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Selective Mutism 
 

Tim’s dad complains that his son refuses to talk while in 

school and at family gatherings, and will only speak at home 

with the immediate family.  Tim has refused to speak in 

school since kindergarten.  He has no speech or language 

impairment and appears to understand when spoken to.  He 

is not doing well academically even though he does well on 

homework and tests and has normal or above intelligence.   
 

With keen deductive reason, you diagnose Tim as having 

selective mutism.  Dad is somewhat relieved, but asks, “Now 

what do we do about it”.  You reassure the father that most 

kids will do well with behavioral intervention and you 

suggest the family work at home and with the school using 

behavior plans that involve slowly desensitizing speaking 

behaviors, with rewards when he meets his goals.   
 

DSM V Diagnosis:  Selective Mutism has 5 criteria: 

A)  Consistent failure to speak in specific social situation in 

which there is an expectation for speaking despite speaking 

in other situations 

B)  The disturbance interferes with education or occupational 

achievement or with social communication 

C)  Duration of at least 1 month (not limited to first month of 

school) 

D)  The failure to speak is not attributable to a lack of 

knowledge of, or comfort with, the spoken language required 

in social situations 

E)  The disturbance is not better explained by a 

communication disorder and does not exclusively occur 

during the course of autism spectrum disorder, 

schizophrenia, or another psychotic disorder 
 

Clinical Features: Selective mutism has been recognized for 

at least a century. It is relatively rare with a point prevalence 

of under 1%, with a 2:1 ratio in favor of girls.  Children with 

selective mutism will not initiate or respond when spoken to 

in social situations.  They will often speak normally in the 

home in the presence of immediate family, but sometimes 

not in the presence of close-family friends, or second degree 

relatives like grandparents.  Other symptoms to look for in 

children with selective mutism are high anxiety, excessive 

shyness, fear of social embarrassment, social isolation and 

withdrawal, clingy behavior with parents, compulsive traits, 

negativism, temper tantrums, and mild oppositional 

behavior.   Poor academic performance can also be evident.   

Mild to moderate speech and language difficulties are 

reported, with 75% of selectively mute children having an 

articulation disorder and/or expressive language problems; 

60% show significant deficits in receptive language.   
 

 

Clinical Course:  Selective mutism usually develops 

between 3 and 5 years of age, but usually does not come to 

clinical attention until entry into school.  Most cases resolve 

by age 10.  If selective mutism persists beyond age 12, then 

it is less likely child will completely recover and other 

comorbid anxiety disorders should be explored. 
 

Risk and Prognosis:  Temperamental risks factors for 

selective mutism may involve negative affectivity, 

behavioral inhibition, or parental history of shyness, social 

isolation or social anxiety.  Environment may also play a role 

in selective mutism as parents of these children have been 

described as overprotective or more controlling than parents 

of children without selective mutism.   Differential diagnosis 

includes the various speech, language, hearing and 

communications disorders, autism spectrum disorder, 

psychotic disorders. 
 

Treatment:  One option is to use situational fading where 

the child and a person he/she is willing to talk with are 

gradually moved from a location where speech already 

happens to one where it does not.  Another option is 

individual fading, where new people are gradually 

introduced into situations where the child already speaks.   

Some other behavioral interventions include providing 

inviting and tempting opportunities to talk with familiar 

peers beginning in small safe environments within a school 

sitting, and then working up to speech in the classroom.  

Focusing on simple communication and concrete dialogue at 

first is often recommended.  Family therapy may also be 

needed to reduce anxiety triggers and calm expectation of a 

minimal speech  effort can be encouraged.    If patient 

continues to have symptoms despite behavioral therapies, 

there is some evidence that fluoxetine and sertraline have 

been helpful to decrease the symptoms of selective mutism. 
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