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The Importance of Early Intervention in Relation to Children’s Rights

       When supporting children who may have additional learning needs, early intervention must be taken place as early as possible. Early intervention is important for a variety of reasons, as it can enhance the setting’s staff’s knowledge on ways the child can be supported, resulting in the child’s development and learning being promoted in the most suitable way (Stock, 2005). This can benefit the child or individual who has the additional learning need, their families, the setting’s staff members, and those around the child, such as their peers.       
    
      For children who have the anxiety disorder known as selective mutism, Schmidt (1999) states that intervention must be taken place as early as possible, as inaccurate treatment for the disorder, such as negative staff and parental attitudes, can cause increased distress and anxiety for the child, which is likely to worsen their disorder. The National Health Service (2016) states that selective mutism is a disorder that starts during childhood, however if it is left untreated for a long period of time, it can persist into adulthood.  
    
            As selective mutism is a disorder which makes children unable to communicate with others in certain situations, it can prove difficult for the child to express their needs, and may have their rights taken from them. An example of this may be that the child might be hungry, however is unable to tell an adult. As stated in Article 12 of the United Nations Convention on the Rights of the Child (UNCRC), children have the right to be listened to, whether it being expressing feelings and needs, or opinions (Unicef.org.uk, n.d.); however, it can be difficult to ensure the children’s needs are being met if the child is unable to communicate. Therefore, intervention should be taken place as early as possible in order to ensure the child’s needs are being met, especially as the needs of the child are expressed through communication, which is challenging for the child to do. These views are supported by McHolm et al (2005).
    
        Early intervention and diagnosis for children who have selective mutism is important in order to promote the child’s development and learning in the most appropriate way possible (McHolm et al, 2005). Due to the inability to speak within certain situations, it can be challenging for staff members who work in the setting the child attends to determine their developmental stage and their ability in certain tasks. Likewise, there may be misconceptions that the child is unable to speak and that they are not following the rate of development for a child of the same age, although the child can speak and has no language or literacy difficulties elsewhere. This could result in the child being given tasks that are too easy for the them, which may not enhance the child’s current stage of development and learning, which can result in the child developing a low self-esteem and can result in frustration (SMIRA - Challenging Selective Mutism, n.d.). 
     
       As states by Kotrba (2015), intervention for children who have selective mutism varies between each child. Some children may need to undergo Cognitive Behavioural Therapy (CBT), whereas some children may not receive this type of therapy, instead their teachers may need to implement some strategies into the classroom. An example of a classroom implication for children who have selective mutism is to ensure the child feels comfortable in the classroom. This can be done by moving the child to sit near a friend or a member of staff, and not trying too hard to get the child to speak (McHolm, Cunningham and Vanier, 2006). However, before intervention is implemented, staff members need to ensure that the child is happy and comfortable with the decision. For example, if the staff member moves the child to sit near a peer whom they do not know that well, this can increase their anxiety levels, resulting in the child feeling more uncomfortable to speak. This relates to Article 13 of the UNCRC, as the child has the right to expression and decision making, however, it may be difficult for this article to be implemented if the child is unable to communicate their needs to the staff. 
     
      Prior to the implementation of intervention, the staff team should make the child and the child’s parents aware of what has been decided, however, cannot make the decision against the child’s will, and should come to an agreement with the child and the child’s parents (Melton, 2010). Not biding by this results in children’s rights not being considered, as Article 13 of the UNCRC states that children should have the right to have access to information which concerns them (Unicef.org.uk, n.d.). Likewise, Article 12 of the UNCRC states that children’s views should be considered during decision making (Unicef.org.uk, n.d.); therefore, for a child with an Additional Learning Need, the child may want to decide what type of intervention they want to undertake, or whether they do not want to undergo intervention. However, as stated by Unicef.org.uk (n.d.) Article 24 of the UNCRC states that children have the right to the best health services, which may be against the child’s will, or the child may not want to attend them, however, may be the best course of action for the child’s long-term development. However, for some children who have selective mutism, referrals to health agencies is not required; instead, the child’s comfort levels within the setting or situation which they cannot speak in may need to be considered within more depth (Kotrba, 2015). These sorts of implications may include implementing a key-worker system within the setting, allowing the child to bring in a comfort object, allowing the child to sit with whom they feel comfortable with within their class, and not forcing the child to speak if they do not feel like it (Kotrba, 2015). However, Choripta (2007) states that Cognitive Behavioural Therapy is one of the most effective means of treatment for children who suffer from anxiety-related disorders.
     
     Cognitive Behavioural Therapy is a useful way to enable children with this anxiety disorder to change the way they think about themselves, by seeing people and situations from a different perspective. Cognitive Behavioural Therapy is carried out by mental health professionals, and is usually used if the in-class implications have been unsuccessful (McHolm et al, 2006). Likewise, Stein et al (2014) states “Cognitive behavioural therapy (CBT) is generally considered the recommended approach for selective mutism (SM)”. 
         
      As selective mutism is an anxiety disorder which restricts children from being able to speak in certain situations, it can affect the child’s holistic development. It can affect their social development, as it can be difficult to make friends if the child is unable to speak. Furthermore, as stated by the NHS (2016), children who have selective mutism can often develop urinary tract infections, due to being unable to ask their teacher or carer if they can go to the toilet, which affects the child’s health and physical development. Therefore, as it can affect many aspects of their development, early intervention is exceptionally important in order to prevent further complications, developmental delays, and health concerns (Stein et al, 2014).



Barriers to Overcoming Selective Mutism

     As selective mutism is an additional learning need, it can pose some barriers which may prevent the child from achieving their full potential, from being understood and from making friends (McHolm et al, 2006). 
    
       A barrier that comes with great concern for the child’s well-being and developmental stage, is that some staff members working within early years settings may only have little or even no knowledge about what selective mutism is, and may not know how to support a child who has selective mutism (Kervatt, n.d.). As stated by the National Health Service (2016), if selective mutism is not treated, or is dealt with in an inappropriate way, selective mutism can persist into adulthood. 
    
     Due to selective mutism being quite a rare anxiety disorder, early years practitioners may not have a great understanding about the disorder, and may be approaching the situation in an inappropriate way (Davidson, 2011). According to McHolm et al (2005), selective mutism is statistically most apparent within early years settings, such as school. Due to the child not speaking at school, however speaking within the home environment, the parents or carers of the child may have little or no knowledge that their child does not speak in school, until they speak to the child’s teacher or an early year’s practitioner within the setting (Kotrba, 2015). 
      
    Harwood (2011) states that children with selective mutism are often described by their teachers and health care professionals as stubborn, wilful, unsociable and shy; which demonstrates a lack of knowledge about the disorder. Likewise, Dummit (2018) states that it is common amongst educators of children who have selective mutism to assume that the child is shy, and will outgrow the disorder. If there is insufficient knowledge amongst early years practitioners and health care professionals about selective mutism, it is likely the individual with selective mutism is dealt with in an unfair manner, and perhaps the professional working with the child may display a negative attitude towards the child due to some misconceptions and misunderstandings about the child and the disorder (Harwood, 2011).

     As stated by the Children’s Hospital of Eastern Ontario (2012), if early years practitioners and health care professionals who have little or no knowledge about selective mutism try to deal with the child’s disorder without any professional guidance, it is likely that they are dealing with the situation in an inappropriate way, which can discourage the child from speaking further. The Children’s Hospital of Eastern Ontario (2012) states that adults working with children who have selective mutism should not force the child to speak, as this can make the disorder more severe due to increased anxieties, which is often seen within early years settings due to insufficient knowledge about the disorder. Likewise, (Child Mind, n.d.) states that pressure to speak is precisely what children with selective mutism find most “paralyzing”. What they need are interventions to reduce anxiety and encourage efforts to speak with positive reinforcement.  However, McHolm et al (2006) states that children with selective mutism should be encouraged to communicate by attending playdates and social groups. Furthermore, McHolm et al (2006) also states that professionals working with the child should plan activities which will encourage the child to speak to their peers, such as activities which require teamwork.

     Having a negative attitude, such as shouting at or teasing, towards a child who has selective mutism can be particularly harmful to the child, as it can be damaging to the child’s self-esteem, and demonstrates a non-inclusive practice (Dummit, 2018). Furthermore, if children within early years settings witness an early year’s practitioner demonstrating negative attitudes and behaviour towards the child with selective mutism, it is likely that the children within that setting will imitate and copy the adult’s behaviour (Schmidt et al, 1999); which relates to Albert Bandura’s social learning theory. 

     Bandura found that children are easily influenced by those around them whom they believe to hold a status; for example, adults such as teachers, and are likely to copy the adult’s behaviour, as the children believe that the adult’s behaviour is appropriate (Meggitt, 2012). Within the social learning theory, Bandura discovered that adults, such as teachers, play a key role in influencing children, whether it’s intentional or non-intentional, and are role-models to the children (Meggitt, 2012). Likewise, if an early years practitioner demonstrates a negative attitude, such as shouting, punishing and teasing, to a child who has selective mutism, it is likely that the children within the child’s setting will copy the adult’s behaviour, resulting in further misconceptions about selective mutism, as well as increased anxiety levels for the individual, which could cause long-term damage for the child (SMIRA, 2017). Pressurising the child to speak, or making the child feel guilty about not communicating with others is likely to discourage the child from speaking, due to increased anxieties, therefore it is important to ensure that the child is not punished (Kotrba, 2015). Furthermore, as stated by Kotrba (2015), positive reinforcement can be used for children with selective mutism, especially if the child has met a milestone, however, consistent use of positive reinforcement can be damaging, as the child may be expected to be rewarded each time they repeat that developmental milestone.  
       
      Positive reinforcement relates to Burrhus Skinner’s theory, known as operant conditioning, which emphasises the importance of rewarding a child based upon positive behaviours, which is often seen within early years settings; for example, via the use of stickers (Meggitt, 2012). 

    Kotrba (2006) states that if professionals working around the child are made fully aware about what selective mutism is, and how they should treat the child, then intervention can be implemented successfully, which will increase the likelihood of the child overcoming selective mutism due to positive attitudes. 

Support for Individuals with Selective Mutism

      For children who have selective mutism, there are various ways in which they can be supported, such as classroom and school implications, counselling, cognitive behavioural therapy, and medication in order to reduce anxiety (National Health Service, 2016). 
     
     Cognitive behavioural therapy is a type of talking therapy which enables individuals to understand how their thoughts, attitudes and beliefs can affect their feelings and behaviour (Mind.org.uk, 2013). Cognitive behavioural therapy also provides individuals who are undergoing this type of therapy with ways to cope with problems or situations which the individual may face (Mind.org.uk, 2013).  The Association for Behavioural and Cognitive Therapies (2003) states that cognitive behavioural therapy provides individuals with positive outcomes, as it changes the individual’s way of thinking, changes the way the individual feels, changes the way the individual acts, and changes the way the individual deals with problems and situations.
     
        The National Health Service (2016) states that cognitive behavioural therapy tends to work for individuals who have previously undergone other methods of support which have not worked. Furthermore, cognitive behavioural therapy can be completed within a relatively short period of time, such as weekly session over a six-week period, which may result in the individual overcoming their selective mutism sooner due to this type of therapy (Your.MD, n.d.). The earlier the child overcomes selective mutism, the less likely the child is to have developmental impacts or delays, and the child’s selective mutism is less likely to persist into adulthood (National Health Service, 2016), therefore, this suggests that cognitive behavioural therapy may be the method of support which is the most suitable in order to prevent selective mutism being prolonged, as it is conducted over a short period of time. Bannink (2013) states that cognitive behavioural therapy has been proven to improve individual’s overall well-being, as has proven to successfully reduce overall anxieties of patients undergoing the treatment, which is particularly useful for clients who have selective mutism, due to selective mutism being a disorder influenced by anxiety.
      
       However, according to a study conducted by the New England Journal of Medicine (2008), not all children with selective mutism and anxiety disorders benefit from cognitive behavioural therapy. The study shows that 59.7% of the children’s disorders greatly improved using cognitive behavioural therapy (The New England Journal of Medicine, 2008), which demonstrates that there is still a significant percentage of children with selective mutism and anxiety disorders that are seeking other means of support. Furthermore, the National Health Service (2006) has stated that cognitive behavioural therapy may not be able to be implemented within early years settings, as it is conducted by health care professionals, therefore it is likely that the child may need to take time out of their early years settings in order to attend these sessions, which may result in the child missing out on learning activities within the setting. As stated by McHolm (2006), children with selective mutism should be encouraged to socialise with other children as much as possible, as withdrawing the child from early years settings can increase their anxieties, therefore taking time out of early years settings in order to undergo cognitive behavioural therapy may result in the child feeling anxious when returning to the setting.
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