
months old, as identified by El
Tantawi et al.), would the
findings change? Was universal
health care not significantly
associated with any dependent
variable because the oral and
medical health sectors are still
too siloed? What additional
exo- and macro-level factors
might be important contribu-
tors to ECC data availability or
to ECC prevalence?

Future research might adjust
these associations for more con-
founding variables for which data
exist. Dietary intake, for example,
is essential to tooth condition.
Among children younger than 36
months, breastfeeding prevalence
would be appropriate to explore,4

whereas sugar or corn consump-
tion might be a good option to
assess among children 36 to 71
months of age. Othermacro-level
factors worth considering are
a mother’s educational level, the
under-5 mortality rate,5 healthy
life expectancy at birth,6 and
the sociodemographic index

developed through the Global
Burden of Disease Study.6

A balance has to be struck
between bias introduced with
each additional predictor and in-
clusion of predictors for which
theory offers a credible argument.
In such cases, even if these addi-
tional control variables are not
statistically significant in a final
model, this can be an important
signal to policymakers and future
researchers that such predictors
have been taken into account.
There are evermore creativeways
to explore this balancing act. For
example, the sociodemographic
index is a summary indicator that
combines per capita income, years
of schooling, and the total fertility
rate. Thus, this index could save
degrees of freedom in the analysis
(thus preserving statistical power),
help avoid overfitting of a model,
and potentially solve the earlier-
mentioned complexity issue re-
lated to measures of wealth.

Given that dental caries can
lead to systemic infections and

even death,7wemust continue to
insist that our country surveil-
lance systems improve measure-
ment of ECC and that our health
(including oral health) systems
improve both their reach and
their effectiveness.

Cynthia A. Tschampl, PhD
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Nonsuicidal Self-Injury: A Neglected
Public Health Problem Among
Adolescents

See also Monto et al., p. 1042.

In this issue of AJPH, Monto
et al. (p. 1042) take an important
step in providing prevalence
estimates and health risk be-
havior correlates of nonsuicidal
self-injury (NSSI) among
a large nonclinical sample of
high school students in 11
states using 2015 Youth Risk
Behavior Surveillance System
(YRBSS) data. They found
that 17.6% of adolescents had
engaged in at least one form
of NSSI within the past year,

including just over one in 10
male adolescents and nearly
one in four female adolescents.
This work adds to the current
body of epidemiological re-
search onNSSI and demonstrates
a substantial population-level
burden of NSSI among youths.
It also builds on research from
the 2007 Minnesota Student
Survey, a population-based
survey of Minnesota high school
students that found an NSSI
prevalence of 7.3% among

youths who had never experi-
enced suicidality.1 The 2016
Minnesota Student Survey
employed an NSSI question
similar to that of the YRBSS and
showed rates (15%–16%)

comparable to those observed
by Monto et al.

DISENTANGLING NSSI
AND SUICIDALITY

Monto et al. found strong
associations between NSSI and
past-year suicide attempts, con-
sistent with previous research
demonstrating that adolescents
who engage in NSSI are at an
increased risk of subsequently
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attempting suicide. In fact, sev-
eral studies suggest that specifi-
cally among adolescents who are
depressed, a history of NSSI may
be a stronger risk factor for
attempting suicide than is a past
suicide attempt.2

NSSI poses a particular chal-
lenge for youth-serving clinicians
and mental health systems.
Youths are often evaluated in
emergency departments for
NSSI, and many are admitted
unnecessarily to psychiatric in-
patient programs. Because the
behavior is, by definition, not
suicidal in intent, many youths
may be best served with
community-based mental health
treatment. However, in research
and clinical assessment, it is
often challenging to determine
which youths engaging in NSSI
require inpatient hospitalization.
Future work is urgently needed
to differentiate youths at the
highest risk for suicide, appro-
priately triage services, and guide
best practices.

FRONTIERS IN NSSI
RESEARCH

Monto et al. fill an impor-
tant gap in NSSI research by
exploring health risk behaviors
rarely examined among adoles-
cents who self-injure (e.g., using
drugs, fighting, cyberbullying,
forced sexual intercourse). Im-
portantly, although the preva-
lence of NSSI varied by sex, the
pattern of associated risk factors
was generally consistent among
both male and female students.
The association of NSSI with
health risk behaviors highlights
the importance of assessing the
broader context in which NSSI
occurs. Although these associa-
tions bring to light cooccurrence
patterns, they cannot be used
to assess causation or to evaluate

the possibility of reverse
causation.

Another important step in
advancing NSSI research is to
move beyond examiningNSSI as
either present or absent and study
frequency and patterns of NSSI
behavior. Many youths search
for new strategies to cope with
emotional distress, and some try
NSSI once or twice to determine
whether it is helpful to them and
stopwhen it is not. As in the study
byMonto et al., these adolescents
are often grouped with those
who have integrated NSSI into
their regular coping repertoire.
Although small studies often lack
the power to examine NSSI
frequency, YRBSS offers the
opportunity to conduct thismore
detailed analysis. Monto et al.
noted that 5.5%of the sample had
engaged in NSSI six or more
times in the previous 12 months,
providing a valuable data source
for more detailed study of risk
profiles.

USING THEORY TO
INFORM RESEARCH
AND PRACTICE

Disentangling NSSI and sui-
cidality speaks to a broader dis-
cussion about how best to
identify youths engaged in risk
behaviors who will actually at-
tempt suicide. The interpersonal
psychological theory of suicide3

posits that individuals attempt
suicide when they have both
a desire to die (i.e., suicidal idea-
tion) and the capability to act on
that desire. According to the
interpersonal psychological the-
ory of suicide, individuals who
ideate about suicide attempt
suicide only if they have acquired
the capability to tolerate the an-
ticipated physical pain and have
a decreased fear of death. In-
dividuals who engage in NSSI

may become habituated to vari-
ous forms of pain (e.g., tearing,
burning, bruising) so that death
by suicide is not as frightening
over time.

However, it is not simply
whether individuals engage in
NSSI that increases the risk for
a suicide attempt but how many
times they self-injure, how long
they have been self-injuring,
how many different methods of
NSSI they have used, and why
they engage in NSSI (e.g., to
release tension, to avoid suicide,
to self-punish). It is essential
that we balance studies of
population-level prevalence and
correlates of NSSI with theo-
retically grounded examinations
of how these risk behaviors ac-
tually unfold across the adoles-
cent life course. In doing so, we
can bring together multidisci-
plinary perspectives from youths,
clinicians, researchers, and public
health officials to move the field
forward.

A PUBLIC HEALTH
FRAMEWORK FOR
INTERVENTIONS

The health impact pyramid
outlined by Frieden4 provides
a useful framework from which
to conceptualize the public
health impact of NSSI and
identify intervention oppor-
tunities beyond traditional
individual-based approaches.
This model posits that the
greatest population effect with
the least amount of individual
effort can be achieved by tar-
geting socioeconomic and soci-
ostructural factors. In the case
of NSSI, this should include
sustained efforts to address mental
health parity and improve access
to mental health care for all
youths.

Changing social and envi-
ronmental contexts to promote
healthy behavior has been suc-
cessfully used to address suicide.
Suicide research has demon-
strated the effectiveness of
structural interventions, such as
fencing around bridges and the
tops of high buildings.5 Addi-
tionally, changes in media
reporting practices have success-
fully reduced the suicide copycat
phenomenon. More responsible
reporting of NSSI in the media,
including discussing negative
consequences and focusing on
help-seeking behavior and
available resources, may pro-
vide novel avenues for harm
reduction.

School-based prevention
programs, such as the Signs of
Self-Injury Program,6 may offer
opportunities for long-lasting
protective interventions. Such
programs can foster empathy for
those engaging in NSSI and
improve help-seeking attitudes
and intentions among youths.
They may prove a particularly
efficient approach considering
the NSSI burden documented
by Monto et al.

Family- and individual-level
clinical interventions may also
play an important role in
addressing NSSI. There are no
empirically supported treatments
specifically for adolescent NSSI,
but most treatments that help
with NSSI do so by addressing
the context in which it occurs
(e.g., depression).7 Research has
shown that supportive and posi-
tive family relationships are one
of the greatest protective factors
against many health risk behav-
iors, including NSSI.1

Few medical providers feel
prepared to address NSSI at
the individual level through
counseling or education, and few
resources exist to help them.
However, one model has been
developed as a tool to assist health
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professionals with screening ad-
olescents for NSSI and providing
brief, targeted advice and coun-
sel.7 Because of the high preva-
lence of NSSI among both
male and female adolescents,
youth-serving professionals
should incorporate routine
screening for NSSI and link to
appropriate mental health services
as part of best practices in assessing
psychosocial risk and protective
factors that affect health.

A comprehensive strategy to
address adolescent NSSI must
combine research, the refine-
ment of clinical best practices,
and the development of

multitiered prevention and in-
tervention programs, including
public health programs to address
NSSI among youths in the gen-
eral community. This integrated
approach can help us identify
effective individual and contex-
tual strategies to reduce the
burden of NSSI and safeguard
youths.

Nicholas J. Westers, PsyD
Alison J. Culyba, MD, PhD,
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Short-Term Adverse Effects of
Austerity Policies on Mortality Rates:
What Could Their Real Magnitude Be?

See also Cabrera de León et al., p. 1091.

Assessing the effects of policies
on health matters. A lot. It
matters in ways as ancient as
humanity, and it matters in
particularly challenging ways in
this age of post-truths, alterna-
tive facts, fake news, plain lies,
and other expressions of the
reluctance to look at reality.
Valid scientific studies are crucial
in assessing the effects of policies.
The article by Cabrera de León
et al. (p. 1091) illustrates the im-
portance of looking at the effects
of politically and financially
driven responses to the economic
crisis. Also, their empirical analysis
shows the need to assess how
economic, fiscal, occupational,
welfare, environmental, and san-
itary policies have affected the
conditions in which citizens work
(or not) and live, or die; the
performance of health systems;
and indicators of population
health.1

The sharp increase in mor-
tality in Spain from 2010 to 2011
reported by the authors is difficult
to attribute to austerity policies
because it largely precedes them.
With the exception of 2012,
public expenditures in Spain in-
creased each year from 2007 to
2015. Social expenditures dropped
only 0.1 gross domestic product
points from 2010 to 2011.2 The
main austerity measures—espe-
cially those deriving from a Royal
Decree Law, in force since July
2012—were implemented in
2012 and thereafter.3

A CHANGE IN THE
STANDARD
POPULATION

The putative mortality increase
did follow the onset of the eco-
nomic recession in 2007 and 2008.

Crucially, the reliability of the
age-adjustedoverallmortality rates
(AAMRs) used by Cabrera de
León et al., particularly for 2011, is
problematic: the population used
to standardize rates changed in
2011.4 Before 2011, the standard
population used for AAMRs was
the Spanish population of July 1,
1999; since 2011, the European
standard population provided by
Eurostat has been employed.3

Cabrera de León et al. acknowl-
edge in an appendix that the
AAMR data they used are not
comparable from 2010 to 2011

because of the change in the ref-
erence population; yet, they base
their most important calculations
on these unreliable data. Hence,
their results should be considered
with great caution.

Poverty and impoverishment—
and the related lack or loss of
social protection and welfare
benefits—may be key in ex-
plaining the links between the
economic recession, austerity
measures, and increasing mor-
tality in Spain and many other
countries. The long-term high un-
employment rate became even
more dramatic in Spain after the
onset of the crisis, increasing from
9.2% in 2005 to 22.1% in 2015,5

with the young population (48%
of which was unemployed in
2015) particularly affected.4 The
recession had a stronger impact
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