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The problem of this study was to provide a more 

comprehensive and accurate profile of various aspects of 

selective mutism—family atmosphere/dynamics, aetiology and 

manifestations of mutism, usages and outcomes of therapeutic 

approaches, and a profile of the affected child—and to 

provide a more comprehensive and consistent basis to guide 

effective treatment strategies and facilitate additional 

research. A content analysis of case studies of selective 

mute children completed from 1929-1994 was used to educe 

this data. 

Selective mutism is purported to be a relatively rare 

childhood disorder in which children remain silent in 

certain situations despite the ability for speech. Some 

authors believe that the longer the silence continues, the 

more intractable the behavior becomes. Consequently, these 

children may develop severe impairments in self-concept and 

personality and in social and school functioning and may 

become candidates for grade retention, special class 

placement, and residential institutionalization. 

In this study, content analysis was employed in 

converting case studies in the literature from 1929 to 1994 



into quantitative expressions. As many English-language 

articles on selective mutism as could be obtained were 

reviewed. From the articles collected, 197 individual case 

studies were included in the analysis. Individual case 

studies were coded using a survey form on which both 

qualitative and quantitative categories were amalgamated. 

Quantitative aspects of the survey form were keyed into a 

computer and analyzed using descriptive analyses, cluster 

analyses, and crosstabs. Statistical calculations were 

performed via SPSS computer software. Qualitative aspects 

were manually scrutinized for patterns, themes, and 

relationships across cases. 

No new hypotheses were generated by this study. 

However, outcomes did substantiate findings of prior 

researchers. Discussion of findings, implications for 

practice, and recommendations for research were included. 
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CHAPTER I 

A CONTENT ANALYSIS OF CASE STUDIES IN SELECTIVE MUTISM 

"The capacity for speech is man's most striking 

characteristic, and language is bound up with rational 

thought, the emotions, and all of the distinctively human 

parts of man's internal life..." (David Hays, cited in 

Holsti, 1969, p. 1). 

Selective mutism is purported to be a relatively rare 

childhood disorder (Golwyn & Weinstock, 1990; Kolvin & 

Fundudis, 1981; Marks, 1989; Wright, Miller, Cook, & 

Littmann, 1985) in which children remain silent in certain 

situations despite the ability for speech. Authors such as 

Hayden (1980), Kolvin and Fundudis (1981), and Wright (1968) 

believed that the longer the silence continues, the more 

intractable the behavior becomes. Consequently, these 

children may develop severe impairments in self-concept and 

personality (Gavilo, 1981/1983) and in social and school 

functioning (American Psychiatric Association, 1994) and may 

become candidates for grade retention, special class 

placement, and residential institutionalization (Hayden, 

1980). 

Studies concerning selective mutism are meager (Gavilo, 

1981/1983; Hayden, 1980; Lindblad-Goldberg, 1986; Morris, 



1953). Little is known about the aetiology, symptomatology, 

or maintenance of this disorder and the knowledge that is 

available is contradictory in a number of areas, e.g., the 

degree of influence of family atmosphere and dynamics, 

aetiology and manifestations of selective mutism, usage and 

outcomes of the differing interventions, and a profile of 

the affected child, thus ensuring inadequate or incomplete 

management of the disorder. Despite this lack of information 

and the infrequency of diagnosed selective mutism, it is the 

responsibility of the mental health profession to assist 

these cases in the most learned way possible through further 

research and development of efficacious interventions. 

Kanner (cited in Morris, 1953) stated that "the period 

of communal socialization begins with the branching out of 

the children's contacts in the community at about 4 to 5 

years of age" and indicated that "the child's horizon 

expands with the meeting of other children and adults 

outside the family group" (p. 667). This branching out often 

coincides with the time of children's entrance into school. 

Children attending school for the first time may find it an 

unfamiliar and questionable experience. In such a situation, 

it is not uncommon for children to fall silent; typically, 

this silence will resolve without intervention given a 

minimal length of time. However, there are cases in which 

the silence lingers on "for what is felt to be an 

unreasonable length of time" (Lurnb & Wolff, 1988, p. 103) . 



Fundudis, Kolvin, and Garside (1979) suggested an 

unreasonable length of time to be continuation of the mutism 

into the 7th year of life. They cited an earlier study 

conducted by Butler, Peckham, and Sheridan from which 

Fundudis et al. deduced that, "seven years is a convenient 

age for assessment of speech and language defects because by 

then most of the developmental mispronunciations have 

disappeared spontaneously, and those that remain are either 

intrinsically serious or have serious psychosocial 

implications" (1979, p. 3). Holsti (1969) asserted that 

"communication, the most basic form of human interaction, is 

necessary for any enduring human relationship" (p. 1) . 

Correspondingly, Adler (1963) believed that speech is a link 

between one human being and another and postulated that a 

child who chooses not to speak has not developed a healthy 

relationship between "I" and "you". Wood (1946) agreed that, 

"Speech is in great part a means for contact; when contact 

brings eventual inner pain, why go after it?" (p. 68). 

Similar to Fundudis et al. (1979), Browne and Lloyd 

(1975) considered mutism to be problematic if the child 

remained silent 10 to 12 months after beginning school. If 

these silent children are capable of speaking and speak 

elsewhere, they may be categorized as having the rare 

disorder called "selective mutism". 

In 1994, the American Psychiatric Association (APA) 

released the Diagnostic and Statistical Manual of Mental 



Disorders, Fourth Edition (DSMIV). In this new version, the 

APA changed the name of this disorder from Elective Mutism 

to Selective Mutism. The majority of articles in the 

literature, however, refer to "elective mutism"; therefore, 

the terms are used interchangeably. 

The childhood disorder referred to as elective mutism 

was first observed and notated in 1877 by the German 

physician Kussmaul, who labeled the condition "aphasia 

voluntaria" (voluntary mutism) to emphasize that the 

children were of sound mind and forced themselves to be 

silent for undisclosed reasons (Hayden, 1980; Lindblad-

Goldberg, 1986; Shvarztman, et al., ,1990; Wright, Miller, 

Cook, & Littmann, 1985). The term elective mutism was first 

used by Tramer in 1934 to describe two children who chose to 

speak only to a small group of intimate friends and 

relatives (Adams & Glasner, 1954; Ambrosino & Alessi, 1979; 

Griffith, Schnelle, McNees, Bissinger, & Huff, 1975; Hayden, 

1980; Laybourne, 1979; Lumb & Wolff, 1988; Pustrom & Spears, 

1964; Reed, 1963; Ruzicka & Sackin, 1974; Wilkins, 1985). 

Other labels used to describe this syndrome are speech 

phobia (Mora, DeVault, & Schopler, 1962), reluctant speech 

(Williamson, Sanders, Sewell, Haney, & White, 1977), 

selective mutism (APA, 1994; Wood et al., 1967), speech 

inhibition, speech shyness, thymogenic mutism, functional 

mutism, psychogenic mutism, speech avoidance (Halpern, 



Hammond, & Cohen, 1971; Kratochwill, 1981), hysterical 

mutism, and speech refusal (Lowenstein, 1979). 

The current DSMIV (1994) has outlined five diagnostic 

criteria for selective mutism: 

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, (p. 115) 

The most frequent situation appears to be one in which the 

child talks at home but not at school; however, there have 

been some cases in which the reverse is true as reported by 

Hesselman (1983), Wergeland (1980), and Wilkins (1985). 



The majority of knowledge concerning selective mutism 

is derived from small sample studies, individual case 

reports (Kolvin & Fundudis, 1981; Krohn, Weckstein, & 

Wright, 1992), and assemblages of individual case studies. 

According to Krohn, Weckstein, and Wright (1992), many of 

these studies have numerous deficiencies, are not large 

enough to broach generalizations, and vary greatly in 

definition criteria and reported statistics. Of the few 

studies large enough to allow statistical analysis, Kolvin 

and Fundudis (1981) judged none to be reliable. Lesser-Katz 

(1986) concluded that "clear guidelines for diagnosis are 

more than overdue" (p. 463) and Hayden (1980) has 

recommended that further investigation is needed in areas 

such as incidence rate, family dynamics, and neurological 

aspects of this disorder. 

Similar to the inconsistencies in the articles is the 

diversity of treatment approaches attempted. Ruzicka and 

Sackin (1974) cited "suggestion, persuasion, speech therapy, 

environmental manipulation (at times removal from the home), 

milieu therapy, hypnosis, behavioral modification 

techniques, psychoanalytic psychotherapy with or without 

involvement of the mother and/or father, and psychoanalysis" 

(p. 553). Browne, Wilson and Laybourne (cited in Bozigar & 

Hansen, 1984) encountered a multitude of treatment 

approaches from "inpatient hospitalization with aversion 

therapy to outpatient individual psychotherapy" (p. 478). In 



their own interventions, Bozigar and Hansen (1984) used a 

group therapy approach. Barlow, Strother, and Landreth 

(1986) successfully attempted an intervention with play 

therapy and Smayling (1959) advised the use of speech 

therapy techniques without psychotherapy or play therapy. 

Because of a lack of valid and reliable data on selective 

mutism, questionable research methodologies, equivocal 

methods and results of the published studies (Kolvin & 

Fundudis, 1981), and diverse treatment modalities, further 

examination of selective mutism appears to be essential if 

practitioners are to have veracious and practical 

information from which they can create more effective 

interventions. 

Statement of the Problem 

In light of the above limitations of selective mutism 

research and the lack of definitive knowledge on this 

population, there is a need for more precise information in 

a number of areas concerning this topic. The problem of this 

study was to provide a more comprehensive and accurate 

profile of various aspects of selective mutism—family 

atmosphere/dynamics, aetiology and manifestations of mutism, 

usages and outcomes of therapeutic approaches, and a profile 

of the affected child—and to provide a more comprehensive 

and consistent basis to guide effective treatment strategies 

and facilitate additional research. A content analysis of 
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case studies of selective mute children completed from 1929-

1994 was used to educe this data. 

Synthesis of Related Literature 

Aspects of selective mutism which were addressed in 

this study are discussed in this section. The topics 

included are: Identifying and Demographic Information, 

Prevalence, Aetiology, Symptomatology, Family 

Atmosphere/Dynamics, Therapeutic Procedure, and Differential 

Diagnoses. Related literature on Content Analysis is also 

presented. 

Identifying and Demographic Information 

Identifying and demographic information about this 

population, such as gender and intelligence, seem to be 

uncertain. Lowenstein (1979) reported on 21 cases of 

elective mutism gathered over a 12 year period from 1964-

1976. The 21 subjects ranged from 3 to 8 years of age and 

had a varied IQ of 70 to 145 with the preponderance of 

scores in the above average range. Lowenstein's subjects 

were primarily male (16 boys and 5 girls). In contrast, 

Meijer (1979) studied 5 cases (two boys and three girls) 

ranging in age from 3 to 10, and compared the gender-ratio 

of his subjects with other cases in the literature. Meijer 

noted that unlike "the usual pronounced preponderance of 

boys over girls in speech disorders and generally in child 

psychopathology" (p. 95), recounts of selective mutism 



tended to reveal as many female subjects as male subjects 

and in some studies, more girls than boys. 

Krohn, Weckstein, and Wright (1992) found instances of 

29 selective mute children out of 3,939 evaluations since 

1978 at the Hawthorn Center, Northville, Michigan. Of the 29 

cases cited that met their criterion of 6 months or longer 

duration, 20 cases were treated at the Center. The authors 

observed 12 of the 20 clients were girls (60%), with ages 

ranging from 5 to 11, and IQ ranging from 81 to 113 with an 

average IQ of 103. These children had "essentially normal" 

(p. 716) IQ scores. Browne, Wilson, and Laybourne (1963) 

reported on 10 cases of elective mutism seen during a 12 

year period at the University of Kansas Medical Center and 

found their subjects, as did Krohn et al. (1992), to be of 

average or above average intelligence. In contrast, Morris 

(1953) encountered 6 cases of elective mutism out of 600 

child cases seen over 3 years and found 4 of the 6 cases 

were "educationally subnormal" (p. 667). Meijer conjectured 

that "There is also the risk that elective mutes may be 

classified as Mental Defectives" (p. 667). 

Likewise, belief about duration and improvement of the 

mutism is inconsistent. In working with the 6 children, 

Morris (1953) found this disorder to be extremely difficult 

to treat and the clients highly resistant to treatment, as 

did Salfield (1950) and Meijer (1979). Shvarztman et al., 

(1990), on the other hand, studied 3 cases (1 girl and 2 
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boys) aged 9, 7, and 5 respectively, and suggested that the 

disorder is often self-limiting and the outcome tends to be 

good. Maxmen and Ward (1995) reported that selective mutism 

"in most [cases], lasts only a few weeks" (p. 455). In their 

literature search of 60 cases (39 girls and 21 boys), Lumb 

and Wolff (1988) judged only 1 case of selective mutism as 

warranting intervention. They speculated that, in the 

majority of cases, therapeutic action was enacted for the 

comfort of the parents and the teachers and did little to 

enhance (and may even have disrupted) the lives of the 

affected children. 

Prevalence 

Although a number of researchers report statistics 

indicating selective mutism is a rare condition, other 

authors surmise that such is not the case. Brown and Lloyd 

(1975) used a questionnaire approach to survey 4- to 5-year-

olds in the primary schools in Birmingham, England for 

prevalence of non-speaking at school. Findings indicated 

that approximately 8 weeks after starting school, 7.2 per 

1,000 students were not speaking at all. Five months later 

about 20% of these non-speaking students had regained some 

semblance of speech with their teachers and 40% were 

speaking frequently or occasionally to other children. Ten 

to 12 months later, 0.33 to 0.66 per 1,000 were still 

exhibiting mute behavior in school (Kolvin & Fundudis, 

1981). Fundudis, Kolvin, and Garside (1979) found that 
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mutism occurred in 3-year-olds at a prevalence rate of 0.4 

per 1,000 and in 7-year-olds at a rate of 0.8 per 1,000. The 

DSMIV (1994) cited a rate of "less than 1%" of the clinical 

population as selective mutes. 

Based on her review of the literature, Gavilo 

(1981/1983) has suggested that these statistics may be low 

and are not a true reflection of the occurrence rate in the 

population because of parental denial and non-reporting by 

practitioners and schools. Kolvin and Fundudis (1981) 

concurred that the undocumented assertions from parents are 

unreliable, and published occurrence rates are not accurate 

because the parameters of definition are inconsistent and 

"the sizes of the population studied were not large enough 

to produce reliable prevalence figures for relatively rare 

conditions" (p. 221). Because of the tendency of researchers 

to publish successful outcomes and to squash unsuccessful 

ones, Krohn et al. (1992) surmised that instances of 

selective mutism are understated. Parents and researchers 

are not the only contributors to inaccurate statistics, 

according to Lesser-Katz (1986). Lesser-Katz noticed that 

teachers tend not to report or refer children whose behavior 

is not a disruption to the rest of the class, thus 

minimizing the reported prevalence of selective mutism. 

Aetiology 

The aetiology of selective mutism has not yet been 

ascertained. Over a period of 7 years, Hayden (1980) studied 
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68 cases of mutism, ages 3 to 14 with an IQ of 70 to 131+, 

and concluded that selective mutism is a heterogeneous 

disorder. However, Kolvin and Fundudis (1981) asserted 

Hayden's research methodology is questionable, her 

diagnostic criteria are weak and loose, her specifications 

are inadequate, and her study is without controls. Meijer 

(1979) also found that "elective mutism is pathogenetically 

a heterogeneous symptom. However, one would like to be sure 

that all cases were examined with regard to the various 

possibilities before reaching a final diagnostic conclusion" 

(pp. 94-95). Following are some of the possibilities noted 

in the literature. 

Discouragement is a major impediment in the development 

of social interest and may begin at an early age. A 

discouraged child may use selective mutism as a protective 

mechanism against a hostile, rejecting environment 

(Salfield, 1950) or as a means of avoiding a difficult 

environment (Adams & Glasner, 1954). Dreikurs (1958) wrote 

that "pseudo-muteness" results from extreme indulgence and 

pampering. Morris (1953) believed that when an individual 

refuses to accept "communal socialization due to extrinsic 

and intrinsic factors" (p. 668), selective mutism may occur. 

Wright (1968) studied a sample of 24 selective mute 

children from ages 5 to 9. Wright found that the 17 girls 

and 7 boys studied presented some basic differences, yet 

also exhibited some commonalities such as a "dominant 
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underlying neurotic problem in all cases" (p. 614), and "a 

controlling, ambivalent, and dependent relationship between 

child and mother" (p. 617). This study, however, did not 

include a control or a comparison group. 

In their research, Browne, Wilson, and Laybourne (1963) 

found that selective mutism portrays family psychopathology 

as well as individual pathology and that this family 

dysfunction not only contributes to the mutism, but also 

encourages continuation of the silence. Amidst the family 

dynamics is a "hostile and disappointing relationship that 

the mother has with the father" (p. 607) which is mimicked 

by an anxious, hostile, symbiotic relationship between one 

parent (usually the mother) and the selective mute child. 

Because selective mutism appears to be rooted in family 

neurosis, Browne et al. suggested that treatment must 

include work with the parents as a couple as well as with 

the parents and child as a family. 

Misch (cited in Lesser-Katz, 1986) viewed selective 

mutism as the "child's weapon in punishing the mother" and a 

method by which the child "achieves a position of power" (p. 

4 61). Browne, Wilson, and Laybourne (1963) concurred with 

Misch that elective mutism is a tool with which to punish 

adults. Pustrom and Spears (1964) similarly stated that "the 

symptom of elective mutism is a compromise expression of 

family conflict" (p. 294). In 1965, Elson, Pearson, Jones, 

and Schumacher suggested that maternal rejection and 
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paternal disinterest may be antecedents to elective mutism. 

Atoynatan (198 6) described elective mutism as an "expression 

of a pathological mother-child relationship in which the 

child indirectly expresses the mother's hostility and gains 

an exclusive relationship with her" (p. 15). Wright (1968) 

agreed that elective mutism was a carryover of the 

dysfunctional mother-child relationship into the 

environment. Parker, Olsen, and Throckmorton (1960) stated 

that elective mutism may be a passively hostile way of 

controlling the environment. Gavilo (1981/1983) concluded 

that the results of her study support the reports in the 

literature of the contribution of family dynamics as an 

important factor in selective mutism. 

Reed (1963) found 4 cases of selective mutism out of 

2,000 city and urban children referred to a large child 

guidance clinic. He found that all 4 cases were below 

average on a mixed verbal intelligence test and, contrary to 

the above theories, 

None was psychotic or came from a home characterized 

by gross instability or from one that was unhappy or 

over-restrictive. No definite evidence of infantile 

trauma was found in the histories of these children, 

and no other members of their families had displayed 

abnormal behavior of the type under discussion, (p. 

107) 

Reed concluded selective mutism is a behavior learned either 
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as an attention-getting and evasive form of behavior or as a 

fear-reducing mechanism. 

In 1877, Kussmaul noted 3 cases of selective mutism 

which he believed were reactions to "a great shock" or 

trauma (Lesser-Katz, 1986). In 1953, Morris postulated that, 

although the causative factors of this disorder have not yet 

been isolated, a traumatic event coupled with a 

predisposition for shyness and timidity appear to be the 

major contributors. Salfield (1950) described elective 

mutism as a protective mechanism with the possibility of a 

constitutional predisposition but, more likely, a reaction 

to a somatic or psychological trauma. Browne, Wilson, and 

Laybourne (1963) surmised, that selective mute children may 

experience some sort of trauma during the critical age of 

speech formation and development. Parker, Olsen, and 

Throckmorton (1960) considered fear and anxiety surrounding 

mouth injuries, mouth punishment such as slapping, or both, 

to be factors. Similarly, Maxmen and Ward (1995) considered 

"major stresses such as immigration, hospitalization, or 

traumas before age three" (pp. 455-456) to be common 

factors. Krohn et al. (1992), on the other hand, found no 

cases of such occurrences in their review. In fact, their 

analysis of their study was, "This finding would appear to 

argue against the universal etiological significance of any 

individual factor....no particular combination of factors 

predominates" (p. 717). 
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In 1893, Gutzmann identified a case of elective mutism 

and attributed its cause to depression (Lesser-Katz, 1986). 

In 1950, Weber described 4 cases of elective mutism with a 

"predisposition to stupor reaction and depression" (Lesser-

Katz, 1986) . 

Smayling (1959) analyzed 6 cases (4 girls and 2 boys) 

referred to the Institute of Logopedics and found that 5 out 

of 6 cases had severe speech defects which interfered with 

their communication. From, that finding she deduced that 

speech defects are an integral part of the aetiology of 

selective mutism although not necessarily the primary 

catalyst and should be treated with "speech therapy 

techniques which do not include psychotherapy or play 

therapy" (p. 58). 

Kolvin and Fundudis (1981) completed a study of 24 

selective mute cases which the authors collected over a 5 to 

6 year period. These children were ages 6 to 8. They were 

matched with a speech-retarded group of 102 children and a 

control group of 84 children. The individual matching was 

not maintained; the total control group was used for every 

comparison. Factors investigated were: sex, family size and 

birth order, perinatal complications, milestones, speech and 

hearing impairment, physical abnormalities, onset and 

personality, social relationships and behavior, 

intelligence, social class, parental psychiatric and 

personality disorder, significant separations during the 
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formative years, and siblings. The study also included a 5 

to 10 year follow-up. Findings for selective mutes were as 

follows: 

1. Evidence of immaturity of development, particularly 

of speech, and an excess of speech abnormalities. 

2. A higher rate of behavior problems, and high levels 

of enuresis and soiling. 

3. In the majority of cases, an insidious development 

of excessive shyness from the earliest years of life. 

4. Performance IQ covering most ranges of ability, 

but with a significant excess in the lower ranges. 

5. A high rate of psychiatric disturbance in the 

families of elective mute children. 

6. And, finally, on follow-up, elective mutism proved 

to be a rather intractable condition, (p. 232) 

Other studies, such as Bradley and Sloman (1975), Brown 

and Lloyd (1975), Lesser-Katz (1986), and Meijer (1979), 

have found a predominance of immigrant families in selective 

mute cases, i.e., 88%, 41%, "unusually high", and 75%, 

respectively. However, Meijer (1979) added that, even in 

these immigrant families, depression and loneliness in the 

mother are contributing factors. 

Kummer (cited in Lesser-Katz, 1986) associated elective 

mutism with a disturbance of the mid brain resulting from 

hypothyroidism. Lesser-Katz (1986) concluded that elective 

mutism is not really an accurate label for these children 
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whose mutism is just one of many symptoms of a larger 

problem of "stranger reaction" (p. 468). 

Symptomatology 

Dreikurs and Cassell (1963) wrote, "a misbehaving child 

is only a discouraged child trying to find his place; he is 

acting on the faulty logic that his misbehavior will give 

him the social acceptance which he desires" (p. 32). 

Dreikurs (1972) went on to outline four types of misbehavior 

children exhibit in attempting to find their place: (a) 

control, (b) attention, (c) revenge, and (d) inadequacy. 

Hayden (1980) studied 68 cases of elective mutism and 

observed that four subtypes of mutism could be delineated 

based on motivations and behaviors. Each subtype, 

symbiotic, speech phobic, reactive, and passive-aggressive, 

manifests a different aetiology and calls for a different 

treatment strategy. These subtypes are similar to Dreikurs' 

four categories of misbehavior. Symbiotic mutes are the most 

common type of mutism. They exhibit manipulative and 

controlling behaviors. Speech phobic mutism is the least 

common type and is based on fear. Reactive mutes tend to be 

depressed, withdrawn, and feel inadequate. The passive-

aggressive type is defined by hostility, defiance, and 

revenge. 

Selective mute children seem to have more behavior 

problems than other children (Kolvin & Fundudis, 1981) and 

appear to present them differently at home and away from 
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home (Lindblad-Goldberg, 1986) . Some studies found selective 

mutes to be oppositional, defiant, controlled and 

controlling, have temper tantrums (Hayden, 1980), be moody, 

aggressive, stubborn, sulky (Kolvin & Fundudis, 1981), 

strong-willed (Wright, 1968), and distrustful (Heinze, cited 

in Hesselman, 1983). Other authors reported they are 

submissive, sensitive, weepy (Kolvin & Fundudis, 1981), 

insecure, frightened, passive (Lesser-Katz, 1986), anxious, 

fearful, phobic, and dependent (Meyers, 1984) . These 

children may also display flat affect, phobias, rigidity, 

separation anxiety, acting out behaviors, aggressive 

impulses, and physical tensions (Meyers, 1984) . Kolvin and 

Fundudis (1981) noted, however, that these children usually 

had normal hearing, average or above average intelligence, 

and normal milestone development. 

Family Atmosphere/Dynamics 

Family dynamics appear to be an integral part of the 

symptomatology of selective mutism (Barlow, Strother, & 

Landreth, 1986; Chapin & Corcoran, 1947; Dreikurs, 1958; 

Hesselman, 1983; Kolvin & Fundudis, 1981; Labbe & 

Williamson, 1984; Lesser-Katz, 1986; Meyers, 1984; Wright, 

1968). Dreikurs and Soltz (1964) stressed the importance of 

the family atmosphere in the child's development: "A child 

watches all that goes on around him. He draws his own 

conclusions from what he sees, and he searches for guiding 

lines for his behavior" (pp. 16-17) . Sywulak (1977) stated 
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that the parents are of primary significance in the 

socialization and psychosocial development of the child. 

Adler (1992) also believed children are impacted by their 

perceptions of mother-child, father-child, and mother-father 

interactions. The mother is the child's first experience 

with another person and becomes the child's definition of 

cooperation (Ansbacher & Ansbacher, 1964). The father is a 

model for the child and exhibits ways in which to meet the 

tasks of life (Adler, 1992). The marital relationship also 

demonstrates the parents' level of cooperation and social 

interest for the child. If any of these three relationships 

is poor, the child may choose to meet life from a 

discouraged standpoint and consequently remain silent. 

Lindblad-Goldberg (1.986) found that the majority of 

selective mute families have a two-parent structure and are 

suspicious, socially isolated, and fearful of the outside 

world. They seem to exhibit rigid, closed boundaries, 

implicit rules prohibiting disclosure of family secrets, 

marital discord, and unresolved tension. Often one or both 

parents are inhibited or limited in their speech and social 

behaviors. The most common mother-child relationship in 

selective mute families appears to be that of an 

overinvolved or overcontrolling mother (Afnan & Carr, 1989; 

APA, 1987; Browne, Wilson, & Laybourne, 1963; Hayden, 1980; 

Hesselman, 1983; Kolvin & Fundudis, 1981; Lesser-Katz, 1986; 

Wright, 1968). This type of relationship creates a 
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psychological climate in which the growth of the child is 

suppressed (Hesselman, 1983) and in which the child is 

limited in his or her options of what to do with his or her 

feelings (Marks, 1989). Salfield (1950) recommended that the 

child need not necessarily be treated, but that the 

environment be changed. Contradictorily, Reed (1963) 

disagreed with the family dynamic theory as none of his 

subjects came from a "home characterized by gross 

instability or from one that was unhappy or over-

restrictive" (p. 107). 

Therapeutic Procedure 

Treatment approaches attempted and the rates of success 

vary greatly. Ruzicka and Sackin (1974) cited "suggestion, 

persuasion, speech therapy, environmental manipulation (at 

times removal from the home), milieu therapy, hypnosis, 

behavioral modification techniques, psychoanalytic 

psychotherapy with or without involvement of the mother 

and/or father, and psychoanalysis" (p. 553). Browne, Wilson 

and Laybourne (cited in Bozigar & Hansen, 1984) encountered 

a multitude of treatment approaches from "inpatient 

hospitalization with aversion therapy to outpatient 

individual psychotherapy" (p. 478) . In their own 

interventions, Bozigar and Hansen (1984) used a group 

therapy approach. Barlow, Strother, and Landreth (1986) 

successfully attempted an intervention with play therapy, 
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and Smayling (1959) advised the use of speech therapy 

techniques without psychotherapy or play therapy. 

Lindblad-Goldberg (1986) stated that selective mutism 

is difficult to treat and, in fact, has been found to be 

highly resistant to most forms of therapy. Shvarztman et al. 

(1990), on the other hand, believed selective mutism to be 

self-limiting with a good outcome. Analytically oriented 

therapy seems to be less successful than behavioral 

modification. Wright, Miller, Cook, and Littmann (1985) 

reported that behavioral methods have proved to be the most 

successful. 

Differential Diagnoses 

Therapists have maintained differing points of view on 

the definition and classification of selective mutism. The 

primary difference seems to be between the opinion that 

elective mutism is a symptom of an emotional disorder, as in 

the World Health Organization's International Classification 

of Diseases, version 9 (ICD 9), and the opinion that it is a 

separate condition but classified within the group of 

emotional illnesses, as in the Diagnostic and Statistical 

Manual of Mental Disorders, third edition, revised (DSMIII-

R; Afnan & Carr, 1989; Wilkins, 1985) or DSMIV (1994). 

In the DSMIV (1994), differential diagnoses, such as 

Communication Disorders, Pervasive Developmental Disorder, 

Schizophrenia or other Psychotic Disorder, severe Mental 

Retardation, or Social Phobia, are contrasted with selective 



23 

mutism. As opposed to selective mutism, speech disturbances 

in communication disorders are not limited to specific 

social situations; in the case of Pervasive Developmental 

Disorder, Schizophrenia or other Psychotic Disorder, speech 

disturbances only occur in connection with said disorder. 

Similarly, Laybourne (1979) has remarked that in conditions 

such as hearing loss, schizophrenia, hysterical aphonia, and 

aphasia, mutism is part of the symptomatology of said 

disorder and should not be diagnosed as selective mutism. 

Some professionals and parents of selective mute 

children have debated the issue of whether selective mutism 

is a characteristic of social phobia (Black & Uhde, 1992; 

Crumley, 1993; Golwyn & Weinstock, 1990; Krohn, Weckstein, & 

Wright, 1993; Leszczyk, 1993;) or a disorder in its own 

right. 

The DSMIV (1994) listed essential features of Social 

Phobia as, 

...a marked and persistent fear of social or 

performance situations in which embarrassment may 

occur....In feared social or performance situations, 

individuals with Social Phobia experience concerns 

about embarrassment and are afraid that others will 

judge them to be anxious, weak, 'crazy,' or 

stupid.... Individuals with Social Phobia almost always 

experience symptoms of anxiety (e.g., palpitations, 

tremors, sweating, gastrointestinal discomfort, 
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diarrhea, muscle tension, blushing, confusion) in the 

feared social situations, and, in severe cases, these 

symptoms may meet the criteria for a Panic Attack, (p. 

411-412) 

The DSMIV noted that in children, "there must be evidence of 

the capacity for age-appropriate social relationships with 

familiar people and the anxiety must occur in peer settings, 

not just interactions with adults" (p. 416). Also, children 

may exhibit different manifestations of anxiety such as 

"crying, tantrums, freezing, or shrinking from social 

situations with unfamiliar people" (p. 417). Typically, 

social phobia begins around 15 to 20 years of age 

(Liebowitz, Gorman, Fyer, & Klen, 1985). 

Some cases of selective mutism exhibit characteristics 

of shyness. However, this disorder does not appear to be a 

component of shyness. Rather, shyness may be a feature of 

selective mutism (APA, 1994). Webster's Dictionary of the 

English Language (Guralnik, 1980) defined shyness as: "1. 

easily frightened or startled; timid; 2. not at ease with 

other people; extremely self-conscious; bashful; 3. showing 

distrust or caution; wary" (p. 1321). 

Content Analysis 

Content analysis is a relatively new research technique 

dating from the beginning of the 20th Century (Holsti, 

1969). The term content analysis has been included in 

Webster's Dictionary of the English Language only since 1961 
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(Krippendorff, 1980). Dovring (1954), however, found 

evidence of random studies back to the 1740s, and 

Krippendorff (1980) has stated, "its intellectual roots go 

far back in history, to the beginning of man's conscious use 

of symbols and language" (p. 9). 

Although content analysis is little known and little 

utilized, many researchers such as the following see it as a 

more than acceptable method, Holsti (1969) stated that 

content analysis is a "valuable research method in many 

areas of inquiry" (preface) and "may be useful in various 

disciplines and for many classes of research problems" (p. 

3). Weber (1990) wrote that social scientists involved in 

the classification of written material would find this 

method an "indispensable" one (p. 5). Budd, Thorp, & Donohew 

(1967) visualized content analysis as "vital to the 

developing sciences of. human behavior" (p. vii) . 

Krippendorff (1980) believed that "potentially, content 

analysis is one of the most important research techniques in 

the social sciences" (p. 7), and Andrews and Muhlhan (1943) 

have professed, "...we do believe that the technique offers 

a device through which new and important insights into the 

hidden meaning of personality structures can be obtained" 

(p. 109). 

Seventy-five percent of content analysis studies have 

been concentrated within three disciplines, 

sociology/anthropology (27.7%), general communications 
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(25.9%), and political science (21.5%; Holsti, 1969). Within 

these three disciplines, focus has been in five mutually 

exclusive areas of inquiry, (a) the study of social values, 

(b) propaganda analysis, (c) journalistic studies, (d) media 

inventories, and (e) psychological/psychoanalysis research. 

Each area accounts for at least 10% of the total (Barcus, 

cited in Holsti, 1969). 

Stempel (1981a) stated, "Content analysis is a formal 

system for doing something that we all do informally rather 

frequently, drawing conclusions from observations of 

content" (p. 119). In other words, the purpose of content 

analysis is to improve the reliability of inferences made 

about document content by avoiding distortion and ambiguity 

(Bowers 1970; Carney, 1972). Content analysis cannot be 

classified as strictly qualitative or quantitative, as it 

has aspects of both methods: It transforms qualitative, 

unsystematic content of written documents into quantifiable, 

systematic form (Monette, Sullivan, & DeJong, 1986). 

Therefore, it combines what is typically thought to be two 

antithetical modes of analysis (Webb, Campbell, Schwartz, & 

Sechrist, 1981; Weber, 1990) and "serves to give the 

researcher the disadvantages of neither and the advantages 

of both" (Budd & Thorp, 1963, p. 3). 

Holsti (1969) synthesized the most well-known 

definitions of content analysis and abstracted three 

elements of content analysis a researcher must consider when 
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using this method: (a) objectivity, (b) system, and (c) 

generality. According to Holsti, the characteristics of 

these elements are not unique to content analysis but are 

necessary components for all scientific research, and one 

could therefore say that "content analysis is the 

application of scientific methods to documentary evidence" 

(p. 5) . 

Objectivity means that an explicit set of guidelines, 

rules, and procedures for the study are designed and 

executed. It also implies the notion of replicability: The 

study is outlined in such a way that another researcher 

could follow the same procedures and arrive at 

the same results (Holsti, 1969). A systematic study is one 

in which the procedures and guidelines are consistently and 

explicitly followed according to one specific blueprint. It 

also contains measures for validity and reliability (Budd & 

Thorp, 1963). Generality simply means that the results must 

have theoretical relevance (Holsti, 1969). 



CHAPTER II 

PROCEDURES 

This section describes the methods and procedures used 

in this study and includes (a) definition of terms; (b) 

research questions, delimitations, and assumptions; (c) 

content analysis and data collection; and (d) statistical 

procedures. 

Definition of Terms 

The following terms are defined for this study: 

Children - persons from birth to 18 years of age. 

Content Analysis - a. "the process of identifying, 

coding, and categorizing the primary patterns in the data" 

(Patton, 1990, p. 381); b. "a research technique for making 

replicable and valid inferences from data to their context" 

(Krippendorff, 1980) . For purposes of this study, content 

analysis is defined as a reliable and valid tool used to 

process scientific data in a qualitative and quantitative 

way to provide knowledge and new insights (Krippendorff, 

1980). 

Selective Mutism - Interestingly, the determination 

criteria for selective mutism appears to have changed little 

over the years. In 1934, Tramer (cited in Elson et al., 

1965) described elective mute children as "children who were 

silent among all of their interpersonal contacts with the 

28 
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exception of a small circle of intimate friends and 

relatives. Tramer also differentiated elective mutism from 

language retardation, schizophrenic mutism, and other forms 

of mutism including the hysterical ones" (p. 182). Elective 

mutism was first admitted to the APA's Diagnostic and 

Statistical Manual in volume III with the criteria of: "A. 

Continuous refusal to talk in almost all social situations, 

including at school, B. Ability to comprehend spoken 

language and to speak, and C. Not due to another mental or 

physical disorder" (1980, p. 63). No significant changes 

were made to the DSMIII-R (1987) version in which the 

essential features were: "persistent refusal to talk in one 

or more major social situations, including school, despite 

ability to comprehend spoken language and to speak" and the 

refusal "is not a symptom of Social Phobia, Major 

Depression, or a psychotic disorder, such as Schizophrenia" 

(p. 88) . Most recently, DSMIV (1994) retained the 

fundamental aspects of previous definitions such as: 

A. Consistent failure to speak in specific social 

situations (in which there is an expectation of 

speaking....D. The failure to speak is not due to a 

lack of knowledge of...the spoken language....E. The 

disturbance...does not occur exclusively during the 

course of a Pervasive Developmental Disorder, 

Schizophrenia, or other Psychotic Disorder, (p. 115) 

In agreement, Baker and Cantwell (1991) stated that, 
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historically, elective mutism has been essentially viewed as 

a nonorganic disorder. 

In light of the foregoing historical patterns, for 

purposes of this study, selective mutism refers to a 

category of children who do not speak to self-selected 

persons despite their ability to speak and who remain silent 

in situations in which talking would be the appropriate and 

expected response of a verbalizing peer. The selective 

speech is independent of intellectual endowment, verbal 

ability, hearing loss, aphonia, aphasia, aphrasia, or 

psychotic disorders such as schizophrenia. 

Research Questions 

Due to the qualitative nature of the case study, the 

following research questions derived from the review of the 

literature were posed: 

1. Does selective mutism have a consistent aetiology 

over time? 

2. Are there identifiable personality characteristics 

typical of selective mute children? 

3. How is selective mutism manifested? 

4. Is there more than one typology of selective 

mutism? 

5. What is the role of the family in selective mutism? 

6. What are the therapeutic approaches successfully 

used with selective mutism? 
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Delimitations 

The study was subject to the following delimitations: 

1. Only English-language articles were reviewed. 

2. Only case studies cited in the articles reviewed 

were analyzed. 

3. Only children who met the operational definition of 

selective mutism as presented in the definition of terms 

were included. Compliance was based on symptoms reported in 

the articles and interpretation by the researcher. 

4. Only data specifically introduced in the articles 

were analyzed, i.e., a variable was not assumed to be 

negative if not mentioned as positive and vice versa. 

Limitations 

The outcomes of this study were limited by the 

information provided in the articles. This information may 

be biased by the original author's beliefs, theologies, and 

methodologies. 

Assumptions 

1. Content analysis was an appropriate technique for 

the purposes of this study. Holsti (1969) stated: 

Content analysis is likely to be especially appropriate 

for at least three general classes of research 

problems.... First, it may prove useful when data 

accessibility is a problem and the investigator's data 

are limited to documentary evidence....When 

restrictions of time or space do not permit direct 
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access to the subjects of research.... Second, some form 

of content analysis is often necessary when, given 

certain theoretical components of the data themsielves, 

the subject's own language is crucial to the 

investigation.... Finally, content analysis may be 

helpful when there are technical advantages because the 

volume of material to be examined exceeds the 

investigator's ability to undertake the research by 

himself, (pp. 15-17) 

In this instance, class 1 was applicable. The lack of 

availability of a large group of selective mute subjects 

within a limited time frame was unattainable. As an 

alternative, content analysis permitted an overview of a 

large number of cases via written documentation. 

2. The categories devised for this study were valid 

indices of events, behaviors, and dynamics as reported in 

the case studies. 

3. Authors of the articles were sufficiently 

knowledgeable of diagnostic criteria and procedures to 

conduct viable diagnoses. 

4. The terms "elective mutism" and "selective mutism" 

were used synonymously. 

Content Analysis 

In this study, content analysis was employed in 

converting case studies in the literature from 1929 to 1994 . 

into quantitative expressions. There is no single way to 
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perform content analysis (Weber, 1990). Methods must be 

constructed based on the research problem, what information 

is desired, or both (Budd & Thorp, 1963). The steps in 

construction follow the basic experimental approach of 

determining what is to be analyzed, how it is to be 

analyzed, and how to interpret the outcome (Hsia, 1988). 

Data Collection 

The Universe 

Glass, McGaw, and Smith (1981) wrote that all available 

literature should be searched and included in an analysis. 

This mandate includes studies of diverse methodological 

quality and studies with variability of measuring techniques 

and results. Glass et al. rationalized their opinion by 

stating that studies that are the same have no need to be 

compared: the results will be alike within statistical 

error. Also, pooling the differences of findings in studies 

is consistent with pooling the differences in individuals. 

The use of a diverse data base using good and poor studies 

minimizes the possibility of researcher bias and allows the 

researcher to explore more subquestions than the inclusion 

of only good studies (Abrami, Cohen, & d'Apollonia, 1988) . 

Following the recommendations of Glass, et al. (1981) 

and Abrami et al. (1988), as many English-language articles 

on selective mutism as could be obtained were reviewed. 

Articles were extracted from searches of databases including 

Dissertation Abstracts (1861-1194), ERIC (1966-1994), 
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PsycLit Articles (1974-1994), PsycLit Book Chapters (1987 — 

1994), Sociofile (1974-1994), Social Sciences Index (1983-

1994), IAC Collection, and MedLine (1966-1994). References 

cited in acquired and related articles were also scanned for 

additional sources. As each article was unearthed, it was 

assigned a number and catalogued on a Lotus 123 spreadsheet 

with an assigned number, the author name(s), journal or book 

title, article or chapter title, year, volume, page numbers, 

carrying libraries, number of cases expounded in the 

article, and acquisition status. The Lotus 123 worksheet 

enabled the researcher to sort the articles by any of the 

logged parts, e.g., assigned number, author name(s), and so 

forth. The article itself was then filed numerically for 

cross-reference and easy access. 

Carrying libraries included libraries from Texas 

(University of North Texas, Southern Methodist University, 

Texas Women's University, University of Texas Health 

Sciences Center) and Colorado (Jefferson County Public 

Library, University of Colorado at Boulder, University of 

Denver, Colorado State University, University of 

Colorado/Metropolitan State University/Auraria Campus, 

University of Colorado Health Sciences Center). 

Additionally, the InterLibrary Loan departments of the 

University of North Texas and the Jefferson County library 

were utilized to access libraries around the world. 
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From the articles collected, 197 individual case 

studies met the operational definition for selective mutism 

and were included in the analysis {see References). Some 

articles incorporated more than one case report and some 

reports appeared in more than one essay. However, each case 

study was counted separately and only once. Articles 

describing summary data were used for general validation of 

the tabulated singular cases. 

Quantification of Content 

The classification of data included selecting and 

defining a unit of analysis, constructing categories, 

establishing a coding system, training coders, conducting a 

pilot study, and coding the content (Wimmer & Dominick, 

1991). 

The unit of analysis is what is actually counted. Types 

of units include: (a) a word or symbol, (b) a theme or 

single assertion about a subject, (c) a major character, (d) 

a sentence or paragraph, or (e) an entire article or story 

(Holsti, 1969; Monette, Sullivan, & DeJong, 1986/ Wimmer & 

Dominick, 1991). In this study, a unit was defined as a 

theme or single assertion about a subject. 

Categories are the slots into which the units are 

counted. Since no standard category system had been 

developed for use in this area, the primary researcher 

constructed one. Categories were extracted from the initial 

review of the subject matter based on the research questions 
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and the researcher's concerns (Bogdan & Biklen, 1992) and 

were modified during the pilot study as additional features 

became prominent. Furthermore, the researcher adhered to the 

following parameters suggested by Stempel (1981a): (a) The 

categories should be consistent with the goals of the study 

(research questions of the study are answered by information 

the categories provide); (b) The total number of categories 

should be manageable. Manageability is achieved when the 

number of categories is such that the coders are able to 

perform their function without frequent reference to a list 

of categories and definitions; and (c) The categories should 

be functional. To be functional, the categories must be 

mutually exclusive, exhaustive, and reliable (Monette, 

Sullivan, & DeJong, 198 6; Wimmer & Dominick, 1991). 

Reliability is discussed in a later section. Mutually 

exclusive means that each category must be so precisely 

defined that a unit of coding will suit one and only one 

category (Monette, Sullivan, & DeJong, 1986; Wimmer & 

Dominick, 1991). The simpler and more concise the 

categories, the higher the reliability (Monette, Sullivan, & 

DeJong, 1986). A category system adhering to exclusivity 

will promote higher levels of reliability (Monette, 

Sullivan, & DeJong, 1986). 

A category system which is exhaustive accounts for 

every unit of analysis; there is a classification into which 

each unit can be placed (Monette, Sullivan, & DeJong, 1986; 
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Wintmer & Dominick, 1991) . The researcher included an 

Other category for miscellaneous and unspecified units. 

However, the number of units coded to such a category was 

held to less than 10% of the data per Wimmer and Dominick 

(1991). 

Once the unit of analysis was determined and categories 

were constructed, a coding sheet was compiled from the 

identified categories, and a set of criteria for coding was 

established (see Appendix A). A Manual for Coders (Muehl, 

1961) referred to the coding sheet as a "roadmap" to guide 

the coders through the data. As such, the form must be 

precise, complete, and clear, and it must embody the 

intention of the research study. To accomplish this goal, 

categories were added during the preliminary coding 

procedure (pilot study; Muehl; see Appendix B). 

The process of assigning units to categories is called 

coding (Wimmer & Dominick, 1991). The coding for this study 

was conducted in two phases. Phase One was a pilot study in 

which the primary researcher and a secondary assistant 

(Patton, 1990; Stempel, 1981a; Weber, 1990) coded identical 

case studies randomly selected from the entire 197 cases 

amassed. The additional coder was a graduate from the 

University of North Texas master's level counseling program 

working in private practice in Dallas, Texas, and known to 

the main experimenter. The primary researcher and the helper 

shared similar educational backgrounds in counseling 
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processes, family dynamics, and child counseling. 

Familiarity with these issues facilitated a common frame of 

reference, thereby aiding interrater reliability (Stempel, 

1981a). The additional coder was paid $12.00/hour for time 

spent in training with the primary researcher and for time 

spent in independent coding of the selected cases. 

Five 45-minute training sessions were held in which the 

primary experimenter familiarized the aide with the subject 

matter, research objectives, category definitions, and 

mechanics of the coding system. A question-by-question 

overview of the survey form, practice in coding articles, 

and discussion concerning interpretation was also 

incorporated in the training sessions. A supplementary 

session was held at the midpoint of the pilot-study-coding 

to clarify difficult areas in interpretation (Muehl, 1961; 

Stempel, 1981a). 

Emulating Muehl (1961), 20% of the aggregate 

occurrences were randomly chosen for use during Phase One. 

Randomization was achieved by recording the article numbers 

of individually reported cases on sheets of identical paper 

and mixing the papers inverted in a pile. A neutral third 

party then drew 40 cases (20%) from the pile. 

Each worker coded all 40 cases. Coder responses were 

analyzed for agreement or disagreement. Disagreement was 

typically the result of a lack of adequately defined units 

and categories, oversights and general errors, or a 
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combination of the two (Stempel, 1981a). Phase One was used 

for the modification, refinement, and correction of these 

situations. 

A reliability coefficient, based on Holsti's (1969) 

formula, was generated for each case reviewed during the 

pilot study. Holsti's formula, predicated on the calculation 

of percentage of agreement between raters, is written: 

Reliability = 2M/NI+N2, where M is the number of coding 

decisions in agreement for two coders, and Nl and N2 are the 

total number of coding decisions for each of the two coders 

individually. A reliability coefficient of .85 or higher 

indicates a good interrater reliability (Silverman, cited in 

Munt, 1991/1992) and was considered the minimum standard for 

this study. The pilot study cases and associated 

coefficients are notated in Appendix C. 

Phase Two entailed coding the remaining case studies in 

the same manner by the main examiner only. Ten percent of 

the Phase Two material (20 cases) was spot checked by the 

additional coder to ensure the maintenance of reliability 

(Muehl, 1961; Stempel, 1981a). The same reliability 

coefficient based on Holsti's formula was calculated for 

each spot check and at the end of the phase. Cases and 

coefficients are charted in Appendix D. In addition to the 

spot checking and the final coding, the preliminary 2 0% 

(pilot study cases) was recoded by the primary researcher 
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and measured for test-retest reliability (Wimmer & Dominick, 

1991; see Appendix C). 

Reliability and Validity 

Because content analysis is a form of measurement, the 

issues of reliability and validity are important 

considerations (Monette, Sullivan, & DeJong, 1986). 

Reliability implies that test results can be replicated 

(stability) and that there is consistency of responses 

(consistency) over time. For content analysis research, this 

translates into the use of interrater reliability, or the 

ability of different raters to reach agreement on the 

classification of units (Wimmer & Dominick, 1991), and test-

retest reliability, or the ability of the raters to apply 

the coding system in a consistent manner (Budd, Thorp, & 

Donohew, 1967; Monette, Sullivan, & DeJong, 1986; Stempel, 

1981a). In accordance with this practice, interrater and 

test-retest reliability procedures were adopted for this 

study as outlined in the previous synopsis of the pilot 

study. 

A number of factors contribute to reliability, 

including the nature and clarity of the categories, the 

explicitness of the criteria for coding the categories, the 

training of the coders, the skill with which they classify 

the material, and a common frame of reference (Holsti, 1969; 

Namenwirth & Weber, 1987; Stempel, 1981a). Steps were taken 
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to ensure a high level of reliability, as previously 

delineated. 

High validity is an assurance that the instrument 

measures what it purports to measure. In content analysis, 

"validity refers to whether the categories we develop and 

the aspects of the content coded are meaningful indicators 

of what we intend to measure" (Monette, Sullivan, & DeJong, 

1986, p. 179). Therefore, validity is highly connected to 

the research design, the category definitions, the coding 

system, the accuracy of the coders, and the level of 

reliability (Holsti, 1969; Wimmer & Dominick, 1991). 

For content studies, face validity is most frequently the 

selection of choice. Wimmer and Dominick (1.991) stated that 

an instrument is considered an adequate measure of face 

validity "if the categories are rigidly and satisfactorily 

defined and if the procedures of the analysis have been 

adequately conducted" (p. 175). This mandate is intimately 

related to the previously outlined steps of amassing 

categories and assuring acceptable reliability. Holsti 

(1969) proposed that face validity is "usually established 

through the informed judgment of the investigator. Are the 

results plausible? Are they consistent with other 

information about the phenomena being studied?" (p. 143). 

Face validity was applied in this study and was found 

to be adequate. Determination of adequacy was based on the 

reliability coefficients for the pilot study, spot check, 
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and test-retest cases. In addition, the investigative steps 

performed complied with the proffered research format as 

outlined in the dissertation proposal. Furthermore, given 

the data available, the outcome seems plausible and the 

majority of data correlate with known data regarding the 

subject in question. 

Data Analysis 

Statistical Procedures 

The selection of analytical techniques for use with 

content analysis is virtually unlimited (Krippendorff, 1980; 

Stempel, 1981b). Holsti (1969) advised, "the content analyst 

should use qualitative and quantitative methods to 

supplement each other. It is by moving back and forth 

between these approaches that the investigator is most 

likely to gain insight into the meaning of his data" (p. 

11). In this study, both qualitative methods and 

quantitative methods were used. Individual case studies were 

coded using the survey form on which both qualitative and 

quantitative categories were amalgamated. At the culmination 

of coding and classifying the data, the coding sheets were 

compiled and analyzed for patterns, themes, and 

relationships across cases. Quantitative aspects of the 

survey were keyed into a computer and analyzed using the 

Statistical Package for the Social Sciences (SPSS) software. 

Qualitative aspects of the form were manually scrutinized. 
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Qualitative content analysis consists of the 

identifying and drawing of inferences across cases from 

written documents (Holsti, 1969; Patton, 1990). The analysis 

of case studies in this manner results in "myriad 

dimensions, factors, variables, and categories woven 

together into an ideographic framework" (Patton, 1990, p. 

387). Inherent in qualitative analysis is the assumption 

that the absence or presence of data is, in itself, 

meaningful (K. Ford, personal communication, April 10, 

1995). Therefore, it was not necessary that all cases 

summarized in this study contained information relating to 

all categories listed on the survey form. Patton (1990) 

stated, "The point of analysis is not simply to find a 

concept or label to neatly tie together the data. What is 

important is understanding the people studied" (p. 392). To 

facilitate this understanding, the researcher may use 

"concepts to help make sense of and present: the data, but 

not to the point of straining or forcing the analysis" (p. 

393). The structure of the analysis came from the data 

itself and was not based on preconceived ideas or a precise 

research design (Bogdan & Biklen, 1992, p. 58). In fact, a 

study which is limited to cases that adhere to each and 

every question or category on the coding sheet suffers from 

a priori researcher bias (K. Ford, personal communication, 

April 10, 1995). A summarization, or translation (Bogdan & 
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Biklen, 1992) of findings, including analyses, explanations, 

and interpretations, can be found in the Results section. 

Stempel (1981b) has argued that, although qualitative 

content analysis is valuable, "statistical analysis is not 

only appropriate, but also necessary" (p. 142) and will 

enhance the meaning of the findings. The most common type of 

quantitative procedure used in content analysis is the 

calculation of descriptive statistics, such as means, modes, 

medians, and percentages (Krippendorff, 1980; Wimmer & 

Dominick, 1991). In addition, chi square is frequently used 

as a test of significance because content analysis data is 

most often nominal in nature (Stempel, 1981b; Wimmer & 

Dominick, 1991). Where data are appropriate, multivariate 

analyses, such as factor analysis, cluster analysis, and 

discriminate analysis, add to the quality of inference and 

interpretation (Holsti, 1969; Stempel, 1981b). Bowers (1970) 

reported that whatever forms of statistical procedures are 

used, "social scientists generally agree that differences 

which would occur less than 1 time in 20 by chance (the .05 

level of significance) can be considered real" (p. 308) . 

In this study the assembled and tallied coding sheets 

were subjected to descriptive analyses. Chi square 

calculations were performed as well. However, due to the 

sparseness of data for any given pair of variables (i.e., 

less than 5), the use of "absent" for non-recorded 

information, or both, results were inconclusive. Either SPSS 
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issued a warning stating statistics could not be calculated 

when the number of values was too small or the statistics 

that were generated were skewed by the large absent/absent 

crosstab cells. Because of delimitation #4 that a variable 

was not assumed to be negative if not mentioned as positive 

and vice versa, any significant chi square based on the 

absent/absent value could not be trusted and was, therefore, 

not reported. Cluster analysis was performed on client 

characterisitics. Crosstabs were computed on several 

variable sets. The .05 level of significance was set as the 

criterion for significant results. Statistical calculations 

were performed via SPSS computer software. Supporting data 

such as coded survey sheets, tabulated inter-rater, test-

retest, and spot check reliability calculations, SPSS output 

reports, and so forth can be obtained by contacting the 

primary researcher (Long, Convey, & Chwalek, 1985). 



CHAPTER III 

RESULTS AND DISCUSSION 

This chapter presents the results, discussion, and 

conclusions of the analysis of data for the six research 

questions posited on page 31 of Chapter II. Also included is 

a summary discussion of implications for practice, 

recommendations for further research, and concluding 

remarks. 

The order of presentation for this chapter is 

consistent with that recommended by Long, Convey, and 

Chwalek (1985): 

summary descriptive data for the entire sample, for 

individual groups, and for other reasonable aggregates; 

results of the planned statistical analyses that 

address the hypotheses and research questions; results 

of important subsequent analyses; and decisions 

concerning...the apparent resolution of each research 

question, (p. 145) 

First, the results are presented in order of coding sheet 

category (i.e., descriptive variable) with tables and 

figures used to guide the text (Long et al.). The synthesis 

of literature relevant to a coding category is discussed 

where appropriate. These results provide the groundwork for 

a discussion of the research questions. Next, each research 

46 
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question is presented along with further analysis, 

discussion, and conclusions. 

Results of Survey Categories 

Category: Sex of Client 

This category measured the division of gender. As has 

been found in other mutism studies, girls outnumbered boys 

by a small margin. Out of the total 197 cases, 112 were 

female (57%) and 85 were coded male (43%). 

Category: Position Among Siblings 

Figure 1 presents the client's position among siblings. 

In agreement with Brown and Lloyd (1975), the selective 

mute's position tended to be in the latter numbers as is 

supported by computation of Slater's (1962) formula. Slater 

developed a formula for expressing an individual's place in 

the sibship as a coefficient with a mean of .5 and limits of 

0 and 1. The formula is written m-l/n-1 where m = the 

individual's position in the sibship and n = the total 

number of children born to the mother. This formula applies 

to families with sibships of two or more children. Slater 

computed the birth order mean of the general population as 

.5 with a normal distribution. Based on Slater's formula, a 

.74 coefficient was derived for place in the sibship of 

selective mutes indicating these children held significantly 

later positions in the sibling order. This distribution is 

in opposition to the conclusions drawn by Kolvin and 

Fundudis (1981) who obtained a coefficient of .34 using 
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Figure 1. Scatter graph of total children in family v. 

selective mute birth order (n = 80). The symbols are partial 

and full "sunflowers", with each petal of a sunflower symbol 

representing 1 case. A reference line produced by Lowess 

iterative weighted least-squares smoothing shows the general 

trend of the data. 
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Slater's formula, suggesting an early place in the 

sibling lineup for selective mutes. From perusal of Figure 

1, there also seems to be a large number (12) of only 

children. 

Category: Age of Onset 

Figure 2 displays age of onset with a mean score of 

4.27 and SD of 2.24. This finding substantiates Salfield's 

(1950) observations of onset between the ages of 3 and 5, 

and Krohn, Weckstein, and Wright's (1992) statistics 

calculated from a study of 20 cases in which the mean age of 

onset was 4.0 and the SD was 1.1. 

Categories: Age at Beginning of Treatment, Age at Completion 

of Treatment, Length of Treatment 

Figures 3, 4, 5, and 6 show age at beginning of 

treatment, age at completion of treatment, and treatment 

duration. Although some literature has stated treatment for 

this clientele may be a long process (Meijer, 1979; 

Salfield, 1950), this study showed that, overall, length of 

treatment is relatively short (under 1 year). 

Figure 7 presents outcome by mean age at beginning of 

treatment and suggests that the younger the child begins 

treatment the better the outcome, as was also found by 

Hayden, 1980; Kolvin and Fundudis, 1981; and Wright, 1968. 

For the Poor outcome group, the mean age at beginning of 

treatment was 8.40 with a SD of 3.78 and a median age of 

7.0. For the Marginal group, the mean age at beginning of 
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6.0 8.0 10.0 

Age of Onset 

Figure 2. Histogram of age of onset in selective mutes. Bars 

shown at midpoints of age groups, n = 99, M = 4.27, SD = 

2.24, SE = 0.2255, Mdn = 4.00, min = 1.00 max = 13.75. 
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Figure 3. His togram of age a t beg inn ing of t r e a t m e n t f o r 

s e l e c t i v e mutism. Bars shown a t midpo in t s of age groups (n 

94, M - 7 .88 , SD = 3 .31 , SE = 0 .34 , Mdn = 7 .00 , min = 3 .00 

max = 1 7 . 0 ) . 
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Age at Completion of Treatment 

Figure 4. Histogram of age at completion of treatment for 

selective mutism. Bars shown at midpoints of age groups (n 

94, M = 8.78, SD = 3.57, SE = 0.37, Mdn = 8.00, min = 0.75 

max = 17.5). 
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Figure 5. Histogram of length of treatment (years) for 

selective mutes. Bars shown at midpoints of treatment 

duration year groups, n = 95, M= 0.987, SD = 0.978, SE = 

0.100, Mdn = 0.580, min = 0.040 max = 5.00. 
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Figure 6. For each of n = 94 selective mute cases, the ages 

of client at beginning and end of treatment are shown on a 

vertical bar. For relatively short treatment durations, the 

vertical bar may collapse to a point. 
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Figure 7. Bar c h a r t s of s e l e c t i v e mutes ' mean age a t 

b e g i n n i n g of t r e a t m e n t , by outcome group, w i th r e l a t e d 

s t a t i s t i c s . 
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treatment was 7.89 with a SD of 2.68 and a median age of 

7.0. For the Good group, the mean age at beginning of 

treatment was 7.67 with a SD of 3.16 and a median age of 

6.5. 

Category: Outcome 

Table 1 lists treatment outcomes. The survey form was 

divided into 12 outcome possibilities which were regrouped 

into 3 general groupings as follows: No progress, regressed, 

little progress, and response only were summed into Poor; no 

generalization, occasionally, relatively normal, and except 

therapist were summed into Marginal; and normal and quite 

verbal were summed into Good. 

Table 2 presents treatment outcomes by gender. Of 14 6 

cases stating outcomes, over half (7 6/52%) reported normal 

or quite verbal. This figure may be suspect, however, due to 

bias in reporting. Some practitioners may feel their efforts 

are not worth reporting unless there is a positive outcome 

(Krohn et al., 1992). Unlike the 24 subjects studied by 

Kolvin and Fundudis (1981), of whom girls (54%) improved 

more than boys (36%), clients in this study progressed 

approximately equally. 

Figure 8 presents outcomes by age of onset. As has been 

suggested by Wright (1968), earlier onset of mutism 

correlated with more effectual outcome. For the Poor outcome 

group, the mean score was 4.53 with a SD of 3.16 and a 

median score of 5.0. For the Marginal group, the mean score 
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Table 1 

Outcome Groups of Selective Mutes 

Outcome group Count Col % 

Poor 34 23 .3% 

Marginal 36 24 .7% 

Good 76 52 .1% 

Total 146 100 .0% 

Note. This table reflects the distribution of cases over the 

3 outcome groupings which were derived by recoding 

12 outcomes into 3 general outcome groups. For some cases, 

the outcome was not available, so of the N = 197 cases, only 

n = 14 6 had outcomes and could be recoded into one of the 

outcome groups shown in the table. 



Table 2 

Treatment Outcomes by Sex of Selective Mutes 
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Client Sex 

Female Male 

Outcome Count Col % Count Col % 

No Progress 7 8.5% 5 7.8% 

Regressed 4 4.9% — — 

Little Progress 2 2.4% 6 9.4% 

Response Only 6 7.3% 4 6.3% 

No Generalization 4 4.9% 1 1.6% 

Occasionally 7 8.5% 3 4.7% 

Relatively Normal 12 14.6% 5 7.8% 

Except Therapist 2 2.4% 2 3.1% 

Normal 38 46.3% 37 57.8% 

Quite Verbal — _1 1.6% 

Total 82 100.0% 64 100.0% 

Note. N = 197, n = 146 for this table. Dashes indicate 

data not obtained or not reported. 
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Figure 8. Bar chart of selective mutes' mean age at onset by 

outcome groups. 
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was 4.27 with a SD of 2.02 and a median score of 4.83. For 

the Good group, the mean score was 4.05 with a SD of 1.88 

and median score of 4.0. 

Category: Previous Treatment 

Table 3 outlines types of previous treatments 

unsuccessfully attempted. A wide variety of treatments have 

been tried, from acupuncture to hypnosis to sleep therapy 

and from family to conjoint to individual forums. 

Category: Race/Nationality 

The majority of articles did not recognize the 

dimension of race/nationality, perhaps due to assumption on 

the part of the writer(s). Table 4 displays race/nationality 

of those specified. No significant patterns arose. 

Category: Languages Spoken 

Table 5 presents languages spoken by the selective 

mute. Again, few languages were specified possibly due to 

author assumption. 

Category: Grade at Referral 

Table 6 presents the 61 cases reporting a grade at 

referral. Of the 61 cases, grades ranged from Pre-k/K to 

10th grade with 68% falling in the Pre-k/K - 1st grade range 

as has been suggested by Friedman and Karogan (1973), Hayden 

(1980), Kolvin and Fundudis (1981), Krohn, Weckstein, and 

Wright (1992), Parker, Olsen, and Throckmorton (1960), 

Wergeland (1979), and Wright (1968). 



Table 3 

Category: Previous Treatment 

61 

Type treatment Frequency Percent 

Acupuncture 

Behaviorism 

Unspecified 8 

Contingency management 2 

Electrical aversive conditioning 1 

Positive reinforcement 1 

Child guidance clinic/clinic/ 

mental health clinic 

Conjoint 

Educational guidance 

Embarrassment/coercion/incentive 

Explanations/threats/rewards & 

punishment 

Family therapy/structural family 

therapy 

Foster home 

Group therapy/magic circle group 

Hypnosis/hypnotherapy/narcoanalysis 

Institution for maladjusted boys 

Pharmacotherapy 

1 

12 

6 

1 

1 

1 

3 

1 

3 

3 

1 

9 

.98 

11.76 

7.84 

1.96 

.98 

.98 

5.88 

.98 

.98 

.98 

.98 

2.94 

.98 

2.94 

2.94 

.98 

8.82 

(table continues) 
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Type treatment Frequency Percent 

Pharmacotherapy (continued) 

Unspecified 2 1.96 

Amantadine 1 .98 

Amobarbital 1 .98 

Amytal 2 1.96 

Desipramine 1 .98 

Desoxyn 1 .98 

Methamphetamine 1 .98 

Play sessions/play therapy 6 5.88 

Psychiatric facility/psychiatric hospital/ 

psychiatric state hospital 6 5.88 

Psychiatric treatment/psychiatric 

treatment, outpatient/psychiatric 

clinic, psychiatrist/Freudian analysis 13 12.75 

Psychotherapy, general 10 9.80 

School/school counselor/school 

psychologist/school social worker/ 

school teacher 10 9.80 

School for emotionally disturbed child. 1 .98 

Sleep therapy 1 .98 

Speech therapy 12 11.76 

Total 102 100.00 
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Category: Race/Nationality 
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Type Frequency Percent 

Asian 

Black 

Hispanic 

Native American 

Puerto Rican 

White 

Other: 

Brazilian 

Bulgarian-Jewish 

Chile 

Dutch 

Eskimo 

Filipino 

Italian 

Russian 

Yemenite (Israel) 

Totals 

2 

1 

1 

9 

2 

3 

3 

14 

11 

2.33 

20.93 

4.65 

6.98 

6.98 

32.56 

25.58 

43 100.00 
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Table 5 

Category: Client Language 

Language Frequency Percent 

English 9 28.13 

Filipino 1 3.12 

Hebrew 1 3.12 

Portuguese 1 3.12 

Russian 1 3.12 

Danish/Greenlandic 2 6.25 

English/Dutch 2 6.25 

English/Filipino 1 3.12 

English/French 2 6.25 

Russian/Hebrew 1 3.12 

Spanish/Hebrew 3 9.38 

English/Native American 1 3.12 

English/Portuguese 1 3.1: 

English/Puerto Rican 3 9.38 

English/Spanish 2 6.25 

English/French/African _1 3.12 

Totals 32 100.00 
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Category: Grade at Referral 

65 

Percent Percent 

Grade Frequency of 197 of 61 

Pre-k/K 24 12.2 39.3 

One 18 9.1 29.5 

Two 2 1.0 3.3 

Three 7 3.6 11.5 

Four 2 1.0 3.3 

Five 2 1.0 3.3 

Six 4 2.0 6. 6 

Ten 2 1.0 3.3 

Missing 136 69.0 

Totals 197 100.0 100.0 
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Category: School 

No information accumulated. 

Category: Father's Occupation 

Table 7 details father's occupation which was reported 

in 40 cases and was quite diverse, ranging from professor to 

businessman to seal hunter. 

Category: Mother's Occupation 

Table 8 presents mother's occupation. Twenty cases 

reported occupations of mothers. Mothers' occupations tended 

to be more home-oriented than fathers' occupations. 

Category: State or Country 

Table 9 shows country and state of residence. Primary 

countries were England and the United States. This 

distribution may have been influenced by the researcher 

selecting for review English language articles only. 

Category: Population Density 

No data accumulated 

Category: Economic Class 

No data accumulated 

Category: Developmental Milestones 

Of 62 cases reporting physical development, 89% 

reported normal. Distributions are shown in Table 10. 

Only 3 cases were coded as recording age of crawling. 

Of those few, the maximum age in years was 1.17, minimum age 

was 0.42 the mean was 0.69, and the standard deviation was 

0.41. 



Table 7 

Category: Father's Occupation 
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Percent Percent 

Occupation Frequency of 197 of 40 

Accountant 1 .51 2.5 

Businessman 3 1.50 7.5 

Civil servant 1 .51 2.5 

Commercial dir. 1 .51 2.5 

Disabled vet 1 .51 2.5 

Docker 1 .51 2.5 

Electrician 1 .51 2.5 

Engineer 1 .51 2.5 

Factory worker 1 .51 2.5 

Farmer 1 .51 2.5 

Factory owner 1 .51 2.5 

Fitter 1 .51 2.5 

Grocery clerk 1 .51 2.5 

Insurance salesman 2 1.00 5.0 

Laborer 6 3.05 15.0 

Lorry/truck driver 2 1.00 5.0 

Military 4 2.03 10.0 

Missionary 1 .51 2.5 

News reporter 1 .51 2.5 

(table continues) 
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Occupation Frequency 

Percent 

of 197 

Percent 

of 40 

Professor 2 1.02 5.0 

Public speaker 1 .51 2.5 

Seal hunter 1 .51 2.5 

Shipping clerk 1 .51 2.5 

Skilled worker 1 .51 2.5 

Telephone employee 1 .51 2.5 

Two jobs 1 .51 2.5 

Missing 157 79.70 

Totals 197 100.0 100.0 



Table 8 

Category: Mother's Occupation 
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Occupation Frequency 

Percent 

of 197 

Percent 

of 20 

Army nurse 1 .51 5.0 

Cleaner 1 .51 5.0 

Housewife 8 4.06 40.0 

Missionary 1 .51 5.0 

Night job 1 .51 5.0 

Nurse 3 1.52 15.0 

Out of home 1 .51 5.0 

Secretary 2 1.02 10.0 

Shop Clerk 1 .51 5.0 

Unemployed 1 .51 5.0 

Missing 177 89.91 

Totals 197 100.00 100.0 
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Category: Country/State of Residency 
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Country/state Frequency Percent 

Bulgaria 

Canada 

Denmark 

England 

Israel 

Jamaica 

Norway 

Puerto Rico 

Scotland 

United States 

Alabama 

California 

Colorado 

Connecticut 

Florida 

Georgia 

Illinois 

Kansas 

Maryland 

Michigan 

1 

5 

2 

4 

4 

1 

3 

3 

4 

2 

1 

6 

3 

20 

6 

1 

3 

1 

1 

64 

.94 

5.66 

2.83 

18.87 

5.66 

.94 

2.83 

.94 

.94 

60.38 

(table continues) 
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Country/state Frequency Percent 

Nebraska 1 

New York 9 

Ohio 1 

Oregon 1 

Pennsylvania 1 

Rhode Island 2 

South Carolina 1 

Tennessee 2 

Texas 4 

Utah 1 

Virginia 5 

Washington 1 

Wisconsin 5 

West Virginia 1 

Totals 106 100.00 
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Category: Physical Development 
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Rate Frequency 

Percent 

of 197 

Percent 

of 62 

Slow 

Normal 

Rapid 

Missing 

Totals 

5 

55 

2 

135 

197 

2.5 

27.9 

1 .0 

68.5 

100.0 

8.1 

88.7 

3.2 

100.0 
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Seventeen cases were recorded with an age of first 

walking. Maximum age was 2.0 years, minimum age was 0.92 

years, the mean was 1.23 years, and the standard deviation 

was 0.37 years. In their study of 24 cases, Kolvin and 

Fundudis (1981) found comparable mean scores in their 

control group as well as in their selective mutism group, 

13.1 months and 14.7 months, respectively, indicating no 

unusual delays for selective mute children as compared to 

normal children. 

Twenty-seven cases recorded age of first talking. 

Maximum age in years was 4.0, minimum age was 0.67, the mean 

was 1.81, and the standard deviation was 1.04. 

Age of verbalizing sentences was coded in 12 cases. 

Maximum age was 5.0 years, minimum age was 1.5 years, the 

mean was 2.4 6 years, and the standard deviation was 0.99 

years. Correspondingly, Kolvin and Fundudis (1981) 

calculated a mean score of 27.3 months for their selective 

mute group which was significantly higher than the mean 

score (21.9 months) of their normal control group. These 

figures may indicate a speech delay in selective mute 

children when compared to normal children. 

Only 1 case was coded with an age of conversing at 2.0. 

Similarly, only 2 cases were coded with an age of eating 

alone, ages 2.0 and 0.58. 
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Ten cases were coded with an age of completing toilet 

training. The maximum age was 5.0, the minimum age was 1.0, 

the mean was 2.9, and the standard deviation was 1.45. 

Category: Intelligence 

Figure 9 presents IQ scores of 96 cases. Verbal 

responses were converted to scores based on classification 

ratings in Sattler (1988): Very bright, highly intelligent, 

and above average were converted to 115; bright and average-

above average to 110; normal, average, and relatively normal 

to 100; low normal to 85; borderline-mildly retarded to 75; 

educationally mentally handicapped and educationally 

subnormal to 65; and moderately mentally retarded to 45. 

Scores approximated a bell curve with a slightly negative 

skew. This data supports the studies by Kolvin and Fundudis 

(1981), Browne, Wilson, and Laybourne (1963), and Krohn, 

Weckstein, and Wright (1992) in which they concluded that 

selective mutes have average to above average intelligence. 

This finding also insinuates that low IQ is neither a causal 

factor of nor a contributor to selective mutism. 

Kolvin and Fundudis (1981) also found a wide difference 

in mean IQ scores between girls (89) and boys (79). The 

computations in this study produced corresponding figures to 

that of Kolvin and Fundudis with a female mean IQ score of 

102 and SD of 20, and a male mean IQ score of 96 and SD of 

22. 
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Figure 9. Histogram of IQ scores of selective mutes. Bars 

shown at midpoints of score groups (n = 99, M = 99.8, SD = 

20.7, SE = 2.08, Mdn = 100, min = 30 max = 180). 
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Few tests measuring IQ were specified. Those listed 

included the WISC, WISC-R, WPPSI, Stanford-Binet/ Leiter, 

Alexander, and Terman-Merrill. 

Category: Speech 

Table 11 presents the rate of speech problems reported 

in selective mutism. Of 47 cases coded, over half (51%) 

reported normal speech patterns. Much the same results were 

found by Kolvin and Fundudis (191), who reported that 50% of 

their selective mute children had "immaturities of speech 

and/or other speech difficulties" (p. 224) .. More explicitly, 

articulation defects were reported in 28% of the cases in 

this review as was similarly reported by Meijer (1979) in a 

study of 5 cases and Atoynatan (1986) in a study of 7 cases. 

Category: Hearing 

Twenty-three cases were coded with comments on hearing. 

Eighteen cases recorded normal hearing, 3 cases listed 

slight loss of hearing, 1 case listed significant loss of 

hearing, and 1 case documented psychogenic deafness. Based 

on this small sample, more selective mutes have normal 

hearing (78%) than abnormal hearing, as is also reported in 

Kolvin and Fundudis (1981). 

Category: Vision 

Of 7 cases coded, 1 case noted normal vision, 1 case 

noted legally blind, 1 case recorded congenital anomalies, 

and 4 cases noted glasses. 



Table 11 

Speech Problems of Selective Mutes 

77 

Speech Problem Count Percent 

Articulation defect 

Foreign accent 

Infantile 

Language delayed 

Normal 

Slight stammer 

Total 

13 

1 

3 

5 

24 

_1 

47 

27.7% 

2.1% 

6.4% 

10.6% 

51.1% 

2.1% 

100.0% 
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Category: Neurological 

Out of a total of 23 cases coded, 21 cases were coded 

as normal and 2 cases were coded with mild abnormalities. 

These statistics are similar to those found by Elson et al. 

(1965) in their treatment of 4 cases of little or no 

neurological impairment. 

Category: Family Information 

Father's age was designated in 15 cases and ranged from 

27 to 60 with a mean of 43.2, and SD of 11.7. Mother's age 

was designated in 18 cases and ranged from 23 to 52 years 

with a mean of 36.5 and SD of 9.2. 

Ca tegory: Problem Areas 

Table 12 presents areas of possible problems. As noted 

in Kolvin and Fundudis (1981), this study found frequent 

mention of enuresis and encopresis. In addition, Maxmen and 

Ward's (1995) consideration of immigration, hospitalization, 

and traumas before age 3 as factors common to selective 

mutism was validated in this study. 

Category: Marital Status of Parents 

Table 13 presents categories of parental marital 

status. Seventy-four percent of the 117 cases reported two-

parent households as similarly reported by Lindblad-Goldberg 

(1986). 



Table 12 

Category: Problems 
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Client problems Responses 

Problems with eating 

Anorexia 

Bulemia, excessive vomiting 

Food idiosyncrasies 

Other 

Problems with sleeping 

Night terrors 

Sleep disturbances 

Other 

Problems with toilet 

Encopresis 

Enuresis 

Constipation 

Other 

Problems with crying 

Frequent 

Whining 

Problems with general health 

Eczema/ichthyosis/psoriasis 

Bronchitis 

12 

1 

2 

4 

5 

3 

2 

5 

5 

14 

3 

5 

2 

1 

6 

4 

10 

27 

30 

table continues) 
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Client problems Responses 

Tonsillectomy/adenoidectomy 2 

Ear infections 3 

Other 15 

Problems with diseases 

Diabetes 1 

Mild cerebral palsy 1 

Hydrocephalus 2 

Congenital heart defect 1 

Latent epileptic predisposition 1 

Other 5 

Problems with convulsions/spells 

Headbanging 1 

High, fever and convulsions 2 

Other 1 

Problems with serious injuries 

Problems with traumas 

Birth of sibling 11 

Move/immigration 9 

Separation from family 10 

Death of parent 3 

Divorce/parental separation 4 

Hospitalization/emergency 9 

11 

3 

67 

(table continues) 
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Client problems Responses 

Facial abuse 2 

Serious accident 3 

Other 16 

Total 167 

Note. For each of the N = 197 cases studied, any or all of 

these problems could be coded as present (i.e., a response). 

There were n = 167 responses in total. 
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Category: Living Arrangements 

Table 14 presents living arrangements. In correlation 

with marital status, 73% of selective mutes lived with their 

intact families. 

Category: Behavioral Problems in Parents/Parents' Families 

Table 15 presents a summary count of behavioral 

problems mentioned in the articles reviewed. These 

difficulties covered speech issues such as 

stammering/stuttering, speech refusal for weeks when-angry, 

speech refusal in the presence of strangers, severing 

relationships via silence, speech reluctance, temporary 

psychogenic muteness, and articulation defects. Other areas 

covered were depression (two-thirds of which were 

hospitalized), agoraphobia, illusions, hallucinations, 

nightmares, paranoia, anxiety and fears, suicide threats, 

and one mother who expressed wishes to kill her children. 

Category: Type of Therapy 

Table 16 presents types of therapies reported. 

Although behaviorism is the most commonly reported therapy, 

Figure El shows that it is not necessarily the most 

effective. In treatises where the writers advocated 

behaviorism as the most effective methodology, reasoning may 

be prejudiced by the plethora of articles published about 

behavioral techniques as compared to reports of other 

interventions. 
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Marital Status of Parents of Selective Mutes 
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Marital status of parents Responses Col % 

Biological parents living together 87 74.4% 

Biological parents living apart 10 8.5% 

Biological parents divorced 9 7.7% 

Mother remarried 3 2.6% 

Father remarried 1 .9% 

Mother deceased 2 1.7% 

Father deceased 4 3.4% 

Marital status parents - other 1 .9% 

Total 117 100.0% 

Note. For each of the N = 197 cases studied, any or all of 

these statuses could be coded as present (i.e., a response). 

There were n = 117 responses in total. Biological parents 

living apart includes single mothers. 
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Relatives Selective Mute Lives With 
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Relatives lived with Responses Col % 

Lives with 
parents 

Lives with 

Lives with 

Lives with 

Lives with 

Lives with 

Lives with 

Lives with 

Total 

both biological 

adopted parents 

mother/stepfather 

mother only 

father/stepmother 

father only 

relatives 

other 

87 

1 

3 

14 

1 

10 

3 

119 

73.1% 

.8% 

2.5% 

11.8% 

.8% 

8.4% 

2.5% 

100.0% 

Note. N = 197, n = 119 for this table. Dashes indicate 

data not obtained or not reported. 
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Table 15 

Behavioral Problems in Parents/Parents' Families 

Description Responses Col % 

Behavioral problems - mother 17 37. 0% 

Behavioral problems - father 16 34. 8% 

Behavioral problems - mother's family 8 17. 4% 

Behavioral problems - father's family _5 10. 9% 

Total 46 100. 0% 

Note. For each of the N = 197 cases studied, any or all of 

these problems could be coded as present (i.e., a response). 

There were n = 4 6 responses in total. 
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Therapies Used in Treatment of Selective Mutes 
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Type of therapy Responses Col % 

Individual therapy for mother 9 3. 5% 

Individual therapy for father 1 • 4% 

Individual psychotherapy - client 13 5. 0% 

Therapy - psychoanalytic 23 8. 9% 

Therapy - family systems 25 9. 7% 

Therapy - play therapy 18 7. 0% 

Therapy - behaviorism 85 32. 9% 

Therapy - parent consultation 17 6. 6% 

Therapy - conjoint 9 3. 5% 

Therapy - group therapy 6 2. 3% 

Therapy - mother/child 2 • 8% 

Therapy - father/child — — 

Therapy - speech 13 5. 0% 

Therapy - serendipity 7 2. 7% 

Therapy - milieu 5 1. 9% 

Therapy - other 25 9. 7% 

Total 258 100. 0% 

Note. For each of the N = 197 cases studied, any or all of 

(table continues) 
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the therapies could be coded as present (i.e., a response). 

There were n = 258 responses in total. Dashes indicate data 

not obtained or not reported. There were 160 cases for which 

at least one therapy type was coded. 
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Serendipity includes spontaneous remissions and 

accidental treatments such as claustral experiences 

(speaking inside big cardboard boxes or dark closets; Mack & 

Maslin, 1981). The Other category on Table 15 includes 

methodologies such as zone therapy, art therapy, creative 

therapy, paraverbal therapy, recreational therapy, non-

verbal therapy, and long walks. 

Category: Mute To 

Figure 10 shows those individuals to whom the selective 

mute reportedly remained silent. Immediate family members 

were included with relatives. 

Category: Mute At 

Figure 11 displays environments in which the client was 

silent. As has been reported, the selective mute typically 

appeared to be mute in the school environment. There were, 

however, some cases in which the client was silent at home. 

Category: Speaks At 

Figure 12 lists the locations in which the client 

spoke. Related to Mute At, the client spoke primarily at 

home. 

Category: Speaks To 

Individuals the selective mute most often spoke to are 

found in Figure 13. In line with previously published 

research, selective mutes spoke principally to family 

members. 
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Strangers Peers Adults Teach. Relative Clinic. Other 

Figure 10. Bar c h a r t of r e sponses f o r "Mute To:" b e h a v i o r i n 

s e l e c t i v e mutes . For each of N = 197 c a s e s s t u d i e d , any or 

a l l "Mute To" b e h a v i o r s could be coded as p r e s e n t ( i . e . , a 

r e s p o n s e ) . There were n = 69 c a s e s f o r which a t l e a s t one 

"Mute To" b e h a v i o r was p r e s e n t . To ta l r e s p o n s e s = 171. 
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Heme School Clinic Social Other 

Figure 11. Bar chart of responses for "Mute At:" behavior in 

selective mutes. For each of N - 197 cases studied, any or 

all "Mute At" behaviors could be coded as present (i.e., a 

response). There were n = 154 cases for which at least one 

"Mute At" behavior was present. Total responses = 2 99. 
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Figure 12. Bar chart of responses for "Speaks At:" behavior 

in selective mutes. For each of N = 197 cases studied, any 

or all "Speaks At:" behaviors could be coded as present 

(i.e., a response). There were n = 103 cases for which at 

least one "Speaks At:" behavior was present. Total responses 

= 118. 
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Category: Responses 

Table 17 presents the way in which selective mutes 

communicated at the times when they did not talk. It appears 

that very few silent children do not communicate in some 

way. Most compensate for their silence by nonverbal methods 

such as nodding, mouthing/whispering words, or gestures. 

Responses in the Other category included using toy 

telephones, tapping, talking into a recorder, drawing, and 

pantomime. 

Category: Client Characteristics 

Table F1 presents client characteristics mentioned in 

the articles. From 158 cases, the most cited characteristics 

were shy (36%), fearful (29%), withdrawn (27%), anxiety, 

general (25%), angry/hostile (22%), and lack of affect 

(20%). These major characteristics are similar to Hayden's 

four typologies of speech phobic (fear), reactive 

(withdrawn), passive-aggressive (hostility), and symbiotic 

(manipulative/controlling). 

Category: Family Characteristics 

Table 18 presents family characteristics. As has been 

stated by Afnan and Carr (1989), Browne, Wilson, and 

Laybourne (1963), Hayden (1980), Hesselman (1983), Kolvin 

and Fundudis (1981), Lesser-Katz (1986), and Wright (1968), 

an overinvolved parent (26%) appeared to be indicative of 

selective mute families. Additionally, this study portrayed 
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Family Members 

Relatives 

Siblings 

Mother 

Esther 

Select Siblings 

School Peers 

Neighborhood Peers 

Clinician 

Teacher 

Other 

<- avg # = 1.64 

<- avg # = 2.09 

30 40 50 

Responses 

Figure 13. Bar c h a r t of r e sponses f o r "Speaks To:" b e h a v i o r 

i n s e l e c t i v e mutes . For each of N = 197 c a s e s s t u d i e d , any 

or a l l "Speaks To:" b e h a v i o r s could be coded as p r e s e n t 

( i . e . , a r e s p o n s e ) . There were n - 125 c a s e s f o r which a t 

l e a s t one "Speaks To:" behav io r was p r e s e n t . T o t a l r e s p o n s e s 

= 221. For n = 11 c a s e s , number of school p e e r s spoken t o 

was o b t a i n e d , w i th M = 1 .64 . For n = 11 c a s e s , number of 

ne ighborhood p e e r s spoken t o was o b t a i n e d , w i th M = 2 . 0 9 . 
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Table 17 

Types of Response Behaviors in Selective Mutes 

Response type Present Response % Case % 

Nonverbal gestures 16 12 .5% 21. 6% 

Sign language 6 4 .7% 8. 1% 

Nodding 22 17 .2% 29. 7% 

Note writing 13 10 .2% 17. 6% 

Facial expressions 13 10 .2% 17. 6% 

Short answers 8 6 .3% 10. 8% 

Sounds 5 3 .9% 6. 8% 

Pointing 7 5 .5% 9. 5% 

When spoken to 2 1 .6% 2. 7% 

Does not respond 4 3 .1% 5. 4% 

Mouthing/whispering 19 14 .8% 25. 7% 

Other 13 10 .2% 17. 6% 

Total 128 100 .0% 173. 0% 

Note. For each of the N = 197 cases studied, any or all of 

these responses could be coded as present. There were n = 

128 responses in total. There were n = 74 cases of N = 197 

cases that had at least one of the response types. 
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the parents as depressed (25%), angry/hostile (18%), in 

denial (17%), anxious (15%), and absent (15%). 

Category: Family Dynamics 

Seventy cases were tabulated with 107 counts of family 

dynamic descriptives. Table 19 presents these responses. 

Over half the cases (53%) described symbiotic/enmeshed 

relationships and almost one fourth (23%) of the cases 

acknowledged marital discord between the parents. Only 14% 

of the cases characterized the family as stable. These 

figures are consistent with Browne, Wilson, and Laybourne's 

(1963) conclusion that there exists a hostile and 

disappointing relationship between mother and father and are 

consistent with Wilkins' (1985) statement that the majority 

of selective mutes come from intact families in which 

marital discord is a primary feature. Based on this 

material, it appears that, although a majority of selective 

mute families are two-parent structures, the families are 

not healthy ones. 

Category: Discipline Types 

Table 20 displays the types of discipline noted by the 

writers in 16 cases. Conclusions drawn from this information 

are questionable, however, as there seems to be a bias 

toward reporting negativity without corresponding positive 

actions. 



Table 18 

Characteristics of Selective Mutes' Parents 
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Parent characteristics 

Pet of Pet of 

Count responses cases 

Parent: Absent 14 6.1 14.9 

Parent: Ambivalent 4 1.7 4.3 

Parent: Angry/hostile 17 7.4 h-»
 

00
 

• h-»
 

Parent: Anxious 14 6.1 14.9 

Parent: Congenial 1 .4 1.1 

Parent: Cooperation 3 . 1.3 3.2 

Parent: Controlling 3 1.3 3.2 

Parent: Denial 16 6.9 17.0 

Parent: Dependent 8 3.5 8.5 

Parent: Depressed 23 10.0 24.5 

Parent: Distant 9 3.9 9.6 

Parent: Drunk 12 5.2 12.8 

Parent: Fearful 5 2.2 5.3 

Parent: Helpless 2 .9 2.1 

Parent: Inadequate 6 2.6 6.4 

Parent: Ineffective 4 1.7 4.3 

Parent: Isolated 5 2.2 5.3 

Parent: Lack self-confidence 1 .4 1.1 

(table continues) 
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Pet of Pet of 

Parent characteristics Count responses cases 

Parent: Outgoing 2 .9 2 .1 

Parent: Overprotective 24 10 .4 25 .5 

Parent: Passive 11 4 .8 11 .7 

Parent: Phobic 1 .4 1 .1 

Parent: Poor communication 4 1 .7 4 .3 

Parent: Poor parenting 2 .9 2 .1 

Parent: Reluctance to speak 11 4 .8 11 .7 

Parent: Resigned 1 .4 1 .1 

Parent: Shy 13 5 . 6 13 .8 

Parent: Talkative 5 2 .2 5 .3 

Parent: Timid 2 .9 2 .1 

Parent: Withdrawn 7 3 .0 7 .4 

Parent: Other family char. 1 .4 1 .1 

Total 231 100 .0 245 .7 

Note. For each of the N = 197 cases studied, any or all of 

the family characteristics for three people, "mother", 

"father", and "siblings", could be marked present on the 

coding forms. These data were entered into SPSS. The 

"mother" and "father" variables for each characteristic for 

(table continues) 
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each case were accumulated into the "Parent" variables in 

this table such that a characteristic's "Parent:" variable 

was set to present (i.e., a "response") if the 

characteristic was found in either the father or mother. 

Sibling data was ignored for this accumulation because it 

was judged to be sparse. There were n = 94 selective mute 

cases in which one or more "Parent:" characteristics were 

present. There were 231 total responses for these aggregated 

characteristics. 



99 

Table 19 

Types of Dynamics in Selective Mute Families 

Pet of Pet of 

Family Dynamic Count Responses Cases 

Abusive/hostile 6 5.6 8.6 

Authoritarian 1 .9 1.4 

Conflictual 6 5.6 8.6 

Diffuse boundaries 1 .9 1.4 

Disengaged 7 6.5 10.0 

Marital discord 16 15.0 22.9 

Overcontrolling 1 .9 1.4 

Rejective 4 3.7 5.7 

Stable 10 9.3 14.3 

Symbiotic/enmeshed 37 34.6 52.9 

Triangulation 1 .9 1.4 

Uncommunicative 7 6.5 10.0 

Other 10 9.3 14.3 

Total 107 100.0 152.9 

Note. For each of the N = 197 cases studied, any or all of 

these dynamics could be coded as present (i.e., a response) 

There were 107 responses in total. There were n = 70 cases 

with at least one dynamic coded. 
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Category: Precipitating Factors 

Precipitating factors are presented in Table 21. 

Factors were gained from the assumptions of the individual 

article authors. Primary factors appeared to be Family 

dynamics (31%), verifying the findings of Browne et al. 

(1963) and Pustrom and Spears (1964) that the silence 

appears to be rooted in, and is a compromise of, family 

pathology, and Learned Behaviors (21%), supporting the 

findings of Reed (1963) that the silence is a learned 

behavior. 

Category: Gains 

Gains acquired by the mutism are shown in Table 22. 

Major gains appeared to be Attention (19%), Anxiety 

reduction (13%), Control/power (15%), and Protection (14%). 

These four gains somewhat paralleled Hayden's four 

typologies. Salfield (1950) believed silence was used as a 

protective mechanism. 

Categories: Therapist and Treatment Locale 

Table 23 relates the individuals who carried out the 

interventions and Figure 14 displays treatment locales. 

Discussion of Research Questions 

Research question 1 

Does selective mutism have a consistent aetiology over 

time? 

From this study, no single theory of aetiology of 

selective mutism is outstanding. Table G1 reveals that 
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Table 20 

Discipline Types for Selective Mutes 

Punishment Response Col % 

Harsh 1 6.3% 

Inconsistent 2 12.5% 

Physical 3 18.8% 

Poor 1 6.3% 

Separation 2 12.5% 

Slapping 2 12.5% 

Spanking 2 12.5% 

Starvation 1 6.3% 

By teacher 1 6.3% 

Verbal Abuse _1 6.3% 

Total 16 100.0% 



Table 21 

Precipitating Factors in Selective Mute Behavior 
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Precipitating factor Count 

Response Case 

Displacement 2 1. ,2% 2. 5% 

Object of negativity 10 6. .1% 12. 7% 

Fear of negative feelings • - 8 4. .9% 10. 1% 

Loss 14 8. .5% 17. 7% 

Learned behavior 34 20. .7% 43. 0% 

Speech defects 5 3. .0% 6. 3% 

Changes 9 5. .5% 11. 4% 

Family dynamics 51 31. .1% 64. 6% 

Trauma 6 3, .7% 7. 6% 

Nature 11 6. .7% 13. 9% 

Intelligence 3 1, .8% 3. 8% 

Misc precip. factors 11 6. .7% 13. 9% 

Total responses 164 100, .0% 207. 6% 

Note. For each of the N = 197 cases studied, any or all of 

four precipitating factor items were written on the coding 

form. There were n = 164 responses in total. There were 79 

cases that had at least one factor coded. 
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Table 22 

Gains in Selective Mutes 

Gain Description Responses Col % 

Attention 14 19.4% 

Anxiety reduction 9 12.5% 

Control/power 11 15.3% 

As a weapon 3 4.2% 

Fear reduction 2 2.8% 

Stress reduction 4 5.6% 

Family relationship 7 9.7% 

Avoid responsibility 3 4.2% 

Privileges 2 2.8% 

Protection 10 13.9% 

Control anger 3 4.2% 

Misc gains _4 5.6% 

Total 72 100.0% 

Note. For each of the N = 197 cases studied, any or all of 

four gains were written on the coding form. There were n = 

72 responses in total. There were 43 cases that had at least 

one gain coded. 
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precipitating/predisposing factors related to family 

dynamics (65% of cases) and learned behavior (43% of cases) 

are significant to selective mutism. This lends credence to 

authors such as Browne et al. (1963) and Pustrom and Spears 

(1964) who emphasized family dynamics as causative agents, 

and to authors such as Reed (1963), who emphasized learned 

behaviors as causative agents. 

Figure HI shows that the types of therapies discussed 

in selective mutism articles are broadly distributed across 

the last 4 decades, encompassing periods in which different 

therapies were in vogue. Since the articles referenced in 

this study may reflect the original authors' theoretical 

backgrounds and favored treatment modalities, it is possible 

that the precipitating/predisposing factors quoted therein 

reflect some researcher bias. For example, on 

page 2 of Figure Gl, a cross-tabulation between type of 

therapy and precipitating/predisposing factor, the cell at 

the intersection of Learned Behavior factor and Behaviorism 

therapy has a value of 20. Therefore, 20 of 29 cases (67%) 

citing behaviorism indicate learned behavior as a factor. 

Yet, in the same Figure Gl Behaviorism column, the 

behaviorists also cite almost all of the other 

precipitating/predisposing factors as causatives, so the 

bias is hypothetical at this point. 

Besides family dynamics and learned behavior, there is 

a group of at least five other precipitating/predisposing 
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Table 23 

Type of Therapist for Selective Mutes 

Type of Therapist Responses Response % Case % 

Therapist: psychiatrist 42 20.9% 31.3% 

Therapist: psychologist 23 11.4% 17.2% 

Therapist: teacher 42 20.9% 31.3% 

Therapist: peers 11 5.5% 8.2% 

Therapist: clinician 31 15.4% 23.1% 

Therapist: speech 15 7.5% 11.2% 

Therapist: staff 9 4.5% 6.7% 

Therapist: family member 10 5.0% 7.5% 

Therapist: social worker 5 2.5% 3.7% 

Therapist: other 13 6.5% 9.7% 

Total 201 100.0% 150.0% 

Note. For each of the M = 197 cases studied., any or all of 

therapists could be coded as present. There were n = 201 

responses in total. There were 134 cases that had at least 

one therapist. 
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Figure 14. Bar chart of places of therapy for selective 

mutes. For each of N = 197 cases studied, any or all of the 

places could be coded as present (i.e., a response). There 

were n = 125 cases for which at least one place was coded 

present. Total responses = 160. 
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factors, each of which occurs in 10% or more of the cases. 

The conclusion reached by Meijer (1979) that "elective 

mutism is pathogenetically a heterogenous symptom" seems to 

be supported by this study. On the other hand, researchers 

may be completely overlooking the seminal constituents of 

this disorder. 

Research question 2 

Are there identifiable personality characteristics 

typical of selective mute children? 

Personality characteristics specified in the cases are 

presented at both detail and summary levels in Tables F1 and 

II, respectively. All characteristics listed in the tables 

were directly related to selective mutism and can therefore 

be said to be identifiable with selective mutism. A few 

traits are more commonly allied with selective mutism. Those 

traits include angry/hostile, anxiety, dependent, 

fearful/frightened, isolated, lack of affect, negativity, 

non-participatory, shy, and withdrawn. These primary 

characteristics are consistent with those mentioned by 

Hayden (1980), Heinze, (cited in Hesselman, 1983), Kolvin 

and Fundudis (1981), Lesser-Katz (1986) and Meyers (1984). 

Research question 3 

How is selective mutism manifested? 

Tables 11, 12, 17, II and F1 and Figures 9, 10, 11, 12, 

and 13 provide a representation of how selective mutism is 

evinced. Selective mute children seem to come from intact, 
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unhealthy families in which the parents are broken, 

ineffectual people (Table 19). These children appear to have 

normal milestone development (except for delays in language 

development) and average to above average intelligence 

(Figure 9). They likely have some speech difficulties such 

as immaturities of speech or articulation defects (Table 11) 

but have normal hearing and normal neurologicals. These 

silent children: (a) may display problems with toileting, 

such as enuresis and encopresis; (b) may have problems with 

general health; (c) may have experienced some sort of 

trauma, such as the birth of a sibling, a move or an 

immigration, a separation from a family member(s), a 

hospitalization, or a combination of these traumas (Table 

12). This finding concurs with Maxmen and Ward (1995), who 

suggested that immigration, hospitalization, and trauma 

before age 3 are noteworthy contributors to selective 

mutism. 

The silence of selective mute children is noted most 

frequently in school settings (Figure 11) and least often in 

the home (Figure 12). The mute child usually speaks to 

immediate family members (Figure 13) and most rarely speaks 

to peers and teachers (Figure 10). When silent children 

respond, as most do, they most often respond with nonverbal 

gestures, nodding, or mouthing/whispering words (Table 17). 

Nonverbal children have notable characteristics of 

disengagement, fearfulness, dependency, and. hostility (Table 
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II) . They typically live in intact families with parents who 

are depressed, overprotective, angry/hostile, in denial, 

anxious, and often absent (Table 18). 

The hypothesis that selective mutism is a 

characteristic of social phobia (Black & Uhde, 1992; 

Crumley, 1993; Golwin & Weinstock, 1990; Leszcyk, 1993) was 

not substantiated in this study. Tables II and F1 present 

characteristics of the selective mute child by merged 

categories and by original categories, respectively. 

Although 50% of selective mutes were described as fearful on 

the merged characteristics table, only 4% professed general 

phobias, 4% professed school phobia, and 4% were depicted as 

afraid of new/strange things. Twenty-nine percent were 

construed as generally fearful or frightened, which included 

such fears as afraid of abusive father, afraid of rejection 

by mother, afraid of the dark, and afraid of going to the 

bathroom by self. These silent children were also depicted 

as cries frequently (7%), has temper tantrums (11%), 

displays catatonia (6%),and displays rigid/tense posture 

(11%), none of which have significant force to justify 

social phobia. 

Table 17 illustrates that although selective mute 

children may not talk in certain situations, very few do not 

respond in some manner. Figure 13 shows that, of 125 cases 

reporting groups spoken to, 30% spoke to peers. In 22 cases 

out of 38, the child spoke to peers when they did not speak 
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to adults. Figure 11 shows that in 25 cases out of 154 cases 

coded, the silent child did not speak at home. 

The aggregation of these findings suggests selective 

mutism is not a symptom of social phobia. 

The hypothesis set forth by Lesser-Katz (1986) that 

selective mutism is better described as stranger reaction 

was not substantiated in this study. Lesser-Katz stated that 

children manifesting stranger reaction "react to unfamiliar 

situations or people by withdrawing...[they are] 

uncommunicative even on the nonverbal level" (p. 4 68). As 

illustrated in Table 17, all selective mute children fail to 

talk in certain situations, but almost all of them do 

respond in some manner. Table F1 shows that 27% of cases 

coded were characterized as withdrawn. 

Research question 4 

Is there more than one typology of selective mutism? 

The research of Hayden (1980) and Dreikurs (1972) 

postulated that there may be more than one typology of 

selective mutism. Dreikurs outlined four types of 

misbehaviors children exhibit in attempting to find their 

place in the world: (a) control, (b) inadequacy, (c) 

revenge, and (d) attention. Hayden also suggested four 

subtypes of mutism delineated by motivations and behaviors: 

(a) symbiotic, (b) reactive, (c) passive-aggressive, and (d) 

speech phobic. A comparison of the analyses of Hayden with 

Dreikurs reveals that Hayden's symbiotic, reactive, and 
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passive-aggressive subtypes correspond to Dreikurs1 control, 

inadequacy, and revenge subtypes, respectively. The speech 

phobic and attention subtypes in the two studies are not as 

clearly related. 

For this study, Table 22 presents gains (motivations) 

selective mutes seek via their mutism. The most prominent 

gain listed is Attention (19%), which directly relates to 

the same Dreikurs category. The Control/power (15%) category 

corresponds to Dreikurs' control subtype and Hayden's 

symbiotic grouping. Other frequently reported gains are 

Protection (14%), and Anxiety reduction (13%). 

Client characteristics have been summarized into 12 

general categories in Table II, as explained in the table's 

footnote. The outstanding characteristics rioted are 

disengaged (73%), fearful (50%), dependent (47%), and 

oppositional (41%). These characteristics also loosely 

correspond to Hayden's (1980) and Dreikurs" (1972) 

divisions, offering some confirmation that there may indeed 

be more than one typology of selective mutism. 

A statistical cluster analysis was performed on the 12 

merged client characteristics, and the output is shown in 

Figures 15, 16, 17, and 18. Figure 15 is a Dice similarity 

matrix showing the correlation coefficient between each pair 

of the 12 variables, with higher coefficients representing 

joint presence over a larger number of cases. Figure 16 is 

the agglomeration schedule and Figure 17 shows the cluster 
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P R O X I M I T I E S * * * * * * * * * 

Data Information 

197 unweighted cases accepted. 

0 cases rejected because of missing value. 

Dice measure used. 

Dice Similarity Coefficient Matrix 

Variable X2__DISEN X2_H0STL X2_ _OBCOM X2__IMAGE X2_M0T0R 

X2_H0STL .3975 

X2JBC0M .0813 .1538 

X2_IMAGE .3636 .2892 .0889 

X2_M0T0R .4189 .2857 .1026 ' .2000 
X2__DEPEN .5684 . 4370 .1481 .3571 .3208 

X2JDPP0S .5635 .5455 .1389 .34 95 .2887 
X2_TRUST .3947 .2963 .1860 .2703 .2059 

X2J4ANIP . 3243 . 4675 .1538 .2286 .2188 
X2_FEAR .6256 .4516 .1395 .3761 .3063 
X2_P0SIT . 3602 .3111 .0769 .3855 .1299 
X2_M00DY . 4848 .3617 .1071 .2989 .2222 

Variable X2JDEPEN X2JDPP0S X2_ JRUST X2_MANIP X2_FEAR 

X2_0PP0S . 5468 

X2_TRUST .4182 . 4356 

X2_MANIP .3774 .4124 .3824 
X2_FEAR .5621 .5694 .3652 .3423 
X2__P0SIT .3529 .3091 .2716 .2338 . 4032 
X2_M00DY .3740 . 5439 .3059 . 3457 . 4375 

Variable X2 POSIT 

X2 MOODY .3191 

Figure 15. Distances similarity matrix for merged selective 

mute characteristics. A "2 x 2" contingency table was 

constructed for each variable pair (i.e., pair of response 

types) across all cases. The Dice (Czekanowski/Sorensen) 

matching coefficients measure was computed as: 

(figure continues) 
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Similarity (X, Y) = (2a) / (2a + £> + c) 

where a = present/present, b = present/absent, c = 

absent/present, and d = absent/absent. The Dice measure thus 

excludes joint absences and gives double weights to matches. 
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H I E R A R C H I C A L C L U S T E R A N A L Y S I S 

Agglomerat ion Schedule using Average Linkage (Between Groups) 

Clusters Combined Stage Cluster 1st Appears Next 

Stage Cluster 1 Cluster 2 Coefficient Cluster 1 Cluster 2 Stage 

1 1 10 .374359 0 0 2 

2 1 7 .433510 1 0 3 

3 1 6 .440908 2 0 5 

4 9 .532468 0 0 6 

5 1 12 .539952 3 0 6 

6 1 2 .600466 5 4 8 

7 4 11 .614458 0 0 9 

8 1 8 .628813 6 0 9 

9 1 4 .681603 8 7 10 

10 1 5 .740292 9 0 11 

11 1 3 .874806 10 0 0 

Figure 16. Agglomeration schedule from hierarchical cluster 

analysis on merged characteristics of selective mutes. Each 

stage shows two response types being joined together as a 

cluster, or, alternately, a response type being joined into 

an already existing cluster. The convention, for naming 

clusters is to use the coding number for the first variable 

entering the cluster. 
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H I E R A R C H I C A L C L U S T E R A N A L Y S I S 

Cluster Membership of Cases using Average Linkage {Between Groups) 

Number of Clusters 

Label Case 11 10 9 8 7 6 5 4 3 

X2_DISEN 1 1 1 1 1 1 1 1 1 1 

X2_H0STL 2 2 2 2 2 2 1 1 1 1 

X2__0BC0M 3 3 3 3 3 3 2 2 2 2 

X2JEMAGE 4 4 4 4 4 4 3 3 3 1 

X2_M0T0R 5 5 5 5 5 5 4 4 4 3 

X2_DEPEN 6 6 6 1 1 1 1 1 1 1 

X2_0PP0S 7 7 1 1 1 1 1 1 1 1 

X2JTRUST 8 8 7 6 6 6 5 5 1 1 

X2_MANIP 9 9 8 7 2 2 1 1 1 1 

X2__FEAR 10 1 1 1 1 1 1 1 1 1 

X2___P0SIT 11 10 9 8 7 7 6 3 3 1 

X2 MOODY 12 11 10 9 8 1 1 1 1 1 

Figure 17. Cluster membership from hierarchical cluster 

analysis on merged characteristics of selective mutes. 

Membership for a range of clusters is shown. 
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• • • • • H I E R A R C H I C A L C L U S T E R A N A L Y S I S * 

Dendrogram using Average Linkage (Between Groups) 

Rescaied Distance Cluster Combine 

0 5 10 15 20 C A S E 

Label Num 

X2_ _DISEN 1 

X2_ _FEAR 10 

X2_ ̂OPPOS 7 

X2_ _DEPEN 6 

X2_ 

>-• 
a
 

o
 

o
 

S.
 12 

X2_ __HOSTL 2 

X2_ _MANIP 9 

X2_ JRUST 8 

X2_ J M A G E 4 

X2_ _POSIT 11 

X2_ __MOTOR 5 

X2 OB COM 3 

T 

25 
— + 

Figure 18. Dendrogram from hierarchical cluster analysis on 

merged characteristics of selective mutes. The analysis used 

"average linkage between-groups" as the cluster method. 

"Binary Lance-and-Williams nonmetric" was used as the 

dissimilarity measure. On the standard "2 x 2" contingency 

table for each pair of variables, the Lance-and-Williams 

statistic is calculated as: 

Distance (X, Y) = (b + c) / (2a + b + c) 

The dendrogram rescales the distances to numbers between 0 

and 25 to preserve the ratio of distances between steps. 
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membership for all possible clusters of the 12 variables. 

The dendrogram in Figure 18 provides a concise graphic 

representation of the clustering. The disengaged and fearful 

characteristics certainly cluster closely, and the 

oppositional and dependent characteristics join them at a 

lower level of significance. The hostility and manipulative 

client characteristics show a discernible, though weaker, 

tendency to cluster in the cases studied. 

This study provides additional verification that there 

are subtypes of selective mutes, although the specific 

composition of the subtypes and distribution throughout the 

selective mute population is still in question. 

Research question 5 

What is the role of the family in selective mutism? 

As can be seen from Tables 16, 18, 19, 21, and Fl, the 

role of the family in selective mutism from precipitating 

factors to treatment is an important one. In 64% of cases 

specifying precipitating/predisposing factors, family 

dynamics is significant (see Table 21), as was also found by 

Gavilo (1981/1983). 

Table 19 presents types of family dynamics. Whether as 

causative agents or as reinforcing influences, family 

dynamics appear to impact the selective mute child, as 

theorized by Barlow, et al. (1986), Chapin and Corcoran 

(1947), Dreikurs (1958), Hesselman (1983), Labbe and 

Williamson (1984), and Sywulak (1977). Of the 70 cases 
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relating family dynamics, 60 were described somewhat 

negatively and 10 were characterized as stable with no 

severe or overt pathology. A symbiotic/enmeshed relationship 

was indicated in 37 of the 70 cases, supporting the theories 

of Afnan and Carr (1989), Atoynatan (1986), Hayden (1981), 

Hesselman (1983), Lesser-Katz (1986), and Wright (1968) that 

a dysfunctional parent-child relationship is common in the 

selective mute family. 

The question may be advanced as to whether the family 

dysfunction precedes the mutism or is caused by it, although 

information generated in the family-related, behavioral 

difficulties category and in the qualitative descriptives 

indicates the preexistence of parental anomalies. Fathers 

disclosed histories of refusing to speak to strangers when 

young, of psychogenic mutism, of stammering, of poor work 

records, of chronic mental illness, of suicide attempts, and 

of cold, negativistic, marginal family backgrounds. They 

professed a traditional view and assumed the role of 

chauvinist, autocrat, protector and head of household. One 

writer labeled these fathers as damaged individuals and that 

label appears to fit these fathers well. Mothers evinced 

backgrounds of instability, family warfare, corporal 

punishment, symbiosis with their parents, suicide attempts, 

agoraphobia, schizoid personalities, overt psychiatric 

disorders, and depression. They were described as wanting to 

be liked, afraid of criticism, sad-looking, and introverted. 
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In summation, these women were distinguished as having few 

internal resources. 

Dreikurs and Soltz stated that a child learns from his 

or her family atmosphere and draws on that knowledge for 

guidelines for his or her behavior. Adler (1992) also 

believed children are impacted by their intrafamilial 

relationships, and Sywulak (1977) stated that development of 

the child is significantly impacted by the parents. These 

ideas are exemplified by the correlation between parent and 

child characteristics as is found in Tables 18 and F1. Both 

client and family characteristics have homogeneous 

classifications and have elevated percentages for the 

categories of angry/hostile, anxiety/anxious, and shy. 

Figure El data illustrates the important role of the 

family in treatment therapies in which the parents are 

involved. Their success rates insinuate that families play a 

crucial role in the disorder of selective mutism. 

The results of this study illustrate the important role 

of the family from that of precipitating factor, to 

influential encourager, to model for behavior, to tool for 

intervention. More definitive research is recommended to 

further clarify this issue. 

Research question 6 

What are the therapeutic approaches successfully used 

with selective mutism? 
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As can be seen in Tables 3 and 16 and Figure El, an 

assortment of therapies from traditional methods to 

unconventional ones has been attempted. For the most part, 

therapies presented in Table 3 as previously unsuccessful 

treatments are the same interventions reported in Table 16 

as current treatments. This parallelism implies that these 

therapies encapsulate both failures and successes and that 

no single theory stands out as unique in this respect. 

Authors such as Wright, Miller, Cook and Littman (1985) and 

Kratochwill (1981) have speculated that behaviorism is the 

treatment of choice in this population. Their idea is not 

supported in this research. Although, behaviorism appears to 

be addressed in the literature more frequently than other 

methods, Figure El points out that behaviorism has outcomes 

similar to that of other techniques reported and is neither 

conspicuously negative nor positive. 

According to data on Figure El, therapies with the best 

outcomes appear to be those in which one or both parents 

were involved either individually or with the selective mute 

child. In addition, milieu, group, and play therapies appear 

to have good success rates. Overall, the results of this 

study do not clearly delineate one specific treatment as 

more efficacious than the other methods. 

Rates of success may be influenced by other components 

such as age of onset (Figure 8), age at beginning of 

treatment (Figure 7), elapsed time between age of onset and 
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age at beginning of treatment (Figure Jl), or a combination 

of the three. Although trends can be seen in each of these 

elements, none is statistically significant: by itself. 

Implications for Practice 

1. Among the diverse therapies undertaken with 

selective mute children were a few questionable ones. In 

Shaw (1971), a child was treated in an inpatient setting. 

Clinicians threatened the client with injections of 

methamphetamine hydrochloride each day she remained silent. 

Shots were administered the morning following days on which 

she refused to speak. In van-der-Kooy and Webster (1975), 

the child was treated in a camp setting. Each time the child 

did not verbally respond to an inquiry, his head was held 

under the water in a pool. Halpern, Hammond, and Cohen 

(1971) wrote that the spirit in which the treatment is 

carried out by the clinician is equally crucial to the 

child's recovery. This is the age-old issue of ends 

justifying means. Responsible clinicians in search of 

effective strategies must keep in mind that one primary 

mandate is respect for clients, including children. The 

notoriety of resolving a difficult presenting problem should 

not be at the expense of the well-being of a client, nor 

should it be the cause of other problems in the client. 

2. The results of this study provided no new 

revelations about selective mutism. It did, however, support 

prior research in a number of areas. Therefore, clinicians 
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are encouraged to give due weight to these factors in 

considering treatment of this population. 

3. This study supported the research of Hayden (1980) 

and Dreikurs (1972), who postulated the theories of multiple 

typologies of selective mutism and multiple exhibitory 

behaviors. In light of this finding, practitioners need to 

consider client motivations and purposes before implementing 

interventions. 

4. There appears to be no prescribed model of curity. 

Therefore, practitioners are exhorted to explore and examine 

new ideas and leads in the unraveling of this perplexing 

disorder. 

5. Teachers and school workers were recruited as 

cotherapists in 66 of 125 cases and of these 66 cases, 75% 

reported marginal or good outcomes. Based on these 

statistics, the school environment may provide a 

supplementary medium in remediating this disorder. Teachers 

especially may make an impact on these silent children. 

Recommendations for Research 

In light of the results of this study, the following 

recommendations are proposed: 

1. Continued research with actual selective mute 

clients for every aspect of this disorder. A need still 

exists for additional actual case information and large 

group studies in which complete data is reported and 

tabulated. 
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2. One, 5 and 10 year follow up studies to discover 

whether long-term gains occur from interventions and, if 

treatments break down, the point at which these breakdowns 

occur. 

3. Follow up studies on unsuccessful cases and 

untreated cases to determine whether they indeed end up in 

institutions or whether they remediate without intervention. 

4. Greater in-depth research concerning the normal or 

healthy aspects of selective mute children and their 

parents. 

5. Comparison of IQ scores may be questionable due to 

the lack of standardization of psychometric measures. Some 

clinicians based IQ scores on performance tests, some based 

them on full scale scores. It seems dubious that clients who 

don't speak could receive a valid score on a verbal IQ test. 

Additionally, a heterogenous group of psychometric measures 

was utilized. Therefore, further research on IQ testing 

based on a standardized means of evaluation is proposed. 

6. Research using a combination of treatment approaches 

may demonstrate more consistent successes. One such 

combination which includes parents and play (both with good 

individual success percentages) is filial therapy. Filial 

therapy is a method of using parents as psychotherapeutic 

change agents for their children. Filial therapy provides a 

number of benefits, the primary ones being: (a) the 

enhancement of the parent-child relationship, (b) the 
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improvement of the quality of the parents' child-rearing 

skills, (c) the reduction of child symptoms, and (d) the 

increasing of the child's competence and confidence 

(Guerney, 1983). These benefits appear to correlate directly 

to aetiological and pathogenic factors of selective mutism, 

suggesting that the application of filial therapy to 

selective mute children could be effective in remediating 

their silence. 

7. Further analysis on combinations of elements 

affecting treatment outcome, such as type of therapy, age of 

onset, age of beginning of treatment, length of treatment, 

locale, and so forth. Although none is statistically 

significant by itself, some combination of the factors may 

prove an important link. 

8. Further research on conjoint therapy. Given the good 

outcomes of interventions with parents as participants 

(Figure El), and the research implicating marital discord as 

a correlative feature of selective mutism, it was perplexing 

to note conjoint therapy effected a less positive outcome 

than similar procedures. 

9. Greater in-depth research about the parents of 

selective mute children, such as familial background, 

marital relationships, maternal and parental ages. Slater 

(1962) has determined maternal mean ages of various groups 

(general population, Down syndrome children, twins, 
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homosexuals, among others) which have proven some 

significance. 

10. Greater in-depth research about language 

development of selective mute children to determine whether 

findings of delayed development in this study, and in the 

Kolvin and Fundudis (1981) study, have any validity for this 

population. 

11. Greater in-depth research concerning the role of 

the family in selective mutism. This study has demonstrated 

that there is a correlation between family dynamics, family 

dysfunction, parental deviance, and parental participation 

in treatment, and that of the disorder of selective mutism. 

However, the meaning of this correlation is open to further 

research and interpretation. 

12. Further research into the study of possible 

subtypes of selective mutism, their aetiologies, their 

epidemiologies, and their manifestations. 

13. Research into the study of play behaviors of 

selective mute children as compared to speaking children. 

14. The magnitude of errors detected in the published 

articles, books, and dissertations reviewed for this 

dissertation was startling. Most noticeable were mistakes in 

references such as misspelled or incorrect names (e.g., 

Kanner for Tramer; Dawson for Esveldt-Dawson; Kass, W., 

Gillman, A. E., Mattis, S., Klugman, E., & Jacobson, B. J. 

for Wood, V. G., Kass, W., etc.), erroneous journal titles, 
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imprecise article titles, incorrect publication dates, and 

inaccurate volume numbers and page numbers, As a result, a 

number of articles were never located because neither the 

primary researcher nor the librarians could encipher the 

citations accurately. It is the obligation of those 

colleagues who attempt to carry out research to perform it 

intelligently and accurately, and this should entail 

referencing source data and proofing original works. 

15. Despite the imperative of qualitative research to 

include all related studies, this researcher found the 

exercise limited by lack of information. It is difficult to 

recreate or interpret a study when the author provides 

little background data. Behavioristic writers seem 

especially negligent in reporting information other than the 

actual experimental procedures. This lack of specificity may 

be due to the ideology of behaviorism, however, the result 

is frustration and disappointment. 

16. In gathering information from the articles, this 

researcher has discovered that clinicians tend to report 

more negative data than positive data. This tendency may be 

due to training and a mission to help people who have 

difficulties. Seldom does a client come to therapy to verify 

his or her well-being. However, an individual's healthy 

qualities and his or her functional abilities are important 

aspects of the individual and, without them, any perspective 



127 

of the individual is incomplete and distorted as is the 

related research data. 

Summary 

The problem of this study was to provide a content 

analysis of case studies of selective mute children 

completed from 192 9-1994. This analysis was designed to 

provide a more comprehensive and accurate profile of various 

aspects of selective mutism—family atmosphere/dynamics, 

aetiology and manifestations of mutism, usages and outcomes 

of therapeutic approaches, and a profile of the silent 

child—and to provide a more comprehensive and consistent 

basis to guide effective treatment strategies and facilitate 

additional research. 

No new hypotheses were generated by this study. 

However, outcomes did substantiate findings of prior 

researchers as discussed in the Results and Discussion 

sections. Implications for practice were discussed, and 

recommendations for research were proposed. 

In conclusion, in spite of the interest and concern about 

selective mute clients and the endeavors to understand them, 

the following comment by Youngerman (1979) still remains 

true: "Elective mutism presents this compelling yet elusive 

enigma: for all our finest therapeutic understandings, the 

essence of an elective mute person's world remains unspoken. 

There is a symbolism in such silence which speaks to all our 

dreams and fears" (p. 283). 
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DBKnOB KR ODBC 

1 . GxtLng shou ld be dene o n l y c n o r i g i n a l case s n r i i f w c i t e d i n each a r t i c l e . Cede each case s t u f y sepa ra te l y and c n l y a i o e . 

Reference t o seacrdary cases dhcu id n o t be corteri. 

2. Carplete the sur\«y s t e t by filling in the blanks, f i l l in as nary blanks as yaj can fran idhe data given in the articles. 

Inrtirte as mxii clarifying infocmtioi as is needad; writ® yxx mumta in the blinks prouodad or in tte margins, being sure to indicate 

fcfruh qjastim ycu are actlceaaing. If there is no catBcpcy specifically dpnitjvirBi for items fond in tie articles, write the item in tte 

"other" slot. If the item is net nprifiiri in the article, oocte the blank with (A. 

3 . Ebc q j a l i t a t i v B q j e s t i e n s , be t o e f , b u t throccuc^u Caiplefce s m t a u e s a re n o t neaesaary; na tes aoe s u f f i c i e n t : . 
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SBH33\£ mna i su i t s 

S E X C F G U E N T : rale fatala ME: 

KErnai M2G SmJNSl . 

X£ CFCN5ET: 

JCE m EEG&KQG CF TFGKMNT: 

lajaH CP TPEPdMNT: 

AZ *T dJflEEKN CF TTEKEMENT: . 

OJKOfi: 

PREVIOUS TPEKMNT (kird): 

FKE^WJOWITY: Wute 

Slack 

UtOKES SPCtWl _EhgIiah 

_JtanLii 

J t u tmic Otter: 

Asian O t h e r : 

Otter: 

GRNE AT FEESFRfiL: 3CHXL: 

s m s i ' s arxeorcN:. 

hOEHER'S OCXUBOICN: 

CTIY £ND SIWE: 

M J - t E f S C F E W E C T I N C F C I R O F fCE* fflG©NDG W T I H C H E S T B W N T : 

I E ^ E L C B f N E R L M U E S K W E S : _ 

p h y s i c a l c f e f c e l q p r a n t : 

c T r w l f r i a t : 

n o o t a l yapiH s l e w 

waited a loe at: _ 

hypn to talk at: 

sentences at: 

ocnuecsatims at: 

becpn to feed self urassuated at: 

am male fenala rp1atim±ap 

aqe mala female relatianehip 

age nal« female relatianehip 

aqe rale fenala ralatijcniup 

aqe ITBLli fecrale relatimship 

aqe male female redatimship 

age naLat female relationship 

age male female QRlatifrahip 

age naLe fecials gplarirnahip 

age nale fenale celaucn^up 

age naLe fenale relatiminp 

age nale female relationship 

INXEUJCaCE: 

mma. 

V I S I O N : 

m i a a a c j L B « t . 

MTffiOTKNS: 

T E S T S J C M I W S I E F E D : _ 

T E S T S A M N I S I B F e D : _ 

T E S T S P Q G N t e m v v : m 

T E S T S X M E N I S Z E F E D : . 

•ivstc WMNISUFED: 
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SKHflC WW: 

eating; 

sleeping; 

jmilRt training: 

crying: 

general health: < 

_ axiAilaims or spells: 

norifiw injucijea: _____ 

J-flRTEAL SIKHS CF EPPENES: 

hiolnrjiral pacenta living together 

hinlngiral parents living apart/aqparated 

jTialngiral paisnts dLvctasd 
natter raiBmed 

fatihejT wnrriflr| 

m.<to rifynaairi 

father dprmyd 

other; 

CHILD LMS HC3H: 

both hjalogLcal pwsnts 

a±pted parents 

_jnDther/step£ather 

jraothar cnly 

JEatta/stEpotiier 

_father cnly 

relatives: 

other: 

•ESCRIBE EHfflER: 

•SSCBZBE EMHER'S FELMTOeHIP WISH EPfENES: 

TEscpimmmc 
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IE9CKEEE USHER'S FEWnoatEP WITH EKRENES: 

EITHER BICUXKSL EWENT CR BENT'S ETHHiT NVE EEHVICPftL PgnniZDSS? - y ® . 

TXEE CF UfRRPSf: jp£y±oanalytic 

^family aysteno/tiherapy 

fPEOBCY CF THERMY: _cra3 weekly 

_crce ninthly 

Jwioe weekly 

_twLCB nrxthly 

jiLay therapy 

b^wLacLtn: 

_cpocxp thecepy: 

ncther/diild 

fathec/chiM 

otter: 

other: 

ether: 

j p a r a * ccnaaltaticn iixtivkLel 

mother father 

_aaTjcarC 

both other: 

HUEflr: hate school 

social ajtiatiroa: 

cither: 

other: 

clink: SHWSKT: hare school clinic 

social situations: 

other; 

other: 

SEENK5 ID: _£araJLy aarrihem grandmother siblings: 

nether father aitilirgs: 

Jjchcol peers (#) jrieducjixahood peers (#) 

other: 

other: 

jr j inician 

other: 

other: 

FESECNC6 WIIH: jncrueifcal gpffturea 

sheet answers 

jxLcri language 

scuxfa 

j m , tfhing/vhi yering wocds cither: 

jnodtmg 

__ pointing 

jnotB vaDLting 

_uhsn spcaksi to _ 

other: 

fana 1 otpCBSSicrSS 

_cbes not respond 
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CUENT Q9$PCJEXLSn.CS: 

aberrant nctor activity 

afraid c£ neu/atxange things 

aggressive 

angry/hostile 

and-aodal 

anxiety, general 

belligerent 

catatonic 

dinging 

arrmlleii 

cxitaxilin^OTupd^tive 

ooqpeiativB 

cries frecjjertDlyAeepy 

defiant 

datarding 

H3€ SCHXL SOCLPL CLINIC 

distrustful 

does not eat 

does rot listen 

dcminart: 

qirrirrally inmature 

touts cf cMer-€9dtotcnt 

fearfuyfri^Ttarad 

insecure 

inlafflrt 

lack c£ affect 

loner 

ra^eheFyBs/oiTict pcchLam 

rootV 

raxivetad 

nagative 

nerwiB 

nm-partiopatccy 

cbsessi\e-ogtp )1 «ri vs 

qpcaitiuonal 

pararfififri 

CLEENT CHWCEEKESIICS: 

passivB-aggceasivB 

pft±xi£ 

pox social betw/lada sex: 

qjuet: 

mkefcrit 

H3C 9CHXL 3X170, CLINIC 

raspcnsive 

rigid, ten* posture 

sad 

sedusive 

sensitive 

sffaratlm anxiety 

scft-fpoten 

stzmgiidJLLed 

stiHmm 

sUaoLsalvB 

sulky 

auapixijoua 

tenper tentruns 

trnod 

unhappy 

inirfplliqihlft 

vialant 

wittricwn 

ether: 

other: 

other: 

other: 

other: 

other: 

other: 

other: 

other: 

other: 
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EPMEDf CHPRAZ3EPISTICS: 

absent 

afraid of new/strangs things 

a±n\alax8 

crgcy/tastile 

a m a a 

apalogetiuc 

cmgaual 

artaxilling 

dsual 

dependent 

M3MR EPOMR SIBLIN35 MCDHER EHfflER SHUNS 

distent 

dank 

fearful 

feelings of failure 

helpless 

inadacjjate 

lneffectiw 

atari 

lack cf self-amfidroe 

ajtgaang 

cwejpratoctrys 

passive 

phd3LC 

pocr cxmrmicatiai 

poor f&tering 

pax nattering 

pax social skills 

reluctance Go qpeak 

ppffirpad 

sad 

i*y 

taUs£i\« 

t±md 

withdrawn 

other: 

other: _ 

other: _ 

other: _ 

other. 

EPMH^ U O M L C S : 

abrnMa/hcBtile 

euttxxitaridn 

eMakiant 

cmflicCual 

chaargagsd 

DHTipulativB 

(xeixxntrnlling 

re jec t s 

;iy±lctic/erires4TBd 

«ter: 

cxter: 

otter: 

otter: 

otter: 

otter: 

_____ <*ter: 

DESCRIBE;: 
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KWEHWKRS 

paindrg 

house; 

other: 

hcuse: 

other: 

jxpetitims play: 

jxsearang 

_atiher. ______________ 

__ather: 

j3tter: 

__cther: 

j3thar: 

atfrer: 
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DUBCIICNS KR022IN3 

1. Coding should be dene aniy an anginal case studies cited in each article. Cede each case study separately and only croe. 

Reference to seocndacy cases jhculd ret be ccded. 

2. Carpiete t te survey sheet fcy fining in die blanks. Fill in as maiy blanks as you can frcm the data given in the articles, 

Irckcfe as nuch clarifying infooraticn as is needed; write ^cur amrenta in the blinks pra/idad a : m the nargiro, being sure to indicate 

vhidh q^sticn ycu ace addressing. If there is no category specifically dasigiettod fcr item found m the articles, write the item in the 

"otter" slot. If the itan is not ^yrifiwl in the article, cede the blank with 1ft. 

3. Fee qualitative qjestaoo, be brief, hit thcoccu^i. CaipLete sentaues ace not necessary; notes ace niffinanfc. 

ERIE CEMclEIBD: 
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SBBXN& m n « ajwar 

SBC CFCLEENT: nale fffTHljft me: 

BGSHKN MIC SMJN3B: 

KE CF CNSET: 

KE KE EB3MQN5 CF TFEWMENT: 

LEN3H CF TFEKWENT: 

A2^03«mCNCFTFEM>tNr: 

CLfKD€: 

PFEVIOLB TFE3WMNT {kind): 

SWXrtOTaOMJTSf: Wute 

Black 

UW2KES SKMN: _EhgLjjh 

_S£anLsh 

J t i fpnic Other: 

ASLOI Other. 

Otter: 

cmEKsmsm,: SCHDCL: 

emhsr's ocn.g<ncw: 

KUHDR'S OXllftnCN: 

SOTS OR CDUNIFY; 

PS&i utfaai ___ 

CLASS: rniftfle 

MEMEERS CF EPM1XY IN CHER CF JCE, EECUWUG WT1H OUST EWENT: 

age nale farale mtofirnd-ap 

aga nale farale mi&tujxjrcip 

rural _ 

i tr*r 

IEyBQ»€NISLME£SIOES: 

pt^skal da^ekprarJt: 

cradled, at: ____ 

•i <m1afnr4 

lewer 

otter: 

other: 

nale farale 

normal slew 

waited alone at: _ 

bec^n to talk at: 

sentences at: 

nale fenaLe 

jKlanmiup 

jBlatlaTship 

male farale 

male farale 

_relata.cnahip 

jyelatimztiip 

male farale 

nale farale 

cnvanacicris at: 

began to feed self unassisted at: 

tr̂ rinpHr 

INJELLIGQCEJ 

J*?* nale farale 

rrale farale 

jnalatacnship 

jylarirnahip 

jlaiamaftrip 

joedatianehip 

nale farale jrelatianship 

nale farale _reLatuxohip 

ISWIC: 

VISEM: 

fGKiaaERL EX?M: 

CKMC FKEtfMS: _ 

*€DKREKN3: 

Twwrpg ĈKENISIEFED: 

twis Ĵ MNISIEFED: 

ivyfrm flMMSlERED: 

'lwts KMMSIEFED: 

ĈMUflSIEFBD: 
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FFEHH-EWrat 

eating: 

jsLeeping: 

trrilw*- t-rairrirrj* 

^crying: 

ganeral health: 

diseases: ______ 

_ cxTMilsims or spells: 

_ serin n injuries: 

W&IJTL S3WU5 CF EPFENES: 

hidogifTil parents living together 

hiolnjiral patents living dpart/aeparaCed 

Hnlnrjjral parents CUVDCOBCI 

nether rsranied 

father raxanded 

iroGher rfcnarmi 

fatfoar r̂ at-»aa«xari 

other: 

amDUVEswnH: 

both faalnqiral pirerta 

adepted parents 

jrother/stef£atiter 

jrother cnly 

jEatiheî st̂ piDtiher 

jEathar cnly 

relatives: 

other: 

n r̂PTTfl EHUflfo 

EE3CKBE ESTHER'S FEXKEKNSHIP WTIH EPfSNES: 

EE3ZREHE hODfR: 
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EE9CKEEE hOMR'S PEWnOEHEP VCIH BVEKES: 

ETMR minrrsrPL EWENT CR EWSNTS m m x m& EEHVKWL DEETCXIXIES? J ^ a . 

TSECFIISWY: 

HJEEOT: 

jps / t ana ly t i c 

__famly "tyatara/thecapy 

EFRJgTCy CF TOM: jctdb weekly Jtwiae weekly 

jc roe monthly _twiae ncrthly 

jalay thee** other: 

bekveAadsx 

jparerfc acraultaticn 

nether 

irctLvidual 

jxrrjciirt: 

fathec/dhiki 

other: 

other: 

hate school 

social situations: 

other: 

other: 

_jjcap therapy: 

nother/chiM 

father bath other: 

MJIE TO: 

clinic 

_3i:cangers 

adolta 

c'Liniciari 

jDeacher 

other: 

relatixeg 

other: 

hCOTB school 

social altLBtias: 

other: 

other: 

clink: 

SEEKS 10: jEamly rreifcers jjiaxlirttwr siblings: 

rrother father aailact sibLirigs: 

jadxol peers (#) jnei^tndxai peers (#) 

other: 

other: 

j i i n i d F n 

other: 

ether: 

FESPGNDS WIH: ju iezfcal gestures 

sheet answers 

«ri IJ~\ T r̂vj arp 

acuxta 

^jpcuthing/uhi ypring wnrrh other: 

_ncdtiLng 

__ painting 

_note writing 

_vhen ipoten to _ 

other: 

__facxal eypyjvarna 

_doe3 ret respond 
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CLIENT CHWCDEBISnCS: 

aberrant nrtor activity 

afraid c£ noVatrange tiling 

H3C 9CHXL 3COM, CUWC 

angry/bosCile 

arti-acxial 

arodaCy, ganecaL 

belligerent 

dinging 

cxntiollin^rcr^^ 

aocperat±\« 

a ies freqjatiy/weepy 

defiant 

daranding 

ctistrustfiil 

does not eat 

does not lista* 

dzarsnt 

fniJtrirraHy inraature 

bouts of a«r-«9citemani: 

fearfiuVfri^itffiBd 

insecure 

•j qr>1afaH 

lack c£ affect 

loner 

raL^ehajes/cxrdxt potions 

moody 

nx*i\at8d 

ret&asM 

nervous 

rxrr-pEuticipatxacy 

cfceeaaive^33q?ulai\e 

qpcaiticral 

papart-i fieri 

CHENT Qf490EP15ri!CS: 

passiw-aggcessiuB 

ph±ajc 

peer social behau/lado : 

qUiet 

reluctant: 

K3« SCHXL SOCIAL CLIMC 

respcnaive 

rigid, tame pasture 

sad 

sedusive 

sensitive 

aeparatixn anxiety 

scft-2(&ten 

stxang*iilled 

stiHxm 

3LbnLssiw 

auUcy 

suspicious 

terrper taitruDB 

t-jpflfi 

unhap& 

uaifjplligihlfl 

vioLent 

WLth±SMl 

otter: 

other: 

other: 

other: 

other: 

•ESCRZEB CHDD: 
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ETWffif OftiPdEFISncS: H3IJ€R EK&fR S3H2N33 M3MR EPCIHER SIHJN35 

afraid cf new/strange things 

ataaloxB 

angry/hostile 

«rsdoa 

apoiogBtic 

amgaual 

ai* nulling 

denial 

dependent 

fjprwwart • 

distant 

drunk 

fearful 

fool iryjt cf fallUDQ 

helpLeas 

inadeq-ate 

ineffective 

lack c£ aelf-<xn£idanae 

outgoing 

CMBrproCBCtixe 

passive 

ph±ac 

poc£ oamutijcsticn 

poor fathering 

pax nothenng 

poor social skills 

reluctance to speak 

resajgnad 

sad 

5*Y 

taliaCLve 

timid 

withdrawn 

other: 

ether: 

other: 

other: 

other: 

EJWItf DSNWOCS: 

iDLtsive/hDstlle 

athnritarian 

awidsrt: 

, ccnflimwl 

.dLaancpged 

amipulative 

qjeranrmlling 

oejectLve 

sytrinrirArinednBd 

other: 

other: 

ether: 

other: 

other: 

other: 

other: 

EESCFIEE: 
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HWHHWCFS: 

hone: 

other: 

dealing 

hcuae: 

other: 

zspetitiac play: 

other: 

•thai;: 

TEE CF CflSOEUNE: . 

C3XN5: 

rliniciai other: 

PLCS: adtccl in^nfrtylTqrrital cutjaOflt^cLmk: here ether: 
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Interrater Reliability and Test-Retest Reliability of Pilot 

Test Cases 

Case number 

Interrater 

reliability 

Test-retest 

reliability 

003-1 .9446 .9786 

003-2 .9571 .9893 

025-1 .9625 .9482 

044-1 .9196 .9446 

101-1 .9633 .9930 

101-2 .9703 .9930 

101-3 .9592 .9661 

105-1 .9821 .9825 

105-2 .9607 .9773 

108-1 .9464 .9720 

108-2 .9518 .9418 

120-1 .9786 .9487 

120-2 .9959 .9814 

120-3 .9557 .9695 

120-4 .9418 .9712 

120-5 .9505 .9763 

121-1 .9797 .9882 

125-1 .9607 .9893 

125-2 .9712 .9842 

(table continues) 
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Case number 

Interrater 

reliability 

Test-retest 

reliability 

126-1 

129-1 

134 -1 

139 -1 

140-1 

140-2 

140 -3 

144-1 

146-1 

148 -1 

149-1 

154-1 

154-2 

158-1 

165-1 

188 -1 

188-2 

188-3 

194 -1 

.9786 

.9652 

.9661 

.9821 

.9679 

.9804 

.9907 

.9839 

.9839 

.9857 

.9750 

.9876 

.9929 

.9893 

.9679 

.9839 

.9857 

.9804 

.9929 

.9914 

.9826 

.9720 

.9895 

.9650 

.9895 

.9964 

.9879 

1.0000 

.9816 

.9808 

.9831 

.9949 

.9966 

.9875 

.9932 

.9969 

.9949 

1.0000 

table continues) 
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Case number 

Interrater 

reliability 

Test-retest 

reliability 

207-1 

274-1 

.9839 

.9250 

9983 

9250 

Mean 

SD 

Total cases = 40 

.9700 

.0182 

.9801 

.0176 
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Interrater Reliability of Spot Check Cases 

Interrater 

Case number reliability 

004-1 .9377 

005 -1 .9733 

006 -1 .9712 

023 -1 .9643 

039 -1 .9408 

118-1 .9494 

143-1 .9674 

143-2 .9669 

143-3 .9617 

143-4 .9433 

152-1 .9755 

157-1 .9655 

173 -1 .9509 

189-1 .9966 

189-2 .9797 

192-1 .9662 

192-2 .9594 

192 -3 .9662 

(table continues) 



150 

Interrater 

Case number reliability 

250-1 .9695 

263-1 .9695 

Mean .9638 

SD .0140 

Total cases = 20 
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C R O S S T A B U L A T I O N 

$TT (tabulating 1) 

by OUTCJSRP Outcome grp 

Page 1 of 2 

Count 

Row pet 

OUTC_GRP 

poor marginal good 

Column 

Total 

27 

21.3 

29 

2 2 . 8 
71 

55.9 

Percents and totals based on respondents 

(Continued) 

Row 

Total 

1 2 3 

6 rrim 

INDTH_M 1 2 4 7 

Indiv. Ther. - Mothe 14.3 28.6 57.1 5.5 

INDTH_F 0 0 1 * 1 

Indiv. Ther. - Fathe .0 .0 100.0 .8 

INDPTH__C 5 0 5 10 

Indiv. Psychothpy - 50.0 .0 50.0 7.9 

TJPSYCHO 2 8 6 16 

Psychoanalytic 12.5 50.0 37.5 12.6 

T_FAMILY 3 5 12 20 

Family Systems 15.0 25.0 60.0 15.7 

TJ?LAY 2 3 7 12 

Play Therapy 16.7 25.0 58.3 9.4 

T_BEHAV 15 17 41 73 

Behaviorism 20.5 23.3 56.2 57.5 

T_PARCON 2 2 9 13 

Parent Consultation 15.4 15.4 69.2 10.2 

. T_CONJOI 2 0 1 3 

Conjoint 66.7 .0 33.3 2.4 

T_GROUP 1 0 2 3 

Group Therapy 33.3 .0 66.7 2.4 

T_MCHILD 0 0 2 2 

Mother/child .0 .0 100.0 1.6 

127 

100.0 
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C R O S S T A B U L A T I O N 

$TT (tabulating 1) 
by OUTC__GRP Outcome grp 

Page 2 of 2 

Count 
Row pet 

OUTCJ3RP 

poor 

$TT 

Speech 

Serendipity 

Milieu 

Other 

T SPEECH 

T SEREN 

T MILIEU 

T OTHER 

Column 
Total 

marginal good 

27 
21.3 

29 
2 2 . 8 

71 
55.9 

Row 
Total 

1 

C
M
 3 

3 
25.0 

3 
25.0 

6 
50.0 

1 

14.3 
1 

14.3 
5 

71.4 

o
 
o
 

1 
25.0 

3 
75.0 

4 
23.5 

4 
23.5 

9 
52.9 

12 

9.4 

7 

5.5 

4 
3.1 

17 
13.4 

127 
1 0 0 . 0 

Percents and totals based on respondents 

127 valid cases; 70 missing cases 

Figure El. Cross tabulation of outcome groups v. types of 

therapy. There were n = 127 cases for which at least one 

type of therapy was present and the outcome was coded. 

Total N = 197. Both the item counts and their percents of 

total cases are shown across each row of the table. 
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Selective Mute Characteristics (Any Environment) 
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Selective mute Pet of Pet of 

characteristics Count Responses Case; 

Any: Aberrant motor activity 8 .8 5.1 

Any: Afraid of new things 6 . 6 3.8 

Any: Aggressive 17 1.7 O
 

• 00
 

Any: Angry-hostile 35 3.6 22.2 

Any: Anti-social 2 .2 1.3 

Any: Anxiety-general 39 . 4.0 24.7 

Any: Avoidant 3 .3 1.9 

Any: Belligerent 1 .1 .6 

Any: Catatonic 9 .9 5.7 

Any: Clinging 18 1.8 11.4 

Any: Congenial 18 1.8 11.4 

Any: Controlled 15 1.5 9.5 

Any: Controlling/manipulative 23 2.3 14.6 

Any: Cooperative 18 1.8 11.4 

Any: Cries frequently/weepy 11 1.1 7.0 

Any: Defiant 8 .8 5.1 

Any: Demanding 6 .6 3.8 

Any: Dependent 25 2.6 15.8 

(table continues) 
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Selective mute 

characteristics Count 

Pet of 

Responses 

Pet of 

Cases 

Any: Depressed 18 1.8 11.4 

Any: Distrustful 8 .8 5.1 

Any: Does not eat 9 .9 5.7 

Any: Does not listen 2 .2 1.3 

Any: Dominant 3 .3 1.9 

Any: Emotionally immature 6 . 6 3.8 

Any: Bouts of over-excitement 3 .3 1.9 

Any: Fearful/frightened 46 4.7 29.1 

Any: Happy 8 .8 5.1 

Any: Insecure 8 .8 5.1 

Any: Isolated 27 2.8 17.1 

Any: Lack of affect 32 3.3 20.3 

Any: Loner 17 1.7 10.8 

Any: Low self esteem 14 1.4 8.9 

Any: Minimum eye contact 17 1.7 10.8 

Any: Misbehavior/conduct prob 13 1.3 8.2 

Any: Moody 8 .8 5.1 

Any: Motivated 2 .2 1.3 

Any: Negative 26 2.7 16.5 

Any: Nervous 10 1.0 6.3 

(table continues) 
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Selective mute 

characteristics Count 

Pet of 

Responses 

Pet o: 

Case; 

Any Night terrors 1 .1 . 6 

Any Non-participatory 28 2.9 17.7 

Any Obsessive-compulsive 7 .7 4.4 

Any Oppositional 13 1.3 8.2 

Any Parentified 3 .3 1.9 

Any Passive/aggressive 12 1.2 7.6 

Any Perfectionistic 1 .1 .6 

Any Phobic 7 .7 4.4 

Any Poor social graces 14 1.4 8.9 

Any Quiet 16 1.6 10.1 

Any Reluctant 7 .7 4.4 

Any Resistant 18 1.8 11.4 

Any Responsive 22 2.2 13.9 

Any Rigid-tense 18 1.8 11.4 

Any Sad 7 .7 4.4 

Any School Phobia 7 .7 4.4 

Any Seclusive 2 .2 1.3 

Any Sensitive 18 1.8 11.4 

Any Separation anxiety 22 2.2 13.9 

Any Shy 57 5.8 36.1 

Any Strong-willed 7 .7 4.4 

(table continues) 
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Selective mute 

characteristics Count 

Pet of 

Responses 

Pet o 

Cases 

Any Stubborn 21 2.1 13.3 

Any Submissive 23 2.3 14.6 

Any Sulky 3 .3 1.9 

Any Suspicious 2 .2 1.3 

Any Talkative 12 1.2 7.6 

Any Temper tantrums 18 1.8 11.4 

Any Timid 19 1.9 12.0 

Any Unhappy 12 1.2 7.6 

Any Violent 2 .2 1.3 

Any Withdrawn 42 4.3 26.6 

Total 980 100.0 620.3 

Note. For each of the N = 197 cases studied, any or all of 

the client characteristics for four environments, "home", 

"school", "social" and "other", could be marked present on 

the coding forms. This data was entered into SPSS and then 

accumulated into the "Any:" variables in this table such 

that a characteristic's "Any:" variable is set to present 

(i.e., a "response") for each selective mute case if the 

characteristic was found in one or more of the four 

environments for that case. There were n = 158 selective 

(table continues) 



159 

mute cases in which one or more "Any:" client 

characteristics were present. There were 980 total responses 

for these aggregated "Any:" responses. 
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C R O S S T A B U L A T I O N 

$PF (group) 

by $TT (tabulating 1) 

Page 1 of 6 
$TT 

Count 

$PF 

1 

Displacement 

2 
Object of Negativity 

3 

Fear of Negative Fee 

4 

Loss 

5 

Learned Behavior 

Speech Defects 

Changes 

Family Dynamics 

Trauma 

Nature 

Intelligence 

10 

11 

Column 

Total 

Indiv. T Indiv. T Indiv. P Psychoan Family S 

her. - M her. - F sychothp alytic ystems Row 

othe athe y - Total 

INDTH_M INDTH_F INDPTHj: T_PSYCHO T—FAMILY 

0 0 0 0 2 

1 0 0 1 1 

0 0 1 2 0 

2 0 2 4 1 

0 0 2 5 5 

0 0 0 1 0 

1 0 1 3 0 

4 1 4 6 6 

0 0 0 1 1 

1 0 0 1 1 

0 0 0 0 0 

6 
9.8 

1 

1 . 6 
5 ' 14 

8.2 23.0 

2 

3.3 

9 

14.8 

7 
11.5 

11 

18.0 

27 

44.3 

5 

8 . 2 

7 

11.5 

31 

50.8 

4 
6 . 6 

6 

9.8 

1 

1.6 

11 61 

18.0 100.0 

Percents and totals based on respondents 

(Continued) 
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* + C R O S S T A B U L A T I O N * * * 

$PF (group) 
by $TT (tabulating 1) 

Page 2 of 6 
$TT 

Count Play The EJehavior Parent C Conjoint Group Th 
rapy ism onsultat erapy Row 

ion Total 

PTP 
T_PLAY T_BEHAV T_PARC0N T_CONJOI TJ3R0UP 

1 

Displacement 

2 2 0 0 0 2 
3.3 

2 
Object of Negativity 

3 6 4 1 0 9 
14.8 

3 
Fear of Negative Fee 

3 0 2 1 0 7 
11.5 

4 

Loss 

2 4 3 4 0 11 
18.0 

5 
Learned Behavior 

2 20 4 1 0 27 
44.3 

6 
Speech Defects 

0 0 0 0 0 5 
8.2 

7 

Changes 
'2 2 1 3 0 7 

11.5 

8 
Family Dynamics 

1 9 8 5 1 31 
50.8 

9 
Trauma 

1 3 1 0 0 4 
6. 6 

10 
Nature 

0 5 1 1 1 6 
9.8 

11 
Intelligence 

0 1 0 0 0 1 
1.6 

Column 11 29 11 7 2 61 
Total 18.0 47.5 18.0 • 11.5 3.3 100.0 

Percents and totals based on respondents 

(Continued) 
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* * C R O S S T A B U L A T I O N * * 

$PF (group) 
by $TT (tabulating 1) 

Page 3 of 6 

Count 

$TT 

$PF 
1 

Displacement 

2 
Object of Negativity 

3 
Fear of Negative Fee 

4 

Loss 

5 
Learned Behavior 

6 
Speech Defects 

7 
Changes 

8 

Family Dynamics 

Trauma 

Nature 
10 

11 
Intelligence 

Column 
Total 

Speech Serendip Milieu Other 
ity Row 

Total 

T_SPEECH T_SEREN T_MILIEU T_0THER 

0 0 0 0 

0 0 1 0 

0 0 0 3 

0 0 1 2 

0 0 1 7 

5 0 0 1 

0 0 0 2 

0 1 0 9 

0 0 0 1 

0 0 1 2 

0 0 0 0 

5 1 
8.2 1.6 

Percents and totals based on respondents 

(Continued) 

2 

3.3 

9 

14 .8 

7 
11.5 

11 
18.0 

27 
44.3 

5 
8.2 

7 
11.5 

31 
50.8 

4 
6.6 

6 

9.8 

1 
1 . 6 

2 14 61 
3.3 23.0 100.0 
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* * * C R O S S T A B U L A T I O N * * * 

$PF (group) 

by $TT (tabulating 1) 

Page 4 of 6 

$TT 

Count 

$PF 

12 

Misc Precip. Factors 

Column 
Total 

Indiv. T Indiv. T Indiv. P Psychoan Family S 

her. - M her. - F sychothp alytic ysterns Row 

othe athe y - Total 

INDTH M 

6 
9.8 

INDTH F 

1 
1.6 

INDPTH C 

5 
8 . 2 

T PSYCHO 

14 

23.0 

T FAMILY 

11 
18.0 

7 

11.5 

• 6 1 

100.0 

Percents and totals based on respondents 

(Continued) 

C R O S S T A B U L A T I O N * * 

$PF (group) 

by $TT (tabulating 1) 

Page 5 of 6 

$TT 

Count 

$PF 

12 

Misc Precip. Factors 

Column 
Total 

Play The Behavior Parent C Conjoint Group Th 

rapy ism onsultat erapy Row 

ion Total 
T PLAY 

11 
18.0 

T BEHAV 

29 
47.5 

T PARCON 

11 
18.0 

T CONJOI 

7 
11.5 

T GROUP 

7 

11.5 

2 61 
3.3 100.0 

Percents and totals based on respondents 

(Continued) 
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C R O S S T A B U L A T I O N 

$PF (group) 

by $TT (tabulating 1) 

Page 6 of 6 

Count 

$TT 

$PF 

12 

Misc Precip. Factors 

Column 

Total 

Speech Serendip Milieu Other 

ity Row 

Total 

T SPEECH 

5 

8 . 2 

T SEREN 

1 

1.6 

T MILIEU 

2 
3.3 

T OTHER 

14 

23.0 

7 

11.5 

61 

100.0 

Percents and totals based on respondents 

61 valid cases; 136 missing cases 

Figure Gl. Cross tabulation of predisposing factors v. type 

of therapy for selective mutes. For each of N = 197 cases 

studied, any or all of the therapies and any or all of the 

predisposing factors could be coded as present (i.e., a 

response). There were n = 61 cases for which at least one 

predisposing factor and at least one type therapy was coded 

present. 
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* * * C R O S S T A B U L A T I O N * * * 

$TYPT (tabulating 1) 

by ART_DEC Article decade 

Page 1 of 2 

ART DEC 

167 

Count 

$TYPT 

INDTH_M 

Indiv. Ther. - Mothe 

INDTHJ1 

Indiv. Ther. - Fathe 

INDPTH_C 

Indiv. Psychothpy -

T_PSYCHO 

Psychoanalytic 

T_FAMILY 
Family Systems 

T_PLAY 

Play Therapy 

T_BEHAV 

Behaviorism 

T_PARCON 

Parent Consultation 

T CONJOI 

Conjoint 

T_GROUP 

Group Therapy 

TJ4CHILD 

Mother/child 

Row 

Total 
50 60 70 80 90 

0 4 2 3 0 

0 1 0. - 0 0 

0 3 4 6 0 

4 5 6 5 3 

0 3 5 16 1 

2 2 2 10 2 

0 8 41 28 8 

0 4 6 6 1 

0 0 2 6 1 

0 0 0 4 2 

0 0 0 2 0 

9 

3.5 

1 

.4 

13 

5.0 

23 

8.9 

25 
9.7 

18 

7.0 

85 

32.9 

17 

6 . 6 

9 

3.5 

6 
2.3 

2 
.8 

Percents and totals based on responses 

(Continued) 
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C R O S S T A B U L A T I O N * * * 

STYPT (tabulating 1) 

by ART_DEC Article decade 

Page 2 of 2 

ART DEC 

Count 

$TYPT 

Speech 

Serendipity 

Milieu 

T SPEECH 

T SEREN 

T MILIEU 

T OTHER 

Other 

Total 

Col % 

Row 
Total 

50 60 70 80 90 

12 0 0 1 0 

0 1 0 4 2 

0 1 1 3 0 

4 1 7 11 2 

13 

5.0 

7 

2.7 

5 
1.9 

25 

9.7 

22 33 76 105 22 258 

8.5 12.8 29.5 40.7 8.5 100 

Figure HI. Cross tabulation of type of therapy mentioned in 

articles and the decade of the article. For each of N = 197 

cases studied, any or all therapy types could be coded as 

present (i.e., a response). There were n = 160 cases for 

which at least one therapy type was present. Total responses 

= 258. 
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Table II 
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Client characteristics 
(merged) 

Pet of Pet of 
Count responses cases 

Client: Disengaged 116 18 .8 73 .4 

Client: Hostility 45 7 .3 28 .5 

Client: Obsessive-compulsive 7 1 .1 4 .4 

Client: Self-image 38 6 .1 24 .1 

Client: Motor activity 32 5 .2 20 .3 

Client: Dependent 74 12 .0 46 .8 

Client: Oppositional 65 10 .5 41 .1 

Client: Level of trust 36 5 .8 22 .8 

Client: Manipulative 32 5 .2 20 .3 

Client: Fearful 79 12 .8 50 .0 

Client: Positive 45 7 .3 28 .5 

Client: Moody 49 7 .9 31 .0 

Totals 618 100.0 391.1 

Note. For each of the N = 197 cases studied, any or all of 

the client characteristics for four environments, "home", 

"school", "social" and "other", could be marked present on 

(table continues) 
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the coding forms. This data was entered into SPSS and then 

accumulated into the "Any:" variables discussed in Table xx. 

The "Any:" variables were further accumulated into the 

"merged" variables in this table by grouping in this manner: 

Disengaged: 

isolated 

loner 

non-participating 

quiet 

shy 

timid 

•lack of affect 

minimum eye contact 

poor social skills 

seclusive 

soft-spoken 

withdrawn 

Hostility: 

angry/hostile 

temper tantrums 

belligerent 

violent 

Obsessive/compulsive: 

obsessive/compulsive perfectionistic 

Self-image: 

insecure 

sensitive 

low self-esteem 

table continues) 
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Motor activity: 

aberrant motor activity 

rigid/tense 

catatonic 

does not eat 

Dependent: 

clinging 

dependent 

parentified 

submissive 

controlled 

emotionally imm. 

separation anxiety 

Oppositional: 

aggressive 

defiant 

negative 

passive-aggressive 

anti-social 

misbehaves 

oppositional 

resistant 

Level of Trust: 

avoidant 

does not listen 

stubborn 

distrustful 

reluctant 

suspicious 

Manipulative: 

controlling/manipulative 

demanding 

dominant 

strong-willed 

{table continues) 
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Fearful: 

afraid of new things 

fearful 

night terrors 

school phobia 

anxiety-general 

nervous 

phobic 

Positive: 

congenial 

happy 

responsive 

cooperative 

motivated 

talkative 

Moody: 

bouts of over-excitement 

depressed 

sad 

unhappy 

cries 

moody 

sulky 

The merging was done such that the merged characteristic was 

set to "present" if any one of its underlying 

characteristics was present for a given case. Of the N = 197 

cases, n = 158 cases had at least 1 of the 12 merged 

characteristics present. The total merged characteristics 

present across all cases =618. 
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Figure Jl. High-low chart of selective mutes' ages at onset 

v. ages at beginning of treatment (in years) by outcome 

groups. For each case, a vertical bar connects the age at 

onset (bottom point of each bar) with age at beginning of 

treatment (top point of each bar). Note that this chart 

reflects only the treatment mentioned in the research 

articles. Clients may have had prior treatments. There is 

some relation between age at which treatment begins (M = 

10.4 for poor outcomes, M = 8.4 for moderate outcomes, M = 

8.1 for good outcomes), but it is not statistically 

significant at the .05 level (Pearson Chi-Square = .26 with 

DF = 74). 
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