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Abstract
Objective: The aim of this study is to validate the Italian version of the Developmental DisabilityChild Global Assessment Scale (DD-CGAS), a scale developed to assess global functioning in children with Autism Spectrum Disorders (ASDs). Methods: Following the validation procedures used
for the English version of the scale, inter-rater reliability, temporal stability and convergent validity were assessed in a group of 48 children with ASD and temporal stability in a subset of 42 subjects. Results: Inter-rater reliability and temporal stability (ICC) were respectively 0.78 and 0.79;
effect size for convergent validity were moderate to large; the pre-post DD-CGAS change had an
effect size of 0.59. Conclusions: The Italian version of the DD-CGAS is a reliable instrument for
measuring global functioning of children with ASD.
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1. Introduction
The alteration of typical functioning of an individual represents a critical aspect of mental illness: it is funda*
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mental for the diagnosis of most psychiatric disorders, because the mere presence of symptoms—in the absence
of impaired functioning—is not sufficient to configure a disease state. The recent tendency, also from a therapeutic point of view, is to consider the impairment of functioning levels to be increasingly important, rather than
the presence or intensity of symptoms, as objective evidence and measurement of the treatment’s efficacy.
It is particularly important to record treatment effects on functioning level for children with autism spectrum
disorders (ASDs) [1]: although there aren’t, at present, any curative treatments for autism spectrum disorders’
core symptoms [2], evidence suggests that both behavioral and pharmacological treatments can significantly
improve adaptive skills and reduce problematic behaviors such as hyperactivity and aggression [3]-[10].
In clinical studies, the assessment of treatment effects of functioning, in children with ASD, is thwarted by the
absence of reliable, sensible and easily administered rating tools.
The Children Global Assessment Scale (CGAS) [11] is a modified version of Global Assessment Scale (GAS)
for adults [12]: it is a commonly used instrument to get a score of functioning level on child subjects [13].
However, the descriptors used to calculate the score of CGAS aren’t easily usable when trying to describe the
functioning of a subject with a diagnosis of ASD, because children with ASD usually follow atypical development paths and show severe deficits in specific areas of functioning. Moreover, cognitive functioning changes
greatly within the group of subjects with ASD, shifting from severe mental retardation to a superior level, and
often—above all—there are differences between intellectual and adaptive abilities, usually with delayed adaptive skills compared to the individual’s mental age [14]-[16].
An instrument to assess global functioning in subjects with ASD would need to consider a wide range of
functioning levels, with a wide variability, both inter- and intra-individual, and integrate information about multiple domains of functioning.
Although instruments like the Vineland Adaptive Behavior Scales (VABS) [17]-[19], the Assessment of Basic Language and Learning Skills (ABLLS) [20] and the Verbal Behavior Milestones Assessment and Placement
Program (VB-MAPP) [21] can be used to assess specific areas of adaptive behavior in children with ASD, their
sensibility to the treatment effects wasn’t ascertained [22]. Furthermore these tools are lengthy to administer and
are limited to specific areas of functioning.
In relation to the high individual variability of functioning among different domains, the assessment tools of
global functioning are useful and quicker measures, which provide benefits also from a clinical perspective:
strong evidence suggests that instruments of global rating can be more sensitive to change during the acute
phases of treatment than other assessment tools with items based on symptoms [23] [24]. In fact, by integrating
information on functioning from multiple sources, assessment instruments of global functioning provide a more
complete picture than instruments based on specific scales or on a single source of information.
Because of the lack of rating instruments which provide a quantitative measure of global functioning to use in
clinical trials with children with developmental disorders, CGAS was modified by adapting the anchor points
and the administration procedures to the characteristics of children with developmental disorders, including
ASDs.
This work describes the validation of the Italian translation of Developmental Disability-Child Global Assessment Scale (DD-CGAS) and demonstrates the data on inter-rater reliability, temporal stability, convergent
validity and sensitivity to changes during treatment, when applied to an Italian population with ASD. This study
tends to replicate data obtained in the validation study of the English scale “Developmental Disabilities Modification of the Children’s Global Assessment Scale” of Wagner et al. [25], following it for basic setup and analysis mode of data and differing from it by number and characteristics of rater and by sample characteristics for
total number of subjects and for the group of subjects used to assess the sensibility to change. Another substantial difference from the validation study of the original instrument relates to the other tests used to assess convergent validity and sensitivity to change: the limitation is due to the limited number of instruments validated
and available in Italian language.

2. Methods
2.1. Description of DD-CGAS
DD-CGAS is a modified version of CGAS. It is a scale for clinicians which provide a total score of functioning
for individuals below 18 years of age with a developmental disability, compared to individuals with typical development of the same age. The score refers to the typical functioning of the child during a certain period of
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time, usually the week before the assessment.
The score is based on all available information sources and all functioning domains: self-care, communication,
social behavior, school/academic functioning, and it isn’t dependent on diagnosis, on cause of dysfunction (for
example, cognitive or physical, environmental, behavioral disorders) or on type and severity of symptoms.
We preserved the overall structure of the original GAS and CGAS; therefore, DD-CGAS is a dimensional
scale with scores ranging from 1 to 100, where 1 represents the most compromised functioning and 100 the
highest level of functioning.
Each decile (for example 1 - 10, 11 - 20) has a descriptive header (for example “Moderate impairment of
functioning at least in one area”) and examples of behaviors and mode of adaptation which could represent this
functioning level (Appendix A).
Scores equal to or greater than 70 on DD-CGAS suggest functioning within the normal development in neurotypical children of the same age. Because children with developmental disabilities must have, by definition, a
significant alteration of functioning abilities, we will rarely obtain scores higher than 70 within this population.
However, children with a mild disability could improve with treatment and placed into a normal range of functioning. Because this is an instrument created for many types of research, and for a wide range of developmental
disabilities and control groups, it is a great advantage to have the possibility to capture the full range of functioning.
For the fundamental role of clinical assessment on global evaluation of functioning, we developed a specific
procedure to standardize scoring to increase reliability. For this purpose we created a grid (Appendix B) to assign a level of impairment (none, soft, moderate, severe, extreme) to the four main domains of functioning (selfcare, communication, social behavior and school).
First, the examiner establishes the level of impairment for each domain, considering child’s behavior, the stability among different environments (for example home, school and community), the level of environmental
adaptation required to support the child and the level of support required.
Afterwards, the examiner selects the range that best describes the level of functioning among different domains (for example “Moderate impairment of functioning in most areas”). The examples in the intervals are
used to describe children’s functioning, even if no child will be perfectly described by these.
After identifying the most appropriate interval, the evaluator explores the adjacent intervals in order to assign
the specific score. For example, if the child fits better at “60 - 51 Moderate impairment of functioning in most
areas”, but with some similarities to 41 - 50, the evaluator will give a score in the bottom half range (i.e. 54 - 51).
Vice versa, if the child fits better at 60 - 51, but has strong points in line with the highest category, the evaluator
will give a score in the upper half of the category (i.e. 60 - 56).
All available sources of information should be used to calculate the score, including direct observation, information by caregiver and results of standardized tests. Whatever the source, the examiner needs a good description of functioning into the examined domains and information from different contexts. Thus the rater integrates all available information into a single index of functioning.
The amount of time required to collect useful information changes according to the situation in which the instrument is used. After collecting all the information, the final score is ready in 5 - 10 minutes. The re-assessment of the same child usually requires less time.

2.2. Translations
The Italian version of DD-CGAS was obtained by a forward-backward process by four clinicians with training
and experience in the area of developmental disorders (two specialists in pediatric psychiatry, one community
professional educator, one psychologist English mother-tongue).
A translation from English was even done for the clinical vignettes used for the inter-reliability and for temporal stability.

2.3. Inter-Rater Reliability and Temporal Stability
Clinical vignettes and training/reliability procedures for evaluators are were kindly provided by Ann Wagner,
Ph.D. of NIH (USA).
The 16 clinical vignettes resulted from 16 clinical cases (concerning a wide range of functioning) of children
with ASD. Children described in these clinical cases were aged between 4 to 14 years, included. Nine (56%) of
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them were males. IQ ranged between 20 and 98.
Clinical vignettes (averaging 3 - 5 pages in length) held the following information: child’s age and gender,
wide descriptions of behavior and functioning in the following areas: ability to self-care (feeding, clothing,
sleeping, personal hygiene, daily routines), communication (linguistic competencies, social communication,
nonverbal communication, reading/writing), social behavior (family, peers) and school functioning (school level,
performance and adaptive behavior). Moreover, there was an indication of coherence/incoherence of behavior
among different settings, level of necessary environmental adaptation and level of required support.
Gold standard scores were obtained for these clinical cases, for each of them, from the average scores given
by the six developers.
Independently, six clinicians assessed the clinical vignettes to evaluate inter-rater reliability. Evaluators had
different levels of training and experience with ASD. They had familiarized with DD-CGAS and its scoring, and
had discussed and jointly reviewed six vignettes for training purposes. Evaluators were located in two different
sites: the Center of Pediatric Neurology in the University of Catania (Italy) and the Service of Pediatric Neurology of ULSS 8 in the Veneto region (Italy).
The examiners didn’t know that they would repeat the evaluation after about six months from the first assessment. All examiners performed the re-valuation to measure temporal stability.

2.4. Validity and Sensitivity to Changes
2.4.1. Procedures
DD-CGAS was included among the assessment instruments usually used for monitoring patients with ASD at
Center of Child Neurology of University of Catania (Italy) and at integrated clinic for autism of the Service of
Child Neurology of ULSS 8, site of Montebelluna (Italy).
Independent evaluators for the study were certified to administer DD-CGAS by the rating of clinical vignettes
previously described, through an exchange of emails: for reliability, evaluators independently assessed six clinical cases, to which developers assigned the gold standard score.
An evaluator would be certified only if in 80% of the clinical vignettes’ scoring, the difference was not greater than 10 points from the gold standard score. If an evaluator could not be certified with the first six vignettes,
he would have another training session available and then would evaluate another group of six clinical cases. If
necessary, a third test of four vignettes was further available. Of these evaluators, 5 out of 6 obtained certification within the first test; 1 evaluator obtained the certification at the third test.
DD-CGAS was assessed by an independent evaluator according to the instruction in Appendixe A and
Appendixe B, using all clinical data and tests possessed.
All subjects involved in the study contributed to the score of tests at baseline to assess validity of DD-CGAS.
A subgroup of subjects was re-evaluated after an average of six months to assess the sensibility to measure the
change of DD-CGAS.
Individuals of subgroups re-assessed in the follow-up underwent a wide range of interventions: pharmacological, behavioral treatment, parent training, psycho-educational and scholastic intervention, psychomotor or no
intervention.
2.4.2. Subjects
A total of 48 subjects were involved in the base score to assess the validity of DD-CGAS. All subjects had IQ >
35 or a mental age > 18 months. The average age was 6 years (range 2 - 13 years, SD 3.37 years). 39 subjects
(81%) were male. Diagnosis, according to DSM-IV criteria [26], was as follows: autistic disorder, 25 subjects;
Pervasive Developmental Disorder, not otherwise specified, 17 subjects; Asperger syndrome, 6 subjects. Baseline scores of DD-CGAS varied from 22 to 74 (mean 57.5).
42 subjects were re-evaluated at follow-up, average age 7 years (range 2.6 - 13.5, SD 2.9). 34 of them were
male (80%). Diagnosis was as follows: autistic disorder, 24 subjects; Pervasive Developmental Disorder, not
otherwise specified, 14 subjects; Asperger syndrome, 4 subjects. Baseline scores of DD-CGAS varied from 22
to 78 (mean 62.9). Table 1 shows the subject’s features.
2.4.3. Instruments
Vineland Adaptive Behavior Scales-Survey Form (VABS) are a standardized instrument of measure of adaptive
functioning based on parent interview. Composite scale represents a summary of the total score with mean 100
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Table 1. Subjects features.
Baseline
N
Age (years), Mean (SD)
Gender (% males)

Follow-up

48

42

6 (3.37)

7 (2.9)

81

80

25 (52)

24 (57)

Diagnosis n (%)
Autistic Disorder
Asperger Syndrome

6 (13)

4 (10)

PDD-NOS

17 (35)

14 (33)

60 (18.7)a

VABS-Composite, mean (SD)

62.9 (17.9)b

WPPSI-III/WISC-III, mean (SD)

82.4 (18.9)

83 (24.3)d

Leiter-R, mean (SD)

48.3 (16.2)e

50.1 (17.9)f

PEP3-CVP, mean (SD)

43.6 (22.3)g

48.9 (24.2)h

PEP3-CP, mean (SD)

7.6 (3.5)i

6.7 (2.2)j

PEP3-AP, mean (SD)

10.6 (2.7)i

12.5 (0.8)j

PEP3-CA, mean (SD)

10.4 (2.4)i

10.6 (2.6)j

ADOS-A, mean (SD)

2.1 (3.3)k

1.7 (0.4)l

ADOS-B, mean (SD)

k

1.8 (0.3)l

2.5 (4.4)

DD-CGAS, mean (SD)
a

b

c

c

57.5 (13.4)
d

e

f

g

62.9 (11)
h

n = 45; n = 42; n = 12; n = 10; n = 10; n = 9; n = 14; n = 17; in = 37; jn
= 35; kn = 40; ln = 38.

and SD 15. Higher scores indicate a higher adaptive functioning.
WPPSI-III is a clinical instrument of individual assessment evaluating the intelligence of children of ages
between 2 years and 6 months and 7 years and 3 months; WISC III assesses intellectual ability of subjects of
ages between 6 and 16 years and 11 months; both provide a verbal IQ (VIQ), a performance IQ (PIQ) and a total
IQ (TIQ), with mean 100 and SD 15 [27]; exclusively TIQ was used for the study.
The Leiter International Performance Scale-Revised (Leiter-R) [28] is a nonverbal intelligence test for children and teenagers aged between 2 and 20 years. The test provides a composite score with mean 100 and SD 15.
PEP-3, Psychoeducational Profile third edition [29] is an assessment instrument for children with autism
spectrum disorder and communication impairments aged between 6 months and 7 years old. The test is divided
into 13 subtests: 10 of direct observation and 3 derived from parent questionnaire. In this study the verbal/preverbal cognitive subtest was used to obtain an estimation of cognitive functioning (developmental quotient, DQ)
when no information was available from other tools (WPPSI/WISC, Leiter-R) and DQ was the relation between
developmental age obtained in the subscale and chronological age × 100. Parent questionnaire gives information
about Problem Behavior (PB), Personal Autonomy (PA), Adaptive Behavior (AB). Standard scores were used in
the study.
Autism Diagnostic Observation Schedule (ADOS) [30] is an instrument to assess and evaluate autism based
on four different modules used in relation to developmental or language levels of the examined subject. In this
study, to conform data from different subjects assessed with different modules, it was decided to express the
scores of areas A (language and communication) and B (reciprocal social interaction) using the following formula: total score/cut-off score for autism in that area × 100.

2.5. Data Analysis
2.5.1. Inter-Rater Reliability and Temporal Stability
To assess inter-rater reliability the intraclass correlation coefficient (ICC) were calculated on the first scores obtained in the reliability vignettes for six previous examiners. The ICC were even calculated on test-retest scores
of reliability vignette to assess temporal stability.
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2.5.2. Convergent Validity
Pearson correlation coefficients were used to assess convergent validity between DD-CGAS and other clinical
measures for 48 subjects at baseline.
The score at composite scale of VABS, IQ and DQ were used as ordinal variables. Not all correlations were
based on the same sample, as some lacked data, whereas different assessment tools were used.
In this study, consistent with Wagner’s work, no corrections were made for multiple comparisons, α value
fixed at 0.05 and in some correlations analysis the association should be interpreted in terms of effect size. According to the guidelines given by Cohen [31], a correlation 0.10 represents a small effect size, 0.30 a moderate
effect size and 0.50 a wide effect size.
2.5.3. Sensitivity to Change
42 out of 48 subjects were reassessed with follow-up after an average of six months. Sensitivity to change in
DD-CGAS was assessed correlating changes into DD-CGAS with changes into PB scale of PEP3. To estimate
the effect size between baseline and follow-up, the DS pooled was calculated.

3. Results
3.1. Inter-Rater Reliability and Temporal Stability
ICC for 5 examiners for 16 clinical cases was 0.78 (p 0.001). ICC between test and retest had a mean of 0.79 (p
0.001). Therefore statistically, both ICCs were significant.

3.2. Convergent Validity
With α value at 0.05, DD-CGAS resulted in correlation with all the other assessment tools. Correlations between
DD-CGAS and the other instruments are in Table 2.
The correlation was significant and positive with IQ obtained in WPPSI/WISC and in Leiter-R (respectively r
0.51, p < 0.001 and r 0.40, p 0.003), with DQ obtained in PB subscale of PEP3 (r −0.52, p < 0.001) and with PB,
PA and AB subscales of PEP3 (respectively r 0.28, p 0.010; r 0.27, p 0.013; r 0.28, p 0.010). Correlation was
significant and negative with A and B areas of ADOS (for both r −0.35, p 0.006).

3.3. Sensitivity to Change
Correlation between changing scores at DD-CGAS and CP subscale of PEP3 was 0.75 (n 42, p 0.01). The average score of DD-CGAS was 57.5 (SD 13.4) at baseline and 62.9 (SD 11.0) at follow-up (t test for paired samples 5, p 0.001). The average change in DD-CGAS was 4.8 points. The effect size for DD-CGAS was 0.59 (n.
42) and for CP subscale 0.54 (n. 42).

4. Discussion
DD-CGAS is an instrument for clinicians to assess global functioning in children with ASD.
Table 2. Correlations between DD-CGAS and the other instruments.
Tests

r

P

n

VABS-Composite

0.52

<0.001

48

WPPSI-III/WISC-III

0.51

<0.001

12

Leiter-R

0.40

0.003

5

PEP3-CVP

0.52

<0.001

31

PEP3-CP

0.28

0.010

48

PEP3-AP

0.27

0.013

48

PEP3-CA

0.28

0.010

48

ADOS-A

−0.35

0.006

44

ADOS-B

−0.35

0.006

44
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It is specifically designed to include a wide range of functioning, with inter- and intra-subject variability
changing based on type and grade of impairment. Further, it is accompanied by instructions and a grid to assist
the examiner during the rating.
DD-CGAS showed to have a good inter-rater reliability and a good temporal stability in a range of several
months, using clinical vignettes.
Reliability was obtained with a diversified group of evaluators, in terms of background and level of competence.
Correlations between DD-CGAS and other measures of functioning and symptoms assessment were moderate
[31] [32].
This study was aimed to validate the Italian translation of DD-CGAS repeating data obtained in the validation
study of the English version.
Despite differences between the two studies (number and characteristics of raters, sample and type of instruments used) the results obtained in DD-CGAS validation process, in terms of inter-rater reliability, temporal
stability, convergent validity and sensitivity to change, substantially overlap the original study, confirming both
the quality of translation and the value of the instrument itself.
After adequate training, DD-CGAS was designed to include the typical heterogeneity of ASD. It represents a
reliable assessment tool of global functioning: it integrates multiple information sources, it is fast to administer
after collecting necessary information and it seems appropriate to be used in clinical studies with children with
ASD.
Data used for this study were collected before DSM-5 publication and a comparison with the DSM-5 severity
scales could not be made. Despite this, we think that an instrument like DD-CGAS can be useful in the clinical
setting for transitioning to the DSM-5, helping to better analyse and separate the constructs of impairment and
disorder in order to provide a more appropriate and dimensional evaluation, according to the recent classification system.
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Appendix A
Developmental Disability-Child Global Assessment Scale (DD-CGAS)
Versione Italiana

Dopo aver esaminato le prestazioni del soggetto nelle varie aree di funzionamento [a. cura della propria persona,
mangiare, vestirsi, dormire; b. comunicazione; c. comportamento sociale; d. prestazioni accademiche] e contesti
[casa, scuola e comunità], assegnare un punteggio al suo/a livello globale di funzionamento, per il periodo di
tempo specificato, selezionando il numero che ne descrive il comportamento. Utilizzare se necessario i livelli
intermedi (es. 35, 58, 62). Valutare il funzionamento attuale indipendentemente dal trattamento o dalla prognosi.
Concentrare l’attenzione sull’interferenza funzionale della psicopatologia piuttosto che sui sintomi di per se. Le
descrizioni fornite di seguito sono solo illustrative e non sono necessarie per ottenere un particolare punteggio
(vedi le istruzioni per i dettegli sull’attribuzione dei punteggi).
Periodo di tempo specificato:
100 - 91 Funzionamento superiore. Sicuro in famiglia, a scuola, con i pari; difficoltà transitorie o preoccupazioni “di ogni giorno” (es, lieve ansia situazionale, occasionalmente arrabiato con i fratelli/sorelle, genitori o pari). Risultati superiori rispetto ai coetanei (es, grandi successi negli Scout). Per bambini in età scolare, buoni risultati accademici. Svolgimento indipendente, in relazione all’età, di attività quotidiane e cura della propria persona.
90 - 81 Funzionamento adeguato in tutte le aree. casa, scuola e pari; brevi disturbi del comportamento o distress emozionale in risposta ad eventi stressanti (es, cambiamenti non previsti nella routine quotidiana o
nell’ambiente fisico), ma senza interferenza col funzionamento. Abilità adattive adeguate all’età. Apprende in
maniera cooperativa e volenterosa; pratica volentieri ciò che gli viene insegnato.
80 - 71 Lieve compromissione del funzionamento. La maggior parte delle attività della vita quotidiana sono
adeguate all’età, ma può aver bisogno di prompt e strutturazione per portarle a termine. Cambiamenti minori
nella routine quotidiana o nell’ambiente possono causare problemi comportamentali transitori o distress. Le interazioni sociali possono essere unilaterali e concrete piuttosto che basate sull’intimità. Può apparire immaturo,
ma non atipico. Linguaggio generalmente adeguato all’età, ma la conversazione può essere unidirezionale e/o
centrata sui propri interessi.
70 - 61 Moderata compromissione del funzionamento in almeno un’area. Deficit sociali apparenti in molte situazioni. Apprende appropriate abilità sociali, ma inflessibilmente e senza capacità di generalizzare. Abilità
adattive e/o di autoaccudimento immature nella maggior parte delle aree. Comportamento visibilmente inusuale
in alcune situazioni (es., gruppi sociali, setting non strutturati) ma generalmente non distruttivo. Coopera nei
training sulle abilità adattive.
60 - 51 Moderata compromissione del funzionamento nella maggior parte delle aree. Necessita di notevole
strutturazione e supervisione per le routine quotidiane. Le abilità della vita quotidiana e/o adattive sono non
adeguate per l’età, ma è recettivo ad apprendere nuove abilità. Comunica i bisogni, risponde a richieste di base
(verbalmente o non verbalmente). Il linguaggio verbale, se presente, è poco flessibile ed in ritardo. I deficit sociali e/o i comportamenti inusuali sono presenti nella maggior parte dei contesti. Possono verificarsi comportamenti distruttivi occasionali.
41 - 50 Elevata compromissione del funzionamento in almeno alcune aree (es., frequenti comportamenti molto distruttivi a scuola) e un certo grado di compromissione nella maggior parte delle aree. Le aperture sociali e/o
le risposte sono chiaramente assenti o inappropriate. Le abilità della vita quotidiana sono significativamente in
ritardo (es., vestirsi, fare il bagno, mangiare). Presenta una certa ricettività ai tentativi di insegnamento. Comportamenti stereotipati e/o altri comportamenti inusuali persistenti possono essere notati da un osservatore occasionale. Aggressività o comportamento autolesivo occasionale, oppure aggressività/comportamento autolesivo
frequente ma lieve (cioè senza danneggiamento dei tessuti).
31 - 40 Elevata compromissione del funzionamento nella maggior parte delle aree. Rudimentali abilità di
comunicazione strumentale (non sociale). Comportamenti ripetitivi che interferiscono con il funzionamento
adattivo. Marcato ritiro sociale nella maggior parte delle situazioni. Comportamento adattivo significativamente
compromesso. Disregolazione emozionale generalizzata e significativa (es., aggressività, comportamento autolesivo) e/o disregolazione funzionale (es., sonno, alimentazione).
21-30 Severa compromissione nella maggior parte delle aree, cioè casa, scuola, in pubblico, con i pari (es.,
frequente aggressività o comportamento autolesivo; comportamento marcatamente ritirato ed isolato). Richiede
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estensivi adattamenti dell’ambiente (es., supervisione 1:1 per il comportamento, chiudere a chiave gli armadi,
rimuovere oggetti fragili dalla stanza da letto). Dipendente in tutti gli aspetti della vita quotidiana (es., vestirsi,
lavarsi, andare al bagno) in misura maggiore rispetto all’età. Marcato disturbo dei processi regolatori di base (es.,
dormire, alimentarsi).
11 - 20 Profonda e generalizzata compromissione. Pone in pericolo se stesso o gli altri. Ha bisogno di costante
supervisione o di estensivi adattamenti dell’ambiente per evitare che faccia del male a se o agli altri (es., frequentemente violento o autoaggressivo) o per le l’assistenza di base (es., cibarsi, andare al bagno). Non comunica i bisogni di base. Non interagisce con gli altri. Si oppone all’aiuto nella cura di sé (es., farsi vestire).
0 - 10 Ha bisogno di supervision intensiva e costante (es., supporto continuativo al di fuori del proprio ambiente domestico) dovuto a comportamento severamente aggressivo o autolesivo o totale dipendenza nelle abilità di autoaiuto di base. Forte resistenza verso chi fornisce aiuto (es., farsi vestire).

Appendix B
Instructions for Evaluators
Le aree che devono essere considerate nella valutazione includono:
• Il funzionamento globale nei principali domini adattivi
○ Cura della propria persona: mangiare, vestirsi, dormire
○ Comunicazione
○ Comportamento sociale
○ Performance accademiche e l’ambiente
• Coerenza o incoerenza del funzionamento tra i vari ambienti: casa, scuola, comunità
○ Livello di adattamento dell’ambiente necessario
○ Livello di supervisione necessaria
1. Utilizzare la tabella sottostante per organizzare il giudizio sulla compromissione nei quattro domini di funzionamento.
2. Scegliere la voce/categoria che meglio descrive il funzionamento generale (es. “moderata compromissione
del funzionamento nella maggior parte delle aree”). Il descrittore dovrebbe rappresentare una buona descrizione
del funzionamento generale del bambino, indipendentemente dal fatto che l’origine della compromissione sia
cognitiva, comportamentale o altro. Si sta comparando la descrizione del funzionamento adattivo a quello che ci
si aspetterebbe da un bambino con sviluppo tipico, indipendentemente dal fatto che la compromissione sia dovuta a disabilita’ di sviluppo, disturbi comportamentali, fattori ambientali o altro. E’ necessario essere cauti nel
non dare troppa importanza ai punteggi standard; la variabilita' nel funzionamento puo’ risultare essere la “media” dei punteggi standard. Piuttosto dare maggiore enfasi alla descrizione del funzionamento.
3. Controllare i dettagli della categoria scelta per confermare che corrisponda ad una descrizione generale, ma
porre attenzione al fatto che la maggior parte dei bambini non corrisponderà perfettamente a nessuna categoria.
Si deve cercare quella che si “adatta meglio”.
4. Quando si pensa di aver trovato quella che si adatta meglio, controllare le due categorie adiacenti, per vedere se il bambino ha delle caratteristiche che corrispondono alle categorie superiore o inferiore. Questo serve
per aggiustare il punteggio. Per esempio, se il bambino corrisponde meglio alla categoria “60 - 51 Moderata
compromissione del funzionamento nella maggior parte delle aree” ma ha alcune somiglianze alla categoria 41 50, assegnare il punteggio nella metà inferiore del range (51 - 55). Al contrario, se il bambino corrisponde meglio alla categoria 60 - 51 ma ha alcuni punti di forza corrispondenti alla categoria superiore, assegnare il punteggio nella metà supeiore della categoria (55 - 60).
Livello di compromissione
Nessuno
Cura della propria persona
Dominio

Comunicazione
Comportamento sociale
Scuola/accademico
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Lieve

Moderato

Severo

Estremo
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