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Executive Summary
Self-harm and suicide are important public health issues that have received increasing attention in recent years. A study
by the Canadian Institute for Health Information that found increasing rates of self-harm among Canadian female
1
adolescents , as well as findings from the Halton Injury Report on self-harm prompted the need for an in-depth
examination of self-harm trends and rates in Halton Region. This report examines self-harm related emergency
department (ED) visits and hospitalizations (2009-2013) and deaths (2007-2011) in Halton and Ontario. Trends over time
since 2003 are also presented. Halton self-harm rates were analyzed by age, sex, municipality and income. It is not
always possible to disaggregate local data by the different social determinants of health. This means that high-risk
populations may not be comprehensively reflected in this report.
From 2009 to 2013, Halton residents experienced an average of 397 ED visits and 240 hospitalizations per year due to
self-harm. From 2007 to 2013 there was an average of 34 self-harm injuries per year among Halton residents resulting in
death (suicide mortality).
Halton vs. Ontario: Both males and females in Halton Region experienced lower rates of ED visits due to self-harm
compared to males and females in Ontario. Males in Halton also experienced lower rates of hospitalizations and deaths
due to self-harm compared to males in Ontario. There were no significant differences in the overall hospitalization and
mortality rates for females in Halton and Ontario; however, when examining females age 15-19 specifically, Halton had a
higher rate of self-harm hospitalizations than Ontario.
Trends over time: Trends over time for self-harm related ED visits varied by age and sex. Most notably, females aged
10-17 experienced a large increase in ED visit rates between 2009 and 2013. Halton males in all age groups as well as
Halton females aged 25-44, 45-64 and 65+ generally experienced a downward trend in the rate of self-harm related
hospitalizations from 2009 to 2013. Halton females aged 10-17 and 18-24 have experienced an increase in self-harm
related hospitalizations in recent years. There were no statistically significant trends in mortality rates due to self-harm for
males or females in Halton.
Sex: Halton females were approximately 2 times more likely to visit the ED or be admitted to the hospital for self-harm
injuries compared to males. However, males were approximately two times more likely than females to die by suicide.
These differences by sex were consistent with findings across Ontario.
Age: Females aged 15-19 had the highest rate of both ED visits and hospitalizations due to self-harm out of all age
groups in both Halton and Ontario. From age 15-19 onwards, the rate of ED visits and hospitalizations due to self-harm
typically decreased as age increased for both males and females. Halton residents aged 10-17 had the lowest mortality
rate due to self-harm, and Halton residents aged 50-74 had the highest mortality rates due to self-harm.
Municipality: Males and females in Burlington had the lowest rates and males and females in Halton Hills had the highest
rates of self-harm related ED visits and hospitalizations. There were no significant differences by municipality in mortality
rates due to self-harm.
Income: In Halton, the rate of ED visits and hospitalizations due to self-harm generally decreased as neighbourhood
income increased. Due to the small number of deaths due to self-harm, it was not possible to report on deaths by
neighbourhood income group.
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Introduction
Self-harm is a serious public health issue in Halton Region and throughout Canada, particularly among adolescents and
2
young adults. Self-harm refers to poisoning or injuring oneself on purpose, and may or may not involve an attempt to end
one’s life. A recent study by the Canadian Institute for Health Information found that the number of Canadian female
1
adolescents admitted to the hospital for self-inflicted injuries has doubled in the last five years. It is important to
determine whether similar trends are occurring in Halton.
This Self-Harm and Suicide Report is a supplement to the Halton Injury
Report. The purpose of this report is to provide the Halton Region Health
Department and community partners with data on self-harm in Halton in
order to inform self-harm prevention policies and programs. This report
also serves to fulfil Ontario Public Health Standards (OPHS) requirements
related to injury and substance misuse surveillance and reporting.
Throughout this report it is important to keep in mind that data for selfharm and suicide can be very unreliable, and often underestimates the
number of self-harm injuries occurring in the population. In many cases, it
can be difficult to determine if an injury was intentional, and self-harm
attempts may be classified as “unintentional” if there is uncertainty as to
the intent of the injury (for more information see Limitations in appendix
A). This report only includes self-harm injuries that result in an emergency
department visit, hospitalization or death (see Figure 1). Therefore, this
report only represents a portion of self-harm injuries within the population.

Figure 1: Pyramid of self-harm in the community4

On average between 2007 and 2011, suicide resulted in 34 deaths per year in Halton, which accounts for 20% of all injury
related deaths in Halton and over twice the number of people who died from motor vehicle collisions. Not all cases of selfharm involve an attempt to end one’s life. Self-harm, such as cutting or burning oneself, may be done as a way to cope
with emotional pain, intense anger, and/or frustration. However, research has found that people who have presented to
the emergency department with self-harm injuries have a risk of death by suicide 30 times greater than the general
3
population. It is therefore important to consider the factors and circumstances surrounding self-harm related emergency
department visits and hospitalizations when developing suicide intervention strategies. ICD-10 codes presented int this
report are limited in that they do not distinguish between self-harm with and without the intent to die by suicide.
Self-harm can affect anyone; however, groups at higher
risk include teenagers, females, victims of abuse, LGBTQ,
4,5,6
and people with physical or mental illnesses.
Females
tend to have higher rates of self-harm, whereas males
tend to have higher rates death by suicide. While
individual characteristics play an important role in selfharm and suicide risk, the complex interactions between
individual characteristics, life history, and social and
environmental factors also influence self-harm rates in the
5
population. Figure 2 displays some of the key factors at
the individual, interpersonal and societal levels that
influence self-harm rates in the community.
Halton self-harm rates are presented by age, sex,
municipality and income. It is not always possible to
disaggregate local data by the different social
determinants of health. This means that high-risk
populations may not be comprehensively reflected in this
report.

Figure 2: Factors influencing self-harm and suicide risk4,5,6

Identifying groups within the Halton population that are at higher risk of self-harm can help to inform targeted intervention
strategies; however, due to the multifactorial and complex nature of suicide and self-harm, comprehensive and
multisectorial approaches involving public health, clinical services and community partners are needed to reduce the
burden of self-harm in the community.
6

Presentation of the Results
This report summarizes counts and rates of emergency department visits (ED), hospitalizations and deaths due to selfharm among residents of Halton and Ontario. Data presented are for self-harm injuries that occurred in Ontario only. The
rates shown represent injuries to Halton residents, not injuries that occurred within Halton Region. Except for time-trend
analysis, data from 2009 to 2013 were combined for ED visits and hospitalizations, and data from 2007 to 2011 were
combined for deaths. These five-year averages were used to account for unstable rates in the population that can occur
when examining a single year of data. This report includes data for Halton residents aged 10 and over.
Self-harm data are presented as average number of cases per year, crude rates, age-standardized rates and age-specific
rates:
Average number of cases per year is used to display breakdowns of the different types of self-harm in Halton. It is
meant to determine the most common types of self-harm among Halton residents, but should not be used to
compare self-harm between two different populations as it does not take into account the age or sex distribution of
the populations.
Age-standardized rates (per 100,000) are used to compare the different populations of Halton and Ontario, the four
municipalities of Halton, and the income groups. The rates are standardized to the 1991 Canadian population. This
ensures that any differences in rates between populations are not due to differences in the age distributions between
populations. Age-standardized rates are used to provide an overall rate for all ages combined.
Crude rates are calculated by dividing the total number of ED visits, hospitalizations or deaths due to self-harm by
the total population. This rate demonstrates the actual experience of self-harm in the population. It should not be
used to directly compare two different populations (such as Halton and Ontario), as the crude rates are influenced by
the age structure of a population.
Age-specific rates are used to compare self-harm rates between age groups, by sex, for both Halton and Ontario.
This allows comparison of trends by age for Halton and Ontario and by age and sex for Halton residents.
Please note that the upper limit of the y-axis scale used in each graph differs, and ranges between 12 and 600 per
100,000.
Data notes, definitions, and limitations can be found in Appendix A.
For more information on health statistics in Halton Region, please refer to the Halton Health Statistics, including:




Halton Injury Report
Halton Mortality Report
Halton mental health indicator reports

7

Emergency Department Visits
During 2009-2013 Halton males experienced an average of 130 ED visits per year and Halton females experienced an
average of 267 ED visits per year due to self-harm. The crude rate of self-harm during 2009-2013 was 59(±5) per 100,000
for Halton males and 116(±6) per 100,000 for Halton females.
Halton vs. Ontario
Females in both Halton and Ontario had higher age-standardized rates of ED visits due to self-harm compared to males in
Halton and Ontario. Both males and females in Halton had lower rates of ED visits due to self-harm than males and
females in Ontario. These differences were statistically significant (see Figure 3).

Figure 3: Emergency department visits due to self-harm, age-standardized rates (per 100,000),
†
age 10 and over, by sex, Halton Region and Ontario, 2009-2013 combined
Trends Over Time
The highest rates of ED visits due to self-harm in Halton were among females aged 10-17 and 18-24. The rate of ED visits
for females aged 10-17 decreased from 2003 until 2009, at which point it began to increase significantly. The rates of ED
visits in females aged 45-64 and 65+ decreased from 2003 to 2009, and have varied year to year since 2010. The rate of
ED visits due to self-harm among males aged 18-24 decreased from 2003-2010, and has begun to increase slightly in the
last few years. The rates of ED visits for males aged 10-17, 18-24 and 25-44 have decreased since 2003, while the rates
for males aged 45-64 and 65+ have stayed the same (see Figure 4).

Figure 4: Emergency department visits due to self-harm, age-standardized rates (per 100,000),
†
age 10 and over, by sex and age group, Halton Region, 2003-2013

†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: December, 2014
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Average Number of ED Visits per Year
Figure 5 displays the average number of ED visits per year among Halton residents for each type of self-harm. The most
common cause of self-harm resulting in ED visits was poisoning due to prescription drugs such as antidepressants,
antianxiety medications, antipsychotics, amphetamines and tranquilizers. The second most common type of self-harm
resulting in ED visits was poisoning due to common painkillers such as acetaminophen, ASA, ibuprofen and other
nonsteroidal anti-inflammatory drugs (NSAIDs). See Table 3 in Appendix B for a complete description of ICD-10 codes
related to injuries due to self-harm.

*Other refers to all ICD-10/ICD-10-CA codes from X60-X84 and Y87.0, excluding: X60-X62, X64, X65 and X78

Figure 5: Average number of emergency department visits per year due to self-harm, by type of
†
self-harm, age 10 and over, Halton Region, 2009-2013

Age and Sex
Females aged 15-19 had the highest age-specific rate of ED visits due to self-harm out of all age groups in both Halton
and Ontario. This difference was statistically significant. From age 15-19 and onwards, the rate of ED visits due to selfharm typically decreased as age increased for males and females in both Halton and Ontario (see Figure 6).

Figure 6: Emergency department visits due to self-harm, age-specific rates (per 100,000), age 10
†
and over, by sex, Halton Region and Ontario, 2009-2013 combined

†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: December, 2014
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Municipality
¥
Males in Burlington had the lowest age-standardized rate of ED visits due to self-harm, followed by Milton , Oakville and
Halton Hills. These differences were statistically significant when comparing Burlington to Oakville and Halton Hills, and
¥
when comparing Milton to Halton Hills. Males in Burlington, Oakville and Milton had lower rates of ED visits due to selfharm than Ontario, and these differences were statistically significant (see Figure 7).
¥

Females in Burlington also had the lowest age-standardized rate of ED visits due to self-harm, followed by Milton ,
Oakville and Halton Hills. These differences were statistically significant when comparing Burlington to Oakville and
¥
Halton Hills. Females in Burlington, Oakville and Milton had lower rates of ED visits due to self-harm than Ontario, and
these differences were statistically significant (see Figure 7). See the Limitations in Appendix A for a discussion on the
differences seen in unintentional and intentional self-poisonings by municipality.

Figure 7: Emergency department visits due to self-harm, age-standardized rates (per
100,000), age 10 and over, by municipality and sex, Halton Region and
†¥
Ontario, 2009-2013 combined
Income
The age-standardized rate of ED visits due to self-harm typically decreased as neighbourhood income increased for
males in Halton. This difference was statistically significant when comparing the middle income group to the highest
¥
income group. Females in the low and middle income group had a higher rate of ED visits due to self-harm compared to
the highest income group. This difference was statistically significant when comparing females in the middle income group
to females in the high income group (see Figure 8).

Figure 8: Emergency department visits due to self-harm, age-standardized rates (per 100,000),
†¥
age 10 and over, by income group and sex, Halton Region, 2009-2013 combined
†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO: date extracted: December, 2014
¥ Excludes census DA 35240066. Please refer to the discussion on correctional facilities in the Limitations
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Hospitalizations
During 2009-2013 Halton males experienced an average of 83 hospitalizations per year and Halton females experienced
an average of 157 hospitalizations per year due to self-harm. The crude rate of self-harm during 2009-2013 was 38(±4)
per 100,000 for Halton males and 68(±5) per 100,000 for Halton females.
Halton vs. Ontario
Females in both Halton and Ontario had higher age-standardized rates of hospitalizations due to self-harm compared to
males in Halton and Ontario. Males in Halton had a lower rate of hospitalizations due to self-harm compared to males in
Ontario. This difference was statistically significant. There was no significant difference in the rate of hospitalizations due
to self-harm for females in Halton and Ontario (see Figure 9).

Figure 9: Hospitalizations due to self-harm, age-standardized rates (per 100,000), age
†
10 and over, by sex, Halton Region and Ontario, 2009-2013 combined

Trends Over Time
In recent years the highest rates of hospitalizations due to self-harm were among females aged 10-17 and 18-24. Up until
2008 the rate of hospitalizations due to self-harm was decreasing in females aged 10-17, but since 2009 the rate has
been increasing. The rate of hospitalizations due to self-harm among females aged 18-24 was variable from 2003-2013,
with no significant trends. The rate of self-harm generally decreased among females aged 25-44, 45-64 and 65+. The rate
of hospitalizations due to self-harm decreased among Halton males aged 25-44, and there were no significant trends for
any other age groups among males (see Figure 10).

Figure 10: Hospitalizations due to self-harm, age-specific rates (per 100,000), age 10 and over,
†
by sex and age group, Halton Region, 2003-2013
†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO: date extracted: December, 2014
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Average Number of Hospitalizations per Year
Figure 11 displays the average number of hospitalizations per year among Halton residents for each type of self-harm.
The most common cause of self-harm resulting in hospitalizations were poisoning due to prescription drugs such as
antidepressants, antianxiety medications, antipsychotics, amphetamines and tranquilizers. The second most common
type of self-harm resulting in ED visits were poisoning due to common painkillers such as acetaminophen, ASA, ibuprofen
and other nonsteroidal anti-inflammatory drugs (NSAIDs). See Table 3 in appendix B for a complete description of ICD-10
codes related to injuries due to self-harm.

*Other refers to all ICD-10/ICD-10-CA codes from X60-X84 and Y87.0, excluding: X60-X62, X64, X65 and X78

Figure 11: Average number of hospitalizations per year due to self-harm, by type of self-harm, age
†
10 and over, Halton Region, 2009-2013
Age and Sex
Females aged 15-19 had the highest age-specific rate of hospitalizations due to self-harm out of all age groups in both
Halton and Ontario. This difference was statistically significant. Females aged 15-19 in Halton had a higher rate of
hospitalizations due to self-harm than females aged 15-19 in Ontario. This difference was statistically significant (see
Figure 12). However given that the rate of emergency department visits for females aged 15-19 is similar in Halton and
Ontario, it is possible that these differences in hospitalizations rates may be related to differences in injury severity, or
different practices among hospitals related to admitting people to the hospital with self-harm injuries from the emergency
department.

Figure 12: Hospitalizations due to self-harm, age-specific rates (per 100,000), age 10 and over, by
†
sex, Halton Region and Ontario, 2009-2013 combined
†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO: date extracted: December, 2014
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Municipality
¥
Males in Burlington had the lowest age-standardized rate of hospitalizations due to self-harm, followed by Milton , Oakville
and Halton Hills. These differences were statistically significant when comparing Burlington to Halton Hills. Males in
¥
Burlington and Milton had lower rates of hospitalizations due to self-harm than Ontario, and these differences were
statistically significant (see Figure 13).
Females in Burlington also had the lowest age-standardized rate of hospitalizations due to self-harm, followed by Oakville,
¥
Milton and Halton Hills. These differences were statistically significant when comparing Burlington to all other
municipalities. Females in Burlington had a lower rate of hospitalizations due to self-harm than Ontario, and this difference
was statistically significant (see Figure 13). See the Limitations in Appendix A for a discussion on the differences seen in
unintentional and intentional self-poisonings by municipality.

Figure 13: Hospitalizations due to self-harm, age-standardized rates (per 100,000), age 10
and over, by municipality and sex, Halton Region and Ontario, 2009-2013
†¥
combined
Income
Halton males in the highest income group had a lower age-standardized rate of hospitalizations due to self-harm than
males in the middle income group. Females in the highest income group had a lower rate of hospitalizations due to selfharm compared to the middle income group. These differences were statistically significant (see Figure 14).

Figure 14: Hospitalizations due to self-harm, age-standardized rates (per 100,000), age
10 and over, by income group and sex, Halton Region, 2009-2013
†¥
combined
†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO: date extracted: December, 2014
¥ Excludes census DA 35240066. Please refer to the discussion on correctional facilities in the Limitations
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Mortality
During 2007-2011 Halton males experienced an average of 22 deaths per year and Halton females experienced an
average of 12 deaths per year due to self-harm. The crude mortality rate due to self-harm during 2007-2011 was 10(±2)
per 100,000 for Halton males and 5.6(±1.4) per 100,000 for Halton females.
Halton vs. Ontario
Males in both Halton and Ontario had higher age-standardized mortality rates due to self-harm compared to females in
Halton and Ontario. Males in Halton had a lower mortality rate due to self-harm compared to males in Ontario. This
difference was statistically significant. There was no significant difference in the mortality rate due to self-harm for females
in Halton and Ontario (see Figure 15).

Figure 15: Deaths due to self-harm, age-standardized mortality rates (per 100,000), age
Ψ
10 and over, by sex, Halton Region and Ontario, 2007-2011 combined
Trends Over Time
There were too few deaths due to self-harm to report on the age-specific rates over time, so the overall age-standardized
rates are shown in Figure 16. There were no statistically significant trends in the age-standardized mortality rates due to
self-harm for males or females in Halton.

Figure 16: Deaths due to self-harm, age-standardized mortality rates (per 100,000), age 10 and over,
Ψ
by sex, Halton Region, 2003-2011
Ψ

Source: Ontario Mortality Data 2007-2011, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: September, 2014
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Average Number of Deaths per Year
Figure 17 displays the average number of deaths per year among Halton residents for each type of self-harm. The most
common cause of self-harm resulting in death was hanging, strangulation or suffocation. See Table 3 for a complete
description of ICD-10 codes related to injuries due to self-harm.

*Other refers to all ICD-10/ICD-10-CA codes from X60-X84 and Y87.0, excluding: X61, X64, X67, X70, X80 and X1

Figure 17: Average number of deaths per year due to self-harm, by type of self-harm, age 10
Ψ
and over, Halton Region, 2003-2011

Age and Sex
Due to the small number of deaths due to self-harm, age-specific mortality rates by sex in Halton are not reportable. Agespecific mortality rates presented below are for males and females combined in Halton and Ontario. Halton residents aged
10-17 had the lowest age-specific mortality rate due to self-harm. This difference was statistically significant when
comparing Halton residents aged 10-17 to ages 18-24, 25-49 and 50-74. Halton adults aged 25-49 had a lower mortality
rate due to self-harm than Ontario adults aged 25-49. This difference was statistically significant. There were no
significant differences in the mortality rates due to self-harm between Halton and Ontario for any other age groups (see
Figure 18).

Figure 18: Deaths due to self-harm, age-specific rates (per 100,000), age 10 and over,
Ψ
Halton Region and Ontario, 2007-2011 combined

Ψ

Source: Ontario Mortality Data 2007-2011, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: September, 2014
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Municipality
Due to the small number of deaths in each municipality in Halton, it was not possible to report age-standardized mortality
rates due to self-harm by municipality and sex. The following mortality rates are presented for males and females
combined in Halton and Ontario. There were no significant differences by municipality in the age-standardized mortality
rates due to self-harm. The age standardized mortality rate of self-harm was lower in all four municipalities in Halton
¥
compared to Ontario, however these differences were only statistically significant when comparing Burlington and Milton
to Ontario (see Figure 19).

Figure 19: Deaths due to self-harm, age-standardized rates (per 100,000), by municipality,
Ψ¥
Halton Region and Ontario, 2007-2011 combined
Income
Due to the small number of deaths due to self-harm, it is not possible to report on deaths by income group.

Ψ

Source: Ontario Mortality Data 2007-2011, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: September, 2014
¥ Excludes census DA 35240066. Please refer to the discussion on correctional facilities in the Limitations
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Appendix A: Data Notes and Limitations
Definitions
Emergency department (ED) visit: includes only unscheduled visits to the ED.
Hospitalization: patient admission to a hospital following an unscheduled visit to the ED.
Dissemination areas (DAs): small geographic units with a population of 400 to 700 persons. DAs are the smallest
standard geographic area for which all census data are released. All of Canada is divided into DAs. In 2011 Halton
Region had 734 DA’s.
Neighbourhood Income groups:
The National Household Survey (NHS) indicator “in bottom half of the Canadian distribution” was used as a basis for our
neighbourhood income groups. The term neighbourhood refers to a single DA. This indicator provides the percent of
households per DA that were in the bottom half of the Canadian distribution based on adjusted household income. Using
this value, we ranked all of the DAs in Canada into 10 equal groups (deciles), and then ranked them as low (deciles 1-3),
middle (deciles 4-7) or high (deciles 8-10). When looking at Halton alone, this resulted in an unequal number of DAs in
each income group since the deciles are based on the national ranking. Refer to Table 1 for the characteristics of each
income group.
Each ED, hospital and mortality record extracted from IntelliHEALTH was assigned to the appropriate DA by using the
provided postal code along with the postal code conversion file (2011, PCCF). Since the actual income of individuals is
not known, and may vary from their neighbourhood income, misclassification of individuals based on their neighbourhood
income instead of household income may diminish the association between income and injury.
Approximately 4.6% of ED, 4.4% of hospital, and 4.7% of death records were not included in the income analysis due to
no postal code provided, incomplete postal codes, postal codes not matching in the PCCF file, or DA’s being supressed
due to small response from the NHS.
Table 1: Demographic data of Halton’s Income Groups, Halton Region, 2009-2013 (ED and Hospital), 2007-2011
†ᴪ¥
(Mortality) Average
Income
group

# of
DAs

# of
residents

# of Self-Harm
Related ED
Visits

# of Self-Harm
Related
Hospitalizations

# of Self-Harm
Related
Deaths

Range of the % of households in
DAs that are in the bottom half of
the Canadian Distribution

Low
Middle
High
N/A

19
186
528
12

12,970
117,045
367,560
3,260

13
110
248
3

7
70
147
2

2
11
20
<1

63%-100%
38%-62%
0%-37%
N/A

Notes:
N/A – Not Available (DA supressed due to small response from NHS)
Injuries where no postal code was provided are excluded
Census DA 35240066 was excluded

Data Sources
ED and Hospital data:
Vital Statistics: Ambulatory Emergency External Cause [2009-2013], Ontario Ministry of Health and Long-Term Care,
IntelliHEALTH ONTARIO, Date Extracted: December 2014.
Mortality data:
Vital Statistics: Mortality Data [2007-2011], Ontario Ministry of Health and Long-Term Care, IntelliHEALTH ONTARIO,
Date Extracted: December 2014.
Population estimates for Halton and municipalities:
Population Estimates [2007-2011], Ontario Ministry of Health and Long-Term Care, IntelliHEALTH ONTARIO, Date
Extracted: December 2014.
Population estimates by DA for income calculation:
Statistics Canada, 2011 Census of Population, Statistics Canada Catalogue no. 98-311-XCB2011018.

†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO: date extracted: December, 2014
Source: Ontario Mortality Data 2007-2011, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: September, 2014
¥ Excludes census DA 35240066. Please refer to the discussion on correctional facilities in the Limitations
Ψ
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Income indicator:
Statistics Canada. 2013. Canadian National Household Survey (NHS) Profile. 2011 National Household Survey.Statistics
Canada Catalogue no. 99-004-XWE. Ottawa. Released September 11, 2013.
Postal code conversion file (PCCF):
Statistics Canada, 2011 Census of Population, Postal Code Conversion File (PCCF). Ottawa. Released July 20 2011.
Coding
External causes of injury due to self-harm in this report were coded using the ICD-10-CA and ICD-10 classification
systems. The codes for self-harm injuries are listed in Table 2.
Table 2: ICD-10-CA and ICD-10 external cause of injury codes for self-harm
Coding System
Data
Codes
ICD-10-CA
Emergency department and hospitalization
X60-X84, Y87.0
ICD-10
Mortality
X60-X84, Y87.0
Coding for ED and hospital data (ICD-10-CA):
Canadian Institute for Health Information. (2009). International classification of diseases and related health problems:
Tenth revision. Ottawa: Canadian Institute for Health Information.
Coding for mortality data (ICD-10):
th
World Health Organization. (2010). International statistical classification of diseases and related health problems 10
Revision.Geneva: World Health Organization.
Statistical Significance
95% confidence intervals were calculated for self-harm rates. A 95% confidence interval (CI) refers to the range of values
that has a 95% chance of including the true estimate. 95% CIs are reported in brackets or presented as “I” shaped bars in
the graphs. When CIs do not overlap between 2 or more groups (e.g., when comparing Halton and Ontario rates) it means
that the differences between the groups are statistically significant and unlikely to be due to chance alone. Since
overlapping confidence intervals are used to determine statistical significance, p-values are not calculated. This is a
conservative approach (α<0.01) which is more appropriate when multiple comparisons are being made, such as in this
report. In other words, there is only a 1% chance that any statistically significant findings in this report were found due to
chance alone and not true differences in the population. Although this is population level data, and not survey responses,
confidence intervals were calculated in this report to account for changes in the population, human error, and
misclassification.
Rounded estimates and CIs are used for the presentation of data; however, non-rounded CIs were used to determine
statistically significant differences.
Trends over time were tested for significance using linear regression and autocorrelation.
Limitations
For overall rates, hospital and ED data are related to the number of visits to the hospital/ED, not the number of people;
however, when broken down by type of injury the same visit can be classified as more than one type of self-harm injury if
the person presented to the ED/Hospital with more than one injury.
If it was found that a single person had an extreme number of visits or hospitalizations (more than 20 in 1 year) then the
data was adjusted in the trend analysis to ensure yearly data would be comparable.
ED visits and hospitalization data only provide an estimate of the true rate of self-harm within the population, as
individuals who do not visit the ED for self-harm are not captured in this report; alternatively, individuals may visit an ED
several times for the same self-harm injury, or may visit more than one hospital for the same self-harm injury. See the
section below on the misclassification of self-poisonings due to intentional, unintentional and undetermined intent.
ED visit and hospitalization data do not include self-harm injuries that occurred to Halton residents outside of Ontario.
Halton residents who died due to injuries outside of Ontario are also not included.
ED visits, hospitalizations and deaths that were classified as undetermined intent were excluded from the analysis in this
report.
Rates of self-harm only include ages ten and over in the denominator.
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The sum of male and female rates may not equal the overall rate, as the overall rate includes those that indicated their
sex was transsexual or hermaphrodites.
Population counts by DA are only available for census years (2011 in this report); however, we are using 5 years of data
combined, so for the income analysis the denominator was the 2011 population multiplied by 5 even though the
population may have varied from year to year (especially in Milton). This may result in an underestimate of rates by
income as the denominator would be larger than actual population counts from 2007-2010, and smaller than actual
population counts for 2012-2013. For all other rates in this report, population counts for the applicable years were used for
the years matching the ED, hospital and mortality data.
This report uses the National Household Survey income indicator, “in bottom half of the Canadian distribution”. In 2011
the voluntary National Household Survey replaced the mandatory long form census. In Halton, the global non-response
rate increased from under 5% in 2006 to 23% in 2011. Because voluntary surveys are more prone to non-response bias
than mandatory surveys, the NHS data may not reflect a representative sample of Halton’s population, especially at
smaller areas of geography (such as dissemination areas) and certain population groups. Statistics Canada has warned
that people with low incomes and very high incomes, Aboriginals, and recent immigrants were less likely to respond to the
NHS. See the NHS user guide for more information.
Correctional Facilities in Halton
Halton Region contains two correctional facilities located in Milton: Maplehurst Correctional Complex and Vanier Centre
for Women. Due to the nature of the census data and the ED, hospitalization, and mortality records, it was not possible to
determine the number of prison inmates in the numerator or denominator of the self-harm rates. The DA that includes the
two correctional facilities was excluded from analysis of income and municipality as these populations were smaller and
the prison population had a large influence on these rates. In all other cases the DA that included the prisons was
included in the analysis as the denominator was much larger and the prison population had less influence on the overall
rates.
Misclassification of self-poisonings due to intentional, unintentional and undetermined intent
7,8
Poisonings, whether intentional, unintentional or of undetermined intent are prone to misclassification. Studies have
suggested that intentional poisonings are under-reported by over 60% of poisoning admissions. Individuals were 10 times
more likely to have a subsequent visit for intentional injuries when they had had a previous self-poisoning of undetermined
7
intent compared to those who had not. Mortality data has also been shown to underestimate the number of self-harm
related deaths, which may be due in part to intentional deaths being classified as undetermined intent due to the stigma
7
associated with self-harm and suicide.
Although the data presented in this report only include those that were classified as intentional self-harm, it is important to
understand that these numbers likely underrepresent the true incidence of intentional self-harm in our community. Since
intentional poisonings are prone to misclassification, it is possible that some of the poisonings shown below in Figure 20
that are classified as unintentional and undetermined intent would be better classified as intentional poisonings.
We also noted that Burlington had a greater proportion of unintentional poisonings (40%) and smaller proportions of
intentional poisonings (55%) and poisonings of undetermined intent (6%) compared to the other municipalities in Halton
(18-20% unintentional poisonings, 64-66% intentional poisonings and 14-19% poisonings of undetermined intent). It is not
possible to determine whether these differences are related to various approaches to categorizing and coding selfpoisonings, or if these differences reflect true differences in the populations.

†

Source: National Ambulatory Care Reporting Centre, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO: date extracted: December, 2014
Source: Ontario Mortality Data 2007-2011, Ontario Ministry of Health and Long-Term Care: IntelliHEALTH ONTARIO, date extracted: September, 2014
¥ Excludes census DA 35240066. Please refer to the discussion on correctional facilities in the Limitations
Ψ
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Figure 20: Average number of cases of emergency department visits, hospitalizations and
deaths due to poisonings of intentional, unintentional and underdetermined intent,
†Ψ
age 10 and over, by sex, Halton Region, 2009-2013 combined

Appendix B: Self-Harm ICD Codes
Table 3: List of ICD-10 codes for self-harm related injuries

ICD
Code
X60

X61

X62

X63

X64
X65

X66

X67
X68
X69
X70
X71
X72
X73
X74
X75
X76
X77
X78
X79
X80
X81
X82
X83
X84
Y87.0

ICD-10 Description
Intentional self-poisoning by and exposure to nonopioid analgesics, antipyretics and antirheumatics
Intentional self-poisoning by and exposure to
antiepileptic, sedativehypnotic, antiparkinsonism and
psychotropic drugs, not elsewhere classified
Intentional self-poisoning by and exposure to
narcotics and psychodysleptics [hallucinogens], not
elsewhere classified
Intentional self-poisoning by and exposure to other
drugs acting on the autonomic nervous system
Intentional self-poisoning by and exposure to other
and unspecified drugs, medicaments and biological
substances
Intentional self-poisoning by and exposure to alcohol

General Description
Common painkillers such as acetaminophen,
ASA, ibuprofen and other nonsteroidal antiinflammatory drugs (NSAID)
Antidepressants, antianxiety medications,
antipsychotics, amphetamines and tranquilizers.
Codeine, heroin, LSD, methadone, morphine,
opium and other street drugs
Trazadone, beta blockers (e.g. atenolol,
bisoprolol, metoprolol), dextromethorphan,
dimenhydrinate (Gravol) and diphenylhydramine
(Benadryl)
Diazapam (Valium), benzodiazapine, blood
pressure medications, epinephrine, antibiotics,
and many other unspecified drugs or substances

Benzene and homologues, carbon tetrachloride
(used in fire extinguishers, precursor to
refrigerants and cleaning agent),
chlorofluorocarbons (refrigerants, aerosol
propellants), petroleum
Intentional self-poisoning by and exposure to other
Carbon monoxide, tear gas, motor vehicle
gases and vapours
exhaust, utility gas
Intentional self-poisoning by and exposure to
Fumigants, fungicides, herbicides, insecticides,
pesticides
rodenticides, wood preservatives
Corrosive acids, glues and adhesives, paints and
Intentional self-poisoning by and exposure to other
dyes, poisonous food/plants, soaps and
and unspecified chemicals and noxious substances
detergents
Intentional self-harm by hanging, strangulation and suffocation
Intentional self-harm by drowning and submersion
Intentional self-harm by handgun discharge
Intentional self-harm by rifle, shotgun and larger firearm discharge
Intentional self-harm by other and unspecified firearm discharge
Intentional self-harm by explosive material
Intentional self-harm by smoke, fire and flames
Intentional self-harm by steam, hot vapours and hot objects
Intentional self-harm by sharp object
Intentional self-harm by blunt object
Intentional self-harm by jumping from a high place
Intentional self-harm by jumping or lying before moving object
Intentional self-harm by crashing of motor vehicle
Intentional self-harm by other specified means
Intentional self-harm by unspecified means
A condition resulting from a self-harm event that
Sequelae of intentional self-harm
occurred at least one year ago
Intentional self-poisoning by and exposure to
organic solvents and halogenated hydrocarbons and
their vapours

21

HE-15331

