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Abstract 
    Background: Over the years, cognitive-behavioural therapy (CBT) has gained momentum because of its robust evidence in the 
treatment of several disorders. However, there is an issue of religious and cultural appropriateness as CBT principles are based on 
Western conceptualization.  This single‐case study (N = 1) implements a culturally and religiously adapted CBT on a 34‐year‐old male 
with panic disorder with agoraphobia in Malaysia. The client had symptoms comprising various episodes of sudden onset of 
breathlessness, accelerated heart rate, and fear of dying for the last 14 years.  The CBT was culturally and religiously adapted based on 
(1) A CBT manual in Bahasa Malaysia that was previously modified and adjusted according to the norms of the Malaysian society and 
(2) General guidelines in “Religious–Cultural Psychotherapy in the Management of Anxiety Patients” by Razali et al in 2002.  The 
present modified CBT had 3 assessments formulation sessions and 12 intervention sessions.  
   Methods: The first 6 sessions were based on the behaviour component of CBT (ie, a relaxation technique using Islamic prayer, reciting 
verses from the Holy Quran, slow breathing exercise, body scan, and progressive muscular relaxation). However, sessions 7 to 12 were 
focused on cognitive restructuring and exercises, such as identification of negative automatic thoughts, cognitive distortions, 
dysfunctional thought records, vertical arrow technique, and the coping statement was practised through collaborative empiricism, while 
implementing Islamic and cultural elements. The focus of termination sessions was on interoceptive exposure, cognitive rehearsal, and 
in vivo situational exposure.  
   Results: Beck Anxiety Inventory (BAI) was administered at regular intervals. BAI scores revealed the effectiveness of adapting the 
intervention.  
   Conclusion: Panic attacks, worry about panic attacks, and anxiety scores reduced remarkably and the client was able to go out of the 
house, travel independently, and pursue religious/social activities. 
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↑What is “already known” in this topic: 
Cognitive-behavioural therapy (CBT), highly effective in the 
treatment of panic disorder, has shown robust empirical 
evidence in numerous patient populations. The Ministry of 
Health of Malaysia recommends offering CBT with 
pharmacological treatments to treat bipolar disorder and major 
depressive disorder. Malays in Malaysia have difficulty 
associating cognition, mood, and behaviour with depression or 
anxiety. Hence, introducing cultural modifications in CBT 
would resonate in this population’s value system. Past research 
has demonstrated an increased effectiveness of modifying CBT 
according to a given population’s cultural values, especially 
Islamic beliefs.   
 
→What this article adds: 

This study showed that the implementation of culturally and 
religiously adapted CBT brought substantial reductions in 
symptomatology. The symptoms were assessed through panic 
attack progress records demonstrating weekly frequency and 
percentages of panic attacks, anxiety levels, and worry about 
panic attacks. Additionally, Beck Anxiety Inventory (BAI) 
showed that the client’s anxiety levels at pre-, mid-, and post-
assessment were also significantly reduced.  
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Introduction 
The effectiveness of cognitive-behavioural therapy 

(CBT) with numerous patient populations and problems 
has been supported through the past empirical evidence (1-
3). CBT is a highly effective treatment for panic disorder 
(4-9). Because of the perceived utility of CBT in clinical 
settings, its importance is predicted to increase in the future 
(10, 11).  

The history of cognitive therapy in Malaysia dates back 
to the early 1990s when Prof. Azhar Md. Zain, the first UK-
trained Malaysian cognitive behaviour therapist, started ed-
ucating the Malaysian mental health professionals about the 
principles of CBT using workshops (12). Considering the 
wide applications of CBT in Malaysia (13), the Ministry of 
Health of Malaysia (MOH) recommended offering CBT 
with pharmacological treatments to treat bipolar disorder 
and major depressive disorder (14, 15). Malaysia is a south-
east Asian country having its own heritage, culture, and val-
ues (16). Bahasa Malaysia is the national language in Ma-
laysia (17). Islam is the official religion of Malaysia, a le-
gally presumed faith of all ethnic Malays-one of the ethnic 
groups in Malaysia, while other religions are practised in 
peace and harmony (18). Islam provides followers with a 
distinct value system (19). Therefore, to be effective with 
Muslims, practitioners must use therapeutic strategies that 
are consistent with religious and cultural values (20). This 
is due to the various issues, which can have an influence on 
the application of CBT in non-Western cultures (21-24).  In 
the treatment of anxiety and depression, religiously inte-
grated CBT based on clients’ practices and beliefs have 
been documented to be as effective as conventional CBT 
(25). Religion has been known to help clients cope effec-
tively via prayer when dealing with illness, disability, and 
negative life events (26). Like other culturally unique pop-
ulations, modifying Western therapeutic strategies can in-
crease their effectiveness with Muslims (27). 

A systemic review of treatments for anxiety disorders 
(ADs) in Malaysia concluded that studies integrating reli-
gious-sociocultural psychotherapy or religious-cultural 
psychotherapy with benzodiazepines (BDZ) were effective 
compared to studies involving supportive psychotherapy 
with BDZ only (28). The authors emphasised the im-
portance of religious-cultural elements during psychother-
apy for patients with ADs in Malaysia (28). Likewise, an 
earlier study showed that, compared to standard treatment 
alone, the incorporation of religion and sociocultural ele-
ments in psychotherapy by therapist brought quicker 
achievement of treatments outcomes among Malays with 
anxiety and depression (29). In the same way, another study 
demonstrated that Malay Muslim patients improved as they 
were encouraged to link and identify negative thoughts 
with Islamic teaching and culture using the Holy Quran and 
Hadith as well as emulating healthy lifestyle as revealed to 
the Prophet Muhammad (PBUH) (30).  

Past research has demonstrated that Malays have distinct 
culture, as they are reserved in expressing psychological 

problems and display characteristics of loyalty and obedi-
ence (13, 31, 32). The Malays are shown to have a specific 
set of psychopathologies, culture, values and belief system 
with a strong religious background (13, 29). Local studies 
have shown Malays to be more culturally and religiously 
orientated than psychologically minded; hence, the West-
ern concepts of psychotherapy would have effectiveness 
(29). The Malays are shown to struggle with Western psy-
chotherapy concerning perceiving the correlation between 
emotional disturbances and psychosocial stress (29). Ow-
ing to this reservation, the Malays have been shown to not 
to associate their feelings with thoughts (13). Mukhtar and 
colleagues (2011) showed that Malays rarely discussed the 
idea of an association of cognition, mood, and behaviour 
associated with depression or anxiety. Hence, it appeared 
imperative to introduce cultural modifications in CBT to 
make CBT resonate with this population’s value system 
(33-35). Past research has demonstrated an increased effec-
tiveness of modifying CBT according to a given popula-
tion’s cultural values (33, 36), especially Islamic beliefs 
(37, 38). With the increase in cultural diversity in Western 
societies, a modification in therapeutic procedures, a vital 
precondition for effective service provision to make them 
consistent with clients’ value systems, is encouraged (39, 
40). 

CBT seems to be one of the most commonly used models 
for adapting to religious orientations (41-43). There are a 
few research studies that have adapted the CBT concept to 
suit the client’s spiritual, religious, and cultural background 
(11, 37, 44-49); for instance, incorporating Taoism into 
CBT for the neurosis treatment (50), using CBT with Chris-
tian beliefs to treat depression (51), culturally adapted CBT 
for psychosis and depression (52, 53), and obsessive-com-
pulsive disorder (54).  

Additionally, the effectiveness of Islamically modified 
CBT was assessed in 5 studies conducted in Malaysia. For 
instance, Azhar & Varma (1995) found that devout Mus-
lims suffering from depression or grief and bereavement 
showed improvement on top of acceptability of the practice 
and better compliance with Islamic religious psychotherapy 
as compared to the conventional or Western concept of psy-
chotherapy (55, 56). Likewise, other studies showed similar 
findings with clients wrestling with anxiety disorders (57, 
58) and depression (59). A past study in Malaysia proposed 
Islamic integrated cognitive behavioural therapy (IICBT), 
which assimilated Muslim patients’ faith and practices 
based on the Quran and Hadith (60). The present study pre-
sents a successful application of culturally and religiously 
modified CBT to the treatment of a Malay Muslim male 
diagnosed with Panic Disorder with agoraphobia. 

 
Description of the Client 
This single‐case study (N = 1) implements a culturally 

and religiously adapted CBT on a 34‐year‐old male with 
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panic disorder and agoraphobia in Malaysia. Danny is a sin-
gle 34-year-old Malay Muslim male, with symptoms con-
sisting of multiple episodes of sudden onset of breathless-
ness, increased heart rate, and fear of dying for the last 14 
years. Danny was referred by his treating psychiatrist for 
CBT. Although he was on oral medication (ie, sertraline 
tablet 150 mg once a day), the psychiatrist believed that he 
could benefit from CBT as he only showed mild improve-
ments through medication. 

Danny had estranged relations with his father and until 
his late teens, he did not know his father. His father (Amer-
ican citizen of Caucasian descent) returned to the US when 
Danny was only 3 years old. Due to a major vehicle acci-
dent, serious injuries and coma, Danny’s father remained 
out of contact with his mother, which caused a breakdown 
in his parents’ marriage, leading to Danny’s mother re-
questing his father for a divorce (fasakh) under the Malay-
sian Syariah law. Danny met his father at the age of 17 
when he came to Malaysia to transfer his properties in the 
US to Danny, as he was the only male legal heir. Danny had 
estranged relations with his mother and never felt emo-
tional attachment with her as she was mostly out of the 
house. She was described as a conservative, old-fashioned 
Malay lady who came from the Kelantan- a state in the East 
Coast of Malaysia.  

Danny’s mother remarried a policeman when he was 9 
years old. With time, the stepfather became strict, bossy, 
and short-tempered, and started physically (eg, locking him 
in the washroom for hours without food or water, or tying 
him in a gunny sack) and verbally abusing (eg, shouting and 
cursing) Danny, especially when his mother was not 
around. As a result, he remained afraid of the stepfather. 
The stepfather mocked Danny by saying that his biological 
father abandoned him as he did not love him. He could viv-
idly recall his screams, cries, suffocation, and begging the 
stepfather to let him go. The abuse made him feel unloved, 
unwanted, and negatively influenced his self-esteem. 
Danny’s mother considered this abuse a punishment for his 
naughty behavior. Danny started to believe that his mother 
also did not love him as compared to his half-siblings and 
stepfather. 

The stepfather’s quitting of the job from the police de-
partment 2 years after marriage, gambling, and loan sharks 
ended this marriage. Before divorce could be granted, his 
stepfather died, which brought relief and comfort for 
Danny. However, loan sharks started chasing Danny and 
his family to repay his late stepfather’s debt. Once, Danny 
was held at knifepoint by the loan shark for the repayment 
and was freed until his mother gave them some money. By 
the age of 22, he was juggling between his studies and a 
part-time job, which he took due to financial constraints. 
He remained worried due to inability to simultaneously 
manage the job and education. Due to working overtime, 
he often slept for 1 to 2 hours.  

The first episode of panic attack occurred when he went 
to a supermarket to look for his half-sister and felt suffo-
cated and dizzy. He felt pounding heart, chest discomfort, 
shortness of breath, nauseous, sweating, trembling, and 
shaking. He tried to run but felt heaviness and numbness in 
his limbs. He described it as akin to a heart attack. Right 

outside the mall, he tripped and fainted. Later his sister 
found him, with all his belongings stolen. He was immedi-
ately taken to the emergency department of a nearby hospi-
tal, admitted for a day, and discharged. He took 2 weeks off 
from college to relax, however, a similar episode of panic 
attack happened while he was caught in traffic congestion. 
Due to the fear of losing control and dying, he accidentally 
freed his car’s handbrake and hit the car behind him. For-
tunately, both he and the other driver were not harmed. 
Both times, the attack peaked within minutes and each epi-
sode lasted about 5 to 10 minutes. Since then, he always felt 
on the edge and was more relaxed at home.  

He remained persistently worried about having another 
attack, losing control, or having a heart attack. Due to a 
strong family history of heart disease on both sides of his 
biological parents, he also believed that he had heart issues. 
Whenever he had a panic attack, he would isolate himself, 
hug something comfortable like his pillows, shut his eyes 
tightly, lean against the wall, or lie on the floor and perform 
his Muslim prayers to alleviate his attack. He feared that if 
the symptoms recurred or if he had a heart attack and was 
dying, he would not be able to escape, and no one would 
help him. Gradually, he avoided closed areas or spaces (eg, 
being alone in an elevator, shopping malls, or other 
crowded places), refused to drive due to the fear of getting 
stuck in traffic, or tried to persuade someone else to accom-
pany him to the mall. Because of his inability to stand in a 
queue, take a bus, or other public transport, he dropped out 
of college, quit his job, lost contact with friends, and stayed 
at home. He refused to go out, however, to earn money, he 
learnt web designing from an online course and launched 
his own online web designing company. He managed and 
earned from this new job while staying at home. He was 
diagnosed by a general practitioner with hypertension and 
prescribed Amlodipine 10 mg once a day, however, the re-
sults of his other routine blood investigations and multiple 
ECGs were always normal. Danny sought traditional treat-
ment for his symptoms upon the advice of his mother as she 
attributed Danny’s symptoms to evil spirits and believed in 
the Dark Arts. Malays from Kelantan are generally more 
religious compared to the well-developed state of the West 
Coast. Malays from the East coast differ in stigmatizing 
mental health issues and attribute such issues to supernatu-
ral agents, witchcraft, and possession by an evil spirit (29). 
These patients are more willing to see the locally accepted 
traditional healers who integrate religious and cultural as-
pects in their treatments (29). However, in Danny’s case, 
there were no improvements in his symptoms despite going 
to the traditional healers. He denied any other symptoms of 
anxiety, posttraumatic stress disorder, depression, psycho-
sis, or thyroid issues. Danny has never had any seizures, 
fever, or any other debilitating infection for the last 14 
years. He denied a history of taking excessive amounts of 
caffeine or carbonated drinks every day, as he only con-
sumed 1 or 2 cups of coffee every day. He denied any his-
tory of consuming illicit substances, alcohol, or smoking. 

 
Assessment 
Before enrolment in CBT, diagnostic status was assessed 

using the Beck Anxiety Inventory (BAI; 61), Mental State 
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Examination (MSE), clinical interview, and physical exam-
inations. Additionally, panic attack progress records were 
administered each week to track the client’s levels of anxi-
ety and worry about panic as well as the number of panic 
attacks. Danny’s score on BAI was 47, indicating severe 
anxiety despite taking medicines. He had negative auto-
matic thoughts (NATs) and frequently ruminated about his 
problems. Results of MSE indicated that Danny’s mood 
was euthymic and affect was congruent to his thoughts. 
Upon discussing abuse by his stepfather, his demeanor 
changed, he became nervous and distressed, sat at the edge 
of his seat, and started fidgeting with his bag. Additionally, 
to consciously hide his fidgeting, he would hide his hands 
in his slack pockets or fidget with his fingers. Overall, he 
was forthcoming, cooperative, and attentive to the conver-
sation throughout the interview. Although he was a native 
Bahasa Malaysia speaker, his command of English was 
equally good. He denied any perceptual disturbances nor 
were there any disorders of thought. Danny’s cognitive as-
sessment was intact with good abstract thinking and all 
aspects of judgement were good. His insight was good – he 

had good emotional insight. He was aware that he was not 
well and needed help. He attributed his problem to his 
childhood experiences and admitted that he had poor cop-
ing skills to handle stress. He was willing to get treatment, 
motivated to improve himself, and expand his business. 
Furthermore, his reports of physical examination (ie, full 
blood count, renal profile test, liver function test, fasting 
lipid profile, fasting blood sugar, thyroid function test, and 
electrocardiogram) revealed no general medical condition.  

 
Case Conceptualization 
Studies have shown that Asians, particularly Malaysians 

of Malay and Chinese ethnicity, would rather interpret psy-
chological problems in physical or somatic terms (62). Ma-
lays project their psychological problems as physical symp-
toms to avoid shame and stigma from being diagnosed with 
a mental illness, as physical symptoms are more acceptable 
(62). Catastrophic cognition in anxiety disorder depends on 
the local ideas about the psychological and physiological 
significance of arousal symptoms (62). In the present case, 
Danny viewed his panic attacks as a recurrent heart attack 

 
Fig. 1. Cognitive conceptualization diagram. Adapted from cognitive behaviour therapy work-
sheet packet. Copyright 2011 by Judith S. Beck. Bala Cynwyd, PA: Beck Institute for cognitive 
behaviour therapy (Beck & Beck, 2011). 
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due to the genetic predisposition of heart issues on both his 
father’s and mother’s side. The distressing feelings related 
to shortness of breath and choking further reinforced his 
catastrophic cognitions about anxiety (62).  

From the earliest stages of therapy, a shared conceptual-
ization of the problems was designed with Danny, and self-
monitoring of panic attacks between sessions was used to 
identify those key components of the attacks. Recent epi-
sodes of panic were reviewed to highlight key variables, 
and he completed the weekly self-report charts. Through a 
process of guided discovery, he was able to identify how 
the thoughts, feelings, and behaviours in these situations in-
teracted and reinforced one another. A cognitive conceptu-
alization diagram (Fig. 1) illustrates some of the typical 
symptoms, compensatory strategies, automatic thoughts, 
and behaviours that characterized his panic attacks (63). 

Additionally, a cognitive model of a panic attack (Fig. 2) 
was also used to develop a thorough understanding of dif-
ferent episodes of panic attacks (64). 

 
Treatment 
Danny was offered 15 sessions of CBT. Each session was 

approximately 60 minutes and conducted every week for 
15 weeks (Table 1). The CBT therapy sessions were ar-
ranged based on the 2 CBT anxiety/panic disorder program 
workbooks (65, 66). Mukhtar and Oei (2011) modified and 
adjusted the workbooks according to the norms of Malay-
sian society (67). The Bahasa Malaysia Manual was admin-
istered on Danny. General guidelines of religion-cultural 
psychotherapy were adapted and modified according to the 
client based on Razali et al (2002)’s paper (29, 58). Not all 
of the guidelines were implemented. The therapist was a 

 

Fig. 2. A cognitive model of a panic attack. Adapted from “A cognitive approach to panic,” by D. M. Clark, 1986, Behaviour Research and 
Therapy, 4(24) 461–470. Copyright 2020 by the American Psychological Association. 
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non-Muslim who was supervised by a senior Muslim clini-
cal psychologist. Razali et al highlighted that implementing 
religious psychotherapy helps clients revive their spiritual 
strength to cope with an anxiety disorder (29, 58). 

BAI was administered before starting CBT, at the eighth 
session and at the termination of CBT (ie, session 15). 

 
Initiation of Cognitive Behaviour Therapy 
From Session 1 to session 6, the emphasis was on the be-

haviour part of CBT. Danny was taught the aetiology of the 
illness and theories behind panic disorder using handouts 
from the Malaysian CBT/anxiety disorder program work-
book that was culturally sensitive to the Malaysian culture 
(66, 68) and tools from an online therapy resource website 
(Evidence-based CBT worksheets, https://www.psycholo-
gytools.com/download-therapy-worksheets/) which are 
user-friendly and highly informative. Each week began 
with recording panic attack progress to assess his progress. 
At first, each session was crammed to one day, however, 
later the sessions were broken up: aiming for 1 or 2 goals 
each session. During the subsequent therapy sessions, the 
client felt better and was able to cope with sessions. This 
was evident in his panic attack records over the weeks. 
However, during session 4, he admitted having a major set-
back. After session 3, he felt getting ‘better’ and decided to 
go to a shopping mall, which was on his way home. While 
on a long escalator, he experienced a panic attack and ran 
out of the shopping mall. On re-evaluation of the sessions, 
the therapist realised Danny’s eagerness to please the ther-
apist, and his ‘rush’ to get better. Danny also admitted the 
need to get well fast as he had been unwell for many years 
and was missing out a lot in his life. However, he was re-
minded to be patient with the therapy.  

In the next session, Danny was taught slow breathing 
exercise. After a few practice sessions with the therapist, he 
was encouraged to practice and maintain a journal of his 
breathing practices at home as part of his homework. 
Danny could practice his slow breathing exercise after his 
Fajr and Isha’a  (early morning and evening) prayers for 3 
to 5 minutes. He found it easier to schedule his practice 
after his Fajr and Isha’a (early morning and evening) 
prayers and diligently did his homework. Danny was also 
encouraged to pray 5 times a day regularly following the 
second Pillar of Islam, a form of meditation, which 
encourages a sense of being and promotes relaxation. 
Through daily prayers, Danny reported cultivating a good 
spiritual relationship with God as well as ability to rely on 
Him in times of anxiety. The psychological changes 
through prayers have shown to be effective for overtly tense 
clients (29, 55-57). To help with his spirituality, he was 
encouraged to read verses of the Holy Quran and zikr 
(commemoration of Allah’s name) after his prayers (29). In 
later sessions, he was taught the body scan, which he liked 

doing because he was finally able to target the areas that he 
felt had the highest muscle tension and later progressed to 
doing the progressive muscular relaxation. All his 
homework was well-written and commended. During the 
session, he finally realized that there was no need to rush 
‘to get better’ and he came to accept the slow-paced 
recovery. Danny was advised to adopt a healthy lifestyle 
and live by his Islamic values (ie, to follow the customs of 
Prophet Muhammad PBUH) (29).   

During the sixth session, a review of all the previous 
sessions was carried out to refresh the client’s memory. 
This was done to see whether he had understood the 
fundamental aspects of panic disorder and check on his 
relaxation techniques. The therapist found this session 
useful as Danny had a lot of questions regarding the panic 
disorder and tended to talk a lot about his past. The therapist 
had to gently remind him that the therapy was for ‘now’. 
The therapist encouraged the client to be kind to himself 
and be proud that he was progressing gradually.  

 
Midway Through CBT 
From session 7 to session 12, the therapist educated 

Danny about cognitive therapy (ie, a cognitive component 
of CBT). Danny was educated on the core message of CBT 
‘change the way you feel by changing the way you think.’ 
The aim was to teach Danny not to indulge in 
catastrophizing and to distinguish his thoughts from his 
feelings using a handout from psychology tools, which 
helped him identify the negative automatic thoughts 
(NAT). He was also taught cognitive distortions - 
characteristic thinking styles associated with emotional 
disturbances. Danny was taught that faulty information 
processing and biased thinking affected his perception, lead 
to inaccurate decision-making, biased actions and 
emotions. With this information, he was educated that some 
of the cognitive distortions worsened his panic attack.   

During session 8, the BAI was administered, which 
showed improvement in Danny’s scores from 47 to 30. Alt-
hough the scores were in the category of severe anxiety, 
symptoms of Danny improved. Most of the symptoms were 
either mild or moderate (during the first BAI he had some 
severe symptoms). The next 2 sessions focused on complet-
ing the dysfunctional thought records (DTR) - one of the 
essential tools in CBT. In DTR, together with cognitive 
bias, patients are encouraged to identify NATs to see if their 
characteristic cognitive styles are distorted. Through these 
exercises, the client finally acknowledged that negative 
thinking could increase anxiety which expressed itself 
through physical symptoms and eventually impacted per-
formance (ie, especially anxiety-provoking tasks).  

He realised that realistic and rational thinking reduced 
panic disorder, kept the physical symptoms at par, and man-
aged his anxiety. Danny recognized that his negative/dis-
torted thoughts caused incorrect anxiety-provoking predic-
tions and made him treat them as beliefs rather than facts. 
He was taught to challenge such thoughts by questioning if 
they were accurate, helpful, and necessary. Through all 
these exercises, his negative thoughts could be replaced 
with realistic and positive/realistic ones, which substan-
tially managed his anxiety. Furthermore, the vertical arrow 

Table 1. Structure of therapy sessions. 
Sessions Focus 
Session 1 to 6 Initiation of CBT 
Session 7 to 12 Mid sessions 
Session 13 to 15 Termination of CBT 
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technique was taught and practised, which was a practical, 
simple, and effective skill to identify the core of his nega-
tive thoughts and unhealthy beliefs about himself. Danny 
was asked to identify a situation that provoked his negative 
emotions. To uncover NATs, Danny was asked, ‘What this 
situation says about you, others and/or the world around 
you?’ The aim was to keep asking the same question until 
he came to an absolute or conclusive statement (ie, core be-
lief). In Danny’s case, at first, it was difficult to identify the 
thoughts, but after a few tries, his core beliefs were identi-
fied. His core beliefs were ‘I am vulnerable’, ‘I am weak’, 
and ‘I am unlovable’.  Here, the therapist avoided preaching 
or going against Danny’s view. This identification of core 
beliefs was attained collaboratively by the therapist and the 
client (29). Accepting his views and interpretation of his 
symptoms strengthened the therapeutic alliance.  

During the session, Danny was taught a mutually formu-
lated coping statement ‘I don’t like it, but it’s ok, I can cope 
with it’. With that coping statement, he understood that 
even if things were out of his control, he was still able to 
cope with himself and be ‘ok’.  At the end of session 12, 
Danny was more receptive and was able to participate and 
complete the DTR with ease. He finally understood that his 
panic attacks were not dangerous. That term seemed im-
portant to him because he underlined the sentence multiple 
times. Overall, the client and therapist were pleased with 
the progress and there was a breakthrough in improvements 
to his symptoms. 

 
Termination of CBT 
Danny was taught the interoceptive exposure exercise, 

cognitive rehearsal and the in vivo situational exposure dur-
ing sessions 13 and 14. The aim of the interoceptive expo-
sure was to correct the catastrophic interpretation of physi-
cal symptoms experienced by him as part of anticipatory 
anxiety or panic attack (69). This exercise, a stepwise ex-
perience, was provided to the client so that he could become 
comfortable with his physical sensations. By intentional 
provocation of symptoms using physical exercises, the cli-
ent became comfortable with these sensations, which then 
allowed him to identify automatic thoughts and cata-
strophic interpretations associated with physical sensations 
and restructure them. The scenarios were first practised 
during the sessions, and then the client was asked to con-
tinue practising at home and document his experience in a 
chart prepared by the therapist. This technique helped him 
to improve his ability to manage his anxiety associated with 
stressful situations.  

During the cognitive rehearsal part, Danny was taught to 
visualize an impending situation that he found stressful. He 
pictured himself dealing with the unpleasant situation and 
imagined himself successfully overcoming these problems. 
This rehearsal was repeated several times until he was com-
fortable with the scenario. This technique helped in reduc-
ing the apprehension associated with the anticipated stress-
ful event because the client focused on dealing with it pos-
itively rather than being concerned that it could go wrong. 

As part of his spiritual growth, throughout the sessions, 
Danny was educated on the ‘lifeline’ which were as fol-
lows: 

• Do not bring the past into the future. Do not allow 
memories to punish you now. 

• Do not bring the future back to the present. He was en-
couraged not to worry over things which he could not con-
trol. 

• Live your present now. Be kind to yourself. 
• Be grateful, focusing on the Islamic-based gratitude. 

Danny was encouraged to be grateful to God, people, and 
his surroundings through gratitude exercises. He was en-
couraged to refer to the Holy Quran and the work and ex-
periences of the Prophet Muhammad (PBUH) in the Holy 
Quran who showed the highest level of gratitude to God 
despite unimaginable sufferings (30). 

As for the in vivo situational exposure, Danny was asked 
to practice a fear hierarchy and record the anxiety level and 
automatic thoughts that arouse in these situations. In vivo 
exposure is a technique used to overcome agoraphobic 
avoidance (69). This exposure was practised for the situa-
tions that were less anxiogenic to him and he showed a will-
ingness to confront them. This technique is considered ef-
fective if exposure is prolonged in time (ie, remain in each 
situation for approximately twice if it takes to become com-
fortable in that situation). The anxiety level should be felt 
during the task, monitored by both the client and the thera-
pist (69). Danny was encouraged to record this experience 
and apply the techniques learnt before practising this. As 
for the in vivo situational exposure, Danny admitted that 
although he was scared, he was willing to try it out in 2 
situations: going on an escalator and going to the mosque. 
He later felt confident while facing the situations. In vivo 
situational exposure, Danny surprisingly performed 3 situ-
ational exposures. He documented the experiences and 
gave feedback regarding the situation. One of the situa-
tional exposures was related to mandatory Friday Islamic 
prayers in a mosque. Such exercises made him strong and 
he wanted to attend them regularly. The therapist gave pos-
itive feedback on the client’s improvements and a willing-
ness to take chances.  

 
Session 15 
Throughout the sessions, Danny was informed about the 

risk of relapse upon completion of the therapy. Therefore, 
he needed to be consistent and continue practising what he 
had learnt. He was taught to be kind to himself and not 
blame himself in case he failed. Hence, this session was 
dedicated to helping him build and identify his support sys-
tem and relapse prevention. The building of a support sys-
tem was explained to Danny and its importance was em-
phasized. During this session, Danny came up with a sup-
port system that included work (He has an online web-de-
signing business, which is also helping him out finan-
cially.), family (He has his younger half-brother who loves 
him and does not judge him.), religion (He considers him-
self a religious Muslim and believes in God,), extracurric-
ular activities (He wants to join a society near his house to 
hang out with people of the same age.), and pets (He had a 
pet rabbit that he adored.). He was praised and commended 
for coming up with many support systems. During the ses-
sion, he was asked to draw and colour his support system 
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in a pictorial diagram (eg, drawing the soil, flower, and pet-
als). He was happy with the picture and wanted to put it on 
his wall to see his amazing improvement. 

As for relapse prevention, Danny was informed that after 
the sessions, he had to be prepared for high-risk situations 
and needed to incorporate what he had learnt before expe-
riencing them. He was given a hypothetical situation where 
he could incorporate what he had learnt. He was praised on 
how he handled the situation. As for maintenance, he was 
told that improvements were gradual, and this was a slow-
paced work. He was informed that he could not be perfect 
all the time and that failures are expected in this journey as 
failures are part and parcel of life. Most importantly, he 
needed to be consistent and practice whatever he had learnt.  

He was taught to be aware of unrealistic expectations, ac-
cept the things that he could not change (eg, his family) and 
change the things he could (eg, himself). He had to be kind 
to himself, practice the relaxation techniques by incorporat-
ing Islamic religious practices, use behavioural strategies in 
the event of his panic attacks, and reduce his expectations 
by not being hard on himself. In case of a full-blown attack, 
he was advised to ask himself “what are the worst possible 
consequences?” and practice Socratic questioning. He was 
advised to keep in mind that there has been no evidence in 
the past that validated his NATs. He was also advised to 

maintain good physical and mental health through lifestyle 
change. During this session, BAI was administered as 
postassessment and he achieved a score of 24, mostly in the 
categories of ‘mild’ (16 symptoms), ‘moderate’ (4 symp-
toms) and ‘not at all’ (unable to relax), which is a huge im-
provement from his first preassessment when most of his 
symptoms were either severe or moderate. 

 
Results 
Figures 3 and 4 summarize the client’s panic attack pro-

gress records, demonstrating weekly frequency and per-
centages of panic attacks, anxiety levels, and worry about 
panic attacks. Substantial reductions in symptomatology 
are evident on all measures. 

Additionally, the client’s anxiety levels were assessed at 
pre-, mid-, and post- assessment stages using the BAI (Fig. 
5). 

 
Discussion 
Overall, the client showed improvements; after the ther-

apy Danny was able to understand the fundamentals of 
panic disorder, the ABC models, and was able to do the 
DTR. Although there were improvements on BAI, his anx-
iety level was still at a moderate level. With the help of 
CBT, he managed to get his panic disorder under control. 

 
Fig. 3. Panic attack progress record showing the client’s frequency of weekly panic attacks  
 

  
Fig. 4. Panic attack progress record showing the client’s percentage of anxiety and worry about panic each week 
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On the hindsight, the client also had to deal with his past, 
surroundings, and conflicts with his family members. It was 
unresolved as CBT does not deal with the past issues (Table 
2).  In terms of his general health, his general practitioner 
was pleasantly surprised with his blood pressure readings. 
There was a noticeable improvement in his blood pressure 
readings- his blood pressure readings normalized at the end 
of the CBT sessions and the general practitioner decided to 
stop his antihypertensive medications. 

Therefore, other therapies that would help Danny are as 
follows:  

• Psychodynamic psychotherapy: to deal with unre-
solved issues from the past and help to cope with it; 

• Family therapy: if it is possible, his family should be 
brought in to help them understand that he has a problem 
and needs their support to get better.  

For Danny, his good prognostic factors were his strong 
Islamic values, good intelligence, being of good insight, 
and awareness of his illness. He was motivated to learn and 
willing to practice things learnt from psychotherapy (CBT). 
His response to the psychotherapy was fair. However, fac-
tors against him were the long duration of untreated illness 
(14 years), being diagnosed with early onset-hypertension 
(with a strong family history of cardiac illness), on-going 
stressors like poor relationship and support from family, 
unresolved conflicts from the past, and his dissatisfaction 

 
 
Fig. 5. Sowing pre-, mid-, and post-assessment scores on the Beck Anxiety Inventory (BAI). 

 

 
Table 2. Comparison between the traditional CBT module and adapted Religion-cultural CBT 

 Traditional CBT Adapted Religion-cultural CBT 
Language  CBT manuals mostly in the English language CBT manual in Bahasa Malaysia – the national language of 

Malaysia 
Manual  CBT manual is designed by westerners using 

Western concepts that may not be compatible 
with the Malay culture 

CBT Manual that is modified and adjusted according to the 
norms of Malaysian society, therefore, is culturally appropri-
ate   

Relaxation techniques Traditional relaxation techniques – slow 
breathing techniques, progressive muscular re-
laxation  
Clients encouraged to practice twice a day and 
grade before and after 

On top of the traditional relaxation techniques, Danny was 
asked to practice the slow breathing techniques after his Fajr 
and Isha’a prayers for 3-5 minutes. 
He was encouraged to pray five times a day regularly follow-
ing the second Pillar of Islam. Prayer, a form of meditation, 
encourages a sense of being and promotes relaxation 

Lifestyle modification  Lifestyle modification in the form of exercise, 
healthy eating 

For Danny, he was encouraged to read verses of the Holy 
Quran and zikr (commemoration of Allah’s name) after his 
prayers, as part of enhancing his spirituality.  
He was advised to live a healthy lifestyle and live per his 
Islamic values – to follow the customs of Prophet Muham-
mad S.A.W (PBUH).  

Gratitude exercises – gratitude 
is appreciating what is mean-
ingful and valuable to self. it 
represents a state of being 
thankful and appreciating. 

Clients are taught to be grateful for their life, 
situations, family etc.  

Danny was taught to focus on the Islamic based on gratitude. 
He was encouraged to be grateful to God, people, and his 
surroundings through gratitude exercises. He was encour-
aged to refer to the Holy Quran and the work and experiences 
of the Prophet Muhammad (PBUH) in the Holy Quran who 
showed the highest level of gratitude to God despite unimag-
inable sufferings.  

Invivo situational exposure  Clients choose the agoraphobic situations 
which they’ve avoided previously 

Danny opted to perform this at a place close to his heart- the 
Mosque 

Spirituality when discussing 
support system in CBT 

Western CBT mentions spirituality without ex-
tra emphasis on it 

Danny particularly mentioned religion and spirituality when 
talking about the support system.  
He considers himself a spiritual Muslim and believes in God. 
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with his family. While weighing the good and bad prognos-
tic factors, his prognosis guarded as he still had a lot of on-
going unresolved conflicts. However, to be fair to him, if 
he follows the recommendations, there is no doubt his prog-
nosis will improve.  

 
Conclusion 
A culturally and religiously modified CBT was applied 

to the treatment of a male Malaysian Muslim having a 14-
year history of panic disorder with agoraphobia. His attacks 
had severely influenced his occupational, educational, and 
social life. These symptoms also generated the secondary 
problems of low self-esteem. The success of this approach 
was attributed by the client with the realization that his cog-
nitive distortions worsened his panic attack. He acknowl-
edged that negative thinking exacerbated his anxiety which 
was manifested through physical symptoms. The interocep-
tive exposure, cognitive rehearsal, and in vivo situational 
exposure helped in correcting the client’s catastrophic in-
terpretation of physical symptoms experienced as a part 
panic attack. Through regular homework practice and exer-
cise, he gradually learned how to manage his anxiety and 
target body areas having the highest muscle tension. 
Danny’s report of improved psychological status is encour-
aging and indicates that further investigation of this topic is 
needed in the form of controlled trials. 
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