Selective Mutism Care Pathway


Care Pathway encompassing Local Guidelines for 

Individuals with Selective Mutism.

Any individual referred to the Speech and Language Therapy Service where selective mutism or reluctance to speak is suspected (or where selective mutism is suspected following referral for other communication difficulties), will follow the care pathway outlined below:

(i) Referral

As with other client groups, referrals for children with selective mutism should come via a health professional for preschool children, or for school age children, via an EHA or EHFSA form.
(ii) Referral accepted

Referrals received are screened by a senior Paediatric Therapist using the information on the referral form. The Care Aims model Section 1 form is used to prioritise referrals. Children referred where selective mutism or reluctance to speak is suspected will be allocated to an assessment appointment rather than to triage, as the triage environment is unsuitable for this client group due to anxiety the child may feel. Accepted referrals will be seen by a community clinic therapist however if selective mutism is the only referral concern (rather than any other communication concerns) and at least two of the following criteria are met:

· Information on referral leads to Section 1 risk score of 6 points

· Child is Y3 at school or older at time of referral

· Information on referral indicates child unable to speak to any children or adults outside the home(other than close family)
· Parental level of anxiety described on referral likely exacerbating child’s difficulties

· School / nursery staff current approach is likely exacerbating child’s difficulties 
the child will be seen by a therapist from the Specialist team for disorders of fluency (which includes selective mutism under its umbrella).
(iii) Diagnostic assessment

The initial assessment process will be completed within a clinic setting, via a video call if deemed appropriate, or within the child’s home environment, if their anxiety makes clinic visits unproductive and they are not comfortable to access video interactions. A case history is completed during the initial assessment process, using the questionnaire on SystmOne. Questions will be directed to the parents for verbal responses and the child will be reassured at the start of the session that they will not be expected to speak unless they are comfortable to do so, but non-verbal methods of contributing to the assessment process will be offered. The case history should include gathering information about:
· Onset of difficulties and variability across different settings or with different people; 

· Family history of selective mutism or social anxiety;

· Social environment; 

· Coping strategies; 

· Emotional responses; 

· Psychosocial and functional impact on day to day communication.

A talking map should be used to develop a pictorial representation of the different situations where the child does / does not feel comfortable to talk and to what extent they are comfortable to talk. This should be scanned onto SystmOne following the assessment. The team’s ‘Stages of Confident Speaking’ tool will be used to determine the level of comfort the child experiences speaking. This tool will also be attached to the SystmOne record (see Appendix 1).
The therapist will ascertain whether any previous therapy has been accessed, and the outcome of any such intervention. Expectations for therapy will be discussed and motivation for change will be considered.

Speech, language and communication skills and difficulties will be assessed via observation, parental report, informal and formal assessment as deemed appropriate by the assessing therapist. The therapist will likely also seek information from staff at the child’s school or nursery, to inform the assessment process. It may not be possible or appropriate to assess language skills within the initial contact with a child with selective mutism, therefore formal assessment may be delayed until the child feels sufficiently comfortable with the therapist to speak freely and make formal assessment findings representative of true ability. 

Consideration will be given to the DSM-5 diagnostic criteria when confirming that a child has selective mutism during the diagnostic process. 

Following the diagnostic assessment, the client and / or carers will be given information about management options if assessment findings indicate the child has a clinical risk. The client / carer will be given written and / or verbal information explaining the nature of selective mutism and therapeutic prognosis. This may include explanation of reasons children develop selective mutism (including predisposing, precipitating and perpetuating factors).   The client / carers will also be provided with information about management options.

At this point in the pathway, if the child is not already under care of the specialist therapist team, the local clinic may seek the advice of a specialist therapist, via a supervision discussion (face to face or by phone) or second opinion if indicated, or may continue to manage the case at a local clinic level. Opinion or advice from a specialist therapist can also be sought later in the pathway if required.

(iv) Intervention episodes 

Information from the diagnostic assessment is used to guide an informed decision about the level of clinical risk each individual client has at that time. The Malcolmess Care Aims model will be used to guide this process. Clients may be offered indirect or direct treatment at any time based on their level of clinical risk and need, and the therapist’s informed decision about which intervention strategy is most appropriate at that time. Intervention should be offered in the environment most suited to the child’s needs (allowing for health and safety restrictions in place at the time); this may be within the school, nursery or home setting rather than in clinic. The setting, including appropriacy of video sessions, should be discussed with the family and any other key professionals. Creative thinking may help identify an appropriate environment for sessions (for example, working outside on the school playground). Different direct treatment options are available, and are outlined on the care pathway flow chart. A therapist may work alongside colleagues in Health and Education Services when working with this client group however, it is recognised that, “SLTs are best placed to be key workers in the MDT for children with selective mutism.”
 
(v) Management commenced with goal negotiation

Management is guided by assessment findings. Any intervention begins with an agreement of long and short- term goals for each episode of care. All goal setting is agreed with the individuals involved in therapy. A care aims model is followed. It is likely that intervention will aim to maximise an individual’s communicative potential, and minimise the impact of the selective mutism on their communication and interactions. 

a) Indirect 

The therapist may make an informed decision that an individual’s case is most appropriately managed by offering indirect therapy. This may involve advising the parents / carers / education setting staff of strategies to implement in the home / nursery / school setting with monitoring at individually agreed intervals by the therapist. 

This management may be overseen by the client’s local therapist or by a specialist therapist for selective mutism. International recommendations for the management of children with selective mutism include that training should be undertaken to educate all involved in supporting a child with selective mutism; good practice therefore should include multi-agency liaison as part of care
.
b) Direct 
Direct therapy may involve therapy within the home or educational setting, following principles of the sliding –in technique
. Work will be in collaboration with parents and educational setting staff, or with other significant others in the child’s day to day life. Other therapy approaches may include use of cognitive therapy principles or relaxation exercises. Therapy may alternatively focus on other communication skills if it is felt that the individual may benefit from work on communication to improve confidence as a communicator or if there are co-occurring other communication difficulties.
Therapists have responsibility to ensure intervention offered is evidence based.

(vi) Reassessment

Following an episode of care the individual’s needs are reassessed. If there is an ongoing clinical risk they may re-enter the care pathway for a further episode of care.

(vii) Discharge

Local discharge procedure is followed when aims of intervention are achieved; no further difficulties present; discharge is requested by the patient (this may be implied through non attendance) or it is agreed that an individual is able to self-manage their own communication needs. Additionally, a child may be discharged at assessment if it is felt they do not present with communication difficulties and Speech and Language Therapy will not be of benefit to them.
At any point in the pathway, referral may be instigated to other relevant agencies to support needs related or unrelated to the child’s selective mutism which go beyond the scope of Speech and Language Therapy, e.g. Emotional Wellbeing and Mental Health Services. Liaison and collaborative working and goal setting will be essential to successful intervention
.
Appendix 1
Stages of Confident Speaking SM (Based on information from SM Resource Manual 2, but please note levels here are specific to EPUT team)

	Stage
	Child’s presentation
	Example behaviour

	0
	Absent
	Child does not enter room, or hides behind a chair or parent. Observes from a distance

	1
	Does not communicate or participate
	Sits passively 

Accepts help but does not seek assistance / interaction

Appears ‘frozen’ through the school / nursery day

	2
	Co-operates but limited communication
	Participates silently in nonverbal activities (e.g. puzzles) and may show enjoyment

Makes limited choices (e.g. takes favourite toy)

Complies with non-intrusive requests (e.g. may deal cards / pass an object / draw but won’t be comfortable to gesture or point)

Appears ‘frozen’ most of the time

	3
	Communicates through visual nonverbal means including written communication (if age appropriate)
	Responds and may initiate contact through:

Pointing, nodding/shaking head, tapping, gesture/mime, drawing/writing 
Will use facial expressions to respond to adult, appears relaxed to do so
Silent, even if in pain

If the child needs something, they may come and ‘hover’ near to you then await adult initiation of interaction

	4
	Uses nonverbal sounds
	Uses sound to express emotion, accompany play. May seem close to speaking but does not

Can be heard laughing at times, wider range of facial expressions seen. May make noises such as ‘ooh’ or gasping etc.

	5
	Speaks beyond the home, but stops if thinks being overheard
	Child may speak with parent in otherwise empty classroom, or to core group of other children / one specific child. Will stop talking if feels is being overheard.

May speak to parents / family e.g. in shops, but stops if others can overhear

	5a
	Speaks within earshot of person but not to them directly
	Child may:

Talk to mother in same room as another person (or e.g. in shops), quietly (but audible) or at normal volume. Will answer questions from the visitor if mother repeated them (child looks at mother when answering).
Talk to other children in class but not teacher. Continues talking to children if adult is near, but not if adult attempts to join activity / conversation

Talk to family using phone in public area

	6
	Uses single words with selected people
	Child may:

Respond to questions/prompts giving single word answers in structured activities / games
Voice may be very quiet, but audible
May read aloud but use minimal conversational speech

	6a
	Uses short phrases with selected people
	Child may:

Begin to give longer answers (2 words +) in structured activities / games with key people.

Begin to offer single word / short answers to key people in less structured situations

	7
	Uses connected speech with selected people
	Child may be:

Comfortable with certain adults and able to communicate well with them if no one else seems to be listening

More relaxed, volunteer occasional spontaneous comments during play

Talk more to children than adults
Quiet voice likely

	8
	Begins to generalise to a range of people
	Child may:

Continue to speak to selected adult when others enter a room

Talk normally at home in front of visitors

Talk to several children/adults in ‘safe’ settings

Give short answers to wider range of people in supported interactions with key adult present (this may be after a ‘warm up period’)

May be able to answer questions from unfamiliar adult in presence of parent (e.g. if cashier asks a question in a shop)

	9
	Begins to generalise to a range of settings
	Child may:

Speak to selected adult outside ‘safe’ settings within earshot of others

Talk more easily with family in community settings

	9a
	Generalisation continued
	Child may:

Speak to selected adults in any venue, within earshot of others

Put hand up in class and ask or answer verbally

Talk in group work within class

Talk freely with family in community settings

	10
	Communicates freely
	Will respond to / approach strangers in familiar / unfamiliar settings

Contribute to class discussions

Volunteers information

Participation in activities such as presentations / assemblies
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