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Abstract

Technological advancement has created an opportunity to demonstrate psychological
service into another level of innovation to meet the need for accessibility. The objective of the
present study was to assess the suitability of computerized cognitive behavior therapy (CCBT) for
managing symptoms of panic disorder in Bangladesh. An exploratory sequential mixed method
design was applied to achieve the objectives. In the first phase, a qualitative study was done to
understand the most effective techniques and the nature of panic disorder in Bangladesh. The
second phase was focused on developing the website with the integration of relevant experts. In
the third phase, suitability was checked based on the findings of the quantitative study. The total
number of enrollments in the first session was 64. Among them, 30 (51.56%) participants
completed the entire session. They used the website fosr three to four months. Three standardized
measurements were used to see the suitability. Those were the severity measure of panic disorder-
adults, panic disorder severity scale, and anxiety scale. Besides, the satisfaction with the treatment
scale was translated, and a checklist of subjective ratings for panic symptoms was developed from
the finding of the desk review. CCBT significantly reduced the severity of the panic disorder, panic
symptoms, and associated anxiety symptoms. The severity of panic symptoms changed
significantly post-intervention (t=, p<.001). A significant change in post-intervention was also
shown in the severity of panic disorder ((t=, p<.001). Besides these changes, the severity of anxiety
level is also significantly changed ((t=, p<.001) in post intervention. Self-reported rating of
symptoms also showed changes in cognitive symptoms, physiological reactions, emotions, and
safety behaviors in the post-intervention phase. In the treatment satisfaction scale, Participants
rated the CCBT package as credible and satisfactory regarding presentability, effective strategies,

personal development, and program evaluation. Participants also criticized CCBT for the
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therapist's absence. This research also suggested areas of improvement, factors to maintain the
program, and barriers to the availability of the service. An effective study, including follow-up
sessions, is required to ensure further development of the CCBT package.

Keywords: Computerized Cognitive Behavior Therapy, Panic Disorder, Suitability.
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Professionals in the mental health field are working to bring innovation to mental health
programs in order to make them more accessible. As a result of technological advancement,
professionals have been able to transform cognitive behavioral therapy (CBT) into a more modern
form and the span of this service availability is expanding gradually. The mental health
professionals in Bangladesh needs to explore the potential of technology-based services as the
prevalence of mental health problems is rising. The present study is aimed to investigate the

suitability of computerized cognitive behavior therapy for managing panic disorder in Bangladesh.

Panic Disorder

A national mental health survey of Bangladesh conducted in 2018-2019 found that 16.8% of
the population suffers from mental health issues. In addition to that COVID-19 had a significant
impact on people’s mental health worldwide, including Bangladesh. In a research on students of
Bangladesh found that 53.6% female and 46.4% male experienced perceived stress during the
pandemic (Morshed & Khatun, 2021). The prevalence of anxiety symptoms was found 33.7% in
a study by Banna et al. (2022). Stress and depression were found to be 59.7% and 57.9% in the
same study. In Bangladesh, this prevalence indicates that mental health problems are increasing at

a much higher rate than they were before the pandemic.

According to the National Mental Health Survey of Bangladesh (2019), Bangladesh has
around 4.5% anxiety-based patients among 16.8% mental health patients. So far, the prevalence
of the panic disorder is unavailable in this country. The lifetime prevalence of panic attacks is

13.2%, and among them, 12.8% meet the criteria of panic disorder (Jonge et al., 2016).

According to the Diagnostic and Statistical Manual of Mental Disorders (APA, 2013), panic
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disorder is a part of the anxiety-based disorder. One of the key features of panic disorder is the
recurrence of unexpected panic attacks. A panic attack is an abrupt surge of intense fear or
discomfort that reaches a peak within minutes. Furthermore, during this time four or more
physiological symptoms will be experienced by the individual. Those symptoms are palpitation,
pounding heart, or accelerated heart rate, sweating, trembling or shaking, a sensation of shortness
of breath or smothering, feeling of choking, chest pain or discomfort, nausea or abdominal distress,
feeling dizziness, unsteadiness, light-headed, or faint, chills or heat sensation, paresthesias
(numbness or tingling sensations), derealization (feeling of unreality) or depersonalization (being
detached from oneself), fear of losing control or going crazy and fear of dying. It is also important
to note that the abrupt surge can occur from a calm or anxious state. Culture-specific symptoms
(e.g., tinnitus, neck soreness, headache, uncontrolled screaming, or crying) may be seen. Such
symptoms should not be counted as one of the four required symptoms. The following features are

also included in the symptoms of having a panic attack.

At least one attack needs to occur in one month (or more). Usually patients with panic
disorder have a persistent concern or worry about more panic attacks or the consequences of it
(e.g., losing control, having a heart attack, or going crazy) and significant maladaptive change in
behavior related to the attacks (e.g., behaviors designed to avoid having panic attacks, such as
avoidance of exercise or unfamiliar situations). Moreover, the disturbance is not attributable to the
physiological effects of a substance (e.g., drug of abuse, medication) or other medical conditions

(e.g., hyperthyroidism, cardiopulmonary disorders).
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Effective Treatment Strategies

Various theoretical psychology schools have proposed different approaches to manage the
impact of panic disorder. In multiple comparative studies of those theoretical schools, CBT has
shown effectiveness (Clark et al., 1994; Milrod et al., 2001; Deacon & Abramowitz, 2004). CBT
has empirical evidence in treating anxiety-based disorders (Gould et al., 1995; Heuzenroeder et
al., 2004). The National Institute for Health and Clinical Excellence (NICE) recommends CBT

over conventional pharmacotherapy for moderate depression and anxiety (NICE, 2011).

CBT is effective for people with the anxiety-based disorder. Evidence shows CBT can be
(1) used as a self-help guide (Coull & Morries., 2011); (2) cost-effective and beneficial for
generalized anxiety-based disorder (GAD) and panic disorder (Heuzenroeder et al., 2009); (3)
short-term and long-term effectiveness in treating panic disorder and other anxiety-based disorders

(Mauro et al., 2013); and (4) achievement of individualized treatment goals (Gould et al., 1995).

In Bangladesh, CBT was found effective in treating depression (Ara & Deeba, 2020) in a
randomized controlled trial. CBT has also been found effective in pain management (Rahman &
Khatun, 2020) and panic disorder (Hossain, 2012). CBT has successfully demonstrated its

effectiveness in the Bangladeshi context.

Based on these findings, the intervention program of the present research was developed
based on CBT. A brief detail of CBT and CBT-based explanation of panic disorder is shared in

the next section.
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Cognitive Behavior Therapy (CBT)

Cognitive Behavior Therapy (CBT) is a collaborative treatment strategy where clients can
prioritize their treatment strategies. Therapists can make plans to overcome the obstacles, be time-
bound to deliver the treatment, and maintain structured and present-oriented psychotherapy
sessions. One of the core strengths of CBT is its conceptualization of a specific problem and the
session structure (Beck, 2011). A detailed discussion of the cognitive model and structure of the
session is written below. Besides, a CBT-based explanation of panic disorder is also explained

later.

Conceptualizing CBT

One of the crucial activities of a therapy session is discussing and then connecting the
cognitive model with real-life context. This model is known as a five-factor model. Its components

are situation, thought, emotion, behavior, and physiological reaction.

Situation. The situation refers to any person, place, and time (Greenberger & Padesky,
2016). This theory considered the situation as a neutral component. In CBT, the perception about

a situation is the primary concern.

Thought. Thought is a part of the psychological process. It refers to one's perspective of any
circumstance (Beck, 2011). This mental process involves planning, setting goals, desires, and even
including consciousness and imagination (Cowen et al., 2012). Judith S. Beck (2011) stated that
thoughts are automatic, pop up spontaneously, are reasonably predictable, brief, in shorthand form,

and visual. CBT manages negative automatic thoughts. This theory identifies thoughts that are
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mainly dysfunctional & distorted and helps people think in a more constructive, conscious, and

well-balanced thought (Beck, 2011).

Emotion. Emotions are the subjective state that happens in response to any experience, and
the reactivity is expressed in physiological and behavioral forms (Cherry, 2022). Emotion can be
positive and negative. Both present a valuable message about one's distress that needs to be
modified. The goal of any treatment is to relieve emotional distress and the purpose of CBT is no
different from this. CBT aims to focus on those intense thoughts that make the situation worse for

the person (Beck, 2011).

Behaviors. The psychology dictionary defines behavior as the activity of an organism
interacting with its environment (Popescu, 2014). Sometimes it is difficult to identify the influence
of thought because of the repetitive practice of specific behavior. When we learn a new behavior,
we can realize the impact of perspective (Greenberger & Padesky, 2016). Cognitive Behavior
Therapy focuses on maladaptive behavior, for example, lying on the bed, avoiding presentation,

self-harm, and others.

Physiological Reactions. Cognitive behavior therapy explains the physiological reaction as
an output of our thinking process. Physiological responses are very common to all. However, when
people are stressed, their physiological responses go beyond their control. The usual anxiety
symptoms are sweating, trembling, rapid heartbeat, etc. When these symptoms bother an
individual for a long time, they become rapidly active-prone. CBT also designs intervention

strategies to manage these effects (Greenberger & Padesky, 2016).



CCBT for Managing Panic Disorder 18

Structure of Cognitive Behavior Therapy

CBT usually has an overall and common session structure. Judith S. Beck (2011) mentioned

the structure of a session in detail. A brief discussion of the session structure is shared.

Overall Session Structure. A session starts with history taking, formulation, treatment
plan, and implementation of an intervention. Besides, the therapist identifies the problem, sets
goals, educates about the cognitive model, and provides psychoeducation on the specific

disorder.

History Taking. History taking is vital to understand the overall state of clients. The Oxford
textbook of Psychiatry pointed out some areas of history taking. The areas of history taking are
demographic information, the present condition of the client and his environmental factors, family

history, personal history, and past psychiatric & medical history.

Formulations. The formulation is a core competency of any clinician. In the Division of
Clinical Psychology and The British Psychological Society (2016), Johnstone and Dallas defined
formulation as the ‘summarization of the core problems based on specific theoretical assumptions,
understanding of the development and maintenance factors of client’s difficulties, the indication
of a treatment plan based on the psychological processes and openness of therapists to revision

and reformulation.

Treatment Plan and Implementation of Intervention. The treatment plan directs a session
to achieve a specific goal. Usually, the treatment plan is introduced after sharing the formulation
with the client. The treatment plan establishes an excellent therapeutic alliance between the client

and therapist. It ensures the therapy's structure and conceptualization and helps summarize the
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client's complications. It also teaches the intervention strategies based on formulation and helps

the clients get a clear concept of intervention strategies to manage their symptoms.

In the initial session, the therapist identifies the problems, sets goals, and provides

psychoeducation about the specific disorder.

Goal Setting. CBT follows a highly structured system, a goal-oriented design to manage
the symptoms of mental health problems. The session starts with the specific concerns and
objectives of the therapeutic process. Usually clients come up with a vague idea, like &l want to
be happy”. The goal should be specific, realistic, relevant to the problems, measurable, and time-
bound. It helps the client to see the visible output of the sessions. After setting the goals, both

therapist and client start their discussion on the one-by-one issue.

Share the Diagnosis with the Client (Psychoeducation). During psychoeducation, therapists
educate the clients about their problems in their understandable language and use less jargon to
explain. It helps them understand their condition. The main goal of this part is to normalize the
client about their problems so that they can take the required initiative to reduce the intensity of

the problems and connect to the cognitive behavior therapy process in managing their symptoms.

Common Session Structure. Judith S. Beck (2011) described the common structures to
facilitate every session. The common structure of a session is the agenda, mood check, obtaining

updates, and providing a summary, homework, and feedback.

The agenda helps maintain a guideline for each session. It allows the therapist and the client
to make a direction and consistency. The therapist checks the mood subjectively and objectively

to track the overall state of the session's progress.
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In every session, the therapist asks about any critical issues that are needed to be addressed
during the session. Obtaining update help the therapist identifies critical issues that needed to be
managed immediately, like self-harm. If the client reports only problematic matters, the therapist
can provoke any positive event. The therapist and client discuss different issues in 50 minutes
sessions. So, therapists review the whole session including homework. Sometimes this summary

is done by the client to make their understanding more clear.

In cognitive behavior therapy, homework is an essential activity. It helps gather information

about the present crisis of the client and understand the concept of CBT in real life.

Feedback is the final element of every session. Through feedback, the client can share their
opinion with the therapist. It helps the therapist resolve any critical issues and make further

improvisations.

In short, the core strength of CBT is its conceptualization of a specific problem and the
session structure. This explanation helps the clients understand their problems and intervention

program effectively and helps the therapist work more structurally.

CBT-based Conceptualization of Panic Disorder

Clark proposed one of the popular formulations of panic disorder in 1986 (Wells, 2001). It
is known as the panic cycle. This theory is considered one of the most effective ways to understand
the contributing cognitive and behavioral factors that maintain and develop the physiological

symptoms of panic.
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In Clark's model (1986), 'Misinterpretation' was considered the essential part. A panic attack
continues because of an individual’s exaggerated explanation of their physiological symptoms.
For example, a person experiences a little bit faster heartbeat. They might explain it as a heart
attack. Another person feels pressure in the head. They might perceive it as a possible sign of brain
stroke or going crazy. Some panic attacks are not triggered by anxiety but by the misinterpretation

of the client.

The physiological symptoms can happen because of any biological cause (for example, a
change in blood pressure, or the withdrawal phase of alcohol). The vicious cycle of
misinterpretation (thought), emotion, & behavior could begin with any element. Any type of
perceived threat can be considered a triggering stimulus. These stimuli can be internal or external

factors.

According to this model, avoidance and safety behavior are another factors in maintaining
the vicious panic disorder cycle. The client continues the safety behavior to prevent catastrophic
consequences and to avoid experiencing panic attacks another time. Selective attention is a type
of safety behavior. It refers to the lower threshold of sensation which intensifies any event's
subjective experience. Clients show too much sensitivity and alertness to keep them safe from a
potential threat. For example, those who believe that an increasing heartbeat is a sign of a heart
attack might not go outside without ensuring any place for resting. As a result, the client does not
allow themselves any scope to consider the rapid heartbeat as a general indicator of any physical

activity or psychological stress. This behavior makes the client more anxious.
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Figure 1

Panic Cycle of Panic Disorder (Wells, 2004)
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CBT-Based Intervention for Panic Disorder. CBT-based intervention ranges from
psychoeducation to disorder-specific management. A CBT therapist usually initiates the session
with the five-factor model to intervene in any psychiatric problem. They use psychoeducation to
socialize with the client about the symptoms. The intervention strategies are designed to manage
the effect of cognition and to modify maladaptive behavior. The cognitive techniques are thought
modification, problem-solving, and refocusing, and behavioral techniques are relaxation, exposure
and response prevention, and role-playing. There is another technique for managing panic attack
disorder besides these techniques. The hyperventilation provocation task is used to activate panic

sensations in sessions. A brief detail of cognitive and behavioral techniques is shared here.
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Psychoeducation. In panic disorder, psychoeducation is developed based on the concepts of
primary causes and the criteria of panic disorder, scientific explanations of fear and panic

symptoms, and the panic cycle of Clark (Wells, 2001).

Thought Modification. In CBT, a patient and a therapist collaboratively identify incorrect
thought patterns and then generate effective and evidence-based thought patterns. The therapist
also encourages the client to the practice of thought modification strategies in real life (Healthline,

2020).

Figure 2

Steps of Thought Modifications

Step 1 Step Step 3 Step 4 Step 5 Step 6 Step 7
2
Situation | Mood | Automatic | Evidence that | Evidence that does | Alternatives/ Rate

thoughts | supports the | not support the hot | Balanced moods
hot thoughts thoughts thoughts (Now)

In each part, the therapist shares ideas with the clients to teach the process of thought
modification. In steps 1 to 3, the client reports any recent event of a panic attack. In step 4 the
client is required to share the evidence-based experience for generating misinterpretation. In step
5, the therapist asks questions to generate thoughts against the supporting evidence. For example,
the general questions are: ‘How do you know that you will have a panic attack in this situation?
Have you ever experienced any serious damage during a panic attack? How much role does this
thinking play in solving your current problem? How do you know that what you think or feel will
be true?’. In step 6, the therapist and client collaboratively summarize the findings of steps 4 and

5. Then the therapist takes a mood rating based on the analysis in step 7.
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Relaxation. Relaxation helps manage physiological symptoms. Generally, two types of
relaxation techniques are mostly used. One is breathing relaxation, and another is progressive

muscle relaxation (Masters et al., 1987).

A scientific way to calm the mind and body at the same time is breathing exercises. When a
person's emotional intensity increases, breathing becomes shallow or rapid. As a result, insufficient
oxygen flow cannot reach the brain and other body parts properly. So the brain cannot make
rational decisions or cannot act rationally. Deep breathing calms the brain by bringing enough

oxygen to the brain. At the same time, the body can restore itself to a normal state.

When people feel stressed or anxious, it affects their bodies and their chests feel tight because
of rapid heart contraction and expansion. As a result, it increases blood circulation, body
temperature, and tighter muscles. The body's muscles initially become relaxed by practicing
muscle relaxation, and the anxiety symptoms are gradually reduced. With regular practice of this
exercise, we become adept at mastering muscle contraction and relaxation. In short, this muscle

relaxation exercise creates calmness in the mind and body.

Muscular relaxation is a simple but very effective method. Apart from stress, it is used in the
treatment of various psychological problems, including restlessness, anxiety, sleep problems,

panic, and fear, and is recognized as effective worldwide.

We can do this exercise step by step by alternately tensing and relaxing all the muscles in the
body. In muscular relaxation, muscles are first tightened and then relaxed. Clients are taught how
to hold each muscle tight for approximately 5-7 seconds and then relax for approximately 10-15

seconds. Then notice the feeling of the muscle each time it tightens and relaxes. Over practice,
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clients feel the soothing impact of tightening and losing the muscles. Sometimes it does not work
because of excessive anxiety. However, in daily practice, the results are rewarding (Masters et al.,

1987).

Exposure and Response Prevention. One of the most successful therapies for anxiety-related
disorders is exposure and response prevention (ERP) (Wells, 2004). It is developed on the idea of
confronting anxiety (exposure). A person will discover that he or she can deal with the discomfort
without using harmful coping mechanisms like compulsions and rituals or avoidance (response

prevention).

According to Gronek (2018), ERP is transitioning between talking about facing the fear and
facing the fear in reality. The client attempts to recognize and compile a list or hierarchy of events,
thoughts, or images that cause them to worry or fear. And then make an effort methodically to
overcome them. When exposed to the trigger, people frequently overestimate the discomfort. The
view can be changed from "certainty of calamity” to "manageable discomfort” with exposure

therapy.

People eventually modify their misinterpretation and get a more accurate perception of the
real threat. As a result, uncomfortable anxiety signals are no longer interpreted as a warning of
upcoming panic or catastrophe but rather just an uncomfortability. Even though ERP may appear
frightening, research has proved it to be an effective way to help individuals overcome their

worries and concerns and live their best lives (Gronek, 2018)

Hyperventilation Provocation Task. Hyperventilation is a horrible feeling that causes the

person to feel that they are not breathing enough. As a result of this sensation, the person begins
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to breathe more rapidly and forcefully. It increases physical symptoms. Physical changes are also
noticed. In the session, prolonged hyperventilation is applied to activate symptoms and make
clients to realise that catastrophes do not occur. Some examples of activating symtoms are walking
straight, standing on one leg, or hopping. These are used to refute the myth of losing balance or

collapsing (Wells, 2004).

There are large number of populations who require CBT-based intervention to manage panic

disorder. So, the standard service of CBT needs to be dissimilated among the target population.

Availability of Resources: An Opportunity for Technology-based Intervention

There was done a study to understand the need for human resources in mental health services
by the World Health Organization, Global Mental Health (2020), and the Ministry of Health of
Bangladesh. According to their report, human resource for mental health service is not significant
enough. It also shows that there are around 260 psychiatrists (0.16/ 100,000 people), 700 nurses
(0.4/100,000 people), and 565 psychologists (0.34/ 100,000 people) who provide specialized
mental health care in Bangladesh. Several factors limit mental health services, such as (a) most of
the specialists are available in big urban centres; (b) mass people lack accurate information about
the experts and services; (c) clients feel uncomfortable in seeking support primarily due to stigma
and doubts about confidentiality; (d) the existence of unethical practitioners; (e) unaffordable
service cost; and (f) lack of standard service centres. The professionals are trying to deliver
different services like individual and group sessions, workshops, and awareness programs. But
many diagnosed clients remain untreated due to standardized support. This scenario generated a
technology-based solution to manage the severity of mental health disorders, particularly panic

disorders.
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Digitalization helps increase the accessibility of standard mental health services among
target audience. In 2022 a study took place to understand the need for technology-based support
(Koly et al., 2022). It showed that the digital media-based mental health treatments can increase
awareness, availability, and accessibility of services. To strengthen the mental health system and
promote positive mental health-seeking habits, it is necessary to modify online programs, raise
social media awareness, and integrate digital services (Koly et al., 2022). The study findings also
showed that there is an opportunity to develop technology-based mental health programs. A short

detail of developing an online treatment-based program is shared.

Development of Internet-based Intervention

Advancement of technology in the mental health field has been developing over the years.
According to Ritterband et al. (2003), websites were developed based on basic information on
health-related issues initially. The same study showed around 85% of people reported that sharing
information is an excellent way to get basic information. Ritterband et al. (2003) also mentioned
intervention-based websites. The experts delivered their knowledge through technology-based
media. The medium were mobile phones, computers, multimedia, and virtual stimulation

(Ritterband et al., 2003).

A study by Kanani and Regehr (2003) found that online self-help support groups first
emerged on the internet in 1982. "Ask Uncle Ezra" a free service offered to Cornell University
students, was one of the first. In the early 1990s, Ivan Goldberg began addressing queries regarding

depression treatment over the internet (Skinner & Zack, 2004).

Professionals and general people have critigued many technology-based psychological

therapies since their initiation, yet they have thrived. The reasons for accepting internet tools were
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identified in a study of Barak et al. (2009). The use of the internet as a more helpful tool was
growing; hardware and software advancements, particularly in terms of usability, privacy, and

communication capabilities, developed ethical principles in the technology.

Stages of Developing Internet-based intervention. Ritterband et al. (2003) shared some
ways to develop an internet-based intervention. According to them, creating internet-based
interventions was time-consuming and often challenging. It necessitated an interdisciplinary
approach and required diverse professionals, including clinicians and other healthcare experts to
generate content, web designers to create the website structure and develop essential applications,
graphic web artists to create still and animated images, and videographers to create videos.

Ritterband et al. (2003) mentioned nine steps to establish an internet-based intervention.

The 1% step is to specify the disorder and its treatment process, which will be delivered via
internet. The process needs to be structured and self-guided. It is crucial to assess the effectiveness
of the transformational intervention in the 2" step. A successful face-to-face intervention will be

the standard.

In the 3" step, the functionality of treatment should be assured. Once a treatment process
has been developed and proven effective, it must be fully functional. Legal parameters and ethical
dilemmas need to be addressed in the 4™ step. These are related to privacy, confidentiality, data
reliability, the threat of professional misuse of internet interventions, internet access, and

certification.

In the 5" step, multimedia features should be added to the intervention. The intervention will

not be just an online self-help book. It will consist of voice, graphics, animation, and video. These
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features will connect the participants with the intervention and boost their motivation to utilize and

complete the treatment process. It is a vital component to keep the users involved with interactivity.

6" step is developing the content and program in a more personalized approach. It allows
the user to receive more tailored content. It can range from using the user's name to determining a
specific treatment area that an individual user may require. In the 7" step, the patients get feedback
on their treatment progress. If the technology is an adjunctive component of treatment, the
feedback loops allow users to track specific parts of the treatment and share information with their

clinician.

The 8" step is related to the user's technological difficulties. During the development of
internet intervention, the difficulties need to be addressed. Those are the browser or self-contained
application type, database type, and programming languages. It is necessary to ensure cross-
platform compatibility and the program's ability to run on any operating system and to ensure the
required hardware for minimum support (machine memory, hard drive space) and software to
identify required browsers and plug-ins. Most of these decisions are made based on the target

audience’s requirements.

Finally, in step nine, the application must be tested after finalizing the treatment. The internet
intervention can be tested in different ways. Early tests involve a specific group of participants
invited to overview the program and provide feedback. The intervention requires pilot testing to
evaluate practicality, usability, and efficacy. A significant clinical trial is required to demonstrate

its effectiveness. Based on user feedback, revisions need to be included in the software.
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Medium of Providing Internet-based Intervention. The internet-based service can be
delivered through different mediums such as mobile phones, computers, and virtual stimulation

(Richards, 2013). The use of each media is shared briefly.

Virtual Stimulation as an Exposure-Based Therapeutic Tool. Researchers in Italy and
Spain have created a virtual world to help people deal with anxieties and phobias. Virtual reality
(VR) is a system to generate artificial lifelike experiences. The virtual world can depict an abstract
or wholly imagined world or a model of a real-world object, such as a house or spider or almost
anything. Anxiety disorders, phobias, panic disorders, and posttraumatic stress disorders have been
treated with VR systems in the previous 15 years (Riva, 2005). Sexual problems (Optale et al.,
2003), pain management (Hoffman, 2004), addiction (Bordnick et al., 2005), stress management
(Villani etal., 2007), and eating disorder (Villani et al., 2007) are some of the newer VR uses (Riva

et al., 2006).

Mobile Phone-based Service. Mobile is widely used, especially among young people. The
SMS service and apps are primarily used for specific problems, monitoring systems, and making
therapy appointments. According to Chipchase (2007), SMS may help emerging economies where
psychological services are scarce. For example, Africa has the world's fastest-growing mobile
phone market. Their different projects have proved the feasibility of reaching communities that
had been underserved by psychiatric services (Gadebe, 2006). With advancing technology, mobile

phones can deliver services like computers.

Computer-mediated Therapy. The computer can be used for various therapeutic processes,

such as providing online counseling through apps, self-directed software and games.
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One form of computer-based service is online counseling. Richards and Vigan6 (2012)
defined online counseling as the delivery of therapeutic interventions in cyberspace using
computer-mediated communication (CMC) technology to enhance contact among trained
professionals and clients. Online counseling can be offered through chat or videoconferencing
which is live and in real-time. Another option is an email which is time-delayed between the user’s

contribution and the counselor’s response.

Computer games are considered the favorite form of service among teenagers in the UK
and USA. The use of games in therapy had shown assistance to clients in participating (Coyle &
Matthews, 2004), boosting session attendance, reducing the stigma associated with attendance
(Clark & Schoech, 1994), developing more self-confidence and responsibility (Hyland et al., 1993)
and in displacing aggressiveness by teaching coping skill and problem-solving skill (Gardner,

1991).

Most self-administered computer programs are designed for specific disorders in a client-led
process. It means that the user learns through the software and its associated exercises. It works as

a self-help guide.

With technological advancement, mobile and computers can support similarly. Both media
can be used in online counseling, games, and self-directed program with or without expert
involvement. This website of this research is a self-directed program. The structure of the program
will be shared later. NICE-recommended self-directed programs are based on CBT, such as
Beating the Blue, OC Fighter, etc. A demonstration of the NICE-recommended program is shared

below.
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Beating the Blues is a CBT program for those who suffer from mild to moderate depression
and anxiety. This package includes a 15-minute introductory video and eight 1-hour interactive
computer sessions, usually, that are scheduled weekly. In addition, other features are homework
and weekly progress reports that a client provides to the general practitioner or other healthcare
practitioners. It was accessible through a CD-ROM in the past and now it is online (Parveen &

Khatun, 2019).

Fear Fighter is also a CBT-based treatment for phobias, panic attacks, and anxiety and is
available online. Fear Fighter is broken down into nine steps, with a therapist contact limited to
five minutes. It is supported by professionals via five to ten-minute phone conversations (totaling
no more than one hour over three months) or via emails at intervals. The GP or other healthcare
professionals can view progress reports at any time via the ST Solutions Ltd clinical outcome and

patient (Parveen & Khatun, 2019).

Computerized Cognitive Behavior Therapy (CCBT)

Computerized Cognitive Behavior Therapy (CCBT) is a self-administered treatment-based
program. According to National Institute for Health and Clinical Excellence (2006), CCBT is a
web-based program developed on cognitive behavior therapy with or without a session with the
therapist directly (Parveen & Khatun, 2019). It is a system where the patients make most of the
decisions, for example, when to execute, what will be chosen, etc. CCBT is a complete CBT-
based mental health guideline that includes an appropriate plan of homework and relapse

prevention (Gega et al., 2003).
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The variation of design and depiction depends on the intended aim of a specific program.
The use of video, audio, PPT, inter-active and non-interactive homework, and task assignments
shapes distinct CCBT programs differently. CCBT can also vary depending on the technology

types and the extra help supplied.

Effectiveness of CCBT

There is a debate for a long if CCBT is sustainable. This question guides in understanding
the effectiveness of CCBT. Different studies have shown the effectiveness in multiple
perspectives. It reduced 50% therapist time (Marks et al., 2007); was cost-effective, was not time
sensitive, managed the possibility of being stigmatized, and was acceptable for any age and gender
(Heilman et al., 2010). Primary and secondary referrals to the psychiatrist were noticeably reduced
after using this service (Gega et al., 2003). Besides, several studies claimed that CCBT was as
effective as the face-to-face session (Marks et al., 2007; Heilman et al. (2010); Gega et al., 2003;

Titov et al., 2010).

The present research aims to see the suitability of CCBT packages to manage panic disorder
in Bangladesh. Western studies have shown that CCBT effectively manages panic disorder (Gega

et al., 2003; Shandley et al., 2008; Titov et al., 2010; Kiropoulosetal, 2008).

Along with the advantages, there are some disadvantages to using CCBT as well. Findings on
CCBT-based research reported that half of the participants were non-completers (refused plus drop
out), funding issues to run these types of programs, and the lack of trained therapists in this field
cannot make the program 100% effective and the CCBT program does not have one size-fit

solution (Chard, 2022). According to the study of Gratzer and Khan (2016), lack of human
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interaction and low adherence are also some concerns. Besides user-friendliness with technology,
the possibility of enrolling in improper treatment and concerns related to the program's quality

were also some issues of CCBT (Gratzer & Khan, 2016).

Structure of the CCBT program

CBT with a computer interface is a new idea that needs extensive research. As it has already
been developing, no specific model is recommended for providing CCBT service in all situations.
CCBT delivers CBT through an interactive computer or smartphone interface. It can be delivered
on a personal computer or any local setup where the service is given via the internet or telephone

using interactive voice response (IVR) systems.

In 2007, the Improving Access to Psychological Therapies (IAPT) Program developed a
guideline to design the CCBT program specifically. It gave an approach to (1) the process of
enrolment in the program; (2) getting software licenses; (3) the availability of hardware packages;
(4) ensuring the presence of adequately qualified personnel to supervise the service; and (5)
establishing referral procedures. The IAPT Program also developed a guideline that recommended
the validity and authenticity of the software and hardware needed to be checked carefully. The
guideline of IAPT (2007) also recommended certain processes of enrolment in the program and

the role of the supportive team. A brief is shared here.

Enrolments in the Program. A person can be referred to CCBT program by himself or any
other health professional, or advisor. It has been seen that self-referral for the CCBT program is

more compliant and can manage symptoms than those the health professionals had referred.
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According to the guideline, there are several prerequisites before enrolling in the CCBT
program. The client’s diagnosis, the assessment of the mental state, needs, type of problems, and
motivations are needed to be checked by the expert professional for screening. Those with suicidal
tendencies and psychosis disorder will not be considered to enroll in the program. An expert (GP

or other mental health professionals) checks the suitability for enrolling.

Booking an appointment depends on the way of delivering the CCBT service. If any
organization conducts the CCBT services, the booking is managed by the center's administrator or
the organization. If this program is designed for personal use, the CCBT program can be used at
home 24/7. The appointment is only for an initial assessment by phone call or face-to-face
discussion. Typically the client can receive web-based CCBT at their own or a friend’s home, at

the library, at the office, at a leisure center, at a coffee shop, or anywhere they have internet access.

IAPT (2007) also mentioned the communication structure with the client, such as 5 to 6
organized support calls, emails, or face-to-face meetings with patients should be scheduled in
advance for 5-10 minutes each, one hour per patient over three months. The organized support
contacts of 5 to 10 minutes are best started at weeks 1, 2, 4, 6, 9, and 12. Support could be provided
at the beginning or the end of the session. It is known that the dropout rate is higher at sessions 4
or 5, so support can be provided within this session too. Support staff can monitor patients weekly

by utilizing the clinical outcome and progress monitoring system.

The eligibility and required training of the support team are also mentioned in the guideline.
Psychological support can be provided by psychologists, case workers, or other mental health
professionals through phone or email. To better understand the specific course, the support team

completes the CCBT program as a fictitious patient. It takes two and a half days to ask for specific



CCBT for Managing Panic Disorder 36

information and respond to frequently requested queries. The software development team will

attend to the technical issues.

CCBT in Bangladesh

There are already different CCBT packages in other languages for depression, anxiety,
obsessive-compulsive disorder, panic disorder, etc. NICE (2011) recommended CCBT packages
for panic disorder named &Fear Fighter” and a&Velibra”. The Fear Fighter needs to be updated and
guided by different internal references of the doctors, and Velibra did not permit to adapt their

program in Bangla.

In Bangladesh, a small number of CBT-based online services are available. &Shikte Chai” is
an online YouTube channel to distribute knowledge about mental health. Telepsychiatry Research
and Innovation Network have developed an app named a&Moner Dakter”. Several clinical
psychologists from the Department of Clinical Psychology support the process through WhatsApp
and Zoom. Lack of privacy to talk at home is one of the limitations of using these services (Igbal,

2022).

A website was developed to manage depression named 'Otikrom' in 2019 (Parveen & Khatun,
2019). The findings of the research showed that there is a need for CCBT in Bangladesh (Parveen

& Khatun, 2019).

Web-based progressive muscle relaxation and psychoeducation on exposure and response
prevention for the obsessive-compulsive disorder have also been developed and proven effective
in Bangladesh (Karmokar & Khatun, 2020; Sajib & Khatun, 2020). These developments showed

that there had been tremendous growth in making online-based services in Bangladesh. However,
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any CCBT package on the panic disorder or other disorder-based CCBT packages is yet to be

developed.

Problem Statement

The previous research findings and discussions have shown that a treatment gap exists in
Bangladesh. There is a need for technology-based solutions to manage this gap. The present
research is trying to answer the question &ls CCBT suitable to manage panic disorder in

Bangladesh?”

The Rationale of the Study

The prevalence of mental health problems in Bangladesh is 16.8% (National Mental Health
Survey of Bangladesh, 2019). There is always a gap in the number of mental health support
providers compared to psychiatric issues. Access to mental health services in urban areas in
Bangladesh is still unavailable. Moreover, the process of becoming mental health professional
requires extensive training. So carrying out a standard service all over the country is not possible.
To ensure standard mental health services, CCBT can be considered one of the key methods

(Mauro, 2013).

In other countries, CCBT already showed its effectiveness. CCBT has a vast scope to provide
this service among the maximum number of people because of the access to the internet. CCBT is
effective for those who cannot avail of psychological services due to the cost, long distance, and
stigma. CCBT is a highly structured and secure service where anyone can click or write down their
disturbance anywhere anytime. These conditions paved the way for the opportunity to develop a

CCBT-based program for panic disorder.
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Objectives

General objective

38

To see the suitability of Computerized Cognitive Behavior Therapy in managing the panic

disorder. The specific objectives are

1.

2.

To understand the nature of panic disorder symptoms.
To specify intervention strategies for managing panic symptoms.

Development of a web-based CBT in Bangla.

To see the treatment satisfaction (specific and overall) of CCBT packages.

To see the difference in panic severity after the intervention.
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Chapter-2

Method
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Design

A mixed-method design (experimental sequential mixed method) was used to address the
research objectives of the present study. A qualitative investigation was conducted to gather
information to develop instruments (e.g., websites). Then a quantitative investigation was carried
out to check the instrument's suitability. So, it was assumed that the mixed-method design would

greatly complement the present study's findings.

Figure 3

Steps of Exploratory Sequential Mixed Method Design (Berman, 2017)

- . o : Quantitativ - guses | | .
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Under the qualitative phase, the data collection (ex: transcripts, field notes, documents) and
analysis (ex: descriptive statistics, coded texts, analytical memos) were carried out, and results
were accumulated based on the principles of the qualitative method. Then the assembled results
led to the development of the instrument (website's content). Finally, in the quantitative phase,
data collection (ex: survey), data analysis (ex: descriptive or inferential statistics), and results were

carried out based on the principles of the quantitative method.

Broadly the whole research progressed in three phases. These were the developmental stage
(qualitative method, phase 1), website development (Phase 2), and the final stage, preliminary

testing (quantitative method, phase 3).
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Figure 4

The Overall Process of the Research
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Phase One: Developmental Stage

The present study aimed to see the suitability of the CCBT package in Bangladesh. So, it
was important to develop a culture-based program. The first and second specific objectives were
to identify the most effective strategies to manage the panic disorder and to understand the nature

of the panic disorder.

Due to the unavailability of existing CBT-based panic disorder module in Bangla, the
groundwork was required to create the web-based module. However, the qualitative method
effectively gathers information to develop any module. According to Creswell (2012), ‘the

qualitative method is best for identifying multiple perspectives of any variable, helpful to get a
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complex and detailed understanding of specific issues, provides sufficient data to understand the
context of any specific issues, and effectively makes linkage among theories or models." In this
developmental phase, a case study and desk review were carried out to understand the culture-

based context.

Case Study

The 'Case study' method was applied to collect qualitative data. According to Yin, ‘The
case study is an empirical method that gets the in-depth details of a single 'case’ or multiple ‘cases,’
applies multiple modes of inquiry, can get multiple variables of interest, and leads to guide design,

data collection & analysis (Creswell, 2007).'

Usually, there are three different types of case studies. These are single instrumental case
studies, collective case studies, and intrinsic case studies (Creswell, 2007). The present study
applied the collective case study method, also called multiple case study. A specific issue is
selected in the multiple case study, but the number of cases requires more than one. In the current
study, the selected cases were CBT experts on panic disorder. So, in the qualitative part of the
explorative sequential method, the collective case study method was applied to specify the

effective intervention strategies to manage panic symptoms in Bangladesh.

A case study method can collect data from six different sources (Yin, 2018). The sources
are documents, archives, physical artefacts, interviews, direct observation, and participant
observation. Among these six sources, the interview was used to gather data in this study. It was
conducted to explore the most used treatment strategies and relevant issues regarding panic

disorder management. Interviews were a vital source of case studies to understand human affairs
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or behaviors, offered essential insights into given matters or activities, helped to get quick access
to the history of these circumstances, and enabled one to find more relevant sources of information

(Yin, 2018).

Desk Review

A desk review is a technique developed and instructed by the World Health Organization
(WHO) and the United Nations High Commissioner for Refugees (UNHCR) to quickly synthesize
existing literature, both peer-reviewed and unpublished, on the sociocultural context, mental
health, and psychosocial effects experienced during specific events, the mental health system,
historical experiences, and details about the current situation of a given state (WHO
& UNHCR, 2012). The present study employed a desk review aiming to understand the nature of
panic disorder symptoms in a more culture-specific context and the reported predisposing and

triggers of panic disorder.

Sources of Data

Participants for Case Study. In the case study method, the interviewees were eight
clinicians who had completed their degrees from the Department of Clinical Psychology,
University of Dhaka. Among the eight clinicians, five were clinical psychologists, two were M.

Phil. trainees, and one was an assistant clinical psychologist.

Sources of Data for Desk Review. In the desk review, the data was collected from the
submitted case reports of the Department of Clinical Psychology, University of Dhaka. The reports
of the cases submitted from 2014 to 2018 and written based on cognitive behavior therapy on panic

disorder patients were selected for desk review. The total number of case reports was thirty.
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Instruments of Desk Review and Case Study

To do a case study, a topic guide was developed for the interview. A topic guide was
designed through a mind-mapping process. According to Allen and Smith (2010), a mind map
effectively extends the researcher's viewpoints. So, mind mapping is helpful to develop a topic
guide which helps an interviewer to develop a perspective for the interview. In the present research,
the topic guide (see Appendix A) was to assist the interviewer in getting details on managing panic
disorder. A few preliminary questions on socio-demographic data, including the year of experience
and observed average number of patients, were also included in the topic guide. Another
instrument was the recording of the interview via the online zoom platform. After downloading
the audio file of the recordings, the data were manually entered in the text format. All the data
were kept in a password-protected file on the computer, which can be accessed only by the

researcher herself.

For the conduction of the desk review, an excel file was created to arrange the data (see
Figure 5). The following theme was added to the excel file to get the data on panic disorders' nature
and developing factors, such as misinterpretation, safety behavior, emotion, physiological

reaction, predisposing factors, and triggers.

Figure 5

Template of Excel File to Collect Data from Case reports

Serials of Predisposing | Precipitating | Triggers | Misinterp | Safety Physiological | Emotion
Case factors factors retation Behaviors | Symptoms

reports

Case 1

Case 2
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Procedure of Qualitative Data Collection

The data was gathered through case studies and desk reviews in the developmental stage.
Both were done simultaneously. A topic guide was developed before collecting data. A clinical
psychologist evaluated it (for detail of the judge, see Appendix A). Then the researcher interviewed

the clinicians with experience managing panic disorder after taking their informed consent.

In parallel, a desk review was also carried out by an assistant clinical psychologist who
was fully aware of the confidentiality of the data. At first, permission was taken from the
Department of Clinical Psychology, the University of Dhaka, to access the case files in the seminar.
After documenting all of the data from clinical interviews and desk review, the collected data were
analysed. All the data were kept in a password-protected file on the computer, which can be

accessed only by the researcher herself.

Figure 6

Procedure of Qualitative Data Collection
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Phase Two: Website Development

The third specific objective was to develop the website. In the study's second phase, a
website was developed by assembling the findings of the interviews and desk reviews. The website
of the session structure was developed based on the principles of CBT and the findings of phase
one. It helped to finalize the number of sessions, specify theoretical concepts and treatment

strategies, and build coherence in the content. The following ways finalized the final content.

Judge Evaluation

Nine judges were requested to evaluate the content. The judges were clinical psychologists,
M. Phil. trainee clinical psychologists, and general people with no psychological background (see
Appendix B). The judge’s feedback was taken through an evaluation form where the summary
content was presented (see Appendix B). The judges commented on content selection, connections
among sessions, clinical safety of the contents, presentation of the content, and language of the
content. The content was finalized after accumulating their feedback and shared with other experts

of the CCBT team. The summary of the final content is presented below.

The total number of sessions was six, and an additional information for relapse
presentation. Each session started with sharing agenda, a summarization of the previous session,
feedback about the session, and homework for the upcoming week. The entire content was
designed with questionnaires, short answers, written documents, slide presentations & video
presentations. A brief demonstration of the website contents is shared in Appendix B and the brief

details of module is shared.
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Table 1

The Module of the Website based Panic Disorder

Structure of session

Average session time 50 minutes
Total session Treatment session: 6& Follow-up session: 1
Session Interval One session in a week

Sessions Contents

Session 1 Maintained general session structure; Key issues were: Got an
orientation to problems symptoms, the orientation of five-factor

model & breathing relaxation, panic and anxiety measurement.

Session 2 Elaborated discussion of the five-factor model & progressive muscle
relaxation
Session 3 Understanding the panic cycle, psychoeducation on panic disorder,

and distraction

Session 4 Formulation sharing, treatment plan, imaginary relaxation

Session 5 Refuting myths and thought modification

Session 6 Safety behavior management, and panic and anxiety management.
Relapse prevention Information related to relapse prevention and panic and anxiety
session management.

Integration of Experts into the Draft of the Website Content

Integration of experts was the core part of developing CCBT packages. The experts (see
Appendix B) were the web developer, the artist, and the videographer. The artist and videographer
made the content more visible and understandable. After several meetings and reviews, the pictures
were finalized. The videos were developed based on the evaluated content of judges.

Simultaneously the IT expert completed the background work and incorporated the contents. The
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website's name was "Psycoach Bangladesh”, and the Ilink to the website is

‘https://psycoachbd.com/’. On that website, a panic disorder course was added.

Incorporated a Support Team

The purpose of this team was to provide answers to the technical difficulties, follow up
with participants over the session, and answer the questions or quarries of the participant based on
the level of their accomplishment of the session. Two M.Sc. graduates of Clinical Psychology from
the University of Dhaka were made as a part of the support team. They were qualified to address
the issues. Besides that, the researcher trained and supervised the support team to respond to the
text. A general guideline was developed for them and was evaluated by an M.Phil. Scholar (see

Appendix B).

Third Phase: Preliminary Testing

In the third phase of the present research, the survey was conducted to accomplish the
fourth and fifth specific objectives, determining the website's suitability. A survey provides a
quantitative or numeric description of a population’'s trends, attitudes, or opinions by studying a

sample of that population (Creswell, 2014).

Participants of Preliminary Testing

The target population was people diagnosed with panic disorder. The total number of
participants was 30. The purposive sampling technique was applied to reach out to the participants.

The participants were selected from online services platforms and professional referrals.
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Inclusion Criteria. The inclusion criteria were basic literacy in the Bangla language, the

ability to operate a smartphone or computer, and internet availability.

Exclusion Criteria. Participants with suicidal ideation or attempt and having a diagnosis
of any other psychiatric disorder and participants who did not receive CBT-based treatment were

excluded.

Table 2

Demographic Information of Participants

Variables n %
Gender
Male 25 83.3%
Female 5 16.7%
Educational Qualification
Primary 1 3.3%
SSC 6 20.0%
HSC 5 16.7%
Graduate 13 43.3%
Postgraduate 5 16.7%
Occupation
Student 12 40.0%
Job 10 33.3%
Business 6 20.0%
Other 2 6.7%
Marital status
Unmarried 22 73.3%
Married 8 26.7%
Income
Below 5000 13 43.3%
5000-30000 11 36.7%
30000- 50000 4 13.3%
More than 50000 2 6.7%
Other mental disorder
Nothing 21 70.0%
Depression 1 3.3%
Anxiety 7 23.3%
Other 1 3.3%
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Variables n %
History of mental treatment
None 4 13.3%
Medicine 23 76.7%
Counseling 2 6.7%
Both 1 3.3%

Duration of treatment
Less than 6 Months 8 24.1%
More than one year 13 37.9%
More than 3 Years 4 6.9%
More than 5 Years 2 6.9%
More than ten years 3 25.1%
Information about website

Researcher 5 16.7%

Self-refer 1 3.3%

Participants 10 33.3%

Online circular 14 46.7%
Area

Urban 12 40%

Rural 18 60%

The number of the participant varied at the different session. Table 3 mentions that 51.56%

of participants completed the whole session, and the maximum dropout is seen after session 3.

Table 3

Total Number of Participants, Including Attrition Rate

n % Who continued after % Drop from the % of 1st
the previous session previous session  session

Interested 149 - - -

Enrolled 67 - - -

1% Session completed 64 - - -

2" Session completed 55 85.94 14.06 85.94
39 Session completed 53 96.36 3.64 82.81
4™ Session completed 38 71.7 28.3 59.37
5t Session completed 35 92.11 7.89 54.69
6" Session completed 33 94.28 571 51.56

Follow up 4 12.12 87.88 6.25
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Instruments

Anxiety Scale. The anxiety scale (see appendix C) was used to measure the anxiety level
of the participants. Deeba and Begum (2004) developed an anxiety scale for the Bangladeshi
population. The measure has 39 items with a Likert scale of 1 to 5 points. Cronbach's alpha
reliability of the scale is .9468, while the scale's split-half reliability is .916. The correlation
between the two tests was.688. Three external criteria were chosen for the evaluation of the
criterion-related validity of this scale. It was discovered that all three were positively connected
with the current scale score (Psychiatrist’s rating, r =.317; Patients self-rating, r =.591; HADS, r
=.628; p.01). Item-total correlation (which ranged from r =.399 t0.748, p=.01) was used to evaluate

the construct validity (Tany & Saha, 2017).

Severity Measure of Panic Disorder- Adults (SMPD-A). The Severity Measures of
Panic Disorder- Adult was developed by Craske et al. (2013) (see Appendix C). It was used to
measure the severity of the panic disorder of the participants. It is a 10-item questionnaire that
evaluates the severity of panic disorder symptoms in people 18 years old and older. It was adapted
into Bangla (see Appendix C) by Asad and Khatun (2016). Each measure is scored on a 5-point
scale: O for never, 1 for occasionally, 2 for most of the time, 3 for moderate and 4 for always. A
total score between 0 and 40 can be obtained from the measure, and higher scores suggest a more
severe panic disorder (Asad & Khatun, 2016). The average total score reduces the overall score to
a 5-point scale, allowing clinicians to assess whether the patient has no panic disorder, mild panic
disorder, moderate panic disorder, severe panic disorder, or extreme panic disorder. The Split-half
correlation coefficient (r = 0.917) and Cronbach’s alpha of the adapted scale was .784 (Asad &

Khatun, 2016).



CCBT for Managing Panic Disorder 52

Panic Disorder Severity Scale (PDSS). The Panic Disorder Severity Scale (PDSS) was
developed by Shear et al. (1997) (see Appendix C). It is a self-report scale used to assess the
severity of manic episodes and other symptoms associated with panic disorder. This scale was
translated before using it in the data collection (see Appendix C). The translation was done by

Akther and Khatun (2021).

Both adults and teens (13 and older) can utilize it. Each of the seven items on the scale is
graded on a 5-point scale. Between 0 and 28 are the raw scores, while 0 and 4 are the composite
values. The scores of the seven items are averaged to provide a composite score. Higher scores
indicate higher severity of the panic disorder. This composite score represents the average response
the test-taker made to each question. The requirement for a professional diagnostic assessment for
panic disorder is suggested by a raw score of 9 or above. Scores are sensitive to change with
psychological therapy. A Cronbach's alpha of 0.64 was obtained after 198 patients with panic
disorder had their internal consistency evaluated. For skilled raters, joint reliability ranged from

0.84 to 0.88 (Shear et al., 1997).

In the present research, the scale was filled up by the research participants. The number of
participants was thirty. Based on this number of participants, the scale's reliability was found to be

125,

Satisfaction with Treatment (SAT). This scale was used in the eighth week of the therapy
to see the online treatment satisfaction of the participants. It was developed by Richards et al.
(2013) (see Appendix C). Permission to use and translate the scale was taken from the author. The
relevant items were kept for data collection. Data from the SAT's quantitative questions are

reported using descriptive statistics. Other qualitative inquiries were asked to gain more


https://www.sciencedirect.com/science/article/pii/S2214782916300343#!
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information about the user experience (Richards et al., 2016). The scale was translated by Akther

and Khatun (2022) (see Appendix C) before using in the data collection.

Subjective Rating. The subjective rating was used to rate different types of panic
symptoms (see Appendix C). Usually, patients with panic disorder have different kinds of
symptoms. Broadly, the symptoms were classified into four classes: physiological symptoms,
cognitive symptoms (thoughts), emotional symptoms, and behavioral symptoms. The participants
rated their symptoms from 0 to 100%. Here, 0% means ‘full absence of the symptoms, and 100%
means ‘highest level of symptoms or severe’. This subjective rating form of the symptoms was

developed based on the desk review, literature review findings, and DSM 5.

Website of Panic Disorder. The website’s name was ‘Psycoach Bangladesh’ (see
Appendix C). It was developed with six sessions of treatment sessions and one follow-up session.
It was a self-directed course where participants had to sign in for the session. It was open for 24/7
days. There were helpline options to answer technology-related questions, follow-up texts, and

address problem-related quarries. Only text-based communication was done on the helpline.

Procedure of Recruiting Participants

The participants were recruited from different sources. Some were from online platforms,
and some were from referrals of mental health professionals. The process followed to recruit

participants from the online platform is presented below.

An announcement with a contact number was shared through social media and other mental
health professionals for collecting data from the online platform. A Google form about the details

of the research program and an initial consent document to participate in the research were
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attached. After sharing the purpose of the announcement, research objectives, and initial screening,
the Google online form was shared with the interested participant. Then a psychiatrist was
recruited to confirm the diagnosis. If any participant was already diagnosed, he/she was requested
to share the prescription with the researcher for clarification. After the confirmation, the severity
of the problem was measured. After that, the participants with mild to moderate scores were
considered eligible to be research participants. Those who had severe scale scores were referred to
their available psychological centers. Finally, a website link and demonstration of the website were

shared with the client through an online platform.

Figure 7

Procedure of Recruitment process in Pilot Testing

Participant Selection
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(Contact No & website link)
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Ethical Considerations of the Present Research

Ethical consideration was assured in both qualitative and quantitative phases. Initially,
ethical clearance was collected from the Department of Clinical Psychology, University of Dhaka

(see Appendix A).

In the qualitative part, the data were collected from the clinicians and the desk review.
During the desk review, some specific ethical considerations were made (see Appendix A). In the
case interview, the interview was recorded with the participants' permission. The participants
participated with their consent. They have the right to withdraw from the research. The data was

stored for the researcher to code, and its confidentiality was maintained.

In the quantitative part, the participants participated after taking their oral and written
consent in the Google form. They were informed about the nature of the program, the right of
withdrawal, and the confidentiality of data security. If any had any severe symptoms, they were

referred to the in-person session in their available area.

Informed Consent

In the informed consent paper, the title, aim & purpose of the current study were written.
They were informed about the confidentiality of the data, and there was no mandatory guideline
to submit any information on the website. The submitted data of the website was not shared with
anyone except the researcher, supervisor, and web developer. In the consent paper, the time
boundary was shared. They had to commit for two to two and half months to enrol in this program,

but they were allowed to continue their session at their convenient time. The participants were not



CCBT for Managing Panic Disorder

allowed to continue any CBT sessions besides the CCBT program. If needed, they have the right

to withdraw from the research (see Appendix C).

Data Analysis

In this qualitative part, the data was analysed based on content analysis. Content analysis
was used to find specific words or concepts inside texts or collections of documents. The researcher
explored the presence, significance, and relationships of such terms and concepts, which were

quantified and analysed. Then concluded, the collected data contained in the texts, the writer(s),

the audience, and even the culture and time in which they were used (Busch et al., 2005).)

Figure 8

Steps of Content Analysis (Carley, 1992)
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The content analysis was started by deciding the level of analysis. In this research, the
researcher coded some words and phrases based on the objective (1% stage). Then, the content was
categorized based on theoretical assumptions (Ex: cognitive, behavioral techniques, and the
content of the panic cycle) in the following (2" stage). Then the frequency of the content was
coded (3" stage). After collecting all the data, a comparative analysis of the content was done to
categorize and eliminate the irrelevant information (stages 4™, 5™ and ™). Finally, the results

based on the last code were determined (7" and 8" stage).

In the quantitative part, two different types of analysis were done. One was a statistical
analysis to measure the change in severity, and the other was a thematic analysis. The change was
analyzed by using descriptive statistics and t-test. Thematic analysis was done for the qualitative
data of treatment satisfaction. Thematic analysis is a technique for recognizing, evaluating, and

reporting patterns (themes) within data (Braun & Clarke, 2006).

Figure 9

Steps of Thematic Analysis (Braun & Clarke, 2006).
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The ‘Satisfaction with Treatment- (SAT)’ comprised qualitative and quantitative data in
this research. In the qualitative part, the data were analysed based on thematic analysis. Data was
transcribed and coded initially by the researcher. It was then drafted into the theme of the codes,
reviewed by two externals, and the naming of themes. Finally, the report was produced based on

the data.
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Chapter-3

Results
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The purpose of this research was to develop a CCBT package and to see its suitability for
the Bangladeshi population. The result is presented in two different sections. The first section

provides the qualitative findings of case studies and desk reviews. The second section presents the

quantitative findings of the study.

Quialitative Findings

The qualitative phase was designed to understand the most used treatment strategies and
the most reported symptoms of panic disorder in the context of Bangladesh. The nature of the

symptoms was explored through desk review and in-depth interviews with cases and service

providers.

Table 4

Number of Coded Items in Case Studies

Main Theme

Findings

Formulation

Cognitive Techniques

Behavioral Techniques

Other relevant contents

Clack’s CBT Model

PPM (Precipitating, Predisposing, and Maintaining factor)

Five-part Model

Beck’s Cognitive Model

Thought Challenges

Distraction

Psycho Education with Metaphor
Breathing Relaxation

Progressive Muscle Relaxation
Exposure and Response Prevention
Hyperventilation Provocation Task
Imaginary

Nasal’s exercise

Five-part model as therapeutic orientation
Problem Solving

Activity scheduling

Assertiveness
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The findings of case studies were divided into four main themes. The main themes were
cognitive techniques, behavioral techniques, formulation and relevant content of panic treatment.
The result of the table 4 shows that the therapist in Bangladesh mostly used formulation is Clark’s
CBT model (n = 6) and PPMP (n = 5); cognitive techniques were psychoeducation (n = 8) and
thought challenges (n = 8); behavioral techniques are relaxation (n = 7) and exposure-response
prevention (n = 6). The other relevant contents of panic treatment are five-part model as a

therapeutic orientation (n = 8) and problem-solving as relapse prevention.
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Table 5

Item Coded from the Case log (N = 30)

62

Theme Coding Frequency (%)
Misinterpretation
(Thought) Fear of death 17 (56)
Everything is going to be uncontrollable 5 (16)
I have a heart attack 7(23)
I am going to be mad 4 (13)
Something wrong would happen 3(10)
I will have a stroke 3 (10)
I will be senseless 2 (7)
Everything seems unrealistic 2 (7)
Safety Behavior Preventive Measures 24 (80)
Movement Related Precautions 11 (36)
Sickness Related avoidant Behavior 11 (36)
Body focuses related behaviors 4 (13)
Food Related avoidance 3(10)
Death Related Avoidance 4 (13)
Emotion Fear 18 (60)
Anxiety 21 (70)
Hopelessness 3 (10)
Meaninglessness 3 (10)
Physiological Reaction 26 (87)
Triggers Place Related 11 (36)
Change in Physiological Symptoms 19 (63)
Sickness Related 7 (23)
Death-Related 5 (16)
Presence of a Specific person 4 (13)
Specific Situation 7 (23)
Predisposing Factors  Parenting 16 (53)
History of Iliness 9 (30)
Socio-economic status 2(7)
Health Related history 8 (26)
Death-Related History 6 (20)
Social Skill 14 (46)
School life 9 (30)
Professional Life 8 (26)
Conjugal Life 8 (26)

Sexual History

9 (30)




CCBT for Managing Panic Disorder 63

The Desk review's main themes were misinterpretation (thought), safety behavior,
emotion, physiological reaction, general triggers, and predisposing factors. These factors were
incorporated during the development of content and a checklist for taking subjective ratings. The
result shows that &fear of death” was the most reported (56%) misinterpretation, and a&preventive

measure” was the highest (80%) coded items of safety behavior.

The panic clients mostly experience anxiety (70%) and finally 26 physiological symptoms
were identified. Besides, most reported triggers of panic symptoms were a @change in the
physiological symptoms” (63%). Moreover, the dominant predisposing factors of panic disorder

were gparenting style” (16%) and &Social Skills” (14%).
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Quantitative findings

The quantitative findings presented the change after intervention and treatment satisfaction
on the website. Tables 6 and 7 shows the mean difference in scores in the severity of panic
symptoms, panic disorder and anxiety scale based on pre and post-intervention measurement.
Table 8 through 11 shows the change of symptoms which was reported by the participants
regarding subjective rating. The treatment satisfaction is presented quantitative and qualitative

components of participants’ experience (see Table 12 and 13).

Table 6

t-test Results Comparing Psychological Outcomes of Before and After Intervention (N = 30)

Pre-intervention Post-intervention

t P
M SD M SD
Panic severity 23.25 7.121 12.43 5.731 6.745 <.001
Anxiety 7238 21503  48.42 19.127 4.634 <.001
Panic disorder 9.586 5.088 5.793 4.451 6.073 <.001

Note. Panic Severity scale measured severity measures of panic disorder- adults (SMPD-A),
Severity of panic disorder was measured by panic disorder severity scale (PDSS), and anxiety

measured by anxiety scale.

The finding revealed that, there is a significant difference between the score of pre and

postintervention on three different measures at p <.001.
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Table 7

The Frequency and Percentage of Participants Based on the Severity in Pre and Post-Intervention

Pre-intervention Post-intervention
None Mild Moderate Severe  None Mild Moderate  Severe
n (%) n (%) n (%) n®) n(%) n (%) n (%) n (%)
Panic 2 8 16 4 9 18 3 0
severity  (6.67)  (26.67) (53.33)  (13.33) (30.00) (60.00) (10.00)
Panic 8 15 7 0 19 10 1 0
Disorder (26.67)  (50.00) (23.33) (63.33) (33.33) (3.33)

Mild  Moderate  Server Profound Mild Moderate Server Profound

Anxiety 6 4 4 13 17 7 2 2
(22.22) (14.81)  (14.81) (48.15) (63.33) (2333) (6.67)  (6.67)

The results from table 7 show that the severity of panic severity, anxiety, and panic disorder
has decreased after the intervention. The number of participants in each group of severity was

changed in pre-intervention and post-intervention.
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The suitability was also checked by the change in the subjective rating of the symptoms.
The symptoms were reported in thought, behavior, emotion, and physiological symptoms. The
outcome was presented as ‘Decrease’, ‘No Change’ and ‘Increase’. Overall, findings show that

the package was suitable in changing the symptoms.

Table 8

The Frequency and Percentage of Subjective Rating (0 % -100%) on Physiological Symptoms

After Intervention (N = 30)

Pre-intervention Post-intervention

Symptom Total Decrease No change Increase
n* (%) n* (%) n* (%) n* (%)
Lightheaded 20 (66.67) 19 (63.33) 1(3.33) 0
Leg Hand Shaking 26 (86.67) 24 (92.31) 2 (7.69) 0
Body Trembling 18 (60) 17 (94.44) 1 (5.56) 0
Chest Pain 20 (66.67) 19 (95) 1(5) 0
Palpitation 30 (100) 26 (86.67) 4 (13.33) 0
Sweating 27 (90) 24 (88.89) 3(11.11) 0
Numbness 23 (76.67) 19 (82.61) 3 (13.04) 1(4.35)
Fatigue 28 (93.33) 21 (75) 7 (25) 0
Suffocated 24 (80) 21 (87.5) 2 (8.33) 1(4.17)
Discomfort Leg Hands 26 (86.67) 24 (92.31) 1(3.84) 1(3.84)
Dizziness 26 (86.67) 24 (84.62) 2 (15.38) 0
Cold Feeling 17(56.67) 16 (94.12) 1(5.88) 0
Difficulty Breathing 25 (83.33) 24 (96) 1(4) 0
Shortness Breathing 25 (83.33) 21 (84) 2 (8) 2 (8)
Fast Heartbeat 30 (100) 22 (73.33) 6 (20) 2 (6.67)
Vomiting 10 (33.33) 7 (70) 1(10) 2 (20)
Blood Pressure 19 (63.33) 16 (84.21) 3 (15.79) 0
Shoulder Pain 26 (86.67) 20 (76.92) 5 (19.23) 1(3.85)
Heavy Head 27(90) 22 (81.48) 4 (14.82) 1(3.70)

Note. n represents the number of symptoms out of 30 participants. The corresponding % is

subject to n.

Finding shows that most of the physiological symptoms decreased after the

intervention.
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Table 9
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The Frequency and Percentage of Subjective Rating (0% -100%) on Safety Behaviors After

Intervention (N = 30)

Pre-intervention

Post-intervention

Symptom Total Decrease  No Change Increase
n* (%) n* (%) n* (%) n* (%)
Avoid Unknown Place 21(70) 17 (80.95) 3(14.29) 1(4.76)
Avoid Travel and Work 24(80) 24 (100) 0 0
Avoid Crowd 25(83.33) 21 (84) 4 (16) 0
Avoid Sick People 20(66.67) 16 (80) 1(5) 3 (15)
Avoid Physical Activities 22(73.33) 17 (77.27) 4 (18.18) 1 (4.55)
Avoid Walking 19(63.33) 14 (73.68) 5 (26.32) 0
Avoid Home Activities 18(60) 13(72.22) 3(16.67) 2(11.11)
Avoid Confined Room 24(80) 18 (75) 6 (25) 0
Avoid Namaz 12(40) 9 (75) 3 (25) 0
Avoid Outside Food 11(36.67) 8(72.73)  2(18.18) 1(9.09)
Avoid Graveyard 16(53.33) 12 (75) 4 (25) 0
Avoid Dead-body 21(70) 11 (52.38) 10(47.62) 0
Avoid Janajah 14(46.67) 9(64.29) 4(28.57) 1(7.14)
Avoid Increase Food 23(76.67) 17 (73.9) 6 (26.09) 0
Avoid Sexual Intercourse 10(33.33) 5 (50) 3 (30) 2 (20)
Avoid Sleep 9(30) 7 (77.78) 0 2 (22.22)
Avoid Mosjid 15(50) 11 (73.33) 3(20) 1(6.67)
Avoid Exercise 16(53.33) 9 (56.25) 7 (43.75) 0
Keep Someone 19(63.33) 18 (94.74) 1 (5.26) 0
Keep Someone During Sleep 17(56.67) 16 (94.12) 1 (5.88) 0
Keep Someone During Outside 19(63.33) 17 (94.47)  2(10.53) 0
Keep Among People 20(66.67) 16 (80) 4 (20) 0
Keep Medicine 22(73.33) 14 (63.64) 7 (31.32) 1 (4.54)
Keep BP Machine 14(46.67) 9(64.28) 4(28.57) 1(7.14)
Keep Mobile 17(56.67) 12 (70.58)  5(29.4) 0
Keep Medicine 17(56.67) 12 (70.58) 5(29.41) 0
Keep Mobile Balance 14(46.67) 11 (78.58) 2 (14.28) 1(7.14)
Keep Water 13(43.33) 9(69.23) 3(23.08) 1(7.69)
Keep Light On 14(46.67) 12 (85.71) 1(7.14) 1(7.14)
Keep Calm 22(73.33) 15 (68.18) 7 (31.82) 0 (0)
Focus Belly 21(70) 14 (66.67) 5 (23.81) 2 (9.52)
Focus Surrounding 21(70) 15(71.43) 3(14.29) 3(14.28)
Check Pulse 27(90) 22 (81.48) 3(11.11) 2 (7.41)
Focus Heartbeat 28(93.33) 24 (85.71) 4 (14.29) 0
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Focus Body State
Focus Head
Vomiting

Stay Home

Visit Doctor
Medical Test

Stay Nearby Hospital
Info Hospital

Deep Breath
Rapid Breath
Identify Rest Place
Hold Hand

Recite Dua
Increase Namaz

26(86.67)
19(63.33)
4(13.33)
23(76.67)
19(63.33)
20(66.67)
17(56.67)
21(70)
21(70)
23(76.67)
14(46.67)
8(26.67)
21(70)
8(26.67)

20 (76.92)
17(89.47)
4 (100)
20 (86.96)
16 (84.21)
17 (85)
14 (82.36)
18 (85.71)
19 (90.48)
20 (86.96)
13 (92.85)
7 (87.5)
18 (85.71)
6 (75)

5 (19.23)
2(10.53)
0
3 (13.04)
3 (15.79)
3 (15)
2 (11.76)
2 (9.52)
1 (4.76)
3 (13.04)
1(7.14)
1 (12.5)
3 (14.28)
1(12.5)

1 (3.85)

O O O o o

1 (5.88)
1 (4.76)
1 (4.76)

0

0

0

0
1(12.5)
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Note. n represents the number of symptoms out of 30 participants. The corresponding % is

subject to n.

Finding shows that most of the safety behavior reduced after the intervention.
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Table 10

The Frequency and Percentage of Subjective Rating (0%-100%) on Misinterpretation After

Intervention (N = 30)

Pre-intervention Post-intervention
Symptom Total Decrease  No change Increase
n* (%) n* (%) n* (%) n* (%)
I am going to losing control 30 (100) 29 (96.67) 1(3.33) 0
| am going to vomit 12 (40) 12 (100) 0 0
| am going to be senseless 18 (60) 17 (94.44) 1 (5.56) 0
I am going to be blind 5 (16.67) 5 (100) 0 0
I am going to die from suffocation 25 (83.33) 25 (100) 0 0
Everything seems unreal 25 (83.33) 23 (92) 2 (8) 0
I am going to have a heart attack 27 (90) 26 (96.30) 1(3.70) 0
I am going to have a stroke 25 (83.33) 23 (92) 2 (8) 0
| am going to die 28(93.33) 25(89.29) 3(10.71) 0
I must have a physical illness 29 (96.67) 29 (96.55) 1 (3.45) 0

Note. n represents the number of symptoms out of 30 participants. The corresponding % is
subject to n.

Finding shows that the misinterpretation decreased after the intervention.
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Table 11

The Frequency and Percentage of Subjective Rating (0%-100%) of Emotions After Intervention

(N = 30).
Pre-intervention Post-intervention

Symptom Total Decrease No change Increase

n* (%) n* (%) n* (%) n* (%)
Fear 29 (96.67) 29 (100) 0 (0) 0
Worry 29 (96.67) 28 (96.55) 1(3.45) 0
Restlessness 30 (100) 28 (93.33) 2 (6.67) 0
Helplessness 25 (83.33) 21 (84) 4 (16) 0

Note. n represents the number of symptoms out of 30 participants. The corresponding % is
subject to n.

Finding shows that most of the emotional response to panic symptoms decreased after

the intervention.



CCBT for Managing Panic Disorder 71

The suitability was also by reported treatment satisfaction with the packages. A
descriptive analysis was done to understand the overall perspective about the packages and
session-specific understandings. Besides a thematic analysis was done of the qualitative

findings of ‘Satisfaction wih treatment”.

Table 12

Descriptive Statistics of Treatment Satisfaction

Min (1) Max (5) M SD
Satisfaction with the package 4.00 5.00 4.50 508
The package was informative 3.00 5.00 4.50 572
It was helpful in understanding my problem 3.00 5.00 3.80 .846
The online treatment method was easy for me 3.00 5.00 3.86 507
I am happy to access the online treatment 3.00 5.00 4.33 844
Helpful in long-term 3.00 5.00 4.20 761

The result indicates that the level of ‘Satisfaction with Package’ was (M = 4.5; SD =
.57). The overall satisfaction with the package was higher than the individual section of the
package. Participants reported ‘Highly Agreed” on ‘easy use’, and ‘accessibility’ than

“’understanding the problem’ and ‘online treatment’
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Table 13

The Mean and Standard Deviation of Session Specific Understanding
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Session Content Min (0%)  Max (100%) M SD
Session 1  Orientation with  the panic 20 100 81.38 21.83
symptoms
Understanding breathing exercise 30% 100% 86.21 20.60
Session 2 Five-part model 50% 100% 81.03 15.20
Understanding PMR 50% 100% 87.86 16.18
Session 3 Understanding about panic 50% 100% 83.79 16.13
disorder
Understanding the panic cycle 50% 100% 78.15 14.15
Understanding the causes of a 50% 100% 82.07 16.98
panic attack
Understanding the process of 40% 100% 69.47 16.15
distraction
Session4  Got the connection between past 20% 100% 68.52 21.25
and present thoughts, feeling, and
behavior
Effectiveness of the Imaginary 20% 100%  61.50 22.07
exercise
Session 5  Understanding the steps of negative 40% 100% 7741 16.77
thinking
Session 6  Understanding the safety behavior 30% 100% 76.80 21.35
Understanding the change in the 30% 100% 68.80 19.00

avoidance and safety behavior
process

The understanding was reported as 0% to 100%. The highest understanding of the

contents was ‘Progressive Muscle Relaxation (M = 87.79, SD = 16.18), then Breathing

Relaxation (M = 86.21, SD = 20.60), and then Basic Education of Panic Disorder (M = 83.79,

SD = 16.13). The minimal understanding level was in session content four- PPM (M = 68.62,

SD = 21.25) and Imaginary Relaxation (M = 61.50, SD = 22.07).
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The qualitative findings regarding treatment satisfaction are presented in five themes
(see Appendix C). The main themes were the presentation of the content on the website,
therapeutic strategies, perceived efficacy in personal change and program evaluation,

maintenance, recommendation, and barrier.

Presentation of the Content on the Website

In the presentation part, the findings were categorized into difficulties, strengths,
subjective observation of the presentation, and areas of modification. Each subtheme
represented the content and technical issues regarding the main theme except subjective
observation. For some participants, some content or technical presentation was reasonable, and

some considered it unnecessary.

Difficulties. This section presents the difficulties in the content and technical parts.

Content. In the content difficulties areas, the participants reported that they had trouble
with the session content of some specific content, for example session two seemed unreal to
the participants, and the length of session content needs too short for some of them. Sometimes
the content was unnecessarily extended (e.g., in session six). Same as for session length, some
participants had language difficulties, excessive questions irritated them, pictures were not

enough to explain the content, and the video length needed to be more elaborate in session five.

Technical. Besides content, participants faced some technical difficulties too. Those were
operational issues (ex: unable to operate the session content on the website), the sound quality
was poor (ex: session 4), repeated attempts needed to take to answer in the practice session,
and two participants mentioned elaborating the content of the video of session 5, and

visualization difficulties of PowerPoint.
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Strength. Strength of content and technical area of the website is shared in detail.

Content. The overall understandability of the content was satisfactory for the
participants. The key strength of the presentation was the language and gradual linkage among
the session. For example, a participant mentioned that the main strength of this program was
that it was developed in Bangla. The gradual linkage made the presentation thought-provoking
and gradually helped to understand panic disorder. The existing story, examples of panic

history, and pictures met the need to comprehend the content and were user-friendly.

‘There was a link to one session with another session. I learned Breathing Relaxation,
Muscle Exercises, the Five Factor Model, Fight or Flight, Panic Cycle, Safety
Behavior, and Thinking Process. | did not know these before, but now I have learned

them’- A male with 5 years of panic disorder.

Technical. The technical strength made the content more connected to the participants.
The video presentation was considered the most strengthening factor for them. The other vital

strengths were web design, diagrams, and animation.

‘The animated video was so clear. This presented a vivid explanation of relevant

content’- (A male with 1 year of panic disorder)

Areas of Modifications. This section presents the areas of modification in the content

and technical parts.

Content. Participants recommended focusing on the language and real-life examples in
the content part. Other recommendations were using technical terms more easily (ex: safety

behaviors), presenting a real case as proof of well-being from the panic disorder, adding more
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videos (ex: session six and initial session), eliminating questions as much as possible, and

finally adding download options to make available of the content.

‘I wish I could talk or watch videos with someone who has recovered from panic.
If 1 had any real evidence that he was cured, then the credit would increase in my
mind; maybe | could be cured too. Alternatively, show a video of someone who had

a panic attack before and now does not- A male with 4 years of panic disorder.

Technical. In the technical part, the participant suggested adding a sign for additional
attachments, an option for sharing opinions, the completion date of each session, and also

improvising the technical part's difficulties.

The Subjective Observation of Content. The participant also shared their subjective
observation about the package. They mainly reported this package as a source of clear
explanation and beneficial for the participants. Besides these, they considered this package
necessary, easy (ex: Everyone will understand the content) and played the role of a guideline

(ex: This course explains what to do when).

Some others considered this course an interesting source of knowledge and created a
quest for learning. Participants also mentioned that this course content was relevant to their
problems and considered each content essential to understand their problems (ex: Maybe there
was something that could not understand, but it does not seem irrelevant) also three participants
who had a short exposure to the face to face session, they perceived the process of this session
was same (ex: For me, the process may be online based, but the way of presentation was

familiar to me.
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Therapeutic Strategies

One of the key components of a CCBT package was the detailed presentation of the
therapeutic techniques. So, it was essential to understand their observation regarding these
techniques. In general, the participants found each strategy relevant to managing their

symptoms. There were also some mixed opinions regarding the content.

Less Effective Techniques. Less effective techniques reported by all the participants
were breathing, exposure, panic cycle, and thought management. Among the participants,
different participant reported different content ineffective. ThoseO are four participants
reported about breathing, three reported about exposure, and two reported about panic cycle

and thought management and one found five-factor model as ineffective.

The participants reported the content seemed hypothetical to their symptoms (such five-
factor model); some content's presentation was unclear to some participants because of

abundant information (such as exposure) as reasons.

More Effective Techniques. The effective reported techniques were thought
management, exposure, progressive muscle relaxation, breathing, panic cycle, five-factor

model, imaginary relaxation, and distraction.

Same as less effectiveness, the effective techniques are varied from participant to
participant. Among the 30 participants, fourteen found thought modification compelling,
twelve reported exposure response prevention, eleven reported progressive muscle relaxation,
ten said about breathing, nine reported the panic cycle, six reported the five-factor model, four

reported imaginary relaxation, and two reported distractions as effective.

‘I will not stop to practice relaxation’- A Female with 3 years of panic disorder.



CCBT for Managing Panic Disorder 77

Perceived Efficacy

The main theme of perceived efficacy refers to understanding the program's

effectiveness through the change in personal well-being and program evaluation.

Personal Wellbeing. The sub-theme personal well-being' refers to changes in their

cognitive, behavioral, emotional, and physiological symptoms.

Cognitive Change. The cognitive changes were presented by their cognitive changes
regarding the panic disorder. This program helped them understand themselves and presented
a clear explanation that changes their thoughts about panic symptoms, death, madness, and

heart attack.

‘Before these sessions, I constantly thought that I would not live for long. I have
a severe disease - now, | do not think that way - (A male with 4 years of panic

disorder.

These cognitive changes helped to motivate them for changes and develop their confidence.

“This course has built my confidence that there is no problem, it is solvable, and

this is panic disorder’- A male with 2 years of panic disorder.

Overall, this package helped them to normalize their symptoms. This change made

them confident enough to encourage others about the program.

‘There was always a fear of panic. I could not stay alone. I can now- A male with

18 years of panic symptoms.
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The participant also reported their doubt about this service. They initially started their
journey with doubt. Some changed over time, but some still doubt the output of online-based
services. The change was not equal for all. Some of them found the whole program relevant,
and some did not relate the program to them. However, in general, they reported that the

package has its efficacy at a minimum level.

Behavioral Change. The changes were also reflected in the behaviors. The participants

were able to apply their knowledge in their regular life.

‘Now I am enrolled in a master's at another university, which [ would never have
thought of before the course. | might not have been able to get out of "X-place".
| could not start over. | might not have had the courage before this course. Unable
to maintain self-control for some time. Earlier the duration was more like 20-25
minutes. The time gap between one attack to another attack gradually increases.’-

A male with 4 years of panic disorder.

Emotional Change. The participants reported that their subjective well for joining this
package. In general, they reported 60% to 80% change and expected to in the future. Besides
this, they considered it hopeful for change, and this program was helpful because of the online

availability. This experience encouraged them to refer this program to other participants.

I thought I had to be admitted to the hospital to alleviate the problem. There will

never be a solution- A male with 2 years of panic disorder.

Physiological Change. Participants also reported that their physiological symptoms
had decreased. Some of them still had panic symptoms, but the frequency of panic attacks

decreased.
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"There was always a fear of panic. | could not stay alone. | can now- A male

with 18 years of panic disorder.

Perceived Efficacy: Program Evaluation. The subtheme ‘Program Evaluation’ refers
to the participant’s perspective on the program. They reported that they perceived this program
as supportive, adequate to create awareness, new exposure, and a suitable and sustainable

program.

Supportive Program. One of this program's key features was its accessibility or

treatment, immediate guidelines, and availability in the marginal level of the country.

'l tried to reach an expert who would tell me about my problem. But the experts

are available in my area." A male with more than 7 years of panic disorder.

Other participants considered this program supportive because of the digitalization of
the service, worked as a supplement with medicine and an opportunity to learn from the experts,
and also perceived this program as a primary service. The participants referred the digitalization
for several reasons, such as ensuring its availability at the marginal level and the ratio of the

number of experts and beneficiaries being disproportionate.

This program worked as a supplement to medicine. The participants mentioned that
only medicine was ineffective in changing their thought and mentality; they got a detailed
explanation of which doctors did not usually practice, and it was difficult to get a serial from a
good doctor. Because of these experiences, they considered this program as a supplement to

medicine.
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‘It is not possible to change our mentality by medicine only. Counseling is
important. This package effectively convinces me to change’- A male with 7

years of panic disorder.

Primary prevention was an exclusive feature of this program. The participant reported

that this service would help anyone to get initial support, which might even be helpful before
reaching a doctor.
‘If anyone is experiencing the symptoms of panic disorder, he or she can avail of

this course. If he is not sure about his problem, he will understand their problems

within 2 to 3 sessions. A preliminary help is there’- A male with 4 years of panic

disorder.

Finally, a web-based program costs less than a direct regular session. Four participants

reported positive feelings because of the free service.

&The cost of the direct session is high. Family support is not always available. |
guess this kind of program costs less than face-to-face sessions. As this program

was free, I will continue with the program’- Male with 6-7 months of panic

disorder

Awareness. This program effectively disseminated information, reduced stigma among

the clients and their surroundings, and gave a general idea about the counseling process.

‘There are lots of people who do not understand the problems and have a lack of
knowledge. The program can resolve some common problems. Clients, including

their surroundings, will know better about the panic disorder- A student (male).'
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‘Counseling is not a session activity'- a male with 12 years of panic disorder.

New Exposure. This CCBT package was a new exposure for the participants. New
exposure in terms of techniques, a unique program in the online platform, a source of new

information, and finally, the presentation of new content to the users.

'l am amazed at the kind of courses available online! - A male with three years

of panic disorder'-

Suitability and Sustainability. Participants perceived this package as suitable for

management of panic disorder and worked for the long term.

'‘Whatever we have in the program is enough to manage one problem'- A male

with 4 years of panic disorder.

Maintenance
The participant emphasized that though they had doubts about the sustainability of the
program, they were still hoping to get long-term output based on the continuous practice of the

techniques. Their effort was important to complete and make a sustainable change for them.

'l have to practice more. What is written, we may not understand immediately?
You have to be patient. Then gradually, it makes sense to me. | will understand

better if I give myself time- A businessman (male)'
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Recommendation

The participants recommended some ideas to improvise the program. Those were short
communication with the experts and a platform for group discussion about their learned

content.

‘It would be great if you contacted me directly after the session. You would give
ten minutes after each session to check if they understood. Nothing else- male -

A male with more than 4 years of panic disorder.

Some participants suggested doing an open session before starting the course, the
presence of an expert to talk about medicine, and arrangements of face-to-face sessions for

emergencies.

‘Open sessions could be arranged. Many do not disclose it to other people. It
would be nice to have such a platform. This program can be kept at the time of
selection. Inform people about the program and prepare from the beginning.'- A

male with 10 years of panic disorder."”

Besides these, they also suggested some additional content. These were a list of
psychologists and psychiatrists, activities during a crisis moment, nightmares, other relevant
myths about panic (whether panic happens because of genetic factors, hormonal problems,
anger, IEG in the blood), a suggestion to manage family problems, some direct tips for
management and other. Besides that, they also suggest adding other programs related to mental

health problems.
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Barrier

Battier refers to identifying those factors which create difficulties in continuing the

session. The barriers are divided into two areas and those are 1) External and 2) Internal.

External Barriers. External sources were internet unavailability, migration (BD to
another country), sickness, technological discomfort, exam, accident, and more over time were

not allowed to access the program.

Internal Barriers. The internal factors were lack of motivation at the beginning of the
session, doubt about the service, lack of concern about the role of practice for better output,
psychological readiness developed, symptoms activated by the discussion, and some were
unable to connect with content initially and took gap from the session for experiencing initial

wellbeing.

One of the key barriers to CCBT was inadequate interaction. They mention that the
CCBT package was helping but lacked interaction creating irritation and a feeling of emptiness

for the absence of human affairs.

'Face-to-face would be great. The app irritates me. | need a space to talk about

my mental health- Female’- A female with 2 years of panic disorder.
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Technology can be considered an effective strategy for providing mental health support
to people with panic disorder. The objective of this research was to see the suitability of CCBT
in managing the symptoms of panic disorder in Bangladesh. The exploratory sequential mixed
method design was applied to meet this objective. This method is considered as most suited
because of creating the opportunity to develop a culture-specific website on the CBT-based
module on panic disorder and to see the suitability of the web-based instrument in Bangladesh.
The groundwork was done by qualitative methods, and the suitability was checked by

quantitative method.

Qualitative phase

The first two objectives were to specify the most effective technique and to understand
the nature of the panic disorder. So, the case study was conducted to identify the effective
intervention for panic disorder and the relevant issues that were usually practiced by clinical
psychologists. On the other hand, the desk review was applied to understand the nature of the
panic disorder for the development of the contents of panic disorder. The nature of panic
disorder referred to the reported panic symptoms among Bangladeshi people and helped
provide an initial understanding of the context of developing panic disorder. A brief discussion

of the finding is shared here.

Based on the findings of the case study (see Table 4), the commonly used cognitive
techniques were thought challenge, psychoeducation with metaphors, and distraction.
Behavioral techniques (see Table 4) included breathing, progressive muscle relaxation, and
exposure and response prevention. On the other hand, the least used techniques were imaginary
relaxation and hyperventilation provocation tasks. Independently psychoeducation and
progressive muscular relaxation seemed as ineffective (Dannon, et al., 2002; Conrad & Roth,

2007). The results of a Bangladeshi study on panic disorder indicated that psychoeducation,
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thought challenge, relaxation, problem-solving, exposure and response prevention,
hyperventilation provocation, and exercise were used as treatment techniques (Hossain, 2012).
Cognitive and behavioral techniques worked together simultaneously, mainly thought
challenge and exposure (Bouchard et al., 1996; Conrad & Roth, 2007). Based on the finding of
the case study, the therapists considered ERP effective enough to manage the triggers instead
of hyperventilation. They did not use hyperventilation frequently and therefore did not add to

the manual.

Aside from the effective strategies, some of the relevant contents of panic treatment were
also explored. Therapists in Bangladesh formulated a panic case using Clark's cognitive model,
PPMP (precipitating, predisposing, maintaining, and protective factors), the five-factor model,
and Beck's Cognitive Model. Clark's cognitive model and PPM were the most practiced
models. The model of Clark (1986) was considered as most useful for cognitive
conceptualization and planning for treatment. The generic model of Beck's cognitive model
mainly focused on the aetiology and maintaining factors of panic disorder (Wells, 2004). PPMP
provides a summary of the relevant factors to understand a complex case phenomenon (Carr &
Nulty, 2017). According to the findings of the case study, the five-factor model is mainly used

to conceptualize a case and to provide an orientation about CBT.

The therapists mentioned the assessment and five-factor model as essential components
of a treatment program. The assessment helped conceptualize the problems, socialize the
clients with the counselling process, and helped determine the treatment plan of the client
(Beck, 2011). CBT emphasized recognizing the thoughts, beliefs, and behaviors related to our
moods, physical reactions, and life events. A fundamental principle of CBT is that thoughts
have a significant impact on emotional, behavioral, and bodily reactions to events and

experiences (Greenberger & Padesky, 2016). In CCBT, the program was self-directed and
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minimal or there was no interaction with the therapist. So, there was not enough opportunity to
assess the details and to socialize during the session. A crucial part of an in-person session is
establishing rapport with the client through the assessment part. A most reported disadvantage
of CCBT was lack of interaction which was also found in the present research and other

research (Schneider et al., 2014).

The findings of the case study also mentioned relapse prevention and essential strategies
to manage symptoms. The relevant management strategies were problem solving, daily life
activities, assertiveness, and nasal exercise. The most reported contents in the present research

were problem-solving and maintaining everyday activities.

The purpose of the second objective in the research was to understand the nature of panic
disorder by identifying the most reported symptoms and context of developing the disorder.
The desk review was conducted on the submitted case reports by the trainee clinical

psychologists from the Department of Clinical Psychology.

The desk review helped find the nature of the symptoms. The reported symptoms were
misinterpretations (thoughts), emotions, safety behaviors, and physiological reactions. In a
cross-cultural study, the most reported symptoms among Asians were dizziness, unsteadiness,
choking, and fear. They misinterpreted those symptoms as being crazy (Barrera et al., 2010).
In the present research, the common misinterpretations of the physiological symptoms are
related to fear of death, uncontrollability, heart attack, being mad, having a stroke,
senselessness, and derealization. A pattern of safety behavior is also found. People with panic
disorder tended to take preventive measures (such as walking instead of traveling by bus,
holding someone's hand, etc.), movement-related precautions, sickness-related avoidance,
body-focused behavior, food-related avoidance, and death-related avoidance. Clark (1986)

proposed that safety behavior falls into two groups: avoidance and selective attention (Wells,
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2004). The desk review also found their tendency to avoid or to pay selective attention to the
trigger. Fear and anxiety were prominent feelings among panic clients, which was also included
in Clark's model. Besides these prominent emotions, hopelessness and meaninglessness were

found in the desk review.

The desk review also explored the predisposing factors in panic disorder. The
predisposing factors were parenting style, illness history, health and death-related history, lack
of social skills, academic history, professional life, conjugal life, and sexual history. The desk
review found that parenting style and lack of social skills were prominent factors for developing
panic disorder. Different studies identified different factors for developing panic disorder, such
as anxiety sensitivity in adolescents (Hayward et al., 2000), genetic and early experiential
susceptibility factors (Byrne et al., 2006), and maternal and paternal attachment (Newman et
al., 2016). The desk review also explored the most reported triggers for panic disorder. Those
triggers were related to place, changes in physiological symptoms, sickness and death-related

history, the presence of a specific person, and some specific situations.

The findings of the case study support the development of an empirical data-based manual
for clients with panic disorder. Desk review contributed in gathering substantial data. The
reported contents were converted into short stories, examples, refuting myths and checklist for

subjective rating. It helped make this program suitable for managing their panic symptoms.

Website Development

The third objective was to develop a web-based manual from the findings of the
qualitative study. There is no web-based manual or self-help book in Bangladesh for panic
disorder. The basic difference between the self-help book and the CCBT package is the

presentation of the content. The audios, videos, rating system, and PPTs are unique features of
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a CCBT package. So, &Psycoach Bangladesh” was needed to be developed based on existing

knowledge and findings of the case study and desk review.

The initial draft content was developed based on the findings of qualitative study. In
the first step, the judges evaluated the content, and the experts (web developer, artist and
videographer) supported in converting the documents into website and made them more visible
and connecting using images and videos. Finally, the website was judged by a clinical
psychologist for final evaluation. And then the website was launched for preliminary testing to

check its suitability.

Quantitative findings

The fourth and fifth objective of the research were to determine the program's suitability
based on preliminary testing. A survey was conducted in this phase. The suitability was
evaluated in terms of the changes in the severity of the symptoms (4th objective) and treatment
satisfaction (5" objective). The changes in severity was measured by the adapted and translated
scales in Bangla. The scales were severity measures of panic disorder- Adults (SMPD-A), panic
disorder severity scale (PDSS), anxiety scale and subjective rating of the symptoms. Moreover,
the findings of the ‘satisfaction with treatment’ scale is presented in quantitative and qualitative

data.

According to the findings of study the mean difference was statistically significant
between the pre-post intervention scores on panic severity, panic disorder, and anxiety (see
Table 6). The severity of panic symptoms were changed significantly in post-intervention (t=,
p <.001). A significant change in post-intervention was also shown in the severity of panic
disorder ((t =, p <.001). Besides these changes, the severity of anxiety level is also significantly

changed in post-intervention ((t =, p<.001).
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The findings of current study also showed that the number of participants in each group
of severity was changed in post-intervention. In pre-intervention, the percentage of different
levels of panic symptoms severity were (see Table 7), None (6.67%), Mild (26.67%), Moderate
(53.33%) and Severe (13.33%). In post-intervention, there were 0 participants in the severe

level, and other’s percentages were Moderate (10%), Mild (60%) and None (30%).

The levels of panic disorder also have changed. In pre-intervention, the percentage of
different levels of panic disorder were None (26.67%), Mild (50%), Moderate (24.33%), and
there were O participants in severe level. In post-intervention, the percentage were None

(63.33%), Mild (33.33%), and Moderate (3.33%).

The levels of anxiety also have changed. In pre-intervention, the percentages were Mild
(22.22%), Moderate (14.81%), Severe (14.81%) and Profound (48.15%). In post-intervention,
the percentages were Mild (63.33%), Moderate (23.33%), Severe (6.67 %) and Profound

(6.57%). This findings indicate that the severity in each scale has decreased gradually.

In previous studies internet-based CCBT program was found clinically significant among
panic disorder clients (Kiropoulos et al., 2008; Shandley et al., 2008). Previous researchers also
found similar outcomes for clients who was attended face-to-face or through online session
(Kiropoulos et al., 2008) and managed by clinical psychologist or a trained primary care
physician (Titov et al., 2010). In another study, it was reported that CCBT might be effective
for short-term but not for the long-term benefits (Richards et al., 2016). Current program did
not conduct any follow-up assessment after the intervention. So, in short the CCBT program is

suitable for the short-term. The long-term benefits can be explored in the future.

There are several reasons for these significant changes. Firstly, the program was developed

based on Bangladeshi context and the most effective strategies for panic disorder used by the
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clinicians of Bangladesh were implemented here. Secondly, the participants with panic disorder
only were invited. Thirdly, the inclusion of the support team for weekly follow up for the
sessions. It is also supported by another study. They identified some factors of effectiveness
for an internet based program as easy access to website, phone follow up, plans to do follow-
up interviews with participants for adherence, and inviting participants having specific
disorders (Ballegooijen et al., 2013). These concerns were attended in the present research to

pave the way of significant change by the treatment.

The changes of the symptoms was reported through subjective rating (0% - 100%) as the
participants have experienced (see Table 8-11). These tables showed the reported numbers of
symptoms of 30 participants. The changes of the reported symptoms were classified into three

different categories: Decrease, No change, and Increase.

In this subjective rating the most reported physiological symptoms (Table 8) are
palpitation (n = 30), fast heartbeat (n = 30), heavy head and sweating (n = 27). The
physiological symptoms are decreased for 70% - 96% participants, increased for 3% - 8%

participants and there is no change for 3% - 25% participants.

The most reported safety behavior (Table 9) is checking physiological symptoms
(focusing on heartbeat, body state, and pulse) and place-related avoidance (avoiding crowd and
staying at home). Avoidance to travel and work is decreased in 100% participants. Safety
behavior is also decreased for 50% - 100% participants. The most found symptom in &no
change” category is @avoiding dead body” (n = 10, 47.62%). The percentages of &no change”
in safety behavior range from 5% - 47%. 26 among 48 symptoms are not increased after the

intervention, only 12 symptoms are increased.

The most reported &increased” symptom is &avoiding sleep” (n = 2, 22.22%). The

range of increased symptoms is 5% - 22%. The finding helps understand that the CCBT
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program is suitable to manage those behaviors that the individual faces in their daily life (for
example. avoiding travel and work). The no-change symptoms did not include exposure in
daily life (for example: avoiding dead body). Moreover, the possible reasons for increased
symptoms can be several, such as practicing ERP or recent exposure to any triggers (Wells,

2004).

The findings (Table 10) of misinterpretation show that the most reported cases are
losing control (n = 30), having physical illness (n = 29) and having fear of death (n = 28). The
percentage of decrease in symptoms ranges from 90 % to 100%. Misinterpretation remains
constant for 3% to 10% of participants. No participants mentioned any increase of symptoms
which is a result of the intervention. This finding indicates that the CCBT program is most
suitable to refute the myths related to panic disorder. The possible reasons are detailed
explanation of the panic cycle, use of animation and necessary links to explain the symptoms
properly. These reasons are reported by the participants during the interview on treatment

satisfaction.

Finally, the current CCBT program is found suitable for managing emotional reactivity
towards panic symptoms. The result indicates that the subjective ratings of emotions were
®decreased”, and there were no &increased” symptoms (Table 11). The percentage of
decreased symptoms range from 90% to 100% of the participants. Emotions remained constant
for 3% to 16% of the participants. No participants mentioned any increased emotions after the
intervention. In the earlier discussion, it was already mentioned that thought process has
influence in changing emotions. So, The CCBT program is also impactful to change emotional

response towards panic symptoms.

The fifth objective of this research was to see the treatment satisfaction. The treatment

satisfaction is measured by the specific and overall understanding of the session and general
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perspective about the session quantitatively and qualitatively. The participants found this
program helpful, informative, and satisfactory (see Table 12). In another study, CCBT was also
found effective mental health support where participants were satisfied (68%) (Richard et al.,
2016) which is similar as current study’s findings. In the qualitative findings, the participants
considered this program suitable because of the changes in their symptoms. The details

discussion is shared here.

The participants shared specific feedback on the presentation of the content. On one
hand there were difficulties in browsing the website and session contents (less examples,
lengthy, unreal, and redundant). On the other hand the core strengths of the CCBT program
were idenfied as gradual linkage, detailed information, and video presentation of the content.

The areas of modifications were language and real-life examples.

The findings of the current research also revealed the lesser and more effective
techniques. Breathing, exposure, panic cycle, and thought management are idenfied as the
lesser effective techniques (Appendix C). The participants shared several reasons, those are (1)
breathing technique was too general for three participants, and one had problem with their nasal
condition; (2) two participants found the thought modification challenging to execute during

stressful time.

Thought management, exposure, progressive muscle relaxation, breathing, panic cycle,
five-factor model, imaginary relaxation, and distraction are reportedly more effective
techniques. The reasons are (1) thought modifications helped them modify their thoughts, and
the level of anxiety regarding their symptoms was gradually decreasing; (2) ERP helped them
normalise with their triggers gradually; and (3) Progressive muscle relaxation and breathing
helped them manage the physical symptoms and the detailed explanation was helpful for some

of them. Besides these, the panic cycle and five-factor model helped them understand their
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problems. It was already discussed in the findings of the case study that the combination of

cognitive and behavioral techniques has more impact on panic disorder.

The program is perceived effective also based on personal well-being and program
evaluation. Personal well-being is measured by their reporting of changes in physiological
symptoms, emotional, behavioral, and cognitive changes. Cognitive change is measured by
reporting of refuting myths, normalizing symptoms, developing confidence, and being
motivated for change. The participants also mentioned doubt about the program’s effectiveness
which actually resulted by in session’s irregularity. The behavioral change is measured by their
new adaptive behavior while experiencing panic symptoms. Even applying the newly learned
behavioral approaches in their daily life demonstrate their changes. After the completion of the
therapy, they were optimistic for change, interested in more details about their issues, and

considered this program helpful for managing panic symptoms.

The participants also evaluated the program effective for several reasons. This program
is considered a supportive instrument because of its easy accessibility and capacity to spread
knowledge at the marginal level that helps in primary prevention. This program is also
considered a source of awareness, a unique exposure as treatment, and sustainable. In other
studies, participants also found CCBT program as platform for creating self-awareness and
self-reflection and also as opportunity to learn new skills and knowledge keeping their identity

confidential (Walsh & Richards, 2017).

The participants also emphasized on maintaining session regularity. An earlier study
showed that the participants with panic disorder tend to be inconsistent in the CCBT package

(Dedert et al., 2013). The long-term practice can help them reduce their symptoms.
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In the research, the participants also specified about barriers relating to internal and
external factors. External factors are unfavourable time for research enrolment, unavailability
of internet, migration, sickness, accident, exams, and difficulties with browsing the website.
Internal barriers are inadequate interaction, lack of motivation, doubt about the service and
improvement, and procastination for the session, triggered by the content, perceived
irrelevance of the content. Walsh and Richards (2017) identified several challenges in their
studies. Their common challenges were lack of prioritization of the service, layout (website)
accessibility, and lack of connectivity with program content. These barriers are also found in

this CCBT program. Because of these barriers there is a large number of dropouts.

The quantitative and qualitative findings presented that the program is suitable to

manage their symptoms but still has scope for improvisation.

Implication

Digital media-based mental health treatments can increase awareness, availability, and
accessibility of mental health services (Koly et al., 2022). Digitalization helps increase the
accessibility of standard mental health services in distant areas. Already many studies have
determined the implication of the CCBT package for managing panic disorder (Marks et al.,
2007; Heilman et al., 2010; Gega et al., 2003; Titov et al., 2010; Shandley et al., 2008;
Kiropoulosetal, 2008). So, in a populated country like Bangladesh where the number of
psychologists against mental health patients is limited, CCBT is suitable to manage the

symptoms and reduce the pressure on clinicians.

The findings of the current study have great implications for clinical practitioners
dealing with panic disorder cases. The web-based manual developed in this study can be

utilized as a practitioner’s manual to assess the level of panic disorder and manage accordingly.
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The participants commented that mental health professionals should design other disorder

based CCBT programs as well.

The findings of the current study will help healthcare providers implement the best
applicable treatment techniques for their clients with panic disorder. The instrument translated
and adapted as part of this study will also be useful for practitioners dealing with anxious

patients.

The findings and developed tools of this study can contribute to building awareness
among community people about panic disorder and generate basic ideas about CBT. After
COVID-19 people have become more comfortable using technology than before. Mental health
professionals can plan more about CCBT packages to provide evidence-based support among
this large population. Based on these discussions and previous findings, it is proved that the

CCBT package is suitable for managing panic disorder in Bangladesh.

Limitations and Recommendations

In Bangladesh, there is not enough CCBT package except for depression. Rigorous
groundwork is required to develop more packages. In the development phase, the case study
and desk review were done. In the case study, the therapists did not have enough understanding
of the CCBT program except for one therapist. So the experts shared their knowledge based on
in-person session interviews. They mostly shared their thoughts about the CCBT program
hypothetically. Besides, reports in the desk review were submitted by the trainee clinical
psychologists which was a good data source but they cannot be considered scientific evidence
to conclude as final findings to conclude. The nature of the panic disorder can be better
understood by interviewing panic disorder clients. The limited time duration of the academic

program did not allow the researcher to do the case study with panic disorder patients.
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The absence of funding was another limitation of the study. The idea of the CCBT
package is new to the IT development sector. The program itself was new for the web
developer. It required standard financial aid and advanced web-based expertise for a well-
presented and user-friendly website that requires graphics presentation and animation. With

proper financial support, it is possible to design this program in a more personalized manner.

Besides, the lack of manpower was another limitation. The CCBT program was
managed by the researcher herself. It was challenging for the researcher to keep updated over
sixty-four participants. Despite not having a support team, the researcher tracked follow-up
texts and provided supervision. Lack of extensive tracking resulted in a higher dropout rate

than in the previous study on panic disorder.

In the present research, suitability is measured by scales. Among them, the panic
disorder severity scale (PDSS) is not properly adapted in Bangla. Because of this eight
participants are considered to have a anone” level of severity. Since a psychiatrist diagnosed
those cases, these participants are considered to have panic disorder. And the asatisfaction with
treatment (SAT)” was translated and checked by the Associate Professor of the Department of
Clinical Psychology. The treatment satisfaction scales were translated for accelerating the

research program in the limited time of the academic program.

Since the sample number is insufficient, a randomized clinical trial is required to check
the program’s effectiveness in Bangladesh. This program needs improvisation in presentation
and technical issues so that it can represent the maximum population of panic disorder. A
comparative analysis with face-to-face sessions creating a waitlist is required in the future to

understand its effectiveness.
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Conclusion

As the research depicts that this CCBT package is suitable for managing panic disorder,
steps should be taken for expanding the package among the distant population of Bangladesh.
The unavailability of standardized service is a real-time concern. Technology can dissimilate
the service. A combined effort from the experts is required for the development of the CCBT

program so that a maximum number of people can avail the service when needed.
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If the research cannot be completed within the approved period, the investigator must
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Topic Guide for Interview — A Tool for Case Study

® (JT3

TIOM 4 THAF AT (TLT2S
b AfRE (T3 (ACUTZA?

o BiF A7l e ©as

f & qaceR 2RI (Gl %o rR2T Feace?

A GAE G LG (I 78 AIRIRSST (3 50T 61 2 A (L bee
Ol 62

CICHCY S2HIE O/ Ife wie @ oo

FOM S TSI O (FCATRAS

T @32 SR FORTEN (TN LTI FACR?

SICE FOb T 1K 0T 22

AN (P2 G AN FIG FACO (7T TGy SPYRET e 6 e

AR Sfeeo! (AL Ie] R T RS (AT FCACRA?

ALFNS (PN T (T PTG 2

T JACS (I (AGICFIR IR SR 2 FACeTS ©F 52

AN BT JACS (FI CIBICPR (IR PRI b2

AT (GG SR IGRHC (I RFID [RICNR (g 7 (A @ (i
2

R 2R (bl 93 TR (@R W0 20CR? FSi@e

AT (TN (I (71 (Gl I crztt IR(PIRG) 2 3R (B T3/ FR0?

® T3P (SFHIET TSI BItET (@ (I F%fOR & FR_AE Q@M ke

I (T (O COICa et (e, B Mo @ a1, si3iha M oReitAr)
sy

@ T a1 (e

aCE [ & Todo! WEvw w2

AT TFE T MF® BFA 7afC ZEIS ST FIEHE SR (T KT
SiFTf 31 Wl e [Resre (CT8 I, ol (e Wl 31 3fdibe St
TSI 1)

(I A8 ST GBI &) (I 8 AfS Sl et el 2 0T AP
CTRTe 52

o FITLF & f[F (2NeAF IO (M2

(T (QNSTH T 7 (AE QMY (& (A2

o OINRGT g (v [ME 2nifas BiFear 2m&fe [T (@ IO 3t 27l Srg

=t



CCBT for Managing Panic Disorder 118

Consent paper of therapist — Case Study
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Designation of Reviewer of Topic Guide
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Mst. Nazma Khatun Associate Professor
Department of Clinical Psychology

University of Dhaka

Research Assistant of Desk Review

Name Designation

Tehzeeb Tusty Assistant Clinical Psychologist
Department of Clinical Psychology

University of Dhaka
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Ethical consideration of the secondary data of desk review

The following ethical consideration is maintained to protect the data and report:

e Inform Consent
o No data will be collected without the permission of the Department of
Clinical Psychology, University of Dhaka
e Avoidance of Harm
o Researcher will not share a specific formulation, case context from the report.
o She will code the content which is directly linked to the website.
o Moreover, there will be no share any author’s name in the case report to
ensure the confidentiality of the case and author.
o The author's name of case reports will be converted into anonymous code.
e Research will not use this data without the permission of the Department of Clinical

Psychology.
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Demonstration of Website
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Session started with storys
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Demonstration of Website- Session 1

Orientation with Symptoms
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Demonstration of Session 2

Orientation with five-factor model through picture, story, video, and Practice
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Demonstration of Session 3

Session 2 presented the psychoeducation of panic disorder, panic cycle and distraction

weygde/ aftgs Shterw

WA TU QG e/ feviea
G G WS

Beav / yfvw
WIR #7197 SN (9,
oFTET R W N FUTRT S TEET D I T AT WIONCER 2 ST SRR W WS o Rt
-

e mififas/ wwifre wwme

”T I

ArATeTEt

wfaf coy=R 4 o= RegE oA 5el S9Gk auE SR e




CCBT for Managing Panic Disorder 138

Demonstration of Session 4

Session 4 presented PPM, treamtment plan and Imaginary relaxation.
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Demonstration of Session 5

Presented animated and video explanation regarding the interpretation and thought modification.
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Demonstration of Session 6 and follow up

Session 6 presented the details of safety behavior and ERP; and the relapse prevention session was done in follow session after two week.
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Demonstration of some of the relevant videos link

Though Modification: https://youtu.be/EfpDHs2qnU8

ERP: https://www.youtube.com/watch?v=7WORHIY8k3U&ab channel=SaimaAkther

Five-factor model:

https://www.youtube.com/watch?v=1wTwKHgoznE&ab channel=SaimaAkther

Myth: https://www.youtube.com/watch?v=ZLdMfc1L3nQ&ab_channel=SaimaAkther

Assessment Link: https://psycoachbd.com/assessment/
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Appendix C

1. Measurements
a. Anxiety scale.
b. Severity Measure of Panic Disorder- Adults (SMPD-A).
c. Panic Disorder Severity Scale (PDSS)- English and Bangla
d. Satisfaction with Treatment (SAT)- English and Bangla
e. Subjective Rating form
f. Demographic Information

2. Permission of using SAT- attached

3. consent form for the participants

4. Mode of Explanation

5. Reviewer of Thematic Analysis

6. Tabular presentation of Thematic Analysis
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54 & less = Mild; 55 to 66= Moderate; 67 to 77= Severe; 78 to 135 & above= Profound.
Cut off point =47.5

Developed by: Farah Deeba and Dr. Roquia Begum, Department of Clinical Psychology,
DU.
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Severity Measure of Panic Disorder- Adults (SMPD-A):Adapted in Bangla
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Panic Disorder Severity Scale (PDSS)- English

Instructions:

Several of the following questions refer to panic attacks and limited symptom attacks.
For this questionnaire we define a panic attack as a sudden rush of fear or discomfort
accompanied by at least 4 of the symptoms listed below. In order to qualify as a
sudden rush, the symptoms must peak within 10 minutes. Episodes like panic attacks
but having fewer than 4 of the listed symptoms are called limited symptom attacks.
Here are the symptoms to count:

Rapid or pounding heartbeat, Chest pain or discomfort, Chills or hot flushes, Sweating,
Nausea, Trembling or shaking, Dizziness or faintness, Fear of losing control or going
crazy, Breathlessness, Feelings of unreality, Fear of dying, Feeling of choking, Numbness
or tingling.

1

How many panic and limited symptoms attacks did you have during the week?

0- No panic or limited symptom episodes

1- Mild: no full panic attacks and no more than 1 limited symptom attack/day

2- Moderate: 1 or 2 full panic attacks and/or multiple limited symptom attacks/day
3 - Severe: more than 2 full attacks but not more than 1/day on average

4- Extreme: full panic attacks occurred more than once a day, more days than not

If you had any panic attacks during the past week, how distressing (uncomfortable,
frightening) were they while they were happening? (If you had more than one, give
an average rating. If you didn't have any panic attacks but did have limited symptom
attacks, answer for the limited symptom attacks.)

0 Not at all distressing, or no panic or limited symptom attacks during the past
week

1 Mildly distressing (not too intense)

2 Moderately distressing (intense, but still manageable)

3 Severely distressing (very intense)

4 Extremely distressing (extreme distress during all attacks)

During the past week, how much have you worried or felt anxious about when your
next panic attack would occur or about fears related to the attacks (for example, that
they could mean you have physical or mental health problems or could cause you
social embarrassment)?

0 Not at all

1 Occasionally or only mildly Frequently or moderately

2 Very often or to a

3 Very disturbing degree

4 Nearly constantly and to a disabling extent
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4 During the past week were there any places or situations (e.g., public transportation,
movie theaters, crowds, bridges, tunnels, shopping malls, being alone) you avoided,
or felt afraid of (uncomfortable in, wanted to avoid or leave), because of fear of
having a panic attack? Are there any other situations that you would have avoided or
been afraid of if they had come up during the week, for the same reason? If yes to
either question, please rate your level of fear and avoidance this past week.

0 None: no fear or avoidance

1 Mild: occasional fear and/or avoidance but I could usually confront or endure
the situation. There was little or no modification of my lifestyle due to this

2 Moderate: noticeable fear and/or avoidance but still manageable. | avoided some
situations, but I could confront them with a companion. There was some modification
of my lifestyle because of this, but my overall functioning was not impaired

3 Severe: extensive avoidance. Substantial modification of my lifestyle was
required to accommodate the avoidance making it difficult to manage usual
activities

4 Extreme: pervasive disabling fear and/or avoidance. Extensive modification in
my lifestyle was required such that important tasks were not performed

5 During the past week, were there any activities (e.g., physical exertion, sexual
relations, taking a hot shower or bath, drinking coffee, watching an exciting or scary
movie) that you avoided, or felt afraid of (uncomfortable doing, wanted to avoid or
stop), because they caused physical sensations like those you feel during panic
attacks or that you were afraid might trigger a panic attack? Are there any other
activities that you would have avoided or been afraid of if they had come up during
the week for that reason? If yes to either question, please rate your level of fear and
avoidance of those activities this past week.

0 No fear or avoidance of situations or activities because of distressing physical
sensations

1 Mild: occasional fear and/or avoidance, but usually I could confront or endure
with little distress activities that cause physical sensations. There was little
modification of my lifestyle due to this

2 Moderate: noticeable avoidance but still manageable. There was definite,

but limited, modification of my lifestyle such that my overall functioning was
not impaired

3 Severe: extensive avoidance. There was substantial modification of my
lifestyle or interference in my functioning

4 Extreme: pervasive and disabling avoidance. There was extensive
modification in my lifestyle due to this such that important tasks or activities
were not performed

6 During the past week, how much did the above symptoms altogether (panic and
limited symptom attacks, worry about attacks, and fear of situations and activities
because of attacks) interfere with your ability to work or carry out your
responsibilities at home? (If your work or home responsibilities were less than
usual this past week, answer how you think you would have done if the
responsibilities had been usual.)

0 No interference with work or home responsibilities
1 Slight interference with work or home responsibilities, but | could do nearly
everything I could if I didn't have these problems
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2 Significant interference with work or home responsibilities, but I still could
manage to do the things | needed to do

3 Substantial impairment in work or home responsibilities; there were many
important things | couldn't do because of these problems

4 Extreme, incapacitating impairment such that | was essentially unable to manage
any work or home responsibilities

7 During the past week, how much did panic and limited symptom attacks, worry about
attacks and fear of situations and activities because of attacks interfere with your
social life? (If you didn't have many opportunities to socialize this past week, answer
how you think you would have done if you did have opportunities.)

0 No interference

1 Slight interference with social activities, but | could do nearly everything |

could if I didn't have these problems.

2 Significant interference with social activities but | could manage to do most things
if I made the effort

3 Substantial impairment in social activities; there are many social things |

couldn't do because of these problems

Extreme, incapacitating impairment, such that there was hardly anything social |

could do
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Panic Disorder Severity Scale (PDSS)
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Satisfaction with treatment measure (SAT)

1. 15 questions in the SAT measure:
Quantitative Qs - comparing to previous treatment, overall satisfaction, whether they
found it informative, helpful and how helpful, whether users found it easy-to-use,
happy to access treatment through a computer, whether they felt well supported and
whether they perceived the treatment would have a lasting effect. Users were also
asked to rate each module.

2. SAT
a. SAT - Any Previous Treatment?
b. SAT - What treatment did you receive?
c. SAT - How did this online treatment compare to previous treatments?
I. *Better/not good — 5-point Likert scale
ii. Much/a little better = 5/4
iii. About the same = 3
iv. Not quite/not at all good = 2/1
3. SAT - How would you rate your overall satisfaction with the programme?
*Satisfied — 5 point Likert scale (Satisfied/Dissatisfied)

a. Satisfied/Very Satisfied = 4/5
b. Neutral =3
c. Dissatisfied/Very Dissatisfied = 2/1
4. SAT - | found this programme informative
5-point Likert scale (Agree/Disagree)

a. Agree/Strongly Agree = 4/5;
b. Neither agree nor disagree = 3;
c. Disagree/Strongly Disagree = 2/1;
5. SAT -1 found this programme helpful with any difficulties I have
*5 points Likert scale (Agree/Disagree)

a. Agree/Strongly Agree = 4/5;
b. Neither agree nor disagree = 3;
c. Disagree/Strongly Disagree = 2/1;
6. SAT - Please rate how helpful you found the online treatment programme
*4-point Likert scale (Helpful/Unhelpful)

a. Quite/Very helpful = 3/4;
b. Not helpful/Not at all helpful = 2/1
7. SAT - What did you most like about the online treatment?
8. SAT - | was happy to use the computer to access treatment
*5-point Likert scale (Agree/Disagree)

a. Agree/Strongly Agree = 4/5;
b. Neither agree nor disagree = 3;
c. Disagree/Strongly Disagree = 2/1;
9. SAT - | found the online treatment easy to use
*5-point Likert scale (Agree/Disagree)
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10.

a. Agree/Strongly Agree = 4/5;
b. Neither agree nor disagree = 3;
c. Disagree/Strongly Disagree = 2/1;
SAT - | felt well supported as | worked through the programme

*5-point Likert scale (Agree/Disagree)

11.

a. Agree/Strongly Agree = 4/5;

b. Neither agree nor disagree = 3;

c. Disagree/Strongly Disagree = 2/1;
SAT - Module Ratings — 8 modules

*Rating Scale: 0-10; 5 = Neutral

12.

SAT - | feel the treatment received will have a long-lasting effect

*5-point Likert scale (Agree/Disagree)

a. Agree/Strongly Agree = 4/5;
b. Neither agree nor disagree = 3;
c. Disagree/Strongly Disagree = 2/1;

*Open-ended question

13.

14.
15.
16.
17.
18.
19.

20.
21.

22.
23.
24,
25.
26.
27.
28.

29.

30.

SAT - Did you notice any changes in any area of your life due to the programme?
Indicate negative changes to the left and positive to the right.

*Rating Scale: 0-10; 5 = Neutral.

Qualitative Questionnaire

Have you participated in any online CBT programmes before?

If yes, how does Silver Cloud compare

What attracted you to the programme?

Which aspects of the programme did you like best? (e.g., activities, videos, charts
and mood monitor, lists, goals for the week, take-home point.)

Can you use three words to describe your experience of the programme?

The support of an Aware volunteer is one of the unique aspects of Space from
Depression. What was it like for you to have this contact with another person and
their support?

If you did not have their support, how would you feel about the programme?

Did you share much?

Why was this?

Of the modules you worked on, which module did you like best and why?

Which module(s) did you like least and why?

Did you complete all the modules? If not, why not?

Do you have suggestions to help us improve the programme or the site? Any other
comments?

Was there anything in particular you noticed? (e.g., mood, coping strategies,
attitude, knowledge, daily routine or activities, lifestyle, self-esteem, body image)
How do you think this programme will impact your future ambitions/aspiration?
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Subjective Rating form
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Demographic Information
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Scan copy of taking permission of using SAT

Derek Richards ~ Add keywords Advanced v

As

Move Dciate

| Respected Dr. Derek Richards,

Hope you are healthy and safe during this pandemic.

Spam

| am Saima Akther, M. Phil. Researcher at the Department of Clinical Psychology,

* University of Dhaka. Currently, | am doing.my M.Phil. research on " Computerized

Cognitive Beh Therapy for N Panic Disorder in

under Most.

Nazma Khatun, Associate Professor, Department of Clinical Psychology, University of
Dhaka. The general objective is to see the suitability of CCBT packages in our country.
on ‘Satisfaction’ after using this package is one of the indicators of suitability,

v You have developed 'Satisfaction with Online Treatment (SAT)' questionaries’ for your

next step.

research purpose. This toot will help me to share my finding objectively. So, | want to
translate your 'SAT' questionaries' for my thesis project. Your permission will me to take the

_ If you have any quarries, You can communicate with me or with my supervisor. Here |

added my supervisor email id if needed.
Most. Nazma Khatun: nazmacp08@du.ac.bd

Your support will be appreciated highly.
Regards

Saima Akther
Assistant Clinical Psychologist
&

M.Phil. Research (Part-2)
Department of Clinleal Psych , DU,

« @ » o

Reply, Reply All or Forward
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Consent form for the participants
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Mode of Explanation
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Reviewer of Thematic Analysis
Name
Omar Faruk
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Designation
Clinical Psychologist
Assistant Clinical Psychologist

M.Phil. Researcher, Department of Clinical
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Tabular presentation of Thematic Analysis
Main Theme Sub Theme Coading N=30
Presentation Difficulties: Content Session content: (length, 7

Difficulties: Technical

Strength: Content

Strength: Technical

Areas of Modification: Content

Areas of Modification: Technical

The subjective observation of
content

Therapeutic Less Effective Techniques
Strategies

unreal, abundant)

Language difficulty
Questions

Picture

Video length
Operational Issues
Sound qualities
Repeated attempt
Visualization
Language

Story

Example

Picture
Understandability
Gradual linkage
User-friendly
Video presentation
Web-design
Diagram
Animation
language

Real-life example
Video

Questions
Availability of the content
Sign of content
Option for opinion
Date of completion
Beneficial

Clear explanation
Easy

Relevant

Important

Guidance

Interesting

Source of knowledge
Quest for learning
Same process as a face-to-
face session
Breathing

Exposure
Thought management
Panic Cycle
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Effective Techniques

Perceived Efficacy:  Cognitive change
Personal wellbeing

Behavioral Change

Emotional Change

Physical Symptoms Change

Perceived efficacy: Supportive program
Program
Evaluation

Awareness

New Exposure

Suitability
Sustainability
Maintenance
Recommendation  Areas of Improvisation

Five-factor model
Thought management
Exposure

PMR

Breathing

Panic Cycle
Five-factor model
Imaginary relaxation
Distraction

Developing confidence

Motivated

Refuting myths
Normalization

Doubt

Behavioral change
Applicable in real life
Hopeful

Helpful

Interested

Subjective wellbeing

Encourage others by trusting

the program
Reduced symptoms

Easy accessibility

Access to a marginal level
Digitalization of service
Supplement with medicine
Details from experts
Primary prevention

Cost

Information dissemination
Reducing stigma
Counseling process
Technique

New in the online program
New info

Presentation

Effort

Face-to-face session
Short communication
Group discussion
Medicine

Open session
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Barrier

Suggestion to add

Barriers: External

Barriers: Internal

Dhaka University Institutional Repository

Crisis management
Expansion of program
Others

Time

Internet availability
Migration

Sickness

Technological Discomfort
Exam

Accident

Lack of Motivtion

Doubt about the service
Donot have any concen
Readiness to start the session
Improvement

Triggered by the discussion
Due to disorder

Unable to connect issues
Inadequate interaction
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