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Background

Selective mutism is a well-known disorder in International Classification of Diseases,

10th revision and Diagnostic and Statistical Manual of Mental Disorders, 4th ed. This

disorder is found in less than 1% of children who are presented to mental health

settings. There is a growing consensus among clinicians and researchers that

selective mutism is an anxiety-related condition. Research studies on its

phenomenology, comorbidities, and treatment are scarce.

Aim

The hypothesis of this study was that selective mutism is a form of social anxiety

disorder. The study was carried out to identify social anxiety symptoms and disorder

in a group of patients with selective mutism.

Methods

Eighteen patients with selective mutism were compared with an age-matched and

sex-matched group of 18 patients with social anxiety disorder. Assessment of both

groups was carried out through detailed assessment of history, examination of mental

state, schedule for affective disorders and schizophrenia for school-aged children,

present and lifetime version, the social anxiety scale for children, and an especially

designed observation sheet. In addition, all patients received 6–12 sessions of

behavioral psychotherapy on play therapy bases with family counseling. Patients who

failed to provide a response after three sessions of behavioral therapy in addition

received fluvoxamine 25–50 mg/day. Both groups were compared in terms of

treatment response.

Results

Among the selective mutism group, the mean score on the social phobia scale was

27.3 ± 3.4. Seven patients (38%) had comorbid social anxiety disorder. Comparison

of both groups indicated no significant differences between them either in

sociodemographic data or in social anxiety symptoms. The selective mutism subgroup

with comorbid social anxiety had significantly higher social anxiety symptoms.

Combination therapy proved to result in a better response in both groups. Good

response was associated with more psychotherapy sessions (3), combination therapy

and lower scores on the social anxiety scale at baseline.

Conclusion

There were significant social anxiety symptoms in the entire sample; yet, some

participants reached the diagnostic threshold for social anxiety disorder whereas

others did not. Selective mutism can be considered as a variant of social anxiety

disorder because of the significant overlap in symptoms profile as well as treatment

response. Further researches are required to explain the heterogeneity of patients with

selective mutism. This will help in tailoring a treatment plan for patients.
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Introduction

Selective mutism (SM) is a poorly understood childhood

condition that affects B1% of the population [1,2]. It is a

disorder in which an individual cannot speak in specific

situations when there is an expectation of conversational

speech despite intact communicative language of such an

individual [3]. Elective mutism is one of the Interna-

tional Classification of Diseases, 10th revision (ICD-10)

categories present under disorders of social functioning

with onset specific to childhood and adolescent. In the

last decade, there has been a growing consensus among

clinicians and researchers that SM is an anxiety-related

condition [3,4]. High rates of comorbid social phobia have

consistently been reported [5–7]. Therefore, some

theorists have suggested that SM is actually a more

severe variant of social phobia [8,9]. At the same time, in

the 3rd edition of the Diagnostic and Statistical Manual
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of Mental Disorders (DSM-III), ‘excessive shyness’ and

other anxiety-related traits were listed as associated

features with SM [10]. However, it is classified in DSM-

IV-TR under the category of disorders first diagnosed in

infancy, childhood, or adolescence [11]. Despite the

previous DSM-III concept, comorbidities, and the belief

of many child psychiatrists that SM is a form of social

anxiety in children, the classification system still deals

with it as a separate disorder and not an anxiety disorder.

Experience with different classification systems showed

a number of inconsistencies in the system and a number

of instances in which the criteria were not entirely clear

[4]. Therefore, the developers of these systems appointed

work groups to revise ICD-10 and DSM-IV-TR to develop

revisions and corrections that will lead to the publication

of DSM-V and ICD-11. Recently, DSM-V added SM as

a specifier in the diagnosis of social anxiety disorder

(SAD) [12]. Numerous changes were made to the

classification through the last decades (e.g. disorders were

added, deleted, and reorganized), to the diagnostic

criteria sets, and to the descriptive text on the basis of a

careful consideration of the available research on the

various mental disorders [11].

As a phenomenon, SM is considered as a symptom rather

than a disorder that involves a group of symptoms and

suggested pathophysiology. Another issue was comorbid-

ity between SM and SAD as many investigators [13–15]

proposed that SM is characterized by anxiety, given the

clinical presentation (e.g. high anxiety, avoidance) and

high comorbidity with SAD [16]: there are many

difficulties facing research on SM. Most of the studies

of SM consisted primarily of small sample populations

and case reports [17]. Moreover, researchers could not

depend on structured or semistructured interviews alone

in the diagnosis as the patients are nonfluent and usually

socially inhibited and uncooperative during interviews.

This is why additional tools for diagnosis were necessary

such as teachers’ observations together with assessment

of history and clinician’s observations, although these are

not standardized tools. In Arab countries, the situation is

more difficult as there are not enough data on the

disorder, or its prevalence, phenomenology, or comorbid-

ities.

To summarize, the debate is whether SM is a symptom or

a disorder. If it was just a symptom in different disorders

(such as anxiety disorder, communication disorder, or

oppositional defiant disorder), why is it still present in

different classification systems? This debate requires a

considerable research on phenomenology, comorbidities,

psychosocial aspects, and possible etiologies.

Aim and hypothesis
The hypothesis of the current study was that SM is a

variant of a social anxiety disorder in children with

different presentations. The aims of the study were to

(a) to identify social anxiety symptoms and disorder

among patients with SM and (b) compare patients with

SM with another group of patients diagnosed with social

anxiety in terms of symptom profile, past history,

sociodemographic data, and response to treatment.

Participants and methods
Design and site of the study

The current study was a prospective comparative study.

It was carried out in the Al-Aml Complex for Mental

Health at Dammam, Kingdom of Saudi Arabia (KSA). All

patients were recruited from the outpatient clinics of

child psychiatry in the period between 2008 and 2010.

The Complex is one of the largest mental health hospitals

in KSA. It belongs to the Ministry of health and it offers

services free of charge. The outpatient clinic of child

psychiatry operates daily through a multidisciplinary

team.

Ethical issues

The design and methods of the study were approved by

the ethical and scientific committee of the Al-Amal

Complex for Mental Health. All patients and their legal

guardians were informed of the details of the study and

provided an informed consent.

Patients

The study included two groups of patients. The first

group included patients with SM and were recruited on

the basis of certain criteria. The inclusion criteria were as

follows: patients diagnosed with SM according to DSM-

IV and age range up to 12 years. The exclusion criteria

were as follows: patients with any neurodevelopmental

disorder (mental retardation, schizophrenia, autism) and

neurological disorders that affect speech and commu-

nication disorder (as this is one of the exclusion criteria in

DSM-IV) [11]. Among 22 patients who presented to the

clinic during the above-mentioned time period, 18

patients fulfilled the criteria, provided consent, and

completed at least six psychotherapy sessions in order

to assess response to treatment. The second group

included 18 patients with social anxiety disorder. They

were matched for age and sex with the first group.

Procedures and tools

Study proper

All patients in both groups were subjected to the

following procedures: (a) assessment of clinical history

according to the ICD-10 symptom check list [18],

(b) Schedule for Affective Disorders and Schizophrenia

for School Aged Children Present and Lifetime Version

[19], (c) testing of the children with audiotapes for

fluency, as the parents were requested to record conversa-

tions or songs of their children to examine their speech

and exclude any speech disorder; positive cases were

confirmed by a phoniatric Doctor. Further assessment of

fluency was performed by counting the number of words

spoken over a given time period, volume, and complexity

of speech, which was done in the rehabilitation room in

the presence of three individuals (one parent, psychologist,

and psychiatrist) at the first assessment in the absence of a
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parent in the last assessment. (d) An observation sheet that

was created by the research group was used to detect any

anxiety symptoms, (e) the Arabic version of the social

anxiety scale for children (SASFC) [20,21], (f) intelligence

quotient (IQ) assessment using the Arabic version of the

Stanford Binet intelligence test [22,23], (g) 6–12 sessions

of behavioral therapy, and finally (h) patients who did not

show any response after three sessions received fluvox-

amine 25–50 mg daily for 12 weeks if the parents agreed to

pharmacotherapy.

Assessment of response in both groups was carried out on

the basis of the opertionalized criteria. In the SM group,

we focused on fluency of speech on different occasions

together with number of spoken words, complexity of

sentences, and volume of speech. In addition, response

was assessed on the basis of the score of the observation

sheet as patients’ responses were assessed according to

two factors: (a) symptoms decrease more than 50% on the

observation sheet’s score in comparison with the score at

study onset and (b) patients became fluent on different

occasions, especially at school. Response was considered

partial if (a) reduction in the score was less than 50% and

(b) patients showed on and off improvement at school.

The response was considered poor if it was still almost

the same. In case of SA, response was assessed on the

basis of the score of SASFC. The response was

categorized as good if the score decreased by more than

50% from the score at onset or the total score was less

than 18. Also, the response was considered poor if the

score decreased by less than 50% or the total score was

between 24 and 36. Finally, the response was considered

partial if the score decreased less than 50% but the total

score was between 18 and 24.

Assessment of patients was carried out at three time

points: at study onset, after three psychotherapy sessions

to determine the need for treatment and at the end of

the study. Statistical analysis was carried out only for the

first and the last assessment.

Tools

Assessment of history also included data on past

psychiatric history, especially for delayed language devel-

opment (DLD), speech disorders, and family history,

especially of anxiety disorders.

Schedule for Affective Disorders and Schizophrenia for

School Aged Children Present and Lifetime Version is a

semistructured interview. It was translated into Arabic

and adapted the Arabic culture and has been used

previously in many Arabic studies [24–26].

The observation sheet was designed by the research

group to aid assessment of the severity of symptoms and

response to treatment. The sheet has good internal

consistency as Cronbach’s a ranged between 0.69 and

0.78. This sheet included nine items answered by yes or

no. No answer led to a score of 0 and indicated normal

observation (absent symptom). Yes answer led to a score

of 1 and indicated the presence of the symptom. The

higher the total score, the higher the anxiety symptoms

(up to 9). Items included emotional symptoms (such as

irritability and nervousness) at the time of stress or

neurotic traits, Excess attachment to the caregiver,

avoidance (such as school refusal, refusal to play with

others), cognitive symptoms (lack of concentration,

mental block with teachers or clinician), speech problems

(such as stuttering, little and low voice speech), SM,

somatic symptoms at school or at home, sleep distur-

bances such as nightmares, and specific phobias. The

observation sheet aided assessment of patients for

diagnosis and for response to treatment. Three copies

of the sheet were completed by the parent at home, the

school teacher, and the investigator in the rehabilitation

room. To avoid duplication of information and false-

positive results, certain items were reported as positive if

there was an agreement between two reports on

emotional symptoms, excess attachment to the caregiver,

avoidance, speech problems, SM, and cognitive symp-

toms. Other symptoms could be reported by one observer

(sleep disturbances, somatic complaint, and specific

phobias).

The SASFC is a scale designed to assess social anxiety

symptoms in children aged from 6 to 12 years [20,21]. The

Arabic version was well standardized and validated and

used in previous studies: the reliability score was 0.78 and

0.82 for both subscales; and satisfactory internal consis-

tency (a values were 0.76 and 0.78) and validity scores were

0.83 and 0.85. The scale consisted of 12 items: six items for

measurement of social skills and another six items for

assessment of social communication. Scoring of the test was

1, 2, 3 according to how often the symptom occurred. The

higher the score, the more severe the social anxiety

symptoms. The cut-off score was 18, below which there

were no social anxiety symptoms; it was determined on the

basis of validation of the scale on a community sample [21].

The highest score was 36. In this study, patients were

categorized as having mild social anxiety symptoms if the

SASFC score was 18–24, moderate if the score was between

24 and 30, and severe if the score was more than 30. SASFC

is a self-administered scale; however, in the current study,

the investigators explained each item of the scale to the

children and/or their parents without any suggestion.

The scale was administered at the start of the study, after

three sessions of psychotherapy, and after 3 months of

treatment.

The Stanford Binet intelligence test is a well-known IQ

test that was previously translated into Arabic and

adapted to the Arabic culture [22,23]. The scale has also

been used in many Arabic studies, with good reliability

and validity. The test was carried out by an expert

psychologist.

As mentioned above, all patients in both groups received

6–12 sessions of behavioral therapy (reinforcement of

speech behavior and gradual desensitization of the

anxiety-provoking and/or mutism-induced situations) as

play therapy sessions together with family counseling

during the same session. One session/week was con-

ducted, each for 45 min. The sessions were conducted by

an expert psychologist who was blinded to the purpose of

the study.
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Patients who did not show any response after three

sessions received, in addition to psychotherapy, fluvox-

amine 25–50 mg/day.

Apart from the IQ and sessions of psychotherapy, all

assessments and all clinical tools were performed by two

child psychiatrists with good inter-rater reliability for

KSAD and SASFC as k was at least 0.8.

Statistical analysis

Data obtained were analyzed by an expert statistician

using the statistical package for social science, version 15

(SPSS Inc., Chicago, Illinois, USA). The statistician

chose the best tests for a small sample size. Numerical

data were represented in the form of mean and SD.

Categorical data were presented as numbers and fre-

quencies and were tested for statistical associations using

w2-tests and cross-stab for analysis. The Mann–Whitney

and Kruskal–Wallis tests were used to compare quanti-

tative variables in the same group instead of an

independent group t-test and one-way analysis of variance

between-groups. k was calculated to assess inter-rater

reliability and reliability analysis was carried out to assess

internal consistency of the observation sheet. Spearman’s

rank correlation was also used for nonparametric correla-

tion to identify the factors associated with good response.

Results
The total number of patients in both groups was 36. The

number of patients in the first group (SM) was 18. Also,

the number of patients in the second group (SA) was 18.

As shown in Table 1, there was no significant difference

between both groups in sex, order of birth, or family

history of anxiety disorders. Past history of DLD was

more prevalent among patients with SM, but this

difference was not statistically significant.

There were no statistically significant differences be-

tween males and females in the SM group in terms of age

of onset, presenting age, score on the social phobia scale,

or clinical observation. Seven out of eight male patients

received combined therapy versus five out of 10 female

patients, but this was not statistically significant as P was

0.094.

In terms of sex differences in response to treatment, no

statistically significant difference was found between

males and females as P was 0.090.

In terms of social anxiety symptoms and diagnosis in the

SM group, seven patients (38.9%) were diagnosed with a

comorbid social anxiety disorder. At the same time, the

mean total score on the social phobia scale in SM group

was 27.3 ± 3.4, which indicated moderate severity of

symptoms. Furthermore, 27.8% of patients had severe

symptoms according to the social phobia scale and 44.4%

had moderate symptoms; another 27.8% had mild

symptoms. In addition, the mean score on the observation

sheet was 5.5 ± 1.4. At the same time, six patients

(33.3%) in the SA group had comorbid stuttering.

As shown in the Table 2, there were similarities between

both groups in the compared items, even in subitems of

the observation sheet, except for two items: speech

problems and somatic symptoms. Speech problems (such

as low voice and little speech) were more prevalent in the

SM group (P = 0.005). Somatic symptoms were more

prevalent among the social anxiety group (P = 0.040).

As Table 3 shows, there were similarities among the three

groups in age and scores of the observation sheet.

However, there were significant differences in many

items. The first difference was age of onset of illness,

which was younger in the SM group without comorbidity

(P = 0.046). The second difference among the three

groups was the total score of the social phobia scale,

which was higher in the SM group with comorbidity

(P = 0.011). Moreover, the social communication sub-

scale was also higher in the SM group with comorbidity

(P = 0.004).

At the same time, there was no statistically significant

difference between patients of the SM group who had a

positive history of DLD (n = 4) and patients of the SM

group who had a negative history of DLD (n = 14) in

terms of the scores of social phobia scale, social skill

subscale, and social communication subscale (P = 0.319,

0.276, and 0.468, respectively).

In the SM group, comparison of those with good or partial

response (n = 15) versus those with poor response (n = 3)

in terms of the type of treatment, number of sessions, and

sex showed that the three poor responders were all

female patients who received only psychotherapy as their

parents refused pharmacotherapy, although there was no

statistically significant sex difference (P = 0.90). In

addition, there was a highly significant difference

between both groups among those who received com-

bined therapy (N = 12) as all had good response versus

those receiving psychotherapy alone (N = 6); three had

good response and three had poor response. Thus, the use

of combination therapy in these patients yielded better

results.

On comparing the SM and the SA group (Table 2), it was

found that most of the patients in both groups received

combined treatment, with no significant differences

Table 1 Comparison between both groups in terms

of sociodemographic data

Selective mutism Social anxiety w2 d.f. P

Age 7.2 ± 1.6 8.4 ± 2.2 – 1.878 34 0.069
Age of onset 4.6 ± 1.7 5.6 ± 1.4 – 1.925 34 0.063
Sex [N (%)]

Male 8 (44.4) 10 (55.6) 0.444 1 0.505
Female 10 (55.6) 8 (44.4)

Birth order [N (%)]
Youngest 8 (44.4) 7 (38.9) 0.114 1 0.735
Other 10 (55.6) 11 (61.1)

Past history of DLD and speech disorder [N (%)]
Negative 14 (77.8) 16 (88.9) 0.800 1 0.371
Positive 4 (22.2) 2 (11.1)

Family history of anxiety disorder [N (%)]
Negative 13 (72.2) 14 (77.8) 0.237 2 0.888
Positive 5 (27.8) 4 (22.2)

DLD, delayed language development.
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in management and response. However, there were

significant differences in response between patients

who received psychotherapy alone (n = 13) and patients

who received combined treatment (n = 23). Patients who

received combined treatment showed better response

(P = 0.030).

Furthermore, factors associated with good response to

treatment were combined therapy (r = – 0.361,

P = 0.015), lower total social phobia score at baseline

(r = 0.302, P = 0.037), and lower score on social skill

subscale (r = 0.365, P = 0.014). Moreover, the higher the

score on the social phobia scale (r = 0.280, P = 0.049) and

the social skill subscale (r = 0.319, P = 0.029), the higher

the number of sessions of psychotherapy.

Discussion
In the last decade, there has been a growing consensus

among clinicians and researchers that SM is an anxiety-

related condition [3,4]. This is why the current study was

carried out to identify social anxiety symptoms and

disorder in a group of SM patients and to compare the

findings with another group with social anxiety disorder.

The results of the current study showed that the mean

score of the social phobia scale of the SM group was

27.3 ± 3.4. Seven patients (38%) from the SM group had

comorbid social anxiety disorder. Comparison of SM and

SA groups showed no significant differences between

them either in sociodemographic data or in social anxiety

symptoms. The SM subgroup with comorbid social

anxiety had significantly higher social anxiety symptoms.

Combination therapy was found to lead to better

response in both groups. Good response was associated

with more psychotherapy sessions, combination therapy,

and lower scores on the social anxiety scale at the start of

illness.

In the current study, there was no statistically signifi-

cance difference between both sexes in the diagnosis of

SM as there were 10 females versus eight males. This

finding was different from that of the study of Cunning-

ham et al. [27], who found that SM is diagnosed more

often in females than in males, with a female to male ratio

of about 2–2.5 : 1.

Although in the SM group there were no significant sex

differences in clinical symptoms, response to treatment,

and number of sessions most of the males received

combined treatment whereas the three poor responder

patients were all females and their parents refused drug

treatment; perhaps, this is why they showed poor

response.

The SM group showed significant level of social anxiety

as measured by SASFC.

The mean score of SASFC was 27.3 ± 3.4, ranging from

mild symptoms in 27.8% to severe symptoms in another

27.8%. Meanwhile, seven patients (38.9%) had comorbid

social anxiety. These findings are in agreement with those

of Cohan and Chavira [28], who reported that the mean

scores on a standardized measure of social anxiety were

indicative of clinically significant social anxiety and up to

Table 2 Comparison of the selective mutism group with the social anxiety group

t d.f.

Selective mutism Social anxiety Lower Upper P

SPS 27.3 ± 3.4 26.8 ± 3.5 0.436 34 0.666
SS 14.1 ± 1.8 13.8 ± 2.4 0.394 34 0.696
SC 13.2 ± 2.1 12.9 ± 1.2 0.356 34 0.724
Observation sheet 5.5 ± 1.4 5.5 ± 1.3 0.000 34 1
IQ 92.5 ± 11.9 92.7 ± 10.9 – 0.044 34 0.965
Number of sessions 7.9 ± 3 8.2 ± 2.7 – 0.194 34 0.816
Management [N (%)]

Psychotherapy 6 (33.3) 7 (38.9) 1 0.729
Combined 12 (66.7) 11 (61.7)

Response [N (%)]
Good 8 (44.4) 8 (44.4) 2 0.896
Partial 7 (38.9) 6 (33.3)
Poor 3 (16.7) 4 (22.2)

IQ, intelligence quotient; SC, social communication subscale; SPS, social phobia scale; SS, social skill subscale.

Table 3 Comparisons among social anxiety group, selective mutism patients with comorbid social anxiety and selective mutism

without comorbid social anxiety

Items SM without SA (N = 11) SM with SA (N = 7) Social anxiety (N = 18) w2 d.f. P

Age 6.7 ± 0.9 8 ± 2.2 8.4 ± 2.2 4.455 2 0.108
Age of onset 4.3 ± 1.1 5.1 ± 2.3 5.6 ± 1.4 6.174 2 0.046*
SSK 13.4 ± 1.8 15.3 ± 1 13.8 ± 2.4 4.400 2 0.111
SC 12 ± 2.8 15 ± 1.3 12.9 ± 1.2 11.283 2 0.004**
SPS 25.4 ± 2.8 30.3 ± 1.3 26.8 ± 3.5 9.013 2 0.011*
Observation 5.3 ± 1.6 5.9 ± 1.1 5.5 ± 1.3 0.848 2 0.654
Number of sessions of behavioral therapy 6.9 ± 2.1 10 ± 2.8 8.2 ± 2.7 5.740 2 0.057

SA, social anxiety; SC, social communication subscale; SM, selective mutism; SPS, social phobia scale; SSK, social skill subscale.
*Significant.
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44.6% of the total sample was characterized by clinically

significant scores for social anxiety. However, Kristensen’s

study [29] reported social anxiety in 67% of 54 children

with SM recruited from outpatient psychiatry clinics in

Norway. Similar results have been reported in studies

using community samples [1,2]. However, the findings of

the current study were not in agreement with those of

Black and Uhde [5] or Dummit et al. [6], who found that

almost all of these children fulfilled the DSM-III-R

diagnostic criteria for social phobia or avoidant disorder of

childhood. This could be because of the lower rate of

diagnosis of SA in patients with SM in the current study

in comparison with the above-mentioned studies [5,6];

also, perhaps the patients in our sample were too young to

express the symptoms of the disorder with the use of

standardized tools and we used different criteria and tools

of assessment. Moreover, SM is a heterogeneous disorder

so social anxiety could not explain all cases of SM but

other dimensions may explain some cases.

Cohan and Chavira [28] classified SM into three groups:

(a) an exclusively anxious group in which social anxiety

was the most prominent feature, (b) an anxious opposi-

tional group, in which both anxiety and low-level behavior

problems were prominent, and (c) an anxious-commu-

nication delayed group, in which both anxiety and

developmental language delays were prominent. On the

basis of this classification, in the current sample, all

patients had significant social anxiety symptoms (the

mean score on SASFC was 27.3 ± 3.4), which is in

agreement with a previous study of Vecchio and

Kearney [7]. In addition, one of the exclusion criteria in

DSM-IV and ICD-10 in the diagnosis of SM is the

absence of communication disorders such as stuttering,

articulation problems, etc. That is, say speech should be

within the 2 SD for age. Thus, the current sample did not

include patients with communication disorders.

Similarly, although oppositional defiant disorder was

beyond the objectives but according to clinical history

and KSAD-PL no cases were reported in the current

sample.

Moreover, several cultural differences may play a role in

the prevalence of disorders.

In the current study, patients of SM with comorbid social

anxiety (n = 7) had significantly higher scores on the

social phobia total scale (P = 0.011) and subscale,

especially social communication (P = 0.004). These

findings were similar to the findings of the study of

Yeganeh et al. [30], who reported that, in a sample of 23

patients, children with SM were significantly more

anxious on structured interview and behavioral observa-

tion assessments. In the current study, although the SM

group without comorbid social anxiety had a high anxiety

level (25.4 ± 2.8) similar to the social anxiety group

(26.8 ± 3.5), still, the SM group with comorbid social

anxiety had significantly higher social anxiety level

(30.3 ± 1.3). In sum, it was not SM alone or social

anxiety alone that gave rise to this higher anxiety level

but the comorbidity with social anxiety.

Among SM patients, the highest comorbidity in the

sample was social anxiety (38.9%). Moreover, four

patients (22.2%) had a history of DLD. These findings

are similar to the results of many descriptive and case–

control studies [29,31]. These studies reported that

20–50% of children with SM experience developmental

language delays. This delay may take the form of

diagnosable communication disorders or more subtle

communication delays. Several early descriptive studies

found evidence of delayed speech, articulation problems,

and other communication disorders in more than 30% of

clinically referred children with SM [31–33].

Moreover, among the patients in the social anxiety group,

six (33.3%) had comorbid stuttering disorder. This

percentage was lower than that of Arlin’s study [34], in

which the rates of overlap between social anxiety and

stuttering were as high as 75%.

Current research indicates that there is likely a relation-

ship between stuttering and social anxiety, but the nature

of the relationship remains unclear.

Treatment for SM consists of two primary domains: non-

medication-based and medication-based interven-

tions [17]. In the current study, combined treatment

was used in 66.7% of patients with SM and only 61.7% of

patients with social anxiety, but there was no statistically

significant difference. In addition, response was signifi-

cantly better with combined treatment in both groups.

Furthermore, comparison of SM patients with comorbid

social anxiety versus those without showed that comorbid

patients required significantly higher number of psycho-

therapy sessions. These findings agree with those of

some case report studies [35,36], which suggested the

enhanced effectiveness of combination treatments. For

example, Wright and colleagues reported a positive

response to treatment with fluoxetine in a combined

treatment plan that also included family and behavioral

therapy. Black and Uhde [36] found that among six

children with SM, children actively administered fluox-

etine over a period of 12 weeks showed improved ratings

on mutism and anxiety, although other symptoms

remained unchanged.

Although the current study was carried out in a

naturalistic setting and it may be too early to establish

factors related to good initial response, these preliminary

data indicated that good response was associated with

combined therapy, lower total social phobia score at

baseline, and lower score on the social skill subscale.

Strengths and limitations

This study is one of the few available on SM and social

anxiety in Arab countries. Assessment and follow-up of

cases were carried out using valid and reliable tools that

have been previously translated into Arabic and adapted

to the Arabic culture. This is why data on diagnosis of the

disorder, comorbidities, and severity of the illness were

accurate, reliable, and valid. Furthermore, this study was

one of few studies available that compared the treatment

response of these children in a naturalistic setting.
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However, one of the major limitations of the current

study is the small sample size. SM is a rare disorder; thus,

recruitment of the smallest statistically adequate sample

from one center took considerable time.

Another limitation was the inability of the applied tools to

search for other dimensions that may constitute SM such

as oppositional defiant, dissociative and communication

disorders. However, assessment of patients of SM was

time consuming and exhausting for patients because of

their avoidant hardly cooperative behavior.

Moreover, limitations included lack of randomization

before interventions as treatment options were some-

times affected by parent consent on pharmacotherapy

and number of psychotherapy sessions. However, head-

to-head comparison of psychotherapy and combined

treatments was not an aim of the current study.

However, this was the case in many previous studies

[37–39].

Clinical and research implications

On the basis of the current study and previous studies,

tailoring of a management plan for patients of SM should

consider social anxiety symptoms and comorbidity.

Further research is required to explore more details of

the different dimensions of symptoms in patients with

SM. Moreover, head-to-head comparisons of different

types of psychotherapy and drug treatments are required

to establish clear practice guidelines for treatment.

However, in the current study, combination therapy was

better than psychotherapy alone. Finally, refining the

classification system for SM is highly recommended.

Conclusion
Patients with SM had significant social anxiety symptoms

and were similar to patients with social anxiety in terms

of sociodemographic data and anxiety symptoms. Some

patients with SM were diagnosed with SA disorder. Still,

it cannot be confirmed that SM is just a social anxiety

disorder. Whether it is a variant of social anxiety that

presents with SM or more heterogeneous than that is still

unclear and further multicenter research is required with

the use of appropriate tools.
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