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In Defense of the
BoxedWarning

The FDA’s antidepressant warning did not kill American children.
✒ BY MARC STONE, ANDREW MOSHOLDER, AND TAREK HAMMAD

P
reviously inRegulation, Khan et al. (2026) claimed
the Food and Drug Administration’s “black box”
warning on antidepressants—the high-visibility
label required since 2005 alerting physicians
to an increased risk of suicidal thinking and

behavior in young patients—may have discouraged prescrib-
ing and thus caused a rise in youth suicide. They argue such
information should instead be placed in the Section 5 “Warn-
ings and Precautions” section of the label. The concern their
article raises is a legitimate one: While regulators have a duty
to disclose risks associated with drugs, exaggerated safety
warnings that needlessly discourage beneficial treatment can
cause as much harm as the risks they warn against, and FDA
regulatory decisions should be subject to rigorous scrutiny.

The problem is their argument presents a false narrative
that is factually inaccurate in ways that are directly verifiable
from the evidence their article, itself, presents. We write as
authors of peer-reviewed publications that bear directly on the
claims the article makes, and as scientists who reviewed and
critiqued a draft of their manuscript before its submission to
Regulation. Our critique identified specific errors and directed
the authors to published work contradicting their conclusions.
Given the importance of this issue, we were concerned to see
the article was published without correcting any identified
error and without citing any of the identified literature. We also
note that the article quotes a passage from our written review
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without our permission and instead falsely attributes it to “the
FDA,” even though none of us is currently affiliated with that
agency. Our positions reflect analysis of the evidence rather
than defense of a regulatory outcome: Each major empirical
claim cited here is independently reviewable in publicly avail-
able data or peer-reviewed publications. We believeRegulation’s
readers deserve a fuller account of what the evidence shows.

A REAL SIGNAL, RIGOROUSLY CONFIRMED

Khan et al. characterize the data considered at the 2004 and
2006 FDA advisory committee meetings as “mixed and incon-
clusive” and as having “failed to showcase statistical signifi-
cance.” This is incorrect. The 2004 pediatric analysis found a
relative risk for suicidal thinking or behavior of 1.95 with a
95 percent confidence interval of 1.28 to 2.98 and p-value <
0.002—a result that is, by any standard definition, statistically
significant (Hammad et al. 2006). In other words, the analysis
found that suicidal thinking or behavior was twice as frequent
among the children who received antidepressant drugs in the
trials compared to the children who received placebo.

Following that finding, the FDA requested that manufac-
turers submit adult trial data so the same question could be
examined across the full age spectrum. This was presented at
the 2006 meeting. The result was the most rigorous analysis
of this question ever conducted: a meta-analysis of 372 dou-
ble-blind, randomized, placebo-controlled trials involving
99,231 adults, using primary patient-level data with validated,
blinded adjudication of every event (Stone et al. 2009). The
findings were unambiguous. For adults under 25, the odds for
a suicide attempt were 2.3 times higher for patients who took
antidepressants compared to those given placebo, approach-
ing the risk seen in children and adolescents. Risk declined
continuously with age, showing a net neutral effect in adults
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aged 25–64 and a protective effect in those 65 and older. This
age-dependent gradient was statistically significant, robust
across multiple statistical methods, and consistent across drug
classes and diagnostic categories. Two of the three authors of
this article are authors of that study.

In other words, the boxed warning (the correct term, “black
box” is pejorative) reflects a confirmed, biologically plausible
signal with a clear mechanistic rationale: known age-related
differences in impulse control and neurobiological sensitivity.
Removing the boxed warning would not correct a regulatory
error; it would eliminate clinically valuable information about
a real adverse drug effect from the prescribing encounter.

THE CAUSAL CLAIM FAILS ON ITS OWN EVIDENCE

The Khan et al. article does not merely suggest an association;
it attributes specific excess deaths to the warning and calls
for its removal on that basis. Its argument rests on a specific
causal chain: The boxed warning suppressed antidepressant
prescribing; suppressed prescribing meant fewer young peo-
ple received treatment; and fewer treated patients meant more
suicides. This chain breaks down at every link.

Wrong timing / Their article’s own Figure 2 shows that suicide

rates among 10- to 14-year-olds decreased for several years after
the 2004–2005 warning and did not begin rising until 2007–
2009, three to five years later. A cause cannot consistently
precede its alleged effect by that margin without explanation
(Stone 2014). Khan et al. offer none nor do they consider
other explanations for that increase in suicides.

Misrepresented comparison group / The article presents adults
aged 55 and older as a control population whose stable sui-
cide rates confirm that the warning uniquely harmed younger
people. In fact, published CDC data show that suicide rates for
men aged 55–64 and women aged 55–64 and 65–74 were 25–44
percent higher in 2021 than in 2001 (Garnett et al. 2023)—rates
of increase comparable to those the article attributes to the
boxed warning in adolescents. The pattern the article presents
as specific to warned populations is not specific at all.

Any prescribing suppression ended long ago / The causal chain
requires that the warning had sustainably suppressed antide-
pressant prescribing to young people. It did not. Prescribing
returned to pre-warning levels by 2010–2012. Between 2016
and 2022, antidepressant prescriptions for adolescents aged
12–17 increased by 43 percent, and among those aged 18–25
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by more than 47 percent (Chua et al. 2024). Antidepressant
use among young people is now substantially higher than
before the warning was issued, yet suicide rates have contin-
ued to rise. Their article offers no account of this.

Our Figures 1 and 2 are from CDC data for suicide rates by
age and sex from 1999 through 2024. They compare rates for
ages 10–14 and 15–19 with those for ages 55–59 and 60–64
(data for all age ranges between 10 and 84 are provided in Tables
1 and 2) and illustrate the misleading way this was presented.

Between the issuance of the boxed warning in early 2005
and the end of 2007, a period during which the rate of youth
antidepressant prescribing declined by 20 percent, suicide rates
for girls aged 10–14 and 15–19 decreased by 46 percent and 30
percent, respectively (Stone 2018). For boys, the declines were
29 percent and 13 percent, respectively. In contrast, suicide
rates for women aged 55–64 increased by about 20 percent,
with about a 10 percent increase for men of the same ages.

Youth prescribing began to increase in 2008, returning
to 2004 levels in 2011. For both girls and boys, suicide rates
increased relative to their 2007 nadir but remained near or
below 2004 levels. For adults ages 55–64, suicide rates con-
tinued to increase.

Since 2011, youth prescribing rates have steadily increased.
As our figures show, suicide rates for girls began a dramatic

increase beginning 2013–2014,
more than eight years after the
boxed warning began. The rate
has plateaued, beginning in 2017,
for girls aged 15–19, but the rate
has continued to increase for girls
aged 10–14. Boys showed com-
parable rates of increase through
2017–2018, but rates then began
to sharply decrease and were about
30 percent lower in 2024 than at
their peak.

This sex-specific divergence is
itself strongly inconsistent with
the proposed mechanism of the
Khan et al. thesis: Trends in pre-
scribing rates followed similar tra-
jectories in boys and girls (Chua
et al. 2024), so a warning-driven
suppression of prescribing does
not plausibly explain why suicide
rates rose in girls while simulta-
neously declining sharply in boys
over the same period. For women
aged 55–64, suicide rates stopped
increasing around 2015–2016 and
have since shown a decline. For
men aged 55–64, rates peaked in

2018 and have stayed near that level or slightly decreased.
In general, trends in suicide rates for youth aged 15–19 have

resembled those seen in adults. Rates for those aged 10–14
have been more volatile in both increases and declines; given
that suicide is about eight times more frequent among 15- to
19-year-olds and adults than among 10- to 14-year-olds, year-
to-year fluctuations in this youngest group are statistically
unreliable as indicators of underlying trend. What is meaning-
ful is the multi-year pattern, and that pattern is shared across
age groups, making it implausible that it reflects a regulatory
action specifically targeting pediatric prescribing.

European evidence inverts prediction / If the boxed warning in
the United States caused increased youth suicide by discour-
aging antidepressant use, countries with stronger restrictions
should show worse outcomes. Cross-national comparisons
cannot isolate the effect of labeling policy, but they do test the
directional prediction implied by the Khan et al. hypothesis:
that more restrictive warnings should be associated with worse
youth suicide outcomes. European product labeling states
that antidepressants should not be used to treat depression
in children and adolescents under 18, a categorically more
restrictive position than that of the FDA. Yet Eurostat data on
intentional self-harm mortality among 15–19-year-olds show

Figure 1

Trends in Deaths from Intentional Self-Harm (Suicide)
in Selected Female Age Groups, 1999–2024
Rates relative to 2004 (2004 = 1.00)
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declining rates across EU member states from 2011 through
2022 (Eurostat 2025). Khan et al. do not mention this.

Suicide and antidepressants / The causal chain assumes that
changes in physician prescribing would meaningfully affect
population suicide rates. This requires a substantial propor-
tion of suicide decedents to have been under the active care
of physicians who could have prescribed antidepressants but
were deterred by the warning. The evidence does not support
this. Only about 30 percent of people who die by suicide had
any contact with mental health services in the year before
their death, and more than one third had no healthcare con-
tact of any kind in the preceding year (Walby et al. 2018; Por-
ter et al. 2026). Among those who do have healthcare contact,
many have conditions that are not primarily treated with anti-
depressants: schizophrenia, bipolar disorder, substance use
disorders, and personality disorders. The population whose
suicide risk could be reduced by changes in antidepressant
prescribing is a small fraction of total suicide decedents.

Prescribing decline and the boxed warning / Even when prescrib-
ing did decline, Khan et al. never show that the FDA’s labeling
decision—rather than the broader public controversy sur-
rounding it—was responsible. The BBC Panorama broadcasts,
news media coverage, and lawsuits all preceded the formal
warning and were independently capable of influencing phy-
sician behavior. Nor is it clear that the controversy was respon-

sible for a decline in prescribing. Anti-
depressant prescribing declined in 2005
across every age group through 54, not
just adolescents (Stone 2014)—precisely
what one would expect from reduced
pharmaceutical marketing rather than
from a pediatric-specific warning. Pop-
ular brand-name antidepressants went
off patent in this period, generic mar-
ket share rose sharply (Ventimiglia &
Kalali 2010), and annual promotional
expenditures by manufacturers fell by
approximately 35 percent, or $800 mil-
lion, between 2004 and 2006 (Pamer et
al. 2010). The refocusing of remaining
promotional spending toward patients
soon to be eligible for the new Medicare
Part D benefit further explains why pre-
scribing increased among adults aged
55 and older during the same period
that it declined in younger age groups,
a pattern Khan et al. attribute entirely
to the warning. These are the mundane
economics of what the pharmaceutical
industry views as a maturing drug mar-

ket, not the fingerprints of a chilling regulatory action.

Prescribing rates and suicide rates / The Khan et al. article’s
entire architecture assumes that more antidepressant pre-
scribing produces less suicide. This assumption is not sup-
ported by evidence. When antidepressant use is low, it is con-
centrated among the highest-risk patients; as use expands,
it reaches progressively lower-risk patients and the marginal
protective benefit declines (Stone 2014).

Moreover, such a relationship incorrectly presumes that
antidepressants are highly effective. Practitioners tend to over-
estimate the effectiveness of antidepressants, in part because
large placebo effects create a misleading impression of drug
response. The central empirical finding from an individual
participant data analysis of 232 trials for treatment of major
depression submitted to FDA (Stone et al. 2022) is that benefit
is concentrated in a minority of responders; approximately
85 percent of participants randomized to antidepressants
demonstrate no treatment-specific improvement beyond what
is observed under placebo conditions. Among children and
adolescents, the effect is even smaller, and only two antide-
pressants have gained FDA approval for pediatric depression.

This distributional finding sharply constrains the pop-
ulation-level implications of prescribing changes. Expand-
ing antidepressant use primarily increases exposure among
individuals unlikely to derive antidepressant-specific benefit,
while still subjecting them to drug-related risks, including

Table 1

Female Suicide Rates Relative to 2004 (2004 = 1.00)

Year 10-14
years

15-19
years

20-24
years

25-29
years

30-34
years

35-39
years

40-44
years

45-49
years

50-54
years

55-59
years

60-64
years

65-69
years

70-74
years

75-79
years

80-84
years

1999 0.54 0.79 0.94 0.97 0.95 0.97 0.85 0.75 0.78 0.89 0.81 1.15 1.07 1.12 1.34
2000 0.66 0.79 0.91 0.96 0.86 0.92 0.88 0.75 0.81 0.88 0.90 1.09 1.05 0.89 1.23
2001 0.68 0.77 0.86 0.96 0.91 0.94 0.88 0.83 0.83 0.95 0.95 1.14 0.96 1.00 1.09
2002 0.66 0.67 0.97 1.08 0.90 0.96 0.97 0.90 0.81 0.93 0.91 1.19 1.01 0.95 1.27
2003 0.57 0.76 0.95 0.96 0.98 0.91 0.93 0.89 0.89 1.01 0.90 1.10 0.93 0.94 1.14
2004 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
2005 0.70 0.85 1.11 0.99 0.99 0.97 0.94 0.93 0.92 0.99 0.99 1.14 0.98 0.81 1.36
2006 0.68 0.80 1.00 1.13 0.89 1.06 0.93 0.95 1.01 1.09 1.15 1.18 0.96 0.90 1.22
2007 0.54 0.70 1.09 1.13 1.00 1.00 1.04 0.98 1.05 1.20 1.18 1.22 0.99 0.95 1.04
2008 0.70 0.85 1.13 1.18 0.99 1.04 1.05 1.03 1.06 1.16 1.10 1.25 1.10 0.87 1.15
2009 0.93 0.92 1.16 1.18 0.98 1.05 1.02 1.01 1.17 1.27 1.14 1.34 1.11 0.89 0.98
2010 0.92 0.90 1.30 1.24 1.04 1.12 0.99 0.98 1.13 1.35 1.29 1.48 1.05 0.95 0.97
2011 0.90 1.01 1.27 1.33 1.20 1.10 1.05 1.08 1.19 1.28 1.23 1.56 1.21 0.87 1.13
2012 0.90 1.13 1.38 1.33 1.16 1.15 1.04 1.12 1.24 1.38 1.24 1.65 1.10 0.98 1.07
2013 1.49 1.11 1.45 1.35 1.21 1.10 1.05 1.12 1.21 1.48 1.35 1.65 1.18 0.84 1.25
2014 1.57 1.21 1.40 1.44 1.22 1.18 1.13 1.14 1.34 1.53 1.39 1.78 1.35 1.09 1.15
2015 1.67 1.46 1.54 1.44 1.35 1.26 1.13 1.15 1.34 1.62 1.56 1.72 1.26 1.17 1.21
2016 1.80 1.44 1.62 1.46 1.38 1.32 1.11 1.07 1.33 1.53 1.59 1.79 1.48 1.03 1.36
2017 1.77 1.54 1.75 1.60 1.43 1.25 1.16 1.18 1.24 1.47 1.50 1.83 1.48 1.13 1.02
2018 2.15 1.50 1.79 1.69 1.46 1.30 1.11 1.07 1.30 1.60 1.53 1.79 1.54 1.06 1.07
2019 2.13 1.43 1.70 1.54 1.33 1.27 1.07 1.16 1.27 1.47 1.48 1.76 1.38 1.20 1.09
2020 2.14 1.48 1.79 1.66 1.31 1.21 0.95 0.94 1.04 1.23 1.22 1.63 1.36 1.04 1.11
2021 2.46 1.54 1.92 1.77 1.35 1.22 0.94 0.93 1.10 1.29 1.30 1.68 1.34 1.19 1.27
2022 1.99 1.42 1.86 1.78 1.52 1.23 1.05 0.99 1.09 1.34 1.40 1.82 1.38 1.27 1.16
2023 2.23 1.36 1.74 1.71 1.44 1.24 1.06 1.00 1.06 1.33 1.47 1.78 1.52 1.28 1.47
2024 2.42 1.54 1.79 1.46 1.33 1.19 0.99 0.87 1.10 1.27 1.33 1.61 1.30 1.12 1.48

SOURCE: wonder.cdc.gov
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treatment-emergent suicidal thinking or behavior. A causal
account in which reduced prescribing yields large increases
in suicide therefore requires—without evidence—that those
deprived of treatment were disproportionately drawn from
the small subset of true responders and that these responders
account for a substantial fraction of suicide mortality.

Finally, because few antidepressant prescriptions have sig-
nificant beneficial effect on the risk of suicide, change in anti-
depressant use is more plausibly understood as a response to
changes in the underlying prevalence of depression and suicide
risk in the population, not a cause. Across 20 age and sex sub-
groups examined over more than a decade of national data,
suicide rates and antidepressant prescribing prevalence showed
a strong positive correlation in 13 subgroups—including all
subgroups under age 45—and a strong negative correlation in
only five (Stone 2018).

THE CITED EVIDENCE IS METHODOLOGICALLY
INVALID FOR THIS PURPOSE

Throughout this analysis, we rely on population-level (ecolog-
ical) data not to establish causation, but to evaluate whether
the specific causal mechanism proposed by Khan et al. is
consistent with observable patterns; they can rule out expla-
nations that require tight temporal coupling, population
specificity, or sustained prescribing suppression. We referred

to this evidence to test internal
coherence, not to infer causality
from correlation.

The empirical literature the arti-
cle marshals relies almost entirely
on interrupted time series anal-
yses and similar before-and-after
comparisons of ecological data.
These methods have intuitive
appeal—they seem to show what
happened before and after a policy
change—but they rest on assump-
tions that fail in this context.
Ecological data, moreover, cannot
prove causal effects. Even when
such before-and-after comparisons
appear visually persuasive, they can
generate compelling but spurious
causal narratives precisely because
they absorb pre-existing trends
and unrelated temporal changes
into the apparent effect of a policy
intervention. Peer-reviewed analy-
sis has also documented in detail
that these studies involve unval-
idated proxy outcome measures
and cherry-picked time frames

(Stone 2014; Stone 2018). A widely cited study (Gibbons 2007),
for example, presented two graphs side by side—one showing a
downtick in adolescent antidepressant prescriptions, the other
an uptick in adolescent suicide rates—as evidence of a causal
link. But the graphs were not aligned to the same period: The
suicide uptick occurred in 2004, before issuance of the boxed
warning, but the prescription downtick did not occur until
2005. Despite that error, which was pointed out immediately
in correspondence to the journal (Jureidini 2007), the paper
was never retracted and continues to be cited, including by
Khan et al. (Stone 2014). The methodological critiques cited
above were provided to the authors before publication. Neither
appears in the Khan et al. article’s reference list, nor did they
alter their argument in consideration of these criticisms.

WHAT REMOVING THE WARNING WOULD
ACTUALLY ACCOMPLISH

Khan et al. propose relocating the risk language from a boxed
warning to the Warnings and Precautions section of the label.
Even setting aside the failures of their causal argument, their
proposed remedy would not follow from its own diagnosis.
The considerations that follow concern regulatory design and
clinical risk management rather than population-level causal
claims about suicide trends.

The risk information would remain in the label. Clinicians
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Figure 2

Trends in Deaths from Intentional Self-Harm (Suicide)
in Selected Male Age Groups, 1999–2024
Rates relative to 2004 (2004 = 1.00)

SOURCE: wonder.cdc.gov
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and plaintiffs’ attorneys would remain aware of it. There is no
published evidence that a warning carries less clinical or legal
weight in Section 5 than in a box. A physician deterred from
prescribing by the documented risk of drug-induced suicidal
thoughts or behavior in young patients—or by concern about
litigation if it occurs—would face the same considerations
regardless of typographic placement.

As we explained in our pre-submission review of the Khan
et al. manuscript, the purpose of the boxed warning is not
to stigmatize antidepressants or to imply that they are cat-
egorically harmful. Rather, it serves to alert clinicians to a
counterintuitive and clinically dangerous possibility: that new
or worsening suicidal thoughts or behavior shortly after treat-
ment initiation may be an adverse drug reaction rather than
an inadequate treatment response. Without this awareness,
clinicians may respond by increasing the dose or persisting
with treatment under the assumption that symptoms will
improve with time, thereby potentially exacerbating harm. This
risk of mismanagement justifies the prominence of a boxed
warning as opposed to relegation to a routine warning section.

Consider who Khan et al. claim the warning is harming:
young patients with depression whose physicians are being
deterred from prescribing. These are, by definition, patients
who are already in the healthcare system, have an established
diagnosis, and are under the care of a clinician who has evalu-
ated them. This is not the population that accounts for most
suicide deaths. Removing the warning would reduce awareness

of a clinically important adverse reac-
tion among the patients who are being
actively managed—the ones who, by the
logic of the article’s own argument, are
most likely to benefit from treatment.
This could lead to an increase in suicidal
thoughts and behavior. Efficacy data are
lacking in younger patients for most
antidepressants. To the extent that it
exists, it points to lesser efficacy than
seen in adults. Any positive effect on sui-
cide, resulting from a higher proportion
of young, severely depressed patients
receiving antidepressants, is apt to be
quite small. The label provides quanti-
tative estimates of the risk of suicidal
thinking and behavior due to treatment.
For patients with severe depression who
are at higher risk for suicide, clinicians
can weigh the potential for benefit from
treatment against the potential for
harm. For patients whose depression is
not severe or who have non-depression
indications, such as generalized anxiety
disorder, the risk of suicidal thinking or

behavior from their disorder is less than the risk of suicidal
thinking or behavior being caused by the drug. If removing
the boxed warning has any effect on encouraging prescribing
in this population, the result may be symptomatic relief but
also an increase in suicidal thinking or behavior and, possibly,
death from suicide.

CONCLUSION

The concern that the FDA’s antidepressant boxed warning
has caused the deaths of thousands of American children
is serious enough to demand rigorous examination. On
examination, the causal account advanced by Khan et al. is
inconsistent with trial evidence, prescribing data, timing pat-
terns, and healthcare-contact realities, and cannot account for
observed suicide trends. The methodology underlying their
cited evidence has been shown in peer-reviewed publications
to be invalid for this purpose—publications Khan et al. pos-
sessed but did not cite.

We share the stated goal of improving mental health care
and outcomes for children and adolescents. Achieving that goal
requires evaluations of antidepressant therapy that are neutral,
methodologically rigorous, and grounded in the totality of
the evidence. The boxed warning conveys correct and clinically
essential information about a real drug effect. The appropriate
policy response to a confirmed safety signal is not to suppress
the warning to encourage use of the drug; it is to ensure that
clinicians understand it correctly, that the benefits of treatment

SOURCE: wonder.cdc.gov

Table 2

Male Suicide Rates Relative to 2004 (2004 = 1.00)

Year 10-14
years

15-19
years

20-24
years

25-29
years

30-34
years

35-39
years

40-44
years

45-49
years

50-54
years

55-59
years

60-64
years

65-69
years

70-74
years

75-79
years

80-84
years

1999 1.09 1.06 0.99 0.97 1.01 1.03 0.91 0.88 0.85 0.92 0.89 1.11 1.11 1.11 1.15
2000 1.34 1.05 1.02 0.96 0.92 0.99 0.98 0.93 0.88 0.91 0.87 0.99 1.05 1.09 1.17
2001 1.14 1.03 0.97 1.01 1.00 1.03 0.96 0.96 0.91 1.02 0.90 1.13 1.07 1.05 1.15
2002 1.07 0.97 0.99 1.01 0.98 1.04 1.02 0.99 0.98 1.05 0.95 1.09 1.11 1.06 1.15
2003 1.02 0.92 0.97 0.96 1.04 1.01 1.01 0.97 1.00 1.04 0.97 1.05 1.03 0.98 1.04
2004 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
2005 1.10 0.95 0.97 0.96 1.01 0.99 1.02 1.01 1.02 1.00 1.01 1.01 1.00 0.98 1.08
2006 0.83 0.91 0.99 0.99 0.97 1.05 0.98 1.03 1.08 1.07 0.97 1.08 0.93 0.97 0.93
2007 0.71 0.87 0.99 1.01 1.04 1.02 1.06 1.07 1.11 1.12 1.07 1.09 0.89 1.02 0.92
2008 0.83 0.91 1.00 1.00 1.02 1.06 1.04 1.13 1.18 1.22 1.12 1.17 1.03 0.94 0.99
2009 0.96 0.94 0.98 0.98 1.02 1.07 1.07 1.12 1.26 1.29 1.08 1.20 1.00 0.93 0.97
2010 1.01 0.95 1.05 1.10 1.04 1.07 1.05 1.19 1.26 1.36 1.16 1.15 1.02 0.94 0.93
2011 1.10 1.04 1.06 1.11 1.09 1.08 1.07 1.16 1.28 1.34 1.14 1.18 1.03 0.93 1.02
2012 1.24 1.01 1.05 1.14 1.08 1.12 1.09 1.14 1.30 1.40 1.21 1.17 1.02 0.98 0.99
2013 1.38 1.01 1.04 1.16 1.07 1.09 1.05 1.11 1.28 1.36 1.22 1.22 1.14 0.97 1.04
2014 1.55 1.06 1.09 1.13 1.14 1.12 1.04 1.17 1.25 1.38 1.31 1.24 1.18 0.97 1.06
2015 1.41 1.15 1.15 1.16 1.19 1.13 1.10 1.13 1.30 1.39 1.24 1.26 1.11 1.02 1.02
2016 1.49 1.20 1.23 1.28 1.21 1.19 1.07 1.09 1.28 1.37 1.25 1.24 1.11 1.04 1.04
2017 1.95 1.45 1.29 1.33 1.31 1.24 1.14 1.19 1.25 1.40 1.32 1.24 1.13 1.05 1.03
2018 2.17 1.40 1.32 1.32 1.29 1.30 1.13 1.17 1.27 1.51 1.39 1.39 1.13 1.15 1.00
2019 1.85 1.28 1.33 1.31 1.36 1.29 1.13 1.16 1.18 1.48 1.33 1.30 1.08 1.10 1.01
2020 2.10 1.28 1.36 1.38 1.43 1.25 1.10 1.10 1.14 1.26 1.22 1.22 1.01 1.04 1.09
2021 1.92 1.31 1.50 1.52 1.47 1.32 1.15 1.10 1.14 1.23 1.20 1.24 1.12 1.09 1.14
2022 1.68 1.20 1.28 1.37 1.48 1.34 1.19 1.13 1.25 1.36 1.35 1.32 1.13 1.16 1.16
2023 1.49 1.18 1.33 1.40 1.40 1.38 1.23 1.15 1.20 1.37 1.32 1.31 1.09 1.05 1.12
2024 1.41 1.07 1.29 1.32 1.31 1.34 1.22 1.12 1.25 1.38 1.36 1.23 1.14 1.04 1.14

SOURCE: wonder.cdc.gov
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are communicated to patients, parents, and caregivers alongside
the drug’s risks, and that the healthcare system reaches more
of the people at risk who are currently invisible to it. Those are
the right policy questions. Khan et al. do not ask them. A more
balanced and scientifically grounded assessment would better
serve clinicians, patients, and regulators alike.
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