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Reminder-Focused Positive Psychiatry: Suicide
Prevention Among Youths With Comorbid
Posttraumatic Stress Disorder and Suicidality
Naser Ahmadi, M.D., Ph.D., Robert Pynoos, M.D., M.P.H., Andrew Leuchter, M.D., Alex Kopelowicz, M.D.

Objective: This study aimed to investigate the effect of brief
reminder-focused positive psychiatry and suicide prevention
(RFPP-S) on suicidal ideation, posttraumatic stress disorder
(PTSD) symptoms, and clinical outcomes among youthswith
PTSD treated in psychiatric emergency rooms.

Methods: This study included youths with PTSD and suici-
dality who received either RFPP-S (N550) or treatment as
usual (N5150). The Columbia Suicide Severity Rating Scale
(C-SSRS),Clinician-AdministeredPTSDScale forchildrenand
adolescents, University of California, Los Angeles Trauma
Reminder Inventory, Patient Health Questionnaire–9, Posi-
tive Emotion, Engagement, Relationships, Meaning, and
Accomplishment Scale, and positive psychiatry test batteries
were administered at baseline, on day 2, and 1 week and
1 month after discharge.

Results: On day 2, the RFPP-S group showed a greater re-
duction inPTSD symptoms (55%) and reactivity to traumaand
loss reminders (80%) compared with the control group

(10% for both) (p50.001). A significantly greater reduction in
C-SSRS score for RFPP-S (80%), comparedwith treatment as
usual (15%), was noted (p50.001), and RFPP-S showedmore
rapid stabilization (mean6SD52.060.5 days) and enhanced
postdischarge follow-up (100%) comparedwith treatment as
usual (5.062.0 days and 50%, respectively) (p,0.05). RFPP-S,
but not treatment as usual, was associated with significant
increases in well-being, flexible thinking, and coping skills
(p,0.05). Hospital readmission due to suicidality 1 month
after discharge was 0% for the RFPP-S group and 20% for the
control group.

Conclusions: RFPP-S was associated with reduced PTSD
symptoms, enhanced coping skills while experiencing trauma
reminders, adoption of safety skills, rapid stabilization of acute
crises of PTSD with suicidality, adherence to post–emergency
room visits and treatment, and favorable clinical outcomes.

Am J Psychother 2022; :1–8;

doi: 10.1176/appi.psychotherapy.20200061

Childhood posttraumatic stress disorder (PTSD) and its re-
lated suicidality are major public health problems causing
severe health consequences to the child and financial burden
to society, with an estimated cost of $103 billion annually (1,
2). Suicide is the second-leading cause of death among youths
ages 10–19 years, especially among those with PTSD (3, 4).
Youth visits to psychiatric emergency rooms (PERs) for
suicidality are rising across the United States, especially
among those with traumatic stress exposure and self-harm
behavior (5–12).

Reactivity to trauma and loss reminders (RTLR) is a core
symptom of PTSD that plays a major role in the disorder’s
development and continuance (10). The severity of PTSDand
related RTLR is associated with impaired cardiovascular
function, which directly predicts major adverse cardiovas-
cular events (10).

The focus of positive psychiatry is to reverse the im-
balance created by conceiving of mental health through the
deficit model as an additive to traditional psychiatry (13, 14).

Positive psychiatry is defined by interventions designed to
foster well-being by promoting positive emotions, thoughts,

HIGHLIGHTS

• Reminder-focused positive psychiatry and suicide pre-
vention (RFPP-S) is an acceptable and feasible intervention
in psychiatric emergency room (PER) settings.

• The current evidence supports the capacity for RFPP-S to
improvesymptomsofposttraumatic stressdisorder (PTSD)
and suicidality.

• RFPP-S is associated with enhanced well-being and par-
ent-child interaction, higher rates of postdischargemental
health follow-up, and favorable clinical outcomes.

• Using RFPP-S, PER psychiatrists and clinicians can address
symptoms of PTSD and suicidality and enhance stabili-
zation of acute crises among youths with these comorbid
conditions.
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and behaviors under voluntary control (12, 15, 16). Reminder-
focused positive psychiatry (RFPP) is an acceptable and fea-
sible evidence-based group treatment for youths with PTSD
and their families that focuses on trauma reminders. RFPP is
associated with improved core PTSD symptoms, decreased
severity of RTLR, increased vascular function, reduced in-
flammation, and favorable long-term clinical outcomes (17).

This study investigated the effect of the brief RFPP and
suicide prevention intervention (RFPP-S) on core PTSD
symptoms, the severity of RTLR, suicidality, mental well-
being, parent-child interactions, and clinical outcomes of
youths with PTSD who received treatment at the Olive
View–University of California, Los Angeles (UCLA) PER
(OV-PER).

METHODS

Using a nested, matched case-control design, this retro-
spective cohort study included 50 youths with PTSD and
suicidality receiving RFPP-S and 150 youths with PTSD and
suicidality receiving treatment as usual (without RFPP-S;
control group) during their OV-PER visit. All youths were
admitted to the PER because of danger to self; all showed
symptoms of suicidal ideation, defined as a score of$3 on the
Columbia Suicide Severity Rating Scale (C-SSRS); and 19%
(N538) exhibited suicidal behavior. PER clinicians admin-
istered the C-SSRS, the Patient Health Questionnaire–9
(PHQ-9), and PTSD screenings. PTSD diagnoses were based
on ICD-10-CM and DSM-5 codes.

All participants received Medi-Cal insurance coverage
and were screened, neuropsychiatrically assessed, and fol-
lowed by one provider. Participants were youths (ages 9–18)
with comorbid PTSD and suicidality (i.e., C-SSRS score$3)
who were admitted to the OV-PER on a Monday or
Wednesday, who did not have other major psychiatric dis-
orders or prior suicide attempts, and who received devel-
opmental age–appropriate, clinically indicated RFPP-S.
Eligible youths with comorbid PTSD and suicidality who did
not receive RFPP-Swerematchedwith participants from the
RFPP-S group in terms of age, gender, and enrollment time.
These youths received treatment as usual at the OV-PER and
were randomly selected to form the control group. Demo-
graphic and clinical characteristics and long-term clinical
outcomes of participants were obtained by using Los Angeles
CountyDepartmentofHealthServices (DHS;OnlineRealtime
Centralized Health Information Database) and mental health
clinic (myAvatar) electronic medical records, DHS adminis-
trative records (I2B2 data portal), and chart review. All par-
ticipants were followed for a mean of 6 months between
2018 and 2020. This study was approved and overseen by the
institutional reviewboardcommitteeof theOliveView–UCLA
Education and Research Institute in Sylmar, California.

Control Group
Using a nested, case-control design, participants matched for
age, gender, andenrollment timewere randomly selected from

apool of 315 eligible youthswithPTSDand suicidalitywhodid
not receiveRFPP-S.These youthswere admitted to aPERona
Tuesday or Thursday, received treatment as usual at the
OV-PER, and were screened, neuropsychiatrically assessed,
and followedbyoneprovider as part of a large, ongoing clinical
initiative of adapting trauma-informed screening tools (i.e.,
strength-based characteristics; traumatic stress symptoms;
moodandsuicidesymptoms)andinterventionsatPERs,which
started in 2018.

RFPP-S
In this study,RFPP, which has high fidelity and acceptability,
focused on enhancing contextual discrimination and emo-
tional regulation andonpromoting adaptive coping strategies
in response to trauma reminders, including by recognizing
reminders and shifting attention during exposure to re-
minders from intrusive memories to positive feelings,
thoughts, goals, andchoices. (A tabledescribingRFPP-Sskills
is available as an online supplement to this article.) The
treatment also included exercises to mitigate avoidance and
reduce psychological and physiological reactivity associated
with trauma reminders. RFPP-S, a developmental age–
appropriate, trauma-informed safety prevention inter-
vention, consists of two components of RFPP (i.e., trauma
reminders and avoidance and negative cognitions) as well as
safety planning and distress tolerance skill sets for youths
with PTSD and their families. RFPP-S includes components
for youths aswell as for parents. All youths and parents in the
RFPP-S group participated in the RFPP-S intervention.

Youth component. The two components of RFPP-S are
trauma reminders and avoidance and negative cognitions.
The trauma reminders component consists of exercises in
self-compassion; treatment engagement; tolerance of trauma
reminders related tonegative emotions; andability tomanage
reactivity to trauma reminders and related suicidality by
improving distress tolerance, including through self-talk
and parental support to improve contextual differentiation
between the current reminders and the original trauma.
This component aims to enhance recognition of trauma
reminders, promote enhanced adaptive coping strategies
through treatment engagement and shifting attention, help
patients tolerate distress and diminish their suffering while
experiencing trauma reminders and related suicidality by
experiencing feelings of caring and kindness toward them-
selves, promotebehavioral interventions tobounceback from
distress by enhancing emotion regulation and the ability to
introspect, and help patients develop positive emotion by
expressing gratitude to self and others and through social
connectedness.

The avoidance and negative cognitions component con-
sists of exercises to increaseflexible thinking and express and
label negative thoughts, emotions, and physical reactions. It
also includes strategies to promote posttraumatic construc-
tive progression and adherence to treatment; increase pur-
poseful interactions with parents by improving positive
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attention toward self; increase positive feeling and enhance
interpersonal relationships; and manage common problems,
possible solutions, and safety skills.

Using the UCLA Trauma Reminder Inventory, we iden-
tified the two most prevalent traumatic reminders related to
recent suicidal ideation. RFPP-S modules were practiced for
10minutes twice daily for 2 consecutive days for youths with
PTSD and suicidality.

Parent component. Parents received one 10-minute psycho-
education session with RFPP-S modules. RFPP-S groups re-
ceived two text messages or telephone calls each week after
discharge reminding them of postdischarge mental health visits.

Treatment as Usual
As part of treatment as usual, youths were evaluated for
suicidal ideation or behaviors at PERs and were protected
from self-harm through placement in a supervised private
room without access to potentially dangerous objects (e.g.,
belts, shoelaces, sharp medical instruments). They were
engaged in a respectful, collaborative milieu and in conver-
sations with the mental health team to keep them calm and
received suicide risk assessment, screening to determine the
level of care, and interventions to help them develop skills to
recognize and cope with suicidal thoughts and PTSD, in-
cluding action plans for making their environment safer and
for identifying sources of help. Psychiatric hospitalizationwas
the typicaldisposition for individuals inacute crisiswithPTSD
andwithmoderate-to-high suicide risk. Standard treatment as
usual included a follow-up session for primary outpatient
mental health care within 2 weeks of PER discharge.

Psychiatric Measurements
Aspartof clinical practice, theC-SSRS,Clinician-Administered
PTSD Scale for children and adolescents (CAPS-CA), UCLA
Trauma Reminder Inventory, PHQ-9, Parent-Child Interac-
tion Questionnaire–Revised (PACHIQ-R), Positive Emotion,
Engagement, Relationships, Meaning, and Accomplishment
(PERMA)Scale,andpositivepsychiatrybatterieswereassessed
at baseline, day 2, and 1 month after discharge in both the
RFPP-S and thematched control group. For theRFPP-S group,
the above measures were assessed 1 week after discharge, and
the C-SSRS and CAPS-CA were assessed at 6 months after
discharge. For the 6-month follow-up, the Los Angeles County
Department ofMental Health used the clinician-rated C-SSRS
and CAPS-CA for both groups.

Outcome Measures
The primary aim of this study was to assess change in PTSD
score and suicidalityamongyouthswithPTSDandsuicidality
after receiving RFPP-S, compared with baseline scores. The
secondary aimswere to examine the effectiveness of RFPP-S,
compared with treatment as usual, in improving core PTSD
symptoms, suicidality, well-being, and clinical outcomes (i.e.,
mental health follow-up 1 week after discharge, psychiatric
rehospitalization at 1 month, suicidality at 6 months, and

severity of PTSD symptoms andpsychiatric rehospitalization
at 6 months).

Statistical Analysis
Means with standard deviations and proportions were used
to summarize the study group’s characteristics. Continuous
variables were compared by using analysis of variance
(ANOVA), and Cochran-Mantel-Haenszel statistics were
used to compare categorical variables. Mixed-regression
analyses were used to assess change in PTSD symptoms
and psychiatric measures in the RFPP-S group compared
with the control group. Using multivariate mixed-regression
analyses, we assessed risk factor–adjusted PTSD symptoms,
PHQ-9 scores, and positive biopsychosocial traits in both
groups, and confidence intervals were calculated by using a
bootstrapping technique, with a bias of less than 2.5%. All
statistical analyseswereperformedwithSAS, version9.2, and
SPSS, version 24. The level of significance was set at p,0.05
(two-tailed). Although records of assessments, interventions,
and follow-ups at OV-PER were readily available and in-
cluded in this study, data on psychiatric hospitalization after
participants were transferred to the youth inpatient psy-
chiatric unitwerenot available.About40%ofdata on second-
day assessment, discharge, and follow-upweremissing in the
matched control group. Missing data were imputed by using
statistical approaches. Cross-validation bootstrapping anal-
ysis was performed with and without missing data imputa-
tions, revealing less than 2.5% bias in measurements.

RESULTS

Demographic and clinical characteristics are presented in
Table 1. At baseline, there were no significant differences
between the RFPP-S and control groups in terms of age,
gender, PTSD symptoms (CAPS-CA score .38, with
moderate-to-severe symptoms in both groups), suicidality
(C-SSRS score $3, with moderate-to-severe suicidal idea-
tion), PHQ-9 score, selective serotonin reuptake inhibitor
(SSRI) treatment, positive biopsychosocial traits, or emer-
gency and psychiatric hospitalization.

On OV-PER day 2, more robust reductions of baseline
PTSDsymptoms(55%)andRTLR(80%)wereobserved in the
RFPP-S group, compared with the control group (10% for
both) (p50.001). Similarly, a significantly larger reduction in
baseline C-SSRS score (1 or 2, with no ormild suicidal wishes
and no intent) was noted in the RFPP-S group (80%), com-
pared with the control group (15%) (p50.001). More rapid
stabilization (mean6SD52.060.5 days) and enhanced
postdischarge follow-up(100%)wereobserved in theRFPP-S
group compared with the control group (5.062.0 days, 50%
[N575], respectively) (p,0.05). Furthermore, RFPP-S, but
not treatment as usual, was associated with a significant
increase inwell-being, resilience,flexible thinking, enhanced
coping skills, and improved parent-child interactions
(p,0.05). The rate of psychiatric readmission due to suici-
dality at 1 monthwas 0% in the RFPP-S group and 20% in the
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control group (p,0.05). At the 6-month
follow-up, no psychiatric hospitalization or
suicidal ideation was noted in the RFPP-S
group, and sustained reductions in PTSD
symptoms (lower CAPS-CA score) were seen
(Tables 1 and 2). In contrast, higher CAPS-CA
scoreswereobserved in the control group, and
32% of these youths had a psychiatric hospi-
talization at 6 months (Table 1).

Table 1 shows that all RFPP-S recipients
had a follow-upwith their primary outpatient
mental health provider within 1 week fol-
lowing discharge, and none had a PER visit or
psychiatric hospitalization within 6 months
following discharge.

Figure 1 showssignificant improvements in
C-SSRS (score #2, with low risk for suicidal
ideation; effect size51.8, p50.001), CAPS-CA
(score reduction .15, effect size52.7,
p50.001), and PHQ-9 (reduction of 25%, ef-
fect size52.1, p50.001) scores in response to
RFPP-S, but not to treatment as usual, at day 2.
These improvements were sustained in the
RFPP-S group, but not in the control group,
1month after discharge from thePER (Table 2
and Figure 1).

Figure 2 shows significant increases in
PERMA (increased to .5, effect size53.4,
p50.001), PACHIQ-R (increased to.7, effect
size52.1, p50.001), andPosttraumaticGrowth
Inventory (increased to .4, effect size56.5,
p50.001) scores inresponse toRFPP-S, butnot
to treatment as usual, which were maintained
at 1 month after discharge (p,0.05).

Table 3 shows that RFPP-Swasmore likely
to reduce the severity of RTLR, CAPS-CA
score, and C-SSRS at day 2 than treatment as
usual (OR50.36, 0.38, and 0.43, respectively;
p,0.05). Similarly, RFPP-S, but not treatment
as usual, was associated with a sustained in-
crease in positive biopsychosocial traits and
parent-child interactions (p,0.05).

As Table 3 shows, at the 6-month follow-
up, the severity of core PTSD symptoms,
RTLR, and suicidality risk remained reduced
from baseline in the RFPP-S group, but not in
the control group (p,0.05). CAPS-CA and
C-SRSS scores—measures of PTSD severity
and suicide risk, respectively—were 75% and
81% lower in the RFPP-S group compared
with the control group (p,0.05).

DISCUSSION

This study revealed several novel findings:
RFPP-S—a brief trauma-informed, reminder-

TABLE 1. Demographic and clinical characteristics of youths with comorbid PTSD
and suicidality, at baseline and follow-upa

RFPP-S
(N550)

Matched control
(N5150)

Characteristic N % N % p

Baseline

Age (M6SD years) 1362 1362 .9
Gender (female) 28 56 87 58 .9
Prior PER visitsb 46 92 138 92
Prior psychiatric hospitalizationc 36 72 108 72
SSRI treatment 44 88 132 88
C-SSRS score (M6SD)
Suicidal ideation 461 461
Suicidal behavior 060 060

PHQ-9 score (M6SD) 2061 2062 .9
CAPS-CA score (M6SD) 3862 3963 .9
Positive psychiatry battery (M6SD)
PERMA score 2.26.4 2.36.3 .9
Gratitude Survey score 1061 1162 .9
CD resilience score 2062 1962 .8
Total PTGI score 1.26.1 1.26.2 .9
PACHIQ-R, child 6.96.5 6.86.5 .9
PACHIQ-R, parent 6.96.6 6.96.6 .9

Day 2

PHQ-9 score (M6SD) 1562 1862 .01
CAPS-CA score (M6SD) 2162 3463 .001
C-SSRS score (M6SD)
Suicidal ideation 1.56.5 3.561 .002
Suicidal behavior 060 060

Positive psychiatry battery (M6SD)
PERMA score 6.06.2 3.06.3 .001
Gratitude Survey score 2561 1262 .001
CD resilience score 6563 2263 .001
PTGI score 5.06.4 1.46.2 .001
PACHIQ-R, child 8.76.7 7.06.9 .002
PACHIQ-R, parent 8.96.6 7.161.0 .002

1-month follow-up

Psychiatry ER (days) 2.06.5 5.062.0 .003
Mental health follow-up 1 week after
discharge

50 100 75 50 .001

Rehospitalization 1 month after discharge 0 — 30 20 .006

6-month follow-up

C-SSRS score (M6SD) 1.06.5 1.86.5 .01
CAPS-CA score (M6SD) 1662 2962 .001
Rehospitalization6months afterdischarge 0 — 48 32 .001

a CAPS-CA, Clinician-Administered PTSD Scale for children and adolescents (scores range 0–80,
with higher scores [$20] indicating more severe PTSD symptoms); CD resilience, Connor-
Davidson Resilience Scale (scores range 0–100, with higher scores [$50] indicating higher levels
of resilience and adapting new skill sets to bounce back); C-SSRS, Columbia Suicide Severity
RatingScale (scores range1–5,withhigher scores [$3] indicatingmoderate-to-severe suicidality);
ER, emergency room; Gratitude Survey (scores range 0–42, with higher scores [$24] indicating
higher levels of engagement and self-appreciation); PACHIQ-R, Parent-Child Interaction
Questionnaire–Revised (scores range 0–10, with higher scores [$7] indicating higher levels of
parent-child interactions and socialization); PERMA, Positive Emotion, Engagement, Relation-
ships, Meaning, and Accomplishment Scale (scores range 1–10, with higher scores [$5] indicating
higher levels of mental well-being); PHQ-9, Patient Health Questionnaire–9 (scores range 0–27,
with higher scores [$20] indicating more severe depressive symptoms); PTGI, Posttraumatic
Growth Inventory (scores range 0–10, with higher scores [$4] indicating higher levels of growth
with enhancement of coping skills); RFPP-S, reminder-focused positive psychiatry and suicide
prevention; SSRI, selective serotonin reuptake inhibitor.

b M6SD53.061.0 for both groups.
c M6SD51.56.5 for both groups.
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focused intervention in an emergency room setting that
provides two reminder text messages or telephone calls for
postdischarge mental health visits—was associated with re-
ductions in core PTSD symptoms, RTLR, and C-SSRS score;
successful adoption of safety skills; and rapid stabilization of
acute crises. RFPP-S was linked to increases in well-being,
resilience, posttraumatic growth, and parent-child interac-
tions. Fifty youths with PTSD and suicidality in this study
received RFPP-S at a PER and attended a mental health visit
1 week after discharge, and none had suicidality, a PER visit,
or psychiatric hospitalization within 6 months following
discharge.

More than half of the youths sought care in a PER as their
first contact with mental health care services, and the PER
served as an entryway to the mental health system for both
youths and their families (11).

PERsplayapivotal role in theearly identificationof youths
at high risk for suicide, especially among those with PTSD,
and present unique opportunities to provide early inter-
vention to trauma-exposed youths and to prevent suicidal
intent and behavior (15, 16, 18–22). Prior studies have shown
that suicide screening in PERs establishes a safe context to
discuss suicide risk with at-risk youths and their families,
identify risk levels, engage youths and families in prevention
efforts, and initiate early prevention strategies, such as
linking youths to treatment (15, 16, 18–22).

Prior studies have revealed the effectiveness of brief
suicide risk screening and intervention to prevent suicide
attempt and have shown that adherence to postdischarge
follow-up appointments, which can be incorporated into the
daily standard of care for treating this population, can reduce
suicide risk and the admission rate for psychiatric hospi-
talization (15, 16, 18–24). The current study confirmed prior
studies andprovided evidence that scalable trauma-informed
screening tools can accurately stratify treatment approaches
and monitor responses to therapy of youths at risk of PTSD.

We recently reported that RFPP tailored to core clinical
features of PTSD is highly acceptable and feasible, is asso-
ciated with a more robust reduction of core PTSD symptoms
compared with trauma-focused cognitive-behavioral ther-
apy, and is linked with more noticeable improvement of
vascular function and inflammation and an increase in
well-being and positive biopsychosocial traits (17). RFPP-S
consists of two extracted components of RFPP—trauma re-
minders and avoidance and negative cognitions—as well as
safety planning and distress tolerance skill sets for youths
withPTSDand their families and tworeminder textmessages
or telephone calls for postdischarge mental health visits.
RFPP-S focuses on enhancing recognition of trauma re-
minders, promoting enhanced adaptive coping strategies
through shifting attention and treatment engagement, tol-
erating and bouncing back from distress, enhancing emotion

TABLE 2. Clinical characteristics of youths with comorbid PTSD and suicidality receiving RFPP-S: baseline to 6-month follow-upa

Baseline (N550) Day 2 (N550) Week 1 (N550) Week 4 (N550)
6-month

follow-up (N550)

Characteristic N % N % N % N % N % p

PHQ-9 score (M6SD) 2061 1562 1462 1262 1262 .004
C-SSRS score (M6SD)
Recent suicidal ideation 461 261 161 161 161 .001
Recent suicidal behavior 060 060 060 060 060

CAPS-CA score (M6SD) 3862 2162 2062 1762 1662 ,.001
Positive psychiatry battery
(M6SD)
PERMA score 2.26.4 6.06.2 6.26.2 7.86.2 ,.001
Gratitude Survey score 1061 2561 2761 2861 ,.001
CD resilience score 2062 6563 7062 7762 ,.001
PTGI score 1.26.1 5.06.4 5.66.3 7.36.3 ,.001

SSRI 44 88 44 88 50 100 50 100 50 100 .9
Postdischarge mental health
follow-up

50 100 50 100 50 100

PER visit
Had PER visits 46 92 0 — 0 — 0 — 0 —
N of visits (M6SD) 361 060 060 060 060

Psychiatric hospitalization
Had prior hospitalization 36 72 0 — 0 — 0 — 0 —
N of hospitalizations

(M6SD)
261 060 060 060 060

a CAPS-CA,Clinician-AdministeredPTSDScale forchildrenandadolescents (scores range0–80,withhigher scores [$20] indicatingmore severePTSDsymptoms);
CD resilience, Connor-DavidsonResilienceScale (scores range0–100,with higher scores [$50] indicating higher levels of resilience and adapting newskill sets to
bounce back); C-SSRS, Columbia Suicide Severity Rating Scale (scores range 1–5, with higher scores [$3] indicating moderate-to-severe suicidality); Gratitude
Survey (scores range 0–42, with higher scores [$24] indicating higher levels of engagement and self-appreciation); PERMA, Positive Emotion, Engagement,
Relationships, Meaning, and Accomplishment Scale (scores range 1–10, with higher scores [$5] indicating higher levels of mental well-being); PHQ-9, Patient
Health Questionnaire–9 (scores range 0–27, with higher scores [$20] indicating more severe depressive symptoms); PTGI, Posttraumatic Growth Inventory
(scores range 0–10, with higher scores [$4] indicating higher levels of growth with enhancement of coping skills); RFPP-S, reminder-focused positive psychiatry
and suicide prevention; SSRI, selective serotonin reuptake inhibitor.
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regulation with flexible thinking, adhering to treatment, and
increasing positive parent-child interactions and safety skills.
This study confirmed prior studies and showed a direct as-
sociation between RFPP-S and improved RTLR and core

PTSD symptoms, reduced risk of suicide, and increased
adherence to postdischarge follow-up appointments. Fur-
thermore, RFPP-Swas associatedwith improvedwell-being,
enhanced contextual differentiation, improved coping skills

FIGURE 1. Measures of core PTSD and depressive symptoms and
suicidality over time, by treatment groupa
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a CAPS-CA, Clinician-Administered PTSD Scale for children and adolescents
(scores range 0–80, with higher scores [$20] indicatingmore severe PTSD
symptoms)(.15-pointreduction);C-SSRS,ColumbiaSuicideSeverityRating
Scale (scores range 1–5, with higher scores [$3] indicating moderate-to-
severe suicidality); PHQ-9, Patient Health Questionnaire–9 (scores range
0–27, with higher scores [$20] indicating more severe depressive symp-
toms); RFPP-S, reminder-focused positive psychiatry and suicide preven-
tion. Analysis of variance was used to assess the change in symptoms in
response to RFPP-S, compared with treatment as usual (p,0.05).

FIGURE2. Measuresofpositivebiopsychosocial traitsover time,by
treatment groupa
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a PACHIQ-R, Parent-Child Interaction Questionnaire–Revised (scores
range 0–10, with higher scores [$7] indicating higher levels of parent-child
interactions and socialization); PERMA, Positive Emotion, Engagement,
Relationships, Meaning, and Accomplishment Scale (scores range 1–10,
with higher scores [$5] indicating higher levels of mental well-being);
PTGI, Posttraumatic Growth Inventory (scores range 0–10, with higher
scores [$4] indicatinghigher levelsofgrowthwithenhancementofcoping
skills); RFPP-S, reminder-focused positive psychiatry and suicide pre-
vention. Analysis of variance was used to assess the change in symptoms
in response to RFPP-S, compared with treatment as usual (p,0.05).
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while experiencing trauma reminders, improved parent-
child interactions and distress tolerance, positive engage-
ment, and adoption of safety skills with rapid acute crisis
stabilization. These salutary effects have been associated
with evidence of concomitant improvement of vascular
function, decreased inflammation that correlated with
hypothalamic-pituitary-adrenal axis normalization, reduced
RTLR and core PTSD symptoms, and reducedmajor adverse
events (10, 17, 25, 26).

Clinical Perspective
The increase in prevalence of PER visits for at-risk youths,
especially those with PTSD and suicidality, highlights the
important role of PERs as a gateway for early identification of
suicidality, formanagement of at-risk youths, and for referral
of at-risk youths and their families to the mental health
system (5–12, 15, 16, 18–24). To the authors’ knowledge, the
current studywas thefirst to provide evidence that RFPP-S is
a brief, feasible, and effective trauma-informed reminder-
focused intervention for rapid stabilizationof acute crisis that
can reduce core PTSD symptoms and RTLR and promote
safety skills among youths with comorbid PTSD and suici-
dality. It was also the first study to show that RFPP-S is as-
sociatedwith improvedwell-being; positive coping skills; and
enhanced parent-child interaction, engagement, and adop-
tion of safety skill sets. Finally, it provided evidence that the
RFPP-S is linked to enhanced treatment engagement with
postdischarge mental health visits, sustained remission of

PTSD, reduced RTLR severity, adoption of safety skills,
sustained reduced risk of suicide, and favorable clinical
outcomes.

Limitations
This study had several limitations. This was a single-center,
retrospective, nonrandomized, observational analysis of a
large cohort of youths with comorbid PTSD and suicidality
treated by one provider with either RFPP-S or treatment as
usual. Thus, data acquisition for this study was unblinded.
There was no placebo treatment group. A significant number
of youthswith comorbid PTSD and suicidality in both groups
had received an age-appropriate therapeutic dose of an SSRI
before PER admission and were kept on the same dose that
they received at home prior to admission, without change in
the first 48 hours of the PER visit. Information on any change
in SSRI and/or dosage after day 2 at the OV-PER was not
available for this study. Youths with PTSD and suicidality
usually have more severe illness than those without both
conditions. Using a nested, matched case-control design, we
randomly selected comparable youths with equal severity of
PTSD for inclusion in the control group receiving treatment
as usual, and we used bootstrapping analyses to address
possible rater measurement bias. Additional prospective
studies and randomized controlled clinical-efficacy trials are
warranted to further evaluate the effects of RFPP-S on early
detection and optimal treatment of youths with PTSD and
suicidality and on change in biopsychosocial traits.

CONCLUSIONS

RFPP-S is associatedwith improvedPTSD symptoms, coping
skills while experiencing trauma reminders, parent-child
interactions, and distress tolerance; adoption of safety
skills; rapid stabilization of acute crises; positive engagement;
adherence to post-PER follow-up visits and treatments; and
favorable clinical outcomes among youths with comorbid
PTSD and suicidality. These findings highlight the impor-
tance of the dual role of RFPP-S in addressing suicidality and
core PTSD symptoms by enhancing well-being, engagement,
and parent-child interactions among youths with PTSD and
suicidality and by enhancing clinical outcomes and adher-
ence to postdischarge follow-ups.
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TABLE 3. Change in core PTSD symptoms, well-being, and
parent-child interactions at day 2 and at 6-month follow-up, by
treatment groupa

RFPP-S group

Variable OR 95% CI p

Day 2b

Change in severity of RTLR .36 .18–.54 .001
Change in CAPS-CA score .38 .09–.45 .01
Change in C-SSRS score .43 .19–.52 .001
Change in PERMA score 2.71 2.43–2.98 .001
Change in CD resilience

score
2.69 2.30–4.01 .001

Change in PTGI score 2.41 2.11–4.14 .001
Change in PACHIQ-R score 2.27 1.71–5.42 .002

6-month follow-upc

Change in severity of RTLR .37 .14–.51 .001
Change in C-SSRS score .67 .35–.78 .01
Change in CAPS-CA score .81 .30–.85 .001

a CAPS-CA, Clinician-Administered PTSD Scale for children and adolescents;
CD resilience, Connor-Davidson Resilience Scale; C-SSRS, Columbia Suicide
Severity Rating Scale; PACHIQ-R, Parent-Child Interaction Questionnaire–
Revised; PERMA, Positive Emotion, Engagement, Relationships,Meaning, and
Accomplishment Scale; PTGI, Posttraumatic Growth Inventory; RFPP-S,
reminder-focusedpositivepsychiatry and suicideprevention;RTLR, reactivity
to trauma and loss reminders.

b Change in standard deviation from baseline to day 2 in a psychiatric emer-
gency room (PER). Results of a mixed-regression analysis; reference: treat-
ment as usual.

c SD change from day 2 in a PER to 6-month follow-up. Results of a mixed-
regression analysis; reference: treatment as usual.
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