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Summary Clinical guidelines aid decision-making, but their simplifying strength
becomes a limitation in complex, value-laden situations. Once meant to summarise
evidence, they now function as prescriptive standards used in quality and legal
assessments. Overly rigid directives can undermine autonomy, hide uncertainty and
restrict clinical judgement. Using complexity science and ‘wicked problem’ theory, we
introduce ‘wicked complexity’ to better match guidelines design to real clinical
challenges. Applying this to deprescribing psychoactive drugs, we show how tradi-
tional, adherence-focused guidance can prompt defensive practice. Guidelines for
wicked complexity should instead clarify risks, support moral deliberation and support
shared, iterative decision-making across healthcare.
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With the rise of evidence-based medicine, clinical guidelines
have become a cornerstone of practice, providing clinicians
with a much-needed synthesis of an extensive volume of
scientific knowledge. To be widely and more easily applicable,
many guidelines are structured around binary sequences
of ‘dos and don’ts’, reducing complex clinical realities to
straightforward recommendations. Although initially intended
as a helpful tool, guidelines have also come to serve as
benchmarks of clinical quality and can be invoked in legal
or regulatory proceedings, exposing clinicians to potential
legislative or professional consequences for not following the
guidelines.'~® Although this format works well and has greatly
improved quality of care in some situations, the strict
adherence to simplified guidelines can reduce rich, context-
dependent clinical complexity to blunt rules, limiting clini-
cians’ ability to tailor care and undermining complex* - and
at times - ‘wicked’® problems. In this paper we focus on the
deprescribing of psychoactive medication and discuss the
tension relying on guidelines when dealing with ‘complex
wickedness’. We examine how guidelines-driven approaches
to deprescribing may inadvertently reinforce this complexity,
and propose ways in which clinical guidelines could be
modified to better accommodate real-world complex clinical
intricacies. We use the term guidelines deliberately: the
argument is not a call to replace prescriptive documents with
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softer advisory guidance, but to transform what guidelines
are, how they are produced and for whom they are made
intelligible. Lessons from this analysis may also be applicable
to other complex and wicked problems in healthcare.

Complex wickedness

Difficult decisions are not new in medicine, often being
framed in terms of comorbidity, individual variation or
context-dependent factors. What is new is to explicitly dif-
ferentiate between complicated and complex problems as
described in complex system theory.®” Complicated prob-
lems, although requiring expertise and careful planning, are
relatively predictable and solvable whereas complex prob-
lems are dynamic, context-dependent and unpredictable,
with outcomes emerging from interactions among multiple
interdependent factors. Complex problems therefore neces-
sitate a more holistic outlook, thinking about the entire sys-
tem rather than isolated factors and acknowledging that small
changes in one part of the system might produce unexpected
effects elsewhere. Their nature lies in interdependencies,
feedback loops and shifting patterns across multiple levels
of influence and emergent effects.* Addressing complex
problems requires adaptive strategies that are responsive to
these aspects.* Beyond this, wicked problems, as described
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by Rittel and Webber,” add another layer: they are not only
complex but also inherently value-laden. Stakeholders often
hold conflicting perspectives on what the problem is, how to
address it and what success looks like. Furthermore, each
attempt at solving the problem can have repercussions that
cannot be undone, making interventions high-stakes.
Wicked problems raise issues of power and questions of
legitimacy and values: who gets to define the problem, and
whose judgement determines which solutions are accept-
able? These dimensions mean that addressing wicked
problems requires more than technical expertise: it demands
transparency and deliberation to preserve autonomy and
justice.®?

The complexity of deprescribing

When intervening in complex systems, even well-intentioned
recommendations can produce unintended consequences.

For example, current clinical guidelines often concep-
tualise ‘non-adherence’ in overly simplified terms, presum-
ing a linear and predictable relationship between cause and
remedy.'>"! Within this framing, non-adherence is typically
treated as a technical or behavioural deviation from the
prescribed plan rather than as a complex, context-dependent
phenomenon to be understood as often meaningful decision
made by the person in treatment. The recommended strat-
egies, such as psychoeducation, adherence monitoring or the
use of long-acting injectables, reflect the belief that, if
clinicians identify and overcome barriers and apply the gold
standard (or evidence-based) intervention, adherence and
consequently outcome will improve. This approach implies
that the problem lies primarily in the patient’s behaviour or
insight, not in the relational, contextual preferences or sys-
temic factors that shape the decision to take medication. In
this way, guidelines reduce non-adherence to a matter of
compliance and control, reinforcing the notion that it can be
solved through standardised, expert-driven action rather
than via negotiated understanding.

However, in the real world, people discontinue medi-
cation not just once but repeatedly,'>!® and for many dif-
ferent reasons. Viewed through a complexity lens, attempts
to solve inherently complex phenomena such as non-
adherence through simplified, linear guidelines may generate
unintended consequences within the wider system. By
privileging standardisation and control, such approaches
risk overlooking the dynamic interactions among patients,
clinicians and contexts that give rise to patterns of adherence
and non-adherence. Interventions based on reductionist
models can therefore destabilise other parts of the system by
eroding trust, diminishing patient agency or reinforcing
patterns of disengagement that they were intended to cor-
rect: first, because guidelines are often treated as bench-
marks in malpractice evaluations, and deviation from these
can be justifiably perceived as professionally risky. This can
foster a culture of caution and defensive practice, where
strict adherence becomes a form of self-protection. Over
time, this defensiveness may erode trust between clinician
and patient, reducing the clinician’s willingness to sup-
port patient-led decisions - such as dose reduction or
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alternative care pathways - that fall outside standard pro-
tocols. A mechanism intended to ensure safety and
accountability thus paradoxically can constrain collaborative,
recovery-oriented care.

Second, guideline-driven caution can make clinicians
hesitant to support a person’s desire to reduce medication. As
a result, some individuals may attempt to taper or discon-
tinue on their own, or to conceal their intentions from their
care team. This behaviour increases the risk of adverse
outcomes, while the clinician remains legally protected
because they have adhered to the established guidelines. In
other words, rigid guidelines adherence can unintentionally
create a more precarious situation for the patient.

Third, supervised tapering or discontinuation can pro-
vide an important opportunity for patients to learn how to
make informed decisions about their own care. Denying this
opportunity undermines the development of self-
management skills and the capacity to understand one’s
mental health, potentially reducing autonomy and long-term
recovery outcomes.

The ‘wickedness' of deprescribing

The ‘wickedness’ of deprescribing lies in the divergent goals,
values and perspectives of those involved. Normative ten-
sions arise from value-laden judgements rather than from
purely technical considerations:

First, both continuing and discontinuing medication
involve inherent risks, but of different kinds: ongoing
treatment may produce long-term adverse effects whereas
discontinuation may increase the likelihood of relapse or
destabilisation. Determining which risk is more acceptable is
not a purely clinical decision - it reflects underlying judge-
ments about well-being, quality of life and the individual’s
tolerance for uncertainty. These judgements are shaped by
values, cultural norms and assumptions about what con-
stitutes a ‘good’ outcome in mental healthcare.

Second, clinicians must navigate the tension between
respecting individual autonomy and safeguarding broader
societal or relational interests. Supporting a patient’s pref-
erence to reduce or stop medication involves weighing their
personal goals against potential consequences for others,
including family members, caregivers or the public, in con-
texts where safety may be implicated. This balancing act
highlights that decision-making in psychiatry is never solely
about the individual patient - it is embedded within a net-
work of ethical and social responsibilities.

Third, assessments of insight and decision-making
capacity are inherently interpretive and context-dependent.
Questions such as ‘insight into what?’ and judged by whom?’
reveal that competence is not a neutral clinical measure but a
socially and culturally mediated construct. Judgements
about a patient’s competence are not neutral, but reflect
normative assumptions about acceptable risk, responsibility
and conformity to prevailing social and medical expectations.
In practice, this means that evaluations of competence often
reflect the values of the system or clinician as much as the
clinical capacity, reasoning or ‘insight’ of the patient.

These tensions underscore that deprescribing is not
merely a clinical or technical task, but rather a fundamentally
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ethical and value-driven challenge, highlighting the limits of
prescriptive guidelines.

Clinical guidelines addressing complex
wickedness

We believe there are myriads of clinical situations that vary
in their degree of complexity and wickedness. We do not seek
to reinforce a rigid binary distinction between types of
problems, but rather to depict clinical challenges as existing
along a spectrum of complexity and wickedness. Within this
spectrum, some problems are relatively straightforward
whereas others, like deprescribing, lie at the extreme,
requiring navigation of uncertainty, conflicting values and
unpredictable outcomes. To remain relevant, clinical guide-
lines must engage with both complexity and wickedness
rather than reduce them to binary directives. Addressing
complexity requires a transdisciplinary epistemic foundation
that shares the power to define problems and solutions
among stakeholders, rather than leaving guidelines devel-
opment solely to professionals. Addressing wickedness calls
for explicit recognition of the philosophical assumptions and
normative factors embedded in decision-making.

To support these complex decisions, we propose a shift in
how guidelines are framed and used. Rather than defaulting
to risk containment or adherence-focused responses, clini-
cians should approach requests about discontinuation by
exploring the patient’s perspective and engaging in collabo-
rative deliberation about the risks, benefits and alter-
natives.!* First, a clinician’s primary role is to inform
patients; accordingly, guidelines should focus on providing
clear, evidence-based information about the potential risks
and benefits of continuing or discontinuing medication,
rather than issuing prescriptive recommendations. Second,
guidelines should offer tools to support ethical reasoning,
helping clinicians recognise and navigate the normative
tensions inherent in deprescribing, including balancing
individual autonomy, patient safety and broader societal
obligations. Third, shared decision-making should be reframed
as shared deliberation, emphasising an ongoing, iterative
process rather than a one-off determination, allowing deci-
sions to evolve in response to changing patient circumstances
and preferences. Finally, clinicians should have access to up-
to-date knowledge and practical guidance on tapering strat-
egies, including dose-reduction schedules and monitoring
protocols, to maximise safety and minimise the risk of relapse
or adverse effects.

In rapidly evolving areas, guidelines require more fre-
quent revision. Developing guidelines as living documents,
continuously updated as evidence evolves and clinical contexts
shift, is one structural response to this challenge, ensuring
that recommendations do not harden into outdated standards
applied to problems that they no longer adequately represent.
Furthermore, guidelines developed solely within professional
and academic communities embed a particular epistemic
standpoint as the authoritative standard against which all
clinical behaviour is evaluated, systematically marginalising
the experiential knowledge of those most directly affected.
Addressing complex wickedness therefore requires that ser-
vice users, carers, clinicians and researchers participate as
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genuine co-producers. Finally, meaningful deliberation pre-
supposes equal access to knowledge. If guidelines content
remains intelligible only to specialists, the conditions for
genuine shared decision-making are undermined from the
outset. Accessibility is therefore not a presentational consid-
eration but a matter of epistemic justice, a prerequisite for
ensuring that all stakeholders can engage as informed par-
ticipants in the decisions that govern their care.

About the authors

Helene Speyer is Associate Professor at the Copenhagen Research Center
for Mental Health - CORE, Mental Health Center Copenhagen, Denmark.
Marte Ustrup is a PhD student at the Copenhagen Research Center
for Mental Health - CORE, Mental Health Center Copenhagen, Denmark.
David Roe is Professor in the Department of Community Mental Health,
University of Haifa, Israel, and the Department of Psychiatric Rehabilitation
and Counseling Professions, Rutgers University, New Jersey, USA.
Awais Aftab is Associate Professor in the Department of Psychiatry, Case
Western Reserve University School of Medicine, Ohio, USA.

Author contributions

H.S. led the conceptualisation and developed the conceptual framework.
M.U., D.R. and A.A. provided critical revisions and refined the theoretical
argument. All authors wrote and proofread the manuscript.

Funding

This work received no specific grant from any funding agency, commercial or
not-for-profit sectors.

Declaration of interest

None.

References

1 Kaye NS, Appelbaum PS. Medical malpractice: coming changes and
their impact on psychiatry. Psychiatr Serv 2025; 76: 698-700.

2 Aaron DG, Robertson CT, King LP, Sage WM. A new legal standard for
medical malpractice. JAMA 2025; 333: 1161-5.

3 Greenhalgh T, Howick J, Maskrey N, Evidence Based Medicine
Renaissance Group. Evidence based medicine: a movement in crisis?
BMJ 2014; 348: g3725.

4 Ongir D, Paulus MP. Embracing complexity in psychiatry - from
reductionistic to systems approaches. Lancet Psychiatry 2025; 12: 220-7.

5 Rittel HWJ, Webber MM. Dilemmas in a general theory of planning.
Policy Sci 1973; 4: 155-69.

6 Snowden DJ, Boone ME. Leader's Framework for Decision Making.
Harvard Business Impact, 2007 (https://hbsp.harvard.edu/product/
RO711C-PDF-ENG).

7 Rod NH, Broadbent A, Rod MH, Russo F, Arah OA, Stronks K.
Complexity in epidemiology and public health. Addressing complex
health problems through a mix of epidemiologic methods and data.
Epidemiology 2023; 34: 505-14.

8 Speyer H, Zhang J, Lysaker J, Roe D. When shared decision-making
breaks down; solving moral dilemmas in antipsychotic deprescribing.
Harv Rev Psychiatry 2025; 33: 170-7.

9 Speyer H, Lysaker J, Roe D. Ethical dilemmas of antipsychotic
discontinuation. JAMA Psychiatry 2025; 82: 853-4.

10 McCutcheon RA, Pillinger T, Varvari |, Halstead S, Ayinde OO,
Crossley NA, et al. INTEGRATE: international guidelines for the

3


https://hbsp.harvard.edu/product/R0711C-PDF-ENG
https://hbsp.harvard.edu/product/R0711C-PDF-ENG
https://doi.org/10.1192/bjb.2026.10271

OPINION
Speyer et al Clinical guidelines addressing complex and ‘wicked’ problems

n

12

algorithmic treatment of schizophrenia. Lancet Psychiatry 2025; 12:
384-94.

American Psychiatric Association. The American Psychiatric Association
Practice Guideline for the Treatment of Patients with Schizophrenia. APA,
2021.

Hansen HG, Speyer H, Stiirup AE, Hjorthej C, Ongiir D, Nordentoft M,
et al. Use and discontinuation of antipsychotic medication in 20 years

4

https://doi.org/10.1192/bjb.2026.10271 Published online by Cambridge University Press

13

14

following a first episode of schizophrenia: results from the OPUS trial.
Psychol Med 2024; 54: 4374-84.

Wade M, Tai S, Awenat Y, Haddock G. A systematic review of service-
user reasons for adherence and nonadherence to neuroleptic medi-
cation in psychosis. Clin Psychol Rev 2017; 51: 75-95.

Speyer H, Ustrup M, @degaard M. Antipsychotic deprescribing as a
problem of care, not compliance. Schizophrenia 2026; 12: 52.

BlPsych

Bulletin


https://doi.org/10.1192/bjb.2026.10271

	Clinical guidelines addressing complex and `wicked' problems
	Complex wickedness
	The complexity of deprescribing
	The `wickedness' of deprescribing
	Clinical guidelines addressing complex wickedness
	About the authors
	Author contributions
	Funding
	Declaration of interest
	References


