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Phobias Overview

Summary
Phobias are one of the most common and treatable psychiatric conditions.

Marked by fear or anxiety in the presence of a specific object or situation.

Assessments are based on self-reports, clinical interviews, and behavioural observations.

Cognitive behavioural therapy, especially exposure therapy, is considered the first-line treatment for patients
with frequent symptoms.

Therapy can also be delivered through self-help, internet-assisted, and/or therapist-assisted modalities.

Patient motivation and available resources are important to consider when reviewing treatment options.

Definition
Phobias involve intense fears of specific objects or situations that are triggered upon actual or anticipated
exposure to phobic stimuli. Situations in which phobic cues are present are usually avoided or endured with
intense anxiety. Excessive fears can cause functional impairments or lifestyle disruptions.
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Epidemiology
Phobias are among the most common and treatable psychiatric conditions.[3] In the US, lifetime prevalence
is between 9% and 13%, and 12-month prevalence is between 7% and 9%, making phobias the most
common of all anxiety disorders.[3] [4] [5] Prevalence rates of 5% to 8% are reported in children and 16% in
adolescence.[6] [7] [8] Rates are lower among older adults, ranging from 2% to 5%.[8] [9]

In the UK, the total prevalence for men and women is 18 per 1000.[10]

Women are 2 to 3 times more likely to develop phobias than men.[3] [4] [11] 

The odds of developing phobias are significantly less among Hispanic and Asian people and greater among
white people.[3] Culture-specific phobic cues are possible among people of varying ethnic and racial
backgrounds.[12] [13] Animal fears are found to be more prevalent in Japan and Hong Kong.[14]

Approximately 70% of specific phobics report more than one clinically relevant fear.[3] Animals and heights
tend to be the most common stimuli, followed by flying, enclosed spaces, and blood-injection-injury.[3]

Aetiology
Intense anxiety or unexpected panic responses in the presence of specific objects or situations can mark
phobia onset, but this is not necessarily the only causal route to phobic acquisition.[15] Disgust, either alone
or in combination with fear, may be involved in the onset and maintenance of various animal (e.g., spiders,
snakes, worms) and blood-injection-injury phobias.[16] Onset can also occur through indirect means, such
as observing others reacting fearfully or receiving negative information.[15] However, a past event or specific
reason for the onset of a phobia is not always possible to identify.

Some phobias (e.g., animal phobias) may arise solely due to the evolutionary threat relevance of their
stimuli.[17] Familial concordance rates among first-degree biological relatives tend to be moderate.
Heritability studies suggest that animal and blood-injection-injury phobias have the greatest heritability
indices, of roughly 32% and 33%, respectively; however, there is limited research in this area.[18] 

Pathophysiology
Amygdala, anterior cingulate cortex, and insula hyperactivity is believed to be the underlying mechanism of
action. This theory is based on research noting significant reductions in site-specific neural activity in these
areas following evidence-based exposure treatments.[19] Neuroimaging studies have also demonstrated
increased amygdala activation upon exposure to phobic-relevant cues and heightened activity in the
thalamic, insula, and dorsal anterior cingulate cortex regions.[19] [20] [21] [22] [23] Meta-analyses suggest
that the left amygdala/globus pallidus, left insula, right thalamus, and cerebellum regions are all more active
among phobics compared with non-phobic controls when exposed to phobic-relevant stimuli; exposure-
based therapy leads to deactivation in the right frontal cortex, limbic cortex, basal ganglia, and cerebellum,
with increased activity in the thalamus.[24] Reduced substance P-neurokinin 1 receptor availability during
threat exposure (specific to the right amygdala) has been observed in a small, mixed sample of phobic
patients.[25]
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Phobias Theory

Functional neuroimaging studies have identified specific neural substrate patterns that differentiate phobic
disorders from other anxiety disorders, including unique patterns of activation that discriminate among the
various phobia subtypes.[26]

Acute, exaggerated parasympathetic nervous system activity upon exposure to stimuli is thought to underlie
the vasovagal syncope that occurs in up to 80% of people with blood-injection-injury phobia.[27] [28]

Classification
Phobic stimuli[1]
Animal

• Most commonly dogs, snakes, and insects.

Situational

• Most commonly lifts, flying, and enclosed spaces (claustrophobia).

Natural environment

• Most commonly storms, heights, and water.

Blood-injection-injury

• Most commonly injections, blood draws, and medical procedures.

Other

• For example, choking, vomiting, and clowns.

Case history
Case history #1
A 40-year-old man experiences intense worry several weeks before scheduled airline travel. However,
he is required to fly several times each year with his work. His fear developed 2 years ago following an
extremely turbulent flight. He has recurring, vivid images of himself dying in a fiery crash while flying. He
is hyperaware of any sound and unexpected movement of the plane.

Case history #2
A 25-year-old woman has increased physiological arousal when exposed to spiders and experiences
intense fear when exposed to anything resembling spiders. Her symptoms have existed for as long as
she can remember. She rarely ventures into the garage or attic and prior to going to bed each evening
her husband must thoroughly inspect the bedroom. She admits she has never been bitten by a spider,
is embarrassed about her reaction, and realises that spiders are not always dangerous; however, she is
flooded by fearful thoughts that all spiders are aggressive and threatening.
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Other presentations
Phobias can develop to almost any object or situation. A common presentation in recent years is the
patient who is hesitant to get vaccinated against coronavirus disease 2019 (COVID-19) due to a fear
of needles.[2] Patients with diabetes mellitus who have fears of blood, needles, and/or injections may
present as non-compliant with blood glucose monitoring and avoidant of scheduled blood draws. They
may also present with lightheadedness, nausea, and/or fainting, as these symptoms are often associated
with blood and injection phobias. Other medical phobias may include fears of being sedated or being
trapped inside a scanner during imaging studies. Less common phobias include fears of choking, leading
to significant changes in eating habits; irrational fears of touching plastic, leading to significant tactile
aversion and avoidance behaviour; and fears of vomiting, leading to intense panic when nauseous or
hearing others vomiting.
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Phobias Diagnosis

Approach
Diagnosis can be made through self-report, clinical interview, and behavioural observation of response to
stimuli.[1] Several empirically validated self-report questionnaires are available to assess baseline functioning
and to track response to treatment across time.[38]

Identification of pathophysiological markers through laboratory testing is not indicated.

Historical factors
Symptoms usually begin during mid- to late childhood; however, phobias can develop at any age. The
median age of onset is 7 to 11 years, with declining probabilities of onset into later adulthood.[1] [3]
[4] Most animal phobias develop before the age of 6 years, while situational phobias often develop in
adolescence or early adulthood.[39]

Many patients do not recall specific events relating to the development of their phobias and often delay
seeking treatment for several years after displaying marked avoidance behaviour. Descriptions of
symptoms include experiences of intense anxiety or panic during anticipated or direct exposure to specific
objects or situations. Sleep disruption, depression, and/or extreme anticipatory anxiety may co-occur.
Up to 80% of patients with blood-injection-injury phobias experience vasovagal syncope.[27] Coping
behaviours often include avoidance, safety seeking, or substance misuse. These behaviours may lead to
phobia maintenance across time.

Social history often reveals functional impairments in personal, social, and occupational domains. Family
history may reveal symptomatic first-degree relatives, particularly in patients with blood-injection-injury
phobias who often describe familial vasovagal syncope. Medical histories are usually unremarkable.

Screening
Guidelines on screening for panic disorder vary according to country of practice. The US Preventive
Services Task Force (USPSTF) recommends screening for anxiety disorders in all adults aged 19-64,
including pregnant and postnatal people. The USPSTF concludes that the current evidence is insufficient
to assess the balance of benefits and harms of screening for anxiety disorders in adults aged 65 and
over.[40] The USPSTF also recommends universal screening in primary care for anxiety in children and
adolescents aged 8-18 years.[41] The Women's Preventive Services Initiative in the US recommends that
clinicians screen women and adolescent girls aged 13 years and over for anxiety (including those without
a diagnosis of anxiety disorder and those who are pregnant or postnatal). Optimal screening intervals are
unknown and clinical judgment is required to determine frequency.[42]

Ask the following set of questions to recognise phobic cues, symptoms, and behaviours:

• Do you feel intense anxiety or fear when confronted by certain animals, objects, or situations?
• Are you avoiding these animals, objects, or situations because of your fear?
• In what ways has this anxiety or fear interfered with your life?
• How would you react if you were exposed to the animal, object, or situation right now?
• Have you ever fainted or almost fainted around blood, injuries, or needles?
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Diagnostic interview
Structured and semi-structured interview schedules are commonly used in the research setting but
may not be necessary to make a diagnosis in clinical practice. Validated structured and semi-structured
interview schedules to assess patients reporting phobic symptoms include:

• The Structured Clinical Interview for Diagnostic and Statistical Manual of Mental Disorders (DSM)-5
(SCID-5-CV)[43]

• The Anxiety Disorders Interview Schedule for DSM-5 (ADIS-5): Adult and Lifetime[44]
• The Anxiety Disorders Interview Schedule (ADIS-IV): Child and Parent.[45]

The ADIS-IV interview schedule is based upon DSM-IV criteria and consists of discrete semi-structured
interviews for the child and the child’s parent.

Interview with family and/or close friends
Assessments may be supplemented with interviews with family members or close supporters. This is
particularly important when evaluating children with phobias.

Physical examination
There are usually no objective findings, although patients may become noticeably anxious or nervous
when discussing their phobias. Signs of heightened sympathetic nervous system activity may be
present (e.g., tachycardia, hyperventilation, sweating, flushing). Vasovagal fainting may also be
present, especially when people with blood-injection-injury phobia are exposed to medical situations or
procedures. The physician may wish to assess these patients for other medical conditions associated with
fainting risk (including low blood glucose levels and orthostatic hypotension).

Behavioural approach tasks
Assessments using behavioural approach tasks involve observing the willingness of patients to come into
direct proximity with phobic cues: for example, measuring how close a person with spider phobia would
be willing to approach a sealed jar containing a live spider.

Children
Childhood fears are common and usually transient. Fears that persist are considered phobias if
impairments in developmentally appropriate functioning are observed (e.g., refusing to play outdoors due
to fears of dogs; refusing to turn lights off at bedtime due to fears of the dark). Phobic anxieties in children
may be expressed by crying, tantrums, freezing, or clinging but children themselves may not recognise
their fears as unreasonable. Parents describe either acute, traumatic onsets (e.g., dog bites) or gradual
onsets in the absence of aversive experiences (e.g., fears of the dark).

History and exam
Key diagnostic factors
anticipatory anxiety (common)
• Anticipation of contact with phobic stimuli may be associated with catastrophic thoughts and fears of

being unable to cope.
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Phobias Diagnosis

behavioural avoidance (common)
• Greater degrees of avoidance are typically associated with increased levels of functional impairment.

Patients may endure situations with marked distress.

Other diagnostic factors
onset during childhood (common)
• The median range of onset for phobias is between 7 and 11 years.[1] [3] [4] Most animal phobias

develop before the age of 6 years.[39]

onset during early adulthood (common)
• Situational phobias often arise in adolescence or early adulthood.

nausea (common)
• Nausea may be provoked upon exposure to certain phobic cues, especially those involving blood-

injury.

dizziness (common)
• Dizziness may be experienced upon anticipated or actual exposure to phobic stimuli.

disgust (common)
• Disgust of objects or situations, either alone or in combination with fears, may be involved in the onset

and maintenance of various animal and blood-injection-injury phobias.[16]

fainting (common)
• Up to 80% of people with blood-injection-injury phobias may have fainting episodes.[25]

tachycardia (common)
• Heart rate may be increased upon exposure or anticipated exposure to phobic cues. However,

physiological response varies. While individuals with situational, natural environment, and animal-
specific phobias are likely to show sympathetic nervous system arousal, those with blood-injection-
injury phobias often demonstrate a vasovagal fainting response marked by an initial brief acceleration
in heart rate and blood pressure, followed by deceleration in heart rate and drop in blood pressure.[46]

hyperventilation (common)
• Hyperventilation may occur upon exposure or anticipated exposure to phobic cues.

exaggerated startle (common)
• There may be exaggerated startles upon exposure or anticipated exposure to phobic cues.

sleep disruption (uncommon)
• Sleep disruption may develop due to high levels of anticipatory anxiety and worry: for example,

anticipation of air travel.

Risk factors
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Strong
somatisation disorder
• The onset of a phobia is >10 times more likely in an individual with a diagnosis of somatisation

disorder than in a person with no other psychiatric disorder.[29]

anxiety disorders
• Individuals with another anxiety disorder, especially panic disorder, are at increased risk of developing

a specific phobia.[3] [29]

mood disorders
• Individuals with depressive disorders or mania are at increased risk of developing a specific phobia.[3]

[29] [30]

first-degree relative with phobia
• First-degree relatives of individuals with specific phobias are roughly 3.9 times more likely to develop a

specific phobia than first-degree relatives of non-affected individuals.[31]

twin with phobia
• Monozygotic twin pairs are more likely to share a diagnosis of a specific phobia than dizygotic twin

pairs, suggesting that genetics can contribute to symptom-onset vulnerability. Based on twin studies,
blood-injection injury and animal phobias have been found to be the most heritable of the phobias,
with heritability indices of roughly 33% and 32%, respectively.[32]

Weak
aversive experiences
• Onset of phobias can be precipitated by prior experiences with specific objects or situations. Direct

and vicarious traumatic learning experiences are common.[15] At the same time, a majority of
individuals with phobias of evolutionary-based threats (such as heights or spiders) do not recall
negative or aversive experiences at the onset of their phobias.[17]

stress and negative life events
• Onset of phobias can be precipitated by negative or stressful life events such as relationship

difficulties, relocations, and economic difficulties.[33]

female sex
• Phobias are approximately 2 to 3 times more common among women than men.

white ethnicity
• Phobias are more common among white people than among Hispanic and Asian people.

parental anxiety and overprotectiveness
• Parental anxiety and overprotective behaviours can play a role in the development and maintenance of

anxiety disorders, and specific phobias in particular.[34]
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Phobias Diagnosis

negative affectivity and behavioural inhibition
• People with negative affectivity and behavioural inhibition are at higher risk for the development of

specific phobias.[35] [36]

cognitive/attentional bias
• Increasing literature supports that attentional biases towards threat are associated with the

development and maintenance of specific phobias.[37]

Investigations
1st test to order

Test Result
self-report

• Sufficient for establishing diagnosis.
descriptions of intense
anxiety/panic on contact
with phobic stimuli

behavioural observation and approach tests
• Behavioural approach tasks may be used to measure how willing

patients are to have contact with feared stimuli.
• Sufficient for establishing diagnosis.

intense anxiety
and avoidance
when discussing or
approaching phobic
stimuli

Other tests to consider

Test Result
structured/semi-structured clinical interview

• Relevant interviews include: the Structured Clinical Interview for
Diagnostic and Statistical Manual of Mental Disorders (DSM)-5
(SCID-5-CV); the Anxiety Disorders Interview Schedule for DSM-5
(ADIS-5) Adult and Lifetime; and the Anxiety Disorders Interview
Schedule (ADIS-IV) Child and Parent.

• Sufficient for establishing diagnosis.

fulfilment of DSM
diagnostic criteria
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Differentials

Condition Differentiating signs /
symptoms

Differentiating tests

Agoraphobia • Fear of situations in which
escape is perceived to be
difficult or help might not
be available in the event
of panic-like symptoms
or other incapacitating or
embarrassing symptoms
(e.g., incontinence or
vertigo).

• Structured clinical interview.

Panic disorder • Recurrent, unexpected panic
attacks with accompanying
fear of additional panic
attacks or their imagined
consequences (e.g., heart
attack, fainting, or loss of
control). Patients usually
avoid situations in which
panic is perceived to be
more likely (e.g., intense
heat or physical exercise).

• Structured clinical interview.

Social anxiety disorder
(social phobia)

• Fears involve concerns over
being embarrassed and/
or negatively evaluated by
others.

• The Diagnostic and
Statistical Manual of
Mental Disorders (DSM)-5
introduced the alternate
diagnostic label of social
anxiety disorder to help
reduce confusion over the
use of the term 'phobia'.

• Structured clinical interview.

Post-traumatic stress
disorder

• Onset follows exposure to a
trauma. Fears involve stimuli
associated with the trauma.
Patients describe symptoms
of re-experiencing (intrusive
memories, nightmares,
or flashbacks), avoidance
of anything that reminds
them of the trauma, and
hyperarousal. Emotional
numbing is common.

• Structured clinical interview.

Separation anxiety
disorder

• Fears involve perceived
separations from family
members.

• Structured clinical interview.
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Phobias Diagnosis

Criteria
Diagnostic and Statistical Manual of Mental Disorders, fifth edition,
text revisions (DSM-5-TR)[1]
Phobias can be diagnosed if the following American Psychiatric Association criteria are met:

• Marked and persistent fears that are cued by the presence or anticipation of specific objects or
situations.

• Exposure to phobic stimuli almost invariably provokes immediate anxiety or fear responses. In
children, anxieties may be expressed by crying, tantrums, freezing, or clinging.

• Phobic situations are avoided or endured with intense anxiety or fear.
• The fear or anxiety is out of proportion to the actual danger posed by the threatening object or

situation, and to the sociocultural context.
• Avoidance, anxious anticipation and/or distress of feared situations interferes significantly with normal

routines, occupations or academic functions, social activities, and/or relationships.
• Symptoms have been present for at least 6 months in both children and adults.
• Symptoms are not better accounted for by other mental disorders.

Subtypes are specified based on the following phobia categories.

• Animal: dogs, snakes, insects, etc.
• Situational: driving, flying, enclosed spaces, etc.
• Natural environment: storms, heights, dark, etc.
• Blood-injection-injury: injections, blood draws, medical procedures, etc.
• Other: choking, vomiting, clowns, etc.

International classification of diseases and related health
problems, version 11: mental and behavioural disorders[47]
Specific (isolated) phobias can be diagnosed if the following World Health Organization criteria are met:

• Marked and excessive fear or anxiety occurs consistently upon exposure, or anticipation of exposure,
to one or more specific objects or situations.

• Anxiety is out of proportion to actual danger.
• Phobic situations are avoided, or else endured with intense fear or anxiety.
• Symptoms persist for at least several months.
• Symptoms are sufficiently severe to result in significant distress or impairment in personal, family,

social, educational, occupational, or other important areas of functioning.

Screening
Guidelines on screening for panic disorder vary according to country of practice. The US Preventive Services
Task Force (USPSTF) recommends screening for anxiety disorders in all adults aged 19-64, including
pregnant and postnatal people. The USPSTF concludes that the current evidence is insufficient to assess
the balance of benefits and harms of screening for anxiety disorders in adults aged 65 and over.[40] The
USPSTF also recommends universal screening in primary care for anxiety in children and adolescents aged
8-18 years.[41] The Women's Preventive Services Initiative in the US recommends that clinicians screen
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women and adolescent girls aged 13 years and over for anxiety (including those without a diagnosis of
anxiety disorder and those who are pregnant or postnatal). Optimal screening intervals are unknown and
clinical judgment is required to determine frequency.[42]

Ask the following set of questions to recognise phobic cues, symptoms, and behaviours:

• Do you feel intense anxiety or fear when confronted by certain animals, objects, or situations?
• Are you avoiding these animals, objects, or situations because of your fear?
• In what ways has this anxiety or fear interfered with your life?
• How would you react if you were exposed to the animal, object, or situation right now?
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Approach
Cognitive behavioural therapy (CBT) is the first-line treatment approach for phobias.[48] [49] [50] [51] Short-
term treatments usually suffice, and significant improvements are often attained in as little as one to five
sessions.[48] [51] One-session treatments involving systematic exposure are effective for phobic children
and adults.[52] [53] Primary goals are to reduce phobic anxiety, eliminate avoidance and safety behaviours,
and improve functional capacities. When reviewing treatment options, it is important to consider patients’
past treatments, their motivation, the presence of co-occurring disorders, the availability of treatments, and
any barriers to care.

Cognitive behavioural therapy
First-line treatment for all patients with frequent symptoms is CBT, a skills-based intervention.[48] [49] [51]
[54] [55] CBT has traditionally involved a combination of education, self-monitoring, cognitive interventions
such as challenging negative styles of thinking, exposure to feared stimuli, and relaxation training.
The efficacy of exposure therapy in particular is backed by a substantial body of research.[50] [56]
[57] Studies have shown exposure therapy is effective for animal, situational, natural environment, blood-
injection-injury, and atypical phobias.[58] [59] [60] [61] There is evidence that the efficacy of exposure
therapy is reduced if it is combined with relaxation or the use of anxiety-reducing pharmacotherapy.[62]

Exposure therapy requires that phobic individuals voluntarily face feared stimuli without engaging in
safety behaviours (e.g., distraction or reassurance-seeking). When a patient’s response to phobic stimuli
involves disgust, the treatment will be more effective if not only a fear response, but also a disgust
response, is elicited during exposure.[62] This can be accomplished through direct exposure (in vivo
exposure) to fear- and disgust-provoking stimuli such as pictures, video clips, or actual situations; by
vividly imagining feared scenarios (imaginal exposure); or through the use of virtual reality.[63] Some
types of specific phobia (e.g., claustrophobia, a situational phobia involving fear of enclosed spaces) are
commonly associated with fears of certain physical sensations (e.g., shortness of breath). When fears
of physical sensations are present, interoceptive exposure (i.e., direct exposure to particular physical
sensations – by plugging the nose and breathing through a straw to cause shortness of breath, for
example) may also be indicated.[64]

Exposure therapy was initially guided by Foa and Kozak’s emotional processing theory, which posits
that habituation to fearful distress within and between treatment sessions is necessary to the success
of the treatment.[65] Clinicians therefore aimed to expose phobic individuals to feared stimuli in a
gradual manner, allowing them to habituate to stimuli lower on their 'fear hierarchy' before moving up
the hierarchy. They judged the optimal length of an individual exposure session to be the length of time
required to achieve habituation within that session. However, some research suggests that habituation
to anxious distress within and/or between treatment sessions is neither necessary nor sufficient for the
efficacy of the treatment, and that variable exposure (i.e., not following a fear hierarchy) may actually have
therapeutic advantages over graduated exposure (i.e., progressing up a fear hierarchy).[66] [67] [68]

Although exposure therapy for specific phobias is usually conducted over several sessions spanning
several weeks, single-session exposure-based interventions lasting approximately 3 hours have also been
effective and efficient in specific phobias in adults and children.[52] [53] [69] When available, these single-
session treatments can be especially useful for managing phobias that must be overcome emergently
(e.g., in time for a flight or medical procedure), although one study suggests they may be slightly less
effective at follow-up than multiple-session treatments.[50]
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Exposure therapy can be delivered through self-help materials, internet-assisted programmes, and/or
referral to specialised mental health professionals.[56] 

Virtual reality therapy has also been shown to be useful for treating a number of different phobias,
especially height, flying, and dental phobias, although almost all studies have been performed in adults,
and studies in children are limited.[70] [71] [72] [73] [74] [75] [76] Treatment of specific phobias with virtual
reality therapy has the potential to save patients and clinicians time and money, compared with carrying
out in vivo exposures (e.g., going on multiple plane flights), and is seen as a viable treatment option for
phobic anxiety, when available.[77] [51] [63] [78] [79] [80] However, it may need to be supplemented with
in vivo exposure therapy in certain cases, such as in spider or blood-injection-injury phobias, in order to
achieve more robust results.[71] [81]

Applied tension therapy
For individuals who experience a blood-injection-injury phobia that is associated with fainting, applied
tension therapy has traditionally been considered standard of care.[56] This treatment aims to address
the second part of the biphasic physiological response that is typically observed in these individuals:
an initial sympathetic response, with increased heart rate and blood pressure is followed shortly by a
parasympathetic response, marked by an abrupt drop in blood pressure and heart rate.[82] The 'tension'
part of the therapy involves repetitive, brief tensing (10-15 seconds) and releasing (20-30 seconds) of
arm, abdominal, and leg muscle groups to promote increases in blood pressure and circulation that
theoretically help avert the fainting response. Patients then learn to 'apply' tension at first signs of the
parasympathetic response while undergoing exposures to fear-provoking stimuli (e.g., photographs or
videos of needles or medical procedures or actual live medical procedures). Reviews of the evidence
for applied tension therapy have cast doubt on its effectiveness above and beyond that of exposure
therapy alone without applied tension.[83] [84] There is also research suggesting hyperventilation plays a
critical role in the psychophysiological response of people with blood-injury-injection phobias who faint in
response to relevant stimuli, and that breathing re-training could potentially prove a useful addition to the
treatment of such individuals.[85] [86] Additional randomised trials are needed to assess the effectiveness
of applied tension and breathing re-training both as individual treatments and when combined with each
other and/or exposure therapy in people with blood-injection-injury phobias with and without a history of
fainting.[83]

Pharmacotherapy
Short-term treatment with a benzodiazepine has been used for patients with infrequent symptoms
that interfere with an important activity or urgent treatment (e.g., patients with needle phobia requiring
chemotherapy, patients with claustrophobia requiring diagnostic imaging, or patients with flying phobias
who need to fly for work or for an important family event); however, no studies have demonstrated efficacy
of long-term treatment with benzodiazepines.

Benzodiazepines have been used as adjuncts to CBT in patients with extreme anticipatory anxiety;
however, there is concern benzodiazepine use may interfere with the efficacy of exposure therapy.[87]

Other pharmacotherapeutic adjuncts to CBT include selective serotonin-reuptake inhibitors (SSRIs) for
patients with concurrent depression or other anxiety disorders, such as panic disorder or generalised
anxiety disorder. The use of SSRIs for specific phobias alone has not been systematically studied and is
not common in clinical practice.

16 This PDF of the BMJ Best Practice topic is based on the web version that was last updated: Oct 26, 2022.
BMJ Best Practice topics are regularly updated and the most recent version of the topics
can be found on bestpractice.bmj.com . Use of this content is subject to our disclaimer (.

Use of this content is subject to our) . © BMJ Publishing Group Ltd 2024. All rights reserved.

https://bestpractice.bmj.com


Phobias Management

Self-help manuals
Self-help manuals based on CBT principles and self-guided exposure therapy have been found to be
more effective than wait-list control conditions; however, written manuals may be less effective than
internet-assisted treatments, which in turn may not be as effective as face-to-face CBT.[88] For this
reason, a stepped-care approach is recommended.

There are few studies on the efficacy of self-help manuals for specific phobias, and those that have been
conducted are heterogeneous, making meta-analysis challenging.[88] A self-help manual with evidence of
efficacy is suggested.[89] Additional studies are needed.

Internet- or mobile-app-assisted treatments
Internet-assisted therapy can also deliver exposure-based treatments and is likely more effective
than manual-assisted therapy.[88] [90] Meta-analysis generally supports the effectiveness of internet-
assisted exposure interventions over wait-list control conditions.[91] [92] [93] [94] Mobile-app-supported
treatments are a newer development, and initial studies support their effectiveness over wait-list control
conditions also.[94] The available evidence suggests that therapist-assisted, internet- and mobile-based
interventions are more likely to prove effective than interventions lacking therapist support, but this may
change as these interventions are tested and refined to improve their efficacy.[94]

Other treatment modalities
Involving family members or friends in treatments may increase adherence with recommended
interventions. Family involvement is particularly important when treating children. Although evidence
suggests CBT for anxious children is effective both with and without active parental involvement, it
appears active parental involvement is associated with better long-term maintenance of treatment
gains.[95] [96]

Studies on the efficacy of group treatment for specific phobias are limited, but group interventions for
spider, height, flying, and blood-injection phobias have been found to be effective in small studies.[97] [98]
[99] [100]

Referral
Inform patients with specific phobias that effective treatments are available. If they are interested in
pursuing treatment, they should be referred to experts in CBT and exposure therapy, in particular.[55] If
a patient does not have access to a mental health professional with expertise in CBT or is not willing to
see a mental health professional, recommend internet programmes emphasising self-directed exposure. If
patients prefer bibliotherapy to internet treatment, offer an evidence-based manual.[89]

Children
First-line treatments for children are essentially the same as for adults and include one-session or
multiple-session treatments with exposure therapy.[53] [101] Therefore, referral to mental health
professionals who specialise in CBT – especially exposure therapy – for childhood anxiety disorders is
recommended.

In young children, contingency management (rewarding children for approaching feared stimuli) is often
used to increase motivation. Parental involvement is helpful for implementing contingency management,
coaching at-home exposures, and reducing family accommodation of avoidance behaviours.[95] [102]
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There is little research on the effectiveness of bibliotherapy or internet-assisted treatments in children
with specific phobia. Limited data suggest these interventions are beneficial; however, further studies
comparing them with therapist-directed exposure therapy are needed.[103] [104] Studies on the efficacy
of group treatment for specific phobias are limited, but group interventions for spider, height, flying, and
blood-injection phobias have been found to be effective in small studies.[97] [98] [99] [100] In children,
group treatment for anxiety disorders, including specific phobias, have been found to be as effective
as individual treatments.[105] [106] Group interventions are cost-effective and efficient ways to deliver
treatment.

As in the adult literature, there are limited data regarding the efficacy of pharmacotherapy in the treatment
of specific phobias in children and adolescents.

Treatment algorithm overview
Please note that formulations/routes and doses may differ between drug names and brands, drug
formularies, or locations. Treatment recommendations are specific to patient groups: see disclaimer

Ongoing ( summary )
adults with subclinical symptoms
and infrequent interference with
usual activities

1st education and monitoring

adjunct cognitive behavioural therapy with
exposure therapy

concurrent vasovagal
syncope

plus applied tension

adults with frequent symptoms
interfering with usual activities

1st cognitive behavioural therapy with
exposure therapy

2nd benzodiazepine

concurrent vasovagal
syncope

plus applied tension

children with ongoing symptoms
interfering with usual activities

1st cognitive behavioural therapy
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Treatment algorithm
Please note that formulations/routes and doses may differ between drug names and brands, drug
formularies, or locations. Treatment recommendations are specific to patient groups: see disclaimer

Ongoing
adults with subclinical symptoms
and infrequent interference with
usual activities

1st education and monitoring

» Advise patients that fear is an inevitable
and normal part of life, but that avoidance
behaviours can feed a particular fear to the point
it interferes with everyday life and becomes a
phobic disorder.

» Encourage patients to face their fears, rather
than avoid them.

» Meta-analysis generally supports the
effectiveness of internet-assisted exposure
interventions over wait-list control conditions.[91]
[92] [93] [94] Mobile-app-supported treatments
are a newer development, and initial studies
support their effectiveness over wait-list control
conditions also.[94] The available evidence
suggests that therapist-assisted, internet- and
mobile-based interventions are more likely
to prove effective than interventions lacking
therapist support, but this may change as these
interventions are tested and refined to improve
their efficacy.[94]

» Make patients aware of self-help manuals
or internet-based resources, such as those
available from the NHS, MIND, and Living Life
to the Full.  [NHS: self-help therapies] (https://
www.nhs.uk/mental-health/talking-therapies-
medicine-treatments/talking-therapies-and-
counselling/self-help-therapies)   [MIND: self-
care tips for phobias] (https://www.mind.org.uk/
information-support/types-of-mental-health-
problems/phobias/self-care)   [LLttF: courses
to tackle low mood and stress] (https://llttf.com/
resources)

» Additionally, set up a return visit or a phone call
to monitor progress.

adjunct cognitive behavioural therapy with
exposure therapy

Treatment recommended for SOME patients in
selected patient group

» This intervention involves education about
the behaviours that maintain a phobia (namely,
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Ongoing
avoidance and safety behaviours); self-
monitoring; and repeated, frequent, controllable,
and predictable exposures to feared objects
or situations in the form of words, pictures,
videos, virtual reality, actual situations, imagined
scenarios, or physical sensations.

» There is evidence that the efficacy of
exposure therapy is reduced if it is combined
with relaxation or the use of anxiety-reducing
pharmacotherapy.[62]

» Exposure therapy requires that phobic
individuals voluntarily face feared stimuli without
engaging in safety behaviours (e.g., distraction
or reassurance-seeking). When a patient’s
response to phobic stimuli involves disgust, the
treatment will be more effective if not only a fear
response, but also a disgust response, is elicited
during exposure.[62]

» A single-session intervention can be effective
and can be delivered by appropriately trained
mental health professionals; through self-help
manuals; or through internet-assisted treatment
programmes.

» Treatment of specific phobias with virtual
reality therapy has the potential to save patients
and clinicians time and money, compared with
carrying out in-vivo exposures (e.g., going
on multiple plane flights), and is seen as a
viable treatment option for phobic anxiety, when
available.[77] [51] [63] [78] [79] [80] However,
it may need to be supplemented with in-vivo
exposure therapy in certain cases, such as in
spider or blood-injection-injury phobias, in order
to achieve more robust results.[71] [81]

concurrent vasovagal
syncope

plus applied tension

Treatment recommended for ALL patients in
selected patient group

» Suitable for patients with vasovagal fainting
upon exposure to blood-injection-injury stimuli.

» Involves repeated tensing and releasing of
large muscle groups to increase blood pressure
and promote circulation during exposure to
feared stimuli (e.g., blood, needles, hospitals).

» Patients learn to apply this procedure at the
first signs of fainting.

» Refer to mental health professionals with
expertise in cognitive behavioural therapy for
blood-injection-injury phobia.
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Ongoing
adults with frequent symptoms
interfering with usual activities

1st cognitive behavioural therapy with
exposure therapy

» This intervention involves education about
the behaviours that maintain a phobia (namely,
avoidance and safety behaviours); self-
monitoring; and repeated, frequent, controllable,
and predictable exposures to feared objects
or situations in the form of words, pictures,
videos, virtual reality, actual situations, imagined
scenarios, or physical sensations.

» There is evidence that the efficacy of
exposure therapy is reduced if it is combined
with relaxation or the use of anxiety-reducing
pharmacotherapy.[62]

» Exposure therapy requires that phobic
individuals voluntarily face feared stimuli without
engaging in safety behaviours (e.g., distraction
or reassurance-seeking). When a patient’s
response to phobic stimuli involves disgust, the
treatment will be more effective if not only a fear
response, but also a disgust response, is elicited
during exposure.[62]

» A single-session intervention can be effective
and can be be delivered by appropriately trained
mental health professionals; through self-help
manuals; or through internet-assisted treatment
programmes.

» Treatment of specific phobias with virtual
reality therapy has the potential to save patients
and clinicians time and money, compared with
carrying out in-vivo exposures (e.g., going
on multiple plane flights), and is seen as a
viable treatment option for phobic anxiety, when
available.[77] [51] [63] [78] [79] [80] However,
it may need to be supplemented with in-vivo
exposure therapy in certain cases, such as in
spider or blood-injection-injury phobias, in order
to achieve more robust results.[71] [81]

2nd benzodiazepine

Primary options

» alprazolam: 0.25 to 0.5 mg orally
(immediate-release) every 6-8 hours until the
short-term stressor has passed

OR
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Ongoing
» clonazepam: 0.25 to 0.5 mg orally every
8-12 hours until the short-term stressor has
passed

OR

» lorazepam: 1-2 mg orally every 8-12 hours
until the short-term stressor has passed

OR

» diazepam: 2-10 mg orally two to four times
daily until the short-term stressor has passed

» Consider short-term use in emergent
circumstances, including needle phobias
interfering with chemotherapy; claustrophobia
interfering with diagnostic imaging; and travel
phobias interfering with occupations or important
family events.

» May negatively impact the efficacy of
graduated exposure therapy. While these
medications are indicated for anxiety, there
are no studies focused exclusively on patients
with specific phobia that show efficacy in these
patients.

» Caution is warranted with long-term use,
given risks of dependence, withdrawal, and
interference with exposure therapy.

» Specialist referral may be indicated.
concurrent vasovagal
syncope

plus applied tension

Treatment recommended for ALL patients in
selected patient group

» Suitable for patients with vasovagal fainting
upon exposure to blood-injection-injury stimuli.

» Involves repeated tensing and releasing of
large muscle groups to increase blood pressure
and promote circulation during exposure to
feared stimuli (e.g., blood, needles, hospitals).
Patients learn to apply this procedure at the first
signs of fainting.

» Refer to mental health professionals with
expertise in cognitive behavioural therapy for
blood-injection-injury phobia.

children with ongoing symptoms
interfering with usual activities

1st cognitive behavioural therapy
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Ongoing
» This intervention involves education about
the behaviours that maintain a phobia (namely,
avoidance and safety behaviours); self-
monitoring; and repeated, frequent, controllable,
and predictable exposures to feared objects
or situations in the form of words, pictures,
videos, virtual reality, actual situations, imagined
scenarios, or physical sensations.

» In young children, contingency management
(rewarding children for approaching feared
stimuli) is often used to increase motivation.

» Parental involvement is helpful for
implementing contingency management,
coaching at-home exposures, and reducing
family accommodation of avoidance behaviours.

» A single-session intervention can be effective.
Treatment should be delivered by pediatric
mental health professionals who are trained in
exposure therapy.

» Treatment of specific phobias with virtual
reality therapy has the potential to save patients
and clinicians time and money, compared with
carrying out in-vivo exposures (e.g., going
on multiple plane flights), and is seen as a
viable treatment option for phobic anxiety, when
available.[77] [51] [63] [78] [79] [80] However,
it may need to be supplemented with in-vivo
exposure therapy in certain cases, such as in
spider or blood-injection-injury phobias, in order
to achieve more robust results.[71] [81]

» In children, group treatment for anxiety
disorders, including specific phobias, have
been found to be as effective as individual
treatments.[105] [106] Group interventions
are cost-effective and efficient ways to deliver
treatment.

» There are limited data regarding the efficacy of
pharmacotherapy in treating specific phobias in
children and adolescents.
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Emerging
D-cycloserine
D-cycloserine is a partial N-methyl-D-aspartate agonist shown in several small studies to enhance exposure-
based treatments when used in low doses just before or just after a session of exposure, purportedly by
facilitating memory consolidation.[107] [108] Other similar studies have found either detriment or lack of
benefit from the treatment. In one study, the medication was detrimental if administered when fear levels
remained elevated after an exposure, while it was beneficial if administered when fear levels had fallen after
an exposure.[109] One 2015 Cochrane review found no evidence for a difference between D-cycloserine
and placebo administration during exposure therapy, while a 2017 review and meta-analysis of individual
participant data concluded D-cycloserine administration was associated with a small augmentation effect
on exposure therapy.[110] [111] Research is needed to clarify mechanisms of action and determine whether
there are particular conditions under which D-cycloserine administration might prove reliably beneficial. 

Glucocorticoids
Glucocorticoids are thought to enhance fear extinction and reduce fear memory retrieval.[112] Several small
placebo-controlled studies on individuals with phobias to spiders and heights found that administration of
cortisol 1 hour prior to exposure therapy resulted in superior outcomes in those individuals who received
cortisol versus placebo.[113] [114] Glucocorticoid administration in conjunction with exposure therapy for
other disorders, such as post-traumatic stress disorder, has also been found to be beneficial.[112] More
studies are warranted to determine whether these findings are reproducible and to calculate the optimal
timing and dosing of glucocorticoid administration.

Patient discussions
It is important to normalise distress and evaluate the extent to which anxiety and avoidance behaviours
are interfering with everyday life. It can also be useful to inform patients about evidence-based treatment
options and discuss any apprehensions about treatments or referral.

24 This PDF of the BMJ Best Practice topic is based on the web version that was last updated: Oct 26, 2022.
BMJ Best Practice topics are regularly updated and the most recent version of the topics
can be found on bestpractice.bmj.com . Use of this content is subject to our disclaimer (.

Use of this content is subject to our) . © BMJ Publishing Group Ltd 2024. All rights reserved.

https://bestpractice.bmj.com


Phobias Follow up

Monitoring
Monitoring
Indefinite long-term monitoring in primary care settings is important as phobic fears and avoidance
behaviours may return at any time. Self-directed booster exposure sessions or re-referrals for brief
cognitive behavioural therapy may be warranted. The American Psychiatric Association offers self-rated
Disorder-Specific Severity Measures for clinically diagnosed specific phobia.  [APA: DSM-5-TR online
assessment measures] (https://www.psychiatry.org/psychiatrists/practice/dsm/educational-resources/
assessment-measures)  Both adult and child versions of these measures are available, and they can be
useful tools for tracking the severity of patients’ symptoms over time, both to assess treatment efficacy
and to identify relapses.
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Complications

Complications Timeframe Likelihood
anxiety disorder variable medium

Anxiety disorders may predate, co-occur with, or postdate the onset of phobias. While patients may
present for treatment of specific phobia, it may be necessary to consider treatment of other anxiety
disorders.

Comorbid anxiety disorders are amenable to cognitive behavioural therapy.

Mild to moderate comorbid anxiety disorders can be treated with evidence-based pharmacotherapy.

Consultant referrals are warranted for more severe levels of anxiety.

depression variable medium

Depressive disorders may predate, co-occur with, or postdate the onset of phobias. Depressive symptoms
may interfere with the patient's ability to engage in exposure therapy.

Cognitive behavioural therapy and interpersonal psychotherapy are evidence-based treatments for
comorbid depressive disorders.

Moderate to severe levels of depression can be treated with evidence-based pharmacotherapy.

Consultant referrals are warranted for more severe levels of depression.

non-compliance with medical regimens variable medium

Phobic responses may interfere with necessary medical treatments. For example, patients with blood-
injection-injury phobias are at higher risk of non-compliance with diabetic treatment regimens.[120]

It is important to take patients' concerns and preferences seriously as well as to provide information about
evidence-based treatment options (i.e., different forms of exposure therapy).

apprehension of/stigma towards mental health
referrals

variable medium

It is important to listen carefully to patients’ concerns and take them seriously. Address each concern
individually and provide corrective information when appropriate. Motivational techniques are often helpful
when patients are ambivalent.

Consult local-area mental health professionals for additional advice or referral options.

Recommend self-help books or internet programmes to patients who refuse referrals to mental health
providers.

Patients may benefit from internet-based education materials, such as those available from the NHS,
MIND, and Living Life to the Full.  [NHS: self-help therapies] (https://www.nhs.uk/mental-health/talking-
therapies-medicine-treatments/talking-therapies-and-counselling/self-help-therapies)   [MIND: self-care
tips for phobias] (https://www.mind.org.uk/information-support/types-of-mental-health-problems/phobias/
self-care)   [LLttF: courses to tackle low mood and stress] (https://llttf.com/resources)
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Complications Timeframe Likelihood
resistance to exposure therapy variable medium

It is important to listen carefully to patients’ concerns and take them seriously. Address each concern
individually and provide corrective information when appropriate. Motivational techniques are often helpful
when patients are ambivalent.

Consult local-area mental health professionals for additional advice or referral options.

Recommend self-help books or internet programmes to patients who refuse referrals to mental health
providers.

Patients may benefit from internet-based education materials, such as those available from the NHS,
MIND, and Living Life to the Full.  [NHS: self-help therapies] (https://www.nhs.uk/mental-health/talking-
therapies-medicine-treatments/talking-therapies-and-counselling/self-help-therapies)   [MIND: self-care
tips for phobias] (https://www.mind.org.uk/information-support/types-of-mental-health-problems/phobias/
self-care)   [LLttF: courses to tackle low mood and stress] (https://llttf.com/resources)

Prognosis

Longitudinal studies have shown that specific phobias have a variable course, with relative exacerbations
and improvements in symptoms over time. These studies have found that persistence of specific phobia
diagnosis was roughly 20% at 1- to 12-year follow-up (range 6% to 38%).[3] [115] [116] [117] Up to 90%
of patients reach clinically significant levels of improvement after treatment with exposure therapy.[118]
[119] Most treatment gains are maintained after 1 year of treatment; however, further research is required to
determine longer-term outcomes.[56] The probability of relapse is most likely reduced by scheduling periodic
'booster' sessions with a therapist and through continued practice of self-directed exposures.
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Diagnostic guidelines

North America

Clinical practice guideline for the assessment#and treatment of children
and adolescents with anxiety disorders (https://www.aacap.org/AACAP/
Resources_for_Primary_Care/Practice_Parameters_and_Resource_Centers/
Practice_Parameters.aspx)
Published by: American Academy of Child & Adolescent Psychiatry Last published: 2020

Treatment guidelines

United Kingdom

Generalised anxiety disorder and panic disorder in adults: management
(https://www.nice.org.uk/guidance/CG113)
Published by: National Institute for Health and Care Excellence Last published: 2020

Evidence-based pharmacological treatment of anxiety disorders, post-
traumatic stress disorder and obsessive-compulsive disorder (http://
www.bap.org.uk/docsbycategory.php?docCatID=2)
Published by: British Association for Psychopharmacology Last published: 2014

North America

Clinical practice guideline for the assessment#and treatment of children
and adolescents with anxiety disorders (https://www.aacap.org/AACAP/
Resources_for_Primary_Care/Practice_Parameters_and_Resource_Centers/
Practice_Parameters.aspx)
Published by: American Academy of Child & Adolescent Psychiatry Last published: 2020

Exposure-based interventions for the management of individuals with high
levels of needle fear across the lifespan: a clinical practice guideline and call
for further research (https://phm.utoronto.ca/helpinkids/publications1.html)
Published by: Help Eliminate Pain in Kids & Adults Last published: 2016

Canadian clinical practice guidelines for the management of anxiety,
posttraumatic stress, and obsessive compulsive disorders (https://
bmcpsychiatry.biomedcentral.com/articles)
Published by: Anxiety Disorders Association of Canada; McGill
University

Last published: 2014
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Online resources

1. NHS: self-help therapies (https://www.nhs.uk/mental-health/talking-therapies-medicine-treatments/
talking-therapies-and-counselling/self-help-therapies)  (external link)

2. MIND: self-care tips for phobias (https://www.mind.org.uk/information-support/types-of-mental-health-
problems/phobias/self-care)  (external link)

3. LLttF: courses to tackle low mood and stress (https://llttf.com/resources)  (external link)

4. APA: DSM-5-TR online assessment measures (https://www.psychiatry.org/psychiatrists/practice/dsm/
educational-resources/assessment-measures)  (external link)
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Key articles

• American Psychiatric Association. Diagnostic and statistical manual of mental disorders, 5th ed., text
revision (DSM-5-TR). Washington, DC: American Psychiatric Publishing; 2022.

• Stinson FS, Dawson DA, Chou SP, et al. The epidemiology of DSM-IV specific phobia in the
USA: results from the National Epidemiologic Survey on Alcohol and Related Conditions.
Psychol Med. 2007 Jul;37(7):1047-59. Abstract (http://www.ncbi.nlm.nih.gov/pubmed/17335637?
tool=bestpractice.bmj.com)

• Wolitzky-Taylor KB, Horowitz JD, Powers MB, et al. Psychological approaches in the treatment
of specific phobias: a meta-analysis. Clin Psychol Rev. 2008 Jul;28(6):1021-37. Abstract (http://
www.ncbi.nlm.nih.gov/pubmed/18410984?tool=bestpractice.bmj.com)

• Katzman MA, Bleau P, Blier P, et al; Anxiety Disorders Association of Canada; McGill University.
Canadian clinical practice guidelines for the management of anxiety, posttraumatic stress
and obsessive-compulsive disorders. BMC Psychiatry. 2014;14 Suppl 1:S1.  Full text (https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC4120194)   Abstract (http://www.ncbi.nlm.nih.gov/
pubmed/25081580?tool=bestpractice.bmj.com)

• National Institute for Health and Care Excellence. Generalised anxiety disorder and panic disorder in
adults: management. Clinical guideline [CG113]. June 2020 [internet publication].  Full text (https://
www.nice.org.uk/guidance/cg113)

• McMurtry CM, Taddio A, Noel M, et al. Exposure-based interventions for the management of
individuals with high levels of needle fear across the lifespan: a clinical practice guideline and call for
further research. Cogn Behav Ther. 2016 Apr;45(3):217-35.  Full text (https://www.ncbi.nlm.nih.gov/
pmc/articles/PMC4867871)   Abstract (http://www.ncbi.nlm.nih.gov/pubmed/27007463?
tool=bestpractice.bmj.com)

• Grös DF, Antony MM. The assessment and treatment of specific phobias: a review. Curr
Psychiatry Rep. 2006 Aug;8(4):298-303. Abstract (http://www.ncbi.nlm.nih.gov/pubmed/16879794?
tool=bestpractice.bmj.com)

• Antony MM, Barlow DH. Specific phobias. In: Barlow DH, ed. Anxiety and its disorders: the nature and
treatment of anxiety and panic. 2nd ed. New York, NY: Guilford Press; 2002:380-417.
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Disclaimer
BMJ Best Practice is intended for licensed medical professionals. BMJ Publishing Group Ltd (BMJ) does not
advocate or endorse the use of any drug or therapy contained within this publication nor does it diagnose
patients. As a medical professional you retain full responsibility for the care and treatment of your patients
and you should use your own clinical judgement and expertise when using this product.

This content is not intended to cover all possible diagnosis methods, treatments, follow up, drugs and any
contraindications or side effects. In addition, since such standards and practices in medicine change as
new data become available, you should consult a variety of sources. We strongly recommend that you
independently verify specified diagnosis, treatments and follow-up and ensure it is appropriate for your
patient within your region. In addition, with respect to prescription medication, you are advised to check the
product information sheet accompanying each drug to verify conditions of use and identify any changes in
dosage schedule or contraindications, particularly if the drug to be administered is new, infrequently used, or
has a narrow therapeutic range. You must always check that drugs referenced are licensed for the specified
use and at the specified doses in your region.

Information included in BMJ Best Practice is provided on an “as is” basis without any representations,
conditions or warranties that it is accurate and up to date. BMJ and its licensors and licensees assume no
responsibility for any aspect of treatment administered to any patients with the aid of this information. To
the fullest extent permitted by law, BMJ and its licensors and licensees shall not incur any liability, including
without limitation, liability for damages, arising from the content. All conditions, warranties and other terms
which might otherwise be implied by the law including, without limitation, the warranties of satisfactory
quality, fitness for a particular purpose, use of reasonable care and skill and non-infringement of proprietary
rights are excluded.

Where BMJ Best Practice has been translated into a language other than English, BMJ does not warrant the
accuracy and reliability of the translations or the content provided by third parties (including but not limited to
local regulations, clinical guidelines, terminology, drug names and drug dosages). BMJ is not responsible for
any errors and omissions arising from translation and adaptation or otherwise.Where BMJ Best Practice lists
drug names, it does so by recommended International Nonproprietary Names (rINNs) only. It is possible that
certain drug formularies might refer to the same drugs using different names.

Please note that recommended formulations and doses may differ between drug databases drug names and
brands, drug formularies, or locations. A local drug formulary should always be consulted for full prescribing
information.

Treatment recommendations in BMJ Best Practice are specific to patient groups. Care is advised when
selecting the integrated drug formulary as some treatment recommendations are for adults only, and external
links to a paediatric formulary do not necessarily advocate use in children (and vice-versa). Always check
that you have selected the correct drug formulary for your patient.

Where your version of BMJ Best Practice does not integrate with a local drug formulary, you should consult
a local pharmaceutical database for comprehensive drug information including contraindications, drug
interactions, and alternative dosing before prescribing.

Interpretation of numbers

Regardless of the language in which the content is displayed, numerals are displayed according to the
original English-language numerical separator standard. For example 4 digit numbers shall not include a
comma nor a decimal point; numbers of 5 or more digits shall include commas; and numbers stated to be
less than 1 shall be depicted using decimal points. See Figure 1 below for an explanatory table.

BMJ accepts no responsibility for misinterpretation of numbers which comply with this stated numerical
separator standard.

This approach is in line with the guidance of the International Bureau of Weights and Measures Service.

Figure 1 – BMJ Best Practice Numeral Style
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