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SG 

 8yo female with no previous psychiatric 

history who presents with her parents. 

 Parents are concerned about her mood; 

father reports that one night last week as 

he was putting her to bed she told him 

that she wanted to kill herself. 

 Mother reports that there are days of 

sadness and crying when she will say that 

she feels sad for no reason. 



SG 

 Anxiety has gotten more noticeable. 

 Ability to interact socially has become 

more reserved. 

 Mother reports that she has always been 

quiet. 

 Will complain of stomachaches when 

stressed or nervous. 

 Teachers have noticed that she is not 

finishing her work. 



History 

 Saw a therapist once a week for 6 weeks in 
February 2014. 

 When upset or angry will dig her nails into her 
forearm. 

 Family psych hx: 
◦ Maternal grandmother- SAD, ADD 

◦ Maternal aunt- depression, ADD 

◦ Maternal aunt- ADD 

◦ Father- on antidepressant to help with mood issues 
from anti-epileptic medications 

◦ Great aunt and uncle- bipolar 

◦ Mother’s first cousin- bipolar, SAD, eating disorder, 
substance use 

◦ Maternal 2nd cousins- alcoholism 

 

 



History 

 Medical hx: no significant medical history 

 Allergies: NKDA 

 Medications: Multivitamin 

 Developmental History: milestones met 

on time or early 

 Social history: 

◦ Lives with her mother, father, and 6yo sister.  

18yo brother lives at college. 

◦ Attends Grove Elementary; 3rd grader 



Mental Status 

 Appearance: 8yo female that appears stated age, casually dressed 

with long dark hair, exhibiting appropriate hygiene and grooming.  

Poor eye contact. 

 Attitude: guarded; difficult to engage 

 Activity: sat on parent’s lap and played with kindle during encounter 

 Speech: minimal speech; indicated yes or no by nodding her head; 

when talking would whisper to her parents in very low volume. 

 Thought Process: Linear thought process.   

 Thought Content: No delusional thoughts or paranoia evident. 

 SI/HI: Denies suicidal ideation.  Denies homicidal ideation. 

 Perception: No evidence of hallucinations of any kind.  Denies AVH. 

 Mood & Affect: Anxious, sad appearing. 

 Judgment & Insight: Both limited. 



DSM Classification 

- In DSM IV, selective mutism was classified 

in the section “Disorders Usually First 

Diagnosed in Infancy, Childhood, or 

Adolescence.” 

- It is now classified as an anxiety disorder, 

given that a large majority of children 

with selective mutism are anxious. 

- The diagnostic criteria are largely 

unchanged from DSM-IV. 



DSM V Diagnostic Criteria 

 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. 

 The disturbance interferes with 

educational or occupational achievement 

or with social communication. 

 The duration of the disturbance is at least 

1 month (not limited to the 1st month of 

school). 



DSM V Diagnostic Criteria 

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

 The disturbance is not better explained 
by a communication disorder (e.g., 
childhood-onset fluency disorder) and 
does not occur exclusively during the 
course of autism spectrum disorder, 
schizophrenia, or another psychotic 
disorder. 



Associated Features 

 May include: 

◦ Excessive shyness 

◦ Fear of social embarrassment 

◦ Social isolation and withdrawal 

◦ Clinging 

◦ Compulsive traits 

◦ Negativism 

◦ Temper tantrums 

◦ Mild oppositional behavior 



Associated Features 

 Generally have normal language skills; 

though occasionally there may be an 

associated communication disorder. 

 In clinical settings, children with selective 

mutism are almost always given an 

additional diagnosis of another anxiety 

disorder- most commonly, social anxiety 

disorder (social phobia). 



Selective Mutism 

 Has been described as a rare disorder, 

affecting fewer than 1% of school-age 

children. 

 Etiological explanations have varied 

widely. 

 In the more recent literature, authors 

have noted a resemblance between 

selectively mute children and socially 

phobic adults. 



Development & Course 

 Onset is usually before age 5, but the 

disturbance may not come to clinical 

attention until entry into school. 

 Persistence is variable- clinical reports 

suggest that many individuals “outgrow” 

it. 

 In some cases, selective mutism may 

disappear, but symptoms of social anxiety 

disorder remain. 



Functional Consequences 

Social impairment 

 Increasing social isolation 

Academic impairment 

Teasing by peers 



Differential Diagnoses 

 Communication disorders:  

◦ language disorder, speech sound disorder, 

childhood-onset fluency disorder, pragmatic 

communication disorder 

 Neurodevelopmental disorders 

 Schizophrenia and other psychotic 

disorders 

 Social anxiety disorder (social phobia) 





Comorbidities 

 The most common are other anxiety 
disorders, most commonly social anxiety 
disorder, followed by separation anxiety 
disorder and specific phobia. 

 Oppositional behaviors have been noted to 
occur in children with selective mutism, 
although these behaviors may be limited to 
situations requiring speech. 

 Communications delays or disorders may 
also appear in some children with selective 
mutism. 



Comorbidities 

 Kolvin and Fundudis (1981) reported an 

increased incidence of elimination 

problems. 

 Others found obsessive-compulsive 

features (Hayden, 1980; Kolvin and 

Fundudis, 1981; Wergeland, 1979), school 

phobia (Elson et al., 1965; Parker et al., 

1960; Pustrom and Speers, 1964; Wright, 

1968), and depression (Wilkins, 1985). 





Treatment 

 Only two controlled studies of treatment 

for selective mutism were found in the 

literature, one using behavioral therapy 

(Calhoun and Koenig, 1973) and the other 

using pharmacotherapy (using fluoxetine) 

(Black and Uhde, 1994). 

 Both studies reported success in the 

treated group. 



Behavioral Treatments 

 Directed at extinguishing all 

reinforcement for the mutism, while 

simultaneously bolstering self-confidence 

and decreasing anxiety. 

 Calhoun and Koenig (1973): involved 8 

children. 

 Stimulus fading, a technique similar to 

desensitization used to treat social 

phobia, has also been reported to be an 

effective approach. 





Pharmacotherapy 

 Golwyn and Weinstock (1990) described a 
7yo girl who responded to phenelzine (up to 
2mg/day) with improvement noted as early 
as 6 weeks. 

 Balck and Uhde (1992) described a 12yo girl 
with elective mutism and social anxiety who 
responded to fluoxetine (20mg/day) and the 
response was maintained at 7 months. 

 Black and Uhde (1994) completed a 12 week 
trial of fluoxetine in children. 
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