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Abstract

Background: Suicidal ideation is increasing among university students. Despite growing demand for services, university
counseling centers (UCCs) face limited resources to meet the complex needs of students who are suicidal.

Objective: The Comprehensive Adaptive Multisite Prevention of University Student Suicide (CAMPUS) Tria evaluates 4
treatment sequences within UCCs to develop evidence-based treatment guidelines.

Methods: The CAMPUS Trial consists of afeasibility study followed by a sequential multiple-assignment randomized trial
(SMART). Theoriginal CAMPUS protocol was modified during the COV I D-19 pandemi ¢ to accommodate new UCC tele-mental
health services, including remote treatment, assessments, and monitoring. A smaller-scale feasibility study was conducted to (1)
evaluate implementation of hybrid telehealth and in-person interventions and (2) fine-tune online procedures. Following the
feasibility study, university students (aged 18-25 years) seeking UCC services with moderate to severe suicidal ideation will
enroll inthe CAMPUS Trial. Student participants are randomly assigned to 1 of 4 treatment sequences with 2 stages of intervention.
In stage 1, students receive 4 to 6 weeks of either (1) a suicide-focused treatment—Collaborative Assessment and Management
of Suicidality—or (2) enhanced treatment as usual. Treatment responders enter the maintenance phase. In stage 2, nonresponders
arererandomized for an additional 1 to 8 weeksof (1) Collaborative Assessment and Management of Suicidality or (2) anintensive
skills-based treatment—dialectical behavior therapy for UCC settings. UCC counselors will enroll in the CAMPUS Trid to
complete measures about their experience working with students who are suicidal. CAMPUS Trial administration includes
representation from all sitesto facilitate cross-site coordination and an advisory board of stakeholdersfrom al UCCsto facilitate
treatment implementation.

Results: Student participant recruitment began on October 25, 2022, and ended on May 16, 2024. As of November 2024, data
collection for the SMART was ongoing with active study participants. Data collection was completed in November 2024, and as
of April 2025, data analysisis underway. Full results will be available in 2025.

Conclusions: The CAMPUS Tria offers amodel for future SMARTS for the treatment of suicidal thoughts or behaviors (or
both) across various settings. The results will inform treatment guidelines for students presenting with suicidality at UCCs.
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Introduction

Background

Among university students, suicideisthe second leading cause
of death [1]; 6% of university students report suicide attempts
(SAs9) in their lifetime, and 2.4% report attempting suicide in
the last year alone [2,3]. Suicidal ideation (Sl) is even more
frequent. Approximately 1 in 4 students report a history of Sl,
including 14%inthelast year [4,5]. These numbersare climbing
among university students—paralleling an increase in suicide
rates among individuals aged 10 to 24 years from 2007 to 2021
[6]. University counseling centers (UCCs) are thefront linefor
mental health services for a growing number of students
experiencing Sl [7,8]. However, UCCs face limited resources,
higher demand for services, and increasingly complex cases
[9,20], with more than half reporting that waitlists develop
within afew weeks of anew academic year and last throughout
the term [11].

Managing students presenting with Sl in UCCs can be
challenging due to heterogeneity in presentations. Some
university students struggling with Sl respond rapidly to
treatment, whereas others require considerably more time and
resources [12]. Despite aspiring to provide brief therapy (5-6
sessions) [ 7], UCCs often provide =220 sessions to a segment of
their student population [13]. In fact, 20% of students have been
shown to use 50% of counseling resources [13], with highly
distressed students needing more resources [12]. Suicidal
thoughts or behaviors (STB; or both) are likely a key driver of
this pattern of use as Sl has become a primary presentation at
UCCs [14], with over one-third of treatment-seeking students
reporting serious Sl inthelast year [13]. Studentswith persistent
Sl place a significant strain on UCC resources and use 20% to
30% more services than other students [15]. Use of UCC
resources devoted to rapid access services, which guarantee an
appointment within 1 to 5 days for students in crisis, has
increased by 28% [16]. Despite this need, thereis currently no
gold standard approach for treating students with Sl in UCCs.
Dueto thevarying levels of severity and treatment needs among
university students struggling with STB, UCCs would benefit
from evidence-based guidelines to inform clinica
decision-making.

The Comprehensive Adaptive Multisite Prevention of University
Student Suicide (CAMPUS) Trial is a National Institute of
Mental Health (NIMH)-funded multisite sequential
multiple-assignment randomized trial (SMART). The aim of
this study is to evaluate the relative effectiveness of 4 adaptive
treatment strategies (ATSs) for university students who report
Sl when seeking services for a new course of care at a UCC.

https://www.researchprotocol s.org/2025/1/e68441

The CAMPUS Tria ATSs follow a stepped-care model of
treatment delivery, with those not responding to aninitial course
of brief therapeutic care being offered additional treatment of
longer duration or greater intensity. Theimplementation of these
ATSs will be monitored to better understand the acceptability,
appropriateness, feasihility, fidelity, and costs related to
suicide-focused treatment within UCCs. This hybrid
effectiveness-implementation approach combines components
of clinical effectiveness and implementation research, facilitating
thefuturetrandlation of empirically validated treatmentswithin
the UCC context.

Rationale for Study Design

What Isa SMART?

A SMART is atype of factorial design used to develop and
optimize adaptive interventions by studying treatments in a
sequential manner [17-19]. In a SMART, participants can
receive multiple interventions over time depending on their
response to previous treatments and may be randomized more
than once. For example, if a participant does not sufficiently
respond to an initial course of care that they were initially
randomized to receive, they might be rerandomized to one of
several second-line treatments. The number of stages and the
specific treatments received by a participant depend on their
response at each stage, guided by one or moretailoring variables
that informs clinical decision-making. The ultimate goa of
SMARTSsisto develop empirically supported clinical guidelines
for providing treatment and modifying the course of care based
on anindividual’s baseline characteristics and other time-varying
outcomes, such as treatment response and compliance [17-19].
ATSsarevital for personalizing the provision of careto improve
outcomes and ensure that interventions are responsive to the
changing needs of individuals.

Rationalefor the Use of a SMART Design to Treat STB
Within UCCs

AT Ss are recommended in situationsin which (1) patients vary
in their response to treatment, (2) the effectiveness of an
intervention changes over time due to fluctuating symptoms,
(3) comorbidities make treatment more complex, or (4) there
is a high probability of relapse [18]. All of these conditions
apply when treating suicidal university students. UCCs will
likely benefit from dataon how to tailor treatmentsto individual
students to better manage their finite resources and optimize
outcomes. A similar pilot SMART was previously conducted
and served as the foundation for this study [20]. However, that
pilot study had several limitations: it had a small sample size;
was conducted at a single UCC; relied solely on in-person
assessmentsand treatments; and evaluated AT Ss of considerably
longer duration (up to 24 weeks), which was not conducive to
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wide dissemination and adoption across various UCC contexts.
The CAMPUS Tria design addressed these shortcomings.

Overview of the ATSs Evaluated in the CAMPUS Trial

The goa of the CAMPUS Trial is to evaluate sequences of
treatments for use in UCCs to treat a wide range of university
students presenting with STB. It follows a stepped-care model
that begins with shorter and less resource-intensive treatments
[21,22] and continues with more intensive treatments for
students who do not respond sufficiently to theinitial course of
care. To improve dissemination of the ATSs, the duration of
each treatment stage iskept brief to match the practices of UCCs
(5-6 sessions on average) [13]. The schedule of enrollment,
interventions, and assessments can be found in Table 1.

The CAMPUS Tria aims to identify sequences of care across
2 stages of treatment, with clear decision points for optimal
outcomes. Stage 1 evauates whether starting with a
suicide-focused treatment (ie, Collaborative Assessment and
Management of Suicidality [CAMS]) is superior to traditional,
non-suicide-focused psychotherapies commonly provided in
UCCs (ie, enhanced treatment as usua [E-TAU]). Stage 2
assesses Whether switching to a more intensive skills-based
treatment (ie, counseling center dialectical behavior therapy
[CC-DBT]) issuperior to continuing CAM S among insufficient
respondersto stage 1 CAMS and whether CC-DBT is superior

https://www.researchprotocol s.org/2025/1/e68441
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to CAMS among insufficient responders to stage 1 E-TAU.
Both CAMS and dialectical behavior therapy (DBT) have been
shown to reduce Sl, suicidal behavior, or both in university
students [20,23] and have aready been adopted in some UCCs
[14,24]. The AT Ssevaluated inthe CAMPUS Tria aign closely
with the Zero Suicide policy initiative [ 25,26] recommendations
to (1) target STB instead of mental disorders; (2) train
counselorsto deal directly with STB; and (3) baseclinical care
on risk dtratification and evidence-based, suicide-specific
interventions.

The four ATSs to be evaluated in the CAMPUS Trial are as
follows:

1 ATS1: start with 4 to 6 sessions of CAMS. If responding,
enter maintenance phase; if not, continue with 1 to 8
sessions of CAMS,

2. ATS2: start with 4 to 6 sessions of CAMS. If responding,
enter maintenance phaseg; if not, switch to 1 to 8 sessions
of CC-DBT.

3. ATS 3: start with 4 to 6 sessions of E-TAU. If responding,
enter maintenance phaseg; if not, switch to 1 to 8 sessions
of CAMS.

4. ATS4: start with 4 to 6 sessions of E-TAU. If responding,
enter maintenance phaseg; if not, switch to 1 to 8 sessions
of CC-DBT.
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Table 1. Assessment battery and schedule of activities for the Comprehensive Adaptive Multisite Prevention of University Student Suicide Trial.

Screening: Baseline:  Stage 1l Stage 2 Follow-up:
week -1 week 0 week 26

12 3 45 6 7 8 9 10 11 12 13 14

UCC?®intake counselor

Screening data form® u
Student participants
Demographic information

Sexual orientation and

gender identity
CCAPS® O O ooooo oo b oo oo o oo
cgl-<d O O O O o 0O
cGl-1® O O O o 0O
AES and SAES 0 OooOoDoo0o 0 o0 0D 0 0 0 O 0 0 O
DERS" O 0 0 O O
DBT-WCCL! 0 0 O o o
A Ad O O O o 0O
scsK O O O O o 0O
Self-efficacy for managing O O O ad o 0O
emotions
OHd O O O O o 0O
PAI-BOR™ o
LSC-R" U 0
DAST® 0 0 0
AUDITP U 0o O
sTc? O O
STEQ' 0 O
CSQS 0 0
Academic functioning O ad ad
Independent evaluator g
UWRAP! O 0 0 0 O O
cal-g’ O O O O O o 0O
caGl-1v O O O o 0O
sgW O 0 O O o 0O
SITBIX o a 0 o 0O
GAYY O 0 0 0 O O
THI? o o 0
Resear ch staff
Informed consent
Inclusion and exclusion
checklist
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Screening: Baseline:  Stagel Stage 2 Follow-up:
week -1 week 0 week 26

12 3 45 6 7 8 9 10 11 12 13 14

CAMS® rating scale-3%

DBT® adherence rating

scale®

Counselor participants

Reveal randomization O O

DIFd® o

Treatment compliance oooboo 0o o o o o o o oD
item®

zswst o

Exit interview®

8JCC: university counseling center.

b These measures are excl usively collected in the Titanium electronic medical record and exported at regular intervals throughout the study period.
CCCAPS: Counseling Center Assessment of Psychological Symptoms.
dcGlI-S: Clinical Global Impressions-Severity.

€CGlI-I: Clinical Global Impressions-lmprovement.

"AE: adverse event.

9SAE: serious adverse event.

PDERS: Difficultiesin Emotion Regulation Scale.

'DBT-WCCL: Dialectical Behavior Therapy Ways of Coping Checklist.
J'AAQ: Acceptance and Action Questionnaire.

Kscs: suicide Cognitions Scale.

loHs: Optimism Hope Scale.

MPAI-BOR: Personality Assessment Inventory—Borderline Features Scale.
"_SC-R: Life Stressor Checklist—Revised.

ODAST: Drug Abuse Screening Test.

PAUDIT: Alcohol Use Disorders I dentification Test.

9STCQ: Student Treatment Credibility Questionnaire.

'STEQ: Student Treatment Expectations Questionnaire.

SCSQ: Client Satisfaction Questionnaire.

'For all assessments collected as part of an independent evaluator (IE) visit (ie, those assessments not collected specifically at treatment visits), there
will be awindow of —1 week to +1 week around the scheduled assessment date for the purposes of data collection. |E assessments conducted outside
this window will still be collected, and values will be imputed based on when the assessment should have occurred.

UYUWRAP: University of Washington Risk Assessment Protocol.

YThese assessments were completed following the students’ last treatment session, which may be earlier than week 6 (for stage 1) or week 14 (for stage
2). The CGI-I and CGI-S were collected at the last treatment sessions at both stage 1 and 2 and at weeks 6 and 14.

YSSl: Scale for Suicidal Ideation.

XS TBI: Self-Injurious Thoughts and Behaviors Interview.

YGAS: Global Assessment Scale.

ZTHI: Treatment History Interview.

BCAMS: Collaborative Assessment and Management of Suicidality.

DResearch staff will complete this measure on arandom sample of therapy sessions.

&DBT: dialectical behavior therapy.

ap)F: demographic information form.

#Counselor participants will complete this measure once when they enter the study.

d7SWsS: Zero Sicide Workforce Survey.

#IThis measure was also collected at the 6-, 12-, 18-, and 24-month counselor follow-up assessments.
ACounselor participants will complete thisinterview at the end of their participation in the study.
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Timeline, Adaptations, and Changesin Design Dueto
the COVID-19 Pandemic

The CAMPUS Trial was originaly scheduled to begin
enrollment in May 2020, with all procedures developed for
in-person implementation. However, the COVID-19 pandemic
necessitated significant changes to the way UCCs provided
mental health treatment. Consequently, the CAMPUS Trial
procedures and protocols were modified to fit a hybrid
tele-menta health (TMH) and in-person format. Training of
counselors and assessors occurs online via live Zoom (Zoom
Video Communications) sessions. Study treatments and saf ety
monitoring of studentsare offered both in person and viaTMH.
Decisions about the type of sessions to hold are made by the
counselor based on severa factors, including university and
UCC palicies and location or preference of the student and
counselor. Data on treatment modality are collected via
electronic medical records.

Theresultsof the CAMPUSfeasibility trial showed that ahybrid
model, with most sessions being TMH, isfeasible, acceptable,
and safe when treating college students for suicide risk [27].
Overdll, a hybrid model has the greatest future dissemination
and implementation potential across UCCs, where the
expectation is that treatment delivery will continue to vary
within and across settings and will likely retain some
combination of in-person and TMH options. After the
completion of the feasibility trial, the originaly proposed
SMART was launched.

Overview of Study Aims

The Primary Aims of the CAMPUS Trial

Aim 1isto compare the relative effectiveness of the 4 ATSsin
reducing university student STB (or both; primary outcomes)
and includes the following secondary outcomes: changes in
overall distress, depression, anxiety, substance use, eating
concerns, academic functioning, health care use, and
self-reported ratings of STB.

Aim 2 is to determine whether ATSs beginning with an
explicitly suicide-focused intervention (ie, CAMS) produce
greater reductionsin STB than those beginning with traditional ,
non—suicide-focused psychotherapies often provided in UCCs
(ie, E-TAU).

Aim 3isto determine whether AT Ss providing acomprehensive
skills-based, suicide-focused intervention (ie, CC-DBT) to
insufficient respondersto stage 1 treatments are more effective
in reducing STB than alessintensive suicide-focused approach
(ie, CAMYS).

The Secondary Aims of the CAMPUS Trial

Aim 4 is to evaluate treatment-specific mediators of change,
including changes in suicide-focused processes, emotion
regulation, and self-efficacy.

Aim 5 isto evaluate nonspecific predictors and moderators of
treatment response, including number of lifetime SAs [28],
features of borderline personality disorder (BPD) [29], baseline
distress [30], sexua orientation and gender minority
self-identification [31,32], and comorbid substance use [33].

https://www.researchprotocol s.org/2025/1/e68441
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The Exploratory Aims of the CAMPUS Trial

Aim 6 is to assess the implementation outcomes outlined by
Proctor et a [34] using the Quality Implementation Framework
[35].

Aim 7 is to explore counselor experiences working with
university students presenting with Sl.

Aim 8isto determine whether CAM Sisassociated with greater
reductions in STB than E-TAU within stage 1 and whether
CC-DBT is associated with greater reductions in STB than
continued CAM S within stage 2.

Methods

Participants

In total, 2 study populations will participate in the CAMPUS
Trial: university studentsand UCC counselors. A target sample
size of 480 university students seeking treatment at their
counseling center will participate in the CAMPUS Tria from
4 universities: Duke University; Rutgers University—Newark;
University of Nevada, Reno; and University of Oregon. To
participate in the study, students must (1) be officially enrolled
at the university; (2) be eligible to receive counseling services;
(3) be seeking treatment services at their counseling center; (4)
have not received treatment services at their counseling center
within the previous 3 months; (5) be aged between 18 and 25
years; (6) endorse moderate to severe S| on the Counseling
Center Assessment of Psychological Symptoms [36], other
similar standard questionnaires, or viaself-report to theclinician
during intake; (7) present with Sl considered severe enough to
be afocus of treatment as determined by the intake counselor;
and (8) agree to video or audio recording of al therapy and
assessment sessions. A target sample size of 20 counselorswill
be recruited for participation across sites. Inclusion criteriafor
counselor participantsare (1) current employment asacounselor
or trainee at the counseling center; (2) agreement to participate
for at least 1 year; (3) endorsement of a willingness to work
with suicidal college students, attend all CAMS and CC-DBT
trainings, and participate in weekly consultation groups; and
(4) completion of measures about themselves and the students
they treat as part of the study.

Student participants will be recruited through standard intake
procedures at each UCC site from August and September 2022
to April and May 2024. Aspart of these procedures, all students
seeking services are assessed for Sl. Students who meet study
eligibility criteria are offered the opportunity to meet with a
member of the research team to learn more about the study and
complete the informed consent process.

Counselor participants are initialy identified by the UCC
directorsor hired astrainees to work at the UCC and be part of
the study. All interested counselors are referred to the site
investigators for possible study participation and to complete
the informed consent process.

Ethical Consider ations

To streamline and expedite the institutional review board (IRB)
review process across the multiple participating institutions and
to ensure consistency in ethical review, this study usesasingle
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IRB, specifically, the Duke University Health System IRB.
Written informed consent is obtained for all participants and
captured via the REDCap (Research Electronic Data Capture;
Vanderhbilt University) eConsent framework. Each site IRB and
the Duke single IRB approved the consent forms and protocol
before study initiation (approval: Pro00104815).

All research data will be kept in the REDCap database, which
ismanaged by the Duke data center. REDCap data are encrypted
both at rest and in transit. The Duke University Medical Center
database-hosting infrastructure was audited by the Duke
Information Security Officefor compliancewith HIPAA (Health
Insurance Portability and Accountability Act) and Duke Health
data security policies. With the participants approval,
deidentified data from this study will also be submitted to the
NIMH DataArchive (NDA) at the National Institutes of Health
(NIH) and stored indefinitely. Digital-based data will not be
submitted to the NDA at the NIH. During the course of the
study, anindividua participant can choose to withdraw consent
to have their data stored at the NIH. Student participants are
reimbursed for completing each assessment based on the
following rates: US $40 at baseline, US $20 at week 3, US $40
at week 6, US $20 at week 10, US $50 at week 14, and US $50

Blalock et a

at week 26. The tota reimbursement for any student who
completes all assessmentsis US $220.

Design Overview

Asillustrated in Figure 1, the CAMPUS Trial used a 2-stage
SMART design. Instage 1, al student participants who consent
and meet study inclusion criteriaare randomized to 4 to 6 weeks
of either CAMS or E-TAU. Sessions are individual and
scheduled weekly. Starting at the end of session 4 (noting that
all students are offered at least 4 therapy sessions), and after
each subsequent session, counselors use their ratings of student
improvement in STB since baseline to inform treatment
decisions. Between sessions 4 and 6, students whose suicidal
risk improves above a specified threshold (refer to the Tailoring
Variable section) are defined as treatment responders and move
into the maintenance phase of the study, which involves monthly
contacts via email by research staff. Students whose suicide
risk has not improved sufficiently by session 6 are classified as
treatment nonresponders and rerandomized to an additional 1
to 8 weeks of 1 of 2 stage 2 treatments: CAMS or CC-DBT.

Assessments are administered by independent evaluators (1ES)
blind to treatment condition at week O (baseline), week 3
(mid-stage 1), week 6 (end of stage 1), week 10 (mid-stage 2),
week 14 (end of stage 2), and week 26 (3-month follow-up).

Figure 1. Comprehensive Adaptive Multisite Prevention of University Student Suicide Trial study design. CAMS: Collaborative Assessment and
Management of Suicide; CC-DBT: counseling center dialectic behavior therapy; E-TAU: enhanced treatment as usual; NR: nonresponder to treatment;

R (black): responder to treatment; R (red): randomization point.
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Randomization

To maintain reasonably good bal ance among the 4 AT Ss, student
participants are randomized using a stratified block
randomization procedure implemented via the REDCap
randomization module [37,38]. Stratification variables used in
this procedure are treatment site (Duke, Rutgers, University of
Nevada, and University of Oregon), self-identified student sex
at birth (male or female), history of previous SAs (yes or no),
and current use of psychotropic medications (yes or no). The
site principa investigator (Pl) or delegate signs off on each
randomization.

Sample Size and Power Estimates

Statistical power was calculated for ams 1 to 5 using a
continuous outcome. Estimated effect sizesfor moderation and
mediation aims based on the sample sizerequired for aim 1 are
also reported. Statistical power for exploratory aims was not
calculated. Power is dependent on the respective treatment
comparisons of interest as well as attrition and response rates
per stage. To represent the respective contrasts of interest, the
ATSsembedded by design arelisted in Table 2. All samplesize
and power estimateswere cal culated based on the target sample
size of 480.

The primary goal of aim 1isto identify the most effective ATS
among the 4 embedded strategies (A+B, A+C, D+E, or D+F,
asshown in Table 2) that leads to the greatest reductionin STB.
This aim focuses on finding the best-performing ATS rather
than testing a hypothesis. The sample size of 480 was found to
ensure an 80% probability of correctly identifying the ATSwith
the lowest mean outcome, assuming that such a strategy exists.
This calculation is based on the method outlined by Scott et al
[39] and Oetting and Levy [40] and assumes equal marginal
variance of outcomes across the ATSs, a hormally distributed
mean outcome, atype-l error rate of 2.5% where we adjust the
standard 0.05 level by afactor of 2 for the 2 primary outcomes
of STB, a standardized effect size of 0.50, and no more than
50% attrition by stage 2.

The objective of aim 2 isto examine the main effect of the stage
1 treatments—whether it ismore effectiveto begin an ATSwith
a suicide-focused intervention (CAMS) or with traditional
counseling (E-TAU). Thiscomparison alowsfor the evaluation

https://www.researchprotocol s.org/2025/1/e68441
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of themain effect of the 2 initial treatments averaged acrossthe
second-stage treatments among stage 1 nonresponders (A+B+C
vsD+E+F). Thetest statistic for thiscomparisonisthe standard
test for a2-group comparison in large samplesand is not specific
to the SMART design. A 2-sided, independent-sample t test
with atype-l error rate of 2.5% will provide 85% power to detect
a small effect size (d=0.30) on the primary outcome, with a
target sample of 480 participants randomized to the 2 stage 1
treatments. Assuming an SD of 7.0 on the Scale for Suicidal
Ideation (SSI) [41] (based on previous studies, including pilot
data), this effect size corresponds to a clinically meaningful
difference of 2 points on the SSI.

The purpose of aim 3 is to evaluate the main effects of stage 2
treatments—specifically, whether CC-DBT is more effective
than CAMS among those who do not respond to stage 1
treatments (B+E vs C+F). Assuming a 50% response rate to
stage 1 treatments (n=240) and a 20% attrition rate,
approximately 48 participantswill be eligibleto be randomized
to each of the 4 stage 2 treatment conditions (B, C, E, and F).
On the basis of the method outlined by Oetting and Levy [40],
and assuming a within-person correlation of 0.60 with atype-I
error rate of 2.5%, we will have 80% power to detect a small
to moderate effect size (d=0.34) on the primary outcome
between the CC-DBT (n=96) and CAMS (n=96) stage 2
treatments.

Best practices for power calculations in mediation and
moderation models within SMART designs are still atopic of
debate. For mediation, we will follow the work by Fritz and
MacKinnon [42], who report sample size requirementsto ensure
80% power under the sequential regression framework, and the
formulas by Vittinghoff et al [43]. Assuming a medium effect
size for the intervention on the mediator and the outcome
(covarying the mediator) and atype-I error rate of 2.5%, atotal
sample size of at least 166 is required. Therefore, our design,
with atotal sample size of 96 in each of the 2 stage 2 treatments
(or n=192), is sufficiently powered to detect medium-sized
mediation effects within stage 2. For moderation, based on the
power tables by Cohen, our sample size of 480 at the start of
stage 1 and at least 96 participants per treatment in stage 2 are
more than sufficient to detect a medium to large effect size for
amoderator.
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Table 2. The 4 adaptive treatment strategies embedded in the implemented sequential multiple-assignment randomized trial.

Adaptive treatment strategy, stage 1 treatment, ~ Stage 2 treatment Strategy denomination® Cellsinvolved in comparisons

and status at the end of stage 1

1—CAMS® A+B
Responder Maintenance and monitoring A
Insufficient responder Continue CAMS B

2—CAMS A+C
Responder Maintenance and monitoring A
Insufficient responder Switch to CC-DBTS C

3—E-TAUY D+E
Responder Maintenance and monitoring
Insufficient responder Switch to CAMS

4—E-TAU D+F
Responder Maintenance and monitoring D

Insufficient responder Switchto CC-DBT

3For simplicity, the letters A to F are used in this column to denote the corresponding stage 2 treatment listed in the previous column.

BCAMS: Collaborative Assessment and Management of Suicidality.
®CC-DBT: counseling center dialectical behavior therapy.
9E-TAU: enhanced treatment as usual.

CAMPUS Trial Treatments

Overview

In developing ATSs for university students struggling with
thoughts of suicide, we wereinterested in addressing 2 specific
questionsthat often arise when managing this population. First,
should STB be the focus of care ahead of other concerns raised
by the students, or should the counselor monitor STB but
provide more general supportive care? This question is
addressed by comparing outcomes between studentswho started
treatment with E-TAU versus those who started with CAMS.
Second, for those students who are insufficient responders to
their initial course of care, should the counselor stay the course
by offering more sessions, or should the counselor switch to a
new treatment approach? This question is addressed by our
treatment sequences, where nonresponders either continue the
sametreatment across stages or switch treatments. Thetreatment
seguences also alow us to address whether it is best to use a
more intensive skills-based, suicide-focused approach
(CC-DBT) or a more streamlined weekly approach (CAMS)
for the second line of treatment.

E-TAU Intervention

Students randomly assigned to E-TAU receive the customary
individual therapy that they would receive at that UCC, which
can also be supplemented with group participation or medication
referral at the counselor’s discretion. In E-TAU, counselors are
allowed to determinethe level of care and therapeutic modality
depending on the needs of the participant. For clinical
consultation, counselors follow their clinic's procedures (eg,
consulting with the clinical director and attending case
management meetings). The only stipulations provided to
counselors offering E-TAU is that sessions should be weekly
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even if thisis not the norm at their UCC, and they are required
to monitor student participants STB to rate their response to
treatment. Accordingly, thistreatment is designed as enhanced
treatment as usual (TAU). Counselors conducting E-TAU
treatment are asked to provide counseling as usual for a period
of 4 to 6 weeks but are asked not to use CAMS (eg, suicide
statusforms and sitting next to the client) or CC-DBT (eg, diary
card and DBT skills)—specific strategies. Counselors are
informed that all their sessions are recorded and some sessions
will be randomly rated on adherence to ensure that no CAMS
and CC-DBT strategies are used.

CAMS I ntervention

CAMS is an evidence-based, suicide-focused framework that
was first developed and studied in a UCC [44]. CAMS is a
problem-focused treatment that targets client-defined suicidal
drivers or issues that lead to Sl [21]. To date, 11 open clinical
trials of CAMS have reliably shown significant reductions in
Sl and overall distress [45,46], 3 of these with university
students [47-49]. Furthermore, 7 randomized controlled trials
(RCTs) have found that CAM S reduced SI compared to control
care as usua [50], led to reductions in overall distress while
increasing hope and patient satisfaction in comparison to control
care [51], performed similarly to DBT in terms of reductions
in nonsuicidal self-injury (NSSI) and SAs[52], lowered risk of
SA following discharge from an inpatient setting compared to
TAU [53], and reduced Sl and depression more than TAU in a
university student population [49]. A 9-study meta-analysis
showed that CAMS significantly reduced Sl and overal
symptom distress, increased hope and decreased hopel essness,
and increased retention to care (when compared to control care)
[54]. Finally, CAMS can be used effectively viatelehealth [55]
and has been shown to be cost-effective [56].
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UCCs need an efficient and effective stepped-care approach to
treating studentswith STB, delivering moreintensive treatments
only to those who need them. CAMS is an ideal first-line
intervention because it is flexible and easy to train for, and
several UCCsreport already using CAMS[14]. Whilethereare
other empirically based suicide-focused approaches [57,58],
they either have not been tested within a UCC or require more
extensive training than CAMS.

CC-DBT Intervention

DBT isan empirically validated treatment for complex clinical
presentations, including BPD, SI, and NSSI. Comprehensive
DBT (which includes individual therapy, skills group,
between-session skills coaching, and peer consultation for
counselors) has been noted to result in gains for clients across
a variety of domains, including SI, BPD, SAs, NSSI,
hospitalizations, and social functioning [59,60]. DBT is based
on askills deficit model that suggests that BPD is adisorder of
emotion dysregulation stemming from deficitsininterpersonal,
emotion regulation, and distresstolerance skills. STB areviewed
as maladaptive problem-solving behaviors reinforced by an
immediate reduction in emotional arousal or by the
environment’s response [61]. Thus, DBT focuses on teaching
skillsfrom 4 domains (mindfulness, interpersonal effectiveness,
emotion regulation, and distress tolerance) and facilitating the
replacement of maladaptive behaviors with skillful behaviors.

Members of the CAMPUS Tria research team previously
conducted the only RCT to date using comprehensive DBT for
university students with STB [23]. Compared to an optimized
control condition, 7 to 12 months of DBT led to significantly
greater decreases in Sl, depression, NSSI events, and BPD
symptomsand greater improvementsin social adjustment. DBT
was particularly effective for students who were suicidal and
were lower functioning at baseline. However, some students
dropped out before the end of treatment due to improvement,
suggesting that a less intensive and shorter approach might be
adequate for certain students. Although there has only been 1
RCT with DBT at UCCs, open trials have aso been conducted
with DBT at UCCs[62,63], and more than adozen studies have
investigated the use of DBT skillsgroupsin UCCs[24]. A recent
survey concluded that approximately one-third of UCCsalready
use some elements of DBT [24], and a significant body of
research indicatesthat DBT iseffective for the types of clinical
presentations at UCCs [64].

The CAMPUS Trial evaluates an adaptation of comprehensive
DBT for UCCs (CC-DBT) as a second-stage treatment for
students who were insufficient respondersto CAMS or E-TAU
in stage 1. Our adapted form of DBT (CC-DBT) was designed
for dissemination within UCCs, with adaptations based on
feedback and data on treatment adherence from the CAMPUS
feasibility trial [27]. The modifications prioritized key elements
of DBT (diary card self-monitoring, chain analyses, skills
teaching, and generalization) to facilitate ease of use and fit a
timeline more consistent with UCC practices and client
preference. The skillstraining portion was reduced to 6 sessions
teaching acore subset of the DBT skills package. CC-DBT also
included weekly peer consultation meetings for the counselors
that took place remotely and across sites, and depending on site
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policies, phone skills coaching was offered during business
hours.

Maintenance Phase

Student participants who are classified as responders during
either stage 1 or stage 2 enter the maintenance phase. Students
are able to continue receiving UCC services during this phase
but do not receive any additional CAMPUS Tria treatment.
Students continue to complete regularly scheduled |IE
assessments and remain in the maintenance phase until the end
of their study participation at 26 weeks. During this phase, the
study team contacts students every 4 weeksviaemail to provide
mental health and crisisresources. The 4-week contact schedule
continues until their final assessment point. Relapses in STB
during the maintenance phase can be reported during the
scheduled | E assessments, in response to a 4-week contact, or
by the student spontaneously contacting a member of the
CAMPUS Trid clinical or research team. In these instances,
studentsarereferred to their UCC for standard care. Treatments
received outside of the study are documented viathe Treatment
History Interview [65] and a review of the electronic medical
record at the UCCs.

Assessments

Overview

The CAMPUS Trial assessment battery (summarized in Table
1) uses multiple informants to capture comprehensive
information about aspects of student functioning, treatment
experiences, and program implementation. The informants
include (1) student participants; (2) IEs who conduct
semistructured  student  assessments; and (3) counselor
participants who provide study treatment, assess student
response to treatment, and provide information about their own
study experiences. Measures were adopted if they (1) had
adequate psychometric characteristics, (2) were used in previous
suicide treatment studies, (3) were shown to be sensitive to
change, (4) had been used in previous studies with university
students, (5) mapped onto the NIMH’'s Research Domain
Criteriacategories (Negative Va ence Systems, Positive Vaence
Systems, Cognitive Systems, Social Processes, and Arousal and
Regulatory Systems) [66,67], (6) were directly relevant to the
application of CAMS or DBT, and (7) allowed for reduced
burden to student participants. Assessment manualsfor |[Esand
counselor participants fully specified the rationale and
procedures for each of the assessment measures. All self- and
| E-reported assessments are collected from student participants
regardless of treatment status.

The Primary Outcome Measures

The primary outcome is reduction in STB as measured by the
| Esat each assessment using 2 standardized interviews: the SS
[41] and the Self-Injurious Thoughts and Behaviors Interview
(SITBI) [68]. Changesin S| are assessed using SSI total scores.
Suicida behaviors, including NSSI and SAs, are captured via
the SITBI. The SSI interview is presented in a semistructured
format and consists of 19 items that include 3 subscales of SI:
passive suicidal desire, active suicidal desire, and specific plans
for suicide. Each item is rated on a 3-point Likert-type scale
from 0 to 2 and then summed, with higher total and subscale
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scores indicating greater severity of Sl. The SITBI is aso
presented in a semistructured format and comprises modules
that assess S, suicide plans, suicide gestures, SAs, and NSSI.
The IEsaretrained and certified on both interview measures as
described in the following sections. Recognizing that
measurement of suicide-related behaviors is fraught with
challenges [69], a separate study will also explore defining
suicide risk as a composite measure of SI, SAs, and NSSI.

Tailoring Variable

In the context of SMART designs, tailoring variables are
characteristics of participants that trigger adaptations to the
ATSs. The tailoring variable used in this study is a modified
version of the Rating of Clinical Improvement—Suicidality
(RCI-S) scale, an adapted version of the Clinical Global
Impressions scale [ 70] designed to assess overall improvement
in suicide risk. Beginning in session 4, and following each
subsequent session, counsd ors use the 4-point Likert-type RCI-S
to rate the students’ treatment response trajectory with respect
to their suicidal symptoms since baseline from Responder (1)
to Sgnificant Worsening (4). Students who are rated as
responders move into the maintenance phase of the trial.
Insufficient responders (those with RCI-S ratings of =2) at the
end of stage 1 are eligible to be rerandomized into 1 of the 2
stage 2 treatments.

Secondary Measures

Secondary measures (also listed in Table 1) were designed to
capture overall distress, depression, social and generalized
anxiety, substance use, eating concerns, academic functioning,
and clinical global impressions by both participants and
assessors of severity and improvement in suicidal risk. These
mesasures areincluded to allow for the examination of mediators,
predictors, and moderators of treatment response, which could
beincorporated as secondary tailoring variablesin later studies
or during dissemination. Quantitative and qualitative
assessments to monitor implementation activities and address
barriers that arose during the study are aso collected. The
implementation monitoring plan was guided by three
components: (1) critical steps of the Quality Implementation
Framework [35], (2) process evaluation and implementation
monitoring outlined by Saunders [71], and (3) implementation
outcomes specified by Proctor et a [34]. These measuresinclude
student and counselor views on treatment experiences and
satisfaction as well as comparisons between in-person
counseling and TMH formats.

Student Safety Procedures

Overview

Given theinherent risks of the population under study, particular
care was taken to develop and implement strategies to ensure
participant safety. These include procedures for adverse event
(AE) monitoring, detailed manual-based protocolsto minimize
risk of worsening symptoms and manage emergent crises, and
procedures to quickly detect and alert research staff when an
AE occurs. The study protocol allowsfor anincreasein session
frequency if needed, and student participants who worsen
significantly might be removed from the study and referred to
a higher level of care if needed. The CAMPUS Trial is adso
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monitored by a blinded NIMH Data Safety and Monitoring
Board (NIMH-DSMB). The NIMH-DSMB meets 3 times per
year to review and approve al protocol changes, enrollment
data, safety data, and data integrity.

AEs and serious AEs (SAEs) are monitored at each treatment
and assessment visit. For the purposes of this study, the
following events are considered AEs. (1) breach of
confidentiality, (2) evidence of coercion to participate, (3)
evidence of distress during assessments (using data from the
University of Washington Risk Assessment Protocol) [72], and
(4) significant increase in Sl (relative to baseline) as rated by
counselor participants (at each treatment visit) and | Es (at each
assessment visit). SAEsinclude (1) suicide death, (2) nonsuicide
death, (3) SA (not death) with nonzero intent to die, (4) inpatient
hospitalization, and (5) emergency department visit.

During treatment visits, counselor participants document any
new AEs or SAEs spontaneously reported during therapy
ons. Unsolicited events that meet the definition for AEs or
SAEs prompt further inquiry by the research team to ascertain
onset; severity; relatednessto trestment; outcome; and measures
taken to addressthe event, if any. During each assessment visit,
AEsand SAEsare al so assessed and monitored through general
inquiry by the IEs. IEs aso implement the University of
Washington Risk Assessment Protocol [72] at each assessment
to monitor suicide risk more closely.

Special Considerations for Risk Management During
Remote Assessments and Treatment Visits

Because of the remote nature of TMH care, each student’s
current location, as well as emergency contact numbers for
third-party involvement (eg, parents or roommates approved
by the student), are obtained should there be a worsening of
symptoms. |Es are also trained to gather information for
secondary backup methods, even tertiary when possible, for
reconnecting with studentsin case of technological issuesor an
unstable internet connection. Before initiating any remote
assessments with student participants, | Esreceive basic training
in TMH by viewing the first 3 segments of the American
Psychological Association Telepsychology Best Practices 101
series webinars [73].

Quality Assurance

Overview

UCC counselors wishing to be study counselors undergo a
rigorous certification process for CAMS and CC-DBT. For
CAMS, certification requirements occur in stages. Before
treating astudent participant, counselorsmust (1) read all CAMS
treatment-related materials, including the study protocol; (2)
watch a 3-hour CAMS online training course; and (3) attend a
full-day CAM Srole-play workshop. Following these trainings,
counselors must (1) attend weekly cross-site consultation calls
and (2) receive aminimum of good on CAM S adherenceratings
for 3 sessions or until the student completed treatment (ie, if
suicide risk resolved in <6 sessions), with individual feedback
to clinicians provided via email. Once counselors are certified
asstudy adherent to CAMS, 2 CAM S sessions from each student
participant will be randomly selected and rated for adherence
to the CAMS model.
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Before treating astudent participant using CC-DBT, counselors
must (1) read all CC-DBT treatment-rel ated materials, (2) attend
a4-day online DBT training workshop and a 1-day online skills
training workshop, and (3) attend weekly cross-site consultation
team meetings following the trainings. Recordings of each
session of acounselor’'sfirst CC-DBT student are reviewed for
adherence by DBT expert clinicians, and feedback is provided
viaemail. CC-DBT sessions are rated for adherence until each
counselor demonstrates that they can meet the threshold for
adherence on the DBT Adherence Checklist for Individual
Therapy (ascore of 222) [74] on at least 2 sessions, with at |east
one of these sessions being a later session of treatment (ie,
sessions 3-8). Once counselors are certified as study adherent
to DBT, 2 CC-DBT sessions from each student participant will
berandomly selected and rated for adherenceto the DBT model.

|Es also undergo a rigorous certification process. |Es must (1)
read all study-related materials, including the study protocol;
(2) attend a 2-day online training covering each of the
| E-administered outcomes; (3) complete on your own practice
administering study interviews and outcomes; (4) watch and
score a standardized video of an assessment; (5) practice
administering an assessment with a standardized practice
participant; and (6) attend twice monthly cross-site assessment
supervision meetingswhere scoring questions and concernsare
discussed (note: SSI and SITBI consultant Dr Julia Harris will
also be present to facilitate challenging classification of
guestions and concerns).

Data Management

All research data are kept in an encrypted REDCap database
managed by the Duke data center at the Duke University
Medical Center. With participants’ approval, deidentified data
will also be submitted to the NDA. Study procedures include
detailed instructionsfor dataacquisition, processing, and upload
to the REDCap platform. Any data collected on paper forms
aredouble entered by site study staff and directly uploaded into
the REDCap database using specific electronic case report
forms. Many data validation rules (eg, out-of-range values and
skip patterns) are enforced by the el ectronic data capture system
during data entry. The Duke data center continually monitors
dataquality throughout the study, conducting daily checksusing
the REDCap auditing system to annotate and document any
inconsistencies or possible errors to be resolved by site study
staff.

Design Challenges and Alternatives Considered

In the process of refining the CAMPUS Trial design, we
considered the following design alternatives but ultimately did
not use them for ethical, pragmatic, and clinical reasons.

Using Different Counselors for Different Treatments

The CAMPUS Trial team carefully considered the option of
using different counsel orsto implement the different treatments.
Although this is desirable from an efficacy-based perspective,
we discarded this design option due to compelling ethical and
clinical, pragmatic, and methodol ogical reasons and decided to
have the same counselors deliver al interventions. Requiring
student participants with unresolved STB (or both; who might
struggle with fears of abandonment) to switch counselorsat the
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end of stage 1 could lead to an escalation in STB [29] or
increased likelihood of treatment dropout. Previous research
has demonstrated that keeping the same counselor across
treatment transitions in a UCC is associated with half as many
treatment dropouts and fewer onsoveral [75]. Furthermore,
this design better reflects what would happen in the real world
in that counselors often evolve or change their treatment plans
if aclient is not responding rather than refer them to another
counselor. Quality assurance procedures were developed to
assess for contamination of CAMS or CC-DBT into E-TAU.

Mandating a Full Course of Treatment

A priority of the CAMPUS Trid isto develop evidence-based
ATSs that are feasible to implement in UCCs, which must
operate with limited resources and in the context of an academic
calendar. Mandating a full course of treatment for al students
isimpractical inthe UCC setting. Provided that studentsreceive
aminimum dose of 4 treatment sessions, they are not required
to continue study treatment once they are classified astreatment
responders. In other words, students only receive as much
treatment as they need to improve. We also allow for flexibility
in the delivery of treatments to accommodate the academic
calendar. All treatment sessions are conducted either in person
or remotely via a HIPAA-compliant TMH platform. Thus,
continuity of treatment during short breaksisfacilitated by the
use of a telehealth option. For longer academic breaks (eg,
winter break), students are permitted to take a break from
CAMPUS Trid treatment while they are on a scheduled break
(and often unable or ineligible to receive UCC services due to
residing out of state) and then continue wherethey left off upon
their return to campus. This is an essential adaptation to the
UCC setting and was considered in terms of recruitment rates.
Breaks will also be considered in the analyses (eg, dosage
defined as number of sessionsand not time since randomi zation
per stage and number of additional treatment sessionsreceived).

Deviations From the Original Protocol

The protocol presented in this publication differsfrom theinitial
design that was peer reviewed by the funding agency. These
modifications were necessary due to the unforeseen impact of
the COVID-19 pandemic, which posed challenges that could
not have been anticipated at the time of initial planning. To
ensure participant safety and adapt to logistical constraints, we
implemented substantial changes in the trial design and
methodology. These modifications were carefully considered
and implemented in consultation with the scientific advisory
board, UCC implementation advisory board, and program officer
from the funding agency. Each of these stakeholders provided
invaluable guidance to ensure that the changes maintained the
scientific integrity of the study while allowing for adaptation
to the evolving situation. Any adjustments to the initial design
weretransparently documented, reviewed, and approved by the
funding agency, each sdite's IRB, and the assigned
NIMH-DSMB. This approach aimed to ensure that the study
findings remain as unbiased as possible despite the external
constraints encountered.

Most of the deviations from the original protocol were
necessitated by the COVID-19 pandemic and included
procedures to accommodate UCC TMH services, including
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remote treatment, assessments, and safety monitoring. Counselor
trainings were also modified to accommodate remote delivery.
However, additional modifications arose from lessons learned
during the subsequent feasibility study required by the NIMH
and NIMH-DSMB. These included changes to the assessment
battery to reduce participant burden and improve remote data
collection procedures and adaptations to comprehensive DBT
to better fit the UCC setting and academic calendar.

Organization and Study M anagement

To ensure scientific integration of research procedures, overall
managerial and administrative responsibilities rest with the
CAMPUS Trial steering committee (SC), which comprisesthe
Pls and coinvestigators from each site, principal statistician,
and NIMH-DSMB liaison. As relevant, additiona team
members, including project coordinators, participate in SC
meetings. The SC is responsible for all decisions concerning
the overall research program, including plans for data analysis
and publications. The SC holds weekly videoconference calls
to monitor the overall course of the study, including recruitment,
retention, and any out-of-protocol deviations. In case of
disagreements, each site has 1 vote, and the statistician will
break a tie. Various subcommittees (eg, quality assurance,
treatment, and assessment) will be formed across investigators
and consultants, and these subcommittees present potential
challenges and solutionsto the SC (these actions are documented
viaminutes).

There are aso two advisory boards. (1) a scientific advisory
board composed of a suicide researcher with expertise in
multisitetrials, apsychiatrist, aresearch scientist with expertise
in SMART methodology, and a UCC expert; and (2) a UCC
implementation advisory board composed of the 4 site UCC
directors or clinical directors. The Pls, coinvestigators, and
project coordinators attend an annual in-person study meeting
and also meset at professional conferences throughout the study
period.

Results

Student participant recruitment began on October 25, 2022, and
ended on May 16, 2024. Data collection was complete in
November 2024, and as of April 2025, data anaysis is
underway. Full results will be available in 2025.

Discussion

Expected Findings

The CAMPUS Tria offersamodel for future SMART designs
in UCCsand similar settings. Primary and secondary results of
the CAMPUS Trid will offer important clinical decision-making
guidelines for informing the treatment of university students
presenting with STB in UCCs. A previous pilot SMART [20]
laid the groundwork for the CAMPUS Trial, which was designed
to improve upon previous limitations by increasing the sample
size, incorporating multiple UCCs, integrating remote
assessments and treatments, and evaluating ATSs with shorter
durations to enhance feasibility and broader adoption across
diverse UCC settings. We hypothesized that starting with CAMS
and then (1) ending treatment and entering maintenance if
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student participantsimprove (stage 1) or (2) switching to amore
intensive treatment if there is insufficient improvement (stage
2) would be the most effective treatment sequence for students
who are suicidal seeking services at UCCs.

The hybrid intervention format of the CAMPUS Trial represents
an important contribution to efforts to improve treatment of
suicidality viatelehealth. Before the COVID-19 pandemic, the
prevailing belief was that clients with STB posed too great a
risk for treatment via TMH. The CAMPUS Tria feasibility
pilot study demonstrated that TMH isafeasible and acceptable
modality for delivering suicide-focused treatments[27]. Results
from the trial may provide additional insights into whether
treatment modality impacts response rates and provide guidance
to UCCs and other organizations on how to deliver
suicide-focused treatments.

Limitations

First, a key concern is the heterogeneity of E-TAU. Because
E-TAU was not standardized across sites, variationsin the type
and theoretical orientation of care received by student
participants have the potential to influence outcomes. While
thisvariability reflectsreal-world clinical practice, it can present
challenges for interpretation. To address this, we implemented
systematic monitoring of E-TAU, including quality control
ratings to assess for contamination of CAMS and CC-DBT
principlesinto E-TAU, and gathered information on clinicians
theoretical orientations and treatment choices when delivering
E-TAU. However, another important limitation is that E-TAU
may not fully reflect true TAU at UCCs. The CAMPUS Trial
counselorsweretrained in suicide-focused treatments and served
as their own controls, which may have influenced the way in
which they delivered TAU even in the absence of direct
contamination from CAMS and CC-DBT. Although quality
control measures were implemented to prevent cross-treatment
contamination, the fact that all counselors had formal training
in structured suicide-focused approaches means that the TAU
they provided may be different from what is typicaly offered
in UCCs. This could limit the generalizability of findings
regarding the effectiveness of standard TAU provided outside
the trial. Although this design introduces some challenges,
treatment provision at UCCs varies considerably, and this
reflectsthereality of the setting. Furthermore, future secondary
studies offer the potential to make a significant contribution to
the field of suicide prevention by characterizing TAU in the
context of suicidal risk and further examining how clinician
training influences TAU delivery.

Becausethe CAMPUS Trid participantsare university students,
there can be concern about the lack of generalizability of the
results to broader populations. However, the findings of this
study should have relevance beyond university settings. Young
adultsin higher education represent adiverse group with varying
backgrounds, mental health histories, and treatment needs,
making them an important population for studying
suicide-focused interventions. In addition, many of the
challenges addressed in the CAMPUS Tria—such as
accessibility of care, personalizing the provision of care to
improve outcomes, and theintegration of TMH—are applicable
across different clinical settings. The CAMPUS Tria results
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can inform best practices for delivering suicide-focused useof ATSsto tailor interventionsbased onindividual response
treatments in community mental health centers, primary care patterns provides a flexible framework that can be adapted for
settings, and other outpatient environments. Furthermore, the  different populations, including those in nonuniversity settings.
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