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ABSTRACT

Selective Mutism (SM) is a disorder characterized by the individual's persistent inability to speak in specific social
situations (e.g., school) where speech is expected, even though the individual is able to speak in other situations.
It is a rare anxiety disorder and is often seen in children between the ages of 4-8. The presence of SM in family
members is important in terms of both etiology and clinical course. While family burden is a factor that increases
the incidence of SM, according to some research results, the clinical symptoms of twin cases diagnosed with SM
are more severe than those of non-twins. A positive family history negatively affects the prognosis of SM and
increases resistance to treatment. In this article, the diagnosis and treatment process of 14-year-old
monozygotic twin adolescents who have been followed up with the diagnosis of SM for a long time will be
discussed. The main treatment methods for SM are medication and psychotherapy. It is known that
psychotherapeutic interventions in particular vary depending on individual differences. The most important
purpose of this article is to draw attention to the differences in treatment interventions of twin SM cases and to
evaluate the clinical features of the cases in the light of the literature.
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OZET

Selektif mutizm (SM), bireyin baska durumlarda konusuyor olmasina karsin, konusmasinin beklendigi 6zgul
toplumsal durumlar (6rn. okul), strekli bir bicimde, konusamiyor olmasi ile karakterize bir bozukluktur. Nadir
gorilen bir anksiyete bozuklugu olup siklikla ¢ocuklarda 4-8 yas araliginda gortlmektedir. Aile bireylerinde SM
varligl hem etiyoloji hem de klinik gidisat agisindan énemlidir. Aile yUklligi SM’nin gérilme sikligini artiran bir
faktor iken bazi arastirma sonuglarina gére, SM tanisi olan ikiz olgularin klinik semptomlari ikiz olmayanlara gére
daha siddetlidir. Aile 6ykistnun pozitif olmasi SM’de klinik gidisati olumsuz etkilemekte, tedaviye direnci
artirmaktadir. Bu yazida, 14 yaslarinda, uzun siredir SM tanisi ile takip edilen monozigot ikiz ergenlerin tani ve
tedavi siireci ele alinacaktir. SM’de baslica tedavi ydntemi ilag tedavisi ve psikoterapidir. Ozellikle psikoterapdtik
mudahalelerin bireysel farkliliklar dogrultusunda gesitlilik gosterdigi bilinmektedir. Bu yazinin en 6nemli amaci,
ikiz SM olgularinin tedavi miidahalelerindeki farklihga dikkat gekmek ve olgularin klinik 6zelliklerini literatiir
esliginde degerlendirmektir.
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Introduction

Selective Mutism (SM) is an anxiety disorder that is
relatively rare compared to other anxiety disorders and it
is characterized by the inability to speak in specific
settings and situations where speech is anticipated,
despite having the ability to speak®. Although precise
percentages have not been established, research has
reported that the frequency of selective mutism ranges
from 0.11 to 2.2% and it is more common in girls than in
boys%3. Psychiatric comorbidities, particularly social
phobia, specific phobia, and separation anxiety disorder,
are extremely prevalent among SM patients34,

Long-term follow-up research on the clinical trajectory of
SM is scarce. In a study, the average disease duration for SM
was found to be 9 years®. In general, it is suggested that in
most untreated SM cases, mutistic symptoms gradually go
away and that during adolescence and early adulthood, the
majority of cases do not fulfill the diagnostic criteria for SIM®.
A poor prognosis is linked to advanced age, initial disease
severity, and a family history of SM’.

Although it has been reported that SM is more
common in twins, it is unclear whether this is a referral
bias8. Furthermore, it has been noted that the clinical
symptoms of SM in twins are more severe than those in
singletons®?. This article aims to discuss the follow-up and
treatment process of a pair of female monozygotic
adolescent twins who have had SM for a long time.
Written informed consent for the presentation and
publication of the case was obtained from the patients
and their parents on the condition that the patients'
anonymity must be preserved.

Description and Presentation of Cases

Fraternal twin female patients, aged 14 years and 9 th-
grade students, applied to our clinic accompanied by their
mothers and at their mother's request, not speaking in
social situations like school, friends, and foreign
environments, and extreme shyness and timidity. In one-
on-one interviews with different psychiatrists, nonverbal
communication (making eye contact, using gestures and
facial expressions, shaking the head) was achieved with
both adolescents, but verbal communication was not
established. Due to the patients' limited verbal
communication, the mother provided the majority of the
anamnesis information.

It was learned that the patients spoke on time and
fluently, without any delay in speech and other
developmental stages, and their "not talking to strangers"
problems were initially noticed in the first grade of
elementary school. The mother stated that until that date,
as parents, they had observed that children did not talk to
anyone when there were strangers at home, when they
went out for a visit, or in other social environments, but
they did not consider this as an abnormal situation
because they spoke normally and fluently when there
were no outsiders present at home (except for their
grandmother, who they saw a lot). Without any preschool
instruction, when the children entered elementary school
together, in the same classroom, at the same desk, they

did not experience separation anxiety. The mother were
the children's primary caretakers, and they grew up in an
isolated household setting with no friends. During the first
half of first grade, the teacher observed that the sisters
talked only to each other and did not talk to anyone
including the teacher herself and their classmates; when
they asked them questions or wanted to communicate
with them, they acted as if they could not hear them at all;
they did not even make eye contact; they did not
participate in games with their classmates, and they were
remarkably shy and introverted, and thus recommended
that they receive a psychiatric evaluation from child and
adolescent  psychiatry. They had no triggers,
stressful/traumatic life events, or stressors linked to their
"not talking to strangers" problems. The children who
were evaluated for the first time by a child psychiatrist in
the second half of the first grade, it was reported that
their mental development was normal, and considering
the diagnosis of selective mutism, they were started on
fluoxetine 5 mg/day medication. However, family
members did not start drug treatment and did not go to
child and adolescent psychiatry follow-ups because they
thought that these problems would spontaneously
resolve when they grew up, and they were worried about
the side effects of drug treatment.

When the children started the second grade of
elementary school, their classroom teacher changed and
a male teacher whom the mother described as
authoritarian, rude, rather harsh, and emotionally
detached took over. The mother claimed that at that time,
her children were more timid than ever at school and
were reluctant to attend school. The classroom teacher
again referred the children for a psychiatric evaluation
due to their lack of verbal and nonverbal communication
with him and their classmates. They next saw a different
child and adolescent psychiatrist, who once more started
them on 5 mg of fluoxetine per day. The dosage of
fluoxetine was gradually increased to 20 mg/day during
the follow-ups, and risperidone 0.25 mg/day was added to
the treatment regimen. The mother mentioned that they
received treatment with fluoxetine 20 mg/day and
risperidone 0.25 mg/day for a year and that during this
period, the children communicated only non-verbally with
the classroom teacher and classmates with whom they
were not close, and spoke with one or two classmates,
albeit in whispers. Later, with the arrival of summer
vacation, this treatment regimen was stopped by the
parents, and the children were left without treatment for
approximately 6 months. Throughout the subsequent
processes, various medication therapies were selected for
the children who were assessed by numerous child and
adolescent psychiatrists before applying to our clinic
(including selective serotonin reuptake inhibitors
[fluoxetine, sertraline, escitalopram, fluvoxamine],
imipramine from tricyclic antidepressants, mirtazapine
from atypical antidepressants, antipsychotics
[risperidone, aripiprazole, paliperidone, amisulpride] and
hydroxyzine from antihistamines). Furthermore, even
though many psychiatrists recommended that siblings
attend separate classes, the children never attended
separate classes because they refused to do so. In
summary, as a result of the approximately 8-year
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treatment process, which was not seriously interrupted, it
was learned that the children could only communicate
verbally and non-verbally at a limited level with very a few
friends (one or two) with whom they were close, outside
the home and family environment, and that they still did
not talk to other people.

It was reported that children who were born as
fraternal twins via planned and cesarean section had no
health issues during or after birth and completed the
neuromotor development stages on schedule. Except for
selective mutism, the children's medical histories were
free of significant mental or medical illnesses, and their
neurological examinations revealed no pathology.
According to family history, the mother was extremely
quiet, timid, and introverted at a young age, and she
became very excited when speaking in foreign
environments, as well as having personality traits such as
shyness and timidity. Apart from this, there was no
feature in their family history, including speech-related
disorders. Their 19-year-old brother and father were
described as talkative, energetic, and outgoing.

When patients applied to our clinic, they had not
received treatment in about 9 months. Follow-up and
treatment of both cases continued with weekly meetings
in the first month of treatment, and every two weeks
thereafter. The therapy was implemented in the form of
individual and child-focused parent interviews. Two
different child psychiatrists conducted separate
psychiatric interviews with the cases, and both noted that
both cases were extremely anxious. During the psychiatric
examination, only non-verbal communication was
possible in both cases, and written communication was
also provided in one case. Clinically, the intelligence of the
cases was within normal limits and it was ascertained that
their academic performance was good. The sentence
completion test's contents were mostly about the
"inability to speak"; there were no depressive items.
Neither of them was persuaded to draw. The home video
recordings yielded they were fluent in oral language and
spoke freely. Autism spectrum disorders were excluded
because the patients maintained normal communication
and interaction within the family and did not have limited
or repetitive thoughts and behaviors, and psychosis was
excluded because they did not exhibit delusions,
hallucinations, or other psychotic symptoms. Both cases
were diagnosed with selective mutism and social phobia,
and they were started on fluoxetine 20 mg/day and
aripiprazole 5 mg/day, which had previously been shown
to be the most effective for them. Two different child
psychiatrists separately conducted behavioral treatment-
oriented interviews with the cases, which included
practice/exposure-based tasks, social skills acquisition,
and new tasks. Furthermore, patients were now asked to
attend separate classes at school, and 3 weeks of
lorazepam treatment was added when their classes were
separated. During the follow-ups, after the patients
separated their classes at school, they established
effective nonverbal communication with their teachers
and classmates, as well as effective verbal and nonverbal
communication with their close friends, began to hang out
with their close friends during breaks, and were able to
participate individually in group activities such as music

and role-playing. Family members also commented
positively on the cases' ability to form social relationships.
During the outpatient clinic follow-up, verbal
communication was possible in both cases, albeit in a low
voice and whisper, but although the patients' social
functionality improved, the expected symptomatic
improvement had yet to be achieved. It appeared that the
severity of selective mutism symptoms decreased as
classes were separated at school. The cases were followed
up and treated for about 8 months, but then the mother
voluntarily ended the psychiatric interviews, stating that
her children had recovered, albeit not completely.

Discussion

In this article, a pair of monozygotic female
adolescents diagnosed with SM were presented, in whom
psychotherapeutic and behavioral interventions were
inadequately applied and the disease process was
protracted, even though they received sufficient
treatment support in the form of medication assistance.
This case report underlines the importance of social
isolation and a family history of SM and anxiety disorders,
which  contribute to treatment resistance and
reinforcement and maintenance of mutism, despite
strong drug support.

SM is an uncommon anxiety disorder that is strongly
associated with other anxiety disorders, especially social
anxiety disorder34. Most studies agree that girls are more
likely than boys to develop SM, and some research has
shown that SM is more common in twins and that their
clinical characteristics are more severe?383,

The frequency and clinical presentation of SM in twins
are poorly understood. However, studies indicate that in
addition to strong genetic characteristics in twins, there
are also environmental factors such as social isolation that
strengthen the continuation of mutism and other clinical
characteristics®°. There are surprisingly very few studies
or case reports in the literature regarding the occurrence
of SM in twins®1!, and according to some research, twins
are disproportionately common in SM suffererstl. It is
asserted that the twins struggle to grow apart and develop
their own identities and that this is made worse by the fact
that neither the parents nor the larger community can
recognize the twins as two distinct people. In addition to
the inability to develop an individual identity, it has been
emphasized that twins exhibit mutual mirroring, which
results in social isolation, the persistence of SM
symptoms, and resistance to treatment®. We observed
that our twin pair with SM had difficulty separating from
each other, although they were encouraged to separate,
that they could not demonstrate social skills because they
could not gain an individual identity, and that they
continued to see each other as the same unit. Thus, it was
thought that their close interaction with each other and
the use of the language they created among themselves
hampered the individualization and socialization
processes and disrupted ego development, so they were
asked to have separate classes. Indeed, once our cases
were separated into different classes and the twins' unity
was broken, their verbal and nonverbal communication
skills improved probably due to their social isolation
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barriers decreased. Furthermore, the fact that the
mother of the twin pair we present exhibits personality
traits such as shyness, introversion, and timidity, although
not severe enough to meet social phobia, may contribute
to a lack of verbal communication in the family, social
isolation, and behavioral inhibition. It is also clear that the
mother's personality traits can cause a genetic
predisposition for both SM and social phobia diagnoses in
her twins. These factors can lead to the severity of SM
symptoms remaining unabated and/or an inadequate
response to treatment. In addition, negative prognostic
factors such as the relatively older age of our cases and
their high disease severity from the beginning may also
explain the persistence of symptoms and poor response
to treatment. Again, previous studies have shown that SM
is strongly associated with other anxiety disorders,
especially social anxiety disorder, and that almost all cases
of selective mutism are diagnosed with social phobia?®11,
Similarly, our cases were diagnosed with social phobia
along with SM, and we think that this might contribute to
the relatively poor prognosis.

Several approaches are used in the treatment of
selective mutism, and it is generally recommended that
pharmacological therapy and  psychotherapeutic
interventions be applied together. Psychotherapeutic
interventions should involve the patient, his/her family,
and his/her surroundings. It is advised that mental health
professionals, school counselors, and speech therapists be
part of the therapy team3“. However, there is a dearth of
evidence-based information regarding the care and
treatment of twins with SM, and this data mostly
originates from case reports®19, There is an argument that
suggests twins should be separated for treatment
purposes to promote and enhance individuality, even if
this is not supported by study findings®1°, It is highlighted
that separating not only twins with SM but also twins with
speech difficulties in environments such as schools will
have extremely positive effects on speech and language
skills2,  We implemented behavioral therapy-based
interventions to shatter the twins' unity, promote their
socialization and individualization, assist their self-
differentiation, and further their ego development. For
each twin pair's assessment, treatment, and follow-up, we
selected different therapists. We observed that various
behavioral strategies we used had generally positive
outcomes. In addition to behavioral interventions,
pharmacological treatments, especially selective
serotonin reuptake inhibitors, also have an important
place in the treatment of SM. Because of this, we started
our twin pair cases on fluoxetine and aripiprazole, two
psychotropics that were most beneficial in the past and
we continued drug treatments without significant side
effects. In conclusion, observing rapid changes in their
communication and interactions as a result of the
"separating their classroom and social environments"
technique applied for treatment purposes to increase the
individuality of our cases, as well as drug therapy suggests
that separating the environments of twins with SM during
their treatment is an extremely important and necessary
approach.

Conclusion

This study adds to the scant body of literature on twin
pairs with SM therapy. The treatment method of the twin
pair with SM that we present here demonstrates the
complexity of SM treatment in twins, and points out the
value of separating their social settings —like the school
environment— to strengthen their individual unique
identities and individuality. It was thought that our
patients' interaction with each other and the use of the
language they created among themselves led to the
development of a symbiotic relationship over a long
period, which contributed to the persistence of symptoms
and the emergence of treatment resistance. Indeed,
meaningful progress was made by arranging the twin
pair's classroom and social surroundings to be separate
and providing them with chances for separation and
individualization.
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