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Treating Self-Injection Phobia in Patients Prescribed Injectable Medications:  
A Case Example lUustrating a S ix-Sess ion Treatment Model  

D a r c y  Cox ,  D a v i d  C. M o h r ,  a n d  Lucy  E p s t e i n ,  University o f  California, S a n  Francisco 

This article provides a case description of a patient with multiple sclerosis prescribed interferon bega-l a (1FN~-l a), a weekly intra- 
muscular injection, who met DSM-1V criteria for specific phobia, blood~injection type. This patient successfully completed a &week 
manualized cognitive-behavioral treatment for self-injection anxiety. Issues presented include dealing" with vasovagal responses and 
examples of typical dysfunctional thoughts related to self-injecting. The patient was able to successfully self-inject following treatment, 
and gains were maintained for 18-month foUow-up. 

S PECIFIC PHOBIA, b l o o d / i n j e c t i o n  type, is a c o m m o n  
prob lem,  with an est imated prevalence of  7% to 22% 

in the genera l  popu la t ion  (Agras, Sylvester, & Oliveau, 
1969; Amer ican  Psychiatric Association, 1994; Bienvenu 
& Eaton,  1998; Cartwright  et  al., 1993; Costello, 1982). In 
the past, in ject ion phob ia  was no ted  mainly as an occa- 
sional bar r ie r  to care in pediatr ic ,  pr imary care, and  den- 
tal clinics, which have tradi t ional ly been  the sites where 
most  injections take place. However, there  has been  an 
explosion in the n u m b e r  and  variety of  medicat ions  de- 
veloped,  designed,  and  marke ted  for home  injection over 
the last several years. Drugs des igned for f requent  home  
inject ion are now used to t reat  a variety of  chronic  medi-  
cal condit ions,  inc luding  mult ip le  sclerosis. Mult iple scle- 
rosis (MS), which affects about  350,000 Americans,  is an 
au to immune  d i sorder  character ized by demyel ina t ion  in 
the central  nervous system (CNS), p roduc ing  a wide vari- 
ety of  possible physical, cognitive, and psychological symp- 
toms. The  most c o m m o n  symptoms, which may be perma- 
nen t  or  transient, include fatigue; weakness; l imb paralysis; 
neuropa th ic  numbness;  t ingling and  pain; difficulties 
with vision, bladder,  bowel, and  sexual functioning;  and  
mi ld  cognitive impa i rmen t  (Mohr  & Cox, 2001). There  
are four  t rea tments  that  slow the progress ion of  disease 
in patients with relapsing-remitt ing MS, the most  common 
form of  the  disease, all o f  which requi re  self-injection 
ei ther  subcutaneously (SC) or  intramuscularly (IM). Inter- 
feron beta  l b  (Betaseron),  and  gla t i ramer  acetate (Co- 
paxone )  are admin i s t e r ed  SC, while i n t e r f e ron  be t a - l a  
(INF[3 la )  has been  approved  with two separate  adminis- 
t rat ion methods ,  subcutaneously (Rebif) and  intramus- 
cularly (Avonex) (Durelli et al., 2002; Jacobs et al., 1996; 
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Johnson  et al., 1995; The  IFNB Multiple Sclerosis Study 
Group,  1993). 

SC injections use a small, thin needle  and  are self- 
injected into the abdomen ,  hips, thighs, or  u p p e r  arms. 
SC injections can be p e r f o r m e d  with an auto-injector, a 
device that  does no t  require  the pa t ien t  to see the needle  
or  to directly depress  the plunger.  IM injections require  a 
longer, thicker needle  and  are self-injected into the 
thighs or  hips. Patients cannot  use auto-injectors for IM 
injections. 

Self-injection, ra ther  than rel iance on a caregivm, al- 
lows the pat ient  maximal  i n d e p e n d e n c e  and  reduces  the 
risk of  missed injections or  drug  discont inuat ion  due to 
unre l iab le  assistance. In  MS, psychological  factors, in- 
c luding inject ion anxiety and  low inject ion self-efficacy, 
have been  shown to cont r ibute  to inabili ty to self-inject, 
which in turn can lead to d iscont inuat ion of  injectable 
medicat ions  (Mohr  et  al., 2001). Up to half  of  all pat ients  
prescr ibed  INF[3 la ,  an intramuscular ly  injected drug,  ex- 
p e r i e n c e d  in jec t ion  anxie ty  suff icient  to p r even t  self- 
inject ion (Mohr  et al., 2001). 

In an effort  to develop a successful, manua l ized  inter- 
vention to teach serf-injection to inject ion-phobic patients, 
we conduc ted  a l i terature review and  deve loped  a treat- 
men t  that  we hypothesized would be of  benef i t  to MS pa- 
tients with self-injection phobia .  To ensure that  the treat- 
men t  would be easily expor table  to heal th-care settings, 
we main ta ined  an easily re imbursable  50-minute session 
structure and  l imited the t rea tment  to an easily reimburs-  
able n u m b e r  of  sessions. We also h o p e d  to develop a 
t rea tment  that  would be both  simple and  br ie f  enough  to 
allow its use by o ther  heal th  care providers,  such as regis- 
te red  nurses. Nurses are the front-l ine providers for MS 
patients,  and  we wanted our  t rea tment ,  if effective, to be 
accessible to the target  popula t ion .  

A n u m b e r  of  case studies (Ell inwood & Hamil ton ,  
1991; Ferguson,  Taylor, & Wermuth,  1978;Jacobsen, 1991; 
Thompson ,  1999; Trijsburg et al., 1996) and  small studies 
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(Ost, Hellstr6m, & Kaver, 1992) demons t ra te  that  individ- 
uals phobic  about  self-injecting or  receiving injections 
r e spond  to behavioral  interventions.  While  pure ly  behav- 
ioral  exposure  therapies  have been  shown to be highly 
effective in the t rea tment  of  inject ion phobias  in medi-  
cally heal thy pat ients  requi r ing  occasional  injections or  
in medical  patients with intrusive symptoms relieved by 
the injections, the  injections requ i red  for MS are fre- 
quent  and  do no t  p roduce  an immedia te ,  visible benefi t  
for patients.  While  these medicat ions  work to slow the 
progress ion of  disease, pat ients  do no t  see an improve- 
m e n t  day by day and  may exper ience  flu-like side effects 
when ini t iat ing therapy. 

We f ind that  most  MS patients  have disease-specific 
dysfunctional thoughts  that  need  to be addressed  before  
exposure  will be of  benefit .  In  our  exper ience ,  a lmost  all 
pat ients  r epor t  feel ing that  pe r fo rming  the inject ion 
consti tutes "allowing the disease into my life," "accepting 
I have MS," a n d / o r  "increasing the b u r d e n  of  MS." Cur- 
ren t  MS t rea tment  recommenda t ions  encourage  physi- 
cians to initiate t rea tment  immediate ly  following defini- 
tive diagnosis with a relapsing-remitt ing course, so many 
patients starting t rea tment  exper ience  few or  no  MS symp- 
toms. For  many patients,  the anxiety, intrusive thoughts,  
and  o ther  phobic  symptoms re la ted  to the inject ion are a 
more  significant day-by-day b u r d e n  than MS symptoms. 
While  MS patients  certainly exper ience  anxiety, sadness, 
and  fear re la ted to thei r  diagnosis, it is often necessary to 
help patients separate anxiety about  the injection from anx- 
iety about  MS before  exposure  therapy will be successful. 

Our  t rea tment  manua l  was initially tested on e ight  pa- 
tients with MS who were prescr ibed  INF[3 l a  bu t  were un- 
able to self-inject due  to anxiety and  phobia .  A comple te  
description of  these findings is presented elsewhere (Mohr, 
Cox, Epstein, & Boudewyn, 2002). We have con t inued  to 
use this mode l  clinically and  are conduc t ing  follow-up 
studies with RNs as t rea tment  providers. A summary of  the 
t rea tment  plan for each session is provided in Table 1. 
The  pu rpose  of  this art icle is to p resen t  a case example  
that  illustrates t rea tment  of  self-injection phob ia  in this 
popula t ion .  

Case Study 

This case was selected because it illustrates some com- 
mon  present ing  problems  in patients with self-injection, 
inc luding  low self-efficacy about  injection,  vasovagal re- 
sponses, and  a history of  avoidance. Vasovagal responses,  
r epo r t ed  in up to 75% of  individuals with inject ion pho-  
bia (American Psychiatric Association, 1994), involve a 
sudden  slowing of  hear t  rate and  d rop  in b lood  pressure 
which leads to a feel ing of  faintness, dizziness, a n d / o r  
disorientat ion.  Patients with vasovagal responses may feel 
faint  or  dizzy or  lapse into a br ie f  pe r iod  of  unconscious-  

Table 1 
A &Session Cognitive-Behavioral Treatment Model 

for Self-Injection Anxiety and Phobia 

Session 1: Introduction to the model, introduction to use of SUDS 
scale, relaxation training, training in hierarchy development, 
application of relaxation to injection in session. 
Homework: practice relaxation, create hierarchy. 

Session 2: Review of homework. Refine hierarchy. Application of 
desensitization procedures to hierarchy items in session. 
Introduction of thought monitoring, elicitation of thoughts 
about injection. 
Homework: continue relaxation, practice injecting inanimate 
objects, read about thought records. 

Session 3: Review of homework. Complete thought records and 
review thoughts associated with self-injecting. Set date for 
self-injection attempt (session 4 or 5). 
Homework: relaxation, practice injecting inanimate objects, 
complete thought records. 

Session 4: Review homework. Attempt self-injection, if appropriate. 
If not, continued review of thought records and cognitive 
reframing. 
Homework: created by patient and therapist to address 
continuing areas of difficulty. 

Session 5: Review homework. Attempt self-injection/perform 
second self-injection. Continued cognitive refraining. 
Homework: read about relapse prevention, generate relapse 
prevention plan. 

Session 6: Review homework. Second/third self-injection. Refine 
relapse prevention plan, review treatment. 

ness (syncope; Amer ican  Psychiatric Association, 1994). 
Vasovagal responses can be  p reven ted  by main ta in ing  
adequate  b lood  pressure. This is usually achieved th rough  
muscle tension exercises, a l though beta-blockers or  caf- 
fe ine at the  t ime of  in jec t ion  may also be  useful. The  
t reat ing therapis t  was the  first au thor  (DC), a Caucasian 
female psychologist.  

A.B. is a 40-year-old Lat ina professor  living with he r  
life partner.  A.B. was d iagnosed  with RRMS (relapsing- 
remit t ing  MS) roughly 8 months  p r io r  to seeking treat- 
m e n t  and  met  DSM-iVcriteria for  specific phobia ,  b l o o d /  
inject ion type. This diagnosis is character ized by exces- 
sive and  unreasonable  fear and  anxiety t r iggered by situ- 
ations where  the pa t ien t  expects  to be or  is exposed  to 
b lood  or  an injection,  and  a pa t te rn  of  avoidance of  situ- 
ations where this exposure  is ant ic ipated,  causing marked  
distress a n d / o r  in te r fe rence  with the pat ient ' s  lifestyle. 
A.B. r epo r t ed  a l i felong history of  ex t reme  and excessive 
fear  of  injections and  blood,  inc luding  a history of  vaso- 
vagal response dur ing  injections and  at the sight of  blood.  
While  she recognized  her  fear as unreasonable ,  she re- 
po r t ed  that  she was unable  to control  he r  symptoms of  
anxiety and panic  despite he r  best  attempts.  She repor ted  
a great  deal  of  avoidance behavior  associated with inject- 
ing, and  that  she was only able to tolerate injections f rom 
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