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ABSTRACT 
 
Introductıon: Selective mutism (SM) is a pediatric psychiatric disorder that occurs when a child 
consistently fails to speak in specific situations in which speaking is expected, such as at school 
and social gatherings, but speaks appropriately in other settings. Selective mutism is often 
diagnosed when a child starts school anddoes not talk to teachers or peers, but talks to family 
members at home; the condition is frequently accompanied with anxiety and shyness.  
Case Presentatıon: This case report provides information on the treatment of selective mutism in a 
4-year-old Turkish male patient with preexisting behavioral inhibiton. In this case report our patient’s 
diagnosis is selective mutism predominated by behavioral inhibition. 
Management and Outcome: Our patient was referred to the pediatric outpatient clinic with an 
initial diagnosis of autism due to autistic symptoms such as avoidance of strangers and lack of eye 
contact. The patient was diagnosed with selective mutism and play therapy was attempted with the 
child twice but he did not interact with us. Finally we decided to start fluoxetine suspension (5 
mg/day). During follow-up, it was seen that there was a marked improvement in behavioral 
inhibition within one month. It was also seen that the social anxiety-like symptoms of selective 
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mutism were almost resolved. 
Conclusıon: Selective mutism is rare with a prevalence below 1% in the general population, but 
with a higher prevalence in populations at risk. It should be recognized in pediatric and psychiatric 
clinics. Its differential diagnosis is important for prognosis and treatment. Evidence for treatment 
strategies is very rare. Fluoxetine is recommended for selective mutism, and we found that it is 
useful for SM treatment. 
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ABBREVIATIONS 
 
SM: Selective Mutism; 5-HTT: 5-Hydroxytryptophan; SSRI: Selective Serotonin Reuptake Inhibitors. 

 

1. INTRODUCTION 
 
Children with selective mutism (SM) can talk but 
are characterized by a consistent lack of speech 
in important social situations [1]. Usually, they 
are mute at kindergarten/school, but talk freely at 
home with close family members. When they are 
mute, some do not evencommunicate 
nonverbally and are unable to express their 
needs, emphasizing the seriousness of this 
condition. SM is relatively rare, with a prevalence 
of 0.7% reported in a study of children from 
kindergarten through to second grade, and it is 
somewhat more frequent in girls [2]. The onset of 
selective mutism generally occurs between 3 to 5 
years of age [3]. Despite this early on set, 
children are not commonly referred for clinical 
assessment until they are between 
approximately 6.5 to 9 years of age [4]. SM may 
persist for a few months to several years, and 
adults diagnosed with SM as children often 
continue to suffer with social anxiety ordeficits in 
social communication, in addition to displaying 
other problems with socioemotional and daily 
adjustment [5]. 

 

Behavioral inhibition (BI) is a state of feeling 
excessive, intense and persistent fear and 
displaying shyness and social withdrawal 
behavior when encountering novel situations, 
states or objects [6]. BI is seen in 15% of infants 
by 3 months of age [7]. It was found that the 
rates of developing internalizing disorders, 
mainly separation anxiety disorder and social 
phobia, are higher later in life [8]. It is accepted 
that the most potent premise of anxiety disorder 
in infants and younger children is behavioral 
inhibition, which is a component of temper [9]. 

 

In this case report our patient’s diagnosis is 
selective mutism predominated by behavioral 

inhibition and the differential diagnosis was 
made. 

 

2. PRESENTATION OF CASE 
 
Our patient, ais 4 year 10 month old Turkish boy, 
was referred to the child psychiatry clinic from 
the pediatric clinic with an initial diagnosis of 
autism due to autistic symptoms such as 
avoidance ofstrangers and lack of eye contact. 

 

2.1 Close History 
 
The parents mainly complained that their child 
spoke to his parents and relatives; however, he 
did not speak to strangers and avoided situations 
in which he would have to speak. He had 
temporarily attended kindergarten, but he had 
not entered the classroom without his mother. He 
had played with his peers, but stopped playing 
and became silent when a teacher entered the 
classroom. Nevertheless he learned what was 
taughtand caught up with his peers, even though 
he started kindergarten late. He had no problem 
in terms of eye contact and communication with 
his family. He showed empathy, and enjoyed 
being cuddled and touched. He had no 
stereotypical movements or interest in spinning 
objects. Also, he played imaginary games, while 
playing with his toys. In particular he showed an 
extreme interest in cars and knew many brands. 
He had no areas of interest other than this. In 
addition he wasrather active at home. The child 
had not received psychiatric or 
psychotherapeutic treatment before admission. 

 

2.2 Past History 
 
It had been a planned pregnancy. His mother 
complained about vomiting during pregnancy. 



 
 
 
 

Uytun et al.; INDJ, 3(3): 100-105, 2015; Article no.INDJ.2015.015 
 
 

 
102 

 

The patientwas born by normal spontaneous 
vaginal delivery with no complications. He started 
to walk at 10 months of age;hebegan to speak at 
12 months of age and achieved toilet training at 
18 months of age. At 2 years of agehe 
wascircumcised.He was diagnosed with Duane 
syndrome by the ophthalmology department at 9 
months of age when his parents recognized a 
problem in outward gaze. 

 

2.3 Family History 
 
The mother is a housewife aged 33 years and 
has a university degree. The mother was 
concerned for her child; however, she faced 
difficulties with his condition. The father is 36 
years old, has a university degree and works as 
an electrical engineer. He wasalso concerned for 
his child. In the interview, the father said that he 
had also been shy when he was a child and had 
difficulties about speaking in public, but he has 
overcome this issue now. He also said that the 
child’s grandfather had similar personality 
characteristics. The patient has a sister aged 8. 
No further psychopathological abnormalities 
were present in either the parents or sister. 

 

2.4 Interviews 
 
In the first interview,  the patient cuddled his 
father and made no eye contact with the 
clinician. He answered a few questions by 
nodding. In the following interview, he was 
observed in the children’s playroom. He played 
with his sister and it was observed that he had a 
good interaction with her. However, he hid under 
the chairs and froze with a marked reduction in 
his movements when he noticed the clinician. 
This situation was observed on multiple 
occasions.  

 

2.5 Management and Outcome 

 
As a conclusion of interviews, the patient was 
diagnosed with selective mutism. Since there 
was a lack of autistic symptoms, autism 
spectrum disorders were excluded. The patient 
was evaluated by the neurology department for 
possible neurological disorders which may be 
concurrently present. However, no pathology 
was detected. 

Firstly, it was recommended to slowly familiarize 
him to kindergarten and to encourage 
participation in social activities. Treatment was 
initiated by using play therapy methods, but the 

patient did not interact with us. As there was no 
significant improvement in symptoms, we 
decided to add the SSRI fluoxetine to the 
treatmentregimen, by administering 5 mg 
fluoxetine/day orally. During follow-up, exactly 1 
month after the initiation of fluoxetine treatment, 
the patient talked to the therapist for the first 
time. His mood seemed to lift. In kindergarten he 
was able to communicate with his fellow students 
and teacher. 

 

3. DISCUSSION 
 
SM is associated with social anxiety/inhibited 
temperament, bilingualism, and neurodevelop-
mental disorders; in addition, it may persist over 
time and lead to social and academic problems 
[10,11]. There is a general consensus that SM is 
closely related to social anxiety disorder, with an 
increasing conceptualization of SM as a 
developmental variant of social phobia [11]. 
Evidence to support the link between SM and 
social phobia is derived from multiple sources. 
For example, numerous studies report 
comorbidity rates approaching or greatly 
exceeding 50% [12,13], with some co-occurrence 
rates greater than 80% [14]. 

 

It has been suggested that behavioral inhibition 
predisposes the development of anxiety 
disorders later in life and that it is even an early 
manifestation of these disorders. It has been 
stressed that behavioral inhibition might result 
from a genetic predisposition, that there is an 
association between BI and the locus of the 
corticotrophin releasing hormone, and that there 
is also an increased risk in children with short 5-
HTT allele and poor social support [7]. A similar 
inhibited temperament has been reported in 
close family members [15]. The presence of 
similar traits in our patient’s father and 
grandfather duringtheir childhoods suggests that 
there could be a genetic predisposition in our 
case. 

 

In addition to comorbid disorders, the following 
differential diagnoses are possible: transient 
adaptional shyness in an adjustment disorder, 
intellectual disabilities, pervasive developmental 
disorders, expressive language disorders, mood 
disorders, and hearing impairment [16]. 

 

Since selective mutism may be comorbid with 
speech disorders, speech disorders should be 
excluded in the differential diagnosis. Delayed 
speech, articulation problems and other 
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communication disorders have been describedin 
30% to 50% of clinically referred cases [10]. 

 

Developmental stage and intelligence should be 
precisely determined and auditory examination 
and neurodevelopmental assessment should be 
performed [16]. In our case, this diagnosis was 
excluded because our patient’s neurological and 
developmental assessments were normal.  

 

Familial and environmental responses at the time 
of the onset of the disorder should be obtained; 
relationships between family members should be 
evaluated and physical, sexual, and emotional 
abuse should be investigated [17]. Findings 
which suggest autism spectrum disorders should 
be screened [16]. In the differential diagnosis 
from autism, children with selective mutism who 
have shyness and language abnormalities 
specific to autism (reverse pronouns, 
stereotypical speech, abnormal accent) are 
uncommon. They are highly dependent on their 
parents and express mutual interaction. They 
also play imaginary games [18]. The most 
striking characteristic is that children with 
selective mutism persistently remain silent in 
certain situations, such as a school environment, 
around playmates and strangers, but they speak 
in other situations [19], as was the case in our 
patient. 

 

Traditionally, SM is considered to be a 
challenging condition to treat [20]. The treatment 
literature has been dominated by case studies 
with a variety of therapeutic approaches [21] and 
the etiological explanations offered in these 
studies often appear to reflect the theoretical 
orientation of the authors, rather than empirically 
based knowledge. In light of the evidence 
regarding the efficacy of cognitive behavioral 
therapy for social anxiety [22], this method has 
also been applied to children with SM. Since 
children with SM tend tobe most symptomatic in 
the school environment [23],  their treatment 
requires extensive involvement of and 
coordination with school personnel, mostnotably 
the child’s teacher. As a result, current treatment 
approachesshown to be effective for childhood 
social phobia and otherchildhood anxiety 
disorders may not be sufficient for the 
treatmentof SM. 

 

The use of SSRIs in the treatment of SM is 
supported by several studies [24], with, in 
particular, fluoxetine [25] as the agent with the 

highest evidence for successfully treating 
selective mutism. 

 

After beginning fluoxetine, our patient appeared 
more relaxed and began talking to us. The dose 
of fluoxetine was gradually titrated to 10 mg/d to 
avoid potential dose-related adverse effects, 
such as behavioral disinhibition. Despite titration, 
our patient experienced behavioral disinhibition 
so we decreased the dosage of fluoxetine to 2.5 
mg/d. With this dosage, this side effect ceased. 
During follow-up, it was seen that there was a 
marked improvement in behavioral inhibition and 
mutism symptoms.  

 

4. CONCLUSION 
 
In conclusion, in cases in which patients with 
selective mutismpresent to the departments of 
pediatrics or pediatric psychiatry, initial 
assessment and differential diagnosis are 
important in order to achieve appropriate referral 
and treatment. In our experience,we  foundthat 
SSRIs can be usefulin the treatment of patients 
with selective mutism.  
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