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SUMMARY 

*Selective mutism (SM) is a profound pragmatic communication disorder and is within the scope of practice of speech/language pathologists (SLPs). 

Whom to treat:  kids who don’t speak in certain social situations (usually school) for 4-6 weeks or more (not limited to the first month of school), but do speak in other situations (typically home).

Who does the treatment: all professionals and families, working as a team, initial 1-1 work may be done by school psychologist, or speech-language pathologist.

What to treat:  nonverbal and verbal communicative behaviors in various physical, social, and communicative contexts.

When:  ASAP

Where:  in all contexts; pull-out may be needed at first.

How:  behavior treatments (e.g., successive approximations, reinforcement, stimulus fading).  Physician on team

may want to add pharmacological treatment and/or family or individual psychotherapy.

Why:  selective mutism is educationally, socially, communicatively, and vocationally debilitating.

TREATMENT IS A TEAM EFFORT

Is this a psychological disorder?
Yes
Team member:  school psych./clinical psychologist

Is this a psychiatric disorder?

Yes
Team member:  psychiatrist, pediatrician

Is this a communication disorder?
Yes
Team member:  speech/language pathologist

Is this a learning disorder?

Yes
Team member:  teachers

Is this a family problem?

Yes
Team member:  parents

Is this a school problem?

Yes
Team member:  all involved school personnel

Other team members are also possible.
DIAGNOSTIC CRITERIA FOR SELECTIVE MUTISM

(QUOTED FROM DSM IV, AMERICAN PSYCHIATRIC ASSOCIATION)
  A. Consistent failure to speak in specific social situations (in which there is an expectation for speaking, e.g., at school) despite speaking in other situations. 

  B. The disturbance interferes with educational or occupational achievement or with social communication. 

  C. The duration of the disturbance is at least 1 month (not limited to the first month of school). 

  D. The failure to speak is not due to a lack of knowledge of, or comfort with, the spoken language required in the social situation. 

  E. The disturbance is not better accounted for by a Communication Disorder (e.g., Stuttering) and does not occur

exclusively during the course of a Pervasive Developmental Disorder, Schizophrenia, or other Psychotic Disorder.

Formerly:  “elective mutism”

More common in females (3:1).  Rare.  May last only a few months, or years, or may persist.

FACTS ABOUT SELECTIVE MUTISM

Speech/language delays/disorders (beyond the pragmatic disorder of selective mutism) may occur in up to 50% of children with SM (McInnes, et al., 2004)

Contexts of Mutism 



%

· School



89

· Strangers


89

· Children in general

42

· Specific children

34

· Family



13
· Father



11

· Mother


 
 4

· Sibling



 2
(Schum, 2001)
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Selective mutism can be severe or less severe; involving only 

verbal communication, or involving verbal, written, gestural communication and spontaneous bodily movements. 

ASSESSMENT ISSUES

Due to the nature of SM, assessment can be difficult.

Need to assess:

· All facets of the pragmatic communication disorder (see below)

· Parent interview

· Direct observational assessment:  school and home, if possible

· Underlying speech/language disorders

· If child points, receptive communication skills may be testable (Lindamood Auditory Conceptualization Test, PPVT, parts of CELF-4, etc.) 

· Therapist may go to child’s home for testing

· Analysis of recorded language/speech sample from home

· Narrative analysis of audiotaped narratives (see McInnis, et al., 2004)

· Portfolio analysis (artifacts from classroom analyzed)

· Anxiety

· SLP may assess communication-related anxiety by adapting self-report measures used in stuttering

· Psychologist may assess anxiety

· Academics

· Portfolio analysis

· Achievement testing that requires only nonverbal response

· Cognitive

· Psychological

· Medical

ASSESSING THE PRAGMATIC COMMUNICATION DISORDER

Communication performance in SM is determined by a complex interplay among variables.  These communication pressure variables may differ from child to child.  These variables must be taken into consideration when assessing, when designing treatment plans, and when measuring treatment progress.

Some of these important variables are:

· physical context:  classroom (with peers present, with therapist alone, with teacher…), principal’s office, playground, school library, hallway, therapy room, mall, home…;

· type of communication required: sharing personal vs. non-personal information, sharing known information vs. novel, reading a script or book vs. spontaneous conversation, rote vs. spontaneous, highly communicative (sharing information) vs. less communicative (naming a picture, game context), yes/no answer vs. other;

· characteristics of communicative partner/others present in vicinity: familiarity, number present, gender, peer or non peer, age, social role (teacher, principal, therapist);

· communicative functions: regulating another’s behavior, social interaction, greeting, joint attention, answering questions, requesting information, etc..  Behavioral regulation typically easier than the social functions of language.  Answering questions (non-personal first) may be easier than asking questions.

· interaction/communication modality: nonverbal turn-taking (e.g., taking a turn in a game), pointing, writing, nodding, whispering, voicing with low volume, voicing with normal volume, playing a toy instrument in a “band” (unvoiced instrument, e.g., guitar, then voiced, e.g., kazoo; or mouth instrument vs. manual instrument), making speech noises in non-communicative contexts (“ch ch ch ch” to go up the ladder, “sssssss” to go down the chute in game; first unvoiced, then voiced)

Checklist of Communicative Functions and Means

(Items adapted from Prizant, Wetherby & Roberts, 1993)

	Child’s initial:

	Rater’s name:

	Date of sample:

	Context and activity:

	Communicative partner:

	Others present:


	Indicates joint attention

 Nonverbally

	Giving gesture

	Pointing gesture

	Showing gesture

	Other gesture 

(e.g., reaching, raise hand, push away)

	Normal proximity to 

Communicative partner

	Yes/no head nod/shake

	Shoulder shrug

	Shared affect expressed 

through facial expression

	Holds object/toy

	Manipulates object/toy

	Reciprocal play

	Parallel play

	Follows a verbal 

request for action

	Answers Yes/No

Answers forced choice questions

	Verbalization (speaking)

Communicative Functions (specify):  B, S, J, O*


*

B = Behavioral regulation 
S = Social interaction


J = Joint Attention
   O = Other
request object

request social routine


comment

request action

request comfort


request information

protest


greeting



provide information




calling, request permission, 

showing off

W=writing

S=spontaneous

N=non-verbal (specify)
R=requested
      V=verbal

Global Measure:  # Communicative Acts Per Minute/Mode of Communication

INTERVENTION 

***Most therapy ideas come from psychology/psychiatry.  SLPs have a unique perspective and can provide unique contributions to this field.  SLPs know that speech is more than “motor movements” to be shaped behaviorally – speaking is a result of a complex interplay between motivation, language competence, social background, cognitive/emotional demands, pragmatic pressures, communicative needs, communicative pressure, communicative competence, etc..  I suggest that we view selective mutism NOT as a deficit in speech, per se, but a more global deficit in communication (verbal/nonverbal).  This point of view will lead us to more pragmatic-oriented interventions that target the communication deficit, rather than focusing on the production of speech, per se (see “socio-communication intervention model,” below).  

--SMH

EXAMPLES OF THERAPIES:

Behavior modification (Pecukonis and Pecukonis, 1991)

Fixed ratio- and then variable ratio-reinforcement (primary reinforcers, tokens, social praise) for:

· Non-verbal attending behaviors

· Non-verbal imitation (clapping, standing, touching toes)

· Verbal imitation (vocalizations, noun labels)

· Functional language (open-ended questions, etc.) 

· Generalization (use of parents and teachers throughout training kept the trainer from being the only discriminative stimulus for speaking)

· Puppets were used by trainers, parents and children during some of the intervention.

 Self modeling (“Audio/Video feedforward treatments”) (e.g., Blum, et al., 1998)

Children with selective mutism listened to audiotapes of themselves speaking.  They brought the tapes from home and repeatedly listened to edited versions of them in situations in which they were not currently speaking (school, community).  [A variant of this idea is “video self-modeling.”]

The tapes are edited so that they appear that the child is answering a person with whom she/he does not currently speak.  And/or they are edited to appear to be made in contexts in which the child doesn’t currently speak (classroom).  These authors report rapid success (weeks) in 3 children for whom behavior therapy was unsuccessful.

Combination of behavior modification, psychotherapy, and medication (Zoloft; esp. for kids with physical concomitants (“stiffness”)  (Schum, 2001)

Therapy included:  operant conditioning using successive approximations, modeling (siblings, friends), friends from school visit at home, use “talking scale” (described below), rehearsal (reading familiar passage).  Psychotherapy focused on anxiety and talking about being brave vs. nervous.

Successive approximations (from beginning point to end point):  

eye contact, head nod, point, noisemakers, write, whisper word, whisper phrase, whisper responses at school, whisper conversation, microphone at school for public speaking.

Talking scale:

Discusses with child, and ranked speaking situations as being “hard,” “medium,” or “easy”:  talking to family, friends or therapist; reading in class, reading in a group, making a video at school, talking to classmates at lunch, giving an interview, etc. 

Stimulus Fading

Many therapists include a “stimulus fading” technique.  Once the therapist has the child communicating (say, in a pull-out speech/language therapy room), then, the therapist brings in classmates, etc. (to keep the therapist from being the only discriminative stimulus for speech).  Similarly, items and people from home can be brought in to school or therapy to make the school environmental stimuli more like the home (in which the child speaks).

Self-reinforcement (Kehle, et al. 1998)

Kehle used an edited videotape.  The child was instructed to pause the video whenever the tape depicted her verbally responding to the teacher’s questions.  After pausing, the child would select a reinforcer (pencils, stickers, etc.)

These researchers also played the videotape in the child’s classroom, to increase the expectations for peers that the child would communicate.

Socio-communication intervention model for severe selective mutism (Hungerford, et al., 2003)

A pragmatic model for therapy that first targets non-communicative, non-verbal reciprocal interaction.  Once non-verbal interaction is established, therapy moves on to target reciprocal interaction with greater communicative demands, keeping in mind that communicative pressure can be a result of:   type of communication (personal vs. non-personal, sharing known information vs. novel contributions to conversation, reading a script vs. spontaneous conversation); characteristics of communicative partner (familiarity, gender, social role (teacher, principal, therapist)); communicative functions (regulating another’s behavior, social interaction, greeting, joint attention, answering questions, requesting information, etc.); communication modality (nonverbal turn-taking, pointing, writing, nodding, whispering, voicing); and physical environment (classroom, therapy room, school library, playground).  

Whenever one of these variables changes, making for more speaking pressure, the therapist may need to move down the hierarchy – perhaps again targeting nonverbal reciprocal interaction and moving up the hierarchy to target more interactive, and more verbal behaviors.  Each therapy activity should be analyzed in terms of each of the above variables to determine the overall difficulty of the activity (amount of communicative pressure).  Very small increases in difficulty should be used.   Though the design is pragmatic, the therapy targets are reinforced using a behavioral paradigm.

Long-Term Outcomes

It appears that there may be two types of SM:  transient, in which the symptoms resolve within a year, and chronic, in which the symptoms are longer lasting.  Children with long-lasting SM are particularly difficult to treat.  Symptoms of SM may be chronic in up to 50% of cases (McInnes, et al., 2004).

There are not too many follow-up studies, but here is one positive outcome (from Kehle et al., 1990):

 
“We also brought the formerly mute child to the University to discuss his elective mutism with graduate psychology students.  This 6-year-old formerly … mute child confidently walked into a rather large room and sat down at a table in front of approximately 25 strange adults, folded his arms and stated, “well, what is it you want to know?”… after 7 months follow-up indicated that the formerly mute child was functioning extremely well.  He freely communicated verbally with his peers and faculty.  He also volunteered to assist the authors with other mute children who may be in the district.”

Websites

http://www.asha.org/public/speech/disorders/Selective-Mutism.htm
American Speech Language Hearing Association’s site on selective mutism.

www.asha.org
If you are an ASHA member, you can access a number of journal articles on selective mutism here, by searching publications.

http://www.selectivemutism.org/
 (Selective mutism group, childhood anxiety network, Inc.)

http://www.acposb.on.ca/mutism.html
(Tips for teachers)

http://www.anxietynetwork.com/
(The Anxiety Network)

http://www.nasponline.org/futures/selmutism.html 

(“When the Words Just Won’t Come Out”-- Understanding Selective Mutism by Elisa Shipon-Blum, D.O.)
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