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@ Learning Objectives
Descriptive evaluation of psychopathology
and the present state examination repre-
sent fundamental phases of the psychiatric
assessment of the person with ID and/or
ASD, although scarce attention received to
date in clinical practice and research. The
present chapter describes the three parts
into which the human psyche is tradition-
ally divided (cognition, affection, and voli-
tion/conation) and addresses all the specific
aspects and symptoms to be considered dur-
ing the present state exam such as availabil-
ity, accessibility, appearance, behavior and
motor activity, speech, cognitive functions,
consciousness, insight, judgment skills, ori-
entation, attention, memory, sense percep-
tion, mood, anxiety, will, and thought.
Current and future clinical care of indi-
viduals with ID/ASD needs a substantial
reevaluation and expansion of the psycho-
pathological approach in order to improve
professional knowledge, practice, and con-
tact with patients’ experience. It is to be
hoped that the content of this chapter will
be significantly extended and detailed in the
forthcoming years.

6.1 Introduction

The term “psychopathology” derives from the
Greek oyt (psyche) for “soul” or “mind,”
n&Bog (pathos) for “suffering,” and Aoyog
(logos) for “discourse,” “reason,” or “cause
search,” and is roughly translated into “the
study of the sufferings of the soul.” The term
was coined by the German psychiatrist
Hermann Emminghaus in 1878 [1], but it
became a scientific discipline only in 1913,
with the publication of Karl Jaspers’ book
“Allgemeine Psychopathologie,” [2] who
aimed at describing “the individual as a whole
in his illness, as far as it is a mental and psy-
chogenic illness” within the complexity of
“the soul of the individual.” [3] From that
moment on psychopathology had increas-
ingly become “the subject matter of psychia-
try” [4] and clinical psychology, successfully
guiding clinical and scientific progress.

Currently, the term “psychopathology” is
employed in a number of different ways,
which are commonly grouped into explana-
tory and descriptive. The former refers to
assumed explanations according to theoreti-
cal constructs such as psychodynamics or cog-
nitive behavioral models, while the latter
consists only of descriptions of any individual
behavior or experience which causes impair-
ment, distress, or disability, with limited
absent arguments of causation. In the present
chapter, the term psychopathology is used in a
descriptive way, with specific reference to
defining, understanding, and categorizing
symptoms as reported by people with intellec-
tual disability (ID) and/or autism spectrum
disorder (ASD) and observed through their
behavior.

These groups of people have been excluded
from research and clinical approaches based
on descriptive psychopathology, mostly
because they have been considered unable to
provide data rich enough to reflect their expe-
riences, or because of ethical reasons, such as
being easily coerced or having low coping
with distress factors associated with complex
assessment and repeated interviews. Thus,
authentic voices of persons with intellectual
disabilities and autism are often unheard,
their behaviors are inadequately observed,
and accommodations to ensure their inclu-
sion are rarely made [5-7]. In fact, descriptive
psychopathology is important for persons
with ID and ASD as it is to the general popu-
lation, since it provides the fundamental ele-
ments for understanding their condition and
suffering, as well as making a psychiatric diag-
nosis.

© People with intellectual disability and/or
autism spectrum disorder have been
excluded from research and clinical
approaches based on descriptive psycho-
pathology, mostly because they have been
considered unable to provide data rich
enough to reflect their experiences, or
because of ethical reasons, such as being
easily coerced or having low coping with
distress factors associated with complex
assessment and repeated interviews.
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6.2 General Psychopathology

For 250 years, many psychopathologists took
for granted that the study of the mind could
be divided into three parts: cognition, affec-
tion, and volition/conation [8]. The persis-
tence of these areas of human psyche as major
taxonomy references for mental phenomena
suggests that there may be a natural utility of
this scheme for clinical and research purposes,
although various organizational models have
been proposed [9], in which some of these
areas, especially conation, have been merged
or eliminated [10, 11].

6.2.1 Cognition

Traditionally, the term cognition refers to
mental processes through which information
from the environment is acquired and elabo-
rated as knowledge. Cognition is said to
include specific mental functions such as
attention, memory, understanding of lan-
guage, and intelligence. Intelligence is often
further broken down into learning, reasoning,
problem solving, and decision making.
Intelligence is often defined as the ability
to solve problems, whether it is to understand
how a toy works, to solve a question of trigo-
nometry, or to guess stock market movements.
The Diagnostic and Statistical Manual’s
fifth edition of the American Psychiatric asso-
ciation (DSM-5) [12] diagnostic criteria for
intellectual disability also includes impair-
ments in reasoning, planning, abstract think-
ing, making judgments, and learning from
both practical experience and from education.
Intelligence is often expressed as the intelli-
gence quotient or IQ that compares an indi-
vidual’s test score to the average score of a
population. By convention, most, but not
every, intelligence test converts raw scores to a
distribution with a mean of 100 and a stan-
dard deviation of 15. Thus, IQs between 85
and 115 are classified as average. 1Qs above
130 are unusually high and 1Qs below 70 are
unusually low. IQs between 70 and 85 are
below average and sometimes regarded as
borderline intellectual functioning. Finally,
definitions of ID use IQ scores of below 70
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combined with other diagnostic criteria, such
as significant deficits in adaptive behavior, age
of onset during the developmental period,
typically defined as before 18-22 years, exclu-
sion of other explanations, and professional
judgment (see » Chap. 1).

DSM-5 definition of adaptive behavior
includes four domains: (a) communication,
such as conveying information to others and
understanding information from others; (b)
social skills, such as interacting effectively
with others, following social conventions, and
responding to nonverbal cues from others; (c)
personal independence at home is in the com-
munity, including bathing, doing the laundry,
and using public transportation; and (d)
school or work functioning, such as conform-
ing to social standards, and learning and
behaving independently at school or work.
Adaptive behavior is usually assessed using
appropriately normed psychometric instru-
ments such as the Vineland Adaptive Behavior
Scales [13] or the Diagnostic Adaptive Behavior
Scale [14]. The nature of intelligence may be
more complicated as it may be better to talk
about a complex of correlated but distinct
mental functions and abilities. The scientific
community is still debating whether these
mental functions depend on a single, general
intellectual capacity, the so-called g for gen-
eral intelligence as the psychologist Charles
Spearman called it in the last century, or by
distinguishable individual components or fac-
ets of intelligence, such as Howard Gardner’s
multiple intelligences (e.g., musical-rhythmic,
visual-spatial,  verbal-linguistic,  logical-
mathematical, bodily-kinesthetic, interper-
sonal, and intrapersonal intelligences) that are
combined differently from person to person.
Other models of intelligence have proposed a
hierarchical structure with a generic ability at
the apex of a pyramid and more specific skills
being progressively differentiated in lower lev-
els of the pyramid model. A common distinc-
tion is between crystallized and fluid
intelligence. Crystalized intelligence refers to
learned knowledge and skills which often
increases with age, whereas fluid intelligence
refers to the ability to perceive new relation-
ships which is independent of prior experience
and is reflected in global capacity to reason
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and learn and declines with age. Some have
suggested that the evaluation of intelligence
according to a unitary model is insufficient.
Rather it may be better to describe people’s
cognitive difficulties and specific disabilities
and to understand how cognitive difficulties
and specific disabilities are linked to psycho-
pathology [15]. It may also be useful to
describe the role of highly specific cognitive
functions, such as the orientation of atten-
tion, the shift of attention, or some reductions
in working memory [16, 17] (see » Chap. 1).

o Traditionally, the term cognition refers to
mental processes through which informa-
tion from the environment is acquired and
elaborated as knowledge.

The current model of intelligence,
based on I1Q, is of limited utility for intel-
lectual disability and autism spectrum dis-
orders, given the wide range and variability
of cognitive functions and adaptive capac-
ities.

6.2.2 Affectivity/Affection

Affectivity is the area of human psyche related
to the ability to experience moods and affects,
such as feelings and emotions. The meaning
of everyday terms such as sadness, irritation,
joy, etc. may seem self-evident, whereas
unusual experiences such as delusions, obses-
sions, and hallucinations require some careful
definition. Yet, this is not the case as feelings
and emotions are seemingly obscure and
changeable events which are difficult to
describe. Affectivity seems to be something
that is difficult to define as most people report
affect as an internal experience available only
to the person who is experiencing it, although
observable affective behavior can be identified
in people with ID/ASD [18].

The terminology with which problematic
feelings is dealt with is often ambiguous and
controversial. For some authors feelings are
simply excited states due to physiological
changes in response to some event [19], while
for others they are characterized by conscious
perception [20]; affects and mood are terms
sometimes used antithetically. For example,

Taylor [21] stated that affect is “the emotional
tone underlying each behavior,” while others
have opined that the mood is only a part of an
affection of the individual, which is a more
global function, when, for most authors,
almost the inverse is true [19, 22]. For others,
these terms are synonyms [23].

For some, emotions arise from archaic
nervous center. Emotions apparently arise,
grow, diminish, and disappear without active
mental participation so that it may appear
that there is a complete disconnection between
affective and rational life. Emotions are essen-
tial for the adaptation of the organism as they
provide the driving force for behavior [24].

An alternative, environmentalist view of
emotions as the causes of behavior comes
from Skinner [25], who considered emotions
to be “an excellent example of the fictional
causes to which we commonly attribute behav-
ior” [25]. Rather, emotions refer to predisposi-
tions to behave in certain ways and to
responses that covary which are under envi-
ronmental control. Thus, the angry person, in
response to their supervisor’s criticism, turns
red and sweats, takes on a facial expression of
anger, slams doors, kicks the cat, and watches
fights with unusual interest, suggesting that in
response to criticism, observing harm holds
this class of behavior together.

The emotional aspect of mental illness is
characterized by diffuse and impalpable con-
stellations of fleeting sensations and long-
lasting dispositions that are difficult to describe.
Contemporary research on emotions suffers
from a serious conceptual confusion. The first
thing to do is to get a hold on the terminology
describing emotions [26]. Two concepts seem
to dominate the current debate, namely feel-
ings and emotions. Feelings are understood as
perceptions of bodily changes and affective
states such as, for example, discomfort, plea-
sure, pain, exaltedness, tiredness and sadness.
Emotions are mostly considered as intention-
ally or rationally structured experiences such
as anger with somebody, surprise at an event,
love of someone, pride in one’s own behavior,
shame at being caught doing something wrong,
guilt about one’s previous actions, and so on.

We propose a framework for understand-
ing emotional experience that is grounded in
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two key points: (1) the definition of “emo-
tion” as felt motivation to move, (2) the dis-
tinction between “affect” and “mood”
according to their intentional structure. As for
the first point, the word “emotion” derives
from the Latin ex movere. Emotions are the
lived motivation for movement. Emotions are
kinetic, dynamic forces that drive us in our
ongoing interactions with the environment.
They are functional states which may produce
movements and motivational conditions that
project the person into the future providing a
felt readiness for action. The connection
between emotion and movement can be illus-
trated as follows. For instance, in sadness I
flow downwards in a slow, sinking manner as
things appear to be forlornly sinking and sag-
ging downwards. In joy, I flow upwards in a
radiated manner as things around me have an
uplifted momentum. In retaliatory anger, I
feel driven forward, violently attacking as the
object of anger grows larger and occupies the
foreground. In love, I flow forward in a gently
binding way as the loved person flows for-
ward, toward me. In pride, I go upwards in an
inflated rising as things grow smaller com-
pared to me. In humiliation, I flow downwards
in a plummeting, quick, and violent drop as
persons around me grow larger and look at
me. In repugnance, I flow backwards as things
flow forward toward me. In awe, I flow back-
wards and downwards in a shuddering man-
ner as things flow forward and upwards,
towering above me. In fear, I move backwards
in a shrinking and cringing manner as things
flow forward, toward me in a looming and
menacing manner. In anxiety, I feel suspended
in air in a quavering manner which is felt in a
menacing manner. Thus, “emotion” is an
umbrella term denoting the multifarious phe-
nomena that make up our emotional experi-
ence.

As for the second point, at the opposite
ends of our emotional experience we find two
very different kinds of experiences: affects and
moods. The basic difference lies in the fact
that affects are focused and possess an appar-
ently clear intentionality or a specific directed-
ness, are experienced as externally motivated
with relatively clear environmental determi-
nants, and thus, are more determined and
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more articulated than moods. Moods, on the
contrary, are characterized by a lack of a clear,
if any, intentional structure or goal. They are
unfocused, and thus, do not possess a specific
directedness and aboutness.! They are felt as
undetermined, and there are no specific identi-
fied causes for them. They are more indefinite
and indeterminate than affects and are often
inarticulate. Moods usually manifest them-
selves as prolonged constellations of feelings
such as vague feelings that permeate the per-
son’s whole field of awareness. Examples of
affects are fear, grief, joy, anger, and boredom.
For example, one is fearful because of the
imminent threat of negative social validation
when one sees one’s boss walking toward one-
self with a stormy expression on her face.
Examples of moods are anxiety, depression,
euphoria, dysphoria, and tedium. For exam-
ple, anxious mood is shown when over an
extended period of time there is a sense of
impending threat with no obvious source.

0 Affectivity is the area of human psyche
related to the ability to experience moods
and affects, such as feelings and emotions.
Emotions are functional states which may
produce movements and motivational
states that project a person into the future
providing a felt readiness for action.
Affects and moods are at the opposite
ends of human emotional experience:
affects are focused and possess an appar-
ent clear intentionality or a specific direct-
edness, while moods represent prolonged
constellations of feelings that permeate a
person’s whole field of awareness.

6.2.3 Volition/Will

Whether volition can be considered an auton-
omous psychic function is still under discus-
sion. Contemporary classifications of mental
disorders do not include it, considering it a
behavioral reduction of affectivity (impulse,
desire, and motivation) and to a lesser extent

1 Aboutness is a term used in philosophy of mind,
often considered synonymous with intentionality.
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of cognition (intention, decision, choice, and
control). Yet, until the nineteenth century,
volition was the most commonly cited con-
cept to explain the ability to initiate or inhibit
behavior. It is still commonly used in the
forensic field in the sense of personal respon-
sibility for one’s own actions and in social and
health policies for people with ID and/or ASD
in the sense of self-determination.

In everyday language, volition refers to the
ability to choose and carry out behavior to
achieve certain aims. Scharfetter [27] defined it
as a completed, planned activity based on a
motivation or a primary need such as hunger or
thirst, or a secondary or acquired need like
smoking, reading, etc. With the term “motiva-
tion,” he referred to a state characterized by
emotional and cognitive aspects, often linked to
a need. In contrast, Jaspers [28] described voli-
tion/will as a function welded to the awareness
of a goal, the means to achieve it, and its conse-
quences. In this way, he blurred the boundaries
between volition/will and judgment.

Various other terms have been used across
time to represent alternative interpretations or
specific aspect of volition, including intrinsic
motivation, goal orientation, conation, self-
direction, self-regulation, and self-
determination. From the higher faculty that it
was, volition/will has been transformed first
into a dark ambiguous force including a mul-
titude of drives, longings, and impulses, and
then it has been wiped out and substituted in
recent decades by notions such as those of
“Instinct,” “drive,” “motivation,” and “ability
to decide.”

o Whether Volition can be considered an
autonomous psychic function is still under
discussion. Contemporary classifications
of mental disorders do not include it, con-
sidering it a behavioral reduction of affec-
tivity and to a lesser extent of cognition.
Various other terms have been used across
time to represent alternative interpreta-
tions or specific aspect of volition, includ-
ing intrinsic motivation, goal orientation,
conation, self-direction, self-regulation,
self-determination, and more recently,
instinct, drive, motivation, and ability to
decide.

6.3 Present State Examination

The present state examination (PSE) of the
person with ID and/or ASD is a fundamental
clinical moment in the direct evaluation of
psychopathological symptoms. Without it,
psychodiagnostic tests and questionnaires are
of limited value. Unlike a typical conversation
between two people, the PSE has specific tech-
niques and rules, some of which apply to all
clinical interviews and concern the
professional-patient relationship, and others
which are much more specific to the PSE. As
already noted, people with ID and/or ASD
have many relational, communicative, and
expressive characteristics, which the inter-
viewer must take into account. These aspects
are treated in the » Chap. 5, the one on
assessment of psychopathology.

6.3.1 Availability

The PSE begins with the observation of the
availability for evaluation. It is an aspect of
primary importance, which is not limited to
the reaction to the request for information and
private experiences, but extends to the whole
interpersonal contact that the person tends to
take with the evaluator. In persons with 1D
and/or ASD, availability is often limited by the
individual’s cognitive and relational charac-
teristics, but this may not effect more experi-
enced and able clinicians’ abilities to detect
co-occurrence of psychopathology and 1D/
ASD. The clinician should record if the indi-
vidual is sympathetic, cooperative, motivated,
appropriate to the situation, and willingly col-
laborates or if the individual is passive, acqui-
escent, querulous, ironic, arrogant,
oppositional, hostile, aggressive, demanding,
or if she/he presents behavioral disturbances
that make interaction very difficult.

6.3.2 Accessibility

Accessibility refers to the extent to which the
persons under examination let the clinician
access  their  intrapsychic  experiences.
Compared to availability to which it is often
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mistakenly equated, accessibility represents a
subsequent moment of the PSE. In fact, a
patient may be available to a doctor’s exami-
nation but unable to communicate his or her
mental states. In people with ID and/or ASD,
accessibility should be assessed in a less rigid
way than in the general population and after
collecting information on the usual communi-
cation attitude and skill from clinical records
and habitual caregivers.

6.3.3 Appearance

This part of the PSE assesses the individual’s
overall exterior aspect. The individual may
show a lively, flamboyant attire, typical of
manic states, or be unkempt and poorly
treated, as seen in schizophrenic psychoses or
major depressive episodes. The interviewer
must assess appearance in the light of the
characteristics of the person with ID and/or
ASD, with particular reference to the usual
modes of expression, basic skills, life context,
sociocultural background, and motor activity.
In addition, the interviewer should be sensi-
tive to whether the individual’s appearance
reflects caregivers’ practices and standards, as
much as those of the individual.

6.3.4 Behavior and Motor Activity

Persons with ID and/or ASD may feel more
anxious than the general population, espe-
cially in unfamiliar contexts. During the PSE,
anxiety can manifest itself in many forms of
inappropriate or challenging behaviors such
as nonresponsiveness, shyness, avoidance,
opposition, hyperactivity, stereotypies, or
aggression. These behaviors can also be the
expression of psychopathological conditions,
such as anxiety disorders, manic phases, or
alcohol intoxication. In these cases, the inter-
viewer may observe severe crisis of psycho-
motor agitation or destructive behavior
toward everything. Conversely, during
depressive episodes, the individual’s behavior
can be slower and more withdrawn than his/
her usual behavior.
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6.3.5 Speech

According to traditional psychopathology,
the evaluation of speech substantially coin-
cides with that of thought, since thoughts are
usually expressed in words; however, since in
fact the modes of expression of a thought are
not limited to speech and speech cannot be
considered a direct expression of thought, this
is not necessarily true. Indeed, individuals
with ID often have difficulties in expressing
their thoughts through speech. When evaluat-
ing speech, the interviewer should note the
form and content of the individual’s speech
and nonverbal communication. Evaluation of
the form of speech should include both quali-
tative and quantitative characteristics such as
the person being talkative, taciturn, or the
speech being articulate, accelerated, mum-
bled, spontaneous, etc. The most common
formal alterations of the speech are repre-
sented by poverty or wealth of speech, accel-
eration, slowing down, fragmentation, or lack
of speech.

Speech acceleration is associated with an
excess in quantity (logorrea), which may
appear sometimes apparently unstoppable
and sometimes musical, and may include play
on word, puns, and jokes as is frequently seen
in hypomania and mania, alcohol intoxica-
tion, and psychostimulant usage. In manic
episodes, extremely high rates of speech may
result in incomplete sentences, incomplete
words, word repetition (palilalia), echolalia,
repetitive sounds, and quickly switching from
one topic to another. Sometimes incoherent
speech results in so-called word salad most
commonly in psychotic disorders, sometimes
referred to as “schizophasia.”

Marked increases in rhythm and content
can be seen in people with pathological
anxiety, although lack of speech, stuttering,
and incomplete words may also occur.
Individuals with ID/ASD and severe language
difficulties including those who are nonverbal
may show anxiety through intensification of
stereotypic behavior, such as rocking, rub-
bing, and repetitive hand movements, or self-
injurious behavior, such as hitting the face or
other body parts, hair pulling (trichotilloma-
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nia), or biting nails (onychophagia), cuticles,
or the skin of the fingers (dermatophagia).
Some individuals may speak coherently, but
very slowly which may be an expression of
psychomotor retardation as in depressive epi-
sodes, disorders of consciousness or memory,
and organic brain syndromes.

6.3.6 Cognitive Functions

The assessment of cognitive functions is
another key component of the PSE in people
with ID or ASD, especially when no precise
neuropsychological reports are available.
Some researchers assert that cognitive func-
tions can be evaluated through their practical,
applicative expression, or executive functions.
For example, Miyake et al. [29] have suggested
a subdivision into three basic executive pro-
cesses that, although they have some common
elements, must be evaluated through the exe-
cution of differentiated tasks. These processes
include: (a) Shifting, the ability to change,
alternate behaviors based on the analysis of
the results obtained or predictable; (b)
Updating, the ability to monitor incoming
information, their relevance to a current task,
and to update the information content replac-
ing the older or irrelevant information with a
more recent relevant information; and (c)
Inhibition, the ability to consciously inhibit
excessive, automatic, or predominant
responses.

6.3.6.1 Consciousness

The investigation of the state of conscious-
ness focuses on the awareness of oneself and
external, objective world. This is particularly
difficult in people with ID/ASD with poor or
absent verbal abilities. Consciousness can be
altered in a quantitative sense, such as in the
clouding of consciousness, as in the twilight
state, where awareness is restricted to a limited
amount of content, or in the dream-like states
where the ability to distinguish between the
imaginary and the real is compromised.

In certain psychiatric disorders, such as
psychotic episodes due to medical illness or a
substance, the alteration of consciousness
may be particularly marked and be variously

associated with anxiety, agitation, hallucina-
tions, language alteration, insomnia, fever,
loss of appetite, neurovegetative symptoms,
suicidal thoughts, and impulse dyscontrol.
Psychotic episodes due to medical illness or a
substance is a rare complication of infectious
diseases, intoxications, or brain injuries,
although Theodor Hermann Meynert (1833—
1892), the German psychiatrist who coined
the term, related it to acute episodes of bipo-
lar disorders, catatonic schizophrenia, and
dissociative syndromes.

A severe loss of consciousness occurs in
delirium, where it is expressed mainly as
inability to maintain attention and disorga-
nized thought. Persons with more severe 1D/
ASD can show significant worsening of their
underlying attention difficulties and disorga-
nized behavior. During delirium, disorienta-
tion can be observed with respect to places of
everyday life, astonishment or perplexity can
appear even for most familiar objects and
people, and hyperresponsiveness to sensory
stimuli can determine impulsive glances in the
direction of the source where they came from.
More rarely in dementia, there is hyporeactiv-
ity, reduced motor activity (hypokinesia),
somnolence, and even stupor.

To assess the severity of the inability to
maintain attention, the patient can be asked
to perform a reordering of objects or data,
which he would normally handle easily, for
example, by placing the largest or smallest
cubes or listing the months of year.

Delirium tremens, a particular form of
dementia, can occur in chronic alcoholics
after 2-3 days of sudden abstinence. It is char-
acterized by the presence of motor alterations,
especially tremor, and visual hallucinations
which may sometimes include small animals
or objects that move quickly in the room or on
their body (microzoopsies). In rare cases of
delirium tremens, hyperthermia or epileptic
seizures may occur.

Other characteristic reductions of con-
sciousness may occur in parasomnias, such
behavioral disturbance of REM sleep, night
terrors (pavor nocturnus), and somnambulism.
Since consciousness is already reduced during
sleep, it is difficult characterize them clearly.
Parasomnias and sleep-related rhythmic
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movement disorders are common in persons
with ID/ASD [30-35] (see » Chap. 26). The
latter typically involve the head and neck (so-
called jactatio capitis nocturna), occur at sleep
onset, during the Non-REM sleep, and are
sustained into light sleep.

6.3.6.2 Insight

The term “insight” refers to the degree of
understanding of the impairment of one’s
psychic functioning and of the factors that
determine it.

In persons with ID and/or ASD, the lack
of insight in the psychiatric disorders that
affect them must be carefully distinguished
from underlying cognitive difficulty and atypi-
cality in understanding and judging one’s own
psychic activity.

6.3.6.3 Judgment Skills

The term “judgment skills” refers to the abil-
ity to predict the consequences of one’s behav-
ior. This can include both practical and moral
consequences. In ID/ASD, it is often reduced,
especially due to the co-occurrence of a wide
range of other mental disorders.

6.3.6.4 Orientation

The term “orientation” refers to the aware-
ness of one’s own being, time, and space. In
other words, being oriented means knowing
who we are, what day it is, the time of day, and
where and in what situation we are at the
moment. In persons with ID/ASD, orienta-
tion must be evaluated in proportion to pre-
morbid functioning. Some authors also
include derealization and depersonalization
among the alterations of self-consciousness.
Derealization is an altered perception of
the environment, in which the environment
appears as unreal, dreamlike, foggy, blurred,
or flattened. The person who experience dere-
alization describes him/herself as being far
away from the real situation or as seeing every-
thing through a filter. Other persons can be
perceived as automatons or robots or other-
wise without affective coloring. Derealization
can be distinguished from psychotic states for
that the person maintains awareness of and
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insight into the strangeness of the experience.
Persons with ID/ASD, who have adequate
verbal competence, often use the expression
“as if.” This phenomenon can occur not only
during acute episodes of anxiety and mood
disorders, especially depressive ones, but also
in those related to substance abuse.

In depersonalization, the feeling of detach-
ment does not concern so much the surround-
ing environment as in derealization, but rather
detachment from one’s body or mental states.
The person who experiences depersonaliza-
tion describes herself as an external observer
of their own existence. In some cases, these
experiences intensify so much that the person
believes they are on the verge of insanity.
Depersonalization differs from disintegration
of the self that occurs in psychotic disorders
in that the capacity to discriminate between
reality and unreality is maintained [36].
Depersonalization is often triggered by a trau-
matic or intensely stressful event. It is fre-
quently found in posttraumatic stress disorder;
anxiety disorders, particularly during panic
attacks; major depressive disorder; substances-
related disorders, such as excessive marijuana,
cannabis, ketamine, and ecstasy use; seizures;
and strokes [37]. Depersonalization seems to
represent a negative prognostic factor in mood
disorders, since it is often associated with
comorbidity, chronicity, and lower response
to pharmacological treatments [38]. In the
DSM-5, the persistent presence of deperson-
alization and/or derealization represents the
first criterion of a homonymous disorder,
which is part of the meta-structure of
dissociative disorders [12].

In people with ID/ASD, depersonalization
and derealization can be expressed with an
acute loss of cognitive abilities, especially
attention skills, with chaotic, oppositional,
and aggressive behaviors, or more rarely social
withdrawal.

6.3.6.5 Attention

Attention is an important cognitive function
and should be evaluated carefully. It serves to
direct the conscience toward specific contents
including the outside world, for example,
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toward an image, sound, or the inner world,
such as a thought, sensation, or memory.
Alcoholic and other substance intoxication,
psychosis, obsessive-compulsive disorder, and
attention-deficit and hyperactivity disorder
include a reduction in attention. Some authors
use the term “hypoprosexia” to define an
attention reduction associated with narrowing
of interests, particularly frequent in depres-
sion and dementia. Attentional deficits are
common in various syndromes including 1D
and/or ASD, so the identification of addi-
tional qualitative or quantitative dysfunctions
due to co-occurrent psychiatric problems
requires great experience and competence.
Unfortunately, to date, knowledge on atten-
tion alterations in ID of different origin is
limited, as well as their impact on “higher-
order” executive functioning abilities. Deficits
of disengaging and set shifting have been
identified in Fragile-X syndrome, deficits of
selective attention in Williams syndrome, and
deficits of attention switching in Prader-Willi
syndrome [39, 17].

In individuals with ASD, most frequently
reported deficits refer to selective visual atten-
tion to social targets and selective visual tac-
tile attention [40-42].

6.3.6.6 Memory

Memory can be evaluated informally with a
series of simple questions. For example, for
short-term memory, by asking the individual
to recall information provided shortly before
recall; or, for long-term memory, asking facts
related to person history and checking confir-
mation with documents, family members, or
staff.

Memory problems can be divided into
qualitative and quantitative problems.
Amnesia is obviously the most frequent quan-
titative memory problem, which can further
be characterized by the type and chronology
of lost memories. The term “total amnesia” is
used when there apparently is no memory,
even for one’s own identity. The term “partial
amnesia” is used when the loss of memory is
restricted to only some aspects of their exis-

tence. Finally, the term “selective amnesia” is
used to refer to specific aspects that are mutu-
ally linked. Selective amnesia is further
divided into: (a) retrograde amnesia for data
related to events preceding the onset of amne-
sia; (b) anterograde amnesia for data concern-
ing events after the amnesia; (c) amnesic
lacunae for data related to a specific period of
time; and (d) sense-specific amnesia for data
concerning a specific sense organ.

It is also useful to differentiate the causes
and prognosis of amnesia. Thus, we speak of:
(a) organic amnesia, when physical causes
have been identified, such as cranial traumas,
cerebral circulation disorders, metabolic dis-
orders, and central nervous system degenera-
tive processes; and (b) psychogenic amnesia in
relation to psychological trauma or mental
disorders, especially mental disorders such as
dissociative, anxious, or depressive disorders.
Transient amnesia refers to an amnesia which
is limited in duration and may involve a return
to premorbid functioning. It may occur in
association with a moderate head injury. A
stable amnesia occurs when there is no recov-
ery of memory loss. Stable amnesias may
occur in association with ischemic damage.
Finally, progressive amnesia refers to a grad-
ual worsening of memory. This may occur in
some degenerative diseases.

Korsakoff’s syndrome is associated with
amnesia, impairment in learning, and confabu-
lation (see below) and can occur in alcoholism,
vitamin B1 deficiency, and some dementias.

The term hypomnesia refers to a reduction
in the memory capacity which can be observed
in depression, some psychoses, typical aging,
and in some stress-related conditions, such as
sleep deprivation. In contrast, the term
hypermnesia indicates an increased ability to
remember that hinders cognitive performance
as it includes memories not useful for the task
being performed. It is observed especially in
manic excitement and in some twilight states.

The qualitative alterations of the memory
are categorized as allomnesies and pseudom-
nesias. Allomnesias consist of distorted reen-
actments of actual memories while
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pseudomnesias are memories of events that
never have been experienced, but which are
subjectively considered to be real.

Deja-vu consists of the sensation of having
already previously seen an object, person, or
place and déja-vécu refers to the feeling of hav-
ing already lived a situation that is actually seen
or experienced for the first time. In sporadic
and transitory forms, they represent very fre-
quent qualitative changes in memory, both in
the general population and in people with ID,
without a clear pathological significance. On
the other hand, if they are persistent, they may
be a symptom of psychiatric and neurological
disorders, such as epilepsy, alcoholism, deper-
sonalization, and derealization. In jamais-vu
and jamais-vécu, the feeling is the opposite of
the previous ones; that is to say, to live a com-
pletely new experience while in reality we are
faced with a habitual, familiar situation. This is
most often seen in temporal epilepsy, some
anxiety disorders, and psychoses. These altera-
tions can be confused with ecmnesia, where
memories are experienced as actual experiences
and more often occur in hallucinogens, intoxi-
cations, and in some forms of posttraumatic
stress disorder. It is called cryptomnesia when a
memory appears to the person as an original
creation of his or her own mind.

Many qualitative alterations of memory
must be distinguished from the fantastic pseu-
dology (or mythomania or pathological lie),
which may occur in people with mild-to-
moderate ID and ASD. Here, the person
refers as experiences things that he has
invented from scratch or that he constantly
changes to obtain a material or social advan-
tage, often to increase his self-esteem or pro-
tect himself from others’ negative judgment.
In some cases, especially in older people, the
fantastic pseudology requires a further effort
to differentiate from confabulation, in which
the production of fancy data serves to conceal
a memory deficit.

People with ID/ASD may present with
various memory problem, although it is chal-
lenging to assess as changes must be evaluated
relative to baseline functioning, which may be
difficult to assess formally. When assessing
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memory with people with ID/ASD, it is pos-
sible to resort to combinations of images or
objects related to personal memory; for exam-
ple, one can verify the ability to connect the
image of a familiar car with that of its owner
or usual driver. Such idiosyncratic assess-
ments are very simple, but lack normative
data and standardization; hence, standardized
psychometric tests of intelligence and mem-
ory are helpful in determining if a person with
ID/ASD has a specific memory problem.
Many individuals with ID and ASD also show
hypomnesia. This makes it more difficult to
identify it as a symptom of a co-occurring
psychiatric or neurological disorder.

Studies indicate that memory deficits are
not homogeneous across all individuals with
ID/ASD, but they are related to the specific
etiology of ID and subgroups of ASD. That
is, in Down syndrome a widespread deficit in
the explicit domain of long-term memory
(LTM) compared to the implicit one was dem-
onstrated, while studies on Williams syn-
drome have showed more mixed results. There
is evidence of opposite profiles for the implicit
LTM, with individuals with Down
syndrome relatively preserved and with
Williams syndrome relatively impaired [43].

In persons with ASD memory deficits are
related more to retrieval than to encoding and
many individuals find it hard to remember
information if they need a cognitive organiz-
ing strategy to aid recall or if they have to
detect such an organizing element in the infor-
mation itself [44, 45]. Other common memory
reductions in ASD concern visuospatial and
phonological working memory, especially
when tasks impose heavier demands on work-
ing memory, attaching context to memories,
and information that involves social aspects
[46]. Problems with prospective memory,
which is the ability to remember to carry out a
planned intention at an appropriate moment
in the future, can also represent a challenge
for people with ASD in everyday life [47].

Some persons with ASD show specific
memory skills that are much greater than the
general population, as those with savantism,
although their nature is still to be defined [48].
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o Memory problems can be divided into
qualitative and quantitative. Amnesia is
the most frequent quantitative problem,
which can further be characterized by the
type and chronology of lost memories.
Qualitative alterations are categorized as
allomnesies and pseudomnesias.

Differential patterns of memory defi-
cits are documented across different etio-
logical and clinical groups of individuals
with ID and/or ASD.

6.3.7 Sense Perception

This expression refers to the neurological
organization of sensory experience, that is, to
the reaction to internal and external stimuli
received by the sense organs. In order to trans-
form them into perceptions, sensations must
be integrated with a system of products of
central neuropsychological activities, such as
memory (e.g., past experiences), emotions
(e.g., fear or interest), or volition (e.g., motiva-
tion).

Perceptual processing can change sensory
information, for example, illusions are con-
trasting or undefined sensory stimuli which
blend with perceptive patterns so tightly that
it makes it impossible to distinguish the for-
mer from the latter. Illusions can involve all
the senses, but the visual illusions are the most
characteristic and well known. Pareidolia is
the tendency to perceive familiar forms in dis-
ordered stimuli, such as seeing faces in the
moon or animals in the clouds. This may be
reduced in people with ASD, especially when
related to social stimuli [49, 50].

The alterations of the sense perception of
major clinical interest are hallucinations
which are perceptions in absence of an object
or an external stimulus to be perceived. They
can occur for each of the sensory modalities,
including visual, auditory, gustatory, olfac-
tory, and tactile systems. Hallucinations may
be coenaesthetic, enteroceptive, and proprio-
ceptive. Coenaesthetic hallucinations are hal-
lucinations related to one’s body; they are
neurologically and physically impossible, such
as perceiving a scratching on the inside of
one’s skull. Enteroceptive hallucinations stim-

uli are hallucinations regarding stimuli from
inside the body, such as proprioception to
detect pressure and internal mechanical stim-
uli that assist in the correct performance of
the neuromotor functions such as standing
upright and coordination of movements.
Auditory hallucinations are found in psy-
chotic disorders, substance poisoning, and,
less frequently, in bipolar and depressive dis-
orders. Visual and olfactory hallucinations
are more common in organic disorders.

Simple hallucinations relate to a single
sensory modality and do not involve complex
cognitive elaborations, for example, whistles,
points or bright areolas, and flashes of light or
color, whereas complex hallucinations involve
more senses and integration by brain areas
other than primary sensory ones, for example,
seeing a lion and hearing and feeling it roar. In
most cases, hallucinations are interpolated or
inserted in the typical sense-perceptive con-
text, but rarely involve changes in the whole
perceptual field. The most frequent hallucina-
tions are auditory, followed by visual
hallucinations.

In people with ID/ASD, who have limited
verbal communication skills, hallucinations
may be indicated by significant changes in
behavior. For example, a person with some
visual hallucinations may continue to look at
an area of the environment where there does
not seem to be any relevant stimuli and
another person with auditory hallucinations
can show sudden communication gestures or
plug their ears. A person with coenaesthetic
hallucinations may appear strangely intent on
removing something from their skin or
inspecting a particular area of their body. But
in people with ID, they often experience their
own thoughts as real voices. The clinician has
to distinguish whether the reported auditory
hallucination is experienced by the patient as
a real perception of the outside environment
or if the patient experiences his/her own
thoughts aloud. A list of observable aspects
and behaviors with possible hallucinatory
equivalents is reported in 8 Table 6.1. These
equivalents must be carefully distinguished
from certain behaviors typical of ID/ASD,
such as speaking in a stereotypical way, speak-
ing to themselves, even asking questions and
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O Table 6.1
tioning ASD

Hallucination
(sensorial type)

Behavioral observable equivalents

Visual
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Examples of observable/behavioral equivalents of hallucinations in people with ID/low-func-

Fix an area of the environment, in which there does not seem to be anything particularly to

be seen (even considering any attention and special features)
Suddenly turn to an area of the environment

Nod

Make gestures with the hands with apparent reactive or communicative value
Move as if he were defending himself or fighting

Move as if he were loving

Cover the eyes with hands or various bandages

Look bad or even angrily at people first appreciated or strangers

Avoid or hide from family members or with whom he normally has a good relationship
Inspect objects, food, or beverages with exaggerated and unusual intensity

Auditory Nod

Make gestures with the hands with apparent reactive or communicative value
Suddenly turn to an area of the environment
Cover the ears with hands or fingers, or cover them with various materials

Tactile

Olfactory

Rub or make gestures as if he wanted to take something off his skin

Smell objects, food, or drinks with exaggerated and unusual intensity

Curl the nose and grimace as if he perceived unbearable odors
Sniff the air as if to check for the presence of gas or other contaminants

Somatosensory
Coenesthetic

Make gestures as if he wanted to take something off his body
Wear heavy, close-fitting clothing or clothes with many layers of clothing (clothes are

interpreted as containers to prevent the escape of parts of the body, perceived as unstable)
Bandage the ankles or the wrists with various materials
Wear hats, bandanas, or foulards, inadequate to the rest of clothing and context

Multisensorial Move as if he were loving

Move as if he were defending himself or fighting

giving answers or using unusual inflections
and tone of voice, shouting or speaking with a
loud voice, imitating others, or behaving in
ways induced by others. Hallucinations must
also be distinguished from hallucinosis, in
which the awareness of sense perceptions is
not shared by others. In most cases, they are
simple changes often in the course of organic
pathologies, such as intoxications, neoplasms
of the encephalic trunk, angiopathy, cranial
trauma, and epilepsy.

6.3.8 Mood

Mood alterations are present in many psychi-
atric disorders. For example, “low” mood or

apathy (from Greek without pathos, i.e., feel-
ing), that is, the lack of emotional resonance,
is typical of major depression, but is also
found in other disorders, including schizo-
phrenic, bipolar, substance-related, neuro-
cognitive,  anxiety, and  stress-related
disorders. Periods of apathy may also occur
in situations of extinction of adaptive behav-
ior, such as losses related to depression, like
unemployment, loss of family members and
friends, and moving place of living or work.
Irritability is sometimes defined as a prone-
ness to anger [51] and excessive responsive-
ness to stimuli. It is more common in mania,
premenstrual dysphoric disorder, borderline
personality disorder, and some forms of
depression. It is also observed in elevated or
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expanded mood which characterizes the
hypomanic and manic phases of bipolar dis-
orders, but is also found in substance-related
disorders, neurocognitive disorders, and
pathological gambling.

A severely altered mood can also be
expressed in patients with suicidal ideation
and behavior, which are in fact frequently
found in depressive and bipolar disorders.
Suicidal thoughts and attempts may some-
times have a more complex relationship to
psychopathological conditions, as demon-
strated by the repeated association with delir-
ium, neurocognitive, dramatic personality
disorders, behavioral disturbances, and stress-
related disorders. In schizophrenia, paradoxi-
cal affective responses may occur such as
hilarity when listening to sad topics. In
patients with ASD, empathy and emotional
reciprocity are lacking (see » Chap. 16). In
some dissociative or conversion disorders,
emotional detachment may occur, for exam-
ple, a patient may talk about the severity of
his/her own symptoms with absolute coldness
(belle indifferénce).

During the PSE interview, mood may be
observable through the individual’s behavior,
facial expressions, gestures, speed of move-
ment, response latency to stimuli, and general
reactivity to context. Emotional behavior dur-
ing the PSE may differ in quantity, for exam-
ple, as it is the case in reduced psychomotor
activity, or be too intense. Emotional behavior
may also differ in quality, for example, when
the person shows detached or paradoxical
emotions.

Mood alterations may occur in individuals
with ID/ASD in whom it may often replace
depressed affect. In the person with ID/ASD,
mood changes can also be observed through
striking variations in behavior, both in quanti-
tative terms, as reduction or increase in their
activities, and qualitative, as an appearance of
aggressiveness toward others or to oneself,
noncompliance, or  provocation  (see
@ Table 6.2). A systematic description of the
presentations of emotional changes related to
psychiatric disorders in individuals with ID
can be found in Vannucchi [52]. It should
finally be noted that persons with ID/ASD,

due to their insight and language problems,
may have serious difficulties in distinguishing
bodily feelings related to emotions from other
bodily feelings, such as pain, in expressing
their emotions, especially their moods, and
focusing on the event or situation which has
caused them. Sometimes observational mea-
sures of mood-related behavior may be help-
ful [18].

© In individuals with ID/ASD, mood altera-
tions may often replace depressed affect.
Mood changes can be observed through
striking variations in behavior, both in
quantitative terms, as reduction or increase
in their activities, and qualitative, as an
appearance of aggressiveness toward oth-
ers or to oneself, noncompliance, or prov-
ocation.

6.3.9 Anxiety

The term anxiety refers to an unpleasant
mood, characterized by strong apprehension,
due to uncertainty or expectation of some-
thing of great subjective importance which
cannot be clearly focused. It is often related to
physical or social threats or the possibility of
such threats and is often highly adaptive in
maintaining the integrity of the organism by
avoiding or minimizing harm. In serious cases,
it involves an overstimulation of the vegeta-
tive nervous system including tachycardia,
thoracic constriction, rapid breathing, sweat-
ing, and abdominal spasms, which may also
exacerbate the emotional response itself.
Anxiety also disrupts ongoing adaptive behav-
ior [53] and may imply maladaptive conducts
like fight, flight, or freezing (see Kretschmer)
[54], so that the anxious person may freeze,
does not talks, and no longer engages in adap-
tive responses to threats such as effective
avoidance of the feared stimuli.

Anxiety can also imply sensory-perceptual
changes, such as impaired vision (reduced
visual fields or objects appearing more distant
than they actually are), a feeling of unreality,
dying or going insane, and to cognitive prob-
lems, such as difficulty in concentration,
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O Table 6.2 Examples of observable/behavioral equivalents of mood changes in people with ID/

low-functioning ASD

Mood Behavioral/observable equivalent
alteration
Deflection Psychomotor slowdown

Reduction of participation in activities or opposition

Aggression, both physical and verbal, toward objects or other people
Self-harming or self-mutilating behavior

Reduction of resistance and/or frequency in carrying out usual activities
Reduction of sexual activity or sexually oriented behavior

Reduction of a range of emotional responses

Pervasive tendency to cry

Elevation or

expansion Increase in stereotypies

Psychomotor agitation and/or restlessness

Self-harming or self-mutilating behavior

Excessive search for interpersonal contact and communication

Excessive commitment to activities or occupations

Aggression, both physical and verbal, toward other people or objects

Excessive increase in sexual activity or sexually oriented behavior

Excessive self-esteem and/or behaviors sustained by the feeling of being capable of extraordi-

nary or unrealistic performances
Increase in phonation or speech

Irritability

Easy access to anger, even for stimuli and normally well-tolerated situations

Aggression, both physical and verbal, toward objects or other people
Self-harming or self-mutilating behavior

Increase in stereotypies

Lability Rapid changes in mime and gesture

Rapid switches from laughing to crying or vice versa

Hurley [55]; Pary et al. [60]; Charlot et al. [61]; Vannucchi et al. [52]

memory, or hypervigilance. Pathological anxi-
ety is a symptom of anxiety disorders such as
panic disorder, agoraphobia, specific phobia,
separation anxiety disorder, generalized anxi-
ety disorder, and obsessive-compulsive disor-
ders. It may also occur in delirium, intoxication
or substance withdrawal, neurocognitive dis-
orders, somatic symptoms disorder, psychotic
disorders, body dysmorphophobia, and
stress-related and mood disorders. Sometimes
anxiety symptoms occur in response to con-
cerns related to other psychiatric disorders.
In the PSE with individuals with ID/ASD,
some anxiety disorders, such as simple
phobias, are easily recognized. Other anxiety
disorders, such as generalized anxiety disor-

der, may not be so readily apparent. Some
have suggested that anxiety in individuals
with ID/ASD may express itself in increased
motor activity, intensification of stereotypies,
or a tendency to cry [55].

6.3.10 Will

The alterations of the will can be quantitative,
such as abulia, hyperbulia, and motor inertia,
or may be qualitative like dysbulia, automa-
tism, negativism, and impulse control. Abulia
(from the Greek “without will”) is expressed
by the inability to make decisions indepen-
dently, take initiative, or to initiate an action,
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even if the action is trivial or knowing that it
is necessary. Hyperbulia is the opposite of
abulia. It manifests itself through an excess of
decision-making and initiative, often with
negative consequences.

Negativism consists of an energetic and
persistent opposition to the movements that
one wants to make (passive negativism) or in
the execution of actions opposed to those
actions that are required (active negativism).
The term automatism means acts performed
mechanically and without participation of
will. Autonomous automatisms are auto-
matic and determined by spontaneous activa-
tion of the motor centers. They are automatic
but originally were voluntary, yet made sub-
conscious by the great repetition. An exam-
ple of autochthonous automatism is
postepileptic automatisms, consisting of a
repetition of complex actions following a sei-
zure and of which the individual does not
recall. Abulia is seen in major depressive epi-
sodes and some forms of psychoses.
Hyperbulia is more common in manic and
hypomanic episodes, but it can also occur in
mixed-mood episodes and anxiety disorders,
and may be associated with hyperkinesis. In
some psychotic disorders like schizophrenia,
abulia may present as catatonia.

Qualitative alterations in will are also
found in disruptive behavior disorders,
impulse control disorders, kleptomania, pyro-
mania, antisocial and borderline personality
disorders, and some forms of suggestibility,
for example, in histrionic or dependent per-
sonality disorder, eating disorders, and addic-
tion and substance disorders. Lack of will
also characterizes disorders of craving
(uncontrollable desire to consume a substance
or to behave), loss of control, and underrating
of consequences.

Alterations of will may occur in people
with ID/ASD without being a symptom of an
additional psychiatric disorder. This must,
therefore, be carefully defined on the basis of
changes from premorbid behavior.

Stereotypies are repetitive behaviors with
no immediately apparent purpose. Examples
include body rocking, head hitting, and hand

flapping. Stereotypies often appear relatively
invariant in form. At first glance, they are
similar to other repetitive and unchanging
behavior, such as compulsions and tics.
Compulsions, however, differ in that they
typically involve cognitive components, such
as fear of contamination or disaster, and typ-
ical topographies include hand washing and
checking. They mostly serve to get rid of
anxiety in response to contamination or an
intrusive thought. Whereas stereotypies
appear in early development, including the
development of typical children, compulsive
behaviors rarely appear before the third or
fourth year of life and tend to begin in teen-
age years.

Tics are usually sudden, rapid, ballistic
movements and are often topographically
simpler movements than stereotypes, although
motorically more complex forms of tics exist.
Tics usually affect facial muscles of the face
(as in blinking, stretching of the mouth, and
curling of the nose), vocal apparatus (as in
coughing and making noises), and upper body
skeletal muscles (shoulders and limbs) and
sometimes the trunk. In DSM-5 [12], tic disor-
ders are part of movement disorders together
with the disturbance of coordination develop-
ment and stereotyped movement disorder.
Tourette syndrome is characterized by multi-
ple, often more complex and energetic tics
associated with the emission of inarticulate
sounds, coprolalia (cursing), and behavioral
and anxiety disorders. Tourette’s syndrome
may start as early as 5 years, although many
individuals develop related symptoms earlier.

Stereotypies are common in individuals
with ID/ASD, especially those with more
severe ID. Some individuals with ID/ASD
also show tics and Tourettes syndrome that
appear broadly similar to these disorders in
the general population. Relatively little has
been published on this topic.

o Alterations of will may occur in people
with ID/ASD without being a symptom of
an additional psychiatric disorder. This
must, therefore, be carefully defined on the
basis of changes from premorbid behavior.
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6.3.11 Thought

Thought is defined as mental activity that
allows us to evaluate reality and formulate
judgments through processes of association,
correlation, integration, abstraction, and sym-
bolization. Traditionally, for the evaluation of
thought, clinicians must refer to both form
and content [56]. Quantitative alterations in
thinking consist of acceleration and slowing
down. Acceleration is characterized by the dif-
ficulty in focusing on content, superficial
thinking connected with shifting from topic to
topic, and consequently constructing associa-
tions based on uncommon or idiosyncratic
features, sometimes resulting in so-called flight
of ideas (idiorrhea). Flight of ideas can be so
severe that the patient’s spoken words cannot
keep up with the rapidly shifting content of
his/her thinking such that the outcome can be
mutism or motor blocking, which is sometimes
seen in very severe manic episodes. In slowing
down, thought runs painfully slowly. The
patient responds to questions with hesitation
and delay (retarded thinking), often laconi-
cally. It may be seen in major depression, cata-
tonic schizophrenia, and organic syndromes.
A particular type of slowing down is viscous
or ponderous thinking, which appears to con-
tribute to alterations in the quality of thought.
Viscous thinking is characterized by affirming
a concept or acting behavior and failing to
abandon it, despite the fact that the context
requires it.

Qualitative alterations are much more com-
plex than quantitative ones. Circumstantial
thought is characterized by the indirect answers
to questions or the conversation’s goal. It may
include the insertion of irrelevant content,
long windedness, or prolixity. Perseveration
consists of the continuous repetition of a con-
tent of thought, even when it is extraneous to
the context. Perseveration can be difficult to
distinguish from viscous thinking, which is
characterized by the inability to give up a point
of view. In perseveration, uncritical use of an
idea prevails. Perseveration is often mistak-
enly equated to intrusive or obsessive thoughts,
which instead differ for not being evoked, but
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rather arising against the person’s will who
indeed recognizes them as inappropriate.

Perseveration is common in individuals
with ID/ASD, while viscosity is more frequent
in those with co-occurrence of seizure epilep-
tic disorders and obsessions in those with co-
occurrence of obsessive-compulsive disorder.

Dissociation consists of a loss of logical
links between individual ideas. It is seen in
fragmented and bizarre speech. Frequent der-
ivations of dissociation are represented by
fusion, derailment and block (or bar-
rage). Magical thinking consists in the attri-
bution of cause-effect links to stimuli, objects,
or situations that did not in fact cause some-
thing. In nonpathological forms, beliefs
change in the face of criticism. It is wide-
spread in the general population in the form
of superstition. Pathological forms are associ-
ated with psychoses and obsessive-compulsive
disorder with little insight (» Chap. 20).

Primitive or predicate thinking [57] is a form
of unlogical thinking which results in illogical
conclusions. It equates persons and objects
merely on the basis of their predicates or func-
tions, for example, a person who thinks of being
a doctor only because he is wearing a white coat
or because he is using a stethoscope.

Among the qualitative alterations of
thought, qualitative alterations of abstraction
deserve special consideration. Abstraction
consists of the ability to pass from the partic-
ular to the general and to replace with sym-
bols the concrete. It is considered by some to
be a cognitive function. Many people with
ASD are very concrete thinkers. They tend to
misunderstand easily or not understand meta-
phors, analogies, euphemisms, double mean-
ings, jokes, and puns, and references to
emotions and feelings. To support them with
this difficulty it may be useful to constantly
refer to images, objects, or situations that they
have combined with various abstractions.
Problems with abstract thinking can occur in
the case of co-occurrence of psychotic disor-
ders, severe mood disorders, dementias, and
brain lesions of the frontal areas or their con-
nections with other cortical structures. To
evaluate abstraction skills, you can informally
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ask the individual with ID/ASD to sort sets of
objects, blocks, tokens, etc., choosing those
that “go well together” or “that have some-
thing in common.” As a counter-test, you can
then ask the person to group the same objects
on the basis of a new criterion. The behavior
manifested by people in these tests also pro-
vides information on the ability to identify
different plausible criteria for a task and to
flexibly change them.

The most serious and most striking altera-
tion in the quality of thinking is seen in delu-
sions, commonly defined as an error in belief
that does not recede to criticism or to the con-
trary evidence of the facts. Jaspers [28] distin-
guished primary delusions (or delusions
proper) from delusion-like ideas on the basis
of their comprehensibility or incomprehensi-
bility. Delusion proper is specific to schizo-
phrenia patients and the most characteristic
of them are delusional perceptions in which a
person correctly perceives a given worldly
object but realizes that the object is there to
mean something personal, of extraordinary
relevance to him, and typically disconnected
from common sense. Jaspers identified the
peculiarities of delusion proper in the cer-
tainty of the belief, the resistance to influence,
and in the absurdity of its content. Delusion-
like ideas are those in which any relationship
with external circumstances or other psychic
alterations is detectable. Holotimic delusions
(from Greek involving an overall change in
mood) are emblematic, such as delusions of
guilt, ruin, and illness. Paradigmatically nihil-
istic delusions such as the patient is convinced
he/she is dead and the world is also dead are
linked to serious mood swings. Delusions of
grandeur, invention, and wealth are associ-
ated with marked euphoria.

In people with ID/ASD and psychotic or
mood disorders, delusions tend to be less
bizarre and complex than in persons of
the general population with the same psycho-
pathological conditions. In those with serious
communication difficulties, they must be eval-
uated through significant variations in the
quality of behavior, perhaps through avoid-
ance, anger, or aggression toward objects,
environments, people, or situations that were
previously well tolerated or even appreciated,

sudden refusal of assistance and treatment,
and social withdrawal.

o In persons with ID/ASD, delusions tend to
be less bizarre and complex than in per-
sons of the general population. In those
with serious communication difficulties,
the presence of delusion must be evaluated
through significant variations in behavior,
such as the onset or exaggeration of avoid-
ance, anger, or aggression toward objects,
environments, people, or situations that
were previously well tolerated or even
appreciated, sudden refusal of assistance
and treatment, and social withdrawal.

© The present state examination of the per-
son with ID and/or ASD is a fundamental
clinical moment in the direct evaluation of
psychopathological symptoms. Without it,
psychodiagnostic tests and questionnaires
are of limited value. It must include the
assessment of all the following functions:
availability, accessibility, appearance,
behavior and motor activity, speech, cog-
nitive functions, consciousness, insight,
judgment skills, orientation, attention,
memory, sense perception, mood, anxiety,
will, and thought.

6.4 Final Considerations
and Future Directions

Research and practice has made progress in
the assessment of psychopathology as shown
by the development of numerous psychomet-
ric measures and structured diagnostic inter-
views, although much is left to be done
especially with reference to persons with
greater impairment of communication and
insight. This has been fostered by social pres-
sure for clinical casualness and health costs
containment as well as research investments,
which have increasingly focused on neuroim-
aging, genetic, and neuropsychology. The skill
to precisely and carefully assess mental states
and symptoms of mental suffering was a core
attribute of mental health professionals, but
today’s curricula pay increasingly less atten-
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tion to its training [58], thus, blurring the bor-
der between co-occurrence of psychiatric
disorders and variants of the underlying neu-
rodevelopmental disorder.

Current and future clinical care of indi-
viduals with ID/ASD needs a substantial
reevaluation and expansion of the psycho-
pathological approach in order to improve
professional knowledge, practice, and contact
with patients’ experience. It is to be hoped that
the ideas of this chapter will be significantly
extended and detailed in the forthcoming
years. In fact, despite the prophecy from the
end of the last century that psychopathology
would be doomed by neurobiological param-
eters, psychiatric diagnosis continues to rely
exclusively on psychopathology, even in the
very latest classificatory systems, such as
DSM-5 [12] and ICD-11 [59], and there is a
growing demand for personalized symptom-
based approaches and precision psychiatry.

Tip

Current and future clinical care of indi-
viduals with ID/ASD needs a substantial
reevaluation and expansion of the psycho-
pathological approach in order to improve
professional knowledge, practice, and con-
tact with patients’ experience. It is to be
hoped that the ideas of this chapter will be
significantly extended and detailed in the
forthcoming years.

Key Points

== The Present State Examination of the
person with ID and/or ASD is a funda-
mental clinical moment in the direct

psychopathological

symptoms. Without it, psychodiagnos-

tic tests and questionnaires are of lim-

ited value.

evaluation  of

== The Present State Examination must
include the assessment of all the follow-
ing functions: availability, accessibility,
appearance, behavior and motor activ-
ity, speech, cognitive functions, con-
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sciousness, insight, judgment skills,
orientation, attention, memory, sense
perception, mood, anxiety, will, and
thought.

== Differential patterns of memory deficits
are documented across different etio-
logical and clinical groups of individu-
als with ID and/or ASD.

= In individuals with ID/ASD, mood
alterations may often replace depressed
affect. Mood changes can be observed
through striking variations in behavior,
both in quantitative terms, as reduction
or increase in their activities, and quali-
tative, as an appearance of aggressive-
ness to others or to oneself,
noncompliance, or provocation.

== Alterations of will may occur in people
with ID/ASD without being a symptom
of an additional psychiatric disorder.
This must, therefore, be carefully
defined on the basis of changes from
premorbid behavior.

= In persons with ID/ASD, delusions
tend to be less bizarre and complex than
in persons with other clinical conditions
and may manifest through significant
variations in behavior, especially in
those with serious communication dif-
ficulties.

== Current and future clinical care of indi-
viduals with ID/ASD needs a substan-
tial reevaluation and expansion of the
psychopathological approach in order
to improve professional knowledge,
practice, and contact with patients’
experience.
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