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Early Intervention and Children’s rights – Selective Mutism
According to Shu-Lan, Spencer and Dronamraju (2012) Selective Mutism (SM), a condition where children fail to communicate in social situations, generally manifests when a child begins nursery or school, typically between the ages of three and five. Furthermore, Mayworm et al. (2015) believe that SM is statistically diagnosed during the ages of five and eight. However, Kovac and Furr (2019) suggest that a diagnosis of SM is often delayed or undetermined. In many instances, Østergaard, (2018) recognise that this is primarily due to children with SM simply being considered as shy, despite conversing confidently at home. Likewise, Kovac and Furr (2019) suggest that as children with SM are seldom disruptive, practitioners may view SM as inconsequential. However, Mayworm et al. (2015) maintain that as SM could have a significant detrimental effect on a child’s social, intellectual and emotional development, early intervention is key. 
Lawrence (2017) states that time is required in order to efficiently plan, implement and evaluate appropriate interventions for SM. However, Kovac and Furr (2019) contend that the length of time from diagnosis to treatment is deplorable, particularly as early intervention is recognised as having a profound impact on a child’s recovery and future prognosis (Smith and Sluckin, 2015). Consequently, Camposano (2011) recognises the importance of knowledgeable practitioners who are able to identify SM and appropriately refer to the necessary professionals. However, the Selective Mutism Information and Research Association (SMIRA) (2018), suggest that practitioners could begin to implement intervention long before an official diagnosis is in place. Thus, in order to support children with SM to fully develop their individual talents, personality and physical and mental abilities, as stated in article 29 of The United Nations Convention on the Rights of the Child (UNCRC, 2016). 
Following a two-month period in a new setting, which is when shy children typically begin to converse (Johnson and Wintgens, 2015), Dilerberto and Kearney (2016) maintain that children with SM will continue to exhibit anxious, withdrawn and reticent behaviour when expected to communicate. Despite Aberdeenshire council (2013) recognising that practitioners may have limited experience of the barriers surrounding SM, Lee and Saunders (2018) suggest interventions that practitioners can implement early on such as, by creating a warm and welcome environment, allowing the child time and enabling non-verbal ways to communicate. Consequently, acknowledging article 13 of the UNCRC (2016) in supporting every child’s right to convey their feelings and ideas through various ways of communication and expression. Additionally, SMIRA (2018) encourage talking to the child about SM and reassuring and involving them wherever possible, particularly in the referral process. Thus, further supporting their right as expressed in article 7 of the Convention on the Rights of Persons with disabilities (CRPD) (United Nations, no date) to understand and be involved in all matters that affect them. 
Longobardi et al. (2019) suggest that children with SM are likely to experience anxiety and stress in the company of unfamiliar adults. Therefore, it is fundamental that practitioners create positive nurturing relationships from the onset, to enable a child to feel secure and valued (Lee and Saunders, 2018), and subsequently reduce the risk of school refusal (Johnson and Wintgens, 2015). Particularly as article 28 of the UNCRC (2016) state that receiving an education is every child’s right. Oerbeck et al. (2014) recognise that there are several psychosocial school-based approaches to support children overcome SM. Consequently, encouraging early intervention (Lee and Saunders, 2018). Additionally, some children with SM may require referrals to professionals such as, the school nurse, educational psychologist and a speech and language therapist (Aberdeenshire Council, 2013). However, SMIRA (2018) state that not all child and mental health services and speech and language services for example are funded to support the treatment of SM, despite article 23 of the UNCRC (2016) stating that the Government should support all children to ensure no one is disadvantaged by disability.  
The National Health Service (NHS) (2019) recognise that further treatment could be avoided if practitioners in early years settings and families work together to minimise a child’s anxiety. Through small gradual steps and individually tailored support (Smith and Sluckin, 2015), and using information gathered regarding a child’s needs, interests and dislikes for example (Shriver, Segool and Gortmaker, 2011). Subsequently, acknowledging article 5 of the UNCRC (2016) where the parental responsibilities in relation to guiding their child and supporting their capabilities must be respected. Furthermore, any form of support should consider the effects of cultural differences (Johnson and Wintgens, 2015), respecting article 30 of the UNCRC (2016) which contends that all children have the right to respectfully enjoy their own culture and language. However, Mayworm et al. (2015) suggest that assessment and intervention may be significantly challenging, when children with SM also do not speak the language of the setting. Particularly as SM among children with English as an additional language (EAL) is often under-reported (Jones, 2012), due to difficulties in differentiating between SM and the expected ‘silent period’ typically displayed during the acquisition of a second language (Mayworm et al. 2015). 
Lawrence (2017) suggests that the number of children with SM remains low, equalling approximately one percent of the special educational needs (SEN) register. However, for many of those children the symptoms and consequences of SM could become severe, particularly when interventions are delayed or inhibited (Capozzi et al., 2017) Potentially, continuing into adulthood (NHS, 2018) and leading to adverse effects to both mental and physical health (Camposano, 2011). Therefore, Lee and Saunders (2018) emphasise the need for whole-school awareness and a multi-agency approach when necessary. To ensure, with reference to the SEN CODE of Practice, that these ‘silent’ children become heard (Lawrence, 2017). Furthermore, O’Reilly and Lester (2015) recognise that there may be many varying and complex reasons for children to experience the anxiety associated with SM, such as, separation and social anxiety, trauma and loss and maternal depression for example (Monzo, Micotti and Rashid, 2015). However, the NHS (2018) believes that SM could be overcome successfully if understood, diagnosed early and managed appropriately to suit each individual child. Therefore, respecting article 3 of the UNCRC (2016) which states that the child’s best interests will be the main consideration in all actions that concern them. Moreover, Camposano (2011) maintains that early intervention significantly heightens a successful outcome, consequently supporting the long-term holistic development of children with SM. Particularly important as Bercow (no date cited SMIRA, 2018) states that the ability to communicate is not only crucial but a basic human right. 
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Critical Analysis of Barriers
Selective Mutism (SM), according to Gensthaler et al. (2016) is recognised by the Diagnostic and statistical manual of mental disorders, 5th edition (DSM-5) as an anxiety disorder and more specifically, related to that of a social phobia, occurring when children are expected to communicate in social settings (Kovac and Furr, 2019). However, Wong (2010) maintains that SM differs from a general anxiety disorder by emerging in the early years, a period recognised by the World Health Organisation (WHO) (no date) as being a crucial stage in a child’s life, where the foundations for future health and well-being are laid (Rose, Gilbert and Richards, 2015). Consequently, as children with SM typically fail to communicate at school (Cornacchio et al., 2019), they are often disadvantaged in their ability to achieve their full educational potential (Mayworm et al., 2015), and subsequently, at risk of long-term inequalities (Rose, Gilbert and Richards, 2015). Particularly as Buck (1988 cited in Smith and Sluckin, 2015) regarded language to be the pre-eminent tool for learning. 
Generally, most children with SM are understood to be developing within the expected range in all areas, including language ability when starting school (Monzo, Micotti and Rashid, 2015). However, as children with SM are typically too anxious to communicate with practitioners, they may subsequently generate developmental barriers due to the inability to ask questions or inform practitioners of their needs (American Psychiatric Association (APA), 2013). Thus, according to Crow (1996 cited in Goering, 2015) regards the medical model of disability where the child’s limitations caused by SM create disadvantage. For example, their inability to convey the need to use the toilet, state if they are hurt, hungry or thirsty (Østergaard, 2018), or express their likes and dislikes or lack of understanding (APA, 2013), could all negatively impact on a child’s overall development long term, if left untreated (Mayworm et al., 2015).  
 According to Klein et al. (2019) children with SM generally experience anxiety and panic when faced with a social situation that they believe could cause them to become humiliated or embarrassed. Therefore, the NHS (2019) suggest that the fear children with SM have of drawing attention to themselves, may result in significant withdrawal and avoidance of social situations and educational engagement (Klein et al., 2019). Consequently, creating difficulty for practitioners to assess the developmental skills and abilities of children with SM (Kovac and Furr, 2019), in order to appropriately support their learning (Welsh Government, 2018). Additionally, Jones (2012) suggests that the increasing pressures practitioners face in enabling children to meet educational targets, could generate further anxiety surrounding expectations for a child with SM to comply.  
Furthermore, as SM is recognised as being comparatively uncommon (Cornacchio et al., 2019; Oerbeck et al., 2014) and a number of children with SM may appear relaxed and confident among peers, irrespective of how many or the extent of the communication (Shriver, Segool and Gortmaker, 2011; Shipon-Blum, 2020), many practitioners could view children with SM as being rude, disobedient or stubborn for example (Dilerberto and Kearney, 2016). Particularly, when they refrain from providing basic, polite responses (Smith and Sluckin, 2015). Therefore, Johnson and Wintgens (2015) express that when a child with SM feels pressured to respond and communicate verbally, the consequences of SM could be strengthened further. Thus, as recognised in the social model of disability, by the behaviour of others, influenced by ignorance or lack of understanding (Goering, 2015).  
Longobardi et al. (2019) suggest a further consequence that children with SM face when avoiding social situations due to their anxiety, is the difficulty in forming relationships which could negatively impact on their development of social and cognitive skills (Bergman et al., 2013; Oestergard, 2018). As a result, many children with SM may have theory of mind difficulties, affecting behaviours such as, coping mechanisms, how to regulate emotions and problem-solving skills (Nowakowski et al., 2011). Additionally, their social judgement of the thoughts and intentions of others may also be impaired (Dilerberto and Kearney, 2016). Consequently, children with SM could be at an increased risk of becoming ostracized by their peers (APA, 2013; Longobardi et al., 2019).  
Rose, Gilbert and Richards (2015) express that children who are anxious may continuously scan their surroundings, particularly observing the body, facial and vocal language of practitioners in anticipation of perceived risk. Subsequently, reacting to fear with a ‘fight or flight’ response and in the case of children with SM the response is to freeze (Mac, 2016). Thus, according to Gensthaler et al. (2016) potentially arousing the child’s ‘sympathetic nervous system’ which activates increased heart rate, blood pressure and increased sensitivity for example (Rose, Gilbert and Richards, 2015). Despite Mac (2016) recognising this response as being natural and required for survival, the continued long-term repercussions to a child’s physical, emotional, social and academic development could be alarming (Shipon-Blum, 2020).  
 
However, recognising the potential detrimental barriers SM can cause to children’s development (Aberdeenshire Council, 2013) will enable practitioners to understand the significance of supporting children with SM, particularly in developing strategies to build trust (Camposano, 2011) in order to support them to learn to independently overcome their anxiety (Mayworm et al., 2015), and achieve the goal of verbally communicating confidently in all situations (Ennio, 2019). Fortunately, Shu-Lan, Spencer, and Dronamraju, (2012) contend that SM could be successfully overcome with early intervention and the right tailored support, enabling children with SM to achieve their full educational potential and become successful, independent adults (Lee and Saunders).  
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Critical Evaluation of Support – Selective Mutism

According to Jones (2012) there have been significant advances in both the understanding and the treatment of Selective Mutism (SM) in recent decades. However, Oerbeck, et al. (2014) suggest that SM is still considered as being difficult to treat. Nevertheless, Lee and Sanders (2018) recognise behavioural interventions as being the most effective way to support children with SM. Consequently, a behavioural approach, often combined with speech and language therapy is the predominant treatment for SM. Particularly, the ‘sliding in – fading out’ approach (Jones, 2012; Aberdeenshire Council, 2013). 
 
Recognising SM as an anxiety disorder (Oerbeck et al., 2018), Muris, Hendriks and Bot (2016) contend that children with SM experience considerable anxiety communicating with unfamiliar adults. Hence, the treatment has moved away from focussing solely on the child speaking but aspires to reduce the associated anxiety (NHS, 2019). Accordingly, more recent studies recognised the importance of including parents in the treatment process (Johnson and Wintgens, 2017). The aim, therefore, according to Lee and Saunders (2018) is to begin with the child conversing with a trusted person such as the parent, in a familiar setting and gradually introduce the key practitioner for example.  
 
The desired outcome is for the child to gradually gain confidence and begin speaking more freely (Lee and Saunders, 2018; Aberdeenshire Council, 2013), until the child is confident enough for the parent to be ‘faded out’ of the sessions (Smith and Sluckin, 2015; SMIRA, 2020). Consequently, in order to maximise success, the programme requires full co-operation from both a parent and a key worker who works frequently with the child and over a considerable period (Johnson and Wintgens, 2001 cited Smith and Sluckin, 2015). However, Ennio (2019) notes potential difficulties in organising regular and consistent sessions to suit all involved.  
 
According to Smith and Sluckin (2015), the success of the approach is magnified when ‘achievable intermediate targets’ are set and more importantly, when ensuring that the approach is implemented in small, gradual steps (Mayworm et al., 2015). However, Aberdeenshire Council (2013) recognise that the time it takes for each child to achieve each step and the point at which they start, will vary. Smith and Sluckin (2015) believe that the use of puppets, music and play could significantly strengthen the approach. Thus, by removing the direct focus away from the child (Oerbeck et al., 2014). Moreover, the NHS (2019) empahsise the importance of not pressurising a child with SM to speak and to express sensitivity, reassurance and patience, supporting children to slowly face and manage their anxiety rather than fearfully avoid a situation altogether (Child Mind Institute, no date).  
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Building strong, positive relationships with all involved is also essential to the success of the approach (Longobardi et al., 2019) particularly, as working with knowledgeable others could enable parents to gain a better understanding of ongoing ways to support their child (Johnson and Wintgens, 2017), and help minimise the potential detrimental effects of SM (Longobardi et al., 2019). However, Murray et al. (2008 cited Smith and Sluckin, 2015) recognise that a parent themselves could be anxious and may unintentionally encourage their child to avoid anxious situations and increase their vulnerability. Therefore, Smith and Sluckin (2015) believe that it may be necessary to support the whole family to ensure the best possible outcome for the child (Aubrey and Riley, 2019). 
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