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M eans restriction is an evidence- 
based intervention that limits 
access to lethal means of sui-

cide and serious self-harm. These inter-
ventions can form part of a comprehensive 
mental health and well-being strategy, 
which is particularly important given the 
recent decline in self-reported positive men-
tal health and increase in self-harm indica-
tors among youth in BC.1 

Research indicates that greater availabil-
ity of and access to lethal means of suicide 
and self-harm increase both population and 
individual risk of suicide, whereas restricting 
or limiting access decreases suicide rates, 
without evidence of suicide displacement 
(i.e., people considering suicide do not 
choose alternative means of self-harm as a 
result of means-restriction efforts).2,3 Exam-
ples of means-restriction targets include 
firearms, jumping sites, and medications. 

To inform suicide prevention efforts, 
a review was conducted of BC youth (10- 
to 24-year-olds) self-harm hospitalization 
data. Poisoning was identified as the lead-
ing cause of youth self-harm hospitaliza-
tion, particularly among females [Table 1]. 
External causes of self-harm hospitaliza-
tion (e.g., sharp objects, hanging, jumping) 
were significantly lower than poisoning. 
Although intentional poisoning contributes 
significantly to youth self-harm hospitaliza-
tion in BC, it is not a top cause of death 
by suicide.

A review of BC Drug and Poison Infor-
mation Centre data identified the most com-
mon substances involved in youth self-harm  
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Mechanism of intentional self-harm Total count 
(%)

Female count 
(%)

Male count 
(%)

Antiepileptic, sedative-hypnotic,  
anti-Parkinsonism, and psychotropic drugs 	 4 133 (36.3) 	 3 253 (36.6) 	 880 (35.0)

Nonopioid analgesics, antipyretics, and 
antirheumatics 	 4 116 (36.1) 	 3 434 (38.7) 	 682 (27.1)

Other and unspecified drugs, medicaments, and 
biological substances 	 1 005 (8.8) 	 824 (9.3) 	 181 (7.2)

Sharp objects 	 816 (7.2) 	 550 (6.2) 	 266 (10.6)

Narcotics and hallucinogens 	 332 (2.9) 	 180 (2.0) 	 152 (6.1)

Other and unspecified chemicals and noxious 
substances 	 300 (2.6) 	 240 (2.7) 	 60 (2.4)

Alcohol 	 158 (1.4) 	 121 (1.4) 	 37 (1.5)

Hanging, strangulation, and suffocation 	 147 (1.3) 	 72 (0.8) 	 75 (3.0)

Other drugs acting on the autonomic nervous system 	 101 (0.9) 	 70 (0.8) 	 31 (1.2)

Jumping from a high place 	 97 (0.9) 	 40 (0.5) 	 57 (2.3)

Other mechanisms  
(sex-stratified counts of 29 or less) 	 185 (1.6) 	 94 (1.1) 	 91 (3.6)

Totals 	11 390 (100) 	 8 878 (100) 	 2 512 (100)

TABLE 1. Leading causes of youth self-harm hospitalization in BC, 2012–2022, by sex.

TABLE 2. Leading medications and substances involved in youth self-harm, BC Drug and Poison 
Information Centre calls, 2013–2024, by sex. 

calls [Table 2]. The leading classes/types 
of medications in the calls about youth 
self-harm were acetaminophen, selective 
serotonin reuptake inhibitors, ibuprofen, 

and antipsychotics. This is likely because of 
their relative availability to youth. Antide-
pressants, mood stabilizers, and anti-anxiety 
medications are commonly prescribed to 

* Medications or substances with total counts of 800 or more are shown in this table.
† Counts and percentages add to greater than the total due to cases with more than one medication or substance. 

Medication or substance type
Total count 

(%)*†

Female count 
(%)

Male count 
(%)

Acetaminophen 	 5 486 (27.2) 	 4 582 (28.2) 	 904 (23.9)

Selective serotonin reuptake inhibitors 	 5 149 (25.6) 	 4 320 (26.6) 	 829 (21.9)

Ibuprofen 	 2 441 (12.1) 	 2 120 (13.0) 	 321 (8.5)

Antipsychotics 	 2 298 (11.4) 	 1 818 (11.2) 	 480 (12.7)

Beverage alcohol 	 1 846 (9.2) 	 1 416 (8.7) 	 430 (11.4)

Atypical antidepressants 	 1 323 (6.6) 	 1 054 (6.5) 	 269 (7.1)

Benzodiazepines 	 1 150 (5.7) 	 877 (5.4) 	 273 (7.2)

Diphenhydramine 	 975 (4.8) 	 802 (4.9) 	 173 (4.6)

Methylphenidate, amphetamine, and  
related compounds

	 862 (4.3) 	 644 (4.0) 	 218 (5.8)

Anticonvulsants 	 810 (4.0) 	 654 (4.0) 	 156 (4.1)

Other medications or substances 	 7 868 (39.1) 	 6 243 (38.4) 	 1 587 (42)

Totals 	20 139 (100) 	 16 253 (100) 	 3 781 (100)



328 BC MEDICAL JOURNAL VOL. 67 NO. 9 | NOVEMBER 2025328

BCCDC

youth for the management of depression 
and anxiety and were commonly involved 
in self-harm calls. Youth who are at greater 
risk of suicide and self-harm are more likely 
to have access to these medications than the 
public. Several of the top culprit medica-
tions, such as acetaminophen, ibuprofen, 
and diphenhydramine, are available over 
the counter and can be accessed in large 
quantities by the Canadian public. 

These findings highlight opportunities 
for prescribers, policymakers, and the pub-
lic to reduce the risk of youth self-harm 
and suicide. Potential actions include 
incorporating safety considerations into 
prescribing guidelines, modifying prescrib-
ing practices for higher-risk patients, and 
providing education to patients and fami-
lies on safe medication storage and dis-
posal. Means-prevention interventions for 
over-the-counter medications in other juris-
dictions can inform local approaches. For 
example, the United Kingdom introduced 
legislation in 1998 to limit over-the-counter 

acetaminophen package sizes, resulting in 
a 43% reduction in suicide deaths due to 
acetaminophen over 11 years.4 

Limiting access to a lethal supply of 
medications is an evidence-based approach 
to prevention of youth suicide and self-harm. 
Greater awareness of the epidemiology of 
medication self-harm can inform strategies 
to reduce youth self-harm. n
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