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Diagnostic Information
Selective Mutism is a childhood anxiety disorder portraying the continuous refusal or fear to speak in particular social contexts, regardless of having the ability to verbally communicate comfortably (Wong, 2010). The child encompasses the capacity and knowledge to converse sufficiently, however refuses to. In order to diagnose a child with the disorder, as classified by the DSM-5, the child must show a consistent failure to speak in particular social situations despite speaking in others; lastly this failure to speak must interfere with the child’s educational performance and interpersonal relationships (American Psychological Association, 2013). This disturbance must last at least one month (not including the first month of school) and it must not be due to lack of knowledge or comfort with the spoken language. The disturbance must also not be better explained by another psychiatric disorder, or occur during the course of an Autism Spectrum Disorder or any psychotic disorder (American Psychological Association, 2013).
Prevalence
Selective mutism is a relatively rare disorder with a prevalence rate of less than 1%, affecting slightly more females than males (Krysanski, 2003; Wong, 2010). The onset of the disorder is usually between the ages of three and six, and the diagnosis typically occurs when the child first enters primary school (Sharp, Sherman, & Gross, 2006). The course of the disorder ranges from a few months to several years with the majority of the children outgrowing the disorder with no direct reason (Krysanski, 2003). 
Risk Factors

Several risk factors have been associated with the development of selective mutism in children. Behavioural learning theorists suggest that selective mutism is the product of negatively reinforced learning, due to an interaction between the child and the environment (Anstendig, 1998). In another study, Kristensen (2000) found that for many selectively mute children, moving households or changing educational institutions were very common occurrences. Other researchers found that traumatic events such as: parental divorce, and death of a loved one were also major risk factors (Dow, Sonies, Scheib, Moss, & Leonard, 1995). Lastly, having faulty family relationships between one or both of the parents and the child was also stated to be a risk factor for the development of the disorder (Anstendig, 1998; Subak, West, & Carlin, 1982).
Co-Morbidity
Children with selective mutism show comorbidities with multiple psychiatric disorders, with the highest being anxiety disorders, with 74.1% of one sample having  a double diagnosis of selective mutism and an anxiety disorder (Kristensen, 2000). This was further supported by Black and Uhde (1995), which discovered that every child in their study showed social anxiety as well as selective mutism. Other psychiatric disorders such as major depressive disorder, dissociative disorders, obsessive-compulsive disorders, and autism spectrum disorders have also been associated with selective mutism (Sharp et al., 2006). 
Predisposing Factors 
Biological
Stein and colleagues (2011) have researched the CNTNAP2 gene due to the associations between it and the language development and impairment delays of Autism Spectrum Disorders (ASD’s). Due to the comorbidities between ASD and selective mutism and the comorbidity of social anxiety and selective mutism, Stein and Colleagues (2011) genotyped the CNTNAP2 gene in two separate samples: one family based sample of children with selective mutism and another sample who scored high on social anxiety traits. They found an association between selective mutism and the rs2710102 polymorphism of the gene as well as an association with this polymorphism and social anxiety traits in the second sample. These associations show a possible genetic susceptibility for selective mutism as well as social anxiety traits (Stein, et al. , 2011).
Predisposing Factors 
Psychosocial & Developmental
A factor that is said to be a potential cause of selective mutism is faulty family relationships between the child and one or both parents (Anstendig, 1998). Subak and colleagues (1982) state that selective mutism is the result of these problematic family relationships involving dependence, ambivalence, and an excessive need to control. These familial relationships are also characterized by extreme distrust and fear of the outside world and strangers, and often one or both of the parents will withhold speech and show excessive control which in turn transfers over into the child’s extra-familial interactions (Subak, et al., 1982). 
Problematic pregnancies, complicated deliveries, and neonatal difficulties have also been associated with the development of selective mutism (Steinhausen & Juzi, 1996). Mothers who experienced one or more of these factors had an increased risk of their child attaining a diagnosis of selective mutism. 
Precipitating Factors 
Numerous different types of events that children perceive as traumatic have been associated with the development of selective mutism such as: parental divorce, abuse, death of a family member or loved one, a life-threatening experience, and frequent moves (Dow et al., 1995).  Kristensen (2000) found that children with selective mutism had a higher incidence of household movement and changes of educational institution, and parents indicated this as the event that triggered the mutism symptoms.
Maintaining Factors
Behavioural

The key characteristic of selective mutism is that the child refuses to speak and this has been said to be due to fear of making mistakes when communicating with selective individuals others (Krysanski, 2003). The child refuses to speak in fear of ridicule, but the lack of criticism from being mute, negatively reinforces the refusal according to learning theory (Anstendig, 1998).  Often in the classroom setting, children when asked a question will not respond; thus the teacher will eventually stop asking for a response, and ultimately will stop calling on that child completely which negatively reinforces the mutism (Kehle, Madaus, Baratta, & Bray, 1998). By permitting the child to solely communicate at home or with selective individuals further negatively reinforces the mutism (Krysanski, 2003). Thus the above stated factors are maintaining the mutism. 
Social

In a case study done by Tatem and DelCampo (1995) of a child with selective mutism, the child and mother had an enmeshed dependent social relationship one another. The mother did not have that emotional connection with the husband, thus used her daughter to fulfil her lack of intimacy.  The reasoning to her mutism was both to satisfy the mutual dependency needs of their duo and to express her anger at her mother’s control over her.  Due to the persistent imbalance of her social surroundings, the mutism was maintained until they sought therapy (Tatem & DelCampo, 1995). 
Cognitive
Selective Mutism is to be conceptualized as a childhood anxiety disorder or a variant of social phobia (Dow et al., 1995; Black & Uhde, 1995). Researchers state that the reluctance to speak in these children with the disorder is similar to the anxiety witnessed in adults with social phobia (Black & Uhde, 1995; Kristensen, 2000). Children with this disorder, similar to anxiety disorders, have distorted cognitions about particular situations or events causing automatic thoughts such as: they are going to make a mistake or be victims of ridicule if they speak up in class or interact with peers (Krysanski, 2003). The children’s behavioural, physiological or emotional reactions, which become negatively reinforced by their surroundings, further validates their distorted thoughts which in turn reinforces their cognitions, thus maintaining the symptoms of the disorder.  
Predisposing Factors - Biological 
Rationale 

Selective mutism has a high comorbidity rate with social anxiety disorder, and demonstrates traits of impaired interaction and communication, analogous with ASD’s; thus suggesting shared pathophysiology and a familial genetic basis (Stein et al., 2011).  Polymorphisms at the CNTNAP2 locus are associated with increased language impairment in ASD and increase the susceptibility to it. Assumptions have been made on the pathway involving FOXP2 transcription factor that has a regulatory effect on CNTNAP2 to have a functional link with disrupted language.  Furthermore, researchers have identified a relationship between common genetic variants in CNTNAP2 and frontal lobar connectivity in autism, thus suggesting a mechanism which the CNTNAP2 gene influences the risk.  The rationale of the study is to determine the possible genetic association of variations in CNTNAP2 with selectively mute children in a family based association study, and to determine the partially shared etiology of Selective Mutism, Social Anxiety Disorder and Autism Spectrum Disorder. 
Methods
In the family sample, children were screened for selective mutism severity with the Selective Mutism module of the Anxiety Disorders Interview Schedule for Children-Parent Rapport and the selective Mutism Questionnaire. CNTNAP2 markers were examined to create comparisons of ASD, alone or part of a haplotype. In addition, in a second non-familial sample, subjects completed a self-report that measures personality and anxiety-related traits.  A retrospective self-report was used to measure behavioural inhibition in childhood, which is a heritable early risk factor or indicator of anxiety proneness and lastly the unifactorial Social Interactional Anxiety scale was used to determine social anxiety while interacting with others. Genotyping of the CNTNAP2 polymorphism rs2710102 was conducted after being extracted from the whole blood. Comparisons were made to determine relationships between the blood samples with social anxiety and selective mutism. 
Results
The rs2710102 polymorphism that was extracted from the blood was found to be associated with selective mutism, and the examined polymorphism rs6944808 is part of the haplotype associated with selective mutism.  Children with copies of rs2710102 had increased odds of scoring high on the social interactional anxiety scale and retrospective self-report of inhibition. 
Critical Analysis
CNTNAP2, which caused the developmental language delay in autism, can be traced to specific language impairments in selective mutism. In addition CNTNAP2 was found to directly influence the social anxiety aspect of autism spectrum disorder and selective mutism. The polymorphism rs2710102 of CNTNAP2 was proven to have a positive association with social inhibition.  Thus selective mutism can be identified by biological components of genes and alleles, and a common etiology between: selective mutism, autism spectrum disorder and social anxiety is present (Stein et al., 2011).

Precipitating factors - Developmental
Rationale
Steinhausen & Juzi (1996) state that selective mutism is more than a symptom of social anxiety; however there are abnormalities during infancy and preschool age that triggers their tendency to remain mute and to internalize their problems. 
Method
Two samples of children were analyzed, one group that was clinically referred and the other that was not clinically referred. Diagnostic criteria outlined in the ICD-10 was used to classify the patients with selective mutism; implying that the children exhibits near normal or normal level of language comprehension, competence in language expression to communicate, and evidence claiming they could speak.  Clinicians through interviews collected item sheets with the subjects’ mothers. They indicated their developmental history such as: postnatal risk factors, abnormalities during pregnancy, delivery or during the neonatal period; delays in motor and toilet training; and behavioural abnormalities during infancy and the preschool age. A second item sheet was used to evaluate premorbid speech and language disorders, onset and symptom-related characteristics of disorders in social contexts, and personality features.  Behavioural abnormalities, personality and comorbid symptoms were clinically rated by direct interview or retrospective chart review. Professional and medical interventions, and referrals prior to psychiatric assessment were recorded.  Lastly the child’s parents completed the Child Behaviour Checklist (CBCL).
Results

The samples were subjected to at least one risk factor during pregnancy, complicated deliveries or difficulties in the neonatal period.  In addition the sample had delays in motor development and toilet training. Most popular behavioural problems were: relationship problems that follow separation anxiety, sleep and eating disorders.  The majority of the children were described by one or more of the following: anxious, depressed, oppositional defiant and/or aggressive. 
Critical Analysis 
A relationship was evident between a diagnosis and children with complications throughout pregnancy, delivery and the neonatal period. The vast majority of the patients experienced childhood trauma, had behavioural problems, or had co-morbid depression, anxiety or aggression issues. Therefore showing that pregnancy complications, early childhood traumas, and language disorders are a precipitating factor to selective mutism (Steinhausen & Juzi, 1996).
Maintaining Factors- Social 
Rationale
Selective mutism can be maintained by a poor family structure, with features such as: over dependency on the parent, marriage conflict, inadequate role distributions and poor parental modeling. In the case study of Penelope, her selective mutism was maintained due to the behaviours and environment of her parents (Tatem & DelCampo, 1995).  Penelope’s parents had numerous marriage conflicts and experienced distance between one another, thus her mother would resort to her daughter to satisfy her needs for closeness. Her mother would also actively engage in the wife and homemaker status, doing everything for her daughter to maintain the dependency. Her mother rarely disciplined her, and felt remorse when denying her requests, making her father seem like ‘the bad guy’ because he would have set limits and restrict her wants. Penelope’s mutism was both a means to satisfy the mutual dependency with her mother, and to exclaim her anger for her mother’s excessive need for control. The rationale of the study is to determine if eliminating or reducing the maintaining factors of her poor family dynamic by behaviour and family therapy if Penelope’s selective mutism diminishes. 
Methods
Penelope was initially placed in a room away from her parents with a therapist for an allotted time period, regardless if she experienced anxiety or cried. She engaged in solitary playtime to enable her to have control over her own behaviour and feelings.  The family hierarchy was restructured so that Penelope’s mother would learn to set limits, and restrict her daughter’s behaviours, and she was no longer positioned as the centre of the household. She learned to accept Penelope’s anger/resentment with her disciplinary acts, resolved her distorted belief that anger towards a person does not imply they do not love them.  The parents were instructed to play with Penelope once a week, called ‘floor time’, where Penelope was in charge of the interaction and guided the activity. They would have to follow Penelope’s direction, mirror her emotional tone and restrain from attempts to control or teach her.  This activity allowed Penelope and her dad to interact in a non-disciplinarian way and it loosened the attachment and control between the mother and daughter. Penelope’s mother was directed to allow her daughter to dress herself, and the housekeeper to make her food, in order to develop her independence from her mom.  

Results
By the end of the three-month therapy session, Penelope was able to interact with strangers, become more spontaneous, made eye contact with individuals, and exuberated happiness when doing so.  Penelope’s mom became comfortable and at ease placing behavioural limits and demands on her daughter, and Penelope became less negative and more responsive and respectful to her disciplinary acts. The hierarchy and imbalance within the family structure was restored, and there were mutual benefits for all the members of the family. 
Critical Analysis

The family dynamic can maintain and worsen the symptoms of selective mutism. Modifying the family structure and strengthening the relationships in the family can overcome selective mutism.  Due to the family system therapy Penelope’s parents started to rekindle their relationship and her father expressed admiration and a desire for closeness with her mother again.  This relieved her mom’s dependence on Penelope for emotional closeness, allowing Penelope to become more independent, develop her character, and express herself; thus leading her to resolve her communication problems. Thus family dynamics are a maintaining factor of selective mutism and can be revived by restoring the family ambiance (Tatem & DelCampo, 1995).
Treatment 
Wong (2010) states that treatment options can be divided into two subsections: non medication, and medication based. Non-medication therapy can be further categorized into: psychodynamic, behavioural therapy and family therapy.  Individual play therapy, a version of psychodynamic therapy is utilized to reveal underlying intrapsychic conflict, and to bring there repressed thoughts to the surface.  Behavioural therapy is a multimethod approach that modifies areas in the child’s environment. The first method is to identify and address the verbal and nonverbal negative reinforcement that maintains the selective mutism behaviour.  Self-reinforcement is then utilized and involves offering reward towards talkative behaviours.  Self-modeling with video feed-forward technology, where the child is filmed talking in familiar contexts, which is later edited to show the child talking in previously mute situations, has been proven effective (Wong, 2010). 
When the family structure triggers or maintains the selective mutism, family therapy is often used.  It is conducted through educating the family members, teachers and guidance counsellors on the disorder; having them understand and cooperate in activities that help the child overcome anxiety and avoidance (Wong, 2010).  
Effective pharmacological based interventions involve the use of antidepressants, specifically selective serotonin reuptake inhibitors, and anti-anxiety medications. These have shown direct benefits within the first month of use, with the severely mute population (Wong, 2010). 
References
American Psychiatric Association (2013). Diagnostic and statistical manual of mental                
disorders: DSM-5 (5th ed.). Washington, DC: American Psychiatric Association.
Anstendig, K. (1998). Selective mutism: A review of the treatment literature by modality  
from 1980–1996. Psychotherapy: Theory, Research, Practice, Training, 35(3),    
381–391. doi:10.1037/h0087851
Black, B., & Uhde, T. W. (1995). Psychiatric characteristics of children with selective                                                        

Mutism: A pilot study. Journal of the American Academy of Child & Adolescent Psychiatry, 34(7), 847–856. doi:10.1097/00004583-199507000-00007
Dow, S. P., Sonies, B. C., Scheib, D., Moss, S. E., & Leonard, H. L. (1995). Practical 
guidelines for the assessment and treatment of selective Mutism. Journal of the American Academy of Child & Adolescent Psychiatry, 34(7), 836–846. doi:10.1097/00004583-199507000-00006
Kehle, T. J., Madaus, M. R., Baratta, V. S., & Bray, M. A. (1998). Augmented self-
modeling as a treatment for children with selective Mutism. Journal of School Psychology, 36(3), 247–260. doi:10.1016/s0022-4405(98)00013-2
Kopp, S., & Gillberg, C. (1997). Selective Mutistn: A population-based study: A research 
note. Journal of Child Psychology and Psychiatry,38(2), 257–262. doi:10.1111/j.1469-7610.1997.tb01859.x
Kristensen, H. (2000). Selective Mutism and Comorbidity with developmental 
disorder/delay, anxiety disorder, and elimination disorder. Journal of the American Academy of Child & Adolescent Psychiatry, 39(2), 249–256.  

doi:10.1097/00004583-200002000-00026
Krysanski, V. L. (2003). A brief review of selective Mutism literature. The Journal of 
Psychology, 137(1), 29–40. doi:10.1080/00223980309600597
Selective Mutism. (2016) Retrieved from  

http://www.selectivemutism.org/resources/library/SM%20General%20Information/SM%20Definition.pdf
Sharp, W. G., Sherman, C., & Gross, A. M. (2007). Selective mutism and anxiety: A 
review of the current conceptualization of the disorder.Journal of Anxiety  Disorders, 21(4), 568–579. doi:10.1016/j.janxdis.2006.07.002
Stein, M. B., Yang, B.-Z., Chavira, D. A., Hitchcock, C. A., Sung, S. C., Shipon-Blum,
E., & Gelernter, J. (2011). A common genetic variant in the Neurexin Superfamily member CNTNAP2 is associated with increased risk for selective Mutism and social anxiety-related traits. Biological Psychiatry, 69(9), 825–831. doi:10.1016/j.biopsych.2010.11.008
Steinhausen, H., & Juzi, C. (1996). Elective Mutism: An analysis of 100 cases. Journal of 
the American Academy of Child & Adolescent Psychiatry, 35(5), 606–614. doi:10.1097/00004583-199605000-00015
Subak, M., West, M., & Carlin, M. (1982). Elective mutism: An expression of family 

psychopathology. International Journal of Family Psychiatry, 3, 335–344.
Tatem, D. W., & DelCampo, R. L. (1995). Selective mutism in children: A structural 
family therapy approach to treatment. Contemporary Family Therapy, 17(2), 177–194. doi:10.1007/bf02252357
Wong, P. (2010). Selective Mutism A Review of Etiology, Comorbidities, and 

Treatment. Psychiatry (Edgmont), 7(3), 23–31.
