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I n 2025, the American Society of 
Clinical Psychopharmacology 
(ASCP) convened a task force of 

international experts to develop 
consensus recommendations, using an 
iterative Delphi process, about when 
and under what conditions psychiatric 
medications should be discontinued. 
The task force chose the term 
“deprescribing,” based on its extant 
use, to describe the process of 
identifying, modifying, dose-tapering, 
or discontinuing medications that are 
deemed inappropriate, ineffective, 
redundant, obsolete, detrimental, 
futile, or simply overused for a given 
patient. Examples of situations where 
the need for such purposeful dose- 
tapering and/or discontinuations 
might arise are described in Table 1 
and will be the focus of more extensive 
discussion in future publications. 
However, the task force observed a 
considerable diversity of opinions 
about the meaning of the word 
“deprescribing” itself, prompting the 
current communication focused on the 
definition and implications of the term. 

The term “deprescribing” entered the 
medical lexicon in 2003 to describe 
simplifying complex or possibly 
inappropriate pharmacology regimens in 
older adults.1 While there is presently no 

consensus-based or externally validated 
operational definition of the term, Gupta 
and Cahill2 proposed “the planned and 
supervised process of reducing or 
stopping medication for which existing 
or potential harms outweigh existing or 
potential benefits, taking into account 
the patient’s medical status, current 
level of functioning, and values and 
preferences.” Despite its meaning being 
open to interpretation, the term has 
become widely adopted throughout 
all areas of medicine, including 
cardiology (eg, the elimination of 
redundant antihypertensives3,4), 
gastroenterology (eg, halting long- 
term proton pump inhibitors for 
gastroesophageal reflux5), endocrinology 
(eg, “deintensification” of oral 
hypoglycemic polydrug medicines6), 
gynecology (eg, gauging risks 
versus benefits for continuing or 
discontinuing hormone replacement 
therapy in women after age 657), 
neurology (eg, overuse of migraine 
polypharmacy regimens8), and palliative 
care (eg, simplifying comfort care 
pharmacotherapies at end of life9). 

In psychiatry, uniquely, controversy 
surrounds the use of the term 
“deprescribing” because of implications 
about its value-laden psychosocial—and 
perhaps political—meanings rather than 

the appropriateness of the treatment 
regimen based on pharmacodynamic, 
pharmacokinetic, or other clinical 
grounds. Specifically, the “antipsychiatry” 
community has made unwarranted 
accusations about toxicity from all 
psychiatric medicines, espousing that 
these compounds should be eliminated 
(“deprescribed”) because of perceptions 
that in toto, they do more harm than 
good.10 The extent to which both patients 
and some mental health practitioners may 
associate the term “deprescribing” with 
this ill-founded effort to eliminate 
indicated psychiatric medications is 
unknown. Nevertheless, there was 
hesitation among some Delphi 
workgroup members to reify a term that 
has been misused in the media 
(“deprescribing”), instead suggesting an 
alternate term such as “discontinuing.” 
The task force ultimately opted to retain 
the word “deprescribing” for the 
following reasons: 

• The decision to prescribe or 
deprescribe any treatment implies a 
thoughtful, ongoing process that 
includes not only its initiation and 
dosing, as well as monitoring and 
assessment of beneficial and adverse 
effects, but also active decisions 
about when and why to end it. 
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• “Deprescribing” captures the 
concepts of dose optimization 
and tapering, as opposed to 
medication “cessation” as a 
categorical step without nuance 
or implied ongoing clinical 
monitoring. 

• “Deprescribing” may be construed 
beyond its straightforward meaning 
that is the act of halting a therapy 
(“discontinuing a treatment”) and 
instead be regarded as a less neutral 
action that is meant to redress a 
possible decision-making error such 
as the use of an inappropriate 
medication for a given condition, 
failure to recognize a consequential 
drug-drug interaction within a 
broader regimen, or overly prolonged 
continuation of a medication that has 
outlived its usefulness. 

• The term “discontinuation,” when 
applied to medication, fails to 
discriminate decisions to stop a 
medication that are unilateral (either 
by the patient or the prescriber) 
versus those that have been arrived at 
through shared decision-making. For 
example, prescribers who discontinue 
a medication as passive acquiescence 
to patient nonadherence or 
medication refusal; or, prescriber- 
initiated halting of a controlled 
substance over the possible objection 
of a patient who perceives a benefit 
that the prescriber disputes. 

• Prescribers of psychiatric 
medications have a crucial role to 
educate the patient comprehensively 
(and their families as appropriate) 
on risks and benefits of a treatment, 
alternatives, and risks of the 
untreated disorders in order to 
make collaborative, thoughtful 
decisions. The patient’s autonomy 
is a major respected factor in 
treatment decisions, and treatments 
should be revisited together over 
time regarding risks and benefits 
to the individual. 

In our view, deprescribing should 
not be misconstrued to imply that any 
medication being tapered or stopped 
was de facto initially inappropriate, as 
the antipsychiatry community might 

wish to imply. Rather, it reflects 
the dynamic process of clinical 
oversight as a patient’s clinical 
condition or therapeutic risk-benefit 
considerations change over time. 
A decision to reverse course in a 
treatment trajectory may reflect 
evolving knowledge about a disease 
state or particular patient’s 
circumstances—as when a patient 
receiving clozapine develops 
agranulocytosis, or when tachyphylaxis 
renders a previously effective 
medication no longer helpful. Failure 
to keep pace with changes in a patient’s 
condition over time could make once- 
appropriate medications no longer 
appropriate, which could make 
continuing to prescribe those 
medications a potential deviation 
from proper care. 

Deprescribing as “curation” thus 
implies a dynamic evaluative 
decisional process that occurs 
over time, which the term 
“discontinuation” fails to fully 
capture—for example, tapering rather 
than stopping a medicine to avoid 
rebound effects, active symptom 
monitoring and surveillance after a 
treatment has ended, restarting a 
stopped treatment if symptoms recur, 
or replacing one medication with 
another if, and when, a better option 
becomes apparent. The term 
“deprescribing” also embraces the idea 
of judging when a course of treatment 
has reached a logical endpoint (as 
when terminating antidepressant 
medications after sustained euthymia 
following a single episode of major 
depression), or overseeing the 

monitored tapering of high-dose 
benzodiazepines after tolerance 
becomes apparent. By contrast, the 
term “medication discontinuation” 
may not capture that longitudinal 
process in which nuanced patient- 
specific decisions inform dosing 
modification strategies over time or the 
appreciable impact that stopping one 
component of a therapeutic regimen 
may have on the remaining elements. 

Prescribing, represcribing, and 
deprescribing might collectively be 
construed as phases of iterative 
decision-making that consider the 
implications of treatment initiation, 
continuation, and cessation. It 
signals a fluid process that is more 
sophisticated and multifaceted than 
the sheer act of discontinuing a 
medication. We therefore encourage 
the field to destigmatize the 
term “deprescribing” from its 
misappropriated usage, explicate its 
accurate definition, and reclaim its 
purposeful meaning in ways that are 
akin to its use in all other medical 
specialties. 
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Table 1. 
Examples of Clinical Situations in Which Deprescribing May Be 
Appropriate 
• Instances involving contradictory or redundant drug mechanisms 
• Continuation of a medication despite obvious lack of efficacy 
• Recognizing when risks or adverse events outweigh potential benefits 
• Addressing extensive complex combination therapy regimens that are perpetuated without thoughtful 

recognition of redundancies 
• Reconciling undesirable drug-drug interactions 
• Countering potential medication misuse 
• Acknowledging lack of relevance of a particular medicine for intended target symptoms 
• Change in or reassessment of patient’s status or diagnosis 
• Emergence of new information about safety or efficacy of prescribed compound 
• Successful completion and resolution of a pharmacological objective, such as ameliorating transient insomnia 
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