
On June 10, 2003, the Committee on Safety of Medi-
cines in the United Kingdom issued a warning
against the use of paroxetine in children and ado-

lescents. Health Canada and the US Food and Drug Admin-
istration issued further warnings, on June 3 and Oct. 15,
2004, respectively, about the use of all newer antidepres-
sants (selective serotonin reuptake inhibitors and selective
norepinephrine reuptake inhibitors) in children and adoles-
cents. Similar warnings have been issued by many other reg-
ulatory agencies worldwide.1 These warnings were issued
on the basis of results from randomized controlled trials
showing that children and adolescents taking antidepres-
sants were at greater risk of suicidal behaviour than those
taking placebos.2

There are few data on the relation between regulatory ac-
tion and outcomes, both in general and specifically for the
warnings about antidepressant use in children and adoles-
cents. Preliminary findings from the United Kingdom3 and
the United States4–7 suggest that antidepressant prescribing
decreased following the warnings in those jurisdictions. This
has raised concerns about the relation between this regula-
tory action and the treatment of depression.5,8,9 In a study of
the effect of regulatory action on benzodiazepine prescribing
and hip fracture rates, Wagner and colleagues10 found no sig-
nificant change in fracture rates after the regulatory action.
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Effect of regulatory warnings on antidepressant
prescription rates, use of health services and outcomes
among children, adolescents and young adults

Background: Regulatory bodies worldwide, including Health
Canada, have issued warnings about prescribing antidepres-
sants to children and adolescents. We sought to determine
whether the Health Canada warning had the desired effects
on prescribing patterns and outcomes and whether it had
any unintended health consequences.

Methods: We examined data from prescription and health
care databases representing more than 265 000 children,
adolescents and young adults annually to determine changes
in the rates of antidepressant prescription, use of health serv-
ices and outcomes in these populations in the 9 years before
and the 2 years after the Health Canada warning. We also
examined the data for unintended changes in these rates
among patients with anxiety disorders. We used young adults
as the comparison group because they were not targeted by
the warning.

Results: Following the warning, the rate of antidepressant
prescriptions decreased among children and adolescents
(relative risk [RR] 0.86, 95% confidence interval [CI] 0.81–
0.91) and among young adults (RR 0.90, 95% CI 0.86–0.93).
Ambulatory visits because of depression decreased among
children and adolescents (RR 0.90, 95% CI 0.85–0.96) and
young adults (RR 0.91, 95% CI 0.87–0.96). The rate of com-
pleted suicides among children and adolescents rose signifi-
cantly after the warning (RR 1.25, 95% CI 1.08–1.44; annual
rate per 1000 = 0.04 before and 0.15 after the warning).
There was no equivalent change in the rate of completed sui-
cides among  young adults (RR 1.01, 95% CI 0.93–1.10; an-
nual rate per 1000 = 0.15 before and 0.22 after the warning).
Among patients with an anxiety disorder, the prescription
rates did not change among children and adolescents, ex-
cept for a decrease in the use of selective serotonin reuptake
inhibitors other than fluoxetine, but the rates among young
adults changed similar to the pattern of changes in the over-
all prescribing of antidepressants. There was also a signifi-
cant decrease in the rate of physician visits because of anxi-
ety disorders among young adults after the warning.
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Interpretation: Health advisories and warnings issued by
regulatory bodies may have unintended consequences on
the provision of care, delivery of health services and clinical
outcomes. Further efforts are required to ensure that health
warnings do not result in unexpected harm.
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We examined the rates of antidepressant prescription
among children, adolescents and young adults in the province
of Manitoba to determine whether the warning issued by
Health Canada was associated with a decrease in the use of tar-
geted medications. We also evaluated whether it had unin-
tended consequences on the use of health services and on out-
comes among patients with depression or anxiety disorders.

Methods

Study population
The province of Manitoba has a universal, single-payer health
care system for medical services. The province covers the cost of
prescribed medications for people who receive social assistance
and for First Nations people. For all other residents, the medi-
cations are paid for either by the individual or by a private insur-
ance plan. There is a provincial formulary that covers prescrip-
tion costs above a threshold determined by the patient’s income.

We included children (5–11 years), adolescents (12–17
years) and young adults (19–24 years) living in the province of
Manitoba and registered with Manitoba Health from Apr. 1,
1995, to Mar. 31, 2006 (N = 2 920 890). About 50% of the
population was male, and about 50% lived in urban areas.
The population that completed suicide had a significant over-
representation of males and individuals from the rural north
of Manitoba (Table 1). Adolescents and young adults made up
the vast majority of those who completed suicide. As a meas-

ure of socioeconomic status, we divided the study population
into fifths by average household income from 2001 Canadian
census data (Table 1). 

The study was approved by the Human Research Ethics
Board, University of Manitoba, and Manitoba’s Health Infor-
mation and Patient Confidentiality Committee.

Data sources
We obtained data from 4 electronic databases maintained by
the Manitoba Health Services Insurance Plan: registry files,
physician reimbursement claims, hospital discharge ab-
stracts and records of prescriptions dispensed. The registry
files contain records for every resident of Manitoba, and each
record includes date of birth, sex and geographic location.
Physician reimbursement claims contain information about
each diagnosis. Until Mar. 31, 2004, discharge abstracts for
hospital services included information for up to 16 diagnosis
codes selected from the International Classification of Dis-
eases, 9th revision, clinical modification (ICD-9-CM). Since
then, the discharge abstracts include up to 25 diagnosis
codes selected from the International Statistical Classification
of Diseases and Related Health Problems, 10th revision (ICD-
10). All records of dispensed prescriptions are submitted by
retail pharmacies and contain information about the date of
dispensing, the drug name and identification number, the
dosage form and the quantity dispensed.11 The reliability and
validity of the Manitoba Health Services Insurance Plan’s pre-
scription databases are high (i.e., the prescription database
captures 93% of dispensed prescriptions and there is 92%
agreement between the database and the written prescrip-
tion).12,13 The success of database linkage at the Manitoba
Centre for Health Policy is very high, approaching 100%.14

We obtained data on completed suicides from Manitoba’s
vital statistics files, the chief medical examiner’s office and
the College of Physicians and Surgeons of Manitoba. We re-
viewed 2 years of suicide data to evaluate the consistency of
the designation of completed suicide by the different sources.
We found the consistency to be very high (97.8%). Suicide
data for the province are in line with data for the rest of
Canada and the United States,15 which suggests generalizabil-
ity of the results of this study.

Antidepressant prescriptions
For our analysis, we identified all episodes of antidepressant
prescription over the study period among 1 143 281 children
(annual mean 103 934), 926 632 adolescents (annual mean
84 239) and 850 977 young adults (annual mean 77 362) that
met the following criteria: outpatient antidepressant pre-
scription filled between Apr. 1, 1995, and Mar. 31, 2006; and
ICD-9-CM diagnosis code 296, 300 or 311. To evaluate
whether Health Canada’s warning was associated with
changes in the treatment of anxiety disorders (not targeted by
the warning), we performed a subanalysis using only ICD-9-
CM code 300.

We identified prescriptions for antidepressants using the
Anatomic Therapeutic Chemical Classification system and
generic drug names. We grouped antidepressants as follows:
tricyclic antidepressants (amitriptyline, nortriptyline, desipra-
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Table 1: Demographic characteristics of children, adolescents 
and young adults living in Manitoba and registered with 
Manitoba Health from Apr. 1, 1995, to Mar. 31, 2006 

 No. (%) of people 

Characteristic 
All 

n = 2 920 890*  
Completed suicide

n = 235 

Sex      

Male 1 482 220 (50.8) 175 (74.5) 

Female 1 438 670 (49.3) 60 (25.5) 

Age, yr    

5–11 1 143 281 (39.1) 6 (2.6) 

12–17 926 632 (31.7) 93 (39.6) 

19–24 850 977 (29.1) 136 (57.9) 

Residence location  n = 159 

Urban 1 521 162 (52.1) 57 (35.8) 

Rural north 246 238 (8.4) 40 (25.2) 

Rural south 1 153 490 (39.5) 62 (39.0) 

Socioeconomic status; 

income fifth, $ 
   

11 129–36 562 589 958 (20.2)   

36 563–46 767 550 088 (18.8)   

46 768–58 645 558 302 (19.1)   

58 646–73 792 597 851 (20.5)   

73 793–279 150 614 479 (21.0)   

*This represents total number of children, adolescents and young adults during 
the 11-year study period. The annual mean number was 265 535. 
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mine and imipramine); fluoxetine; other selective serotonin
reuptake inhibitors (paroxetine, citalopram, fluvoxamine and
sertraline); and other antidepressants (venlafaxine, mirtaza-
pine and nefazadone). We singled out fluoxetine in the analy-
sis because of recommendations from psychiatric organiza-
tions indicating that its risk–benefit profile was favourable
given its efficacy data. The other antidepressants did not have
equivalent efficacy data and thus were determined not to be
first-line treatments by these organizations based on their
risk–benefit profiles.

Statistical analysis
We calculated the prevalence (and 95% confidence intervals
[CIs]) of antidepressant prescriptions in each fiscal year from
Apr. 1, 1995, to Mar. 31, 2004, and from Apr. 1, 2004, to Mar.
31, 2006. We selected young adults as the comparison group
because the Health Canada warning was directed at children
and adolescents aged 17 years or less. We excluded adoles-
cents aged 18 years from our analysis owing to concerns that
they would bias the intervention and comparison groups. We
analyzed the annual prevalence rates of antidepressant pre-
scriptions based on age, sex, residence location and socioeco-
nomic status using a generalized linear model framework,
with either a Poisson or negative binomial distribution ac-
cording to whichever distribution provided the best model fit.
We modelled antidepressant prescription as a function of lin-
ear or quadratic time and the other explanatory variables. We
selected the linear time model as the best model (deviance
statistic closest to 1) based on the deviance of the model fit
statistic divided by the degrees of freedom. Because of the
longitudinal nature of the data, we used generalized estimat-
ing equations16 to account for the correlation structure. We
calculated contrast estimates of the change in slope of anti-
depressant prescriptions after the Health Canada warning
and tested whether the change over time was significant. We
included a time-by-age-group-by-warning interaction in the
model to determine whether changes in the trends were sta-
tistically significant between age groups. We report the rela-
tive risks (RRs) and 95% CIs for the change in the slope of the
linear trend over time (obtained by exponentiation of the con-
trast estimates). The models selected were the most parsimo-
nious for the data structure.

For the analysis of health services use and outcomes, we
used the diagnostic codes in Box 1 to identify episodes of
health services use (physician office visit, hospital admission)
and outcomes (admission to hospital because of suicide at-
tempt, completed suicide) among children, adolescents and
young adults. For the analysis of suicide, we included people
who died between Jan. 1, 1995, and Dec. 31, 2005; we ex-
cluded children less than 8 years old because there were no
suicides in this age group. We calculated the annual rates per
1000 people of hospital admissions and physician office visits
for any diagnosis or suicidal behaviour with a diagnostic code
in Box 1 for each fiscal year from Apr. 1, 1995, to Mar. 31,
2004, and from Apr. 1, 2004, to Mar. 31, 2006. In addition, we
calculated the annual rates of completed suicide among chil-
dren and adolescents (8–17 years) and among young adults
(19–24 years). We modelled the rates of health services use

and outcomes using regression analyses as described earlier.
We compared changes over time in health services use and
suicide outcomes among children and adolescents with
changes over time among young adults.

Results

Antidepressant prescription rates
The number of individuals prescribed an antidepressant dur-
ing the 11-year study period was 4521 children (annual mean
411), 16 791 adolescents (annual mean 1526) and 37 065
young adults (annual mean 3370).

Before the Health Canada warning was issued, overall pre-
scriptions of antidepressants were on the rise among children
and adolescents and among young adults (Figure 1). Follow-
ing the warning, the prescription rate decreased significantly
in both age groups (children and adolescents: RR 0.86, 95%
CI 0.81–0.91; young adults: RR 0.90, 95% CI 0.86–0.93)
(Table 2). The change in rates did not differ significantly be-
tween the 2 groups (p = 0.21). Among those with a diagnosis
of an anxiety disorder, the rate of antidepressant prescription
also decreased; this decrease was not significant among chil-
dren and adolescents (RR 0.88, 95% CI 0.75–1.03), but it was
significant among young adults (RR 0.84, 95% CI 0.75–0.94).
The change in rates did not differ significantly between the
2 groups (p = 0.65).

Fluoxetine use remained relatively constant among both
children and adolescents but showed a downward trend
among young adults for a number of years before the Health
Canada warning was issued (Figure 2). After the warning, the
rate of fluoxetine use increased significantly among children
and adolescents (RR 1.10, 95% CI 1.02–1.19) and among
young adults (RR 1.23, 95% CI 1.10–1.38) (Table 2, Figure 2).
The change in rates did not differ significantly between the
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Box 1: Diagnostic codes used to identify health services 

use and outcomes related to depression and anxiety 

disorders* 

Health services use 

Physician office visit 

• ICD-9-CM codes: 296, 300 or 311 

Hospital admission 

• ICD-9-CM codes: 296.20, 296.23, 296.24, 296.30, 296.31, 
296.32, 296.33, 296.34, 296.36, 296.51, 296.53, 296.90, 
296.99, 300.4, 311 

• ICD-10 codes: F31.3, F31.4, F31.5, F32-F33.9, F34.1, 
F34.8, F34.9, F38.1, F38.8, F39, F41.2, F53 

Suicide attempt 

• ICD-9 CM codes E950 to E959 and ICD-10 codes X60-X84 

Completed suicide 

• ICD-9 CM codes E950 to E959 and ICD-10 codes X60-X84 

Note: ICD-9-CM = International Classification of Diseases, 9th revision, 
clinical modification; ICD-10 = International Statistical Classification of 
Diseases and Related Health Problems, 10th revision. 
*Health services included physician office visits, and hospital admissions 
because of depression and anxiety disorders; outcomes included admissions 
to hospital because of suicide attempt, and completed suicide. 
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2 groups was not significant (p = 0.12). Among those with a
diagnosis of an anxiety disorder, the rate of fluoxetine use
also increased; the increase was not significant among chil-
dren and adolescents (RR 1.13, 95% CI 0.94–1.37), but it was
significant among young adults (RR 1.65, 95% CI 1.10–2.46).
The change in rates did not differ significantly between the 2
groups (p = 0.10).

The use of selective serotonin reuptake inhibitors other
than fluoxetine decreased significantly after the Health
Canada warning among children and adolescents (RR 0.68,
95% CI 0.63–0.73) and among young adults (RR 0.80, 95%
CI 0.75–0.85) (Table 2). The change in rates was signifi-
cantly greater among the children and adolescents than
among the young adults (p < 0.001). Among those with a di-
agnosis of an anxiety disorder, the prescription rate also de-
creased significantly in both groups (children and adoles-
cents: RR 0.62, 95% CI 0.50–0.76; young adults: RR 0.78,
95% CI 0.73–0.85). The change in rate was significantly

greater among the children and adolescents than among the
young adults (p = 0.03).

The prescription rates of other antidepressants decreased
significantly after the warning among children and adolescents
(RR 0.59, 95% CI 0.50–0.69) and among young adults
(RR 0.82, 95% CI 0.75–0.89) (Table 2). The rates declined to a
significantly greater extent among children and adolescents
than among young adults (p < 0.001). Among those with an
anxiety disorder, the prescription rate also decreased; the de-
crease was not significant among children and adolescents (RR
0.77, 95% CI 0.46–1.28), but it was significant among young
adults (RR 0.69, 95% CI 0.59–0.81). The change in rates did
not differ significantly between the 2 groups (p = 0.70).

Health services use
The rate of physician visits because of depression decreased
significantly after the warning among children and adoles-
cents (RR 0.90, 95% CI 0.85–0.96) and among young adults
(RR 0.91, 95% CI 0.87–0.96). The change in rates did not dif-
fer significantly between the 2 groups (p = 0.79). There was
no significant change in the rate of physician visits because of
anxiety disorders after the warning among children and ado-
lescents (RR 0.95, 95% CI 0.89–1.02), but there was a signifi-
cant decrease among young adults (RR 0.95, 0.90–0.99). The
difference in the change in rates between the 2 groups was
not significant (p = 0.93). 

The rate of hospital admissions because of depression did
not change after the warning in either group.

Suicide
Between 1995 and 2005, there were 99 completed suicides
among children and adolescents and 136 among young adults.
The rate of completed suicide among children and adolescents
increased significantly after the Health Canada warning was
issued (RR 1.25, 95% CI 1.08–1.44; annual rate per 1000 = 0.04
before and 0.15 after the warning). There was no significant
change in the rate of completed suicide among young adults
after the warning (RR 1.01, 95% CI 0.93–1.10; annual rate per
1000 = 0.15 before and 0.22 after the warning). The change in
rates differed significantly between the young adults and the
children and adolescents (p < 0.02) (Figure 3). The rate of sui-
cide attempts did not change significantly after the warning
among children and adolescents (RR 0.84, 95% CI 0.63–1.12)
or among young adults (RR 0.76, 95% CI 0.57–1.03).
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Figure 1: Crude annual prevalence of antidepressant prescriptions
per 1000 children (5–11 years), adolescents (12–17 years) and
young adults (19–24 years) in the province of Manitoba, by fiscal
year, before and after Health Canada issued a warning about anti-
depressant use in children and adolescents (date indicated by red
line). People aged 18 years were excluded because of an unclear
impact of the warning on prescribing in this age group. The dates
are indicated for similar warnings issued in the United Kingdom
(dashed line) and the United States (dotted line). 

Table 2: Relative risk of receiving an antidepressant prescription after Health Canada issued a warning about the use of antidepressants 
in children and adolescents, by age group and type of antidepressant 

Type of antidepressant; relative risk (95% CI) 

Group All antidepressants* Fluoxetine* 
Other selective serotonin 

reuptake inhibitors* Other antidepressants† 

Children and adolescents 0.86 (0.81–0.91) 1.10 (1.02–1.19) 0.68 (0.63–0.73)‡ 0.59 (0.50–0.69)‡ 

Young adults 0.90 (0.86–0.93) 1.23 (1.10–1.38) 0.80 (0.75–0.85) 0.82 (0.75–0.89) 

Note: CI = confidence interval, SSRI = selective serotonin reuptake inhibitor. 
*Determined by means of negative binomial regression modelling. 
†Determined by means of Poisson regression modelling. 
‡p < 0.001 compared with young adults. 
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Of the children and adolescents who completed suicide,
10% had received an antidepressant prescription in the 9 years
before the warning, 10.5% had received a prescription in the
first year after the warning, and 4% had received a prescription
in the second year after the warning. These percentages were
not statistically different from each other (p = 0.94). There was
no change in fluoxetine use after the warning among those
who completed suicide.

The most common method of suicide was hanging. This
method was used in 96% of the deaths by suicide in 2005.
Firearms and poisoning were less frequent methods. Among
children and adolescents who completed suicide between
2003 and 2005, the average age was between 14.3 and 15.8
years (range 8–17 years); 37%–48% were female and 52%–
63% were male. The percentage of people who completed sui-
cide who were Aboriginal remained relatively consistent
(74%–85%), and the percentage of on-reserve deaths de-
creased from 73 to 57 between 2003 and 2005. There was no
evidence of clustering of suicides according to either time or
residence location.

Interpretation

We undertook a system-wide evaluation of the treatment of
depressive and anxiety disorders in children and adolescents
in Manitoba in the 9 years before and the 2 years following
the Health Canada warning about the use of antidepressants
in this age group. Our findings suggest that the warning not
only affected prescribing patterns of the drugs mentioned in
the warning but that it also had spillover effects on the provi-
sion of care for indications and populations not targeted by
the warning. We found a 14% decrease in the rate of antide-
pressant prescription among children and adolescents after
the warning. The rates of use of newer antidepressants, ex-
cluding fluoxetine, decreased by 32%–40%. Fluoxetine use
increased by 10% in the period following the warning. During
the same period, the rate of antidepressant prescription de-
creased by 10% among young adults, a patient population
that was not targeted by the warning. In addition, we found
that the rate of physician visits because of depression de-
creased in both age groups. This finding indirectly suggests
that psychotherapy (at least as provided by physicians) did not
replace the absent pharmacotherapy.

We found that the rate of completed suicides among chil-
dren and adolescents increased by 25% following the warn-
ing. There was no such change among young adults. We
found no change in the rates of suicide attempts that required
hospital admission or in the rates of hospital admission be-
cause of depression among either children and adolescents or
young adults.

In our subanalysis we found that the Health Canada warn-
ing was not associated with changes in antidepressant pre-
scription rates among children and adolescents with anxiety
disorders, except for a decrease in the prescription of selec-
tive serotonin reuptake inhibitors other than fluoxetine. Simi-
larly, there was no significant change in the rate of physician
visits among children and adolescents with anxiety disorders
in the period after the warning. Among young adults with
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Figure 2: Crude annual prevalence of fluoxetine prescriptions
per 1000 children (5–11 years), adolescents (12–17 years) and
young adults (19–24 years) in the province of Manitoba, by fis-
cal year, before and after Health Canada issued a warning
about antidepressant use in children and adolescents (date in-
dicated by red line). People aged 18 years were excluded be-
cause of an unclear impact of the warning on prescribing in
this age group. The dates are indicated for similar warnings is-
sued in the United Kingdom (dashed line) and the United
States (dotted line).
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anxiety disorders, however, we found that the rate of anti-
depressant prescription was similar to the pattern of changes
in the overall prescribing of antidepressants. There was also a
significant decrease in the rate of physician visits because of
anxiety disorders among young adults after the warning. 

Our study raises several questions about the impact of
warnings from regulatory bodies. First, as in other stud-
ies,1,3–5 we found a decrease in the rates of antidepressant
prescription both among children and adolescents and
among young adults in the period following the Health
Canada warning. The regulatory bodies stated that their in-
tent was not to discourage prescribing;17 nevertheless it did
occur in association with the warnings. Furthermore, we
found decreased prescribing among young adults, a popula-
tion that was not targeted by the Health Canada warning.
This supports the findings of Valuck and colleagues,8 who
demonstrated similar spillover effects. Second, we found a
decrease in the rate of physician visits because of depressive
disorders among children, adolescents and young adults as
well as a decrease in the rate of visits because of anxiety dis-
orders among young adults. These findings are similar to
those of other studies that documented decreases in treat-
ment episodes for depression in children and adolescents
and young adults in association with regulatory warnings in
the United States.8,9 It is of concern that, in an environment
where the treatment of a life-threatening disorder has be-
come more complicated, vulnerable patients are receiving
less care. Richardson and colleagues18 reported that attitudes
of health care providers toward the treatment of depression
in adolescents have not changed, which suggests that the
changes in the treatment of depression observed in the
United States may have been related to patient and family
variables. It may also be that the warnings and the media re-
sponse invoked fear of diagnosis and treatment among
patients and their families.19 Furthermore, Richardson and
colleagues18 found that providers had not changed their
practices to meet the guidelines regarding monitoring of pa-
tients recommended in association with the warnings. This
is similar to the impact of regulatory action on prescribing
practices in the use of cyclooxygenase-2 inhibitors. Follow-
ing the withdrawal of rofecoxib, there was a decrease in pre-
scribing of cyclooxygenase-2 inhibitors; however, physicians
did not follow the recommended guidelines for alternative
treatments.20,21

The increased rate of suicide that we observed among
children and adolescents in the period following the Health
Canada warning is of concern, especially because it coin-
cided with a decrease in the rate of physician visits for the
treatment of depressive and anxiety disorders. Our finding is
similar to that of Gibbons and colleagues,5 who reported an
association between the regulatory warning in the United
States and an increased suicide rate among children and ado-
lescents. We are unable to draw conclusions about whether
the decrease in treatment of depressive and anxiety disorders
caused the increase in suicides; we can merely document an
association between the regulatory warning and an increase
in the suicide rate. Factors other than antidepressant pre-
scribing may be responsible for the observed changes. Fur-

thermore, only 2 years of data were available after the warn-
ing for our analysis, and conclusions on whether this finding
indicates a trend or an anomaly would be premature. Collec-
tively, however, our observations raise concerns over the po-
tential for the regulatory warning to lead to untreated de-
pression and other related mental health issues. The vast
majority of children and adolescents who completed suicide
had not received an antidepressant before the time of death,
a finding supported by a review of autopsy results for the
children and adolescents who completed suicide after the
warning (unpublished data). This finding is also consistent
with results from other studies of suicide among youth tak-
ing antidepressants.22–24

We postulate that the observed changes following the
warning would not be confined to a single Canadian jurisdic-
tion or regulatory authority. Indeed, other studies have con-
sistently documented changes in the use of antidepressants,
but none has documented such a wide range of unintended
health consequences.

Our study has limitations beyond those described above.
First, physician coding of diagnoses may not have been accu-
rate in all cases, and the prescription data may not have re-
flected actual use. Second, the validity of the diagnosis of sui-
cide is impossible to ascertain, a problem inherent to the
study of suicide.

In conclusion, the warning issued by Health Canada about
the use of antidepressants in children and adolescents was
associated with a decrease in the use of the targeted medica-
tions. However, the warning had important and unintended
adverse consequences on the delivery of health services to pa-
tients with depressive and anxiety disorders, both those tar-
geted and not targeted by the warning. Given the potentially
devastating consequences of some health warnings, greater
attention must be paid to optimal dissemination strategies
for health advisories and warnings. Regulatory bodies should
conduct timely evaluations of major health warnings to en-
sure that they have the desired effects and, if not, to institute
appropriate corrective measures.
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