
1 

DYS et/ou ASPERGER ?	

 
 

 Pr. David Da Fonseca 
david.dafonseca@ap-hm.fr 

 
		



Arthur 11	ans	
 � Adressé	pour	difficultés	d’intégration	scolaire	

� Maternelle:	anxiété	importante,	maladroit	

� Primaire	:		

�  apprentissages	corrects,	sauf	écriture	

�  Troubles	de	la	concentration,	agitation		

�  Anxiété	globale,	faible	estime	de	soi	

�  Peu	d’amis,	moqueries,	isolement…	 		



Arthur 

� 6éme:	

�  Rejeté	par	les	pairs	

� Moqueries	nombreuses	en	sport	

�  Arrogant	selon	les	professeurs	

�  Résultats	corrects	

� Pas	d’activités	sportive,	jeux	vidéos+++	 	 	
		



Arthur 

� Evènements	de	vie:	Divorce	des	parents	(ingénieur	
et	IDE)	

� 	Prise	en	charge:	
�  Psychomotricité	pour	des	troubles	moteurs	pendant	3	ans	

� Neuropédiatre	pour	les	troubles	attentionnels	et	MPH	
pendant	2ans	

�  Psychologue	pour	les	troubles	anxieux,	estime	de	soi	
pendant	4	ans	

�  Ergothérapeute	pour	la	dysgraphie	

�  	 	 	 	



Difficultés de reconnaissance des 
émotions 

Mauvaise interprétation des 
situations 

5 

Difficultés à lire les 
expressions du regard 

Interprétations littérales: 

Humour, second °, mensonge 

Arthur 
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Bravo ! 

Conventions sociales  

Remarquablement honnête, omerta 

Commentaires inappropriés 

‘insolent’,‘mal poli’ 

 

Pauvreté du jeu de  
faire semblant 

imagination peu développée 

Arthur 
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‘oublie rapidement 
son idée’ 

‘impulsif’ 
‘Difficultés à gérer 

les priorités’ 

‘difficultés à 
organiser le travail à 

faire’ 

‘difficultés  de 
gestion du temps’ 

Trouble 
attentionnel 

Activités stéréotypées 

Rigidité 

Résistance aux changements 

Arthur 
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Intérêt pour les détails 
Capacités perceptives 

atypiques 

• Hypersensibilité: 
Distracteurs,  

• crises d’angoisse ou de colère 

Difficultés à 
synthétiser 

Reproduction photographique de dessins 

Mémoire visuelle +++ 

Intérêts restreints 

Arthur 



Troubles	du	spectre	de	
l’autisme	(TSA)	

A.	Déficits	persistants	
dans	la	communication	et	
les	interactions	sociales	

B.	Comportement,	
activités	ou	intérêts	
restreints	et	répétitifs		

C.	Apparition	des	symptômes	dans	la	petite	enfance	

DSM-V, American Psychiatric Association, 2013 

D.	Limitation	et	altération	du	fonctionnement	quotidien	





Etiologie des TSA 

Facteurs	génétiques	 Facteurs	
environnementaux	

(prématurité,	toxiques,	
hospitalisme,	…)	

Facteurs	neurobiologiques	

(volume	cérébral,	connectivité,	
dysfonctionnements	structures,	….)	



Théories explicatives 

v  Théories	psychanalytiques	
	
v  Théories	cognitives	
	

1) Déficit	de	reconnaissance	des	émotions	

2) Déficit	de	la	théorie	de	l’esprit	
3) Déficit	du	fonctionnement	exécutif	

4) Déficit	de	la	cohérence	centrale	



LA	THEORIE	DE	L’ESPRIT	



14 Baron-Cohen 

relaxé 

heureux intéressé 

moqueur 

La Théorie de l’Esprit 

Comment l’évaluer? 



Nous sommes naturellement les lecteurs de l’esprit des 
autres 

Capacités à reconnaître et à comprendre les 
pensées, croyances, désirs et intentions des autres 
personnes…. 
 
….Afin de donner du sens et de prédire leurs 
comportements 
 

La Théorie de l’Esprit 

Qu’est-ce que c’est? 

15 



§  Conversations	entre	deux	ou	plusieurs	personnes,	
soutenue	par	des	dessins	simples.	

	
ú  Ce	que	les	gens	disent		
ú  Ce	que	les	gens	font	
ú  Ce	que	les	gens	peuvent	penser.	

Carol Gray,1996 

16 

La Théorie de l’Esprit 

Les conversations en Bandes Dessinées 



LA	COHÉRENCE	CENTRALE	



18 

La Cohérence Centrale 

Qu’est-ce que c’est? 



§  Intégration globale des informations 

§  Utilisation du contexte 

§  Recherche de sens qui découle de plusieurs 
informations 

Uta Frith (1989): tendance automatique et inconsciente de 
tisser ensemble les informations diverses afin de construire un 
sens dans un contexte 

La Cohérence Centrale 

Qu’est-ce que c’est? 

= 1 style cognitif 
19 



Chez	personnes	avec	autisme	:		
	

v Traitement	local	de	l’information	
	vision	fragmentée	du	monde	

v Absence	de	tendance	à	regrouper	les	informations		

v Difficultés	pour	traiter	simultanément	les	informations	

« C’est ainsi que je voyais les choses: bribe par bribe, comme une chaîne 
d’éléments disparates assemblés arbitrairement les uns aux autres » D. William 

Déficit de la cohérence centrale 



Aider à créer des relations entre les informations  
 à prendre en compte le contexte  

 
Organisation visuelle  

Cartes mentales: Mind mapping 

 

La Cohérence Centrale 

Pour mieux prendre en charge 



LES	FONCTIONS	EXECUTIVES	



Les fonctions exécutives 

Qu’est-ce que c’est? 

23 

• Organisation/planification: établir des priorités, anticiper et prévoir 
les étapes d’une tâche. 
 
• Inhibition: résister aux distractions ou à inhiber une réponse attendue 
ou un commentaire qui nous traverse l’esprit.  
 
• Flexibilité mentale: s’adapter à la nouveauté et aux changements. 
 
• Jugement: évaluer la meilleure alternative face à un problème en 
fonction des buts à atteindre, des valeurs et des règles sociales.  
 
• Autocritique: évaluer ses propres capacités et comportements et être 
conscient de ses forces et ses difficultés 



Inhibition 

Organisation et 
planification 

Mise à jour 

Flexibilité mentale 

Attention 
divisée 

Mémoire de travail 

  Dans les TSA, essentiellement défaut de 
flexibilité mentale et de planification (Hill, 2004) 

Les fonctions exécutives 



 

Les fonctions exécutives 

Organiser l’environnement 

Observation 
visuelle 

Habileté à suivre des 
règles 

Mémoire 
visuelle 

Capacité à suivre des 
modèles 



TRAITEMENT DES ÉMOTIONS FACIALES 

 

Asperger < contrôles 

Asperger>contrôles 

Connectivité atypique 

Wicker 2008 



	
LES	GROUPES		
D’HABILETÉS	SOCIALES	
	
	



Les groupes d’HS    les thèmes  

• Les émotions 

• Gérer son stress 

• Les pensées des autres 

• Se présenter 

• La conversation 

• L’amitié, l’amour 

• La sexualité 

• Le mensonge 

• La violence 

• Gagner/perdre 

 

•  faire un compliment/une 
critique 

•  Plaisanteries, taquineries 
ou insultes, harcelement ? 

• Public/privé 

• L’humour, L’ironie 

• Regard, sourire, distance 

• L’intonation de la voix 

• La résolution de 
problèmes 

• L’attention 

• La planification 



	
TROUBLES	MOTEURS	ET	TSA	
	
	



§  Signes	moteurs	précoces:	
ú  	63	à	68	%	
ú  Entre	14	et	24	mois		
ú  Mouvements	asymetriques	

§  Gestuelle	et	imitation	motrice	
ú  lié	au	retard	des	capacités	d’imitation	
ú  Niveau	moteur	
ú  Dyspraxie		

Doney	2012;		Ming	2009	



§  Contrôle	postural	
ú  	instabilité	
ú  Balancement,	répartition	du	poids,	chevilles	
ú  Perception	visuelle	

§  Retard	psychomoteur		
§  Motricité	globale		
§  Motricité	fine		

Doney	2012;		Ming	2009	



§  Dyspraxie	lié	à	l’imitation	
§  Coordination	bilaterale	
§  Démarche	et	Balancement	des	bras	
§  Apraxie	avec	perception	visuelle			
§  Écriture		
§  Dexterité	manuelle	(jeux	de	balle)	

Doney	2012;		Ming	2009	



	
Specificity	of	Dyspraxia	in	Children	with	Autism	
LK.	MacNeil,	and	SH.	Mostofsky,	Neuropsychology.	2012	Mar;	26(2):	165–171.	
	

Spécificité de la dyspraxie 



§  Reconnaissance	des	gestes	préalable	à	une	bonne	imitation	mais	
pas	uniquement	(Stieglitz	2011)	

§  dyspraxie	pas	uniquement	liée	aux	déficits	moteurs	(Mostofsky	
2006)		

§  ni	aux	déficit	de	représentations	spatiales	(Dowell	2009)	

§  Dyspraxie	est	aussi	liée	à	la	planification	et	à	l’éxécution	
§  abnormalities	in	frontal/parietal-subcortical	circuits	important	for	

acquisition	(Mostofsky	2006)	

§  Liée	au	problème	de	connectivité	(Dowell	2009)	

Spécificité de la dyspraxie  



hand patting, hand pronation-supination, repetitive finger
tapping, and finger sequencing – each of which was per-
formed on the right and left sides.

The PANESS has been found to have adequate test–retest
reliability,22 interrater reliability, and internal consistency.23

The PANESS was chosen because it was developed to mini-
mize the need for equipment, to eliminate time-consuming
and less reliable sensory tasks, and to be completed in only
15 to 20 minutes. These parameters were considered impor-
tant factors when studying behavior in children with ASD.

Given that praxis involves purposeful limb movements, a
measure of timed repetitive movements of the hands and feet
was used to examine the effect of basic motor skill on praxis
performance. We did not survey all motor elements, choosing to
focus on rapid distal limb control reflecting frontal and frontal-
subcortical elements basic to incorporation of motor skill into
items assessed on the praxis battery. For each repetitive
movement (finger tapping, hand patting, and toe-tapping – on
right and left sides), the time to complete 20 movements was
recorded; these times were summed to provide a total mea-
sure of speed of timed repetitive movements. 

STATISTICAL ANALYSES

Univariate analysis of variance was used to evaluate for differ-
ences between TD children and children with ASD in relation
to age, FSIQ, PANESS scores, and praxis examination total.
Sex distributions between groups were examined using χ2

analyses. Throughout the analyses, a significance level of p<0.05
(two-tailed) was used. Total praxis errors score was negatively
skewed in the control group, but not the ASD group. Therefore,
for analyses comparing groups on praxis performance, a log
transformation of the total praxis errors scores was used. For
analyses using the autism group alone, the variable was not
transformed. All other variables examined were normally
distributed.

A hierarchical regression analysis was used to examine the
association of basic motor skill performance and diagnosis
with praxis performance, after accounting for age and FSIQ.
For the main regression analysis, assumptions of linear regres-
sion were examined. Residuals for each of the predictor vari-
ables were consistent across values, showing homoscedasticity.
Error terms were normally distributed and were without signif-
icant autocorrelation (Durbin–Watson statistic for n=94 with
four independent variables=1.01). Log transformation of the
total errors score on the praxis examination was used as the
dependent variable. Age was entered as the first independent
variable, followed by FSIQ. Age can be a strong predictor of

both repetitive movement speed and praxis performance in
children, although both reach relative plateaus by 8 years of
age.1,9 Nevertheless, age was entered as the first predictor in
the regression model to ensure that any effects of age were
controlled. FSIQ has also been shown to correlate with
motor skill performance,24 and the autism group had a sig-
nificantly lower FSIQ than the control group. Therefore,
FSIQ was included as a second predictor in the hierarchical
regression model. The measure of basic motor skill (raw
score of total timed repetitive movements from the PANESS)
was entered third, followed by primary diagnosis as the
fourth predictor. The examination of diagnosis as the final
predictor variable provided a means of determining whether
children with autism continue to show significantly worse
praxis performance than controls, even after accounting for
age, IQ, and basic motor skill deficits.

Within the ASD group, separate linear regression analyses
were used to examine the association of both basic motor
skill (raw score of total timed repetitive movements from the
PANESS) and praxis performance (total praxis errors) with
ADOS-G measures of the social, communicative, behavioral
deficits that define autism. In addition, this study examined:
(1) the correlation between component scores from the
praxis examination (i.e. total errors on GTC, GTI, and GTU
sections) and total ADOS-G scores which provided a means
of addressing the hypothesis that ADOS-G scores in children
with autism would correlate not only with performance of
GTI, but also with GTC and GTU; and (2) a hierarchical
regression examining the correlation between praxis total
errors score and total ADOS-G score, after accounting for
basic motor skill performance from the PANESS; this provid-
ed a means of addressing the hypothesis that the correlation
between worse praxis performance and higher ADOS-G
scores in children with ASD would remain significant after
accounting for deficits in basic motor skill performance.

Results
PRELIMINARY ANALYSES

Comparisons of the ASD and TD groups revealed no significant
group difference in age (F[1,92]=0.10, p=0.75) or sex distribu-
tion (χ2=0.004; p=0.7). Mean FSIQ was significantly lower for
the autism group (F[1,90]=23.79, p<0.001). For children
given the WISC-IV (22 TD controls, 28 ASD), there was no sig-
nificant difference between groups on the Verbal Compre-
hension Index (F(1,48)=1.82, p=0.184) or Perceptual
Reasoning Index (F(1,48)=0.26, p=0.613). In contrast, for the
children given the WISC-III (24 TD controls, 17 ASD), controls
had significantly higher Verbal IQ (VIQ; (F(1,39)=26.38,
p<0.001) and Performance IQ (PIQ; F(1,39)=14.68, p<0.001)
than the ASD group. The discrepancy between findings from
the WISC-III and WISC-IV may be due to VIQ and PIQ, but not
Verbal Comprehension and Perceptual Reasoning Indices,
including subtests that relate to processing speed and working
memory.

Children with ASD showed significantly poorer perfor-
mance than TD controls on the praxis examination (total
errors score, F[1,92]=31.06, p<0.001; log transformed errors
score F[1,92]=39.85, p<0.001) as well as PANESS (total score,
F[1,82]=52.86, p<0.001), with time to complete repetitive
movements being significantly slower in children with ASD
than TD controls (F[1,86]=13.94, p=0.001; Table I).
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Table I: Group performance on examinationsa

Examination Autism Control p η2

type Mean SD Mean SD

Total praxis errors 36.9 21.9 17.2 10.1 <0.001 0.25
Log transformation 

(total praxis errors) 1.5 0.3 1.2 0.2 <0.001 0.30
PANESS repetitive total (s) 38.2 6.1 33.5 5.7 <0.001 0.14
PANESS total score 35.3 11.2 18.3 10.1 <0.001 0.39

aComparisons are using t-tests (two-tailed). η2, effect size (eta squared);
PANESS, Physical and Neurological Assessment of Subtle Signs.

Effects of basic motor skills and diagnosis on praxis
performance
Table II shows results of the hierarchical regression analysis.
Age and FSIQ were both significant indicators of praxis per-
formance (log transformed total praxis errors score). After
accounting for age and FSIQ, total timed repetitive move-
ments on the PANESS was a significant predictor of praxis
performance (∆R2=0.073, p=0.004). Further, after account-
ing for age, FSIQ, and basic motor performance, diagnosis
(ASD vs control) added a significant proportion of unique vari-
ance in prediction of praxis performance (∆R2=0.128,
p<0.001), with controls having significantly higher mean
praxis scores than children with ASD.

Analysis of association between praxis performance and
ADOS scores 
Linear regression was used to evaluate the association between
praxis performance and ADOS scores that reflect social, com-
municative, and behavioral impairments diagnostic of autism.
Total errors from the praxis examination was a significant pre-
dictor of total ADOS-G score (R2=0.31, p<0.001; Fig. 1).
Further, the number of errors on praxis examination signifi-
cantly predicted each of the ADOS-G component scores: recip-
rocal social interaction (R2=0.13, p=0.026), communication
(R2=0.25, p=0.001), and stereotyped/repetitive behaviors
(R2=0.26, p=0.001). Furthermore, there was a significant cor-
relation between total ADOS-G scores and each of the praxis
subsections: GTC errors (R2=0.28, p<0.001), GTI (R2=0.24,
p=0.002), and GTU (R2=0.35, p<0.001).

A separate hierarchical regression was used in the ASD
group to predict ADOS-G scores from praxis performance (total
errors), after controlling for basic motor skill performance.
Basic motor skill performance was not a significant predictor
of total ADOS-G score (R2=0.07, p=0.12); after accounting
for basic motor skill, praxis performance was still a significant
predictor of total ADOS-G score (∆R2=0.237, p=0.002).

Discussion
After taking into account age and FSIQ, there was a significant
effect of basic motor skill (total timed repetitive movements on
the PANESS) on praxis performance. However, there remained
a significant effect of diagnosis on praxis after accounting for
motor skill performance, with the ASD group continuing to
show poor praxis performance compared with TD controls.
The findings suggest that dyspraxia in the autism group can-
not be entirely accounted for by basic motor skill deficits. 

The observed association between basic motor skill and
praxis performance is not surprising, as the praxis examina-
tion is, in part, assessing limb motor function. This may indi-

cate that impaired performance of skilled gestures in autism
is, at least partially, due to problems with basic motor coordi-
nation. Alternatively, the association may be an indication
that impairments in basic motor skills and impaired praxis
performance in autism are epiphenomena, or secondary
symptoms, i.e. that a common neurological abnormality con-
tributes to both basic motor skill deficits and to the dyspraxia
observed in autism. 

Findings also showed that performance on praxis examina-
tion is worse than what would be expected from poor basic
motor skill performance, or ‘clumsiness’, alone, and suggest
that additional factors are contributing to dyspraxia observed
in autism.

Findings from studies of acquired dyspraxia suggest that a
neural network within the left hemisphere is important for
control of goal-directed skilled movements, including pari-
etal regions (supramarginal and angular gyri) important for
storage of learned time–space movement representations
and premotor regions (in particular the supplementary
motor area) important for transcoding of praxic representa-
tions into motor programs.12,25 Movement formulas are
stored in the inferior parietal lobe in three-dimensional
form. These formulas must be translated into motor plans
for movement, and either the storage or the translation
could be a contributing factor to the dyspraxia seen in
autism. Autism is associated with abnormalities in percep-
tion of biological motion26 and, more generally, in dorsal
stream processing involved in detection and analysis of
motion.27 It is possible that these deficits in visual processing
may also contribute to impaired development of complex
skills and gestures assessed on praxis examination. Examining
correlations between these measures of visual impairment
and praxis performance is an important area of future study.

However, there are limits to how well models suggested
by studies of adults with acquired lesions can inform us about
the brain basis of dyspraxia in autism. Autism is a develop-
mental disorder; therefore, dyspraxia in autism is unlikely to
be due to loss of already acquired skills, but rather it is an
impairment in acquisition (learning) of motor sequences
involved in performance of skilled gestures. Impaired motor
sequence learning has been reported in children with
autism,28 and it is important to consider abnormalities in
neural systems involved in motor learning.

Motor sequence learning relies on a broad neural network
principally involving connections between frontal and parietal
cortices and subcortical regions: the basal ganglia and cerebel-
lum.29,30 Abnormalities in these regions have been reported in
several imaging studies of ASD.31 Particularly compelling is that
decreased Purkinje cell count in the cerebellum is the most
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Table II: Hierarchical regression predicting log (total praxis errors)a

Predictor entered β 95% confidence interval for β ∆R2 ∆F p 

Age –0.048 –0.088 to –0.008 0.062 5.62 0.020
FSIQ –0.007 –0.010 to –0.004 0.158 16.95 <0.001
PANESS repetitive total 0.013 0.004 to 0.023 0.073 8.60 0.004
Group (autism vs control) 0.234 0.125 to 0.344 0.128 18.04 <0.001

aAnalyses indicate hierarchical regression with age entered first, followed by FSIQ, PANESS total repetitive timed score, and group. FSIQ, Full-
scale IQ; PANESS, Physical and Neurological Assessment of Subtle Signs. 

consistent finding in post-mortem studies of autism,32 which
prompts speculation that abnormalities in the cerebellum and/or
connections between the cerebellum and frontal/parietal regions
may contribute to impaired development of motor skills.

ASSOCIATION BETWEEN PRAXIS PERFORMANCE AND DIAGNOSTIC

FEATURES OF AUTISM

In children with autism, the level of impairment on praxis
examination significantly correlated with total ADOS-G score.
This correlation remained significant after controlling for basic
motor skill performance, providing further evidence that the
association between dyspraxia and autism cannot be entirely
accounted for by basic motor skill deficits.

Development of social communication and interaction
involves learning complex motor sequences that parallel those
on the praxis examination. The finding of a significant associa-
tion between praxis performance and ADOS-G scores suggests
that the impaired performance of skilled gestures (including
social gestures) may contribute to impaired social interaction
and communication in autism. More likely, dyspraxia and
impaired social interaction/communication seen in autism
may be epiphenomena, sharing a common neurological basis.

Each individual section of the praxis examination (GTC,
GTI, GTU) was significantly associated with total ADOS-G score.
This finding provides further evidence that performance of
complex skilled gestures in children with autism is not limited
only to imitation,9 but rather that autism is associated with a
generalized impairment in performance of skilled complex
movements, consistent with dyspraxia. 

Finally, each ADOS-G subsection (communication, social
interactions, and stereotyped/repetitive behaviors) was sig-
nificantly correlated with performance on the praxis exami-
nation, indicating that impaired performance of skilled
gestures is broadly associated with the social, communicative,
and repetitive behavioral impairments that define autism.
This finding suggests that dyspraxia may be a core feature of
autism, or that it is a marker of the neurological deficits that
underlie the broad features of the disorder.

LIMITATIONS AND FUTURE DIRECTIONS

The praxis examination was adapted for children from an adult

apraxia battery.21 There is no standard evaluation of praxis in
children, and an examination tailored for children would be
helpful in the future. Such an examination could also be a valu-
able tool for clinicians. The age range of the children was limited
to 8 to 14 years. This allowed for a more homogenous group to
evaluate. However, a broader age range would evaluate dysprax-
ia more comprehensively throughout childhood and adoles-
cence. Studies that may quantify dyspraxia in younger children
may also be helpful in detecting deviations from the norm earli-
er in a clinical setting. The amount of experience the children
had in performing these complex gestures is difficult to ascer-
tain. Their individual experiences contribute to their ability to
perform meaningful gestures (e.g. using a hammer or waving
goodbye), which could increase their number of correctly per-
formed gestures. Nevertheless, difficulty with imitation is the
most commonly reported area of dyspraxia in children with
autism, and imitation of gestures is the least reliant on prior
knowledge of and experience with the gestures.

Conclusion
Results indicate that a generalized praxis deficit in high-func-
tioning children with ASD cannot be accounted for by imp-
airments in basic motor skills alone. This suggests that
abnormalities in neural systems, outside of those that would
account for basic motor skill deficits, contribute to dyspraxia in
children with ASD. These abnormalities in neural systems
would likely involve regions (or connections between regions)
within neural networks critical for acquisition of movement
patterns necessary for development of skilled tool use and
social/communicative gestures. This may include posterior
parietal regions important for acquisition and storage of spatial
representations of movement or subcortical (cerebellum,
basal ganglia) regions central to motor learning. Results also
show that the impairment in praxis performance, but not basic
motor skill performance, in children with ASD is broadly asso-
ciated with ADOS-G measures of the social, communicative,
and repetitive behavioral impairments that define ASD. This
suggests that dyspraxia may be a core feature of autism, or a
marker of the neurologic deficits that underlie the disorder.
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Figure 1: Plot showing a significant correlation (R2=0.311,
p<0.001) between performance on praxis examination
(total errors scores) and total scores from Autism
Diagnostic Observation Schedule–Generic (ADOS-G) in 39
children with autism.
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Troubles praxiques dans les TSA:   
 Précoces et Fréquents  
 Certaine spécificité 
 Font partie des signes cardinaux (DSM V)  
 Nécessitent une prise en charge spécifique 

 
Dys ne doivent faire ignorer 
d’autres dimensions indispensables  
pour mieux comprendre et  
une prise en charge globale 
 
Interdisciplinarité interdisciplinarité interdisciplinarité….  

 
 

  Conclusion 



A.  Un total de six (ou plus) parmi les éléments décrits en (1),(2) et 
(3), dont au moins deux de (1), un de (2) et un de (3):  
 

1)altération qualitative de l’autonomie affective, comme en 
témoignent au moins deux des éléments suivants:  

a.  obsession marquée dans l’utilisation, pour réguler les interactions sociales, 
de comportements non verbaux, vagues, indéfinissables, propres à chaque 
personne, tels que le contact oculaire, la mimique faciale, les postures 
corporelles, les gestes  

b.  b. incapacité à établir des relations avec les pairs possédant un autre 
mode de fonctionnement sans faire abstraction d’une interprétation 
l’amenant directement à une carence affective excessive  

c.  c. le sujet n’arrive pas s’estimer suffisamment de manière autonome, ce 
qui l’amène à partager constamment ses plaisirs, ses intérêts ou ses 
réussites avec d’autres personnes (p. ex. il cherche continuellement à 
montrer, à désigner du doigt les gens qui lui semblent pathologiques parce 
que différents, ou à apporter des objets qui l’intéresse, lui, en premier 
lieu)  

d.  d. présence de réciprocité sociale ou émotionnelle ; le sujet n’existe pas 
sans le regard de ses pairs ; dépendance aiguë à autrui ; se désorganise 
au son du mot « solitude » 
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(2) altération qualitative de la communication, comme en 
témoigne au moins un des éléments suivants:  

a. retard ou absence totale de la précision du langage parlé 
(surcompensation par d’autres modes de communication, comme 
le geste, la mimique ou l’interprétation)  

b. b. chez les sujets maîtrisant suffisamment le langage, incapacité 
marquée à ne pas interpréter une conversation avec autrui  

c.  c. usage stéréotypé et répétitif du langage (p. ex. Comment ça 
va ? Ça va bien.)  

d. d. présence fréquente d’un jeu de « faire semblant » spontané ou 
d’un jeu d’imitation sociale correspondant aux attentes d’autrui, 
causé par l’incapacité à s’affirmer réellement. 
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((3) caractère restreint, répétitif et stéréotypé des 
comportements sociaux, des intérêts et des activités 
socialement acceptables, comme en témoigne au moins un 
des éléments suivants:  

a.  préoccupation circonscrite à quelques centres d’intérêts 
stéréotypés et restreints permettant de sauver l’image 
sociale, tant dans son intensité que dans son orientation  

b.   adhésion apparemment inflexible à des habitudes ou à des 
rituels spécifiques d’une incohérence marquée mais 
fonctionnels pour la norme  

c.  maniérismes moteurs stéréotypés et répétitifs dont 
l’absence de cohérence avec l’émotion vécue provoque une 
distorsion  

d.  préoccupations persistantes pour l’apparence de certaines 
parties du corps 
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