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Abstract
Objective—To evaluate the factor structure, reliability, and validity of the 17-item Selective
Mutism Questionnaire.

Method—Diagnostic interviews were administered via telephone to 102 parents of children
identified with selective mutism (SM) and 43 parents of children without SM from varying U.S.
geographic regions. Children were between the ages of 3 and 11 inclusive and comprised 58%
girls and 42% boys. SM diagnoses were determined using the Anxiety Disorders Interview
Schedule for Children - Parent Version (ADIS-C/P); SM severity was assessed using the 17-item
Selective Mutism Questionnaire (SMQ); and behavioral and affective symptoms were assessed
using the Child Behavior Checklist (CBCL). An exploratory factor analysis (EFA) was conducted
to investigate the dimensionality of the SMQ and a modified parallel analysis procedure was used
to confirm EFA results. Internal consistency, construct validity, and incremental validity were also
examined.

Results—The EFA yielded a 13-item solution consisting of three factors: a) Social Situations
Outside of School, b) School Situations, and c) Home and Family Situations. Internal consistency
of SMQ factors and total scale ranged from moderate to high. Convergent and incremental validity
were also well supported.

Conclusions—Measure structure findings are consistent with the 3-factor solution found in a
previous psychometric evaluation of the SMQ. Results also suggest that the SMQ provides useful
and unique information in the prediction of SM phenomenon beyond other child anxiety measures.
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Introduction
Selective Mutism (SM) is a childhood psychiatric disorder characterized in the DSM IV-TR
as a persistent failure to speak in social situations in which there is an expectation for
speaking, despite speaking in other situations.1 As the DSM indicates, failure to speak is not
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due to the child's lack of knowledge or comfort with the language required in the context of
the social situation.1 For example, a typical child with SM may speak at developmentally
appropriate rates at home with parents and siblings, but not speak in school settings.2 The
DSM-IV-TR states that the lack of communication in SM must be verbal; gesturing,
pushing, pulling, or grunting are often forms of communication displayed by children with
SM.1,2 Typically a child with the disorder will show signs of mutism between the ages of 2
and 53,4 however, restricted and selective speech often does not become identifiable as a
condition until a child enters the school system.2 Few studies have established the
population prevalence rate of SM, though school-based samples yield rates between 0.71%5

and 1.9%6 when using DSM-IV criteria. Girls tend to outnumber boys with ratios at 1.5:17

and 1.6:1.4

Selective mutism commonly co-occurs with social phobia, with comorbidity rates as high as
97%.3,8,9 In clinical samples of children with social phobia, a subgroup meets criteria for
concurrent diagnosis of selective mutism.10 However, the notion that these are “comorbid”
anxiety disorders has been challenged; selective mutism may instead be considered a severe,
early-onset form of social phobia.11-14 Alternatively, conceptualizing selective mutism as a
severe social phobia may neglect a fuller characterization of SM.9 These mixed impressions
suggest a need for a specialized assessment that might help to reconcile the
phenomenological questions about selective mutism and its clinical distinctions from social
phobia. An assessment tool validated for children with selective mutism is therefore an
essential feature in the armamentarium available to practitioners and researchers in child
psychiatry.

At present, children with selective mutism and related disorders (e.g., social anxiety)
frequently are under-recognized and undertreated, and disproportionately so when compared
to children with externalizing disorders.15,16 Indeed, because children with SM are not
likely to be aggressive or unruly in classroom settings, they are often not referred for mental
health services.2 Such under-recognition underscores the need for more standardized and
sound assessment methods to facilitate the detection and, ultimately, the treatment of
children with selective mutism. Previous studies of selective mutism have used parent- or
teacher-rated instruments validated to measure anxiety symptomatology in children either
across several broad domains (e.g. comprehensive syndrome scales), or for a single child
anxiety disorder (e.g., social phobia). These assessments often supplemented DSM criteria
in order to inform the impairment level, severity, or scope of a child's selective mutism.
Dummit and colleagues,8 for example, utilized the Social Behavior Scale17 for parent-
ratings of anxiety and avoidance of social situations in children with SM, and added
questions about the child's speech behavior because “no scale to quantify speech across
different social settings could be found” (p.655). Similarly, to supplement standardized
psychiatric ratings of child behavior, Black and Uhde3 generated a “parent screening
questionnaire” with ratings on the severity of the child's reluctance to speak in a variety of
circumstances. Yegaheh, Beidel, Turner, Pina & Silverman9 examined the emotional and
behavioral functioning of children with SM using the Child Behavior Checklist (CBCL)18

Externalizing, Internalizing, Anxious/Depressed, Withdrawn, Aggressiveness, and
Delinquency subscales. In another study, Yeganeh, Beidel, & Turner19 included self-report
measures such as the Social Phobia and Anxiety Inventory for Children (SPAI-C)20 to
measure child anxiety symptoms and inhibited behaviors often concurrent with SM. While
these instruments capture SM characteristics among several other childhood behaviors and
anxiety symptoms, they do not capture a unique characteristic of SM, i.e. the degree of
failure to speak in selective social situations.

The Selective Mutism Questionnaire (SMQ)21 is the only available instrument developed to
measure a child's frequency of non-speaking behavior across situations in which children are
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expected to speak. This parent-report measure consists of 17 items that allow the clinician to
quantify the degree of mutism in various social and interpersonal contexts, and to assess the
severity and interference associated with the child's non-speaking behavior. Psychometric
properties of the SMQ, including factor structure, have recently been evaluated by
developers of the measure.21 Their findings demonstrate a meaningful factor structure
consisting of 3 components describing mutism: 1) at school; 2) at home/with family; and 3)
in public/social settings. Furthermore, their findings support both the convergent and
discriminant validity of the measure, as well as its treatment sensitivity.

The current study represents an independent, exploratory assessment of the psychometric
properties of the SMQ using a clinical sample of children diagnosed with SM. Objectives of
this study include evaluating estimates of reliability, convergent validity, incremental
validity and factor structure of the SMQ. The process of methodized evaluation of a
measure's competency is a critical endeavor for both researchers and clinicians alike. By
establishing that a measure performs with good precision, such that it measures the construct
it is intended to measure in a consistent way, we better approximate that construct and
realize more accurate recognition of the disorder. This process is especially crucial in the
advancement of improving recognition of internalizing disorders in children. Sound
assessments specific to selective mutism, therefore, have the potential to inform prevalence,
facilitate the diagnosis, and assist in monitoring treatment change among children with this
psychiatric disorder.

Method
Participants

188 biological parents of target children participated in the screening phase of a national
project investigating genetic markers of SM and the psychopathology of parents of children
with selective mutism.22 Control families were recruited through community advertisements
and a university website advertising participation in research studies. Children with
language disorders (n=1), speech problems (n=1), developmental delays (n=3), and outside
the age range of 3-11 years (n=3) were excluded from the present analysis. In addition, 5
families terminated contact with investigators after completing the screen and were dropped
from study. Of the remaining family sets, 102 cases included children who met diagnostic
criteria for current selective mutism, 30 cases included those with lifetime selective mutism,
and 43 cases were controls.

Measures
Selective Mutism Questionnaire—The SMQ21 assesses the degree of a child's speech
inhibition in various situations. The SMQ includes 17 statements describing typical
situations in which children are expected to speak (e.g., “When called on by his/her teacher,
my child would answer”) spanning three domains: “at school” (five items), “with family”
(five items), and “in social situations” (seven items). Three overall interference and distress
questions supplement the situational statements (e.g., “Overall, how much did not talking
interfere with daily living for your child?”). Parents are asked to rate the frequency of each
item, using a 4-point scale (1=Always; 2= Often; 3=Seldom; and 4=Never for speaking
situations). A separate scale is used for the interference/distress items (1=Not at all,
2=Slightly, 3=Moderately, 4=Extremely). Global scores range from 17-68, with higher
scores representing greater SM severity (i.e., not talking behaviors) and SM-related
impairment.

Anxiety Disorders Interview Schedule for Children for DSM-IV-Parent Version
(ADIS-C/P)—The ADIS-C/P23 is a semi-structured diagnostic interview designed to assess
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DSM-IV anxiety disorders in children and adolescents. DSM-IV symptoms are judged by
the parent as present or absent (“yes” or “no”), although the interviewer (i.e. clinician) is
prompted to elicit elaborated responses when needed.24 Total numbers of “yes” responses
are calculated to determine whether diagnoses are met, with follow-up questions aimed at
ascertaining distress and interference. Finally, each module includes a Clinician Severity
Rating (CSR), a global rating which allows the assessor to assign a severity index for each
diagnosis using a 0(absent) to 8(very disabling) scale. CSR's should consider intensity of
symptoms, behavioral avoidance associated with the symptoms, and the interference in
social and occupational functioning of the symptoms endorsed.25 The CSR cutoff of 4 was
used to determine diagnosis for each disorder. Previous research has demonstrated good to
excellent reliability of the ADIS-C/P among disorders (kappa = 0.65 to 0.88).24 The
selective mutism module ADIS-C/P CSR served to determine diagnostic status of children
in the SM sample. Diagnosticians included advanced doctoral students, post-doctoral
fellows, and psychologists who received 8 weeks of training on clinical instruments
followed by certification based on at least 80% agreement on mock cases. Final impairment
scores were determined based on clinical judgment and consensus meetings.

Child Behavior Checklist/1.5 – 5 and /6-18 -Parent Report Form—Revised and re-
normed in 2001,26 the Child Behavior Checklist/1.5 – 5 and 6-18 (hereafter referred to as
CBCL Preschool-age form and CBLC School-age form, respectively) obtain reports from
parents or guardians regarding a child's competencies, behavioral and emotional problems.
Parents are asked to rate the extent to which each statement describes the youth within the
past 6 months using the following rating scale: 0 = not true (as far as you know); 1 =
somewhat or sometimes true; 2 = very true or often true. Using the CBCL Preschool-age
form, parents rate 99 problem items used to derive scores on 7 syndrome scales, 5 DSM-
oriented scales, and an externalizing, internalizing, and total problems scale. Using the
CBCL School-age form, 118 items describe specific behavioral and emotional problems
used to derive 8 syndrome scales, 6 DSM-oriented scales, and an externalizing,
internalizing, and total problems scale. Scales are based on factor analyses of nearly 5,000
children and normative data of over 1,700 children representative of region, SES, ethnicity,
and rural-suburban-urban residence across 48 states.26

Data Collection Procedures
Study procedures followed review and approval by the Institutional Review Board at the
University of California, San Diego. Families of children with SM were recruited through
two primary sources: 1) A web-based site sponsored by the Selective Mutism Group-Child
Anxiety Network, a non-profit organization focused on increasing SM awareness; and 2)
Nationwide Selective Mutism conferences for parents offered by the same group. Control
families were recruited through the following two sources: 1) Advertisements posted in San
Diego county and 2) A University of California at San Diego website advertising
participation in research studies. Parents interested in the project were mailed consents and
child assents or were given these materials in person. SM and control families that returned
consent forms were thereafter screened via telephone during which either parent reported on
the child's behavior, speech productivity, and psychological functioning. The parent was
administered the Anxiety Disorders Interview Schedule for Children–Parent Report (ADIS-
P/C),23 the SMQ,21 and the CBCL School-age or PreSchool-age form.18 A subsample of
parents were also administered self-report anxiety questionnaires and diagnostic interviews
for adults, not used in the present study. Complete SM interview data were obtained for 102
children with current SM, 30 with lifetime SM, and 43 control children. The control group
consisted of children with no current or lifetime SM but with varying levels of anxiety and
other Axis I disorders. To optimize the precision of our analytic model, only those children
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meeting criteria for current SM were included in the factor analysis and subsequent
reliability and validity analyses.

Data Analysis
Data Reduction

Exploratory Factor Analysis (EFA) using principal axis factoring with direct oblimin
rotation was conducted to explore the dimensionality of the 17-item Selective Mutism
Questionnaire. Oblimin rotation was chosen over Varimax and Promax rotations because
correlations were expected among the factors created. The variance accounted for by the
solution, the variance accounted for by each individual factor, and the interpretability of the
factors were all evaluated to determine the initial plausibility of the factor structure. The
commonly used rules to determine the correct number of factors in EFA, including the
Guttman-Kaiser (GK) eigenvalue greater than one rule,27,28 have been shown to perform
poorly in factor number estimation.29 When compared to GK, Barlett's test, and Cattell's
scree test, Horn's parallel analysis was the most accurate factor estimation procedure.30 Per
these findings, we used a modified parallel analysis procedure (PA)31 to confirm the factor
structure of the SMQ, a method that determines the number of factors by comparing
eigenvalues from our target exploratory factor analysis to those generated from a large
number of random correlation matrices based on the same number of items and sample size.
Essentially, null distributions of eigenvalues from very large random correlation matrices
were used in determining which actual eigenvalues were larger than those expected by
chance. We set α to .05 to determine eigenvalue significance. Each extracted factor from our
analysis with an eigenvalue that exceeds its corresponding eigenvalue generated from
random data was deemed a statistically plausible factor. This statistical approach is
considered theoretically similar to a standard hypothesis testing situation in that a test
statistic is compared to a critical value; if the actual eigenvalue exceeds the null value, then
the actual is considered to be a real effect that is not likely due to chance sampling
variability. This modified PA has been demonstrated to perform better than Horn's PA in
pulling the correct number of factors from an EFA in that it reduces the tendency to
overextract.31

Internal Consistency
To obtain a reliability rating of the SMQ, we obtained coefficient alpha estimates32 for the
total scale as well as each factor. Mean inter-item correlations were also derived for the total
scale and each factor.

Convergent Validity
To establish convergent validity of the SMQ, the selective mutism Clinician Severity Scale
(CSR) on the ADIS-C/P was correlated with the SMQ Global Score and to the SMQ overall
interference score. While the SMQ was not developed for diagnostic purposes, a child's total
score on the parent-report measure should bear a strong relationship to the ADIS-C/P
clinician-report severity rating in that they are purported to assess the same theoretical
diagnostic construct. Furthermore, establishing convergent validity by maximally different
means (in this case, varying rater-types) is preferred over using similar instrument types.33

Incremental Validity
To supplement traditional psychometric dimensions of convergent and structural validity,
the incremental validity of the SMQ was considered. Infrequently addressed despite
advocacy by psychometricians,34 incremental validity assesses the performance of a
measure relative to others. Because no other standardized assessments that address the core
features of SM are available, we deemed the SMQ a measure that, qualitatively, contributes
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meaningfully to the prediction of selective mutism. To statistically demonstrate relative
efficacy against other measures used to assess SM-related symptoms (e.g., internalizing
problems including anxiety, withdrawal, and fear), we conducted hierarchical regression
analyses using a larger sample which included the SM group and the control group. Eighty
parents from this combined sample completed the CBCL (55 children identified with current
SM and 25 controls) and were included in the incremental analysis. The Anxious/Depressed
Syndrome Scale from both the Preschool and School CBCL versions was used as a
comparison predictor variable, with SM diagnosis from the ADIS-C/P as the criterion
variable. Two sets of hierarchical multiple regression analyses were conducted, one for
preschool age and another for school-age subsets of children (n =36 and n=44, respectively).
First, demographic variables were controlled for and entered as an initial block: Child's age,
sex, ethnicity, and the average of the mother and father's education levels. Second, the
CBCL Parent-Report Form Syndrome Scale Anxious/Depressed T-score was entered. Third,
the three domain scores from the SMQ (School, Family, and Social Situations) were entered
simultaneously as a block. Incremental validity tests were based on the differences in
variance accounted for by the model(s).

Results
Parent and Child Demographics

A majority of the parent participants were mothers (96.6%). Among the children who
participated in the current study (n=102), 58% were female and 42% were male. The age of
the children ranged from 3 to 11 years, with a mean age of 6.14 (SD =2.04). Families were
geographically distributed as follows: 35.4% were U.S. Northeast residents, 26.3% from the
West, 25.3% from the South, 11.1% from Midwestern states, and 2% of the sample had
residency in Canada. Caucasian children comprised the majority of the sample (74.5%), with
smaller percentages of other ethnicities: Latino/Hispanic American (5.9%), Asian American
(2.9%), Native American (1%), and Other (3.9%). Respondents who did not report ethnicity
made up 11.8% of the sample.

SMQ
The overall sample mean on the 17-Item SMQ total score was 51.89 (SD = 7.53) with a
median of 52.0. Domain mean scores were 17.58 (SD = 3.37) for School, 10.95 (SD = 3.11)
for Family, and 23.17 (SD = 3.77) for Social Situations. SMQ item means ranged from 1.60
to 3.64 for this clinical sample.

A between-subjects one-way analysis of variance (ANOVA) showed no differences between
girls and boys [F (1, 101) = 2.15, p = .146] on the SMQ global score. Age groups, defined as
preschool age (2-5) and school age (6-12), also showed no differences [F (1, 101) = 2.76, p
= .100] on the SMQ global score.

Exploratory Factor Analyses
An initial EFA using principal axis factoring with direct oblimin rotation was conducted to
explore the dimensionality of the Selective Mutism Questionnaire. The EFA suggested that a
4-factor solution best explained the data. The variance explained by the solution was 53.14%
and the four factors individually accounted for 26.23%, 17.47%, 5.18%, and 4.25%,
respectively. A parallel analysis, however, suggested that a 3-factor-solution best explained
the variance when eigenvalues from the target data set were compared to the 95th percentile
of the sampling distribution representing the random data set: (a) Component 1: 4.47 vs.
1.20; (b) Component 2: 2.97 vs. .96; (c) Component 3: 0.85 vs. 0.81. In addition, one item
loaded on one factor (Item 9: “Willing to speak on the phone to parents and siblings.”).
While it is not clear what accounted for this unique association, we considered age a
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plausible factor: Some younger children may not have as many opportunities to speak on the
phone as their older counterparts. Given the univocal loading of the item and weak
interpretability of its factor, the item was dropped from the analysis. A subsequent EFA,
therefore, was conducted to explore the dimensionality of the 16 remaining SMQ items.

The 16-item EFA suggested that a 3-factor solution best explained the data with 50.66%
variance explained by the solution. The three factors individually accounted for 27.37%,
18.23%, and 5.06%, respectively. Examination of the pattern matrix revealed relatively high
secondary cross-loadings, i.e., above .30 or within .10 the value of the primary loading, for
three items. These items were subsequently dropped (Item 10: “My child would speak to at
least one babysitter.”; Item 13: “My child would speak with family friends who he/she didn't
know.”; and Item 14: “My child would speak with his or her doctor and/or dentist.”). A final
exploratory factor analysis was conducted to explore the dimensionality of the 13 remaining
SMQ items.

The 13-Item EFA suggested that a 3-factor solution best explained the data. The variance
explained by the solution was 51.34% and the three factors individually accounted for
29.27%, 16.36%, and 5.70%, respectively. A parallel analysis confirmed the 3-factor-
solution when eigenvalues from the target data set were compared to random-data
eigenvalues: (a) Component 1: 3.77 vs. 0.80; (b) Component 2: 2.09 vs. 0.61; (c)
Component 3: 0.70 vs. 0.47. The pattern matrix was used to interpret these factors. Formal
items and factor loadings from the final factor analysis are presented in Table 1. Five items
composed Factor 1, with large positive pattern coefficients (value loadings of .624 to .886).
Four items composed Factor 2, with moderate positive pattern coefficients (value loadings
of .448 to .652). Factor 3 comprised four items, with moderate-to-large negative pattern
coefficients (value loadings of -.541 to -.713). Secondary cross-loadings were minimal in
value (absolute values between .257 and .001). Inter-factor correlations were weak to
moderate (r=-.06 between Factor 1 and 2; r=-.25 between Factor 1 and 3, and r=-.34
between Factor 2 and 3). Factors 1, 2, and 3 were conceptualized and labeled School
Situations, Home and Family Situations, and Social Situations Outside of School. The 13
items derived by this factor reduction were used in subsequent psychometric analyses.

Internal Consistency
Table 2 shows the Cronbach's α reliability coefficients and mean inter-item correlation for
each factor (subscale) and total score of the SMQ. Factor internal reliability estimates
indicated acceptable to good reliability (Cronbach's α between .654 and .913; mean inter-
item r between .32 and .68). Additionally, the total scale reliability coefficient indicated
strong internal consistency (α = .783, mean inter-item r = .22).

Convergent Validity
The clinician-rated ADIS SM CSR correlated moderately with the SMQ Global Score (r = .
42) and with the SMQ overall interference rating (r =.48). The correlations between the
parent-reported SMQ scores and a clinician-rated measure of selective mutism
phenomenology support the convergent validity of the measure.

Incremental Validity
As shown in Table 3, the Preschool CBCL Anxious/Depressed Subscale significantly
predicted SM diagnosis. The SMQ added significant variance in the prediction of SM
diagnosis over the CBCL Syndrome Scale. Specifically, this relationship was driven by the
Social Situations (β =.06, p =.001) and the School Situations (β =.03, p =.006) domains.
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The School CBCL Anxious/Depressed Subscale also significantly predicted SM diagnosis
for school-aged children (Table 3). The 13-Item SMQ predicted variance in SM diagnosis
over and above the CBCL Syndrome Scale. Specifically, this relationship was driven by the
School Situations domain (β =.06, p <.001). The magnitude of additional variance explained
by the SMQ global and domain scores strongly supports the incremental validation of the
measure in both preschool and school-aged children.

Discussion
The purpose of this study was to evaluate the psychometric properties of the SMQ using a
clinical sample of children with selective mutism. With respect to the dimensionality of the
measure, our results replicated the three-factor solution found in an initial psychometric
study.21 These three factors represent the type of situations where non-speaking behaviors
occur; in school, in social settings outside of school, and in home and family settings. In
addition, our findings support the internal consistency of the measure with Cronbach's alpha
estimates (.65 to .91.) slightly less robust than previous internal consistency estimates (.88
to .97).21 Our findings also support the convergent validity of the measure. Specifically, the
SMQ was correlated with a clinician severity rating index derived from a semi-structured
clinical interview.

The current study found strong support for the incremental validity of the SMQ. Our
findings demonstrated that the SMQ provided additional, unique diagnostic prediction
beyond the CBCL Syndrome Scale of Anxiety/Depression for both preschool and school-
aged children. The SMQ can therefore be advantageous to clinicians and researchers when
selecting among assessment strategies for SM. Examination of SMQ subscales points to the
school domain and social situations domain as the best predictors of SM diagnosis for
preschool-aged children, whereas the school domain best predicted SM diagnosis for school-
aged children. Certainly, social, developmental and language expectations of children differ
for these age groups in that they become increasingly complex when a child enters the
school system. Our results are consistent with reports demonstrating that although SM
behavior is evident prior to school entry, SM impairment emerges once the child enters a
school setting.34,36 Our findings further suggest that speech inhibition in school settings
may therefore be the best predictor of selective mutism among older youth enrolled in
school.

The SMQ is a relatively brief measure that allows for basic detection of speech inhibition.
While it was not intended as a diagnostic measure, it can be useful for determining severity
of a child's non-speaking behaviors, the scope of which they occur, as well as the need for
follow-up assessment. Future research will inform the utility of the instrument as a screening
instrument in diverse settings including mental health clinics, primary care, and school
settings. For children already diagnosed with SM, the SMQ can serve to monitor severity
and impairment related to mutism. Long-term stability (i.e. test-retest reliability) of the SMQ
has yet to be examined. However, existing data support the treatment sensitivity of the SMQ
following behavioral therapy.21

Criteria not addressed by the SMQ should be considered when assessing a child with
selective mutism, including the rule-out of pervasive developmental disorders, neurological
insults, neuropsychological deficits, auditory problems, and atypical speech and language
difficulties.13 Thus, complete assessment of the child's academic abilities, medical history
including orofacial abnormalities, and formal language testing should supplement
measurement of speech inhibition using the SMQ when possible. Finally, direct or
videotaped observation of a child speaking at home is useful in evaluating verbalization
abnormalities. In sum, standardized academic testing, neurodevelopmental examination,
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parent-report (e.g., SMQ), and direct observation or audiotape of the child speaking
constitute a multi-method approach to obtaining a comprehensive evaluation of a child with
selective mutism.13

There are several limitations of this study that are important. First, only 10% of the study
sample represented non-Caucasian participants. A more ethnically diverse and
representative sample is needed to generalize the study's findings to U.S. non-Caucasian
populations. Second, additional factor analytic studies are warranted in order to replicate the
three dimensional structure in other samples. That is, the 3-factor structure of the SMQ
should be established using confirmatory factor analysis with a larger, separate sample of
children with SM diagnosis. To further establish convergent validity, future psychometric
studies on the SMQ should consider other methodological approaches such as direct
observation.33 Furthermore, it is plausible that statistical convergence between the SMQ and
the ADIS-IV CSR is attenuated by the differences in their scope of measurement. That is,
the SMQ queries the non-speaking behavior across domains of interpersonal and social
situations whereas the ADIS-IV CSR relies on DSM criteria without eliciting reports on
child non-speaking frequency across domains. Thus, a child who presents with severe SM in
one particular domain (e.g., impaired by mutism primarily in school contexts) may generate
a moderate score on the SMQ global rating but a severe score on the ADIS CSR. Finally,
given the frequently cited overlap between selective mutism and social phobia1,9 and the
validated childhood social phobia measures available (e.g. SPAI-C),20 it would have been
optimal to demonstrate the incremental validity of the SMQ compared to social phobia
instruments in order to more convincingly demonstrate a need for a self-report measure
specific to SM. Because such instruments were not included in this project, we used a CBCL
subscale frequently used to measure symptoms in anxiety-disordered youth.37-39 Other
dimensions of incremental validity may be considered in addition to predictive power,
including, for example, the degree to which the measure contributes to the design of more
effective treatments, or to which the measure is more sensitive to changes in symptoms.34

In light of the present limitations associated with SM assessment, the current findings
represent a relevant contribution to the availability of psychometrically sound measures of
SM. The reliability and validity data from this study, in combination with previous findings,
21 suggest that the SMQ is a promising measure of SM severity that has applications in both
clinical and research settings. The current study evidenced a 13-item, three dimensional
factor structure yielding good to excellent internal consistency, convergent validity, and
incremental validity. Thus, these findings offer preliminary support for a truncated version
of the SMQ; however, they require replication prior to any formal modifications of the
existing 17-Item version of the SMQ.21 As a valid parent-report form of the core features of
selective mutism, the SMQ can be considered a fundamental assessment tool in the
comprehensive evaluation of SM in children.
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Table 1

Items and Standardized Factor Loadings for the Selective Mutism Questionnaire

Factor Loading

Item School Situations Home and Family
Situations

Social Situations
Outside of

School

1. My child would speak in groups or in front of the class. .886 .051 -.045

2. When called on by his/her teacher, my child would answer. .874 -.059 -.057

3. My child would speak to most teachers or staff at school. .865 .162 .079

4. My child would ask his/her teachers questions. .851 -.001 .060

5. My child would talk to most peers at school. .624 -.170 -.115

6. My child would talk to family members living at home when other
people were present.

-.048 .652 .101

7. My child would talk to family members that didn't live with him/her. -.113 .533 -.257

8. My child would talk to family members when in unfamiliar places. .053 .532 .023

9. My child would speak with family friends who were well-known to him/
her.

.061 .448 -.188

10. My child would talk when in clubs, teams, or organized activities
outside of school.

.156 -.035 -.713

11. My child would speak to store clerks and/or waiters. .104 .200 -.610

12. My child would speak with children who he/she didn't know. -.117 .066 -.602

13. My child would speak on the phone with non-family members. .015 -.059 -.541
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Table 2

Chronbach's α reliability coefficients and mean inter-item correlations for SMQ factors and total score.

Scale/Subscale Number of items Cronbach's α Mean inter-item r

School Situations 5 .913 .68

Home and Family Situations 4 .654 .32

Social Situations Outside of School 4 .734 .41

Total Scale 13 .783 .22
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Table 3

Hierarchical Regression Analysis for SMQ Scores as a Predictor of Selective Mutism in PreSchool and
School-Aged Children (N = 80)

Criterion Variable Predictor Variable Δ R2 ΔF β

Selective Mutism Diagnosis, PreSchool Preschool demographics .03 1.23

CBCL SS Anxious/Depressed T-Score .27 12.61*

SMQ global score .62 67.02**

SMQ school factor score .03*

SMQ family factor score .004

SMQ social situations score .06*

Selective Mutism Diagnosis, School School demographics .04 1.44

CBCL SS Anxious/Depressed T-Score .38 26.12**

SMQ global score .48 57.86**

SMQ school factor score .06**

SMQ family factor score .01

SMQ social situations score .01

Note: SMQ = Selective Mutism Questionnaire; CBCL SS = Child Behavior Checklist Syndrome Scale. Selective mutism diagnosis was determined

via the Anxiety Disorders Interview Schedule for Children for DSM-IV-Parent Version. R2 indices are adjusted.

*
p < .01.

**
p < .001.
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