




The Maudsley®  
Deprescribing Guidelines 



The Maudsley Guidelines
Other books in the Maudsley Prescribing Guidelines series include:

The Maudsley Prescribing Guidelines in Psychiatry, 14th Edition
David M. Taylor, Thomas R. E. Barnes, Allan H. Young

The Maudsley Practice Guidelines for Physical Health Conditions in Psychiatry
David M. Taylor, Fiona Gaughran, Toby Pillinger

The Maudsley Guidelines on Advanced Prescribing in Psychosis
Paul Morrison, David M. Taylor, Phillip McGuire

The Maudsley Prescribing Guidelines for Mental Health Conditions in Physical Illness
Siobhan Gee, David M. Taylor



The Maudsley® 
Deprescribing 
Guidelines

Antidepressants, Benzodiazepines, 
Gabapentinoids and Z-drugs

Mark Horowitz, BA, BSc(Med), 
MBBS(Hons), MSc, GDipPsych, PhD
Clinical Research Fellow in Psychiatry and Co-lead clinician in the Psychotropic Deprescribing Clinic  
North East London NHS Foundation Trust, Ilford, UK
Honorary Clinical Research Fellow, Department of Psychiatry, University College London, London, UK

David Taylor, PhD, FFRPS, FRPharmS, 
FRCPEdin, FRCPsych(Hon)
Director of Pharmacy and Pathology
South London and Maudsley NHS Foundation Trust
Professor of Psychopharmacology, King’s College London, London, UK



This edition first published 2024
© 2024 John Wiley & Sons Ltd

All rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted, in any form 
or by any means, electronic, mechanical, photocopying, recording or otherwise, except as permitted by law. Advice on how 
to obtain permission to reuse material from this title is available at http://www.wiley.com/go/permissions.

The right of Mark Horowitz and David Taylor to be identified as the authors of this work has been asserted in accordance 
with law.

Registered Offices
John Wiley & Sons, Inc., 111 River Street, Hoboken, NJ 07030, USA
John Wiley & Sons Ltd, The Atrium, Southern Gate, Chichester, West Sussex, PO19 8SQ, UK

For details of our global editorial offices, customer services, and more information about Wiley products visit us at  
www.wiley.com.

Wiley also publishes its books in a variety of electronic formats and by print-on-demand. Some content that appears in 
standard print versions of this book may not be available in other formats.

Trademarks: Wiley and the Wiley logo are trademarks or registered trademarks of John Wiley & Sons, Inc. and/or its 
affiliates in the United States and other countries and may not be used without written permission. All other trade-
marks are the property of their respective owners. John Wiley & Sons, Inc. is not associated with any product or vendor 
mentioned in this book.

Limit of Liability/Disclaimer of Warranty
The contents of this work are intended to further general scientific research, understanding, and discussion only and are 
not intended and should not be relied upon as recommending or promoting scientific method, diagnosis, or treatment by 
physicians for any particular patient. In view of ongoing research, equipment modifications, changes in governmental 
regulations, and the constant flow of information relating to the use of medicines, equipment, and devices, the reader is 
urged to review and evaluate the information provided in the package insert or instructions for each medicine, equipment, 
or device for, among other things, any changes in the instructions or indication of usage and for added warnings and 
precautions. While the publisher and authors have used their best efforts in preparing this work, they make no 
representations or warranties with respect to the accuracy or completeness of the contents of this work and specifically 
disclaim all warranties, including without limitation any implied warranties of merchantability or fitness for a particular 
purpose. No warranty may be created or extended by sales representatives, written sales materials or promotional 
statements for this work. This work is sold with the understanding that the publisher is not engaged in rendering 
professional services. The advice and strategies contained herein may not be suitable for your situation. You should consult 
with a specialist where appropriate. The fact that an organization, website, or product is referred to in this work as a 
citation and/or potential source of further information does not mean that the publisher and authors endorse the 
information or services the organization, website, or product may provide or recommendations it may make. Further, 
readers should be aware that websites listed in this work may have changed or disappeared between when this work was 
written and when it is read. Neither the publisher nor authors shall be liable for any loss of profit or any other commercial 
damages, including but not limited to special, incidental, consequential, or other damages.

Library of Congress Cataloging-in-Publication Data Applied for
ISBN: 9781119822981 (Paperback); 9781119823018 (Adobe PDF); 9781119823025 (EPub)

Cover design: Wiley

Set in 10/12pt Sabon by Straive, Pondicherry, India

http://www.wiley.com/go/permissions
http://www.wiley.com


Preface� ix
Acknowledgements� xii
Notes on using The Maudsley® Deprescribing Guidelines� xiii
Abbreviations List� xv

Chapter 1  Introduction to Deprescribing Psychiatric Medications� 1
Deprescribing as an Intervention� 1
The context for deprescribing� 2
Why deprescribe?� 7
Barriers and facilitators to deprescribing� 11
Withdrawal Effects from Psychiatric Medications� 13
Mis-diagnosis of withdrawal effects as relapse� 13
Pathophysiology of psychiatric drug withdrawal symptoms� 16
Clinical aspects of psychiatric drug withdrawal� 19
Specific issues in psychiatric drug withdrawal� 23
How to Deprescribe Psychiatric Medications Safely� 27
The neurobiology of tapering� 28
Practical options for prescribing gradually tapering doses� 36
Psychological aspects of tapering� 43
Tapering psychiatric drugs in practice� 45
Further topics� 52

Chapter 2  Safe Deprescribing of Antidepressants� 57
When and Why to Stop Antidepressants� 57
Adverse effects of antidepressants� 66
Discussing deprescribing antidepressants with patients� 72
Withdrawal Effects from Antidepressants� 76
Recent developments in the understanding of antidepressant withdrawal� 76
Pathophysiology of antidepressant withdrawal symptoms� 80
Clinical aspects of antidepressant withdrawal� 87
How common, severe and long‐lasting are withdrawal symptoms from  
antidepressants?� 92
Protracted antidepressant withdrawal syndrome� 96

Contents



vi Contents

Post‐SSRI sexual dysfunction� 98
Factors influencing development of withdrawal effects� 99
Stratfiying risk of antidepressant withdrawal� 105
Distinguishing antidepressant withdrawal symptoms from relapse� 107
Distinguishing antidepressant withdrawal symptoms from new  
onset of a physical or mental health condition� 111
Withdrawal symptoms during antidepressant maintenance treatment or  
switching medication� 113
How to Deprescribe Antidepressants Safely� 115
Tapering antidepressants gradually� 119
Hyperbolic tapering of antidepressants� 125
Practical options in prescribing gradually tapering doses of antidepressants� 131
Psychological aspects of antidepressant tapering� 140
Tapering antidepressants in practice� 143
Managing complications of antidepressant discontinuation� 153
Tapering Guidance for Specific Antidepressants� 158
Agomelatine� 159
Amitriptyline� 163
Bupropion� 168
Citalopram� 174
Clomipramine� 183
Desvenlafaxine� 188
Dosulepin� 193
Doxepin� 198
Duloxetine� 203
Escitalopram� 209
Fluoxetine� 216
Fluvoxamine� 223
Imipramine� 228
Lofepramine� 233
Mirtazapine� 238
Moclobemide� 243
Nortriptyline� 248
Paroxetine� 253
Phenelzine� 259
Sertraline� 264
Tranylcypromine� 270
Trazodone� 275
Venlafaxine� 280
Vilazodone� 288
Vortioxetine� 292

Chapter 3  Safe Deprescribing of Benzodiazepines and Z-drugs� 297
When and Why to Stop Benzodiazepines and Z-drugs� 297
Discussing deprescribing benzodiazepines and z-drugs� 304
Withdrawal Symptoms from Benzodiazepines and Z-drugs� 309



Contents vii

Physical dependence vs addiction in use of benzodiazepines and z-drugs� 311
Pathophysiology of benzodiazepine withdrawal syndrome� 313
Variety of withdrawal symptoms from benzodiazepines and z-drugs� 316
Protracted benzodiazepine withdrawal syndrome� 320
Distinguishing benzodiazepine withdrawal symptoms from return of an  
underlying condition� 323
Withdrawal symptoms during benzodiazepine maintenance treatment� 326
How to Deprescribe Benzodiazepines and Z-drugs Safely� 327
Tapering benzodiazepines and z-drugs gradually� 330
Hyperbolic tapering of benzodiazepines and z-drugs� 332
Switching to longer-acting benzodiazepines to taper� 335
Making up smaller doses of benzodiazepines and z-drugs practically� 338
Other considerations in tapering benzodiazepines and z-drugs� 342
Psychological aspects of tapering benzodiazepines and z-drugs� 345
Tapering benzodiazepines and z-drugs in practice� 348
Management of complications of benzodiazepine and z-drug  
discontinuation� 358
Tapering Guidance for Specific Benzodiazepines and Z-drugs� 362
Alprazolam� 364
Buspirone� 375
Chlordiazepoxide� 380
Clonazepam� 388
Clorazepate� 396
Diazepam� 404
Estazolam� 412
Eszopiclone� 418
Flurazepam� 423
Lorazepam� 429
Lormetazepam� 440
Nitrazepam� 446
Oxazepam� 452
Quazepam� 461
Temazepam� 467
Triazolam� 474
Zaleplon� 480
Zolpidem� 485
Zopiclone� 490

Chapter 4  Safe Deprescribing of Gabapentinoids� 495
When and Why to Stop Gabapentinoids� 495
Discussing deprescribing gabapentinoids� 504
Overview of Gabapentinoid Withdrawal Effects� 507
Physical dependence vs addiction in use of gabapentinoids� 510
How to Deprescribe Gabapentinoids Safely� 512
Principles for tapering gabapentinoids� 512
Making up smaller doses of gabapentinoids practically� 516



viii Contents

Other considerations in tapering gabapentinoids� 520
Psychological aspects of tapering gabapentinoids� 523
Tapering gabapentinoids in practice� 525
Management of complications of gabapentinoid discontinuation� 532
Tapering Guidance for Specific Gabapentinoids� 537
Gabapentin� 538
Pregabalin� 546

Index� 553



‘It is an art of no little importance to administer medicines properly; but it is an art of 
much greater and more difficult acquisition to know when to suspend or altogether 
omit them.’

Philippe Pinel 1745–1826

This is not a book that questions the validity or effectiveness of medicines used for 
mental health conditions. It is a guide to the deprescribing of psychotropic medication 
in situations where deprescribing is, on balance, agreed to be a better option than con-
tinued prescribing. The agreement here is between prescriber and patient. The core 
tenet of this text is that decisions are made jointly in the patient’s best interest.

Patients have expressed dissatisfaction – and sometimes outrage – with available 
medical assistance for stopping psychiatric medications. This has led to many tens of 
thousands of patients seeking advice from online peer-support forums. When sur-
veyed, these patients report that their doctors were often unhelpful either because 
they recommended tapering too quickly or because they were not familiar enough 
with withdrawal effects to provide helpful advice.1 Some doctors are apparently still 
suggesting that antidepressants do not cause withdrawal symptoms. The main requests 
from these patients are that health professionals are sufficiently well informed to 
provide personalised, flexible reduction plans and that access is provided to smaller 
doses to facilitate tapering (either liquid versions of medication, or specially com-
pounded smaller dose tablets or capsules).1 We hope this textbook will contribute to 
a broader understanding of these issues, a greater expertise in helping patients and a 
better outcome for all.

In writing this textbook we took on what some might consider an impossible task. 
Safely stopping psychiatric medications is not simply a matter of outlining a regimen of 
reducing doses for patients to follow. There are too many aspects of the drug, the indi-
vidual and their lives that come into play such that adjustments inevitably need to be 
made, often involving a certain amount of trial and error. Yet the most common request 
we receive from patients and clinicians is to provide tapering schedules to guide reduc-
tions. It can be daunting to begin a journey without a map to follow. So in this book we 
have tried to balance specific guidance with flexibility, offering different routes to 
reducing doses, whilst trying to accommodate the complexity required for adjusting the 
course for an individual. We have also tried to acknowledge the tenets of other guidance 
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in this field. The advice given here is, for example, largely consistent with the UK NICE 
guidelines on this topic, but we aimed to provide greater detail on how to implement 
the broad principles outlined.

Balancing competing priorities has proved difficult. On the one hand, patients often 
report that they are tapered off psychiatric drugs too quickly, and on the other, patients 
should not be exposed for an unnecessarily long time to a drug that could be stopped 
more quickly. Added to this is the awareness that there is great variation from one per-
son to another – and that we have little to guide us in predicting how an individual will 
react. We have therefore attempted to accommodate a wide variety of circumstances 
with further instructions on how to make changes from the suggested regimens.

We wrote this book partly because of our own difficulties in coming off various 
psychiatric drugs. Our main motivation has been that, by clarifying what is known 
about safe deprescribing and applying that to practice, we will spare others some of the 
difficult experiences we have endured. It is perhaps the book that we wished our 
prescribers had possessed.

It is sobering to consider that had we not experienced stopping medication first-hand 
we would have found it hard to believe the accounts of patients, which can seem almost 
fantastical in the variety and severity of symptoms (what one experienced practitioner 
in this field has called ‘the unbelievability factor’2). We hope this book will help clinicians 
develop a greater appreciation for the difficulties some patients experience when trying 
to stop psychotropic medication.

We recognise that much of the guidance included in this book requires confirmation 
and clarification from further research but we also appreciate that people are already 
reducing and stopping their medication and that we should not let the perfect be the 
enemy of the good. The main messages of the textbook could be summed up in a few 
words: go slowly, at a rate the patient can tolerate and proceed even more cautiously 
for the last few milligrams, which are often the hardest to stop.

One major barrier for prescribers we have observed is a reluctance to prescribe 
liquid versions of drugs, compounded medication or other unlicensed (but widely 
used) methods to make up the smaller doses of medication necessary for optimal 
tapering. Often this is for good reasons like cost and complexity. However, minute 
doses are likely to be required for a substantial proportion of long-term users if they 
are  to stop their medication safely. Many patients report that once a clinician has 
traversed this psychological moat the process of tapering off their medication becomes 
substantially easier.

We have also sought to empower patients in the process of coming off their drugs. 
Patient autonomy is increasingly highlighted in medicine (and psychiatry more widely), 
but in the area of deprescribing where relatively little is known and where patient expe-
rience is so central, it is even more important. We have observed that patients soon 
become the experts in understanding what rate they can tolerate in reducing their 
medications and we hope that clinicians will support patients in this process. An old 
adage from another area of medicine – ‘Pain is what the patient says it is’ – might be 
borrowed here. Withdrawal is what the patient says it is.

On this topic, we have also included in this textbook the voices of patient experts and 
advocates who have been instrumental in drawing attention to the problems many 
patients face in withdrawal, and in working out innovative approaches to minimise 
risks. Some of these patient experts have medical training, and some have published 
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research in academic journals. Their experience of being both patients and, in some 
cases, clinicians brings unique insight into the process.

When discussing withdrawal syndromes from psychiatric drugs, the concepts of 
addiction or misuse and abuse often arise. However, we have emphasised throughout 
this textbook that physical dependence is a predictable physiological response to 
chronic use of psychotropic medication. This inevitably and predictably leads to a with-
drawal syndrome on stopping or reducing the dose and does not indicate addiction, 
misuse or abuse.

This book has been written so that it may be read from cover to cover but it is also 
designed to be sampled as needed by the busy clinician. To this end, there are ‘quick 
start’ guides for tapering specific drugs that are designed to be intelligible largely inde-
pendent of the rest of the book. The chapters on individual drug classes outline the 
issues specific to each class but also to tapering in general, given some commonalities. 
This deliberate design has necessitated some degree of repetition, the reasons for which 
we hope the reader will understand.

We would like to pay special tribute to Adele Framer for sharing the wisdom gained 
from years of supporting patients to safely stop antidepressants and other psychiatric 
drugs in peer-led forums, combining lived experience with academic knowledge. Also, 
Nicole Lamberson and Christy Huff, medical professionals with lived experience, for 
contributing their long experience in helping people to safely stop benzodiazepines via 
peer-led forums. We would also like to thank Bryan Shapiro for his help putting together 
the section on gabapentinoids, and Andrea Atri Mizrahi and Ivana Clark for their tire-
less efforts in assembling and checking for accuracy substantial parts of the drug-
specific guidance. Lastly we would like to record our appreciation for the support of 
Robin Murray in our work in the field of deprescribing.

Mark Horowitz
David Taylor

London
November 2023
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The main aim of The Guidelines is to provide clinicians with practically useful advice 
on the deprescribing of psychotropic agents in commonly encountered clinical situa-
tions. The advice contained in this handbook is based on a combination of literature 
review, clinical experience and expert contribution, including from patient experts and 
advocates. We do not claim that this advice is necessarily ‘correct’ or that it deserves 
greater prominence than the guidance provided by other professional bodies or special 
interest groups. We hope, however, to have provided guidance that helps to assure the 
safe, effective and economical use of medicines in psychiatry, including when they are 
no longer required.

We hope also to have made clear precisely the sources of information used to 
inform the guidance given. Please note that some of the recommendations provided 
here involve the use of unlicensed formulations of some drugs in order to facilitate 
tapering. Note also that, while we have endeavoured to make sure all quoted doses 
are correct, clinicians should always consult statutory texts before prescribing. Users 
of The Deprescribing Guidelines should also bear in mind that the contents of this 
handbook are based on information available to us in November 2023. Much of the 
advice contained here will become out-dated as more research is conducted and 
published.

No liability is accepted for any injury, loss or damage, however caused.

Notes on inclusion of drugs

The Deprescribing Guidelines originate in the UK but are intended for use in other 
countries outside the UK. With this in mind, we have included in this edition those 
drugs in widespread use throughout the Western world in November 2023. These 
include drugs not marketed in the UK, such as desvenlafaxine, vilazodone, amongst 
several others. Many older drugs or those not widely available are either only briefly 
mentioned or not included on the basis that these drugs were not in widespread use at 
the time of writing. This book was written to have worldwide utility, although it retains 
a mild emphasis on UK practice and drugs.

Notes on using The Maudsley® 
Deprescribing Guidelines
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Introduction to Deprescribing 
Psychiatric Medications

Chapter 1

Deprescribing as an Intervention

Deprescribing is the planned and supervised process of reducing or stopping medication 
for which existing or potential harms outweigh existing or potential benefits.1 The term 
‘deprescribing’ originates from geriatric medicine where polypharmacy in frail patients 
can cause more harm than benefit.1 Deprescribing is increasingly recognised to be a key 
component of good prescribing – reducing doses when they are too high, and stopping 
medications when they are no longer needed.2 This process cannot occur in a vacuum of 
theoretical concerns but should take into account the patient’s health, current level of 
functioning and, importantly, their values and preferences.1 Deprescribing seeks to 
apply best practice in prescribing to the process of stopping a medication. It requires the 
same skill and experience as for the process of prescribing from prescribers, as well as 
support from pharmacists and other healthcare staff to obtain the best results. 
Importantly, it should place patients at the centre of the process to ensure medicines 
optimisation.3

There has historically been little attention paid to deprescribing in psychiatry. There 
is a dearth of research into a structured approach to stopping psychiatric medication, 
with the exception of some early studies examining stopping benzodiazepines1 and in 
some specific populations, like people with learning disabilities. The focus of research 
efforts has been predominantly the prescribing of psychiatric medications – for example, 
there are estimated to be about 1,000 (published and unpublished) studies on starting 
antidepressants and only 20 on stopping them.4 Concern about this imbalance is not 
specific to psychiatry with other medical specialties, such as cardiology, also engaging 
in a re-appraisal of long-term medication continuation, with support for developing 
strategies for repeated risk–benefit analyses over time.5
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The context for deprescribing

Over-prescription in psychiatry

Despite evidence of benefit for psychiatric drug treatment, there have been concerns raised 
regarding over-prescription. 1 in 6 people in western countries are prescribed an antide-
pressant in any given year, with rates rising a few per cent each year.4,6 These increasing 
prescription numbers are mostly caused by longer periods of prescribing – the median 
duration of use of antidepressants is now more than 2 years in the UK and more than 5 
years in the USA.6 Some commentators have suggested that the increasing duration of 
prescriptions in part reflect the difficulty people have in stopping these medications due 
to withdrawal effects.7 In practice, 30–50% of patients do not have evidence-based rea-
sons for the continued prescription of antidepressants,8–10 prompting calls to action to 
reduce associated risks.6,11 There have been similar concerns about the high rates of 
antipsychotic use in conditions other than serious mental illness,12 as well as a reconsid-
eration of their open-ended use in psychotic conditions for all patients.13,14 There are 
long-standing worries about levels of benzodiazepine and z-drug prescribing,15,16 and 
more recent concerns about gabapentinoid prescribing.17

High rates of medication prescribing has also gained governmental attention in 
the UK,17 with a particular focus on psychiatric drugs. A government report has 
noted that 1 in 4 adults in the UK are prescribed at least one dependence forming 
medication each year, with some patients having difficulties stopping these medica-
tions.18 One central concern is that short-term symptom control might be priori-
tised over long-term functional outcomes, especially as most studies guiding 
treatment protocols measure symptomatic outcomes over short time periods rather 
than functional outcomes (or other outcomes often valued by patients) over longer 
time periods.13,19,20

Alongside this disquiet regarding over-prescription there has been renewed scrutiny of 
the effectiveness of some psychiatric medications. There is some consensus in the UK 
and Europe that benzodiazepines and z-drugs have limited effectiveness in the long term, 
with guidance recommending against long-term treatment for anxiety and insomnia,21 
matched by guidance in the USA from some health management organisations.15 
Preliminary studies have recently found similar outcomes in the treatment of selected 
patients with first-episode psychosis with or without antipsychotics in the context of 
comprehensive psychosocial support,22,23 and non-drug treatment for serious mental ill-
ness has attracted increasing interest, including a large randomised controlled trial 
(RCT).24 There have been calls from clinicians and patients for ‘minimal medication’ 
options for the treatment of psychotic conditions, such as have been established in 
Norway and parts of the USA.25 There has continued to be debate regarding the efficacy 
of antidepressants26,27 with arguments being made for their use in selected populations.28 
Concerns have emerged regarding the efficacy and safety of gabapentinoids.17 In some 
countries there has been a shift away from a drug-centric approach in some patient 
groups – for example, in England and Wales the National Institute for Health and Care 
Excellence (NICE) now recommends that mild depression should not be treated with 
antidepressants as a first-line treatment, and suggests eight equally effective (and cost-
effective) non-pharmacological treatment options for severe depression, alongside medi-
cation options.29
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In addition to the above, there has also been significant critical attention directed 
towards the relapse prevention properties of psychiatric drugs.30,31 All psychiatric 
drug classes are recognised to cause withdrawal effects when stopped that may be 
misinterpreted as relapse of the initial condition necessitating treatment.32 These 
withdrawal symptoms are often ignored in discontinuation studies examining relapse 
prevention properties.30,33,34 As a result there have been questions raised as to whether 
the relapse prevention properties of psychiatric drugs have been over-stated by mis-
classification of withdrawal effects as relapse,30,33,34 indicating we should be cautious 
in our interpretation of these studies.

Research and guideline establishment in deprescribing

In recent years interest in psychiatric deprescribing has increased exponentially. 
Numerous studies have been conducted or are ongoing exploring reducing and stopping 
antipsychotics in first and multi-episode psychotic conditions, in Taiwan, France, 
Denmark, the Netherlands, England, Australia and Germany, including the establish-
ment of an international research consortium.14 Some of these studies are examining 
gradual reductions, or hyperbolic dose reductions specifically.14,35 Alongside this there 
are studies looking at how to help patients stop antidepressants  – in the UK,36 the 
Netherlands37 and in Australia38 – as well as several published studies looking at substi-
tutions for antidepressant treatment like preventative cognitive therapy or mindfulness-
based cognitive therapy.39–41 

There has been increasing interest in the process of stopping medication based on the 
pharmacological properties of the drugs,42–45 as well as in the practical means for 
making gradual dose reduction (for example, using compounded tablets in very small 
doses).46–48 There has also been increased focus on the non-pharmacological aspects of 
reducing and stopping medication – the positive and negative impact on people’s lives, 
as well as the barriers and the facilitators.1,49–52

In parallel, there has been increasing institutional interest in deprescribing in some 
countries. In the UK, in recent years, there has been guidance issued by the Royal 
College of Psychiatrists on how to safely stop antidepressants,53 as well as guidance 
from NICE on how to stop antidepressants, benzodiazepines, z-drugs, opioids and 
gabapentinoids.54 Similar guidance on how to stop antipsychotics has been called for.55 
In England, the National Health Service (NHS) has introduced structured medication 
reviews to reduce the use of unnecessary medication, including some psychiatric drugs,56 
and the Department of Health and Social Care has been tasked with upscaling depre-
scribing capacity in the NHS.18

Many clinicians report an interest in deprescribing and in receiving training for its 
practice. In total, 75% of UK clinicians working in first-episode psychosis services 
thought that early discontinuation of antipsychotic medication was beneficial for most 
patients.57 In patients with multiple psychotic episodes English psychiatrists reported 
that they would feel comfortable supporting about 20% of their patients to discontinue 
their antipsychotics, with a minority of psychiatrists comfortable to support greater 
proportions.58 In a survey 68% of GPs expressed a desire for more training on the with-
drawal effects of antidepressants.59 As mentioned, in Norway, government directives 
have led to the establishment of ‘drug-free’ wards, in which deprescribing is a central 
activity.25 There are several dedicated psychiatric drug deprescribing services estab-
lished around the world situated either in public or private healthcare settings or run by 
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NGOs partnered with health systems.60 Indeed, several academics and psychiatrists 
have written about their own experience stopping psychiatric medication, often with 
the theme that this process was far more difficult than the published literature or their 
training had intimated.61–63

Patient knowledge and advocacy

This rise in academic, professional and institutional interest in psychiatric drug depre-
scribing has lagged behind decades of interest in the topic by patient groups who have 
sought ways to  rationalise (and generally reduce) their medication in the relative 
absence of professional help. This movement seems driven by the subjectively unpleas-
ant effects and physical health consequences from being on such medications.64–67 It is 
noteworthy that much of the academic work now being conducted in deprescribing 
borrows from the expertise developed by patient groups.44,48,62,66 Groups of patients 
(often supported by clinicians) have created guidance and advice on the topic of depre-
scribing in various guides and websites.64,66,68 Manuals like The Ashton Manual (written 
by the clinical pharmacologist Professor Heather Ashton) are widely used in peer-led 
withdrawal communities,69 and this manual has influenced NICE guidance on with-
drawing from benzodiazepines.70 Alongside this there has been substantial patient 
advocacy for more clinical services for deprescribing, which has been part of the driving 
force in the shift of interest to this topic,64,71–73 as well as increasing media attention to 
the issue of how to safely stop psychiatric medications and the adverse consequences of 
stopping too rapidly.74–78
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Why deprescribe?

A variety of clinical scenarios may warrant deprescribing. These include:

■■ high-dose prescribing,
■■ polypharmacy (drug-drug interactions, effects on adherence, and medical risk in 
vulnerable populations).

■■ inappropriate prescribing (wrong drug, dose or duration),
■■ patient preference,
■■ harms outweighing benefits,
■■ condition improved, resolution of stressors or alternative coping strategies 
developed.

High-dose prescribing, polypharmacy, inappropriate prescribing

It is widely agreed that high-dose prescribing and polypharmacy can, in many 
instances, produce more harm than benefit.1 For many psychiatric conditions, includ-
ing major depressive disorder, there is no clear advantage to high-dose pharmaco-
therapy, although the risks of adverse effects can increase as a function of dose.2 The 
lower range of licensed doses is thought to achieve an optimal balance between effi-
cacy, tolerability and acceptability in acute treatment.2 The potential harms of high-
dose antipsychotic prescribing and psychiatric drug polypharmacy are also well 
recognised.1 Additionally, potentially inappropriate prescribing of psychiatric medi-
cation occurs commonly – including chronic polypharmacy for patients with person-
ality disorders, in which guidance generally recommends avoiding pharmacological 
treatment or employing it for short-term use.3 Deprescribing may be warranted for 
long-term benzodiazepine and z-drug use, which is generally officially frowned upon,4 
and in the substantial proportion of patients on antidepressants with no evidence-
based reason for ongoing treatment (for example, the antidepressant may have had no 
beneficial effect or it might have been effective but has been continued for too long).5

Patient preference

In an era in which medical treatment in general is moving towards patient-centred 
treatment and away from paternalism, patient preference should be a central consid-
eration, unless a patient is legally required to comply with treatment via a commu-
nity treatment order.6,7 Many patients report that their clinicians decline to help them 
reduce or stop their medication.8 In some cases this can lead to patients following 
more risky options like stopping abruptly, the technique most likely to lead to aver-
sive outcomes. Many people feel compelled to seek advice from online peer-support 
communities instead of their clinicians because of their clinicians’ reluctance to sup-
port deprescribing, or lack of knowledge of how to do so.8,9 Clinicians and patients 
may have different priorities with clinicians concerned with risk of relapse, symptom 
control and potential legal consequence for aversive outcomes, while patients may 
prioritise fulfilling social roles or quality of life, over being symptom free (although 
there is wide variation on this matter).10 Negotiating a balance between differing 
priorities amongst patients and clinicians may be beneficial for outcomes, including 
treatment alliance and adherence to treatment recommendations in general.7
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Harms outweigh benefits

For a portion of patients the benefits of medication will be outweighed by adverse effects.

Limited benefits

In some people the medication may never have been particularly effective but has contin-
ued because of inertia, a lack of attention to deprescribing or a desire not to ‘rock the 
boat’.11,12 Even in short-term trials the number needed to treat (NNT) for many forms of 
psychiatric medication is 6–10 or more meaning many patients are not helped by a specific 
effect of the medication to an appreciable degree. For some patients the medication may 
have been initially helpful, but through the development of tolerance to the drug this ben-
efit has diminished.13,14 This is well recognised for benzodiazepines and z-drugs, is also an 
issue for gabapentinoids,15 and has also been somewhat controversially implicated in the 
long-term use of antidepressants,16,17 and antipsychotics.18,19

Many medications are continued after initial symptoms have resolved with the inten-
tion of preventing future relapse. However, as above, there are significant concerns 
about the certainty of the evidence for the prophylactic properties for psychiatric 
drugs.20–23 These discontinuation studies often stop psychiatric drugs abruptly or rap-
idly, do not take into account withdrawal effects, which are likely to be mis-classified 
as relapse in the discontinuation arms of these trials.20–23 This phenomenon would 
provide an exaggerated estimation of the relapse prevention properties of psychiatric 
drugs,20–23 and should lead us to be more cautious in interpreting the extent of the 
relapse prevention properties of some long-term psychiatric medications.

Adverse effects

The myriad adverse effects from psychiatric drugs range from weight gain and other 
metabolic consequences, particularly noted for atypical antipsychotics, to more subtle 
effects such as impaired capacity for feeling, memory or concentration caused by many 
psychiatric drug classes. Sexual side effects are very common, especially with selective 
serotonin reuptake inhibitors (SSRIs), where they occur in half or more of patients24,25 
and other adverse effects often thought to be short term have been found to persist.26 
There are also risks of long-term use such as possible cortical loss with antipsychotic 
treatment,19,27 increased risk of dementia for some medications,28,29 as well as falls and 
increased mortality, especially as people age.30,31 Extra-pyramidal side effects from first-
generation antipsychotics and tremor from lithium can be aversive.1 When substantial 
benefits to a patient are provided by psychiatric drugs, these risks may be acceptable, but 
in other cases the balance of harms and benefits may not be favourable. As patients age 
the risks may increase owing to impaired metabolism of drugs and greater frailty, 
while the benefits may decrease, due to tolerance and perhaps the improvement of their 
condition over time.7 Lastly, withdrawal effects are particularly associated with increased 
duration of medication use; one reason to stop medication earlier rather than later.32,33

Mental health condition improved or alternative coping

For some patients the original condition for which they were prescribed medication will 
have resolved or improved over time. The most obvious example is the circumstance 
in  which a stressor that precipitated depression or anxiety has resolved, with a 
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corresponding improvement in the patient’s condition. Even conditions often consid-
ered life-long such as psychotic conditions or affective disorders can improve with 
time – as reported in several cohorts of patients,19,34,35 with up to 40% of people with 
psychotic conditions being well and on no or little medication years after first diagno-
sis.19,36 The behaviours diagnosed as personality disorders generally improve over 
time;37 patients may have found more stable personal or professional circumstances 
and maturity may limit emotional instability. For some patients, especially those who 
are stable, medication may have less benefit than during more active periods of their 
condition. Or patients may have developed or be interested in pursuing alternative 
approaches to managing their mental health conditions. As one example, NICE has 
identified a dozen treatments that are as effective (and cost-effective) as antidepressants 
in the treatment of depression.38
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Barriers and facilitators to deprescribing

There are numerous factors that can facilitate or hinder deprescribing. A narrative 
review outlined these factors with regard to stopping antidepressants, many of which 
are applicable to a variety of drug classes (Table 1.1).1 Some of these factors can be 
addressed through education and support, as discussed in subsequent chapters. 
Additionally, there are many institutional factors that act as barriers to deprescribing: 
while deprescribing can produce benefits for patient health and well-being, as well as 
health services (e.g. reduced adverse effect burden) in the long term, in the short term it 
often involves greater resources (e.g. increased contact, monitoring and support), which 
can act as a deterrent.2

Importantly, previous experience of stopping medication – either planned or, more 
usually, spontaneously by the patient, often abruptly or rapidly – with negative con-
sequences can deter patients and clinicians from wishing to trial this process again.2 
The sometimes alarming presentations with severe symptoms after drug cessation 
that have generally been interpreted as relapse can strongly re-enforce the impression 
of a need for medication. However, there is some evidence now that these presenta-
tions – even when they are delayed for some time after drug cessation – may in fact 
represent withdrawal effects or the consequence of withdrawal effects, sometimes 
called withdrawal-associated relapse (e.g. genuine relapse as a consequence of with-
drawal effects such as insomnia).3,4 There is further evidence, presented in subsequent 
chapters, that in at least some of these cases a more gradual, structured and pharma-
cologically informed approach to reduction may minimise or avoid some of the more 
negative aspects of this process.2

Table 1.1  Barriers and facilitators for patients to stop psychiatric medications. Adapted from [1] (2019).

Domain Barriers Facilitators

Psychological and 
physiological factors

■■ Stressful life circumstances
■■ Aversive experience of discontinuation in 
past leading to deterioration 
(withdrawal effects or relapse)

■■ Lack of effective coping strategies
■■ Physical dependence on psychiatric 
medications (leading to withdrawal 
effects)

■■ Confidence in ability to discontinue
■■ Life circumstances stable
■■ Well-informed about approach to 
tapering

Perceived cause of 
mental health 
condition

■■ Long-term (perhaps life-long) condition 
requiring long-term treatment

■■ Primarily biochemical (or other 
biological) cause

■■ Primarily life circumstances

Fears ■■ Fear of relapse
■■ Fear of withdrawal effects

■■ Fear of ‘addiction’, physical dependence
■■ Fear of adverse effects and long-term 
health complications

Personal goals/
motivations

■■ Self-identity as ‘disabled’
■■ Stopping as threat to stability
■■ Benefit of continuing to others around 
them

■■ Cure is not possible, only management

■■ Self-identity as ‘healthy’
■■ Desire to function without psychiatric 
medication

■■ Feeling better
■■ Dislike having to take a psychiatric 
medication

(Continued )
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Domain Barriers Facilitators

Perception of 
psychiatric 
medications

■■ Positive effect
■■ Natural or benign
■■ Lack of concern over adverse/side effects

■■ Ineffectual
■■ Unacceptable adverse/side effects
■■ Unnatural
■■ Unhappy about long-term use

Information about 
the discontinuation 
process

■■ Inadequate information about the 
discontinuation process, and risks and 
benefits of this

■■ Information on how to safely 
discontinue and what to expect

Support network 
(friends, family, 
professionals)

■■ Pressure to stay on medication ■■ Support to come off medication

Table 1.1  (Continued )


