
	
	

Adapting MEYA for use with Children with Autism 
and Intellectual Disabilities 

Children with ASD and significantly delayed verbal skills or related 

intellectual disabilities (ID) often exhibit increased levels of rigidity and repetitive 

behaviors as well as impacted information processing skills. Adaptations to the 

MEYA treatment techniques must be adopted in order to circumvent these 

challenges, promote child engagement, and present concepts in an accessible 

format. Below is a list of key adaptions to the MEYA protocol tailored to meet the 

unique linguistic and cognitive needs of this population: 

1. Minimizing language demands and emphasizing visual stimuli (relevant 

session types: Positive Motivation for Self-Control, Cognitive Skills for 

Anxiety, Facing Fears in Small Steps, Behavioral Activation for 

Depression, Habit Reversal and Obsession Reduction Training, Flexibility, 

Social Coaching, Park and Community Play, Playdates and Friendship) 

2. Teaching key concepts through play-based scenarios (relevant session 

types: Positive Motivation for Self-Control, Cognitive Skills for Anxiety, 

Flexibility) 

3. Using mantras to teach coping skills (relevant session types: Positive 

Motivation for Self-Control, Cognitive Skills for Anxiety, Habit Reversal 

and Obsession Reduction Training) 
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4. Emphasizing role-play and behavioral exposure as a primary treatment 

ingredient (relevant session types: Cognitive Skills for Anxiety, Positive 

Motivation for Self-Control, Flexibility) 

1. Minimizing Language Demands and Emphasizing Visual Stimuli. Due to 

challenges with expressive and receptive language in children with ID, 

efforts should be made to minimize language demands by presenting 

topics in a visual format whenever possible. For example, instead of 

having a child rate difficulty or anxiety level on a complex scale (e.g., 0-

10), a simplified visual rating scale, such as one featuring “easy,” 

“medium” and “hard” with corresponding happy, neutral, and scared 

faces could be used with minimal language demands. Similarly, for a child 

who is able to read and comprehend simple text, coping skills can be 

introduced and reinforced by providing visual aids, such as providing the 

child with key Socratic questions (e.g., “Will this really happen?” “If it does 

happen, is it a big deal?”) and “mantras” (e.g., ‘I’ll get through this!”) 

printed on note cards. In general, therapists are advised to use shorter 

phrases, pauses in speech for processing and checking on the child’s 

attention, more exaggerated or animated affect, and simpler words 

when a child has a delay in verbal ability. 
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2. Teaching Concepts Through Play-based Scenarios. In its adapted format, 

CBT concepts in MEYA can be presented in play-based, low demand 

scenarios (e.g., with figurines or action figures that the child likes). This 

developmentally appropriate approach is intended to reduce the verbal 

demands placed on the child, promote therapeutic rapport, and present 

otherwise complex and unstimulating concepts in a readily accessible 

and motivating format to the child. For example, for a child with an 

interest in all things related to Spongebob, we have taught him cognitive 

restructuring skills by using a Spongebob doll to role play anxiety-

provoking situations during sessions. The child was told that SpongeBob 

has a fear of monsters and was asked to “show” what SpongeBob might 

want to do. Using the doll, the therapist and the child took turns to act out 

scenarios featuring how Spongebob might react to each target anxiety 

problem (e.g., the therapist might say “Maybe he thinks this sound is a 

monster about to come into his bedroom! [Makes creeky, spooky sound 

while manipulating a “mom” doll outside a space made out of blocks 

designated as a “bedroom”.] Can you show me what he thinks will 

happen to him when he is alone in this room?” And the therapist or child 

might take a “monster” figurine to “attack” Spongebob). The same 

approach would be used to model calm/rationale thoughts: (e.g., the 

therapist might say, “Wait, is this a really monster?! Or is it just Spongebob’s 
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mom?? Oh, so he didn’t actually need to be afraid of monsters? Are there 

really any monsters? Let’s think of what he could tell himself when he’s 

scared… ‘there are no monsters?!’ [the mantra]”) The therapist provides 

careful verbal scaffolding of “icky” and “calm” thoughts as well as facing 

fears by acting out play-based situations demonstrating the appropriate 

coping steps in simple language that the child can understand when 

linked with the visual depictions in the toy play. For more verbal children, 

as they become familiar with the process, they can be encouraged to 

“help SpongeBob” (or whatever the special interest character is) to come 

up with icky thoughts, calm thoughts, and mantras. Importantly, 

regardless of verbal ability, the child can learn to control the figurine and 

learn through observation and gesture the difference between what the 

character fears versus what is really happened or will happen. The child 

does not need to verbalize at all to benefit from this approach, although 

understanding the therapists’ language of course facilitates ease of 

comprehension. A similar play-based approach can also be used when 

teaching children to develop self-control and flexibility. 

3. Using Mantras to Teach Coping Skills. In lieu of teaching children to identify 

worries, frustrations, or erroneous beliefs and generate new, more 

adaptive thoughts (an area of emphasis in most CBT programs, including 

MEYA), children with delayed verbal skills may be taught to develop 
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adaptive cognitions through the use of simple, well-rehearsed “mantras” 

that address each specific clinical challenge the child faces. Mantras 

consists of simple and catchy phrases that children can readily recall and 

repeat to themselves as a quick and effective coping strategy. For 

example, we have taught a child with a fear for bees to repeat the 

mantra “Don’t bother the bees, they won’t bother me.” For another child 

who exhibited anxiety related to homework (his “icky thought was 

“Homework it hard and makes me feel dumb”), we have used Socratic 

questions to help him generate mantras such as “I can do it” or “I can ask 

for help”. A girl who was teasing peers without realizing the impact 

learned the mantra, “Think it, don’t say it!” And as a final example, a child 

who had trouble regulating his frustration learned the mantra “Think it, 

don’t do it!” These mantras are written on note cards for children as a 

visual reminder to use their coping skills and they should be encouraged 

to repeat their mantras a self-calming thought when faced with 

challenging tasks. We have found that a little creativity and humor goes a 

long way with designing mantras for children. 

4. Emphasizing role-play and behavioral exposure as a primary treatment 

ingredient. In light of the cognitive profile of children with ASD and 

delayed verbal skills, role-play and behavioral exposure are emphasized 

as the ingredient most responsible for promoting behavioral changes, 
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rather than relying on talk-based elements of treatment which are 

enumerated throughout the MEYA protocol and illustrated in some of the 

sample session videos (e.g. categorization of different types of thoughts; 

thought bubbles). Sometimes discussion with children with some, but 

delayed, language skills may be more meaningful after role-plays or 

behavioral exposure. For after, with exposure to fears, after the exposure, 

the therapist might incorporate brief Socratic dialogue about what 

actually happened during the exposure: was the child harmed by just 

looking at a still image of a bee? If not, the therapist could make the point 

that the mantra (Don’t bother the bee, and it won’t bother me) was 

correct. Similarly, behavioral exposures are prioritized as the first-line 

strategy in MEYA whether the target is increasing self-control, flexibility, or 

reducing obsessions. 

After efforts have been made to adapt MEYA techniques to the needs of 

a child with ID or other forms of language delay, an informal assessment of the 

child’s comprehension, engagement, and likely benefit from the modified 

techniques should be conducted on an ongoing basis. If it becomes apparent 

that even with adaptations, MEYA techniques are not well suited to the child’s 

needs, the clinician and family should discuss whether alternative intervention 

approaches may be more appropriate and preferable. 


