īstafed). Instead of taking two students [one of whom’s parents would be 
uncommitted], we take just one. That’s plenty (allah ījaʿl al-bārāka)… Because we are 
looking for the children to benefit, but we’re also looking to get results.  

 

Adnane articulates here the crux of the dilemma that certain autism associations faced. They 

wanted to demonstrate the efficacy of their approach and prove to donors and experts that their 

work is worthwhile. But this required parents to invest in their own children. They wanted 

parents to be “awake” and engaged in their child’s care, to work with him or her at home, to have 

him or her ready for the bus on time, etc. If the parents are not “awake” (fayq), all their efforts in 

the association are “like pouring water in the sand,” a worthless investment of resources. Afraid 

of spreading themselves too thin, they maintained a one-to-one aide-to-student ratio and tried to 

select “awakened” families to ensure demonstrable results. This was also, I gathered, one of the 
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ways they determined which children would be placed in their more intensive autism classroom 

and which would be placed in the classroom for the “mentally handicapped.” 

Throughout my fieldwork, I noted a similar sort of moralism emerging among autism 

parents, even outside the context of autism associations. A discussion that I had with one mother, 

Hanane, about another mother, Koutar, and her 31-year-old son, Hakim, can help give a sense of 

what I mean. It demonstrates the image of the autism parent as relentlessly proactive and self-

responsible, and it localizes blame for a child’s situation on his mother, not for causing his 

disability but for failing to help him progress.  

 
One afternoon, as we drove to Casablanca, I mentioned to Hanane that I had tried 

multiple times to arrange for an appointment for Koutar to see one of the ABA experts 

but I had not heard back. “Oh but they won’t give one to you,” Hanane told me. “You 

see, his mother needs to ask herself. She needs to want it herself. Olivia has worked with 

too many families that don’t do their share, and it’s a waste of her time.” Hanane went on 

to say that if Koutar really wanted a rendez-vous, she would have acted more like she 

herself did; she would have been more proactive. If she were in Koutar’s shoes, she told 

me, she would have called Olivia’s secretary, called other people who are in touch with 

Olivia, or simply showed up at the office and asked for an appointment. She mentioned 

that Koutar had had appointments with Olivia in the past and she had simply complained 

and vented the whole session [as if it was a supportive psychotherapy session], and then 

she never followed through with the therapeutic plan. When the educateur Koutar had 

hired quit, Koutar simply stopped the education program. Hanane pointed out that she 

herself had hired, trained, and lost nearly a dozen educateurs to work with her son at 

home. It was a shame, she told me, that Koutar wasn’t more proactive, because her son 
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Hakim had a lot of potential (ʿandū des capacités). But now, Koutar was in a terrible 

place. Having not worked with her son for so long and treated him so permissively over 

the years, in the end, Hanane said, Koutar had “raised a monster in her own house” 

(rebbītī un monstre f ad-dār). 

 

In Hanane’s telling, Hakim had suffered the consequences of Koutar’s inaction and her inability 

to effectively manage his care at home. Koutar had not actively pursued appointments with 

experts, and so she had not gotten their help. When she did manage to get appointments, she told 

stories about her own suffering instead of getting to work. Further, when she was given things to 

do at home, she did not follow through. Hanane posed all of this as a matter of ethical parenting. 

She moralized Koutar’s failed performance at autism parenting (she “raised a monster in her 

home”) and placed it in contrast to her own more active approach (e.g. her persistent pursuit of 

appointments and her repeated efforts to find and train people to work with her son).  

Indeed, in the end, there was some truth in parts of Hanane’s assessment. Koutar finally 

did get an appointment with Olivia and I joined her there for it. She did in fact spend the majority 

of the hour telling Olivia stories about her own exhaustion or about the difficulties she had with 

Hakim, instead of focusing on more practical problems and actionable solutions. Olivia gave her 

a number of basic tasks, including a visual “planning” system (which I describe below) to get 

started on at home and told her to make another appointment for a month later. Ultimately, 

Koutar did neither of these. Each time I saw her, she was planning to initiate the program Olivia 

had given her – she got as far as taking pictures of some items for a visual planning system – and 

she never went back for another appointment. Koutar, as I mentioned earlier, was a widow who 

lived at home with her 31-year-old son and 25-year-old daughter. She paid a teenage girl to come 
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each morning to help clean the house and do laundry. But still, she seemed to be in perpetual 

motion: constantly cleaning, cooking, or shopping much of the day. For example, Hakim often 

spit on his shirt and urinated in his pants, and so she changed his clothes, did this extra wash, and 

hung his clothes to dry behind their house several times a day. Her 80-year-old mother suffered 

from Alzheimer’s disease and she spent one afternoon a week visiting and caring for her. She 

spoke frequently to me about her own exhaustion. She used the terms ʿadāb (“torture,” 

“torment,” “suffering”) and tāmāra (“hardship”). And despite some efforts on her part, she could 

never quite seem to get a therapeutic program off the ground.  

 In the end, from Olivia’s perspective, and likely from Kaoutar’s too, their appointment 

was a waste. Their labors did not lead to any therapeutic action. Indeed, in the context of Hanane 

and Olivia’s efforts to establish the efficacy of autism therapies, it was a waste of precious 

resources, as Hakim was unlikely to add to the “n” of success stories circulating across Morocco. 

But I should add that Koutar was not fully excluded from access to autism expertise. Despite the 

way she moralized Koutar’s parenting, Hanane understood the difficulty of Koutar’s situation 

and she also blamed the psychiatrists who had treated him for so long and with such little 

success. Further, she repeatedly tried to connect Koutar with people who could work with Hakim 

at home. She invited her to several trainings, at least for a time. And she connected me to Koutar, 

hoping that I might be able to help both care for Hakim at home and also to convince Koutar of 

the importance of “working with” Hakim in a more intensive manner. As I said, Olivia did meet 

with her eventually, and she did offer her a follow-up appointment with the caveat that she 

needed to put a certain number of things in place in the interim. Hanane, Olivia, and others more 

centrally located in the autism network consistently asked me about Hakim and attempted to 

offer possible solutions and advice about how to help him. All that is to say that parent activists 
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and professionals continued to make efforts to assist Koutar and her son and to enroll her in the 

ethical project of autism parenting. However, as she repeatedly failed to enact that role, she 

began to occupy a more and more marginal position in the emerging network of autism activism 

and expertise. This partial marginalization, in turn, was justified in part by moral discussions of 

her style of parenting and repeatedly failed opportunities at performing moral parenthood.  

This model of moral parenthood contains a particular orientation toward experts and 

expertise. A number of parents I met repeatedly discussed with me the idea that some other 

parents, like Koutar, wanted professionals to do all the work for them. They would tell me that 

such parents were simply searching for someone to “hold onto their child” for part of the day 

(qbeṭ al-weld) or looking for “somewhere to put their kid” (fīn iheṭṭo al-weld). Some parents 

understood this as a choice that other parents were free to make. As Jamal, a 38-year-old 

manager at a bank in Casablanca who also served as president of an autism association that his 

10-year-old attended, told me, “This passage from a natural life (ḥayat ṭabīʿiyya) to a planned 

life (mbermja) is a choice. I see it as a choice… if parents want to say, ‘I’m just going to bring 

my kid to a center (merkez) and get rid of my problem (thenna), you know I don’t want to have 

to worry about it (je ne veut pa me casser la tête),’ that’s their choice.” Other parents, however, 

saw such parents of privileging their own needs over what was best for the child. What was best 

for the child, they said, was working with him or her. In the context of the current political-

economic configuration, as I mentioned above and in the prior chapter, the only person who 

could reliably be counted on to be there, day in and day out, was the parent. The parent thus 

became the modal therapist, the care coordinator (training people, making appointments, setting 

therapeutic agendas and plans, etc.), and the expert on their child.  
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Aziz, a nine-year-old boy with autism who lived with his parents and three siblings in a 

lower-middle-class neighborhood on the outskirts of Rabat, is another example of a family 

remaining stuck, unmoving on a waiting list, justified in terms of inadequate autism parenting. 

His father Omar, who grew up in a nearby shantytown and managed to earn a Master’s degree 

and land a job in a public health administration office, had placed Aziz on a waiting list for 

Padovan, a sort of physical therapy that Fatima ran out of her office. His name was placed on the 

list toward the beginning of my time in the field. One day I happened to be at Fatima’s office 

when she was going over the list. I mentioned that Omar, Aziz’s father, had asked me about 

Padovan. I told her that they were very interested. Fatima told me that she knew Omar and she 

knew the headaches he would bring. He would try to negotiate down from the already-

discounted price he received as a member of a local autism association. He would come late, and 

change appointment times at the last minute. In short, he was not “serious” (il n’est pas serieux), 

she said. And with waiting lists full of eager families, she had no time for people like that. 

During the two years I worked with them, Aziz never got an appointment.  

There was also another, less direct way that I observed experts assaying parents’ 

therapeutic commitment: the visual planning system. “Planning,” as they called it using the 

English word, was often one of the first things that Olivia and Tarik, her assistant, proposed to 

parents. Of course, they did not simply propose it as a way to test parents (although it also served 

this purpose as well). It is a key technology of autism therapies, one that appears to be suitable 

for most children. And many parents complained that their child lacked a schedule, and that they 

had trouble getting him or her to participate in certain activities. The idea behind the planning 

technique is that a visual schedule can help to create a fixed structure, and structure, as I 

mentioned in the Introduction, is a cornerstone of behavioral therapies for autism. Troublesome 
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“behaviors” – repetitive questions, screaming, crying, hitting, whatever they may be – are often 

interpreted as possible responses to a lack of structure and as a strategic attempt by the child to 

steer the schedule in a particular direction. A picture-based schedule is supposed to give the child 

the ability to envision the larger arc of the day and the sequence of activities that lie within it: for 

example, now I tie my shoes, then I go outside, then I go to the store, then we come home, then 

we have a snack, etc. Ideally, this is supposed to allow the autistic person to “relax” into the 

structure and to obviate their more troublesome behaviors. As American behavioral therapy 

expert David Holmes put it: “A prosthetic environment for an adult with autism is one that is 

structured, consistent, dependable, reliable, supportive, accommodating, calming, comforting; 

but most of all, predictable” (Holmes 2007:18). For autistic children and adults who have limited 

ability to understand spoken language or who may think in more concrete and visual ways, this 

can sometimes be very helpful. Thus, the visual planning system has clear therapeutic value.  

However, it seemed to me that professionals also used the visual planning system as a 

barometer of the coming therapeutic partnership. Much like the PECS book, the planning system 

required much concrete labor on the parents’ parent (take pictures of the car, the dinner table, the 

bathroom, the school, his bed, etc.; cut them out; laminate them; put Velcro on their backs; create 

a board on which to mount them; use them with your child throughout the day, every day etc.); it 

therefore gave therapists a way to gauge how “serious” or “engaged” the parents were in their 

child’s care. In this way, it appeared to be a sort of barrier to entry, a rite of passage, and a test 

for aspiring autism parents.  

In both the case of Aziz and Hakim, Tarik and Olivia began by suggesting that their 

parents create and implement a visual planning system. In both cases, the planning never 

materialized. Tarik brought it up again and again with Aziz’s parents, each time he visited their 
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house on a Saturday morning to discuss Aziz’s home therapy program. One day, as Tarik and I 

walked down the dirt path to the bus stop, along the whitewashed stucco walls of the high school 

next to Aziz’s house, Tarik brought this up with me. “Did you see him [Aziz’s father] smiling 

when I mentioned the planning?” he asked. “I mean, he knows. He knows what he needs to do. I 

get tired of telling them the same old thing, over and over.” By not following through on their 

therapeutic advice, and not making the effort to create the basic therapeutic materials, such 

parents came to appear as less worthy of therapeutic investment in the eyes of professionals who 

were already stretched thin amidst a mass of families seeking their help.  

In these informal and indirect ways, some parents and professionals were conducting a 

sort of triage based on parental performances. Parents were given the opportunity to prove their 

seriousness. Those who failed to actively inhabit the role of autism parent – the child’s treatment 

manager and personal therapist – were partially short-circuited out of networks of therapeutic 

exchange. I hasten to add again that they were not wholesale abandoned. Indeed, as I mentioned, 

Hanane continued to try to get Koutar help at home, passing along the names of educateurs for 

her to try to contact. Tarik continued to come to Aziz’s house to work on their home-therapy 

program. And as I showed above, both families were granted additional opportunities to 

demonstrate their commitment. But at the same time, they were not always notified when a new 

training was happening or a new therapist was coming to town. Their names often sat on waiting 

lists and professionals often engaged them with the expectation that they would not follow 

through. In the neoliberal context of limited resources and (semi)-private provision of care, the 

model parent was one who was self-responsible, proactive, and worked hard to maintain access 

to experts and therapeutic resources. Parents who failed to do so, for whatever reason, 
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experienced a form of mitigated abandonment, neither fully excluded nor included from the 

autism world and its therapeutic tools.  

 

 

Isolation and Mitigated Abandonment 

 The underside of integration and activism is isolation, abandonment, and what some 

parents evocatively referred to using the idiom of “soul-choking” (using the Arabic words 

tkhenneq or makhnuqa) These are the lived and embodied consequences of the imperative to 

work intensively with one’s child in the absence of adequate support and in a climate of moral 

evaluation and accusation. Within the political-economic and moral context I described above, it 

is unsurprising that so many parents spoke to me of exhaustion, of low-running stamina, and of a 

certain kind of isolation and abandonment. I want to emphasize here, though, that it was not 

simply those who had been marginalized in the networks of autism activism who expressed such 

sentiments. In fact, it was just about everyone. Those at the very center of the networks, 

association presidents and founders, also made strong statements about their own burnout and 

isolation. Youssra, for example, told me that she felt a sort of a “compound violence” (al-ʿunf al-

murakkab) from the combination of her son’s difficult condition, the state’s inaction, and the 

lack of help and sometimes even hostility of other parents.   

Parents often used terms commonly used locally to describe symptoms of autism – 

“imprisoned” (f al-sajn), or “jailed” (f al-ḥabs), “isolated” (manʿazal) – to describe their own 

experience. They spoke of the “isolation” (al-ʿozla) they experienced. Some described being 

abandoned by their extended kin, who simply stopped coming by or no longer invited them over 

for visits. Others described being abandoned by the state or by other parents.   
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Let us return to Hakim and Koutar’s story, as it offers a poignant example of this kind of 

abandonment.  

 

31-year-old Hakim has the broad shoulders of a defensive lineman. As I mentioned 

above, after spending his days in centers for handicapped children, “psychotic” children, 

and autistics for decades, he had found himself at home full time now. His father, who 

was apparently quite heavily involved in Hakim’s care, had died suddenly when Hakim 

was 13 years old. His mother, Koutar, told me the story in several iterations throughout 

my time in the field: her husband’s sudden heart attack; their too-late trip to the doctor; 

the drive back home with his corpse; the crushing sobs; Hakim touching his father’s dead 

body; the psychiatrists and teachers who rallied around their family; and the bitter fact 

that she now felt abandoned by nearly all those professionals, parents, and family 

members. When Hakim refused to go to the center some two years earlier, she and her 

25-year-old daughter had been left to deal with Hakim at home, largely by themselves. 

Indeed, one day when she needed to run errands and her daughter was at school, Koutar 

called me. She asked if I could come over and stay at home with Hakim for the morning 

while she was out running errands. In the past, she had sometimes resorted to locking him 

in his room. She had no one else to ask, she told me – not her brothers, not her sisters, not 

another parent – and so she was calling me. (I did come over this time and a few others to 

watch Hakim while she ran errands.) One story in particular that Koutar told me seems to 

distill most clearly the way she and her family experienced isolation and mitigated 

abandonment.  
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A small hole in the screen window of Hakim’s room crystallizes his family’s 

daily isolation and despair. When I would arrive in the afternoon, I would often use the 

hole to peak in and see what Hakim was up to, whether he was sleeping or rocking to 

music or pondering some play of light. This gave me an indication of his mood and 

therefore of my chances of getting him out of the house. Sometimes he would see me and 

say, “we go out is bad” (khāyb nkherjū). At first, I assumed this was the hole’s purpose: a 

sort of caregiver’s porthole that family and friends could use to check up on Hakim. Only 

later did Koutar tell me the story of how it got there. 

 One day, Hakim was out for a walk and had a crise. He jumped straight up and down, 

his hands flapping at his sides, as he sometimes does when he is either very upset or very 

excited. He sank his teeth into the back of his hand, biting into decades of scars, and let 

out a muffled scream. He freed his hand and ventured some inexpert blows at his mother. 

Seeing all this, a stranger on the street came to Koutar’s aid. Together, she and the 

stranger were able to guide a livid and screaming Hakim back home and into his room. 

They locked the door behind him. He needed to be alone, Koutar said; he needed to calm 

down. But he also needed his medication. So his mother devised a solution. She took a 

knife, stepped outside, and sliced a hole in the screen. Through the freshly cut hole, she 

passed him his evening dose of Haldol, his antipsychotic medication.213 

 

This scene echoes of institutionalization: the violent outburst, the locked room, the 

antipsychotic medication. It is akin to what Emine Onculer has described in the Turkish context 

as “institutionalization at home” (2012). Hakim had been turned away from dozens of schools 

and had ultimately refused to continue attending the one place he was accepted. He was now at 
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home with his mother and her one last miniature attempt at integration – his daily walk in their 

neighborhood – had turned bad. Lacking assistance, she was forced to revert to a kind of 

domestic institutionalization. Unable to take him anywhere by herself, and in the relative absence 

of help from professionals, family members, or other parents, the two of them became isolated 

inside the walls of their modest suburban apartment.  

 

Soul-Choking 

Several parents described such experiences of isolation and the exhaustion they produced 

in evocative ways, using local idioms of distress. Stefania Pandolfo has written eloquently about 

what an interlocutor whom she simply calls “the Imam” – a Moroccan spiritual guide (murshīd) 

and Quranic healer – called “soul-choking” (2009). Pandolfo emphasizes that the Imam presents 

soul-choking as simultaneously an individual and collective condition, personally experienced 

but also symptomatic of larger social ills. He described “a condition in which being is threatened 

with extinction, paralyzed, and in turn manifests itself in ‘petrified forms of pain’ engraved on 

the human soul. He called this condition, at once singular and collective, ‘tadyiq al-nafs [a 

choking of the soul].’” “Later in our conversations,” Pandolfo writes, “he discussed its 

phenomenology as a destructive work of the imagination, in the encounter with an unbearable 

real” (2009:82). Pandolfo continues “tadyīq al-nafs, the oppression, or choking of the soul, is the 

result of an unbearable pain that paralyzes and sculpts in the soul and in the heart, as if in stone, 

images of destruction that shut the door to all possibility of imagining a horizon, erecting the 

high walls of a claustrophobic space. Soul choking describes a world of living death” (2009:90). 

Pandolfo’s Imam uses a more technical term for soul-choking (tadyiq al-nafs) than my 

interlocutors did, most likely taken from the more formal discourse of Islamic psychology. 
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However, my interlocutors also described, albeit in more vernacular terms, an experience of 

“choking” in order to point to the embodied effects of an encounter with an “unbearable real” 

and the claustrophobic feeling of being unable to imagine a future horizon.   

Both Hakim’s mother, Koutar, and Aziz’s mother, Nabila, described the sensation of 

choking to me at different times. But parents who were more fully included in the autism 

network also described this experience. Hanane, for example, told me that after caring alone for 

her son, Hmed, over long stretches of time she felt mekhnūqa. This word carries a string of 

powerful meanings: 

 
Strangled 
Suffocated 
Stifled 
Smothered  
Suppressed 
Choking 
Constricted 
Strangulated 
Throttled (Wehr 1994)214 
 

 
 After pulling Hmed out of the association she used to run, and with a revolving door of aides 

that she hired, trained, and lost, Hanane was often left in a lurch with no choice but to care for 

her son herself around the clock. When I returned back from a trip to the U.S., in the summer of 

2011, she told me about a recent night when her son could not sleep and spent the entire night 

making all kinds of noises (she called it “auditory pollution”) . She said it had stretched her to 

her limits.  

 

Hanane had tried everything, she told me, but with no success. Hmed was making all 

kinds of noises and simply would not sleep. She told me that she finally lost her ability to 
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be rational (fqed liyya la rationalité). tkhenneqt, she said. “I started choking.” She made a 

gesture to that effect, her hands around her throat. She went downstairs and covered her 

ears, but she could still hear him. It was driving her crazy. “In times like this,” she told 

me, “I tell Hmed’s father that he needs to take over. In those moments, I just need to not 

see him [Hmed] and to not hear him anymore,” she said. “I go and calm down and then 

finally I can deal with him again.” This is the difficult thing, she was telling me, when 

you are pushed to your limits. That is where mistreatment (maltraitance) can happen, 

when you reach that level of despair and you do not have someone (like Hanane’s 

husband, in this case) to take the baton (shī wāḥed īkhūd le relai). And it’s only human, 

she told me, to become despaired in this way. “We are human beings, we have our 

limits.”  

 

A few months later, we were discussing an aide who had recently departed to work for 

another family and she spoke similarly of choking and the limits of the human. 

 

Hanane told me that mistreatment (that some parents were claiming had happened at the 

association she ran) was a problem of “personnel.” But the responsibility lies with the 

institution, she said, not with the staff members themselves. They are just human beings 

(les êtres humaines), she said. They have rights too, and needs of their own. She started 

talking about how exhausting the work was. But it was not just a problem of physical 

fatigue, of getting tired, she said. It’s like you start “choking” (kattekhenneq). After a 

whole day or long weekend or even a whole night alone caring for her son, she found she 

simply must get out of the house and go somewhere. She worked nights, and even though 
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she knows that the work will further exhaust her, she said she looks forward to it. “It’s 

like I’m choking,” she said, “and then I can finally breath (tneffes) again.”  

One day, months later, she passed a breaking point. “On Sunday,” she told me, “it 

was me who had a crise. I started to scream and bang my head and, finally, I fell to the 

ground (ṭaḥt).215 I was the one who fell. In the end,” she continued, “I too became 

autistic” (ānā llī wellīt autiste).  

 

Here, Hanane uses the idiom of becoming autistic herself to describe the embodied effects of a 

claustrophobic encounter with an “unbearable real.” Abandoned to a certain degree by the state, 

her extended family, and other parents, Hanane found that she too was becoming, in a sense, 

autistic. Like Pandolfo’s interlocutor, the Imam, Hanane describes soul-choking and becoming 

autistic as processes that are simultaneously individual and collective: experienced acutely in her 

own body, but symptomatic of broader social ills and institutional failings. Such poignant 

expressions of parental despair and exhaustion map the human consequences of the 

contemporary arrangement of autism care and the neoliberal mode of engaging and providing 

care for disabled citizens and their overburdened families.   

 

Conclusion 

In this chapter, I have described the broader social, historical, technical and political 

configuration that serves to make this reality unbearable for practically all those who occupy it.  

Whether isolated in the margins or in the very eye of the storm of autism activism and expertise, 

families experienced a suffocating form of isolation and abandonment. The highly mediatized 

promise of global (neoliberal) modernity through monarchial development projects generated 
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certain expectations and hopes among families. Ultimately, in the context of a specific form of 

governance within which the boundaries between state, monarchy, and civil society became 

blurry, these expectations created a situation within which roles were confused and parents 

seemed to be occupying the place of the state. Funded only partly and tenuously by state and 

parastate agencies, autism associations were faced with a paradox: they could neither be fully 

exclusive nor fully inclusive. Lacking the funds to cover operating costs, almost all autism 

associations were required to charge parents monthly tuition fees. However, for individual moral 

reasons and because they were funded in part by the state, associations often made efforts to 

include those who could not pay their own way. Others bore the distinction between “autism” 

and “mental handicap” internally, dividing students on the basis of fees (and therefore the 

intensity of care) rather than symptoms or diagnostic criteria. Stuck in this space between 

inclusion and exclusion and between private and public funding, a flurry of accusations ensued 

among parents: charges of graft and greed, from one side, and accusations of “unawareness” or 

lack of “responsibility,” from the other. At the same time, this political-economic configuration 

fostered a certain kind of moralism and informal triage at the level of the distribution of autism 

expertise as well. The perfect storm of this constellation of forces and factors ultimately served 

to deepen the strangling form of isolation and abandonment experienced both by parents who 

were partially marginalized from the autism world and by those who found themselves in the 

very middle of it.  
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Chapter 8  
 

Between Intimacy and Integration:  
Paradoxes of Care at the Limits of Language 

 

Language Games 

 Here, at the sprawling urban edge of the Moroccan capital, stands Aziz’s house, one of the 

few traditional homes left over from the area’s prior life as rural farmland. Low, whitewashed 

walls surround the small garden that in turn surrounds his family’s house.   

 “Obama! President of the crisis!” yelled Aziz as he skipped across the yard, jumping and 

twirling his fingers up toward the sky as if he were unscrewing an invisible lightbulb with each 

hand. I watched him through the small grate in the front door as I waited for his father, Omar, to 

bring the key.  

 Omar corralled Aziz, grabbing his arm. “Come here, come here,” he told him. “Obama?” 

he said, with a rising intonation. 

 “President of the crisis!” shouted the boy.  

 “President of the crisis,” Omar repeated, smiling at me.  

 Aziz was nine years old and diagnosed autistic.216 He had a seemingly endless supply of 

such phrases, taken from television, YouTube, or passing conversations. 

 Omar explained these language games to me on my very first day with them, as we drove 

to take Aziz on a pony ride. He told me that they often took the form of interactive couplets with 

a call and a response. “Teddy bear,” Aziz called out from the back seat (in French, nounours). 

“Oh my goodness,” Omar replied (in Moroccan Arabic, wītek a wītek). He demonstrated that 

they can also work the other way around: “oh my goodness,” Omar said. “Teddy bear,” replied 

Aziz.  
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 Some of these couplets – indeed, Omar referred to them as being “like a poetic couplet” 

when I interviewed him (bḥāl shī bayt sheʿrī) – were tied together by a clear logic: for example, 

“the government of (ḥokūmat)// Benkirane.” Morocco’s current prime minister was Abdelillah 

Benkirane and so ḥokūmat Benkirane was a typical phrase heard on television and radio. Others 

were more creative, like, “Obama! // President of the crisis!” which in Arabic also has a rhyme-

like quality (Obama! // raʾīs al-azma!).217 Others still rhymed but bore no immediately 

discernible logical connection, like mqāʿid! // mebrūk al-ʿīd! (“Chairs! // Happy holidays!”). 

Sometimes they included neologisms (for example, nasharatu al-akhbār, Classical Arabic for 

“newscast,” turned into the neologisms, nasharatu al-ikhbīr and nasharatu al-ukhbūr, as he 

substituted new vowels and experimented with the sound). Other times Aziz would play with 

pronunciation to make words rhyme or to parallel the rhythm of a different couplet. At their 

house, this kind of thing happened all day long. Aziz poked his head into a room, or positioned 

himself on a lap, and said a word or a phrase. Someone else – his father, his mother, or one of his 

brothers – then gave the appropriate response. 

 After the pony ride, in the car on our way back home, Omar told me about his three older 

sons and their plans for studying at university and making careers. “Eventually,” he said, “they 

will all start families and move on and it’ll be just me, Nabila (his wife), and Aziz. He’ll keep on 

saying ‘teddy bear,’ and I’ll keep telling him ‘oh my goodness.’” 

 It became clear to me over the course of my fieldwork that these language games 

constituted for Omar a form of care and that they indexed both Aziz’s unique individuality and 

the intimacy he and his father shared. As such, they were understandably precious. Aziz’s 

teacher, Tarik, who had been trained by Olivia in Applied Behavioral Analysis (ABA), however, 

saw these games as meaningless and he wanted to replace them with more “functional” speech. 
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As I describe below, these language games became the site of a struggle between Tarik and 

Aziz’s family, where Aziz’s personhood and Omar’s parenthood were both at stake. 

 It is important to contextualize this wordplay by noting some features of Moroccan Arabic, 

or darija. A mix of classical Arabic, Berber dialects, and French – as well as Spanish, Portuguese 

and English to a certain degree and in particular regions – darija is a very playful and creative 

language. Its speakers are famous verbal bricoleurs. They create new words on the fly, applying 

Arabic conjugations, pronunciations, and plural forms to foreign terms. For example, one of my 

informants often used a retooled version of the French word, autiste (meaning “autistic person”), 

as a reflexive verb to describe moments when her daughter would engage in unusual or repetitive 

behaviors: katetautistā. Moreover, it is typical for men in Rabat, and other Moroccan cities, to sit 

in cafés for long hours telling stories, jokes, and citing local proverbs, or for people bartering in 

markets to engage in playful forms of verbal jousting. Throughout my two years of fieldwork in 

Rabat and several other Moroccan cities, I found it hard to ignore the fact that in conversations 

like these, the rhyme and rhythm of speech (its poetic qualities) were often at least as important 

as the meaning (or the denotational content) of what was being said.218 Indeed, in her work on 

gender and the marketplace, Deborah Kapchan describes tefliya as a kind of “playful speech” 

(1996:51), a specifically Moroccan “conversational genre which involves joking and teasing in a 

performative mode,” a kind of “speech play” where “multiple meanings break through the 

surface structure of their speech in the use of alliteration, rhyme, and pun” (1996:245). In light of 

this, the sorts of language games Aziz and his family have developed resonate with especially 

important local ways of constituting intimacy and personhood. In other words, this type of verbal 

play was valued in local semiotic ideologies (Keane 2007). 
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 In this chapter, I argue that these struggles between a Moroccan family and a (Moroccan) 

bearer of American therapies do not amount to a simple clash between an American model of 

autism and local Moroccan culture. This is not, for example, the same kind of resistance 

described by Grinker and Cho (2013), where the diffusion of international medico-scientific 

categories is stymied by local cultural incompatibility. Rather, the conflict here emerges 

primarily from tensions within transnational autism activism and the models of therapy, ethical 

parenting, and care promoted: tensions such as those between dependence and autonomy; caring-

for and self-care; creating intimacy and fostering broader social integration. In other words, the 

tensions come within the autism cultural package.219 But they nonetheless unfold on the ground 

in Morocco in distinctive ways as they intersect with local understandings and practices of 

intimacy, care, and communication. 

 

Limits of Language, Limits of Worlds 

 In his 1985 Tanner Lectures on Human Values, published under the title “The Uses of 

Diversity,” Clifford Geertz approvingly paraphrased Richard Rorty’s Wittgensteinian position in 

this way: “The limits of my language are the limits of my world…[that is,] the reach of our 

minds, the range of signs we can manage somehow to interpret, is what defines the intellectual, 

emotional, and moral space within which we live” (1985:263).  

A similar interpretive ethos lies at the center of the autism activism and therapies I have 

been studying in Morocco and the U.S. Indeed, both American and Moroccan parents often 

described their main task as one of decryption, finding the meaning of their child’s coded or 

garbled message, and autism experts and fellow parents urged them to do so. Parents then 

translated their child’s behaviors and utterances in order to make them intelligible to others.  
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Indeed, throughout my research on autism in the U.S., translation appeared to be a core 

aspect of the ethical vocation of being an American “autism parent” (See Eyal et al. 2010, Hart 

2014 and Chapter 2 of this dissertation). Before returning to the Moroccan case, I want to 

examine some of the central semiotic and ethical ideas that underlie these interpretive practices. 

As I will show below, these ideas are key features of autism activism in Morocco.  

 

American mother and blogger Kristina Chew has written eloquently about taking up the 

“task of the translator,” as she puts it (Chew n.d.), in relation to her autistic son, Charlie.220 She 

writes, 

 
Like poems written in a dead language, the communications of ‘non-verbal’ or 
‘minimally verbal’ autistic people – including [my son] Charlie – are routinely perceived 
as so difficult to decode that they verge on untranslatable and unknowable… But what if, 
like scraps of papyrus that once contained a complete text, we presume that there is 
something being communicated, and that it bears meaning?” (Chew n.d., 2).  
 

Chew’s what if captures what I think of as a sort of “bridge-out” model of autism. Along this 

model, one presumes that the child has legible preferences, ideas, and intentions but lacks the 

appropriate channels and means to convey them to others. There is a bridge out between the 

child’s presumably rich interior world and that of other people. It is therefore up to parents and 

therapists to build or, in some cases, to be the bridge.  

Anthropologist Danilyn Rutherford observed a similar logic at work in her encounters 

with American speech therapists working with her nonverbal daughter, Millie. Rutherford writes 

of speech therapy as being “faith-based.” Her daughter’s therapists proceed with the belief that 

the “intentional speaking subject imprisoned in this freckled little girl will someday find release.” 

“Millie’s therapy,” she continues, “is premised on the assumption that ‘meaning’ can somehow 
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transcend ‘form’” (Rutherford 2009). Meaning ultimately finds form either through technical 

supports – assistive or adaptive communication devices, like PECS, described in Chapter 5 – or 

through translation of the child’s “special language” (described in Chapter 1). Either way, one 

begins from the assumption that the child has something to say and indeed is always already 

communicating.  

Chew, again, typifies this more approach.  

 
I never think of any sound [my son] Charlie produces as “babble” or “nonsense” or “just 
meaningless sound.” If you start from the premise that every utterance is meaningful, and 
that Charlie, though severely limited in his speech, is bursting with communicative intent, 
you start to see how much he is communicating, however little he speaks in recognizable 
words. Charlie means more with a single word (even “no”) than those of us who don’t 
have speech delays or disabilities. Accessing that meaning, however, often requires 
translation (n.d.:7). 
 

In working with Charlie, I assume that (1) he wants to communicate and (2) he is 
communicating, albeit in unusual, often behavioural or non-verbal ways. I presume that 
everything Charlie says and much of what he does has some meaning and is translatable. 
I cannot verify these assumptions, but they provide the only ethically and relationally 
viable position I can occupy, the only location from which I can, as [Walter] Benjamin 
demands, receive his communications “lovingly and in detail” (n.d.:15). 
 

This kind of approach represents a core aspect of global autism activism and expertise as now 

practiced locally in Morocco. Indeed, the most common pieces of advice I heard Moroccan 

parents receive were simple: Speak to her. Listen to him.  

Experts and activists repeatedly conveyed this idea that autistic children were “bursting 

with communicative intent,” as Chew puts it. At a PECS training, for example, a French 

psychologist (trained in ABA) told parents plainly, “you have to believe in your child.” All 

autistic children, she said, can learn to communicate one way or another, if properly taught. 

Another training run by the same psychologist was titled, “How to communicate with your 
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autistic child.” At yet another training, a British expert of Moroccan origin told parents, “The 

child’s behavior wants to tell us something.” She gave a litany of possible examples. “There 

could be many things that the child wants to say: ‘I want that book’; ‘this hurts me’; ‘give me 

that’; ‘I need this’; ‘I want to space out.’ It is your [the parent’s] job to figure out what the 

message is,” she told them. In these ways – by imploring parents to have faith that their child 

will learn to communicate or even assuming that the child is always already is communicating – 

autism activism works to redraw the very limits of language and meaning. But it does so in 

complex and contradictory ways. At the heart of autism activism, there is an ambivalence, a 

tension between conflicting ethical imperatives directed at parents.  

On the one hand, parents are told to put in immense effort to learn their child’s idiolect or 

“special language,” to unravel the strange logic of his or her speech and comportment and to 

translate it for others. I call this stance, which works to stretch the limits of language in order to 

unlock and access new worlds, semiotic generosity. This imperative enfolds the child within a 

community of speakers, and positions him as a sort of foreigner in need of a translator and a 

guide (the parent). Indeed, therapists and parents often used the trope of a foreigner in a strange 

land to convey to others their child’s experience to strangers or newcomers.  

Before turning to the other hand, I should provide a word on terminology here. I started 

using the term “semiotic generosity” after reading Paul Kockleman’s discussion of “semiotic 

compensation,” which he defines as “the degree to which one is willing to treat some entity as a 

sign (with some degree of information, relevance, and interpretability) and thereby expend effort 

on its interpretation – be it not only utterances and actions, but the meaning of a Kafka text, the 

groan of a branch, the babbling of a baby, the muttering of a drunk, or the slip of one’s tongue.” 

He says that “strain” can result when people are accused of overcompensating or 
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undercompensating and indeed what I am describing in this case is one such case of semiotic 

strain (2005:261). In lieu of his term, “semiotic compensation,” I am opting for the phrasing 

“semiotic generosity.” Compensation seems to localize a lack or disability on the part of the 

autistic child, and critics in the autism world have rightly argued for a more reciprocal 

understanding of communication problems in autism. Indeed, autistic children and their 

caregivers often need to “compensate” for conversation partners who are inept in relation to them 

as well. The phrase “semiotic generosity,” I hope, also indexes the way that this extends to 

speaking to the child, as if he or she could understand even if there is not clear evidence that this 

is so. Finally, I am using the word “semiotic” rather than “linguistic” for two reasons: (1) the 

very boundaries between what counts as language and what counts as non-language are at stake 

here and (2) my project analyzes a broad range of signifying practices and the way they relate to 

therapeutic “prosthetic environments” that incorporate tools, devices, and other material things 

(See also Keane 2007:18).  

As an approach to children with autism, semiotic generosity privileges the virtues of self-

expression, authenticity, and intimacy. But this is only one half of the equation. On the other 

hand, as I explain below, parents are told to temper such translations by engaging in therapies 

that teach the child to tie together ideas, actions, and objects with words in ways that will be 

recognizable to others. This, they argue, will enable their children to participate autonomously in 

spontaneous social interactions with inexpert partners in the future.221 In essence, such activists 

and their professional allies aim to make new worlds that will serve as training laboratories, 

worlds within which they can prepare autistic children for future integration into ordinary social 

environments. They seek to build what behavioral therapists call “a prosthetic environment” 

within which a certain kind of voice – a “functional” or widely intelligible one – can emerge, 
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while other kinds of language use and language games will be suppressed as nonfunctional and 

nonsensical forms of stéréotypie (“self-stimulation”).222 Of course, creating such a prosthetic 

environment involves altering its material makeup – including adaptive forks, timers, Picture 

Exchange Communication Systems (PECS). But it also means working on the humans that 

inhabit and animate those worlds and specifically on their habits of communicating and 

interacting with people with autism. In turn, I call this stance, which aims to delimit language to 

ensure access to broader social worlds, semiotic orthopedics (in the original Greek sense of 

“correct childrearing”: orthos “right or straight” + paideia “rearing of children.”). This 

imperative positions the child as developmentally disabled and in need of corrective supports, 

which the parent should provide. It privileges the virtues of autonomy and integration achieved 

through improved functioning. Note that this second imperative is Geertz inverted. Along this 

view, the limits of my world set the limits of my language. It is counterintuitive, though, because 

by delimiting the child’s world – and thus his language – one aims to prepare him to access 

broader social worlds. 

There is a constant push and pull between these two imperatives: to bend one’s ear to the 

child’s idiosyncratic message and to straighten that message out so others can more easily 

receive it. Ultimately, families and professionals found themselves caught between these two 

conflicting imperatives. While the tensions have wide-ranging effects touching multiple 

domains, we see them most clearly in terms of signification and communication. In a sense, then, 

autism activism in Morocco is a form of semiotic activism – that is, it works precisely on 

people’s habits of communication and interpretation. 

We can see this tension at work in the question one parent-activist asked at a Verbal 

Behavior Therapy training and in the response she received from the expert.223 
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 “I talk to my daughter,” Amina said. “I do it just to have an interaction with her, you 

know, to intervene in our relationship. Of course, I know what she did at school that day, 

so I say, how was school? Did you do some painting and coloring with Khadija? Did you 

go out onto the playground with your friends Ayoub and Meriam? Did you go see 

Hakim… That sort of thing – just to intervene in the relationship. But I want to know if 

by doing this I might at the same time be messing up other things.”  

 “Does your daughter reply?” The trainer asked. 

 “No, she doesn’t talk. She’s nonverbal.” 

 “Ok. So the first thing: this is not a conversation. Second, this isn’t the way that 

language is going arrive, with you talking at her all the time. Third, what does she take 

away from this? What does she understand from this interaction? She learns that people 

will talk to her and she doesn’t have to respond. She doesn’t have to do anything. You 

want a relationship. But does she have the repertoire to respond to you in this way? Does 

she even have the memory to understand what you’re talking about? So no, this is ḥaram 

(“prohibited”), the trainer insisted, temps perdu (“lost time”). I would much rather have 

you spend those ten minutes doing something constructive, working with what skills she 

has right now.” 

 

As the example shows, Amina was already alerted to the fact that she may have been 

misguided, at least according to her interpretation of this therapeutic paradigm, in speaking to her 

daughter in this way. She sensed the tension. Indeed, she was pursuing one therapeutic principle 

(trying form a relationship and develop intimacy – semiotic generosity) at the expense of another 

(building skills from the ground up – semiotic orthopedics). The trainer told her to focus on the 
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latter, to take a more orthopedic approach to helping her daughter builds skills from the ground 

up. To indicate more clearly what I mean by semiotic orthopedics and the way it relates to 

activism as world-making, let us return to Aziz. 

 

Semiotic Orthopedics and Semiotic Generosity 

I worked in Aziz’s home once a week for more than 18 months, loosely under Tarik’s 

supervision. Tarik was Aziz’s teacher. He oversaw an autism classroom operated by a parent-run 

association in a local public elementary school. He came to visit Aziz’s house once every few 

months, on weekends and unpaid, to guide me and another aide, but also (and especially) to try 

to convert Aziz’s parents to a different way of interacting with him. His message was always the 

same, and he was often frustrated that it went unheeded: Aziz’s language games must stop.  

Tarik saw them as a form of “stereotypy,” or “self-stimulation.” As such, they were sheer 

nonsense, utterly meaningless, and even detrimental. It was like a vortex. The more we engaged 

in Aziz’s language games, the more he would seek them out, Tarik told us, and ultimately they 

would pull him away from ordinary language use and make it difficult for Aziz to communicate 

with unfamiliar others.  

Tarik wanted to teach Aziz “correct” speech and he focused on a common starting point 

in behavioral therapies: expressing demands. Aziz had an idiosyncratic way of asking for things. 

For example, when he wanted to go for a pony ride, he would say, “Let’s go to Fred’s” (Fred is 

one pony’s name), or “let’s go see the Christian lady (naṣrāniyya)” (the owner was a French 

woman), or he would simply begin to gallop in place and point to the car. His parents felt they 

knew without a doubt what he was requesting. Another example: when he wanted to go to the 

bathroom, Aziz would typically point to his crotch and ask, “do you want to go to the toilet?” 
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Yet another: when he wanted me to pick him up he would repeat a phrase I had once said before 

picking him up. He would repeat it verbatim without changing the pronouns: “I’ll pick you up 

one, two, three in the sky to America all the way to Obama!”224  

 But Tarik thought Aziz could do better. Over and over he would say, “we need to teach 

him the structure of a sentence” (kheṣṣna nʿellemūh at-tertīb dyāl aj-jumla). Drawing on the 

logic of behavioral therapies, he argued that Aziz communicates in these strange ways because 

he gets “reinforced” when he does; in other words, he gets the response he wants. Indeed, not 

only did his family respond to his idiosyncratic ways of communicating, they would often also 

incorporate Aziz’s phrasings into their own speech (e.g., “come on, lets go to Fred’s”). And 

when I would come to their house, Omar would sometimes proudly recount to me Aziz’s latest 

cryptic request and explain how he had unraveled its tortuous logic. To me, this indicated how 

crucial these language games were for Omar, both in terms of his son’s personhood and his own 

parenthood. But Tarik saw it differently, and he encouraged the family instead to create an 

environment where Aziz would be challenged to speak in “correct” and “functional” ways that 

are much more portable, more intelligible across contexts. Of course, one can argue that Aziz’s 

unusual way of speaking is both “correct” and “functional” in the particular context of his 

family’s domestic life. But Tarik wanted Aziz to be able to achieve a different kind of 

independence in the public sphere, and he felt that learning to speak and interact in more 

conventional ways would be crucial to this.  

 When Aziz says something incorrectly, Tarik suggested, “we’ll do extinction [he used the 

French word, which has the same meaning as English]. We’ll ignore it, act like we didn’t hear 

him. Only when Aziz says a sentence correctly will we respond.” Like many parents and 

therapists, Tarik used the Moroccan Arabic phrase mā ndīhāsh fīh, meaning “we won’t pay 
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attention to him.” Interestingly, when speaking to me later, Omar used a different Moroccan 

Arabic phrase to describe extinction. Indeed, Omar was constantly trying to educate me about 

interesting and unusual phrases in Moroccan Arabic, especially ones that had unique or curious 

genealogies. To describe “extinction,” he used the verb miyyek, which roughly translates as “to 

stare past” or “to not pay attention to.” It is a verbalized form of the word of the Moroccan 

Arabic word, mīka, meaning “plastic,” he explained to me. In particular, it comes from the 

phrase dīr lū al-ʿayn dyāl al-mīka (“give him the plastic eye”), which is used to describe a 

situation where a person ignores or “snubs” another person in public, as if they had a fake or 

prosthetic eye. 

 During his visits, Tarik would demonstrate the principle of “extinction” by short-circuiting 

particular forms of communication via nonresponse. For instance, one day, as we sat over tea and 

sweets, Aziz came over, grabbed a cookie and ran out of the room. When he returned, Tarik 

pulled away the plate. Aziz stood, puzzled, then said to Tarik, “cookies” (feqqās). Tarik nodded 

and replied, “Yes, these are cookies,” as a stranger might do. Aziz walked away only to return a 

minute later. He looked at Tarik and said, “I’ll give you a cookie.” Tarik stared at him blankly. 

Quickly, Aziz followed with, “I want a cookie.” Tarik ceremoniously handed him one. Aziz took 

it and ran off again.  

 Tarik told Aziz’s family that they must do this with everything – the computer, going 

outside, the swing, anything he wants. And everyone has to do it, all the time. It must be 

consistent. Aziz has speech up to here, Tarik said, putting his hand up to his neck as if it were 

marking a rising water level. We just need to get it out. If he couldn’t do it, well, that would be 

one thing. But he can. He needs us to force him to do it, to set up his environment in such a way 

that he must always ask for things in the correct manner. Each time after Tarik visited, there was 
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a palpable sense of possibility in the house. Tarik’s vision, that Aziz could “go far” (yemshī bʿīd) 

if only he found himself in the right therapeutic environment, was inspirational to his family. But 

every time, a few days would pass and everyone would have settled back into their old habits: 

“teddy bear,” “oh my goodness.”  

 During my interview with Aziz’s parents, I asked what they thought about Tarik’s plan for 

“extinction.” Omar’s response was revealing. “That’s his [Aziz’s] motaneffes,” he said. The 

word motaneffes can be translated as “breathing space,” “outlet,” and also “self-expression.”  

 
If you don’t let him breathe, what will happen? You’re going to stop him, stop him, stop 
him, and finally he’s going to quit talking, all at once. I told you about the time Aziz 
stopped talking for seven months. He wouldn’t make a sound, wouldn’t even open his 
mouth. We had to force him to eat. So you know, it’s difficult. We’d say “God, let me hear 
him yell one word! Just let me hear the sound of his voice!” That’s why I told you, for 
parents to work with their own child like this, it’s just so hard. 
 
 

Note the resonance here in terms of the local idiom of selfhood. In the previous chapter, we 

heard Moroccan mothers describing their clash with an unbearable reality in terms of “soul-

choking.” Here, Omar is describing his son’s idiosyncratic modes of speaking and 

communicating as a form of “self-expression” and indeed a “breathing space.” As such, they are, 

in a sense, therapeutic – an antidote to soul-choking. From Omar’s perspective, they allow Aziz 

to create a more bearable, even enjoyable reality for himself.  

 The point I want to stress here is that Aziz’s family’s difficulty implementing “extinction” 

was not due to a lack of awareness, nor to a malfunction in the process of knowledge transfer, 

nor to a lack of compatibility between Moroccan culture are international best practices in autism 

therapy. While Omar and his family may not have mastered all the finer points of behavioral 

therapies, they certainly understood Tarik’s position; they knew what he wanted them to do and 

why. The split between Omar and Tarik concerned more fundamentally the question of world-
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making and self-making and the way they related to the limits of language, ethical parenting, and 

personhood. As Omar put it, this is a question of caring for Aziz by helping him find and 

maintain his voice. These language games are, he said, a sort of shared breathing space, an 

outlet.  

 By accommodating Aziz’s unusual way with words, his parents sought to enter his world, 

and in doing so to elaborate rich and intimate relationships around him that, to a certain degree, 

undo his autism. They aimed to allow him to freely express his most authentic and unique self. 

Insofar as autism is often considered an inability to form close affective relationships, this kind 

of world-making and the intimacy it creates ultimately render Aziz less autistic. And many 

autism therapies, including ABA, emphasize the importance of developing a relationship and 

“rapport” with the child by entering their unique world and then working to open it out and 

connect it to the broader social world. By telling his family to quit these practices and to interact 

with Aziz in a more “functional” way, Tarik was both asking them to give up this hard-won 

intimacy and to erase – at least in part, and in service of a longer-term goal – Aziz’s unique 

individuality, to turn him into a sort of generic child, one who speaks in generic or common 

terms (e.g., “I want to go to the bathroom,” “I want a cookie.”). Yet for Tarik, Aziz’s special 

language was confining, a self-limiting, vortical world of his own. It limited his access to broader 

social environments and worked against the ethical goal of “integration.” 

 Viewing the situation in this way shifts the usual terms of public debate concerning autism 

therapies. Typically, the struggles between those for and against behavioral therapies like ABA 

revolve around questions of normalcy. As I discussed in Chapter 1, some autistic self-advocates 

and scholars in the U.S. have argued that parents and professionals who use ABA are simply 

attempting to render a pathological child normal. However, what we find in the case of Aziz is 
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that behavioral therapies like ABA could be used in service of normalizing or valorizing the 

child’s idiosyncratic mode of communication and interaction. Indeed, like the American parents 

described in Chapter 2, Aziz’s parents were using techniques and concepts from ABA in order to 

establish their son’s personhood in and through his unusual utterances and behaviors. 

Furthermore, as we see in Omar’s explanation, the more pertinent distinction for these families 

was not that between normal and pathological.  

  The more relevant axes here are between singular and generic and between public and 

private. His parents were struggling to maintain Aziz’s “special language” and his form of “self-

expression” instead of inculcating generic forms of speech that would be more “functional” and 

portable and perhaps ultimately allow him to autonomously integrate into broader social worlds. 

It seemed to me that they felt it was their job as parents to allow him to express himself in his 

most unique way. By engaging him in an intense fashion and translating, interpreting, and 

decrypting his speak, they felt they had found a kind of singular brilliance, and they felt that 

“extinguishing” that form of self-expression would essentially erase Aziz’s distinctive self and 

render him a generic child. As a result, we end up in the paradoxical situation where Aziz’s 

parents would rather their child speak “incorrectly” in order to preserve his unique individuality 

and the intimate connection they have to him. This distinction between singularity and 

genericness articulates with the opposition between public and private.  

 The domestic sphere is not public life. Therefore, an idiolect – a private language, shared 

with just one other person (or within the private sphere of the home), for purposes peculiar to 

that sphere – could be suitable for that space. This language is not, however, useful for the public 

sphere, and this ultimately means that Aziz is not quite a public person; it makes him an idiot in 

the sense discussed in Chapter 2, an utterly private person. He cannot participate in the public 
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sphere without his father translating for him. But if the domestic sphere became a kind of 

prosthetic environment, it could come to be a bridge between private and public life.  

 However, Omar and Tarik differed in terms of how they though the prosthetic environment 

should function to bridge private and public worlds. Tarik thought a prosthetic environment 

should be a sort of laboratory, a relatively controlled arena for building skills and habits that 

would help facilitate Aziz’s entry into the public sphere. Omar, by contrast, thought the 

prosthetic environment should instead seek to translate the idiolect used within it, making space 

for a form of radical alterity, and then seek to extend that environment outside the walls of their 

home and into the public sphere. And it is important to note that, as I will describe below, 

internationally circulating semiotic ideologies and the techniques and concepts of behavioral 

therapies might be drawn upon to support both positions.  

 To summarize, what I have argued thus far is that, perhaps more than anything else, 

contemporary autism activism in Morocco is marked by a tension between complementary 

ethical imperatives, what I’m calling semiotic generosity and semiotic orthopedics. I have 

outlined the way those tensions play out in everyday struggles over the meaningfulness of certain 

signs and communicative habits and the way they articulate with questions of personhood, 

ethical parenting, intimacy and care in the context of everyday domestic worlds. I now turn to the 

broader context of autism therapies and Moroccan orientations to disability.  

 

The Prosthetic Environment 

 As we saw in previous chapters, autism activists in Morocco aim to establish an 

“American model” of the diagnosis and treatment of autism. The model is grounded in 

behaviorism and has the “integration” (idmāj) classroom as its modal unit. The actual experts 
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who came to Morocco to help instantiate this model are often themselves British, Dutch, French, 

Belgian, Swedish, American, Canadian, etc., although many of them were also of Moroccan 

origin. Nonetheless, behavioral therapies like ABA and therapeutic technologies like PECS were 

largely developed in the U.S. (Silverman 2011; Eyal et al. 2010) and the people I spoke with 

associated these therapies with the U.S., Canada, and the U.K. As I discussed in the introduction, 

activists tended to set this American model in stark contrast to a French model that is grounded 

in psychoanalysis and has as its modal unit the “medical-pedagogic institute” (IMP, Institut 

Médico-Pedagogique). Two aspects of the “American model” to autism treatment are important 

for the purposes of this chapter. First, as shown in Tarik’s advice above, therapy is supposed to 

encompass all aspects of life, both spatially and temporally. Second, parents are expected to be 

practitioners, and even experts, themselves. Behavioral psychologists call them “co-therapists” 

(Schopler and Reichler 1971; Léa Pour Samy 2009). This is the Anglo-American model that is 

being promoted now in Morocco, albeit through a circuitous route, by way of a variety of 

European intermediaries.  

 An example from my Moroccan fieldwork demonstrates these two aspects of autism 

therapies: 

 
 
I was in yet another training with some local parents. This one was being held in 

the private home of a wealthy family, in the fancy suburbs that rose up on Rabat’s outer 

limits in the late 1980s. The house neighbors a Central American nation’s embassy. 

Karima, a prominent parent activist and friend, had invited me to today’s exclusive event. 

A Moroccan woman who studied and currently practices behavioral therapies with 

autistic children in the U.K was leading the training. She travels to Morocco once every 
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month or two to train parents and therapists and to oversee home-based programs for 

wealthy families who pay a premium for her services. At one point in the training, she 

described ABA and the model of parental expertise it requires. 

 “ABA is a lifestyle (style de vie),” she began. “It is not a matter of some 

professional who comes and goes; that is wasted money. No – it is relentless work. There 

is no magic pill. Families want a quick cure. Well, I’m sorry, but there isn’t one. There is 

hard work all the time and everywhere you go. And that’s it. You practice ABA in the 

street, at the market, at home, everywhere. Many parents don’t want to work; they want 

to pay someone else to do it for them. But the work never stops. A 100% cure does not 

exist. The child gets older. Life is full of problems, changes: puberty, hormones, growing 

up. Problems will come and they will go. But the goal is to get the family to a point 

where they can figure out how to solve these problems themselves, so they don’t need to 

come to me for a solution every time something comes up. The key,” she said, “is for the 

parents to learn how to do it all by themselves.” 

 

In this example, the expert positions parents as a therapeutic linchpin and explains that 

behavioral therapies are comprehensive. One hears at trainings again and again, both from 

experts and parent-activists, that the whole family needs to be trained. (At such trainings, 

mothers often discussed perhaps their most intractable problem: how to get their husbands 

involved.) Another mantra is to “prepare your environment.” The home must become a total 

environment for therapies to work. 

 This idea of therapeutic relentlessness and comprehensiveness surfaces in humor 

sometimes as well. While driving me to her association’s office, Youssra joked about the 
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journalist the government had hired to conduct a “diagnosis” of the state of autism care in 

Morocco. The journalist had written in her report that schools do “sessions” of ABA and 

“sessions” of PECS (Picture Exchange Communication Systems). We laughed, saying, “ok 

everybody, put your PECS books away! Time to do a little ABA!” The absurdity lies in the fact 

that, firstly, PECS is considered to be a child’s “voice,” and so it should theoretically be used by 

the child throughout the day, not merely in brief sessions. Further, PECS is itself based on the 

same behaviorist principles and practice as ABA (Reno 2012). Secondly, both PECS and ABA 

are the basis for everyday, round-the-clock therapy. An ABA “session” is therefore, almost by 

definition, never-ending and PECS is constantly used within it. In this way, therapy comes to 

mean something totally different from, say, psychotherapy. The latter is insight based, expert led, 

and works at the temporality of a finger snap. Something “clicks” (un déclic), as we heard in 

Chapter 5. The former is a lifestyle and a broad and continuous intervention at the environmental 

level. This is captured in the phrase “the prosthetic environment.” 

 The concept of the prosthetic environment is paradigmatic of the tightrope that autism 

experts walk between caring-for and self-caring, between dependence and autonomy. The 

prosthetic environment is paradoxical because it is engineered to be both accommodating and 

demanding. In that way, it demands both semiotic generosity and semiotic orthopedics. We 

typically think of enabling as removing challenges. But, as autism education specialist David 

Holmes puts it, the prosthetic environment “enables a person to continue to be challenged and 

productive” (1990:340). Holmes says that therapists and parents must avoid “the tender trap of 

care” (ibid.). In this model, caring-for means fostering self-care and autonomy and avoiding 

dependence. For some behaviorists, like Tarik, the prosthetic environment should function like 

an intermediate world, one tailored to the child, but which ideally prepares him to access and 
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perhaps even become integrated into larger common worlds. The concept was introduced in the 

context of behavioral therapies in the U.S. (Lindsley 1964) and was used in the fields of mental 

illness and mental retardation (e.g., Fowler 1972 et al.). But it is indicative of the paradoxes of 

autism care more generally. 

 As the case of Aziz shows, in the context of autism therapies the questions of care and 

accommodation intersect with the contradictory pulls of competing ethical values: intimacy and 

integration. In order to prepare the child for autonomous integration into larger communities, 

some behaviorists argue, parents and therapists must teach him or her common ways of speaking 

and interacting. This is achieved through creating a predictable structure and standardizing 

responses to select for “correct” or “functional” communication (and this is why scholars like 

Hacking and Bumiller argue that behavioral therapies aim to make deviants more like normals). 

But there is a trick to this: therapy is seen as being most effective when built upon the firm 

foundation of an affective relationship (Schreibman 2005; Hacking 2006). Further, because 

autism is posed in part as a disorder of relationality, a “disturbance of affective contact” (Kanner 

1943), therapies also aim to build relationships and to create intimacy. Some behavioralists see 

this, in turn, as a liability, a “tender trap” into which the parent or therapist can fall. If it fosters 

dependence on particular people, it can ultimately impede the creation of independence, 

autonomy, and availability for other relationships and foreclose access to other social worlds. 

Omar, however, seemed to understand prosthetic environments in a different way, and he did not 

see his intimacy with Aziz as a liability but rather a precious resource. By engaging in forms of 

joint embodiment – a concept I discuss in Chapter 2 – with his son Aziz and translating his 

enigmatic gestures and utterances, he was attempting to adapt the prosthetic environment to his 

child’s unique individuality and then to extend the prosthetic environment of the home out into 
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the public world, by taking him to the beach to write letters in the sand or on pony rides or to 

public parks, and so on.  

 Parents and therapists alike are asked to balance a penchant for procedure with a knack 

for creating ineffable forms of intimacy with the child. Those who veer too far in either direction 

are morally critiqued as being bad parents – alternatively, as overly robotic/militaristic or as too 

permissive. Indeed, local activists and experts thought Aziz had great potential. His lack of 

progress, they argued, was partly the fault of his well-meaning parents. But the case of Aziz 

troubles such accusations. While his parents perhaps did not inhabit the ideal image of autism 

parents in terms of systematically structuring his environment and building skill, they were 

certainly both aware, engaged, and “awake.” And Aziz’s family’s intense engagement in his 

world, and their relentless search for his own idiosyncratic logic resonated with the directive for 

parents to become experts in their child’s unique sensory experience, to “enter into his world.” In 

fact, in their performances of domestic citizenship, they sought to provide their son with a 

measure of social belonging – a form of integration – within their family and also beyond it. But 

they were faulted for veering too much toward semiotic generosity and intimacy and therefore 

making Aziz dependent upon them. As I mentioned above, this is not merely a “clash of 

cultures” – Moroccan family life meets American therapeutics. In fact, in their style of parenting 

Aziz’s parents diverged sharply from “traditional” Moroccan approaches to disability – as I will 

outline below – by taking up “the task of the translator,” a key aspect of the moral ideal of the 

autism parent.  
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meskīn and Culture as Antitherapy 

Global autism activism, like activism in many other arenas, often takes as its object an 

“unenlightened” local cultural heritage. “Traditional” cultural ideas, sedimented into habit over 

generations, are seen as so much inertia against the forward march of modern science. When 

habits are the level of intervention, culture comes to be seen as antitherapeutic. Parents and 

experts often spoke to me about the “ignorance” (jehl) of Moroccan ideas about disability. They 

told me that their neighbors and families consistently underestimated and pitied, however 

lovingly, their disabled children. In this section, building on the concepts, I will describe some of 

those broader ideas about disability and how they surfaced during my fieldwork, especially in 

terms of semiotics. The point I want to highlight, however, is that both poles of autism activism – 

semiotic generosity and semiotic orthopedics – are set in opposition to the types of 

disengagement activists and experts see as “local,” “traditional” and of “cultural” origin. 

However, it is important to note that my interlocutors did, in many instances, also reference 

Moroccan culture as a source of pride. For example, the creative forms of bricolage and 

resourcefulness that formed the bedrock of moral autism parenting were often referenced as 

doing things the “Moroccan way” (à la Marocaine). Further, such parents sought to teach their 

children to be cultured beings, to behave with adab (“manners”), and they often mixed local 

techniques and styles of parenting with a behavioral therapeutic approach. 

For many Moroccans I met, though, the term meskīn (“poor thing”) was emblematic of a 

misguided traditional approach to disability. Like its English counterpart, the word meskīn 

indicates both economic and moral poverty. It is a statement of pity (shafaqa) that expresses 

itself in practice as permissiveness and disengagement. Still, it is a form of care. Indeed, it is the 

local idiom for “the tender trap of care.” I was often moved by the way Moroccans I met would 
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sometimes – though certainly not all the time – accommodate disabled people. For instance, 

when the young parking attendants at the beach realized that Hakim was disabled, they told us 

we could park for free and spent time actively finding us a good parking spot and a spot on the 

beach that was less crowded. But for parents trying to discipline or teach their children certain 

habits, and especially their disabled children, it was often maddening.  

Consider this example of the president of a small autism association with his son in a 

restaurant. Note how Younes speaks to his nonverbal son (semiotic generosity) as well as the 

way that the stranger tells him to make special accommodations for his “sick” (mrīḍ) boy. 

 
 
 
It was winter and I was in a small city in Morocco’s interior with Jesse Neider, my 

longtime friend and now collaborator. We were documenting the everyday lives of 

autistic children in several different parts of the country. Jesse took photographs and 

filmed people while I spoke to parents, recording their stories. We had been referred here 

by activists in the capital: one quick call, some scanned documents, a last-minute addition 

of this small city’s name to our official authorization letter, and we were on our way. 

Having first traveled to a religious festival, we had arrived battered by cold rains, short 

sleeps, and several extended wrong turns. On the first night, we visited with the 

association’s president, Younes, at home with his family. His seven-year-old autistic son 

Jalil hopped, skipped, and flopped around the house, often in pursuit of his younger sister 

or shepherded by his older sister. Jesse snapped images between sips of his mint tea, 

shokrans (“thank yous”), and the wildly enthusiastic compensatory nods of someone far 

outside his linguistic ambit. I listened to Younes’s wife Fatima talk about the early years, 

about Jalil’s diagnosis, about the sleeplessness, and the small, unexpected joys and 
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blessings of life with Jalil. Over the course of the next few days, we worked from dawn 

into the deep night, interviewing other parents we met through them and photographing 

children with their families and educators at this relatively new and far-flung association.   

On our last night, Younes took the two of us and Jalil for dinner at a local 

restaurant. Younes positioned Jalil to maximize control over him: in a seat up against the 

wall and on the far back side of the table. Younes sat next to him and Jesse and I sat 

across. Younes came here often. He knew the waiter and quickly got his attention and 

ordered our food. In typical Moroccan fashion, he told the waiter not to delay. The place 

was buzzing with business.  

A couple minutes later, the waiter, Hameed, walked by and slung a plastic basket 

with a few round pieces of bread onto our table. Jalil quickly ripped off a hunk and 

stuffed it in his mouth. Frustrated, he pitched the remaining bread across the table.  

“Too dry?” Younes asked. “There’s nothing in it,” he told Jalil while waving the 

hunk of bread, which would typically be used to ghemmes – to pick up pieces of food and 

sop up the sauce of a tagine. “See? Nothing,” he told him.  

Jalil did not respond to his father in words. In general, the boy vocalized a lot – an 

encyclopedia of strange noises, from scratchy-throated exorcistic screeches to joyous 

high-pitched exclamations. But he did not articulate words, only some rudimentary 

sounds. Instead of heeding his father’s advice, he patted each piece of bread, waited a bit, 

then took another chunk from the basket.  

His father stopped him. “No. No. They’re all the same,” he said hurriedly. “This 

one is just like that one and that one. All the same.  You see? All the same.” He waved 

his hands over the basket. 
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 Hameed passed by, a plate of french fries on his arm. Jalil’s head swiveled with 

heat-seeking precision as the waiter placed it on the corner table behind us. Younes 

flashed his eyes at me and smacked his lips with regret. “He saw the fries,” he said, 

raising his eyebrows.  

 Younes asked our waiter if he could please, God bless his parents, hurry up and 

bring us something. But Jalil seemed to have forgotten the fries. He was humming now 

and biting lightly into his right palm. His head tilted to the side, he looked up at the light 

bulb hanging uncovered from a coiled wire above our heads.  

 “This means he’s happy?” I asked. 

 “Yeah,” Younes replied, looking at his son. “This is happy.” 

 A minute went by with Jalil delighting in the lights. Younes had his hand on the 

table, palm up, and Jalil patted it periodically, a flutter of taps accompanied by a burst of 

happy squealing.  

 Just now, the waiter passed. In his hand, he held a big steaming plate of chicken. 

Jalil pushed back his chair and swiveled in it. He made a plaintive, whale-like noise as he 

hopped up, cold winter air passing between him and his seat, then slammed back down 

with a full-force thump. Head down, he was jostling to squeeze out of his spot. But 

Younes, prepared for just such a moment, had him pinned in. His leg was hooked around 

the leg of the chair. I felt I could see Jalil trying — now failing, now succeeding — to 

restrain himself. He seemed to understand what was expected of him. But his frustration 

was palpable and he was clearly planning an escape. 

 “No, Jalil.” Younes said forcefully, knifing a stiff index finger through the air. 

Holding his finger out, he repeated himself. “No.”  
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 “Oh, just let him have some,” said the stranger presiding over the chicken, his 

forearms pressed into the table behind Jalil. 

 Younes turned slowly, his whole body saying “not this again.” He opened up his 

hands and began an explanation. “I’m trying to teach him patience (ṣber),” he said. “He 

needs to learn how to be patient.” 

 “He’s still young,” the man replied. “Kids don’t know how to be patient.” 

 “Well, he has autism.” Younes said this last word methodically, pausing perhaps 

to leave space for a question. None forthcoming, he continued. “He needs to learn that in 

a restaurant, he takes the food that gets placed down in front of him and that’s it.”  

 “Well, if he’s sick (mrīd),” the man replied, “there’s nothing you can do (ma 

ʿandek mā tdīr).” 

 Younes’s speech quickened. He explained that it is precisely because he had a 

disability (he intentionally substituted the word for disability, iʿāqa, for “sick”) that he 

needed to learn to wait. In fact, because he’s disabled, it’s all the more crucial that he 

learn this now, while he’s still young and we can still control him. 

 Younes thanked the man very much: “it’s very kind, God bless you and give you 

health,” as he turned back around.  

 Jalil was still jostling in his chair, making inpatient noises. He looked around the 

room at other people’s food and whined. Younes kept telling him, the food is on its way. 

Hameed is going to bring it right now. He called to Hameed, the waiter — nowhere to be 

found.  

 “Jalil,” he said. “Call him. Call the waiter. Call Hameed. Hameed? Hameed? 

Hurry up and bring Jalil’s food. Go on, Jalil, call him.” 
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 He kept assuring his son, “here comes the food. Here it comes.” He pointed 

toward the open space that spilled out onto the street, leaning to the side as if trying to 

glimpse the food coming around the edge of the wall. When Hameed emerged — without 

our food — Younes told him again to hurry up, “Just bring something, would you? 

Anything.” 

 Finally, the man behind us spoke to Younes again. He called him “Si Mohamed,” 

a standard form of address for a stranger. It’s the rough equivalent of saying “hey buddy” 

in English, only here it has an honorific veneer. “Let the poor kid (meskīn) eat already. 

Just let him have a bit of mine. Come here, my son, come eat with me.” 

 Younes told him again, “thank you, but no.” He reiterated that Jalil needed to 

learn to wait, to learn how this sort of thing goes: he orders, he waits, and he eats when 

his food comes. That is what it means to go to a restaurant. 

 The guy continued, “just give the poor kid (meskīn) some food. He’s hungry and 

he’s clearly not happy about it. Just let the poor kid have something to eat.” 

 Younes was nodding quickly now, repeating the formulaic conversation-ender, 

“God bless you” (tbārak allah ʿalīk) over the man’s continued pleas. He turned his back 

on him, exhaled a deep long breath, tilted his head at me, and raised his eyebrows once 

again as if to say: do you believe this guy? 

 Finally, Hameed arrived with a big plate of kefta (ground beef patties) for us. 

Younes tried to set up the plates so he could divvy out the food to everyone. Jalil reached 

a hand across, trying to filch a quick chunk of meat or a few fries. “Wrong,” Younes told 

him in an even voice, a streak of frustration just barely peaking through. This happened a 

few times before Younes got everything in order, balancing the task of managing Jalil 
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with being hospitable and caring for us, his guests. Everything now sorted, Jalil began 

happily to eat. 

 

Situations like this were common during my fieldwork. “Just leave the poor thing be, let 

him do what he wants (khellīh meskīn ʿala khaṭrū),” family members, strangers, and friends 

would tell parents. Let him eat what he wants; let her sit where she wants; let him do what he 

wants. This well-intentioned permissiveness trips up parents like Younes, who are laboring to 

discipline and teach their children, to create and extend a prosthetic environment. First, it 

“corrupts” (kayfsed) their work, as Youssra told me. In the game of habit building, every 

interaction counts, and interactions like these will build the wrong kind of habits. Second, the 

stranger’s permissiveness implies an attenuated potential; from the parents’ perspective, it 

suggests that the child cannot learn to behave correctly and so certain accommodations should be 

made. The stranger was tending too much towards the “tender trap of care,” over-

accommodating, in a sense, for Jalil’s disability. Finally, it also makes it hard on parents because 

they feel themselves being morally judged by others. Indeed, by behaving morally as an autism 

parent, they risk being seen as bad parents or perhaps even bad Moroccans or bad Muslims by 

others who deem their children to be “sick” (mrīd) or “poor” (meskīn) and therefore needing to 

have their burden lessened via special accommodations.  

Such an approach would conform to a broader orientation toward the afflicted in 

Morocco. As I discussed in Chapter 2, some Moroccans told me that in instances where someone 

is sick or weak, there is an unspoken moral prohibition against adding to their burden. To do so 

is considered heartless and immoral. This is indeed how and why Parsons’ (in)famous “sick role” 

can be simultaneously liberating and limiting (1951): it exempts the ill from certain expectations 



 415 

or requirements; but it can also stunt the growth that challenging experiences can bring. Such 

permissiveness was infuriating, however, for many of the parents and activists with whom I 

worked. For them, it was precisely in and through such hard work that they could in fact prove 

that their children are not sick, that they can learn, that they ought therefore to have the same 

opportunities afforded to typical children, and that they are good parents.225 

Jamila, a mother in that same small city, had an 11-year-old daughter who had been 

diagnosed with autism at age nine, when the association opened three years back. She told me a 

story of awakening from “traditional” orientations to the disabled. Jamila was illiterate and she 

worked occasionally doing housework and cleaning. Her much older and ailing husband was 

unemployed. Their teenage son had dropped out of school to help support the family by buying 

and selling goods in the local market and doing odd jobs around town. Her narrative both 

illustrates these cultural ideas about “poor” (meskīn) disabled children with little potential, and 

shows the way autism activism works to exorcise them.   

 
They [the other parents and staff at the association] interact with [my daughter] in a really 
nice way. They really do, all of them. They take her to the pool. They get her excited. 
They do things with her, give her their time, play with her. And she likes to be with them 
too. Not like before [the association opened] when she was just isolated all by herself and 
we’d all say, “leave her be, she’s sick (mrīḍa). Just put her over there and leave her alone; 
she’s sick. Play with her? What are we going to play with her? She’s sick.” You know, 
that’s what people think. If she’s sick, that’s it, she’s sick. End of story. There’s nothing 
you can do. Just leave her alone. Don’t go dragging her along. You’ll only make her 
upset.  
 

But, you know, we were mistaken. Me, myself, I was wrong. You know, they [the parent-
activists and staff members at the association] came along and they were interested in her 
and they wanted to play with her and I told them, “no way. She won’t play with you. She 
doesn’t know how to play. My daughter doesn’t even know how to play.” But al-
hamdulillah (“praise god”), now, if she wants something, if she sees some boy with a toy 
or something and she wants it, she’ll go over to him and try to grab it. I can feel now that 
she wants things. She didn’t used to want anything. You would give her a toy and try to 
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get her to play with it or whatever. No way. It just wasn’t possible. She wouldn’t get 
involved. But now she does; she goes for something if she wants it.  

 

In Jamila’s narrative we see a transformation in the way she orients toward her daughter. At first, 

she thinks her daughter is simply “sick” (mrīḍa, feminine of mrīḍ). But eventually, she begins to 

see potential, agency, even desire. Indeed, this was part of the way that parents and therapists 

learned to speak in the autism world. One does not refer to autism as a “sickness” or an “illness” 

(maraḍ) but as a “disability” (iʿāqa) or “disorder” (iḍṭerāb). 

Parent-activists and experts also critiqued the way this idea of meskīn expresses itself in 

terms of communication. Here it tends toward a different kind of disengagement. Parents and 

experts alike told me that many Moroccans believe that severely disabled people simply “do not 

understand anything at all” (ma kayfehmū walū). They would say, “they don’t have reason (ma 

ʿandhomsh al-ʿaqel).” They do not speak and so, it was often assumed, they do not understand 

speech. As a result, parents often told me that others will often not talk to nonverbal children, 

will not explain things to them. 

One example comes from the child psychiatry clinic in Casablanca where I conducted 

participant-observation. A five-year-old boy named Mohammed was being seen at the clinic. It 

seemed he had regressed after his family moved from one house to another. The child was going 

to be “hospitalized” that week (meaning he would spend the school day at the hospital then go 

home each afternoon). Dr. O recounted to us his story at the morning staff meeting.  

 
I asked the mother if she had explained to Mohammed what was happening [i.e., that they 
were moving that day]. “Why?” the mother asked me. “He doesn’t understand (ma 
kayfehemsh).” So no one told him anything, and it was like he went to sleep in one house 
in one city and woke up in another, hours away. And on top of that, the house they 
moved into was unfinished. The walls were gutted and a construction crew was banging 
away at all hours of the day. I told her to talk to him, even if he doesn’t seem to 
understand or respond. Tell him what is happening, prepare him for his day and 
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especially for major changes in his life. Tell him that he’s coming back here next week 
and that you’ll pick him up in the afternoons and bring him home.  
 

There were myriad such instances. And they share affinity with the practices of speaking 

to young children or others who do not have a fully developed ʿaqel that I described earlier (i.e., 

telling them things that are untrue in order to manage them). Indeed, “talk to him/her” was a sort 

of mantra at the clinic as well as among parent-activists. In the clinic, the doctors viewed not 

talking to one’s child, whether autistic or not, as an all-too-common moral fault among 

Moroccan parents and grandparents. It was a “traditional” style of parenting that they felt could 

be pathological in some cases, and they sought to convert the families they with whom worked to 

a different style of parenting. Activists and experts alike often told me that, through a vicious 

cycle, this orientation toward the child – he doesn’t speak so he won’t understand speech – 

fulfills its own prophecy: the child’s development is (further) stunted through lack of practice 

and carences de stimulation (“understimulation”).  

Indeed, carences de stimulation was a key concept, steeped with etiological significance 

for the clinicians. In a sense, it resurrects the theory of parental fault that was widely associated 

with psychoanalytic understandings of autism. But at the same time, it was often presented in the 

context of a social justice outlook that situated the sources of the problem in an unsupportive and 

unjust social world. Dr. O offered me one example in my interview with her. She was talking in 

general about the parents they see at the clinic and further illustrated her point using the case of a 

patient presenting with a “speech delay.” 

 
Here in Morocco, in a certain milieu that is kind of…um…where people are living in 
unfavorable conditions, it’s like people think that a child doesn’t understand anything. 
“Wait till he grows up, then he’ll understand” (they say). So parents argue in front of the 
child. They say things they shouldn’t say. And when I say, “things they shouldn’t say,” I 
mean things that they talk about, things that might be upsetting or produce anxiety for the 
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child, talking about death or whatever. And they let the kids see things they shouldn’t see. 
They do all these things and at the same time, they don’t do the basics – that is to say, 
talk to the child, play with him, teach him the days of the week, etc. And this is so 
important, especially where there is no preschool. You know, in the poor areas, there are 
lots of people who don’t send their kids to preschools. So they don’t start school until 
they’re seven. Before seven, either they have siblings and they’ll learn from them a bit, or 
they don’t have siblings, and there is no one. So then they have the street. But maybe the 
mom worries about the street and just keeps him at home. So he learns to walk and run, 
but he doesn’t learn to speak.  
 
I have a case like this. I was just talking to a colleague about it. A little 4 year-old girl 
who has a language delay (retard de langage), or we should say speech delay (retard de 
parole), because she says some words… The mother is very depressed. The dad is not 
there physically; he works elsewhere. The mom was very very depressed. And she never 
talked to her daughter. So the two of them are at home. Then the mom goes to work to 
clean houses and she wraps her daughter on her back. She works in empty houses, where 
the people have gone off to work. No one is there. And she never talks to her. So what 
did this girl learn? The mom sings a bit while she works, and so the girl learned to say a 
tiny bit of the words from the song – because the mom never talks to her. The mom is 
totally depressed and there is no one with her in the home. During our consultations, once 
every six weeks – because we can’t have her come more often than that – it was 
unbelievable how the little girl became reanimated over time. 

 

Here, Dr. O is discussing what she sees as traditional Moroccan approaches toward children, and 

she is locating these amidst a “certain milieu” – read: poor families. In her reckoning, a lack of 

stimulation from adults leaves a child’s development stunted.  

 In this way, she echoed the difference that Annette Lareau (2003) found in her 

ethnography of class and childrearing in a Northeastern American city. Upper- and middle class 

families, Lareau found, engaged in a “concerted cultivation” of their children’s capacities, while 

low-income families drew on an implicit model of “natural growth,” excepting their children’s 

development to occur naturally with little need for parental intervention. In fact, Dr. O and the 

other child psychiatrists in the department articulated the new clinic’s mission in terms of serving 

poor families who did not, in effect, understand that they needed to cultivate their children’s 

capacities. In Lareau’s terms, the child psychiatrists saw their job as converting families from a 
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“natural growth” orientation toward one of “concerted cultivation.” Without their intervention, 

they understood these families to be stuck in a circular, inescapable process where poverty and 

ignorance led to disability and stunted development. Their perception was in fact supported by a 

recent survey of understandings about early child development in Casablanca, which found that 

“nearly half of parents believe that brain development does not begin until after a child’s first 

year of life” (Zellman, Karam, and Perlman 2014:1) and that “teaching and learning in the first 

years are unimportant” (15-16). The simple answer, the child psychiatrists felt, was for parents to 

talk to their children, to interact with them, and read to them in order to actively help them to 

develop. 

A similarly vicious cycle was on display on the Moroccan television show, Bidoun Haraj 

(literally, “without embarrassment”).226 A March 2011 episode brought together a parent-activist, 

a doctor, a special educator, and a sociologist for an hour-long round-table discussion about 

autism. The debate was broken up by three video reportage segments. The first showed a 12 

year-old autistic girl and her mother. The two live in a small, unfinished room set apart from a 

dilapidated family home. The exposed cinder block walls of this room are an index of financial 

and social hardship. Crouching on a bare mattress, the mother hand-feeds her daughter from a 

small round bowl. When she needs to do housework or step out, she says, she ties her daughter to 

the cinderblock wall. In the video, the girl is in fact tethered to the wall by a long strip of cloth. 

Her daughter is up at all hours of the night, she tells the reporter, banging walls, ripping clothes, 

screaming and screaming and screaming. This is physical abjection, pure and simple. But it is 

also posed as a sort of interpretive abjection. We see the girl vocalizing, looking up at her 

mother. “What?” her mother says to her, “What?” Then to the camera: “She never says anything 

you can understand. It is impossible to understand her.” The scene does not appear staged, and it 
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comports with many stories I heard and with the experience and outlook of some of the families I 

met. 

Back to the roundtable. The parent-activist tells us, “this girl should be in school with 

girls her own age. Had she been diagnosed early, and received proper treatment, that is where 

she would be,” she insists. Instead, she is living a life that is “less than that of an animal.”  

The next two reportage segments show a much different picture. One presents children in 

an “integration” classroom, studying and saluting the flag with their peers. It ends with one boy 

correctly naming the kings, presidents, and capitals of a range of nations (including Egypt’s 

recently instated post-Arab-Spring interim leader). The other shows a teenage girl, the daughter 

of the president of Collectif Autisme Maroc, reading, playing piano, and communicating with an 

aide and with her family members. These two children can clearly communicate, if 

idiosyncratically; it is definitively not impossible to understand their utterances, in contrast to 

what the mother says in the first reportage segment.  

The next day, I was in the child psychiatry clinic. A couple sat in the angled seats across 

from Dr. B.’s desk, as their son drifted from toy to toy along the shelves. The father asked if we 

saw the show. I smiled, nodded. He said that it was “totally clear” (wādeḥ). The untreated girl 

ends up tied to a wall, and the boy who went to school knows that Sarkozy is the president of 

France. The parents together nodded their heads gravely like good converts who had only now 

come to realize the stakes of the game. 

In the TV clip I described above, an evil alchemy of culture, politics, and economics was 

presented as conspiring to leave the girl on an island of non-language. We saw her trying to 

communicate, but her forays went unmet. The role of parents, experts, and associations was 

presented as something like a rescue mission, but not in the typical sense of curing autism. 
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Rather, through hard work, they could build a bridge to connect her back to the mainland, as 

demonstrated in the second and third segments. This is one of the main ideas underpinning 

autism activism in Morocco. Simply talking to the child and taking a stance of semiotic 

generosity – assuming that she understands and communicates in some way – is not only 

therapeutically valuable but it has ramifications for the child’s moral personhood and indeed his 

or her very humanity.  

Parents often described to me a process of conversion from the view that the child does 

not understand to this more generous semiotic stance. And they explained that it was other 

parents and professionals they met within an autism association who converted them to this new 

stance. I interviewed 26-year-old Milouda and her high-school-educated husband, Zaim (who 

worked as an office clerk), in the small apartment where they live with their two children in a 

relatively poor neighborhood in Casablanca. Milouda, described how she changed after enrolling 

her five-year-old son, Houssam, in a local autism association and meeting other parents there. 

 
We stopped speaking to him [when he was around two years old]. When we figured out 
that he wasn’t understanding us, we stopped speaking to him. But then they [other parents 
at the association] told us, ‘no, no, you have to speak to him. Even though he doesn’t 
understand, talk to him.’ For example, if you want to bring him some place, tell him, ‘Ali, 
we’re going to go out, and we’re going to meet up with Daddy,’ for example, ‘we’re 
going to see your brother.’ Prepare him (wejjedū, hayʿū). Don’t just go and bring him to 
some place when he has no idea what’s going on.  

 
Like when I used to take him to the ḥammām (public baths). I used to just grab his hand 
and pull him in and he would scream and scream. Now I tell him, ‘Ali, we’re going to go 
to the ḥammām. We’re going to take a bath and wash your hair.’ 
 
You know, we didn’t used to prepare him. We would just grab his arm and go…bring 
him here…bring him there. We had never prepared him. I just said, ‘he doesn’t 
understand, so why should I talk to him?’ 

 
But we started doing that now. We say, ‘Ali, we’re going out. You’re going to see 
grandma, you’re going to see Daddy, we’re going to meet up with so and so.’ Even 
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though I think to myself he doesn’t understand me, I talk to him. I talk to him, and maybe 
one day speech will come out (ghā ikhrej al-heḍra).  
 
[then, to the boy] Right Houssam? 

 

As Milouda says, she and her husband had stopped speaking to her son when they saw that he 

was not beginning to speak himself and did not seem to understand them. The other parents and 

staff at the association, however, encouraged them to take an approach of semiotic generosity 

toward him. Even if he does not seem to understand, they advised them to speak to him, to 

prepare him for the things they will do. In a sense, there are two aims to this. First, the idea is 

that the child may not speak but might, to a certain degree, understand some speech or at least be 

capable of doing so if given the chance. Second, there is an implicit idea that speaking to the 

child will incite him to speech. In fact, the formulation she uses states, at the end of the above 

quote, announces this quite literally; ghā ikhrej al-heḍra means “speech will come out [of him].” 

 Jamila, whom we met above, also marked her entry into the association in her small town 

in terms of a shift in how she, her family, and her neighbors verbally interacted with her eleven-

year-old daughter Khaoula.  

 
You know, the only issue is that she hasn’t started speaking [ma katkherjsh al-heḍra, 
literally, “the speech just doesn’t come out”). We all keep speaking to her, you know, 
“Khaoula is beautiful,” we say. “Khaoula is ḥadga (“responsible” or “hardworking”). 
Now here comes the bus for Khaoula to bring her to go study at school.” And the girls in 
the neighborhood now [after Jamila explained to them Khaoula’s condition and how they 
should treat her] they joke around with her and they say, “what grades did you get, 
Khaoula?” “Are you a good student Khaoula?” “Khaoula has a pen.” “Khaoula this” or 
“Khaoula that,” they say.  
 
And Khaoula just smiles and laughs, you know. She feels like, people are talking to her, 
asking about her. Ever since she started going to the school, she really integrated with the 
girls in the neighborhood out on the street. They don’t just stare at her like they used to. 
You know, those looks. It’s changed a lot since we first moved here and everyone 
thought it was so bizarre (ghrība). You know, she’s sick and she gets upset all the time 
and does all those strange movements.  
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In her words, Jamila clearly connects the imperative to “talk to her” to her daughter’s emerging 

moral personhood within their neighborhood. By folding her into a community of speakers and 

making her into a potential addressee, Jamila and the other parents at her association have 

successfully helped her transition from abjection to integration – if a halting, partial, and fragile 

integration. Jamila also notes that Khaoula likes being spoken to like this. She smiles and laughs. 

This points to another level on which the verbal approach that I call semiotic generosity operates 

and the role it plays in the context of everyday caring: its effect on the child. Finally, it shows 

Khaoula’s transformation from a wholly private person, restricted to the domestic sphere, to the 

establishment of her public personhood. The mere act of being spoken to is underwritten by the 

assumption that some form of communication is potentially possible, and this is enough to 

establish her personhood in the community. Allow me now to return to the case of Aziz, where 

we will explore how the tensions between public and private, between singularity and generality, 

and the pragmatic impact of semiotic generosity play out as Aziz leaves the controlled laboratory 

of the home and, like Khaoula, enters the community. 

 

Language Games and the Pragmatics of Care 

During Tarik’s visits to their home, Omar would tentatively defend Aziz’s little language 

games. In the context of the communicative habits that Tarik was urging Omar to give up, he 

would tell him that Aziz “likes to play with you (kaybghī īlʿab maʿk). It gives him pleasure 

(kayʿajbū).” As such, these language games allowed Omar to be the kind of father he wanted to 

be, as he would tell me. But, and the is perhaps an even more important point, these language 

games also provided pragmatic and extremely valuable tools when caring for Aziz, especially 
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when they stepped outside the miniature, and relatively controlled laboratory that is the home. As 

we will see, semiotic generosity is an integral part of joint embodiment and the prosthetic 

environment as enacted by Omar, and this was true for many other parents I met. The prosthetic 

environment, in this instance, is a sort of a hybrid or interface between the domestic and the 

public; one extends it by using the special home language, the idiolect, to manage public 

performances of personhood (not to mention to maintain the child’s and one’s own safety). 

However, without the specialized and embodied knowledge of the child’s special language and 

habits, extending the prosthetic environment can be extremely difficult. I learned this in a sort of 

trial-by-fire-and-fingernails kind of way with Aziz.  

In many instances, parents fear the explosion of a public spectacle with their child at its 

center. Nine-year-old Aziz is known to have intense crises (a French term used in Moroccan 

Arabic, roughly translating as “tantrum” but also containing resonances with the kind of episodes 

associated with severe mentally illness, epileptic seizures, and spirit possession). He would 

scream and bang his head against the wall. He shattered the glass of the front door to their house. 

Over the time I spent with Aziz and Omar, I watched Omar use the predictable repetition and 

pleasure of Aziz’s language games to calm his son down, at home but especially outside it. He 

would repeat the same phrase or story over and over, or he would initiate a back-and-forth 

exchange of the type I described at the outset of this chapter.227 In this extended excerpt from my 

fieldnotes from my second meeting with Aziz and Omar, I found myself at the center of a 

spectacle and learned firsthand the intensity of such encounters and the value of having ways to 

calm the child and turn his mood around. Indeed, at the time, I had little in my toolkit to help 

calm Aziz down after a car accident and its aftermath disrupted our plans and derailed him.  
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Today was intense. I should start at its apex: the moment when my body was 

shaking, practically radioactive with adrenaline. 

We were driving slowly through town, on our way to the beach. I had noticed that 

Omar was gliding into traffic a bit haphazardly at intersections. Then, as we rolled into a 

roundabout, there was a jolt and a honk, then a crunch. Omar stopped his sedan, calmly. 

Two other cars were lined up one after the next to our rear. Omar got out and started 

talking with the driver from the car directly behind us. He was well-dressed, hair 

plastered back in the same style of some of the doctors I knew, not obviously gelled but 

perhaps strenuously blown dry. He held a walkie-talkie that crackled in his hand as he 

studied his front bumper. It was quickly clear that he was an off-duty cop.  

Amidst the mundane come and go of daily life in this neighborhood, we suddenly 

became a highly attractive nucleus of attention. A crowd of café dwellers started to 

coalesce into a group on the cement island at the center of the roundabout. Omar leaned 

back through the window into the car to pull out a pack of smokes. He told me to keep an 

eye on his son.  

I waited in the car with Aziz as the crowd looked on, pointed, and debated 

obscure rules of the volatile Moroccan roads among themselves. A random passerby, an 

adult, spoke to Omar. He seemed to have a slight neurologic issue of some sort, whether 

organic or drug-induced I could not tell. He was drooling and there was spittle splattered 

on his chin.  

The cop got back in his car and spoke to someone on his iPhone [itself something 

of a rarity at that time in Morocco, though less so now]. He held the white headphone 
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strings loose in his hands like prayer beads. Hanging up, he seemed to smile, maybe even 

smirk.  

Meanwhile, Aziz was heating up in the backseat. He began to holler a bit, to bang 

his head, and to pound the door. From the passenger’s seat, I tried to sing what I 

remembered of the song from the Padovan sessions [Padovan is a therapy that combines 

movement and song, and Aziz’s parents had told me that he liked it]. “Doucement, les 

fleurs se balancent douce, doucement.” [“Gently, the flowers sway. Gently, Gently.”] He 

seemed to quiet down.  

I turned at one point to look at him and he pushed me back around. So I looked 

forward. The police arrived in their baby blue uniforms and big, white plastic shirt cuffs. 

One was chubby, probably in his fifties. The other was tall, older, with a balding head 

and huge buck teeth. They came over bearing a tone of finality – in their bodies and 

words – as if the decision had already been made.  

They studied the string of cars, then the chubby one spoke. “He is clearly at 

fault,” he said, pointing to Omar.  

“Wait, where did you come in from?” the other asked him.  

“Here,” Omar said, pointing back.  

They feigned disappointment. “Oh. There? Yeah, you’re at fault (nta huwa fautif), 

for sure.” 

Omar was indignant. “I was in front, first.”  

“There is no ‘first’ on a circle,” the chubby one told him. Everyone nodded. A 

team seemed to be forming. Omar was not on it. 
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By now, nine-year-old Aziz had started to kick, punch, scream, and bang his head 

against the backseat window. Omar poked his head in and said that maybe I should just 

get him out of here. “This might take a while,” he said. “Could you just take him home 

and tell the family what happened?” 

“Sure.” I replied. “I just go…” I waved back in the direction from which we 

came. 

“Yeah. Up here to the light. Turn left. It’s on your left.” 

I took Aziz in my hand. “yellah, let’s go.” We took a couple steps. But he was 

resisting, trying to lead me in the other direction, toward the beach. That was, after all, 

our original destination. Or maybe he was just trying to take me away from the house. Or 

maybe he was simply trying to counter me. Whatever the reason, he pulled away from me 

with the force of his roughly four-foot, fifty-pound body. He looked like someone 

walking in a hurricane, where the wind blows so strongly you can walk at a 30-degree 

angle to the earth’s surface. I pulled back on his hand and he eventually relented and 

began walking by my side. Finally, we reached the pavement at the edge of the traffic 

circle. There was a cop on our left-hand side behind the line of the three implicated cars.  

Just then, at the edge of the circle, Aziz did something I had seen other children 

with autism do in the U.S. when I worked in a school for autistic children. It is the kind of 

maneuver a passive resistor at a protest might attempt. He buckled his knees and dropped 

to the pavement, his arm reluctantly still connected to mine through our hands.   

“Stand up! Stand up!” The officer commanded him. “What is wrong with you 

(āsh mālek)!?!?!?” he repeatedly barked at Aziz, flicking his walkie-talkie’s antenna, as if 

it were a fishing rod, as if he might just fish Aziz back up to standing with it.  
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All eyes were on us. My nervous system was on full alert. I picked Aziz up off the 

ground while saying to the cop, “He’s sick, disabled.” Meanwhile, Aziz was doing all he 

could to get free of my arms: wiggling his body, screaming, and clawing at my face, my 

arms – at anything he could claw. “He’s not normal,” I said, trying the local idiom. 

“Really?” the cop replied. Skeptical and unhelpfully statuesque, he stared at Aziz. 

I picked up Aziz and tried now to carry him across the street. But the circle was 

busy with traffic. My visual field was a blur of Tasmanian-devil claws and whizzing cars. 

I took a hesitant step and - vvvew! - a car whipped by, a matter of inches, it seemed. I 

stumbled back a step. My experience was turning inside out, becoming out of body. At 

the center of a spectacle, in the eye of a storm of scratches, screams, and a growing 

mumble of concern in the crowd at my back, I was developing tunnel vision.  

Most importantly, I realized that I had no tools for gaining control over this kid. I 

had no tricks for distracting him or turning his mood around, and my confidence was 

waning. The cop yelled at me, “Look out!” He did not, of course, stop the traffic to let us 

cross, nor did he offer to do so.  

Omar came rushing up. “Brendan! Brendan! Brendan!” he yelled my name, his 

hand firm on my shoulder. I put Aziz down. Omar grabbed his son’s arms and we 

shuffled him back over to the car and into the back seat. I leaned against the door and 

started taking slow measured breaths, my field of vision yawning back to its normal 

width.  

Aziz was screaming, kicking, banging his head on the window. The cop began to 

scold Omar. “That kid is going to jump out of the car right into traffic”; and it’s going to 
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be my ass, he seemed to imply. Omar assured him that the doors were child locked. Aziz 

couldn’t open them.  

“Look. My kid is disabled (moʿāq),” he explained.  

Aziz banged and banged his head against the glass. Someone floated the theory 

that he was going to break the car window and jump out. Someone else suggested rolling 

the window down so he wouldn’t feel trapped. Maybe then he would calm down. Another 

disagreed; it was too risky; he might climb out. 

Omar told me to get in and try to clam him down. I started getting in the front 

seat, but Omar told me to sit with him in the back. Aziz was livid: all kicks, punches, and 

screams. He had a slow leak of blood on the corner of his mouth. My nose, cheek, and 

arm were streaked with stinging scratches. A few moments later, Omar took his son out 

of the car. Aziz was screaming. “Go to the garden!” Omar told him. “Go to the garden!” 

Aziz was a furiously flailing wreck, but he suddenly seemed oriented by this word: the 

garden (aj-jarda). “Brendan, please,” Omar said, “take him to the garden for me.” 

Aziz and I walked across the street to a small, mostly paved urban “garden.” I was 

holding his hand with cliff-edge intensity. My right palm began to sweat, so I switched 

sides and wiped it dry on my shirt. I asked Aziz if he wanted to go home. He shook his 

head a definitive no. “Ok,” I told him, “we’ll go play in the garden.”  

We walked a bit. He wasn’t trying to escape, but my fear was palpable. Omar had 

already told me a story about his son running away from school and sneaking off one 

time when they were out at the market together (they eventually found him at the police 

station after a cop had noticed him wandering along the street by himself). I felt I had 

made a gross and nearly fateful mistake out in the circle’s open air. One among the first 
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rush of jumbled thoughts I had back on the circle was this: Omar is going to think I am 

reckless and unskilled, at best, and he won’t want me to continue working with them.  

But now, in this moment, I was worried that I wouldn’t be up to the task of 

managing this boy in the garden on my own. I didn’t know how to turn his mood around. 

I had one trick, really: picking him up. I tried to use it sparingly, worried its efficacy 

might wear off with repetition. We walked a while, him tightroping on the curb at my 

side. Suddenly, he dropped to the ground. We were at the edge of a soccer game. I took 

the opportunity to do the 1-2-3-pick-me-up game. I picked him up and he smiled and 

laughed as he whirled. We doubled back now to near where his dad was on the circle. 

The crowd remained and I could see Omar marking his argument with cigarette-handed 

gestures.  

A child cried on his mother’s knee and Aziz began to cry and then yell in 

response (later his mother told me that he cannot stand the sound of crying babies). We 

turned and walked back. Feeling eyes on me as Aziz yelled, I imagined little thought 

bubbles above people’s heads: What is that gangly white foreigner doing to that poor 

Moroccan kid? 

We ran a bit, holding hands all the while, and he was now smiling, laughing. 

Finally, we reached a quiet corner in the back, on the far end of the street that ran behind 

the park. Aziz had picked up a yellow candy wrapper somewhere along the way. He 

crinkled it now a few inches from his left ear. He stretched it in his hands. I thought about 

how it might be a way for him to soothe himself. I thought about Sue Rubin, a now 

famous adult with autism in the U.S., in the documentary Autism is a World and the way 

she ran water over spoons in order to calm herself down.  



 431 

I tried singing with him again, another song from Padovan. Just as I began, he 

spat at me – indeed, on me. Right in my face. I continued to sing, a scatter-shot of saliva 

on my cheek. He spat again: ptttoooo! I pressed on singing. He screamed. I told him to 

just tell me “stop,” or to say “that’s enough” (wqef, ṣāfī), to convey it in words, not 

projectile saliva. He studied me. I thought he was taking it in. But he did not repeat 

“stop” or “enough.” He inched away from me and I was poised to grab him if he tried to 

run off. But he did not. He just sat there, then began again to crinkle the wrapper next to 

his right ear. He played with the dirt at his feet, then laid back in the dusty grass.  

We were on the edge of a shantytown and I noticed two rough-looking 20-

somethings walking in our direction. I felt myself seize up a bit, my body chemically 

bracing itself for flight, fight, or loud indignant condemnation. Some nine months prior, I 

had been held up at knife-point for an old iPod by a 20-something man at the edge of a 

different shantytown while out for an evening jog. I wondered if my position as a keeper 

of a disabled child would protect against thievery or invite it. One of them kicked an 

errant piece of pale red sponge lying in the middle of the empty street. It rose up fast, 

bellied out, then flopped back down to the pavement. They walked on. 

By the time we got up again to look for Omar, the circle was clear. I caught what I 

thought was his car driving slowly by the park, but he didn’t see me waving. However, 

Aziz seemed willing to be led home now. We walked along the sidewalk and he appeared 

content. I thought about how the house was a lab: controlled, contained, manageable. 

This square, this circle, these streets were jungly by contrast: wild, unpredictable, 

uncontrollable.  
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We walked a ways and Aziz started to say, ṣābīqān ladīd, aṣdiqāʾ … (“already 

delicious, friends…”). This was one of his language games, a couplet. I had heard him 

say ladīd earlier while we were in the park, but I had not known then what it was related 

to or what the proper response would be. I repeated asdiqa’ with a rising, leading tone… 

He said, aṣdiqāʾ mofīd (“friends are important”), finishing the couplet for me. We 

repeated it a few times and he was smiling and laughing by the time we waved down 

Omar and his eldest son on their way back toward the circle. They made a U-turn and we 

were there on the side of the road waiting for them. Aziz and I were repeating the verse 

when they pulled up. His brother heard it and added, aṣdiqāʾ mofīd, in a calming, 

knowing voice. 

 

Unequipped with the requisite interactional tools and without a translational key to Aziz’s 

language games, I was a lost at sea. Out in the open air of the traffic circle and the crowded 

concrete “garden,” I was struggling simply to get Aziz and myself back home safely. On the one 

hand, this vignette can be read in support of Tarik’s argument. Aziz’s preferred and habitual 

forms of speech and interaction were not portable. I did not know them; they were inaccessible 

to me at that point. While I had worked for a decade as a caregiver and educator for autistic 

children and young adults by the time I met them, I could not simply take over and successfully 

navigate these somewhat extreme and unusual circumstances with Aziz. On the other hand, as 

we have seen throughout this chapter, something would be lost if Omar and his family simply 

abandoned altogether Aziz’s language games. And later on in my time working with Aziz, once I 

became proficient in Aziz’s language games, I was able to use them effectively to calm him 

down and helping him to regulate his emotions and behaviors in public places. And as I 
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mentioned above, Omar was constantly using them in this way when we took Aziz out of the 

house to run an errand or do an activity. In sum, the vignette is, in my opinion, equivocal. It does 

not support one approach over the other. But it does show the logics of both Omar’s and Tarik’s 

approaches and it demonstrates what is at stake: Aziz’s ability to go out safely and successful 

into public spaces that are definitively neither structured nor tailored to his unique and 

idiosyncratic individuality. 

 Finally, the experience shows how much more difficult it is to extend the prosthetic 

environment all on one’s own. In other words, with an uncomprehending public and an utterly 

baffled police force, we were left to create the prosthetic environment by ourselves. David 

Crawford has described a similar experience when he brought his autistic daughter with him to 

the Berber village where he had conducted fieldwork in Morocco’s High Atlas Mountains. 

Having refused to use the traditional toilets, Crawford’s daughter Lula peed voluminously on the 

floor of his longtime friend’s living room. As they sopped up the urine off the floor, Crawford 

had tried to explain to Abdurrahmane, “but I had no recourse, no discourse of autism to explain 

my daughter” (2013:207). In this way, discourses are crucially important to the process of 

building autism worlds and expanding their boundaries. Similarly, Omar and I had no discourse 

of autism to explain Aziz on that traffic circle, and this simply compounded the already-difficult 

situation of managing Aziz’s enraged response to our fouled-up plans.  

 This story returns to the sheer intensity of caring for people severely affected by 

developmental disabilities, particularly when caring implies attempts to integrate them into 

public worlds. Such intensity – clawing, spitting, screaming, kicking, head-butting – is only 

exaggerated and made more extreme within a setting where the only available discourse is to say 

that Aziz is “sick,” “not normal,” or “disabled,” and where parents (as well as hired caregivers) 
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are simply exhausted. In the absence of state support and public comprehension, as we see in this 

example, parents labor day and night to provide a life and to find a place for their child.  

 

Conclusion 

This chapter used the struggle between an ABA therapist and Aziz’s family in order to 

examine a fundamental tension in autism therapies and autism activism. The struggle portrayed 

here, I argue, is not the result of a clash of cultures between traditional Morocco and globalizing 

American therapies. Rather, an ambivalent ethical imperative lies at the heart of autism activism 

in Morocco, both sides of which are positioned against the inertia of “traditional” Moroccan 

ideas about disability. On the one hand, parents are implored to develop an intimate relationship 

with their child by becoming his or her personal translator and speaking to him or her, even if he 

or she may not speak himself or even appear to understand. On the other hand, they are told to 

teach their child “functional” forms of speech that will be widely intelligible and could ensure 

their integration into wider social worlds. I showed how this tension – between caring-for and 

self-care, intimate relationship and autonomous integration – emerged out of the seemingly 

paradoxical idea of a “prosthetic environment” that is so fundamental to the behavioral therapies 

circulating throughout Morocco in the context of autism activism. Further, I examined the clash 

of very different approaches to building a prosthetic environment. The two approaches differ in 

terms of what they seek to change. Tarik, the ABA professional, seeks to intervene on Aziz’s 

behaviors. He sees the prosthetic environment as an orthopedic apparatus within which Aziz’s 

behavior can be molded in such a way to better fit into existing social worlds. In this view, the 

prosthetic environment is something like a training facility. By contrast, Omar, Aziz’s father, 

saw the prosthetic environment as one tailored to Aziz’s unique individuality, a world of Aziz’s 
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own making, peopled with his family and a hopefully expanding orbit of caring professionals 

and others. As we saw, however, when Omar’s version of the prosthetic environment collided 

with the world outside the whitewashed walls of their family home, chaos and danger ensued.  
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Conclusion 

  

 In this concluding chapter, I would like to offer a few insights on the broader study of the 

globalization of medical categories by way of a brief summary and integration of the main 

findings of this dissertation. I began by asking: How does autism travel to and within Morocco? 

What are the consequences for the autism category and for those Moroccan children and families 

so labeled? Here, it is important to note that the very premise of the study departs from a perhaps 

more common approach to the study of autism’s travels that continue to treat questions of 

globalization in terms of contact or clash between (local and foreign) cultural systems. 

 Grinker and Cho (2013), for example, explore the circumstances under which Korean 

parents resist having an autism spectrum diagnosis (ASD) applied to their children, despite the 

fact that their children meet the official diagnostic criteria.228 Drawing on interviews, they argue 

that parental resistance is grounded in culture: specifically, in Korean conceptions of normality, 

ideas about child development, and oppositions between chronicity and recovery. Interestingly, 

they show that parents and educators use a novel concept of “border children” (gyonggye-seon 

aideul) in order to avoid calling these children autistic, while still ensuring that they get the 

assistance they need. Elsewhere (2007), Grinker demonstrates that some Korean mothers 

paradoxically prefer the DSM label of “reactive attachment disorder” (which attributes the 

child’s disorder to poor maternal attachment) instead of “autism.” This is because, Grinker 

argues, autism is seen as a genetic disorder; therefore, labeling a child autistic could implicate 

the whole family and harm the marriage prospects of other related children. This work on autism 

and culture is important and revealing. And it is important to note that Grinker and Cho’s 

research (2013) was on a specific population of academically successful children who meet the 
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criteria for autism spectrum disorders, a group very different from the more severely affected 

autistic children with whom I worked in Morocco. However, by focusing on why parents resist 

the category autism despite meeting its criteria, Grinker and Cho subtly seem to take for granted 

the fact that parents would, perhaps even should, embrace the label. 

 I want to pause for a moment and reflect on this assumption. Is it not in fact strange and 

bizarre that a Korean mother would accept this fuzzy foreign diagnosis with no clear etiology or 

no curative treatment in the first place? In exploring autism’s travels in Morocco, I turned 

Grinker and Cho’s question on its head. Instead of asking why people were resisting the 

diagnosis, I asked: why were people embracing the category autism in Morocco in the first 

place? What accounts for its veritable explosion across the country in the last few decades? As 

we saw, neither explanations of autism’s “truth value” nor its “curative charisma” were 

satisfactory. Autism is an epistemically murky category, and autism therapies are not “curing” 

autistic children en masse – indeed, they often sidestep the question of cure altogether. So why 

should we expect Moroccans to embrace a foreign concept, forged in extremely different 

institutional, political, and historical contexts? This question is especially compelling because 

there already exists a rich local repertoire for categorizing and treating disordered minds, selves, 

and souls in Morocco. So instead of only interrogating those who failed to adopt the category 

autism, this dissertation asked, what is driving its curiously wide acceptance? 

 In critiquing “cultural explanations,” I do not mean to imply that culture is inconsequential 

for autism’s proliferation. On the contrary, throughout the dissertation I noted several aspects 

one might call “internal” to Moroccan culture that may help account for the acceptance, however 

partial, of the category autism and its attendant therapies. For example, the behaviorist and 

ethical principles underlying autism therapies like ABA resonated in many ways with ideas 
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within (both local and broader) Islamic traditions about human learning by rote and repetition, as 

discussed in Chapter 2 (Rosen 1987; Wagner 1993; Messick 1993; Hirschkind 2006). Similarly, 

local Islamic ideas about social justice and disability – for example, those concerning the 

importance of ensuring human dignity and of defending the rights of the disadvantaged – align 

with the ethical project of autism therapies in certain ways. Further, the economy of effort and 

investment autism therapies require dovetails with the contemporary Moroccan emphasis on the 

quality of childrearing, a recent cultural emphasis on a more technical style of parenting, and the 

cultural value placed on childhood educational and social development (discussed in Chapter 5). 

Finally, Moroccan ideas about the importance of sociality and the perils of isolation all very 

much resonate with the end goals of autism associations and the integration model that has 

become popular among them, which I discuss in Chapter 6 (Davis and Davis 1989).  

 Inversely, similar to what Grinker and Cho found in Korea (2013), there are also Moroccan 

cultural ideas that might hinder the acceptance of an autism diagnosis. I discussed several of 

these throughout the dissertation: a strong illness-cure paradigm and a focus on “becoming 

normal” (discussed particularly in Chapter 4); an understanding that mentally disabled people 

have “small minds” like children, and are very limited in their memory and comprehension 

(Chapter 2); a related understanding that children are not quite full persons and therefore do not 

need to be linguistically engaged in the same way as adults (also Chapter 2); and a charitable 

mindset that hinges on reducing the burdens of the disadvantaged and which stands in opposition 

to the intense and demanding kind of approach encouraged by behavioral therapies (Chapter 7).  

 In short, within Moroccan culture, there are concepts, ideals, and beliefs that resonate with 

the category autism and autism therapies, and there are concepts, ideals, and beliefs that do not. 

Put differently, there exist cultural affordances both for resisting and for embracing the autism 
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label in Morocco. One cannot say that Moroccan culture is compatible or incompatible with the 

category autism or the concepts and practices that circulate alongside it. In fact, I argue, posing 

the issue in these terms – e.g. emphasizing the cultural-symbolic reasons for resisting or 

embracing the category – is ultimately misleading for several reasons.  

 First, it is misleading because cultures are not univocal, and Moroccan culture is decidedly 

heterogeneous. Anthropological studies in the Geertzian tradition – like Grinker and Cho’s 

(2013) study – have often conceptualized culture as a symbolic system, focusing on capturing 

phenomena from the native’s perspective, uncovering their particular cultural worldview and 

gathering local knowledge (Geertz 1968; 1973; 1983). Critics (e.g., Clifford and Marcus 1986, 

Wedeen 2002) and Geertz himself (2000) have modified and extended this view in light of 

evolving theoretical discussions in cultural and anthropological studies and historical changes in 

the ways that life is globally organized. As medical anthropologist Kim Hopper writes, “Ever at 

heart a ‘noun of process,’ culture is increasingly less place-and-people than matrix-and-mix. In 

such a ‘creolising’ world, problems of cultural pluralism, of ‘fragmented referential models’ in 

the construction of viable selves, are unavoidable” (2008:209). Medical anthropologists, 

moreover, have cautioned about the perils of pitting local “beliefs” and biomedical “knowledge” 

(Good 1994). Contemporary Moroccan culture, like any other, includes communities of 

argumentation and a variety of often conflicting and sometimes incommensurable sets of beliefs 

and ethical ideals. Therefore, pointing out how the category is incompatible with certain cultural 

ideas is not, in and of itself, a compelling case for explaining how and why the category travels 

(or does not).   

 Second, shifts in identity are not like marriage proposals. There is not one singular, static 

moment in which a Moroccan family, or mother, decides whether to accept or decline an autism 
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diagnosis or an autistic identity for their child and then forever holds their peace. One can glean 

only so much information from data collected at one snapshot in time, and here is where the long 

view of sustained ethnographic fieldwork offers crucial insights into the complex interactions 

and encounters between people and medical categories. Indeed, as I showed in Chapters 3 and 4, 

families often receive multiple diagnoses for their children, some formal and others less so. An 

autism diagnosis comes to stick to a particular child over time as children and their families 

become embedded in autism associations and families begin to practice autism therapies at 

home. Further, as we saw in Chapter 3, some families moved in and out of autism associations 

and in and out of the diagnosis of autism. This was not for reasons of cultural incompatibility. 

Rather, it was most commonly due to both economic and pragmatic concerns of individual 

households. Many families could not afford to pay the monthly fees and decided to direct their 

resources elsewhere. Other families worried that their less severely affected children might learn 

bad behaviors from other, more difficult students. (A phenomenon that is, again, less related to 

culture than to the institutional history of the autism prototype, as described in Chapter 3.) 

Indeed, through extended ethnographic research, I came to see that there is much more to 

accepting or rejecting a diagnosis than cultural resonance.  

 In tracking the travels of autism in and through Morocco, my study does more than 

catalogue autism’s cultural (in)compatibilities. In lieu of this cultural framework, I drew on a 

cross-pollination between fields of study to shift the focus from belief to practice and self-

making (Asad 2003; Mahmood 2005; Hirschkind 2006; Keane 2007). I argued that, similar to the 

way religions circulate transnationally, the category autism and its ethical ideas traveling in 

Morocco amount to more than simply concepts, knowledge, or information infused into the 

sociocultural imaginary. As autism circulated, it carried with it concrete techniques for building 
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and occupying novel social worlds. Like religious proselytizers, Moroccan autism activists tried 

to change people’s beliefs and imaginative practices. They wanted to persuade other parents, for 

example, that microscopic neuronal connections and infintessimally small genetic anomalies, and 

not invisible spirit beings or remote psychic disturbances (as we saw in Chapter 2), were causing 

their children to act strangely. However, like religious proselytizers, they did not seek to convert 

their fellow Moroccans through the sheer persuasive power of representation alone. Rather, they 

offered concrete ways to build new worlds, to inhabit new forms of personhood, and to engage, 

imagine, and interact with their children. These efforts invoked distinctive semiotic technologies 

and material modes of signification as well as specific tools, techniques, and technologies for 

creating the kinds of shared “forms of life” that enable parents to make sense of, and translate for 

their children; in practice and over time, parents, families, and outsiders came to visualize and 

enact the autistic child’s potential and to interact with him or her in novel ways. And it was in 

and through this practical work that autism was becoming a viable way to be a person in 

Morocco. 

 To capture this dimension of autism’s activism as an exercise in world- and subject-

making, I drew earlier in the dissertation on Ian Hacking’s theories of “making up people” and 

the looping effect. But, I departed from Hacking’s methodological approach by insisting on the 

practice of autism therapies and by employing an ethnographic focus on the quotidian contexts of 

everyday life in homes, schools, clinics, and public spaces where people were negotiating (both 

with conscious intent and as a byproduct of their therapeutic engagement) the very definition of 

autism. By hovering close to the experience of actual people and paying attention to the politics 

of practice and the micropolitics of recognition as a kind of ontological politics (Mol 2002), we 

were able to see the more radical aspects of autism therapies in terms of their broader social 
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impact, which I describe below. 

 This shift – from an emphasis on representations and beliefs to focusing on technologies 

and practices – has important payoffs in terms of theorizing autism’s international expansion. 

Discussions of the globalization of American psychiatry often suggest that psychiatric categories 

like autism are steamrolling across the world as part of a particular taxonomy of mental disorders 

(i.e., the DSM) resulting in a dual process of medicalization/psychiatrization and 

Americanization, leading to the extinction of other ways of conceiving of and experiencing 

human suffering and distress. Journalist Ethan Watters, for example, writes, “We should worry 

about this loss of diversity in the world’s differing conceptions and treatments of mental illness 

exactly the same way we worry about the loss of biological diversity in nature” (2010a:7). And 

there may be somewhat firm epidemiologic ground upon which to make Watters’ argument that 

non-Western ways of treating mental illness are valuable; indeed, international WHO studies 

showed better outcomes for people with schizophrenia living in “developing countries” than in 

“developed” ones (see Hopper 2008). But is this what was happening when the category autism 

travelled to Morocco? Was an Americanized version of the psyche reformatting local 

knowledge, practice, and experience in such a way as to lead to the extinction of valuable global 

diversity? 

 It is true that autism was rapidly proliferating across Morocco beginning after the year 

2000, largely through the efforts of parent activists under the banner of an American model of 

treatment and diagnosis. And indeed, as I demonstrated, the category autism in particular has a 

whale-like ability to swallow up competing categories.229 I argued that this was due, in part, to 

the nature of behavioral therapies, which break up activities into infinitesimally small steps and 

call for an intensified form of engagement, observation, and analysis of the child and his or her 



 443 

behaviors, utterances, and sensory experience. With this kind of close-up, magnified, and almost 

ethnographic perspective from the “child’s point of view,” everyone has demonstrable potential 

and “spikes” of ability. No one is a flat line of non-potential, as the classic image of mental 

handicap suggests. In this way, autism therapies undo one of the cornerstones of the diagnostic 

distinction between autism and mental retardation or intellectual disability. And this is one of the 

more significant aspects of autism activism. It opens a Pandora’s box of sorts. It lays bare a very 

subversive truth: indeed, everyone is worth of investment.  

 However, although my research did suggest a certain capaciousness and momentum for 

autism’s spread in Morocco, I do not expect Moroccans to start diagnosing and treating children 

as autistic on a grand scale any time soon.230 As I showed throughout the dissertation, making 

autism “stick” is an ethical, economic, and institutional question more than a fine-grained 

diagnostic one. Indeed, as described in Chapter 3, the category autism is circulating more as a 

prototype in particular institutions than as a technically defined symptom checklist embodied in 

the DSM. And, despite the best efforts of parent activists, enrollment in autism institutions and 

therapies skews toward the wealthier classes. As I demonstrated in Chapter 6, the monarchy and 

the state are offering important yet only selective and tenuous support to the parent associations 

that provide direct care.231 As long as these associations remain the guarantors of autism therapy, 

the availability of care will continue to be maintained only through the herculean efforts, 

exhaustion, and significant financial expense of individual parents – investments that many 

working-class Moroccans cannot afford. Indeed, it seems likely that the vast majority families 

who cannot dedicate the time or resources to engage in therapies will continue to enroll their 

children in larger centers for the “mentally handicapped” or frequent other sites of healing – such 

as saints’ tombs, foqha (vernacular religious healers), raqiyyin (Islamic revivalist healers), and 
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mavericks like El-Mekki. And their children will likely be described with the kind of vernacular 

terms or disordered selves, minds, and souls described in Chapter 2. Not only that, but as I have 

shown, even those who do enroll their children in autism associations and practice autism 

therapies often pursue other modalities of healing and remain open to differing 

conceptualizations of their child’s disability. 

 Furthermore, the category autism does not simply indicate an Americanization of local 

concepts of personhood.  A major point of this dissertation is that the category is in fact 

responsive to the sociocultural and historical contexts of its application. In other words, even 

when autism did “stick,” it came to be something else in the process. As I showed in Chapter 3, 

the prototype of the autistic child that exists in a particular place and time is shaped by its 

institutional history. Autism associations in Morocco were founded to carve out a place for more 

severely disabled children who had been serially excluded from the extant matrix of institutions 

of care and education. Thus, when families of children with disabilities began making their way 

through the existing circuit of care institutions, they developed an image of the autistic child 

based on these more severe cases. In this way, through a somewhat circular process of 

identification and of inclusion/exclusion – shaped as well by fears of behavioral contagion – a 

particular prototype of the autistic child developed in Morocco that differed from that existing in 

the U.S. Further, as the category autism travelled to different cities, I found that the 

inclusion/exclusion of particular children was based on local social, political, and economic 

concerns. 

 The category was also shaped by local conceptions of selfhood and disorder. As I showed 

in Chapters 2 and 3, parent-activists sometimes described autism in vernacular terms when more 

technical explanations fell flat. The way they drew on the local lexicon of selfhood to describe 
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autism was influenced by the meanings and semantic associations that certain words have 

accreted over time. Indeed, parents refrained from describing autism in terms of the nafs (self) 

and the rūḥ (soul) in order to ensure that it did not get assimilated to other existing categories of 

psychological disturbance or maladies of the soul. They drew on a form of linguistic bricolage to 

convey that autism was a durable, lifelong problem and not a kind of fleeting illness that can be 

quickly cured. Through the creative use of vernacular concepts, autism itself was constructed as 

an object that would be responsive to certain forms of expertise and therapeutic techniques, and 

not to others. Further, autism became inflected with particular meanings and moral values 

derived from Morocco’s sociocultural history. As I demonstrated in the example of autism’s 

assimilation to the figure of the majdūb – an entranced holy madman with bulging blood-shot 

eyes – the prototype of autism interacts with extant cultural images of alternate states of mind 

and derangements of the self or soul. Through all these processes, autism came to mean – indeed, 

to be – something different in Morocco than it was in the U.S. With all this in mind, it becomes 

clear that American DSM categories – or the “American psyche,” as Watters (2010a) puts it – is 

not simply spreading across foreign countries like a viral disease. Indeed, if I were to use the 

virus metaphor, I would say that the idea of the looping effect and the findings of my 

ethnographic research point to the way the category is mutating, as would a virus, in response to 

the social, cultural, historical, and political contexts of its applications. Novel strains of the 

category autism are arising.  

 Another critical perspective on the globalization of Western categories concerns the 

imposition of a particular vision of the human subject, and the marking of other subjectivities as 

deviant. The ideal liberal, autonomous subject has often been pitted against a more fluid, 

flexible, and socially embedded, relational, and transactional understanding of human subjects 
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and selves reported by anthropologists studying foreign cultures (e.g., Geertz 1973; Daniel 1984; 

Rosen 1987; Strathern 1988; Boddy 1989; see also Cohen 1995:292). But unlike so many 

technologies of modernity that are being extended globally to novel cultural contexts, autism 

therapies do not privilege a hyperindividuated, autonomous subject.232 Rather, in practice (if not 

always in theory) autism therapies tend to privilege hybrid arrangements of parent-child duos 

(i.e, joint embodiment, as we saw in Chapter 1), people and technologies (as we saw in Chapter 

5), and “impure” forms of speech or nonverbal communication conveyed in enigmatic phrases or 

gestures, like those of Aziz, or via printed pictures as in PECS (as we saw in Chapter 7).  

 Moreover, as demonstrated throughout the dissertation, autism activism and therapies also 

promote an understanding of people with autism as radically different rather than deviant. We 

saw this over and over: when parents and experts engaged worked to carve out alternatives to the 

normal/abnormal dichotomy (Chapter 2); when experts and activists encouraged parents to enter 

into their child’s “unique world” and search for a certain logic therein (Chapter 4); when parents 

advocated for their child’s unique personhood in the context of ABA programs (Chapter 5); 

when parents translated their child’s seemingly bizarre utterances and behaviors, and engaged 

their children in unusual language games and word play (Chapter 7). Further, this can be seen in 

the slogan of the most recent autism awareness campaigns run by Collectif Autisme Maroc in 

2014 and 2015: “I am different, like you” (Fr. je suis différent, comme vous, Ar. ana mukhtalif, 

mithlek). Indeed, while both psychiatry and behaviorism have been critiqued historically for 

pathologizing human difference, the findings of this study show a much different picture coming 

into focus through autism’s travels in Morocco. 

 However, in employing the practical focus of ethnography to problematize dominant 

perspectives on the globalization of disability categories I do not mean to present a teleological 
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narrative of autism’s spread in Morocco. While I saw many families put the category autism and 

ABA therapies to good use to improve their lives, I would hasten to add that Moroccans are not 

equally enjoying this new – if halting – recognition of autistic personhood. Let us return, for 

example, to the opening of this dissertation when Jamila, an autism parent, speculated that her 

own intense investment was the only thing separating her “autistic” son and the “crazy” (hmaq) 

young man sorting through the trash in her neighborhood. I do not argue that this “crazy” young 

man is really in fact autistic, though he might be diagnosed as such if subjected to a DSM 

symptom checklist. In fact, in a sociological sense, I argue that this young man is not autistic 

because he was not being recognized and interacted with on that basis. So what consequence 

does the recognition of autistic personhood have for the many children and adults, like the 

“crazy” young man referred to above, to whom the category autism and the ethical approach that 

goes along with it is not applied? With respect to a similar “personhood turn” in Alzheimer 

studies, Lawrence Cohen writes, 

 
I wonder if through such pedagogies of attention we are enabling a return to personhood 
for only those persons with dementia [read, in our case, autism] fortunate enough both to 
have caregivers with the resources to attend with some relative sufficiency and to have 
themselves the appropriate behavioral repertoire enabling this recovery and return. In 
other words, might the person with dementia [read: autism] have claims on us whether or 
not his or her alternately configured presence allows a recovery of personhood? Does the 
hermeneutic power of the personhood turn at its best evade the demand that the person 
with dementia [autism] be positioned on one side or the other of the binary between a 
comprehensible and an incomprehensible form of life? (2008:337-338) 
 
 

Indeed, as Cohen points out, the “personhood turn” has hidden costs. In effect, by performing 

autistic personhood through autism therapies and parental translations, might we be reinscribing 

the exclusion and devaluation of those who lack the resources or capabilities to engage in the 

intense, exhausting, and costly project of autism parenting? Recall Hakim, the 31-year-old 
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autistic man living at home with his aging mother and 25-year-old sister. With Hakim refusing to 

attend the only center that would accept him, and with very little help at home (his father had 

died and his mother struggled to find both time and resources to “work” with him), he had 

become the picture of abject (non)personhood: he spent his days confined to his room, where a 

small hole had been cut in the screen window for an emergency Haldol delivery; his sister and 

mother feared what he would do when he was angry, and they often locked themselves in the 

kitchen or bathroom to escape his fits of rage. And so Hakim spent his days largely confined to 

his room, rolling back and forth to the tune of classic popular Moroccan music. Hakim and his 

family, moreover, were often presented in discussions among parents and professionals as 

examples of the perils of a lack of therapeutic follow-through and wasted potential.  

Indeed, the picture of the globalization of autism that came into focus through my 

ethnographic fieldwork was an ambiguous one: neither a story of bulldozing foreign categories 

nor of resisting natives; neither dominating psychiatrists nor prevailing parents; neither wholly 

liberating nor wholly pathologizing. The autism label was coming to circulate ever-widely within 

urban Morocco. But in the context of a savvy and slippery style of political and economic 

engagement on the part of the state and monarchy, its spread was uneven. Inequalities 

proliferated and intersected with the work of experts and activists to leave some families on the 

outside of the emerging autism network looking in. Yet, even those with resources and 

connections find themselves caught in an impossible yet nevertheless enacted dynamic where 

their Herculean efforts were only just barely enough to keep the whole thing going – the 

classrooms, the trainings, the budgets and salaries, the round-the-clock engagement. So there 

they stood, like the Greek titan Atlas, bearing the weight of the autism world on their shoulders 
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as they struggled to provide special education, social belonging and, perhaps, a better life for 

their children.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 450 

                                                
NOTES 

 
 
1 All names and identifiable information have been changed to protect the anonymity of my interlocutors, except in a 
few rare instances where experts indicated that they would prefer to be named. In quotations and ethnographic 
fieldnotes, I have also sometimes split the identity of several of my informants who might otherwise be identifiable. 
2 Psychomotricité is a specialty developed in France. Its Anglo-American counterpart is occupational therapy. One 
key difference is that occupational therapy (érgothérapie, in French) grew out of American pragmatism and remains 
agnostic about the person’s inner feelings, while psychomotricité has psychoanalysis as its major theoretical 
reference and posits a connection between one’s physical orientation in the world and the development of a “self” 
(soi). 
3 Interestingly, a 2000 article in the Moroccan press used World Health Organization (WHO) figures available at 
that time to estimate that there are 26,000 autistic people in Morocco (Maghri 2000). Between 2000 and 2010, there 
were a range of different estimates based off the rising U.S. Centers for Disease Control and WHO estimates.  
4 There were also interesting South-South interactions happening. Parent activists had contracted with a Brazilian 
expert (Dr. Sonia Padovan) to come and train professionals in a method of “neurofunctional reorganization” 
physical therapy, called Padovan, which Beatriz Padovan invented in the 1970s in Brazil. 
5 See Hacking (1986, 1994, 1995, 2007) for theoretical reflections and empirical applications of these concepts. See 
Draaisma (2009); Eyal et al. (2010); Nadesan (2005); Orsini (2009); Ortega (2009); Ortega and Choudhury (2011) 
for discussions of these concepts in relation to autism. 
6  As I explain further below, and particularly in Chapter 3, the idea of a ‘prototype’ turned out to be quite salient in 
explaining how autism traveled Morocco. 
7 Hacking has also published a group of related and informative articles on the cottage industry of autism literature 
where he extends and develops this line of thought (2009a, 2010a, 2010b). 
8 Some scholars have used ethnography to demonstrate both that a person with autism can engage in meaningful 
social interactions and that his deficits are inescapably dependent on sociocultural contexts (e.g., Ochs et al. 2001; 
Park 2008; Solomon 2010; Solomon and Bagatell 2010). Despite their importance, these path-breaking studies do 
not attend to the broader sociological processes through which the category autism is made and remade and through 
which new ideas about autism emerge and circulate (see Ochs et al 2004:174). 
9 See also Deleuze and Guattari for the notion of “minor literatures” (1986) and Berlant’s extension of that notion in 
the idea of “minor intimacies” (1998). 
10 See Landsman (2009), especially chapter 5, for a similar argument. See Haldane and Crawford (2010) for an 
autoethnographic account of the shifting ways one family understandings their daughter in relation to the diagnosis 
of autism and the discourses that surround it as they travel with her from the U.S. to an Atlas mountain village in 
Morocco. 
11 See Keller 2007 for a discussion of the way colonial psychiatrists thought of North Africa as a blank space for 
medical experimentation.  
12 I encountered a number of single mothers raising children with autism but I did not meet any single fathers doing 
so. I was told by activists that men often divorced their wives as a result of having a disabled child, and I heard such 
a story from one mother, which I describe in Chapter 4. In the U.S., a recent study found that the risk of divorce is 
significantly higher for families with a child with an autism spectrum diagnosis (23.8%) than it is families with 
children without disabilities (13.8%) (Hartley et al. 2010).  
13 I did see a handful of high-functioning children and adolescents diagnosed as having Asperger’s syndrome at the 
clinic where I worked. (One was diagnosed abroad before moving back to Morocco.) They tended to be brought into 
the clinic at a later stage than the children diagnosed with autism or PDD-NOS, who often came in very young and 
with more dramatic symptoms. This is in line with other cultural settings, where more subtle symptoms only become 
apparent when the pressures of educational environments and increased expectations for social functioning later in 
childhood make apparent more subtle forms of disability and difference.  
14 Parent-activists also have a critical interpretation of the skewed profiles of autistic children in Morocco. They 
argue that this is a product of delayed diagnosis and poor therapy. When diagnosis and intervention are delayed, 
they miss the critical “window of opportunity” within which treatment could theoretically have had a major impact. 
The narratives of many parents were littered with past conditional phrases: “If we had started earlier, he might 
have…” In other words, some parent-activists argue that autistic people are more severely disabled in Morocco 
because they are poorly treated, in part because they are diagnosed too late. There is surely some truth to that. 
However, it is my opinion that the institutional history of autism associations and disability care in Morocco better 
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explains how a narrow prototype came into existence and has endured over time (though. as I discuss in Chapter 4, it 
is currently expanding for multiple reasons). 
15 Under the command of Musa bin Nusayr, the Umayyad empire brought Islam to North Africa circa 700 AD. 
16 The Berbers are North Africa’s original inhabitants. However, Berber is not an indigenous term. It is derived from 
the Graeco-Roman word barbari, meaning barbarian. It was popularized by Ibn Khaldun in History of the Berbers 
(Pennell 2003:2). Imazighen (meaning “free people”) by contrast, is the term taken up by contemporary Berber 
activists.  
17 These two Arab dynasties laid the basis for Morocco’s modern political system of sharifian rule (the system of 
political legitimacy and authority based on descent from the Prophet).  
18 Spain occupied Tétouan in 1860 and in 1884 established a protectorate in several coastal areas. After the Treaty of 
Fes (1912) Morocco became a protectorate of France and Spain (in the north and in the south). Protectorate status 
meant that the country was largely ruled by the colonial administration, but Morocco still maintained its status as a 
sovereign state with a (relatively powerless) Sultan. After this point, European colonists came to Morocco in large 
numbers.  
19 Between 1923 and 1956, this zone was governed by France, Spain, and Britain, as well as (later) Portugal, Italy, 
Belgium, the Netherlands, Sweden, and the United States. 
20 As of 2012, approximately 4.5 million Moroccans (15% of the total population) are based abroad – living, 
working, and studying in European countries, the US and Canada, and Arab countries, particularly the Gulf – and 
maintain ties with family, friends and colleagues at home (Boukharouaa et al. 2014). 
21 While Classical Arabic is based on the Quran (canonized circa 650 AD) and does not contain the necessary 
vocabulary to make it a living language, Modern Standard Arabic (MSA, a form of literary Arabic) is continually 
updated to meet the communicative demands of contemporary life and is used in print, radio, and televised media 
throughout the Arabophone world. MSA is not a language spoken at home or in the street in Morocco; darija, the 
nation’s lingua Franca, is vastly different from MSA and some even argue the two are mutually unintelligible 
(Ennaji 2005). Hassaniya, referenced above, is a distinct Bedouin dialect of Arabic spoken in the far South. There 
are also three main Tamazight (Berber) dialects: Tarifit (spoken in the north), Tashelhit (spoken in the southwest) 
and Tamazight (spoken in High Atlas mountains). In addition, Spanish is spoken in some areas in the north and 
south, and English is gaining a presence in commerce, popular culture, and social media.  
22 See Geertz (1968) and Combs-Schilling (1993) for cultural histories of this dynasty in Morocco. 
23 Morocco is reported to be 99% Sunni Muslim.  
24 The term “years of lead” appears to have originated as a description of 1970s and 1980s Italy, “referring to the 
vast number of bullets fired” (Westcott 2004). It has become quite common, however, among Moroccan citizens and 
especially human rights observers to refer to King Hassan II’s reign in Morocco as the “years of lead.” 
25 Many observers have remained skeptical, and some critics, like Ahmed Benchemsi – former editor of a now-
banned Moroccan Arabic news publication, called Nichane (Moroccan Arabic for “straight”) – have argued that in 
Morocco “nothing is what it seems”; Benchemsi lambasted the monarch and his entourage as masters of deception 
and the new constitution as a “royal smokescreen” (2012:67). He writes, “…those who take a closer look can see 
that behind the elaborate democratic veneer lies an archaic and corrupt absolute monarchy” (2012:67). Other voices 
of opposition have remained loyal to the king, criticizing only the corruption of the elites surrounding him (known 
as the makhzen) and the ineptitude of the reigning political parties. 
26 The epidemiologic association between autism and epilepsy is well documented and it is commonly estimated that 
around 25% of people with an autism spectrum diagnosis also have epilepsy (Canitano 2007). However, rates of 
epilepsy among people with autism spectrum diagnoses in studies in the U.S., Europe, and Asia have varied widely 
(Fombonne 2003) and the strength of association has been found to vary the severity of autism, age, and gender of 
the person affected (Gabis, Pomeroy, and Andriola 2005). In Morocco, I encountered many children who have 
seizure disorders and autism diagnoses. Such children are typically cared for by a neurologist, if one is accessible. 
However, like child psychiatrists and other subspecialty physicians, there is a shortage of child neurologists in 
Morocco and most are concentrated in urban areas.  
27 According to the WHO, maternal mortality ratio saw a 67% reduction between 1990 and 2010 and the under-five 
mortality rate fell by 60% between1990 and 2011. http://www.who.int/features/2014/morocco-maternal-health/en/, 
last accessed April 25th, 2015. 
28 Development studies scholar Sylvia Bergh euphemistically attributes Morocco’s disappointing social indicators to 
“the disproportionate influence of political considerations on economic decisions” (2005:4).   
29 According to the National Office of Electricity and Potable Water, 98.5% of rural homes now have electricity. 
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30 See David Crawford’s excellent study of a Moroccan Atlas mountain village for an on-the-ground ethnographic 
account of the halting and almost farcical entrance of state-run primary education to a remote village (2008:129-
133).   
31 http://www.unicef.org/infobycountry/morocco_statistics.html#117, last accessed April 27th, 2015. 
32 http://www.usaid.gov/morocco/newsroom/fact-sheets, last accessed April 27th, 2015.  
33 http://globalinitiative-escr.org/privatization-of-education-in-morocco-breaches-human-rights-new-report-2/, last 
accessed April 25th, 2015. 
34 In urban centers like Rabat and Casablanca especially, there exist a wide variety of styles of femininity and 
motherhood. One finds all types of dress and hair styles or coverings: from the occasional burqa (full-body covering 
with partially see-through mesh fabric over the face) to the niqab (a veil that leaves a space around the eyes 
uncovered) to the more common traditional headscarf (derra) and increasingly common modern-style headscarf 
(ḥijab) (both of which typically cover one’s hair and neck) to uncovered hair styled in a variety of ways. 
35 This is not, however, the first time Rabat would emerge as prominent in Morocco’s history. In 1198, Rabat (ribāṭ 
al-fatḥ) was founded as the seat of Yacoub al Mansur’s Almohad empire. Rabat went through a period of decline 
when the empire’s capital shifted to Fes in the 13th century. In the mid 16th century Rabat and its sister city Salé 
(sala) gained importance once again as a quasi-independent republic of Barbary pirates or corsairs, the base port for 
a fleet of ships that launched attacks on European (particularly Christian) shipping.  In 1666, the republic was 
brought under the authority of the Alouite Sultan Moulay Rachid.   
36 The stated justification was three fold: to preserve Moroccan “cultural integrity,” to maintain security and the 
ability to deploy ruthless military force against the natives when necessary, and for reasons of hygiene, particularly 
to avoid the spread of disease to Europeans (Abu-Lughod 1980:144). 
37 Before associations for “psychotic” children were founded by parent-professional collaboration in 1982, there was 
a parent association for “maladapted” (inadapté) children which may have filled a similar slot in the 1960s-70s, 
though I did not learn about this association until after my fieldwork and so was not able to confirm this.  
38 A psychomotricien(ne) is a  Masters level trained professional who practices psychomotricité. Psychomotricité is a 
specialty developed in France. Its Anglo-American counterpart is occupational therapy. But whereas occupational 
therapy (érgothérapie, in French) grew out of American pragmatism and remains agnostic about the person’s inner 
feelings, psychomotricité has psychoanalysis as its major theoretical reference and posits a connection between 
one’s physical orientation in the world and the development of a “self” (Fr. soi). 
39 See Eyal et al. (2010), Eyal and Hart (2010; in press), and Hart (2014) for published findings from those prior 
projects.  
40 See Rimland’s (1964) head-on challenge to the psychoanalytic approach to autism. See Nadesan (2005), Eyal et 
al. (2010), Silverman (2011) for historical accounts of this controversy. 
41 This American model, I should note, takes selectively from the wide and heterogeneous field of therapies and 
approaches deployed and advocated in the U.S. As I noted above, nearly everything about autism is contested in the 
U.S. and ABA and the DSM are no exceptions. That said, ABA has become seen as something like the “gold 
standard” in the U.S. and it is the method that is most commonly exported to other countries. The DSM, in turn, has 
a hegemonic position in American psychiatry and the American healthcare system, where its diagnostic codes are 
used for purposes of insurance reimbursement and disability benefits. 
42 See Eyal et al. (2010) and Eyal and Hart (2010) for more detailed historical descriptions of how Lovaas worked 
with American parents to develop this method. 
43 This part of his work has been controversial, particularly because he used “aversives” early on in his career, 
including electrical shocks (in a fashion similar to those used shock collars for dogs). Aversive treatment is still used 
at one center in Massachusetts and  made headlines recently when the FDA considered issuing a ban on the 
electrical stimulation devices used for conditioning. 
http://www.fda.gov/downloads/AdvisoryCommittees/CommitteesMeetingMaterials/MedicalDevices/MedicalDevice
sAdvisoryCommittee/NeurologicalDevicesPanel/UCM394256.pdf last accessed April 3rd, 2015.  
44 A range of other therapeutic programs have since been developed using basic behaviorist principles, and I will 
later describe this range of behavioral therapies in the Moroccan context. The TEACCH method (Treatment and 
Education of Autistic and Related Communication Handicapped Children), developed by Eric Schopler in the 1960s 
at the University of North Carolina, is based on behaviorism and eventually made its way to France and Morocco. 
PECS, the Picture Exchange Communication System, grew out of behavioral therapies in the mid-1980s in 
Delaware, U.S. It provides an augmentative or alternative method of communication for autistic (or otherwise 
developmentally disabled) children and adults who are nonverbal or have only limited abilities to communicate 
verbally. PECS arrived in Morocco around the same time as ABA (See appended timeline for details) and was a 
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main component of the package of therapeutic options being circulated and advocated in Morocco during my 
fieldwork.   
45 For accounts of images of modern vs. traditional families and styles of parenting from different contexts, see 
Kanaaneh (2002), Cohen (1998), and Scheper-Hughes (1992). 
46 The results have been rather mixed. In fact, the director of the National Institutes of Mental Health recently 
announced that they are “re-orienting its research away from DSM categories” in favor of studying the biology 
underlying individual symptoms (Insel 2013). 
47 An uproar ensued when a retrospective study of nearly a thousand patients evaluated during the earlier DSM-IV 
field trial found that the new criteria had good (95%) specificity (or the ability to accurately exclude those without 
the condition) but poor (60%) sensitivity  (or the ability to accurately make positive diagnosis) with respect to 
people with existing clinical diagnoses of autism. In other words, it found that 40% of people diagnosed with an 
autism spectrum disorder in the past, including especially people with a diagnosis of Asperger Disorder or PDD-
NOS, would not qualify for the new criteria (McPartland et al. 2012). A subsequent study, published months later in 
the American Journal of Psychiatry, took issue with McPartland et al.’s methods and used three, more recently 
collected data sets to argue that most people with a DSM-IV diagnosis of a pervasive developmental disorder (i.e., 
autistic disorder, Asperger disorder, PDD-NOS, Rett syndrome, and Childhood Disintegrative Disorder) would be 
eligible for an ASD diagnosis under DSM-5 (Huerta et al. 2012). Ultimately, the proposed changes came into effect 
in May 2013 with a proviso that grandfathered in all people with previous diagnoses of a pervasive developmental 
disorder, therefore preventing the possibility that people might lose their prior diagnosis and therefore become 
ineligible for certain services they had previously been receiving. Once again, this controversy has global 
ramifications, as many of the suggested changes for the World Health Organizations ICD-11 (due out in 2017) will 
likely follow those made in DSM-5. ICD-11 Beta Draft, http://apps.who.int/classifications/icd11/browse/l-m/en, last 
accessed October 18th, 2014. 
48 To my knowledge, at the time of my fieldwork, there was only one ABA degree program in France. However, it 
appears that The Association for Behavior Analysis International (ABAI) has founded a French chapter and it is 
starting an additional ABA Master’s degree program. 
49 http://www.bacb.com/index.php?page=100358, website of the Behavior Analyst Certification Board, last accessed 
on October 19th, 2014. 
50 The Council’s resolution can be found here: https://wcd.coe.int/ViewDoc.jsp?id=127993, last accessed May 17th, 
2015.  
51 These parents also advocate behavioral therapies and critique some extant therapeutic approaches in France, like 
“packing,” where the child is wrapped in wet rags and blankets to develop consciousness of his bodily boundaries. I 
discuss this practice further below.  
52 The Grande Cause Nationale has been announced each year since 1977 by the prime minister. It designates a non-
profit organization or group of organizations working on a topic of general interest to have the opportunity to use 
public radio and television to raise awareness and garner support and donations for their cause. In previous years, 
the causes have ranged from cancer to AIDS to violence against women to illiteracy and poverty.   
53 See also Spinney (2008) and Rhode (2008). 
54 Institutional psychotherapy is a treatment modality that developed in France after the Second World War for the 
treatment of mental illness more generally. It sought to curb the excesses and pathogenic effects of treatment in 
mental asylums (Cano 2005). Drawing on sociology and psychoanalysis, it was “based on techniques that underline 
the singularity of illness, teamwork, the system of meetings, and active therapies” (Magnavita 2002:531). It involved 
a sort of constant form of reflection on group dynamics and institutional transference and countertransference, and it 
sought to provide a space for the self-expression of mentally ill patients. As French psychologist and psychoanalyst 
René Roussillon put it, “if users of a caregiving institution stand in need of a particular institution, this is precisely 
because of their inability to ‘use’ ordinary social institutions as supportive frameworks for their efforts to 
symbolize” (1998:52). According to French philosopher Anne Sauvagnargues, institutional psychotherapy was 
concerned with the “‘institutional,’ instituted, political, and collective dimension of the psyche” (2013:15). Indeed, 
she argues, it was through his engagement with institutional psychotherapy that Félix Guattari (a close collaborator 
of the influential French philosopher Gilles Deleuze) “began to conceive of the unconscious as a social production” 
(2013:14). 
55 I introduced ABA and TEACCH above. The Denver Model is another method of intensive intervention. It was 
developed by psychologist Sally Rogers at the University of Colorado for preschool children. The model was based 
on Piaget’s theory of cognitive development, and uses children’s play activities and behavioral or ABA principles.  
56 http://www.supportthewall.org/2011/11/support-statement-dr-temple-grandin/ accessed April 5, 2013. 
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57 The film does indeed appear to be edited in such a way as to emphasize the lunacy of certain claims and to make 
the psychoanalysts themselves look insane (the same short clip of one expert shown laughing is replayed several 
times, for example). 
58 For an excellent history of psychoanalysis in Morocco, see Bennani (1996). 
59 See the Timeline at the beginning of this dissertation for more details. 
60 Geneticists and neuroscientists in the U.S. have recently debated whether autism-spectrum conditions and 
psychotic-spectrum conditions are “overlapping” (Craddock and Owen 2010, 2010a) or “diametrically opposed” 
(Crespi and Badcock 2008; Crespi 2010).  
61 Moroccan psychiatrist Jalil Bennani, for example, has published books about psychoanalysis and his perspective 
as a psychoanalyst in Morocco: Un Psy dans la Cité (2012) and Psychanalsye au Pays des Saints (1996).  
62 In 2000, Association S.O.S. Autisme was operating a class guided by the American behavioral method, TEACCH, 
but it appears that Moroccan families did not start practicing such therapies in their homes in earnest until 2004, 
when Léa Pour Samy starting working with local parents to bring French and Canadian experts to conduct trainings 
for parents and professionals.   
63  Both PECS and TEACCH were developed in the U.S. and are rooted in behavioral methods.  
64 At this point, some parents began moving their children from a center run by a Rabat-based association for autistic 
and psychotic children (allied with local psychoanalysts) to associations that were practicing ABA in public school 
classrooms. Ultimately, some of these parents returned their children to the center when their children – no 
adolescents and young adults – had trouble adapting to ordinary school environments.  
65 I would later learn, however, from an Institut Français employee in another city, that the institute’s sharp change 
in policy was likely a response to the Moroccan psychoanalysts’ extension of an invitation to Pierre Delion – the 
French psychiatrist/psychoanalyst who had become infamous for promoting “le packing” – to lecture in Morocco. 
66 Indeed, in a “positioning” statement on their website, Collectif Autisme Maroc states that “from the start in 2006 
[the Collectif] has differentiated itself from psychoanalytic approaches and tendencies in diagnosis and treatment 
(both educational and therapeutic). Without reservations, the Collectif adopts diagnostic criteria issued in 
international classifications [like the WHO’s ICD] and scientific approaches and tools of evaluation and treatment 
that privilege the development of the evolutive capacities of autistic people within their ordinary environment, and 
we put the family at the heart of the child’s entire life project.” This is my translation of the original French 
statement, found here: http://www.collectifautisme.ma/positionnement.php last accessed, April 3rd, 2015. 
67 During the course of my fieldwork, the DSM was undergoing its fifth revision. DSM-5 was slated to be released 
in May, 2013. The new definition collapses together five categories that were listed under the umbrella term 
“Pervasive Developmental Disorders” in DSM-IV: autistic disorder; pervasive developmental disorder-not 
otherwise specified (PDD-NOS); Childhood Disintegretive Disorder; Rett syndrome; and Asperger Disorder. These 
different categories will be replaced by a single category – autistic spectrum disorders – within which clinicians will 
be able to specify the degree and type of disability. These changes were surrounded in controversy. Allen Frances, 
the chair of the DSM-IV Task Force (Frances and Widiger 2012), as well as Tom Insel (2013), the Director of the 
National Institutes of Mental Health, have both criticized DSM-5 as vague, unscientific, and confusing. 
68 Ultimately, the DSM-5 has replaced the five categories – autistic disorder, pervasive developmental disorder-not 
otherwise specified (PDD-NOS), Asperger disorder, Rett syndrome, and Child Disintegrative Disorder – with one 
unified autistic spectrum with varying degrees of severity in different domains (APA 2013). But this took place only 
after my fieldwork. 
69 See Dan Navon’s (2011) discussion of the way that genetic biomarkers can “rigidly designate” a kind of person, 
sharply and stably marking the boundaries of disorder. However, Navon also points out that “genomic designation” 
does not often anchor known disorders. Rather, because genotype does not necessarily align with phenotype, it more 
often creates phenotypically diffuse medical categories. 
70 That said, it certainly seems true that pediatricians have become more alert to early signs and symptoms of autism 
and have become quicker to refer and diagnose children as a result of concerted efforts and the rise of child 
psychiatry as a recognized form of expertise in Morocco. In 2005, Moroccan child psychiatrists produced materials 
(like the manual “The Questions about Autism,” by Dr. Rajae Sbihi) and organized trainings in order to raise autism 
awareness among Moroccan pediatricians and encourage early referrals of suspected cases of autism. This is surely 
an important reason why so many children are winding up at the child psychiatry clinic with a suspicion of autism. 
71 See Crawford (2013) and Haldane and Crawford (2010) for examples of how one family put autism discourses to 
use to greater and lesser effect in the U.S. and Morocco. 
72 This chapter is a revised and expanded version an article that was published in the journal BioSocieties (Hart 
2014). 
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73 For discussions of the broader history of changes in definitions and popular ideas about autism, see Eyal et al. 
2010; Feinstein 2010; Grinker 2007; Hacking 2007; Nadesan 2005; Silverman 2011. 
74 I will not recapitulate the history of neurodiversity in detail here. The basic origin story has been somewhat 
standardized and can be found in a number of accounts by scholars, journalists, or activists themselves (see Bumiller 
2008; Cascio 2012; Orsini 2009; Ortega 2009; Silverman 2008; Sinclair 2005; Solomon 2008). 
75 For films, see Loving Lampposts, Wretchers and Jabberers, and Neurotypical. 
76 See Chew 2009 for an argument for the compatibility of ABA and neurodiversity. 
77 Hacking develops this line of thought in several articles (2009a, 2010a, 2010b). 
78 In the conclusion to this dissertation, I consider these outcomes in Morocco by bringing together the findings of 
my fieldwork on how autism advocacy and therapeutic practices are shifting understandings of autistic personhood, 
and then speculating on how such novel ideas and practices may ultimately shift understandings of disability and 
personhood more generally.  
79 Hence we see parent advocacy groups like Cure Autism Now! Defeat Autism Now! And even Defeat Autism 
Yesterday! 
80 I focus on behavioral treatments rather than biomedical ones in this chapter. For a more extended treatment of 
biomedical therapies and they way they contribute to shifts in the autism prototype and the prototype of the autism 
parent, see Silverman (2008; 2011) and Eyal et al. (2010, esp. Ch. 11). 
81 Recent surveys support this finding. A survey of 176 families in Alberta Canada found that 93.8% of children 
with autism in that area are being treated with complementary or alternative medicine (CAM), with the average 
family trying nine different treatments (Gibbard 2005). Green et al. (2006) found that parents in the U.S., Canada, 
and Australia use 111 different types of treatments in total, with a mean number of current treatments of seven. 
82 http://www.npr.org/templates/story/story.php?storyId=123527833 
83 Thanks to Joshua Reno for pointing out this example and suggesting I discuss this ambivalence. 
84 This section draws on and expands arguments Gil Eyal and other colleagues and I make in Chapter 8 of The 
Autism Matrix (Eyal et al. 2010) and in Eyal and Hart 2010, where we discuss these historical transformations in 
terms of their implications for questions of expertise. 
85 Another take on the same problem was developed in the field of “milieu therapy.” Rather than creating 
“therapeutic communities” in self-contained centers or homes for autistic or psychotic children, the idea was to take 
the child’s community itself as a therapeutic milieu. The goal was to simultaneously sensitize the public and the 
developmentally disabled to one another (Inge 1973). 
86 Interestingly, Wing also distinguished autism from mental retardation on the basis of this problem of radical 
translation and linguistic alterity. Citing recent research, she wrote: “Normal babies made noises to indicate 
feelings… These noises could be identified by any parent even if the baby came from a different language 
background – there seemed to be a kind of universal baby language. The mongol [Down syndrome] and retarded 
children, though older, also used these recognizable baby sounds in the same situations. Autistic children, on the 
other hand, though they had specific noises for these feelings, used sounds peculiar to themselves alone. They were 
not even shared by other autistic children. Their own parents knew what they meant, but no one else” (1973:110). 
87 See Biehl 2007 for a discussion of the cartographic unconscious in ethnographic fieldwork. 
88 See also Rapp & Ginsburg 2001 on the “unnatural histories” and “visions of lives lived against the grain of 
normalcy” in new disability narratives. 
89 Kockelman calls this “semiotic compensation” (2005:261) or “the degree to which one is willing to treat some 
entity as a sign (with some degree of information, relevance, and interpretability) and thereby expend effort on its 
interpretation.” In Chapter 8, I expand on Kockelman’s work in my analysis of the way some Moroccan parents 
translate for their autistic children.  
90 Some researchers have noted that the “natural” course of autism is changing as a result of autism therapies. See 
Catherine Lord’s discussion of the recent history of autism in relation to the debates about the forthcoming DSM-V 
http://www.youtube.com/watch?v=up4sP1l1BMw (last accessed, August, 2012). 
91 I use “child” here, but the same procedures are used with adults. 
92 In this way, it resembles the controversial therapy facilitated communication (FC) championed by some 
neurodiversity activists and sympathizers, where an autistic person types words while in physical contact with an 
aide whose role is to stabilize him or her physically and thus emotionally. 
93 Autisme is the French translation of the English word, “autism.” As mentioned in the Introduction, the term was 
coined by Swiss psychiatrist Eugen Bleuler in 1910. It was a neologism, built off the Greek autos (“self”), used as a 
phenomenological description of a certain withdrawal from reality and absorption in the self.  Leo Kanner (1943) 
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and Hans Asperger (1944) later refashioned the term to describe a kind of childhood disorder of development (See 
Eyal et al. 2010). 
94 Arabic words are generally based on three-letter roots (though there are some exceptions in Standard Arabic and 
even more in Moroccan Arabic). When discussing the patterned structure of different word types (e.g., reflexive 
verb, transitive verb, verbal noun, etc.), the convention is to use the generic root f-ʿ-l. Different arrangements around 
that fundamental three-letter structure include adding consonants (t and n) and short and long vowels, and the 
middle letter is sometimes doubled. This means that one can look at a word like al-tadarīs (“teaching”), for 
example, and know it is the same kind or class of word (transitive noun) as al-takawīn (“training) and because they 
share the same basic structure – al-tafaʿīl – but they use different three-letter roots with different base meanings. 
This logic also allows one to see the word al-tawaḥḥud and immediately to recognize it as having the structure, al-
tafaʿʿul, and therefore a reflexive noun (as opposed to a transitive one, etc.). Knowing the base meaning of the root 
w-ḥ-d, one can infer a general meaning as well, as I explain in the text. See Rosen (1984:21-23) for a helpful primer 
on the form and structure of Arabic words  
95 Dieste (2012), writing on health and ritual in Morocco, has also suggested that tawhid refers to the oneness of 
mind and body in contrast to a Cartesian mind-body split. 
96  This is a different transliteration of the same word, inṭiwāʾ. 
97 There are actually multiple different structures for reflexive nouns carrying different meanings. tafaʿʿul, which we 
saw above, is one. And infiʿāl, which is the basic structure of inṭiwāʾ, is another. 
98 ikti’ab/mekta’ab were the word most commonly used to translate “depression.” Containing a pronounced hamza 
(a letter corresponding to a glottal stop), they are clearly marked as coming from Standard Arabic. Some people also 
used the French words “déprimé” or “depression.” Others still Arabicized the French word into medéprimé – adding 
the me- prefix to render it an Arabic noun – meaning “depressed.” But here Salima seems to be using an ordinary 
language phrase to describe something like depression due to bereavement.  
99 A jellāba is a traditional Moroccan robe generally worn as an outer layer on top of another outfit. This traditional 
form of dress was in sharp contrast to the modern, European-style clothing worn by female child psychiatrists. See 
Nicholas (2005) on changing significations of the jellāba, from a modern and emancipating innovation in pre-
Independence Morocco to a marker of a traditional and customary disposition. See Chapter 5 of Nadia Guessous’ 
(2011) dissertation on leftist feminist subjectivity in Morocco for a discussion of the marking of particular women’s 
clothing practices (e.g. wearing of the jellāba or a headscarf) as “traditional” and therefore “regressive.” 
100 Dieste also states that the liver (kabid) is the center of psychological and spiritual life. However, I never heard 
anyone speak of the liver in this way in Morocco. The liver (kabid) was mentioned to me, however, in terms of a 
mother’s love for her child. People used the metaphor of the liver to describe the child as being part of the mother’s 
very body and mothers sometimes described feeling incomplete when their children were far away. 
101 Several other interlocutors similarly drew the line between humans and other animals in terms of ‘aqel. The local 
Imam, for example, told me that humans were unique among Allah’s creations in that they could think and reason 
(‘andhom al-‘aqel). This allows them to create all kinds of things: chairs, televisions, etc. Animals just eat, drink, 
and sleep, while humans do all those things but also think. 
102 This is precisely what Rosen’s informants reported as well: “When children are born they are all nafs and only a 
little bit ʿaqel” (1984:32), and what Dieste (2012:36) and (Davis and Davis 1989:6) state as well. 
103 Fasting is a key marker of the transition to adulthood. Dwyer notes that villages would use the count of “males of 
fasting age” to determine how much to pay a religious scholar (talib) to teach the village children and perform 
religious tasks for villagers. Davis and Davis (1989) also use fasting as a proxy for the timing of puberty and the 
transition from childhood to adulthood via adolescence. 
104 See Davis and Davis (1989), which shows the centrality of developing ʿaqel  in the transition from child to 
adolescent to adult in one Moroccan town. 
105 While a direct translation is difficult here, this phrase was used in a way similar to the common American 
English phrase, “big boy”, or “big girl”: e.g., “Look at you, Jimmy, being a big boy.” The important thing to note 
here is that correct behavior and maturity is conceptualized, in Moroccan Arabic, in terms of one’s ‘aqel. 
106 However, as we shall see in Chapters 5 and 6, autism therapy and autism parenting have also become highly 
moralized, and parents are often judged in terms of their child’s progress and behavior.  
107 Jim Sinclair (1993), an autistic self-advocate in the US, wrote a short article aimed at parents, entitled “Don’t 
mourn for us,” which tells parents a similar message, although in terms of acceptance rather than therapeutic quest.  
See also Biehl (2005) on the concept of “social death.” 
108 Interestingly, he told me that it was not the same to memorize the Quran from a cassette or disc, as had become 
increasingly common; one needed to receive it from another spirit, a rūḥ.  
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109 As I describe in Chapter 8, activists wanted to teach their children, for example, how to sit in a restaurant and 
wait for the waiter to bring their food or to walk through the super market without grabbing everything off the 
shelves, for example. In these ways, they were working to establish their children’s moral personhood. On a broader 
scale, they were also trying to convince others that their children had the potential learn and behave and were 
therefore worthy of investment. They felt this pitying, if charitable view of the “poor” disabled person interrupted 
their activist and therapeutic efforts. Its well-intentioned permissiveness ultimately hamstrung their efforts and 
constrained their children to a particular social and moral status, a reduced or partial citizenship.  
110 Early in the arc of my Arabic learning, one man I met told me I looked like a mongholian as I gesticulated wildly 
to compensate for my nascent language skills. 
111 See Brace 2005 for a history of the concept of race that describes the genesis of the idea that there were distinct 
“Caucasoid,” “Negroid,” and “Mongoloid” races. 
112 See footnote 2 above for an explanation of how different structural patterns of types of Arabic verbs are 
constructed and represented. Because there is some redundancy built into the structure of Classical Arabic, 
Colloquial forms often simplify by reducing the number of types of verbs used. For example, there are several ways 
to form reflexive verbs and nouns in Classical Arabic, as we saw above, but only certain of these are used in 
Moroccan Arabic. The mutfaʿʿal-structure is the verbal noun of the fifth verb form (a reflexive version of the second 
verb form). However, verbs in this form are not commonly used in Moroccan Arabic. Therefore, when they are 
used, they are marked as coming from a more formal register of Arabic and therefore being a more technical term.  
113 If typical children were presumed to developed ʿaqel over time, a pertinent question for parents of autistic 
children was whether, and how, one could develop the ʿaqel of those with mental handicap.  
114 It is also used as both general and causative verb: e.g., “I go crazy for pizza” (kanḥmaq ‘ala pizza), or “Ahmed 
drives me crazy” (Ahmed kayḥemmeqni). 
115 Dieste states that madness is seen as a “divine punishment” in Morocco, citing the proverb:  “The madman comes 
from the anger of Allah” (laḥmaq min ghadab allah) (2012:216). In my own research, I heard many kinds of 
afflictions that could be divine punishments – everything from HIV/AIDS to tsunamis to mental illness and other 
disabilities. However, my mostly urban interlocutors did not specifically mark madness as a special kind of divine 
punishment. Of course, that does not mean Dieste is mistaken, I just cannot confirm his assertion based on my 
fieldwork. 
116 This is the feminine form of the noun ḥmaq, meaning “mad woman.” 
117 See Eyal et al. (2010) for an account of the history of autism that argues the category emerged as a hybrid of 
mental illness and mental retardation. 
118 See Pandolfo 2007, 2008, 2009. 
119 Dieste (2012:242-243) offers this list of terms referring to possession by jinns: “maskun (inhabited), majnun 
(taken by a jinn), madrub (beaten), markub (ridden), mamluk (possessed), maslukh (rubbed to the point of bleeding), 
malbus (worn, clothed), makhtuf (carried away), matrush (slapped), or fih jnun (the jnun [pl. of jinn] are in him). 
120 The Quran and the Hadith contain many references to the world of jinn, parallel to the world of humans but 
vaster, and unseen. jnūn have the ability to live and act in both worlds. See El-Zein (2009) for a discussion of the 
notion of multiple worlds in classical Islam. Importantly, she notes that the belief in human interaction with an 
invisible spiritual world is not unique to Islam, but a common element to many traditions (xi). See Pandolfo (2007) 
and Spadola (2004; 2013) for discussions of jinn in Morocco. 
121 Throughout the dissertation, I will continue to discuss the interweaving of behavioral therapies, psychiatry, and 
religious treatments that I witnessed in my fieldwork.   
122 Most Moroccans are now taught Islamic orthodoxy in school. High schools teach a class in tarbiyya islamiyya 
(“Islamic education/upbringing”), and I presume this was a key site for circulating this viewpoint. 
123 See Spadola (2013:74) for a good ethnographic example of this sort of encounter with the jinn. 
124 See Geertz (1968:44-45) for a discussion of the layered and nuanced meaning of baraka in Morocco. In essence, 
he argues that it is much more than a mere blessing or even a kind of “spiritual electricity,” as it is sometimes 
glossed. Rather, it is analogous to “personal presence, force of character, and moral vividness” (Geertz 1968, 44). 
125 See Pandolfo (2008) for a recent description of a young “mad” Moroccan woman being tied up at a saint’s tomb. 
126 In fact, it is estimated that many children with autism also have intellectual disability and the DSM’s multiaxial 
format allows clinician’s to diagnose a child with both autism and intellectual disability. However, many critics 
argue that IQ tests are maladapted to testing people with autism and estimates of intellectual disability among 
autistics are likely artificially inflated (Dawson et al. 2007).  
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127 I am adapting this idea of becoming “alive and meaningful” from Dale Eickelman’s discussion of Moroccan 
Islam, where he demonstrates how “a world religion has remained living and meaningful to those who sustain it” in 
his book Moroccan Islam (1976:12). 
128 For more on the idea of being an “autism parent,” see Chapter 2 of this dissertation where I discuss the history of 
therapies and parent activism in the U.S. and how these ideas and strategies are traveling to Morocco. See also 
Juliette De Wolfe’s (2014) ethnography of parent support groups in New York City, especially her discussion of 
“autism warriors.” The concept of autism parents, and especially mothers, as “autism warriors” first emerged from 
Jenny McCarthy’s 2008 book Mother Warriors: A Nation of Parents Healing Autism Against All Odds. 
129 See Wittgenstein (1953) on the notion of family resemblance. 
130 I will expand upon the broader political-economic and moral context of autism service provision in Chapters 6, 7, 
and 8. But here I want to focus on the way that the prototype of autism has circulated and solidified within the 
institutional context of autism associations and classrooms. 
131 Indeed, in his later work, Wittgenstein made such a case, arguing for the primacy of the indexical aspects of 
language learning. 
132 For example, the 1980s hit movie Rain Man, starring a young Tom Hanks and a masterful Dustin Hoffman, 
played a major role in shaping the autism prototype in the U.S. and beyond (see Eyal et al. 2010 [chapter 10] or Eyal 
& Hart 2010 for a discussion of the critical role American parent advocates played in the making of Rain Man). 
Several Moroccan parents mentioned Rain Man and the 2007 Egyptian remake under the title El Torbini (meaning 
“Express Train”), in my interviews with them. They also mentioned a number of new feature films with an autism 
plot..The list is long and growing, but it includes Snow Cake, Adam, Mozart’s Whale, and My Name is Khan. Pirated 
and subtitled versions of these movies were available for purchase in several of the Moroccan cities I visited, and 
some were shown on satellite television while I was in Morocco. 
133 I am borrowing this phrase from Gil Eyal, who proposed it in the context of our collaborative research on the 
history of autism in the U.S. (Eyal et al. 2010) 
134 In Morocco, live-in maids are referred to as kheddāma (a hybrid of worker-servant). 
135 A similar scene was shown on a TV special about autism, where a recently diagnosed child was taken to the same 
autism association and made to work despite his parents’ insistence that he wouldn’t know how. 
136 I further explore such experiences and metaphors of isolation in Chapter 7. 
137 The verb testef is a reflexive verb meaning “to be arranged” or “to be ordered.” One might use the related 
transitive verb settef to refer to straightening up the pillows on a couch, ordering the books on a shelf or arranging 
the items in a supermarket isle. 
138 In the following chapter, I will examine the way that parents running autism associations attempt to convert 
parents to their vision of autism and their belief in the correct approach to dealing with it. 
139 I heard the same logic among American parents and professionals during the course of my earlier fieldwork in 
the U.S. 
140 This concern also reportedly influenced some child psychiatrists in their decision to diagnose a child with autism 
or some other category of developmental disability. One child psychiatrist explained to me that she was reluctant to 
label kids with milder symptoms as autistic. She feared that they would wind up in an autism association with more 
severely affected children and would do poorly as a result. 
141 I should add that this idea of behavioral contagion was not uncommon both in the context of disability education 
elsewhere. For example, I heard parents voice similar fears in my American fieldwork. But, with fewer available 
options for children with an autism diagnosis, it appeared to be a greater concern for many Moroccan parents with 
higher functioning children. Furthermore, the idea of behavioral contagion informed attitudes towards undesirable 
behaviors more generally in Moroccan society. It was particularly prominent, for example, in discussions around 
homosexuality and prostitution, where it was commonly argued that it was better to sin outside of public view in 
order to prevent the spread of immoral behavior (Montgomery 2015).  
142 I expand upon the way that cost correlates with intensity of investment and effort as well as diagnostic labels in 
Chapter 7. 
143 Because my methodological approach was largely to meet families through autism associations, I had less direct 
access to such families who were not enrolled. However, I did meet some families through casual encounters and 
referrals by friends, I watched as families came and went from autism associations, and I saw some families in the 
child psychiatry clinic whose children had once been in an autism classroom but had now returned home or 
relocated to a center for the mentally handicapped. 
144 I talk more about this therapy in Chapter 3. See Spadola 2013 for a fascinating analysis of Islamic exorcism in 
Morocco. 
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145 Wealthier students who attended private primary and/or secondary schools where instruction was conducted 
largely in French had a major advantage over publicly schooled peers (who only studied French as a separate 
subject) when they reached the university level. See El Baggari (2013) for a discussion of this issue. 
146 These include, for example, Al Wejah Al Akhor, Et Tehqiq, 45 Daqiqa, Bidoun Haraj, Sbahiyat Al Yaoum, among 
others. 
147 A secondary definition they offer is “to do one’s best.” Interestingly, the Form I verb with the same root in 
Moroccan Arabic, khbeṭ, means “to beat (as a rug or person, with a stick)” (Sobelman & Harrell 2008:213). tkhebbeṭ 
is a Form V refelexive verb and so by logical extension of pattern and form it could also means something like “to 
beat one’s self.” 
148 In Chapter 3, I describe Morocco’s rich moral, conceptual and semantic terrain that encompasses such terms. 
149 I return to the difference in intensity of effort and investment that differentiates autism from other childhood 
disorders in Chapters 5 and 6. 
150 In Chapter 3, I discuss parent activists’ ambivalence towards understandings of autism that locate it in the ʿaqel. 
151 In Chapter 7, I will return to the concept of maskīn (masc.) or maskīna (fem.) again, loosely translated as “poor 
thing”, and how it structures expectations and orientations towards those so labeled.  
152 See Livingston (2005) for a description of a similar phenomenon concerning disability in general in rural 
Botswana and Grinker (2007) for a related discussion of autism in Korea. 
153 Gil Eyal and I wrote an article titled, “What do autism therapies do if they do not cure autism?” (in press). That 
article was based largely on our study of autism in the U.S. and this chapter makes distinct though compatible 
arguments from the ones we developed there.  
154 In the U.S., for example, the American Academy of Pediatrics (AAP) and the American Academy of Neurology 
issued guidelines for screening for autism and the AAP went so far as to state, “screening tests should be 
administered regularly at the 9-, 18-, and 24- or 30-month visits.” http://www.cdc.gov/ncbddd/autism/hcp-
recommendations.html, last accessed March 30, 2015. 
155 Behaviorist principles have also been deployed in efforts to change the habits of typically developing people as 
well in a range of different field: judicial, public health (Basu 2004), advertising, childrearing, mental illness, 
organizational life etc. Further, as most readers will know, behaviorist principles are not only used to change human 
habits. There are also used in animal training. Indeed, the landmark studies in the development of behaviorist 
principles were carried out with rats and dogs (Herrnstein 1977).   
156 Indeed, there were children with Down syndrome and cerebral palsy in the ABA classroom where I conducted 
participant observation in Rabat and the aides used behaviorist techniques with these children as well as with the 
autistic ones.  
157 In the U.S., the most favored among these is perhaps the nebulous and sometimes misleading term: 
“developmental delay.” 
158 For discussions of the idea of an autism epidemic, see Eyal et al. (2010) and Grinker (2007). 
159 Angelman, West, and Fragile X are all neuro-genetic syndromes. Angelman is characterized by severe 
developmental disability, seizures, and unusual movements. It was once referred to as “happy puppet syndrome” 
because most children with Angelman syndrome were observed to laugh and smile frequently. Angelman syndrome 
is caused by a deletion or inactivation of genes on the maternal copy of chromosome 15. Because the corresponding 
gene segment on the paternal side is imprinted and therefore silenced, it is only inherited maternally. Fragile X 
syndrome is the most common inherited intellectual disability. It occurs roughly twice as often in boys as in girls 
and boys are typically more affected. It is caused by a loss of function mutation resulting from an unstable 
expansion of a trinucleotide (CGG) repeat. Fragile X has a varied phenotype, depending on the number of 
trinucleotide repeats among other factors. West syndrome is an X-linked infantile seizure disorder that involves 
unusual seizures (which show hypsarhythmia, a disorganized pattern of electrical activity that differs sharply from 
absence seizures) and developmental regression. 
160 See our historical analysis of autism checklists in chapter 9 of Eyal et al. (2010). 
161 Indeed, screening tools are designed to be sensitive but not necessarily specific, to use the epidemiological terms. 
In other words, they are used to screen a population and so they are meant to cast a wide net in order to make sure 
no cases are missed. However, many of those caught up in their net will be “false positives,” meaning people who 
test as having a particular disorder or disease but do not have it in actuality. A more specific test – meaning one 
where those who test positive almost always truly have the disease or disorder – is then needed to weed out the 
“true” from “false” positives. All of this becomes tricky in the world of psychiatric diagnosis, where, as I have 
mentioned, there is not biomarker to adjudicate the question of true or false positivity as there is in Down syndrome, 
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for example, where a karyotype that shows three copies of chromosome 21 by definition means the person truly has 
the syndrome. 
162 In Chapter 8, I provide a broader more discussion and additional examples of this. 
163 This was a problem throughout my research, one which became worse as time went on. People would hear of me, 
get my contact information, and call me, asking for what was, for all intents and purposes, a consultation. They 
typically wanted to know whether their child was really autistic or whether they were “on the right track.” Many 
also requested referrals both within Morocco and abroad, or asked if I could help them circumvent the long waiting 
lists for child psychiatrists or ABA specialists. 
164 See footnote 38 for a discussion of the French discipline of psychomotricité.  
165 The general idea is that ABA is highly structured, adult directed, and involves lots of repetition and training. Son-
Rise, by contrast, is said to be more child-directed, unstructured, organic, and based in play. One ABA expert 
explained it to a group at a training like this: “Son-Rise uses stéréotypie as a reinforcer. ABA uses the idea of the 
stéréotypie as a reinforcer.” If a child jumps up a down for example, in the Son-Rise method, the parents would also 
jump up and down and try to initiate an action this way. With ABA, the parent or therapist would let the child jump 
on a trampoline, for example, as a reward for completing a task or doing something well. The Son-Rise method was 
developed by Barry and Samarhia Kaufman for their son, Raun. Barry Kaufman published a memoir (1976) about 
their son’s “triumph over autism” and then NBC aired a television docudrama movie about their story in 1979. Raun 
eventually graduated from Brown University and is now a public figure in the autism world. 
166 I will discuss to this issue of “integration” (al-idmaj) in greater detail in Chapter 7. 
167 I first began to see this in my U.S. research. One Long Island mother’s 12-year-old son seemed to have a mental 
map of all the neon signs and public fountains in their hometown. As they drove around, he would crane his neck in 
anticipation of different signs and fountains and marvel at them happily as they passed by. He would run head 
through stores and corridors at their local mall, going directly to the spouting water fountain in a central pavilion. 
 Then there is Clara and her 17-year-old, largely nonverbal autistic son Zach in New Jersey. Clara told me 
about how Zach would enter the supermarket and make a b-line straight to the Haagen-Daz. “He knew exactly 
where the ice cream was and he went straight to Haagen-Dazs. And he picked out vanilla. So I tried to tell these 
people at his school that he could read. ‘Nah, that’s word recognition,’ [they would say]. Well, that’s reading, you 
know. He would pass Breyers, he would pass Friendly’s, and he would go [she points], you know, ‘that…I like 
that.’” On another occasion, Clara told me, Zach brought her a box of Triscuits and pointed to the picture of a block 
of cheddar on the cover in order to ask her for cheese. “You never knew when one of these moments were going to 
happen,” she told me with excitement. 
168 PEP-R is an instrument for assessing skills and behaviors in autistic children 
169 A-B-C stands for Antecedent, Behavior, Consequence. This is the basic logical structure of behaviorism. 
Something comes before and after a behavior, and it is these things that drive a person to repeat a behavior or not. I 
will discuss this further in Chapters 6 and 8. 
170 al-waʿī also carries connotations of enlightenment and education. Urbanites often use the term in a general sense 
to differentiate themselves from their rural and/or uneducated urban counterparts. 
171 The other word commonly used, at-teḥsīs, means “sensitization” or, more literally, “making-feel.” 
172 The concept of autism parents, and especially mothers, as “autism warriors” first emerged from Jenny 
McCarthy’s 2008 book Mother Warriors: A Nation of Parents Healing Autism Against All Odds. For more on the 
idea of being an “autism parent,” see Juliette De Wolfe’s (2014) ethnography of parent support groups in New York 
City, especially her discussion of “autism warriors.”  
173 Moroccan autism activism bears the most resemblance to the cases described in studies of lay expertise, similar 
to what both my colleagues and I (Eyal et al. 2010) and Silverman (2011) found in the 1960s/70s U.S. 
174 Das and Addlakha take issue with Rayna Rapp’s work on disability and biosociality in particular. However, their 
treatment of her work is not always fair. Rapp does not only discuss biosociality in terms of liberal politics. Rather, 
she also emphasizes the important ways in which biosociality reconfigures kinship and creates feelings of 
kindredness among families of people with disabilities. Further, an article by Rapp and Ginsburg that appeared in 
the same special issue of Public Culture as Das and Addlakha’s piece discussed the ways in which disability 
narratives enter the public sphere, in a sense turning the domestic into the political. Still, Das and Addlakha’s 
methodological intervention holds. While Rapp and Ginsburg take an approach that focuses on life history and 
popular culture (books, films, and news stories), Das and Addlakha advocate for an ethnography of the everyday. 
175 This is not all that different from the way autism activism in the U.S. operated in the 1960s. As we discuss in 
Eyal et al. 2010 and Eyal and Hart 2010, parents experimented with behavioral therapies at home with their own 
children in order to challenge the regnant psychoanalytic regime. 
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176 al-ʿilāj refers to a “cure” or “treatment.” While there are two verbs referring to being cured  (teʿellej/kayteʿellej 
and brā/kaybrā), al-ʿilāj was the only noun people used to refer to a cure. However, it in Modern Standard Arabic, it 
also carries the meaning of “treatment”, both in the medical sense and in a more general sense of a presentation or 
discussion of a subject. While this particular activist likely meant to emphasize equipment as a treatment and not a 
cure for autism, both translations (“treatment” and “cure”) were certainly in play for his interlocutors. 
177 Other parents, I should add, kept their children in these centers and felt they were served well. Others still 
switched their children to associations using ABA later on, only to return their older children to these centers after 
they did very poorly in the public school setting. 
178 Indeed, as I allude to briefly in the Introduction, this was a major issue in the U.S. in the 1950s, -60s, and 70s, 
when psychoanalysis was the dominant branch of psychiatric expertise (see Eyal et al. 2010).  
179 The term indicates that the mother’s style of interaction and communication caused her child to become 
psychotic. See Staub (2011) for a history of the “schizophrenogenic mother” and the idea of a “schizophrenogenic 
society.” 
180 Casein is a protein found in dairy products. Along with gluten (a protein found in wheat, barley, and rye) has 
been linked to autism and gluten-free, casein-free diets have become somewhat popular among parents of autistic 
children in the U.S. The Defeat Autism Now movement helped to popularize this diet, along with different dietary 
supplementary regimes. Mainstream physicians (Offit 2008) have critiqued such approaches. Some of the Moroccan 
parents I met were using dietary approaches to treat their child’s autism, and Moroccan physicians with whom I 
spoke were very critical of such parents. See Chloe Silverman (2011) for a history of the DAN movement in the 
U.S. 
181 Indeed, throughout this dissertation, I note several instances where psychiatrists and parent activists are engaged 
in similar forms of linguistic activism. In Chapter 3, for example, I discuss the overlap between parent’s and  
psychiatrist’s efforts to distinguish autism from more temporary states of disorder.   
182 See Davis (2012) for an account of moralism and countermoralism in the face of recalcitrant psychiatric cases in 
the context of neoliberal reform in Greece. 
183 In fact, on their website the names of their 24 member associations are listed under the “network” (Fr. réseau) 
tab.  
184 See the maps in Chapter 1 for progressive maps representing the spread of autism associations over space and 
time.  
185 This term is often used to reference services provided at centers for those in crisis, such as victims of domestic 
violence and street children.   
186 Indeed, Maher (1974:105) and Crawford (2009) have both described informants who gave birth to eight or nine 
children only to have three or four survive. According to UNICEF, infant mortality rates in Morocco have decreased 
dramatically between 1990 (63 infant deaths per 1,000 live births) and 2012 (27 infant deaths per 1,000 live births). 
http://www.unicef.org/infobycountry/morocco_statistics.html, last accessed April 12, 2015. 
187 http://www.medi1.com/emissions/Jil/Jil.php, last accessed April 1, 2015.  
188 This sort of programming operates in a “top-down” fashion, disseminating ideas and concepts to a broad public 
using modern media forms. While “top-down” activism has played an important role in shaping contemporary 
understandings and experiences of autism, I argue throughout the dissertation that it is secondary to more “ground-
up” forms of activism (e.g. establishing autism classrooms, fabricating the low-tech tools of behavioral therapy, 
hosting trainings for parents and experts, and taking one’s child out into the public sphere). 
189 For a discussion of the privatization of Moroccan education, see Chartier, Zati, and Belaid’s (2012) essay at 
http://farzyat.cjb.ma/privatisation-de-loffre-scolaire-au-maroc-amplification-des-inegalites-en-matiere-deducation, 
last accessed on April 2nd, 2015. A similar process of privatization of education has been documented in many 
lower-income countries (Belfield and Levin 2002; Atasay and Delavan 2012). 
190 In his historical discussion of Quranic schooling in Yemen, Messick describes adab as the “a complex of valued 
intellectual dispositions and appropriate behaviors” and notes that it was “the primary responsibility of a child’s 
parents” (1993:77).  This understanding of adab could equally apply to the contemporary Moroccan context.  
191 The keeper of a hotel I frequently stayed at in Casablanca told me that his children lived with his wife in the 
countryside, near Errachidia, in the Moroccan interior. He worked four days on and three days off and would travel 
to be with them during his days off. He told me that there is still “respect” (htirām) there and that his children are 
learning a proper way of life, even if they are not receiving the same kind of education they could in Casablanca 
private schools. Additionally, when I would tell people in Rabat or Casablanca that I was going to Taroudant for my 
research, they would often say that people down there were ṭiyyibīn (“nice” or “pleasant”), that they were the true 
embodiment of Moroccan moral values.  
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192 A couple weeks earlier, I had given Bahija a copy of the French study description I had written for a local ethical 
review board. The title of the project was “Translating Autism: Child Psychiatry and Parent Activism.” This is 
probably why she referenced “parent activism” specifically in this instance. 
193 Finally, in 2012, Mr. Bricolage, a French home improvement store with locations in Casablanca, Marrakech, 
Tangier, and Agadir, began carrying Velcro. 
194 “I want” (or je veux in French or bghīt, in Arabic) is spelled out and attached to a strip, and the child 
comprehends its meaning in Wittgensteinian fashion, by learning how to use it. 
195 Usually, they showed Moroccan children, but children from France, Turkey, Canada and the U.S. were also 
featured in videos I saw.  
196 A number of critics have noted the irony that the king, with a net worth estimated at 2.5 billion, would be styled 
as the king of the poor. See, for example, Moroccan journalist Ali Anouzla’s opinion piece from August 12th of 
2014: http://www.middleeasteye.net/columns/moroccos-king-poor-389544184, last accessed, May 17th, 2015. 
197 This is my translation from the published French version of the speech, found here: 
http://www.fm5.ma/en/node/580, last accessed April 12, 2015. 
198 This is, in fact, taken out at the central level ex ante before distribution of the share of value-added taxes (VAT) 
refunded to municipalities. 
199 A number of recent studies have argued that the INDH, while promoting an inclusive politics at the local level, 
has in fact re-entrenched extant power dynamics and clientelism by empowering royally appointed governors and 
administrators at the prefectural level (Berriane 2010; Bergh 2012; Bono 2010). 
200 The article and picture can be found here: http://www.lavieeco.com/news/societe/maroc-l-indh-un-chantier-de-
regne-30642.html, last accessed Feb. 28th, 2015. 
201 Benchemsi (2008) notes that cynical Moroccans quickly jumped on the felicitous homonymic convergence 
between the French acronym l’INDH and the Classical Arabic word al-indihāsh, meaning “bewilderment,” 
“bafflement,” “stupefaction,” “perplexity,” “dismay,” or “alarm.” 
202 For three important and diverging takes on the historical and cultural sources of monarchical political authority, 
see Geertz (1968), Combs-Schilling (1989), and Hammoudi (1997). 
203 The shahāda or “profession of faith,” prayer five times daily, fasting during Ramadan, and making the 
pilgrimage to Mecca are the other four. For an excellent description of the pilgrimage, see Abdellah Hammoudi’s A 
Season in Mecca: Narrative of a Pilgrimage (2006). 
204 Maarouf (2012) argues that Islamic charity has long been a crucial mode of the maintenance of political authority 
in Morocco. He states that the sultanate in Morocco has historically operated on a kind of charity-for-allegiance type 
of arrangement with its subjects, via the hiba or inʿam (“donation”) and the waqf (“land endowment”) especially to 
zawiyas or marabouts elaborated around saints’ tombs. Further, he argues that the success of contemporary Islamic 
movements in Morocco is due in large part to their engagement in Islamic charity work.  
205 See Biehl (2007) for a discussion of the neoliberal “activist state” which he also contrasts to the commonplace 
narrative of a “retreating” neoliberal state. 
206 In the 1960s and 1970s in the United States, it was much more common for parents to open their own schools for 
their children (see Silverman 2011). While some parent associations in the U.S. do run autism classrooms today, 
they all operate classrooms in Morocco. 
207 While the Moroccan Collectif does not provide services, all of its member associations do. 
208 As Chamak notes, parent associations are working to establish “the American model” in France as well, but they 
have had relatively little success in getting the French state to ensure this kind of integrated education (2008:90). 
She also writes, “Today, the collective action of the hundreds associations of parents has succeeded in changing the 
representations of autism and has influenced the recommendations for the professional practices. It has, however, 
failed to obtain free access to educational and behavioral methods (ABA is a private market, very expensive), and 
the more severe cases are finding even less assistance and services (2014:2540). 
209 This was not without controversy, however. During my time in the field, the Ministry of Social Development 
made the local news when a couple of Casablanca associations went on strike because they had not yet received 
funds promised to them by the ministry. In 2012, a union of associations working in the field of “mental handicap,” 
similar in structure to Collectif Autisme Maroc, and appeared in the media several times complaining that the 
ministry was not providing promised funds, was not renewing grants to associations, and was otherwise 
disrespecting the associations. See the following articles for examples, 
http://www.aujourdhui.ma/maroc/societe/personnes-en-situation-de-handicap-mental-les-associations-partent-en-
guerre-contre-bassima-hakkaoui--113621#.VR8w0pTF_JU 
http://www.femmesdumaroc.com/Societe/societe/handicap-mental-une-affaire-d-etat--1888   
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210 This vision of the subject as self-responsible and proactive in his or her own care is not unique to neoliberal 
configurations. Indeed, a similar vision of the subject is embedded in certain paradigms of education and care, such 
as the Waldorf education model, that emerged prior to the development of neoliberal economic policies. However, I 
am arguing that its emergence in Morocco in the context of autism care is fostered in part by a neoliberal approach 
to development that partially offloads responsibility for organizing and providing education and care to citizens and 
civil society.  
211 2012 was in fact named the “Year of Autism” in France, but parents often understood this as another “Year of 
Autism” in Morocco.  
212 Just last year (2014), for example, Collectif Autisme Maroc received funding for a project they had been planning 
for several years, a “caravan of awareness-raising” (caravan de sensibilisation à l’autisme) that included visits to a 
number of smaller cities far from the capital (including Taroudant, Errachidia, and Oujda), where they conducted 
trainings with local parents and professionals, appeared on local radio and/or television, and hosted awareness-
raising events. 
213 Haldol, also known by its generic name Haloperidol, is a first-generation antipsychotic medication. It is primarily 
used to treat schizophrenia, schizoaffective disorders, and delirium. But psychiatrists have also used it to treat autism 
(Campbell et al. 1978). Risperidone, a second-generation antipsychotic medication, was eventually given an FDA 
indication for autism and is more commonly used than Haldol at present. But both first- and second-generation 
antipsychotics carry risks for very serious side effects, like tardive dyskinesia, akithesia, and metabolic syndrome; as 
a result, their use is highly controversial (Posey et al. 2008). 
214 In Health and Ritual in Morocco, Dieste writes, somewhat dryly: “Some afflictions are interpreted as an 
obstruction of this breathing (diqqa) for reasons of anguish and malaise.” (Dieste 2012:34-35). 
215 ṭaḥt is the first-person past form of the verb ṭāḥ/kayṭīḥ, which is the word used to describe someone who is 
possessed. Indeed, falling to the ground is the sine qua non of being possessed. It is also a term used to describe an 
epileptic seizure. The child psychiatrists often asked parents “wash kayṭīḥ?” (“does he fall?”) in an attempt to elicit 
whether the child might have an underlying epileptic disorder. 
216 Aziz was diagnosed by a Rabat-based child psychiatrists when he was four years old after a string of visits to 
neurologists in Morocco and in Europe and what his parents think was a mistaken diagnosis of epilepsy. 
217 The year was 2011, and the news was still often discussing the “Economic Crisis,” and Barack Obama was the 
president of the United States.  
218 I should note, as a caveat, that my study was designed and carried out using the methods of medical anthropology 
and science and technology studies. It was not a linguistic anthropological study. 
219 Indeed, I have come to see this tension as belonging to the broader genealogy of autism and its hybrid origins. 
See Eyal et al. 2010 for our historical account of how autism therapies hybridized the moral images and therapeutic 
techniques of mental illness and mental retardation. This does not mean that the same old American debates are 
simply reproduced or replicated in Morocco, only that certain tensions continue to operate in and through autism 
therapies as they circulate ever-widely through global activism. 
220 Chew, of course, borrows this phrase from Walter Benjamin’s famous essay “The Task of the Translator” (1968). 
221 Sometimes and for some people, this works. However, as we saw in Chapter 1, especially for those who are more 
severely disabled, full autonomy typically remains more of an aspiration than a reality. 
222 In English, the phrase “stereotyped behaviors” is a largely esoteric term used by clinicians. American parents and 
therapists I knew would refer to behaviors commonly associated with autism – like hand flapping, rocking, etc – as 
“self-stimulation” or “self-stimming” or simply “stimming.” In Morocco, however, the opposite was true. The 
French term auto-stimulation was rarely used by parents in favor of stéréotypie, which was incorporated into 
Colloquial Moroccan Arabic as both a noun and a verb (e.g., kaystereotypi). 
223 Verbal Behavior Therapy, or VB, is a method that uses principles from ABA. It is based on American 
psychologist B.F. Skinner’s theoretical tome entitled, Verbal Behavior (1957). In essence, it emphasizes pragmatic, 
functional, and interactive uses of language – using words to do things – instead of memorizing labels (“this is a 
cat,” “this is a dog,” etc.). Some of the Moroccan parents and professionals I met felt it was a more “flexible” and 
“natural” mode of therapy than ABA but that it was therefore better suited for the home than the school.  
224 Reversing pronouns like this – here switching “you” and “I” – is common in autism, and it relates to one of its 
cardinal symptoms, echolalia, or the repetition of words and phrases precisely as they are heard. 
225 In Chapter 3 I discuss the ways that the concept of autism differs from local categories of mental illness and 
disability in terms of the potential it implies and the kind of ethical interventions it warrants. 
226 Bidoun Haraj is one of the many television shows in the genre of niqāsh. niqāsh means “discussion” or “debate” 
and the title of this show, “without embarrassment” reflects the shows content: contemporary social and moral 
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debates touching on sensitive or controversial topics. The format of the show is a roundtable discussion with a host 
and four guests. One of the four guests is almost always Dr. Abderrahime Al Atri, a professor of sociology. The 
other guests are usually commentators working in the field of the topic being discussed, or they are directly affected 
by it. The episode about autism that I describe here included Dr. Atri, Soumia Amrani (a mother of an autistic 
adolescent and treasurer of Collectif Autisme Maroc), Rachyd Mouatassim (a Moroccan educator who ran an ABA 
classroom for a Rabat-based autism association), and Dr. Rim Roudais (a child psychiatrist working in the new child 
psychiatry department at Ar-Razi hospital in Salé). A second episode on autism appeared in April 2014 and featured 
Dr. Atri, Dr. Roudais along with Kamal Belmehjoub (a disability activist), and Abedlrahmane Elmoudni (a father of 
an autistic adolescent and president of an autism association founded in 2005 in Meknes). 
227 I should note that I immediately recognized such tricks of the trade from my own work as a caregiver for 
developmentally disabled children and young adults in the U.S., even if I did not at first have tools that were 
particularly useful with Aziz. 
228 As I noted in the Introduction, Tamara Daley’s earlier (2002) study took a similar approach. 
229 I would point readers here again to King and Bearman’s (2009) paper on “diagnostic substitution” from mental 
retardation to autism as well as Eyal et al.’s (2010) account of the category autism as a hybrid of mental illness and 
mental retardation.  
230 Given the relatively small field of child psychiatry in Morocco and child psychiatrist’s somewhat narrower 
conception of autism, it seems unlikely that formal diagnosis will expand very rapidly in the near future. Even in the 
event that the diagnostic sector did expand, as I argue below, in the absence of greater state support, diagnosed 
children would not receiving the intense style of autism care required, in my view, to make the diagnosis “stick.” 
231 As I learned from my visits to schools and interviews with educators, the Moroccan Ministry of Education is 
making efforts to include state-run special education classes in public schools. However, I was told that those classes 
will likely have one teacher and perhaps one teacher’s aide for a dozen students, nothing like the intense one-to-one 
arrangement of ABA-based autism classrooms. 
232 Recent work in science and technology studies has also shown that certain modern biotechnical developments 
have also fostered a hybrid vision of the self that runs counter to the classic liberal modern subject (e.g., Haraway 
1990; Haraway 1997; Sharp 2006). 
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