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Introduction: Psychotropic medication can be effective at stabilizing emotional and behavioural disturbances associated with physiological processes in children and youth. When medication benefits, indication or adverse effects are queried, deprescribing should be considered. Current guidelines for deprescribing are mainly for adults/elderly and largely theoretical, not practical, especially for polypharmacy.



Methods: At a tertiary center for children and youth with complex emotional and behavioural needs, physicians on staff have expertise in conducting assessments of medication efficacy, side effect burden, and safety concerns. Deprescribing is routinely undertaken in the context of inpatient and outpatient services in partnership with children/youth and their families. A qualitative initiative leveraged the specialized deprescribing expertise of eight physicians (six psychiatrists and two pediatricians).



Results: Emerging themes were medication review, timing, a stepwise approach, and setting conditions (inpatient and outpatient), with recurring subcategories of patient/family engagement as well as the underlying importance of continuity of care with psychosocial/behavioural supports.



Discussion: The findings from this expert focus group serve as a step towards supporting prescribing clinicians in mindful deprescribing when medications are no longer in the best interest of young patients.
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Introduction


Long-term psychotropic use and polypharmacy with children/youth

Psychotropic medications can be effective at stabilizing emotional and behavioural disturbances associated with physiological processes in children and youth. While use of medication for stabilization is appropriate practice in psychiatric treatment according to the American Academy of Child and Adolescent Psychiatry (AACAP; 1), children and youth with complex developmental, mental health and behavioural challenges are often prescribed psychotropic medications without a predetermined duration or plan for discontinuation resulting in potentially inappropriate long-term use (2). Consequently, psychopharmacology is used with children and youth with limited understanding of long-term effects. Possible adverse health consequences of young patients taking psychotropic medications over time can include excessive weight gain, reduced bone mineral density, growth impediments, thyroid issues, movement disorders, seizures, and metabolic syndrome increasing the risk for serious health conditions into adulthood (3–5).

Furthermore, prescription of numerous medications (i.e., polypharmacy) for children/youth with complex emotional and behavioural needs is common and can increase health risks. O'Brien and colleagues (6) recently shared the results of a 10-year analysis of psychotropic medication use for children/youth with severe behaviour challenges sampled across years who were receiving intensive behavioural therapy services. An average of 84% of the children/youth were taking at least one psychotropic medication, and polypharmacy rates remained high throughout the decade with a range of 58%–82% of the children/youth receiving services taking more than one psychotropic medication (6). Since each medication carries risk of side effects, polypharmacy can increase the likelihood of experiencing adverse reactions and drug interactions in the short-term, with health risks compounded with long-term use (3, 4, 7). A study by McLaren et al. (8) found that most caregivers understood why their child/youth was prescribed multiple psychotropics and more than half were aware of potential side effects, but only about a third were aware of potential long-term harm. Considering serious potential long-term adverse effects, Hoekstra & Dietrich (4) suggest prescribing alongside evidence-based behavioural interventions and limiting the use and duration of psychotropic medications with child and youth patients.



Over-reliance on pharmacology, underuse of psychosocial interventions

Concern about excessive prescribing for children and youth has been growing. A review by Zito et al. (9) of United States (US) polypharmacy studies from the past 20 years shows an over-reliance on prescription of multiple psychotropic medications without psychosocial supports. Overprescribing is particularly high with vulnerable youth, such as in child welfare populations (10–13). In 2011, the US Government Accountability Office produced a report which prompted federal regulations calling for greater oversight and monitoring of prescribing practices for children/youth, specifically in foster care (14). To support this mandate, the Center for Health Care Strategies (CHCS; 15) shared a report in 2018 of improvement initiatives underway in several states to serve as examples for other states' monitoring and oversight efforts to recognize inappropriate polypharmacy, ensure informed consent of children/youth regarding prescribed psychotropic medications, improve monitoring of child/youth wellbeing and side effects, and promote consultations between social workers and child psychiatrists. The CHCS report indicated access to evidence-based psychosocial and behavioural interventions as a service system gap and suggested that increasing access to non-pharmacological supports should be a key objective for the future (15). Recognizing growing concerns about overprescribing, a recent review by Cosgrove and colleagues (16) urged psychiatrists to understand the strong influence that the pharmaceutical industry has had in this field leading to over-reliance on psychotropic medications.



An illustration of overprescribing

Unfortunately, the medication route is easiest to access which puts prescribers in a difficult position. The current service system has excessive barriers to accessing non-pharmacological supports, which makes it difficult to achieve a reduction in prescribing practices (9, 16). Barnett and colleagues (2), through interviews with child and adolescent clinicians, found that with an overloaded mental health system, pressure from caregivers and schools, and barriers to continuity of care and psychosocial supports, it is unfortunately easy for children and youth to accumulate a complex medication regimen in a relatively brief amount of time. A fictional case example illustrates how overprescribing can occur:


V has been struggling with learning differences and internalizing symptoms for over 10 years. In kindergarten, she was considered bright and creative with immense potential. But in grade 1, she was labeled by her teacher as a “behaviour problem”. Sitting and focussing for the school day was impossible, handwriting was challenging, and learning math was difficult. In grade 2, V was diagnosed with ADHD by a private practice psychologist. An individualized education plan was developed by the school, and she was prescribed a stimulant by her family doctor. The drug suppressed her appetite and led to severe weight loss and extreme irritability over the following 6 months. Next, she was prescribed Risperidone, an atypical antipsychotic, to increase appetite and decrease irritability. Now adherent to 2 psychotropic medications and with academic accommodations in place, V was functioning better academically, but still experienced social challenges that tend to be comorbid with ADHD which were not addressed. She developed trouble sleeping, a potential side effect of both atypical antipsychotics and stimulants, for which she was prescribed Clonidine, a centrally acting alpha-agonist hypotensive agent. Her family moved to a new province when she was 14 years old, and V began experiencing bullying at school. She refused to attend classes, and developed symptoms of depression and anxiety for which she was prescribed Fluoxetine, a selective serotonin reuptake inhibitor (SSRI), by a new family physician. V began cutting and expressed suicidal thoughts and was admitted to an inpatient psychiatric facility.




With 4 psychotropic prescriptions at 15 years of age the psychiatrist-led multidisciplinary team began the task of reviewing appropriateness of the polypharmacy. The review clearly showed that medication discontinuation was indicated for several reasons: (1) medication(s) had been prescribed to treat potential side effects of other medications (e.g., Risperidone for stimulant-related appetite suppression and irritability, Clonidine for Risperidone-related and/or stimulant-related sleep disturbance); (2) an academic accommodation was put in place but no behavioural, family, or psychotherapeutic supports were implemented; (3) polypharmacy occurred without evidence-based indication; (4) severe decline in mental health condition occurred, potentially an SSRI-related adverse effect; (5) the patient had experienced disrupted continuity of care, lacking follow-up from prescriber(s). Now the team must decide which medication(s) to stop and create a plan to safely do so.



This fictional example illustrates how a snowball effect of polypharmacy can transpire for children and youth with neurodiversity and academic challenges when there are barriers to continuity of care, pharmacological management of side effects, and minimal non-pharmacological interventions and supports applied. The cumulative effect of overprescribing can go unchecked until the patient reaches a crisis point.



Deprescribing within pediatric psychotropic regimens

When medication benefits, indication or adverse effects are queried, deprescribing should be considered. Bellonci (17), speaking on behalf of The American Academy of Pediatrics, defines deprescribing as “the systematic process of identifying and discontinuing medications in instances in which existing or potential harms outweigh existing or potential benefits.” The National Institute for Health and Care Excellence (18) provided guidance to consider deprescribing when there is not a benefit to the patient, dependence on the medication is becoming an issue, the condition is no longer a concern, the risk/benefit ratio is not in the patient's best interest, or there is a desire by the patient to discontinue the medicine. It is important to note that this recommendation is for adults and there is less guidance for children and youth with complex needs where communication challenges are common, especially when severe developmental disabilities are present.

Barnett and colleagues (2) gathered perspectives from primary care physicians, child and adolescent psychiatrists and psychiatric nurse practitioners on prescribing practices and experience deprescribing with children and youth. The results reflected a growing awareness of the detriments of polypharmacy, with individuals using personal standards for their own prescribing practices. Of concern was that less than half of the professionals had heard the term deprescribing. The researchers cast a wide net to obtain their sample of participating clinicians from across settings and regions within the US (2), therefore, it was not surprising that levels of experience and comfort with deprescribing differed within the sample. The study highlighted the need to prevent polypharmacy and to promote deprescribing as a best practice in pediatric care (2). While literature calling for reducing polypharmacy with children and youth is gaining momentum in recent years, deprescribing guidelines are still lacking (2, 3, 8–11, 13, 16, 19–21). Deprescribing frameworks have been designed and validated for geriatric populations such as in nursing home settings (22–24), but with limited generalizability to children and youth. Essential differences in deprescribing between elderly nursing home residents and children/youth with complex needs include consideration of long-term adverse effects of medication and life expectancy of patients, family partnership, and developmental changes that interact with efficacy of medication (5). Existing resources for deprescribing with child/youth patients are largely theoretical and untested, especially for polypharmacy (2, 9).

Off-label prescription with children and youth is common practice which complicates the task of establishing tools and guidelines for deprescription. For example, a review by Shahidullah et al. (25) cites prevalence of off-label psychotropic prescribing with children as high as 40%. In short, because most psychotropics are not intended for children under age 18, guidelines are lacking for this population. Therefore, deprescribing clinicians must seek guidance from a variety of disjointed sources when presented with a young patient carrying a burden from overprescribing, including reinterpreting prescribing guidelines to determine titration schedules to safely discontinue medications, especially those that have high risk of withdrawal effects.



Purpose

To build awareness of pediatric deprescribing actions, the current initiative provides a qualitative analysis of an expert focus group for safely deprescribing psychotropic medication for children and youth using an approach based on constructivist grounded theory (26–28). At a tertiary care center for children and youth with severe emotional and behavioural challenges, physicians have extensive expertise in assessing internalizing and externalizing disorders and conducting reviews of medication efficacy, side effect burden, behavioural safety, and health concerns. This project was designed to leverage these physicians' unique expertise to demystify the deprescribing process and share knowledge grounded in practice.




Method


Participants and setting

A focus group of physicians took place at a large tertiary center that provides trauma-informed, highly specialized assessment, treatment, and targeted intervention services for children and youth from birth to age 18 with complex combinations of special needs, including developmental disabilities, autism, and severe behavioural, emotional and mental health challenges located in Ontario, Canada. The center was the first in Canada to adopt the Sanctuary Model® of organizational change, a trauma-informed care model which provides training and tools for staff and management to recognize the effects of adverse events in the past to build a healthier workplace that delivers better services (29). Trauma-informed principles underly every aspect of the culture and service delivery at the center.

Directly funded by the Ontario provincial government, the center serves an average of 314 inpatient and 1,816 outpatient children and youth per year, with an average of 2,058 unique individuals served per year (i.e., some patients receive both service types within a year). At this tertiary center, clinicians deliver care to referred children and youth with complex needs who require additional support above and beyond what is available in the community. Often patients are admitted to inpatient and outpatient services carrying multiple diagnoses with complicated psychotropic medication regimens that have accumulated from multiple prescribers. Diagnostic clarification and medication review are often priorities before other treatment recommendations are formulated. Adjusting medication regimens, which often includes deprescribing, is routinely undertaken for inpatient and outpatient children and youth in partnership with their families. All patients at the center receive services from comprehensive multidisciplinary teams which include physical, behavioural and psychosocial supports based on patient needs. The interprofessional patient- and family-centered clinical framework used at the center has been described by Ninan and colleagues (30). All thirteen physicians on staff were invited to participate in a focus group during a monthly medical staff meeting to provide guiding principles and thought processes they use in safely discontinuing medications with young patients.



Procedure

A pre-survey was sent electronically to the physicians one month in advance of the planned focus group, with an 85% response rate (11/13 physicians). The pre-survey questions asked: 1. Are there a standard set of steps you follow when you deprescribe? 2. Is there anything about deprescribing you would like to learn more about? The responses helped facilitators to prepare for the engagement session. See Table 1 for responses.


TABLE 1 Results of a pre-survey administered to physician participants prior to the focus group.

[image: Table 1]

Physicians were informed that participating in the focus group was voluntary. The focus group took place virtually using Microsoft Teams with 8 physicians (2 pediatricians and 6 child and adolescent psychiatrists; 3 male, 5 female; 62% of physicians on staff). Reasons for non-participation were attributed to competing priorities and unavailability at the designated time. The focus group interview was exempt from human subject ethics review in accordance with the standards outlined by the Panel on Research Ethics Tri-Council Policy Statement (TCPS 2, Article 2.2b; 31). Specifically, this qualitative initiative did not include a research intervention and involved a group whose approach to medication management is standard practice at the center and not considered private.

A preliminary literature review was conducted to identify existing knowledge gaps and ambiguities on the topic of deprescribing with child/youth populations. The preliminary review in conjunction with the pre-survey informed guiding questions for the focus group. The focus group was conducted by an experienced facilitator (LT) employing a semi-structured interview format with the following prepared questions to guide discussion: What are reasons you deprescribe medications? How do you formulate a plan for deprescribing? What are the different considerations when deprescribing within inpatient vs. outpatient settings? What do you find most challenging about deprescribing? What resources do you currently turn to?



Data analysis

The focus group was transcribed using Microsoft Teams' transcription feature, then verified for accuracy and manually cleaned by the facilitator (LT). Phrases were coded for themes through open coding followed by axial coding (32) using NVivo v.14 software by LT, then reviewed/approved by AN and MC.




Results

The key themes central to safely deprescribing psychotropic medications with children and youth with complex needs that emerged from the focus group included medication review, timing, a stepwise approach, and setting conditions, with recurring subcategories of patient/family engagement as well as the underlying importance of continuity of care with psychosocial/behavioural supports to sustain deprescription and avoid re-prescribing. Figure 1 illustrates the findings from the focus group, as a step towards a psychotropic deprescribing framework for children and youth with complex needs.


[image: Figure 1]
FIGURE 1
Expert-informed guidance to safely deprescribe psychotropic medications with child and youth patients.



Medication review

The importance of reviewing patients' current medication regimen emerged as a prominent theme, with subcategories of patient/family engagement, reducing polypharmacy, assessing indication, presence of psychosocial supports, and assessment of adverse effects and benefits of medications. The physicians identified that simplifying medication regimens is a common goal to improve functioning. The group agreed with this statement by a psychiatrist describing their role in evaluating polypharmacy in new patients:


“Many of our kids come on a multitude of medications. And so our job is to decrease that side effect burden and to make sure that the medications they're receiving actually have indications and that the benefit of those medications outweigh the risks.”



During medication review, the physicians engage patients and caregivers for their perspectives on whether the current medications are working, or if there are concerns regarding efficacy or side effects. The request sometimes comes from caregivers or the patient themselves to discontinue medication. Polypharmacy in and of itself was discussed as a reason for deprescribing. For a child/youth to require so many medications to function was said to be quite rare and is usually an indication that other psychosocial or behavioural interventions are needed that have not been implemented.

In addition, the physicians noted that some conditions are minimally impacted with psychotropic medications, such as unresolved trauma and Fetal Alcohol Spectrum Disorder (FASD). The physicians routinely evaluate patients to determine if medications that have been prescribed are appropriate for diagnosed conditions. If it becomes evident that the prescription is for the wrong indication, for example to manage a situation or an environment medicinally, deprescribing is indicated and other non-medication behavioural or psychosocial modalities are considered.



Timing

The theme of appropriate timing for deprescribing emerged mainly in relation to outpatient services, with subcategories of patient/family engagement, the life stage of the patient, and the duration needed for successful deprescribing. The consensus of the focus group was that applying a trauma-informed lens with mindful timing is key when formulating a plan for deprescribing. It is important to consider what is going on in the families' life (e.g., times of transitions, stress in the home). A pediatrician described their decision-making process regarding timing for deprescribing:


“One of the things that I take into account, and this is outpatient, is just what is going on in the families' life. So if they’re about to travel to Europe, do we put off any deprescribing or changes? I, you know this time of year, I try not to make too many changes. Christmas is coming up. Makes it very difficult to determine the outcome of a medication change, so I try to pick the middle of the fall or after Christmas. Once people are back into things, I try not to make changes in June because a lot of the kids don't do well in June, cause school is ending.”



Barring any difficult family circumstances, the group of physicians agreed that middle of fall is often optimal to implement deprescribing (i.e., October), after children/youth have settled into the school routine. The consensus was that following the late December school holidays is also a favorable time to implement changes.

The physicians shared lessons learned, sometimes the hard way, to avoid deprescribing around a trauma anniversary (e.g., a death of a loved one, major accident, episode of violence or abuse). Significant dates of adverse events, no matter how long ago, can trigger re-enactment causing emotions to be heightened with escalation of unsafe behaviours or amplify any adverse withdrawal effects during medication cessation. The physicians partner with caregivers in deprescribing planning to gain awareness of any adverse event anniversaries to avoid for inpatient and outpatient children and youth. Avoiding trauma anniversaries was discussed as particularly important for outpatient deprescribing, but awareness of significant adverse events can be helpful for inpatient deprescribing planning as well for trauma-informed patient-centered care. From a practical lens these variables must at least be considered as the deprescribing clinician and family assess the gradual response to a deprescribing plan when deciding if changes are medication-related or not. Avoiding deprescribing during such periods supports a less complicated background to draw conclusions.

Timing can also depend on the life stage of the patient. For example, deprescribing was said to be optimal in the second year of high school (e.g., grade 10) when major transitions are likely to be few rather than at entry (e.g., grade 9) or close to graduation (e.g., grade 12). The duration needed for successfully tapering off medications was discussed in relation to timing considerations with a trauma-informed lens and attention to upcoming life transitions on the horizon. For example, stimulants and alpha agonists can be safely discontinued in a shorter timeframe than SSRI medications. More discussion on duration occurred in relation to a stepwise approach below.



Stepwise approach

A main theme of a stepwise approach involved in deprescribing emerged which included subcategories of patient/family engagement (including communication limits and managing expectations), baseline behaviour assessment, monitoring planning, crisis planning, and gradual reduction of medication dosage. While the path will look different for different types of medications and different children and youth, there are some common processes involved. The focus group conveyed the importance to first take inventory of what the child/youth's baseline behaviour is, to be able to assess later any changes related to withdrawing medication. For inpatient settings, this can be within the first two weeks of services to be able to assess behaviour changes during deprescribing, as stated by a psychiatrist:


“I don't do any medication changes for the first two weeks [of inpatient service] unless there's something glaring, right? Because I want to observe a baseline on those medications to be able to know what it changes.”



Allowing patients time to settle into the new setting with new routines also allows the physicians time to make baseline observations.

Ensuring caregiver and patient understanding and consent is an important part of the process. The physicians discussed how caregivers may take the child off medications without consulting the prescriber, which can cause serious withdrawal effects. Older youth may have opinions that differ from their caregivers and so the physicians spoke of navigating this to reach a consensus with the patient and family for how to move forward. Maintaining open communication with patients and caregivers about the improvements and adverse effects they may observe, as well as helping families to manage expectations and anticipate worsening symptoms or withdrawal effects with a crisis plan in place is essential to keep the deprescription process on track.

A stepwise deprescribing approach involves gradually decreasing a medication and avoiding multiple changes at once in order to carefully monitor and respond to worsening symptoms or withdrawal effects. The physicians raised awareness of cognitive and verbal limitations that may prevent children/youth from communicating discomfort from side effects and withdrawal effects, and therefore the deprescribing process may need to be slower for those vulnerable patients. The duration of action of the medication was also identified as a potential barrier. For example, antidepressants and antipsychotic medications take longer to discontinue safely to avoid withdrawal effects, and it takes time to observe how the patient is functioning during cessation. Generally, the more time that is used to assess a response to a dose change, the more confidence exists for drawing a conclusion based on a solid pattern of data. Daily dose reductions, even for short acting stimulants, may provide insufficient time to establish a solid pattern of observational data. The entire process takes time and patience for the child/youth, family, and all involved clinicians.



Setting conditions

Because the physicians in the focus group deliver inpatient and outpatient services, the central theme of setting conditions emerged, with subcategories of, again, patient/family engagement, monitoring benefits and challenges, community supports, care fragmentation, and duration of stay limitations.


Inpatient

The physicians reported increased confidence deprescribing within the inpatient setting due to benefits of close observation and monitoring in a more consistent and controlled environment. For example, a psychiatrist described the deprescribing opportunity during inpatient admission as follows:


“Inpatient, I have the luxury of lots of observation, so I can feel more confident, they're with me. I have lots of data. Let's get this done while I have them.”



The physicians reported that they were able to rely on inpatient staff for important observations to inform their planning. Direct care staff at this inpatient center are trained to recognize and document potential adverse effects related to medications, as described a decade ago by Ninan et al. (33). Direct care staff are also trained to recognize withdrawal effects and escalating behaviours and to safely intervene to prevent the child/youth from entering a crisis state. Along with direct care staff and physicians, there is a multidisciplinary team model used at the center (e.g., psychology, social work, occupational therapy, speech and language therapy). With a multidisciplinary team, psychosocial interventions are implemented while medication changes take place. Even so, partnership with the family is extremely important for inpatient children/youth as it is common for patients to go home on the weekends or for holidays. It is essential for families to be on board to maintain the deprescription process and report back to clinicians on their observations in the home/community environment. The physicians cautioned that while the process can be going in the right direction on the unit, when the patient goes home for the weekend or an extended leave of absence over a holiday, potential environmental stressors and caregivers being unprepared to respond to escalating behaviours can derail deprescription plans. Ensuring caregivers are prepared and have strategies to manage the plan at home is important.

Limited duration of stay was said to present significant challenges. Because the general rule is to make a single medication change at a time, it can be frustrating for physicians to be limited in their capacity to reduce polypharmacy to a satisfactory level. For example, the average length of stay is generally up to 3 months at the center where the physicians practice, but some medications such as antidepressants and antipsychotics take longer than others to slowly taper off, and so the deprescription must continue in the community for certain long-acting psychotropics, such as antidepressants (e.g., fluvoxamine). This leads to the challenges of deprescribing on a time-limited inpatient basis.



Outpatient

While inpatient settings are more amenable to deprescribing, waitlists tend to be long and residential center locations may be far from home. Outpatient services are often more accessible than inpatient services. Physicians reported decreased confidence discontinuing medication on an outpatient basis in the community for several reasons: (1) there is less monitoring in uncontrolled home environments with unknown factors and situations; (2) it is more difficult to find community service providers to implement psychosocial and behavioural therapies for children and youth with complex needs, especially those with severe developmental challenges; and (3) there can be pressure from caregivers for medication to address safety concerns related to problematic behaviour. The pressure outpatient prescribers can feel which can lead to overprescribing and a reluctance to deprescribe was succinctly described by a psychiatrist:


“In the community, it's really hard to figure out what to do with these complex children when all you're going by is one visit every one to three months. And those visits are based off of probably one parent’s recollection of the last one to three months. And so it’s very easy for it to become, ‘Oh, he’s still struggling, let’s increase the dose. Let’s add one more thing. Let’s try this. Let’s try that.’ And then kids wind up on these very complicated cocktails of medications that may ultimately be causing side effects, may not be helpful, or could be making the problem worse. I always feel like my role is to try to be the child’s advocate for being on the least amount of medications possible to have the best response.”



The other physicians in the group agreed with this statement and reported often being in situations where the most helpful course of action is to deprescribe, which then requires an engagement process with families.

Although it can also be a challenge, a benefit of deprescribing on an outpatient basis is the opportunity to engage families and patients as true partners in the treatment process. The prescribers rely greatly on caregivers to be their informants. A common barrier can be that caregivers are unwilling to consider taking children/youth off medications because they are fearful of worsening symptoms. With patients at home, managing caregivers' fears and expectations is essential, along with collaborative planning. Considering the complexity of planning to deprescribe on an outpatient basis, a psychiatrist stated:


“So thinking about what is going to be and planning with the parents and the young person…what to expect? How to monitor and who to connect with? You know, what might be the next step? Condition A gets worse versus condition B, C, and D right? Because we are talking about comorbidity and we're talking about polypharmacy, that’s what [we] usually do from the outpatient perspective.”



The physicians reported working with caregivers to understand how to monitor the child/youth's condition and who to connect with if behaviour escalates or adverse effects occur (e.g., when to go to the local emergency department). Also, planning what might be the next steps if one condition improves while another worsens is important considering comorbidity of indications and polypharmacy are often involved. Working with caregivers at the start can facilitate more accurate assessment of the deprescribing plan and help prescribing clinicians to make informed decisions in the patients' care.

Care fragmentation resulting from “poly-doctoring” can present significant challenges, as described by a pediatrician during the focus group:


“We've … touched on this a little bit, the polypharmacy, but also the … concept of poly-doctoring. So there’s a big difference between inpatient and outpatient care and that being the number of doctors that may be involved and maybe prescribers on the outpatient end is much more of a consideration than the inpatient when you have that child. I find that’s a big issue with outpatient clients is to keep track of all the potential prescribers.”



In the community, a patient might be under the care of several prescribing clinicians and so bridging communication with these professionals is essential to a successful deprescribing plan. Coordination of care was said to be a major difference between inpatient and outpatient settings with the number of doctors that may be involved with each patient. The physicians suggested to speak directly with other involved prescribing clinicians to communicate the deprescribing plan orally and follow up with written communication.





Discussion

There's a growing awareness that deprescribing is an essential component of best practice in prescribing psychotropic medications, but guidance in the literature is sparse (19, 34, 35). Because of the complex patients seen at this tertiary center and the wealth of experience reducing polypharmacy, the physicians engaged in this focus group are uniquely positioned to contribute to this knowledge base. Findings from the focus group contribute to a foundation on which to begin to build safe deprescribing practices for children and youth. As illustrated by Figure 1, best-practice themes emerged that include medication review for efficacy and side effect burden of the current regimen, attention to appropriate timing, a planful stepwise approach, and consideration of the setting in which the child/youth is receiving care. Overarching is the need for effective communication with the child/youth patient and caregivers. Underlying sustained deprescribing is ensuring continuity of care and access to psychosocial and behavioural supports.

Medication review emerged as a theme early in the focus group discussion as central for best-practice care for children and youth with complex needs, and as the premier step in deprescribing. Conducting a thorough medication review involves taking inventory of the current and past medication regimen, appraising the current regimen in regard to the child/youth's history and diagnoses, investigating adherence to the regimen, assessing the child/youth's current functioning in relation to the benefits of medication(s) and experienced side effects, and evaluating the number and combinations of prescribed medications for appropriateness (i.e., assess polypharmacy and contraindications) (1, 36–38). Benefits of conducting a thorough medication review include improved symptom management, ensuring medication safety, and optimizing treatment that accounts for developmental changes (36–38). The focus group of physicians expressed that taking the opportunity to do a thorough medication review is key in patient-centered care planning to improve child/youth functioning. The results of the medication review are essential to inform deprescribing planning that includes careful timing and a stepwise approach.

A recurring theme subcategory was patient/family engagement. Overprescribing often results from the pressure that prescribers feel from families for any available help (2). Ensuring that caregivers feel supported during the deprescribing process is essential. It may be appropriate to draw generalities from the literature focused on deprescribing with adults with intellectual disabilities in this regard. In a review, Adams and colleagues (39) found positive health benefits to deprescribing psychotropic medications without increasing problem behaviours during the process when slow tapering plans were in place. But evidence of re-prescribing at follow-up timepoints was found to address resurgence of challenging behaviours. Similarly, in children/youth with developmental and communication challenges, there is the potential for problematic behaviours associated with agitation due to discomfort from withdrawal effects that can mimic a relapse of unsafe behaviours from the psychiatric condition, which makes a case for psychosocial support during deprescription (39). Planning for this possibility can avoid the assumption that the medication is needed and prevent re-prescribing (39, 40). Adams et al. (39) also reported relevant studies were lacking in describing how families and the patients themselves were engaged in deprescribing plans and processes and noted that engagement in shared decision making is essential for patient-centered care. A review by Chock et al. (41) indicates a willingness among (adult) patients and caregivers to proceed with deprescribing plans and states that their collaboration is important for patient safety.

Sourcing other mental health non-pharmacological treatments is essential to successful discontinuation of psychotropic medications (42). Zito and colleagues (9) cite a flawed endorsement of a biological model of mental health care that disregards needed psychosocial interventions as at the root of the problem of overprescribing. Levin (43) described successes in tapering off psychotropic medications with extremely aggressive children and youth by recognizing the patients' symptoms as related to early experiences of trauma, employing psychodynamic approaches to treatment, and helping patients to develop coping skills. Levin attributed successful deprescribing to working with patients at their own pace by engaging them to determine openness to therapy and readiness to discontinue medications (43). Cosgrove et al. (16) call for psychiatrists to bring contextual causes of mental health crises (e.g., developmental trauma) to the forefront of practice, adopting a “gentle medicine” approach when treating psychological distress. Practicing gentle medicine means endeavouring to help patients make changes to improve their lives and situations and prescribing less, originally described by Stegenga (44). In place of relying heavily on pharmaceuticals to treat individuals with mental health challenges, addressing systemic inequities that contribute to mental health problems (e.g., poverty, racialized communities, housing challenges, food insecurity) could prove to be more effective on a wider scale and longer term for mentally healthy individuals and communities (16). Cosgrove et al. boldly state, “Thus, if psychiatry is to take the idea of gentle medicine seriously, the field would need to acknowledge the lack of effectiveness of many psychotropics, acknowledge their harms, and embrace a tolerance for uncertainty, while improving the lives of some people, these agents are simply not the magic bullets we hoped they would be” (16, p04). A commitment to rely less on medications to improve child/youth functioning was evident in the focus group discussion with physicians.


Limitations

A limitation of findings is the small sample size of eight participating physicians from a single tertiary care center. Also, while the complexity of patients at the center may be a benefit, deprescribing considerations and practices may differ with less complex patients in community clinic settings. An additional limitation is that quantitative data on deprescription rates and titration schedules at the center to support the physicians' discussion points was not available. At the time of this writing, the pharmaceutical data infrastructure at the center did not allow for parsing types of medication orders without a manual review process.



Future directions

This initiative represents a step towards future development of guiding principles for deprescribing in children and youth with complex needs. Future research in this area should be directed towards developing a pediatric deprescribing framework and producing medication-specific and patient/family-centered guidelines to promote safe deprescribing practices with vulnerable children and youth with complex needs. A comprehensive initiative of this magnitude will require collaboration between academic researchers and child/youth treatment centers with well-funded rigorous research on actual deprescribing practices. While randomized controlled trials are considered robust, clinical decisions in practice are made in the best interest of the patient, without withholding care for the sake of research (45). With improvements in electronic health records systems comes an opportunity to leverage existing data to determine commonalities and patterns in titration schedules, evaluate outcomes of deprescribing, and gather recommendations for non-medication supports to safely simplify or discontinue medication when the risk/benefit ratio is no longer in a child or youth's best interest.

Future investigations are also needed to document the rate and practice of deprescribing with specific populations where polypharmacy is a high concern, such as in foster care and group homes (10–13, 19). Additional focus on the phenomenon of poly-doctoring would be beneficial, to explore methods to improve communication between prescribers for better outcomes for children and youth. The current setting has the benefit of physicians on staff. In the community, continuity of care can be a barrier to ensuring children/youth receive the least medication needed. The child/youth sector would benefit from more attention to bridging care gaps and improving service provider communication.

Addressing current overprescribing practices is emerging as a priority in the field, but attention should also be given to training future clinical prescribers in determining when deprescribing is indicated. A study by Poots et al. (37) found that while medical profession trainees were gaining familiarity with the concepts of medication review and polypharmacy, knowledge of deprescribing appeared to be a curriculum gap. Training new clinicians in mindful prescribing should include integrating deprescribing planning into treatment plans at the prescription stage. For example, AACAP (46) provides prescribing guidelines for obsessive compulsive disorder (OCD) that include prescribing SSRI medication in a slow stepwise fashion, reaching optimal dose with a length of time for the patient to continue at the optimal dose, and subsequent deprescribing. Including deprescribing planning at the prescription stage could potentially improve continuity of care and prevent adverse health effects by avoiding long-term psychotropic use.

As deprescribing gains wider practice, future research should investigate disparities using socio-economic and identity-based data. For example, an increased rate of prescribing certain psychotropic medications with higher risk of serious adverse effects to children and youth from lower income families has recently been documented (i.e., benzodiazepines and antipsychotics instead of SSRI's; 47). Just as current research is bringing prescribing disparities to light, future research should investigate practices of deprescribing with an equity-based lens as well.




Conclusion

While psychotropic medication has been an effective component in the treatment of severe emotional and behavioural disorders for many decades, the concept of deprescribing medications, or simplifying a child/youth's medication regimen, is gaining momentum as an important component of best practice for evidence-based care. Deprescribing is more than a buzzword, it is an essential component for consideration in treatment planning to support children and youth with complex needs to reach their full potential.



Data availability statement

The datasets presented in this article are not readily available. A transcript of the engagement session may be available upon request if approved to share by the Director of the center. Requests to access the datasets should be directed to Laura Theall, laura.theall-honey@ontario.ca.



Ethics statement

Ethical approval was not required for the studies involving humans because the group discussion was exempt from human subject ethics review in accordance with the standards outlined by the Tri-Council Policy Statement (TCPS 2 Article 2.2b). Specifically, this qualitative initiative did not include a research intervention and involved a group whose approach to medication management is standard practice at the center and not considered private. The studies were conducted in accordance with the local legislation and institutional requirements. Written informed consent for participation was not required from the participants or the participants' legal guardians/next of kin in accordance with the national legislation and institutional requirements because participation in the focus group was voluntary.



Author contributions

LT: Writing – original draft, Writing – review & editing. AN: Conceptualization, Writing – review & editing. MC: Writing – review & editing.



Funding

The author(s) declare that no financial support was received for the research, authorship, and/or publication of this article.



Acknowledgments

We wish to thank the physicians who contributed their expertise during the focus group: Dr. Tim Beal, Dr. Nevena Dourova, Dr. Julia Mastrangelo, Dr. Clare Mitchell, Dr. Linda Plowright, Dr. Michelle Ponti, and Dr. Naveed Syed Rizvi. This physician group provides services with dedication to help children and youth with complex needs to reach their full potential with the least medication necessary.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

1. Walkup J. Practice parameter on the use of psychotropic medication in children and adolescents. J Am Acad Child Adolesc Psychiatry. (2009) 48(9):961–73. doi: 10.1097/CHI.0b013e3181ae0a08

2. Barnett ER, Trepman AZ, Fuson HA, Acquilano SC, McLaren JL, Woloshin S, et al. Deprescribing psychotropic medications in children: results of a national qualitative study. BMJ Qual Saf. (2020) 29(8):655–63. doi: 10.1136/bmjqs-2019-010033

3. Stutzman DL. Long-term use of antidepressants, mood stabilizers, and antipsychotics in pediatric patients with a focus on appropriate deprescribing. Mental Health Clin. (2021) 11(6):320–33. doi: 10.9740/mhc.2021.11.320

4. Hoekstra PJ, Dietrich A. First do no harm: use off-label antipsychotic medication in children and adolescents with great caution. Eur Child Adolesc Psychiatry. (2022) 31(1):1–3. doi: 10.1007/s00787-022-01950-7

5. Coughlin M, Goldie CL, Tregunno D, Tranmer J, Kanellos-Sutton M, Khalid-Khan S. Enhancing metabolic monitoring for children and adolescents using second-generation antipsychotics. Int J Ment Health Nurs. (2018) 27(3):1188–98. doi: 10.1111/inm.12417

6. O'Brien MJ, Pauls AM, Cates AM, Larson PD, Zorn AN. Psychotropic medication use and polypharmacy among children and adolescents initiating intensive behavioral therapy for severe challenging behavior. J Pediatr. (2024) 271:114056. doi: 10.1016/j.jpeds.2024.114056

7. Barnett ER, Zayas MC. High-risk psychotropic medications for US children with trauma sequelae. Epidemiol Psychiatr Sci. (2019) 28(4):360–4. doi: 10.1017/S2045796018000616

8. McLaren JL, Lichtenstein JD. The pursuit of the magic pill: the overuse of psychotropic medications in children with intellectual and developmental disabilities in the USA. Epidemiol Psychiatr Sci. (2019) 28(4):365–8. doi: 10.1017/S2045796018000604

9. Zito JM, Zhu Y, Safer DJ. Psychotropic polypharmacy in the US pediatric population: a methodologic critique and commentary. Front Psychiatry. (2021) 12:644741. doi: 10.3389/fpsyt.2021.644741

10. Bertram JE, McKanry J. Minding the complexities of psychotropic medication management for children and youth in the foster care system: paper 1: the facilitators and barriers to learning about trauma-informed medication management. Arch Psychiatr Nurs. (2022) 41:35–42. doi: 10.1016/j.apnu.2022.07.001

11. Bertram JE, McKanry J. Minding the complexities of psychotropic medication management for children and youth in the foster care system: paper 2: levels of trauma responsiveness among child welfare staff. Arch Psychiatr Nurs. (2022) 41:68–73. doi: 10.1016/j.apnu.2022.07.026

12. Davis DW, Lohr WD, Feygin Y, Creel L, Jawad K, Jones VF, et al. High-level psychotropic polypharmacy: a retrospective comparison of children in foster care to their peers on Medicaid. BMC Psychiatry. (2021) 21(1):303. doi: 10.1186/s12888-021-03309-9

13. O’Brien C, Rapp JT, Kierce ED. Do prescribers deprescribe psychotropic medication for children in foster care? Dev Child Welfare. (2020) 2(1):3–20. doi: 10.1177/2516103219899668

14. US Government Accountability Office. Foster Children: HHS Guidance Could Help States Improve Oversight of Psychotropic Prescriptions. December 2011 (cited 2024 September 9). Available online at: http://gao.gov/products/GAO-12-201.

15. Center for Health Care Strategies. Improving the Use of Psychotropic Medication for Children in Foster Care: State Profiles. (2018) (cited 2024 September 9). Available online at: https://www.chcs.org/resource/improving-use-psychotropic-medication-children-foster-care-state-profiles/.

16. Cosgrove L, D'Ambrozio G, Herrawi F, Freeman M, Shaughnessy A. Why psychiatry needs an honest dose of gentle medicine. Front Psychiatry. (2023) 14:1167910. doi: 10.3389/fpsyt.2023.1167910

17. Bellonci C. American Academy of Pediatrics, Pediatric Mental Health Minute Series. Topic: Deprescribing in Children. (cited 2024 September 9). Available online at: https://www.aap.org/en/patient-care/mental-health-minute/deprescribing-in-children.

18. National Institute for Health and Care Excellence (Great Britain). Medicines Associated with Dependence or Withdrawal Symptoms: Safe Prescribing and Withdrawal Management for Adults. London: National Institute for Health and Care Excellence (NICE) (2022).

19. Bogler O, Roth D, Feinstein J, Strzelecki M, Seto W, Cohen E. Choosing medications wisely: is it time to address paediatric polypharmacy? Paediatr Child Health. (2019) 24(5):303–5. doi: 10.1093/pch/pxy188

20. Edelsohn GA, Eren K, Parthasarathy M, Ryan ND, Herschell A. Inter-class concomitant pharmacotherapy in medicaid-insured youth receiving psychiatric residential treatment. Front Psychiatry. (2021) 12:658283. doi: 10.3389/fpsyt.2021.658283

21. Lohr WD, Wanta JW, Baker M, Grudnikoff E, Morgan W, Chhabra D, et al. Intentional discontinuation of psychostimulants used to treat ADHD in youth: a review and analysis. Front Psychiatry. (2021) 12:642798. doi: 10.3389/fpsyt.2021.642798

22. Linsky A, Gellad WF, Linder JA, Friedberg MW. Advancing the science of deprescribing: a novel comprehensive conceptual framework. J Am Geriatr Soc. (2019) 67(10):2018–22. doi: 10.1111/jgs.16136

23. Anlay DZ, Paque K, Van Leeuwen E, Cohen J, Dilles T. Tools and guidelines to assess the appropriateness of medication and aid deprescribing: an umbrella review. Br J Clin Pharmacol. (2024) 90(1):12–106. doi: 10.1111/bcp.15906

24. Thorpe C, Niznik J, Li A. Deprescribing research in nursing home residents using routinely collected healthcare data: a conceptual framework. BMC Geriatr. (2023) 23(1):469. doi: 10.1186/s12877-023-04194-5

25. Shahidullah JD, Roberts H, Parkhurst J, Ballard R, Mautone JA, Carlson JS. State of the evidence for use of psychotropic medications in school-age youth. Children. (2023) 10(9):1454. doi: 10.3390/children10091454

26. Charmaz K. Constructing Grounded Theory: A Practical Guide Through Qualitative Analysis. London: Sage (2006).

27. Charmaz K. Reconstructing grounded theory. In: Alasuutari P, Bickman L, Brannen J, editors. The SAGE Handbook of Social Research Methods. London: Sage (2008). p. 461–78.

28. Jørgensen U. Grounded theory: methodology and theory construction. Int Encycl Soc Behav Sci. (2001) 1:6396–9.

29. Esaki N, Benamati J, Yanosy S, Middleton JS, Hopson LM, Hummer VL, et al. The sanctuary model: theoretical framework. Fam Soc. (2013) 94(2):87–95. doi: 10.1606/1044-3894.4287

30. Ninan A, Kriter G, Steele M, Baker L, Boniferro J, Crotogino J, et al. Developing a clinical framework for children/youth residential treatment. Resid Treat Child Youth. (2014) 31(4):284–300. doi: 10.1080/0886571X.2014.958346

31. Panel on Research Ethics. Canadian Institutes of Health Research, Natural Sciences and Engineering Research Council of Canada, and Social Sciences and Humanities Research Council of Canada, Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans. December, 2022. (cited 2024 October 3). Available online at: https://ethics.gc.ca/eng/policy-politique_tcps2-eptc2_2022.html.

32. Strauss A, Corbin J. Basics of Qualitative Research Techniques, 2nd ed. Thousand Oaks, CA: Sage (1998).

33. Ninan A, Stewart SL, Theall L, King G, Evans R, Baiden P, et al. Psychotropic medication monitoring checklists: use and utility for children in residential care. J Can Acad Child Adolesc Psychiatry. (2014) 23(1):38.24516476

34. Bibekova ZB, Zarovnyy KV, Tsyganova VO. Deprescribing in psychiatry: challenges and opportunities. Med Herald South Russ. (2020) 11(3):6–14. doi: 10.21886/2219-8075-2020-11-3-6-14

35. Bellonci C, Baker M, Huefner JC, Hilt RJ. Deprescribing and its application to child psychiatry. Child Adolesc Psychopharmacol News. (2016) 21(6):1–9. doi: 10.1521/capn.2016.21.6.1

36. Feinstein JA, Orth LE. Making polypharmacy safer for children with medical complexity. J Pediatr. (2023) 254:4–10. doi: 10.1016/j.jpeds.2022.10.012

37. Poots AJ, Jubraj B, Ward E, Wycoco A, Barnett N. Education around medication review and deprescribing: a survey of medical and pharmacy students’ Perspectives. Ther Adv Drug Saf. (2020) 11:2042098620909610. doi: 10.1177/2042098620909610

38. World Health Organization. Medication Without Harm: WHO Global Patient Safety Challenge. Geneva: World Health Organization (2017). (cited 2024 October 3). Available online at: http://apps.who.int/iris/bitstream/handle/10665/255263/WHO-HISSDS-2017.6-eng.pdf;jsessionid=EB1D613B7E9D27F61B47228725DE6A84?sequence=1.

39. Adams D, Hastings RP, Maidment I, Shah C, Langdon PE. Deprescribing psychotropic medicines for behaviours that challenge in people with intellectual disabilities: a systematic review. BMC Psychiatry. (2023) 23(1):202. doi: 10.1186/s12888-022-04479-w

40. Gupta S, Cahill JD, Miller R. Deprescribing antipsychotics: a guide for clinicians. BJPsych Adv. (2018) 24(5):295–302. doi: 10.1192/bja.2018.2

41. Chock YL, Wee YL, Gan SL, Teoh KW, Ng KY, Lee SW. How willing are patients or their caregivers to deprescribe: a systematic review and meta-analysis. J Gen Intern Med. (2021) 36(12):3830–40. doi: 10.1007/s11606-021-06965-5

42. Bellonci C, Huefner JC. Best practices for prescribing and deprescribing psychotropic medications for children and youth. In: Farmer W, Conroy MA, Farmer EMZ, Sutherland KS, editors. Handbook of Research on Emotional and Behavioral Disorders: Interdisciplinary Developmental Perspectives on Children and Youth. New York, NY: Routledge/Taylor & Francis Group (2020). p. 341–55. doi: 10.4324/9780429453106-23

43. Levin EC. The challenges of treating developmental trauma disorder in a residential agency for youth. J Am Acad Psychoanal Dyn Psychiatry. (2009) 37(3):519–38. doi: 10.1521/jaap.2009.37.3.519

44. Stegenga J. Medical Nihilism. Oxford: Oxford University Press (2018).

45. Geddes JR. Large simple trials in psychiatry: providing reliable answers to important clinical questions. Epidemiol Psychiatr Sci. (2005) 14(3):122–6. doi: 10.1017/S1121189X00006357

46. Geller DA, March J. Practice parameter for the assessment and treatment of children and adolescents with obsessive-compulsive disorder. J Am Acad Child Adolesc Psychiatry. (2012) 51(1):98–113. doi: 10.1016/j.jaac.2011.09.019

47. Currie J, Kurdyak P, Zhang J. Socioeconomic status and access to mental health care: the case of psychiatric medications for children in Ontario Canada. J Health Econ. (2024) 93:102841. doi: 10.1016/j.jhealeco.2023.102841



OPS/images/frcha-03-1481446-t001.jpg
Questions
Are there a standard set of steps you follow when you
deprescribe?

Responses
36% No, the process is unique for each patient and/or medication
27% Somenwhat, but depends mostly on the medication type
18% Somewhat, but depends mostly on the patient’s needs
9% Yes, I have a standard process I use for all patients and medication types
9% Other: “both dependent on presentation and med type”

I there anything about deprescribing you would like to learn
more about? (free text responses)

Indications for when to consider deprescription
More guidance about how to deprescribe, what colleagues are doing, and consensus guidelines to follow to
minimize adverse effects (e.g. withdrawal effects such as akathisia)
Medipatent et ssus and proper documentation

p with idity such as primary Mood Disorders with other psychiatric

diagnoses)





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Findings from an expert focus group on psychotropic medication deprescribing practices for children and youth with complex needs

		Introduction



		Long-term psychotropic use and polypharmacy with children/youth



		Over-reliance on pharmacology, underuse of psychosocial interventions



		An illustration of overprescribing



		Deprescribing within pediatric psychotropic regimens



		Purpose











		Method



		Participants and setting



		Procedure



		Data analysis











		Results



		Medication review



		Timing



		Stepwise approach



		Setting conditions



		Inpatient



		Outpatient



















		Discussion



		Limitations



		Future directions











		Conclusion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher's note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Child and Adolescent Psychiatry

Findings from an expert focus group on
psychotropic medication deprescribing
practices for children and youth
with complex needs









OPS/images/crossmark.jpg
(®) Check for updates.





OPS/images/logo.jpg
, frontiers ‘ Frontiers in Child and Adolescent Psychiatry





OPS/images/frcha-03-1481446-g001.jpg
Communication/partnership with child/youth and caregivers

Medication Timing
Review +Consider what is
+Assess current going onin the
functioning patient/family's life
+Assess benefits of +Avoid trauma
medication anniversaries and
+*Reduce side effect transitions
burden +Take into account
+Reduce the patient's life
polypharmacy stage )
<Determine if +Consider duration
medication is not of plan
appropriate for +Proceed when
indication settled into a
routine/after
holidays

Stepwise
Approach
+Observe baseline
behaviour
«Target a single
medication (avoid
multiple changes)
«Crisis plan in place
+Gradual reduction
+Careful monitoring
for worsening
symptoms/
withdrawal effects
+Time and patience

Setting
Considerations

«Inpatient: Consider
duration of stay
with titration
schedule

+Outpatient:
Navigate poly-
doctoring to
promote
communication
among all
prescribers

+Careful monitoring

across settings

A

Continuity of care with psychosocial/behavioural supports >





