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Introduction

Just who are the at-risk students and what are the risks involved? Sharkin (1997) suggested that “For college students, the term psychopathology should perhaps be restricted to cases of psychological dysfunction that significantly disrupt the student's ability to adequately function within the university setting or require mental health care beyond the resources of the average campus counseling service … This would include psychotic or thought-disordered behavior, suicidal or homicidal behavior, severe personality-disordered behavior, chronic or severe behavioral problems such as self-mutilation, cases of severe anxiety or mood disorder, or cases that otherwise require hospitalization or inpatient treatment.”

Since the 1990s the college student affairs and college student counseling literature has been replete with empirical studies and anecdotal reports that have provided mixed evidence regarding whether college students are coming to campus with more severe and long-standing mental health issues than ever before. (Sharkin & Coulter, 2005; Cornish, Kominars, Riva, Mcintosh, & Henderson, 2000; Pledge, Lapan, Heppner, Kivlighan, & Roehkle, 1998). Many of these studies focused on assessing students at the initial appointment rather than the end of treatment.  In 2003, Benton, Robertson, Tseng, Newton, and Benton examined counseling center problems across 13 years and at the time of case closure rather than intake.  They found increases for 14 out of 19 client problem areas including developmental problems such as relationships and family issues and more severe problems such as personality disorders, suicidal thoughts, medication use, anxiety, and depression).

In the most recent survey of college counseling center directors, they identified the following issues as their most pressing service provision concerns (Gallagher, 2004):
· Increase in self-injury. (54%)

· The need to find better referral sources for students who need long-term help (54%)

· A growing demand for services without an appropriate increase in resources 39 (54%)

· Increase in crisis counseling (45%)

· Responding to the needs of learning disabled students (39%)

· Eating disorders (36%)

· Problems related to earlier sexual abuse (20%)

· Sexual assault concerns (on campus) (18%)

Data from the same survey seem to suggest that caring for at-risk students and managing the sequelae associated with their mental health problems is not only the work of the counseling professionals but many other professionals on college campuses as well.

· 86% of directors believe that in recent years there has been an increase in the number of center clients with severe psychological problems, and 91% believe that students with significant psychological disorders are a growing concern on campus

· 85% of counseling center directors believe that administrators have a growing awareness of the problem centers are facing with the increased demand for service along with the growing complexity of problems students are bringing to counseling centers

· 24% served on a campus-wide Student Assistance Committee 

The media, private citizens, and governmental agencies are also recognizing the complexity of college student mental health needs and the need for a community response.  On September 20, 2005, the Substance Abuse and Mental Health Services Administration (SAMHSA) announced 22 new grants to institutions of higher education to strengthen and expand suicide prevention initiatives on their campuses.  These grants were the first for the Campus Suicide Prevention program that was authorized as part of the Garrett Lee Smith Memorial Act in October 2004.  Phil and Donna Satow established The Jed Foundation in 2000 after the suicide of their son, Jed, a college sophomore. The Jed Foundation was established in order to prevent suicide on college campuses and focus on the underlying causes of suicide. Among its many projects is a website, Ulifeline, which gives college students access to mental health resources. More recently, the foundation has sought to establish new projects in collaboration with college counseling professionals and the organizations those professionals typically belong to (AUCCCD, ACA, and ACPA).

While acknowledgment and assistance from the large community is certainly welcomed and needed, the campus community is ultimately charged with developing strategies for responding to the needs of its primary community members, students.  Nolan, Ford, Kress, Anderson, & Novak (2005) refer to the this population of students as “the new diversity” on campus and outlines seven elements of a New Diversity Initiative that focuses on identification of and intervention with students at risk for self-harm, harm to others, community disruption or academic failure.  The elements of the New Diversity Initiative are: student affairs staff training, a diversity research team, public health education, identifying at risk students, coordinated responses to disruptive behavior, faculty and staff training and gathering outcome data.  
The purpose of this presentation is to share information about how one large, public, research institution uses partnerships involving various campus stakeholders to address the needs of the at-risk student.  Of particular focus in this presentation is the mental health needs of these students.  The campus initiatives have centered on sharing information, co-creating policy, and sharing resources. 
Sharing Information

Counseling Services has regularly shared non-identifying client information and provided in-service training for key stakeholders such as Campus Police, Judicial Affairs, Health Services, Wellness Education Services, International Students and Scholars Services, Athletics, Residence Life, New Student Programs, and the Office for the Vice President of Student Affairs.  The sharing of information has been reciprocal.
Such information sharing helps Counseling Services learn more about how distressed students come to the attention of other colleagues, is an opportunity to provide accurate information about Counseling Services, allows us to personalize our relationships with colleagues and portrays counselors as interested and willing campus consultants.
Examples of information sharing

· Training campus faculty and staff: Counseling Services provided a day-long training for the Division of Student Affairs and other academic support units on “Creating a Community of Caring: Helping Students in Distress”. Based on a needs assessment with the intended audience, the workshops contained didactic, discussion, and experiential components that focused on identifying students in distress, stakeholders’ role the referral process, how students’ emotional problems impact the campus community, dealing with parental expectations and self-care strategies for campus staff.
· Reports on hospital transports: University Police share with Counseling Services their information on hospital transports for psychiatric evaluations and alcohol/drug overdoses.  Counseling Services then adds our data to theirs so that we may obtain a more accurate sense of how many students are being evaluated or hospitalized for mental health or substance abuse reasons. This information also may highlight mental health concerns that need to be addressed via psychoeducation and campus-wide initiatives.
· Combining the expertise of other stakeholders: A workshop for the International Student and Scholars Services (ISSS) on “Harm Reduction Strategies for At-Risk International Students” became an interactive dialogue on what counselors know about mental health and what the ISSS office knows about international students.  This type of dialogue is crucial in developing culturally sensitive responses to mental health issues and using the appropriate resources.

Sharing Information 
Examples of information sharing (continued)
· Use of counseling center data and research:  Since international students are often overlooked or marginalized on campus, Counseling Services felt it was important to examine how international students utilize us and shared this information in academic classes, with the ISSS, and Division of Student Affairs personnel.  The research findings and the discussion at this training led to changes in Counseling Services paperwork & satisfaction surveys, built a stronger alliance with the ISSS office, and provided an opportunity for other stakeholders to share the resources they often use to aid these students.
· Campus and off-campus media exposure: Writing letters to the editor of the school newspaper, granting interviews on mental health issues to local media, or writing brief articles for student listservs are all ways of getting information out to the campus and the larger community.  These are also excellent ways to inform others of the areas of expertise that exist at your counseling center.
Sharing Information:  The Students of Concern Committee

Formation and Function

The Students of Concern (SOC) group was convened for the first time in July 2002 at the request of the Dean of Students.  This was done because the Dean felt that she had contact with a number of students with serious problems in the last year who the University had lost track of.  She was concerned that the follow-up with at-risk students wasn’t being coordinated as new crises arose.   There was a desire to standardize the process by implementing a protocol for communication that would ensure consistent and appropriate follow-up.
This SOC committee was charged to do the following:

· Identify students of concern

· Gather data in an accessible format

· Link students to services

· Document follow-up for each case

Definition and Involvement

A student of concern may have behavioral, academic, or mental/physical health problems.  Often a student may be a combination of all of these issues. These students are considered to be at high risk in terms of personal well-being or academic standing.

The SOC committee may be involved with the following: arrests, accidents, medical or mental health emergencies, suicides or attempts, disruptive behaviors, assaults, victims or perpetrators, alcohol or drug abuse, bystanders, witnesses to trauma.

The SOC committee was not designed to discuss career criminals, grade issues, petty theft arrests or roommate issues.

The following units are represented at the weekly SOC committee meetings:

· Residential Life

· Judicial Affairs

· Counseling Services

· Health Services

· University Police

Residential Life and Judicial Affairs representatives typically identify students to be discussed at the meeting.  Counseling and health professionals are bound by confidentiality so do not bring students to the attention of the committee.  However, they can share information learned at meetings with colleagues in their units to better coordinate student care.  Counseling and health members also provide advice or consultation to the group.  Other campus personnel may be invited to the meeting if their presence is warranted.
Sharing Information:  The Students of Concern Committee (continued)
Possible Outcomes from SOC meetings

· Referral to Counseling Services

· Referral to Health Services

· Referral to Alcohol or Drug intervention

· Identify candidates for emergency loan money or campus gift fund

· Referral to Judicial Affairs or Ombudsman services

· Provide guidance to other units (i.e. educate staff on working with students with mental disorders)

· Provide emergency housing on campus or in area hotel

· Faculty notification

· Parent notification

· Various forms of victim assistance

What We Have Learned Through Information Sharing
· There were 370 SOC students between 2002-2005
· 41% of these students had contact with Counseling Services either before, during, or after they came to the attention of the SOC committee which suggests that other stakeholders on campus are dealing with the same students who use counseling services.  Relatedly, the vast majority of these students came to Counseling Services voluntarily between 2003-2005.  Only 19% were mandated clients.
· 66% of the students were male and 34% were female
· 17% of the students on the SOC list had been hospitalized for mental health issues either before, during, or after they came to the attention of the SOC committee
· 97% of the students who had been hospitalized had also had contact with CS.  That’s 62 out of 64 students!
· Over time, we are seeing increases in the numbers of “at risk” students who have a hospitalization experience and are coming to Counseling Services 

-2002    22%

-2003    27%

-2004    41%

-2005    72%

Ideas for the Future

· Hire a person to be a case manager for students of concern.   This person would be responsible for data management and follow-up.  They would also establish a relationship with area hospitals and services for information sharing.

· Purchase software to house SOC information

· Educate faculty and staff on the existence of this Team and how to refer students to it.

Co-Creating Policy: 
Though university and college counseling centers are typically viewed as the primary service providers for students with mental health issues, counselors are not the only staff members who come into contact with these students.  In fact, faculty and staff from other offices on campus are more likely to be on the “front lines” in terms of day-to-day interactions with students or are more likely to be first responders when there is a crisis situation involving students.  These offices often have policies in place that speak to “behavioral” or academic problems that students may have. In many cases, the policies for remedying these situations may benefit from input from counseling professionals.  This is particularly true when there is an expectation that counseling intervention be a part of the solution. For that reason, it is important to have Counseling Services representation at the various tables that make these policy decisions.
Examples of Co-Creating Policy

· Hospital transports: Counseling Services and campus police did not have a mutual understanding of the laws, policies, and best practices regarding situations where students were transported to the hospital for psychiatric evaluations or alcohol/substance abuse overdose. The two units began to talk about how to best assist students in these situations and drafted a policy that was then communicated to the respective staffs.
· Inconsistencies in responses to alcohol or substance abuse policies: When students violate this policy, there is great variability in the sanctions handed down.  There is a Community Standards team within the Division of Student Affairs that is working to reducing the inconsistency by making sanctions that are informed by the degree to which the behavior engaged in places the student “at risk” to self or others. 
· Withdrawal policy: Counseling Services should be involved in policy discussions related to withdrawals from school, voluntary or involuntary, that are attributed to mental health problems.  Typically, the division of Student Affairs, Judicial Affairs, Residence Life, and Academic Affairs are the offices drafting such policies.
· Campus Emergency Planning: Three years ago during the SARS outbreak, the university felt it needed to develop a plan to manage an outbreak on our campus given our proximity to the Canadian border.  Environment, Health and Safety, University Police, Residence Life, Counseling, Health Services, and Food Services were all involved in the planning.  The college counseling center is a critical component of any overall university emergency management plan as the need for crisis counseling, grief counseling, and debriefing is often necessary. 
Co-Creating Policy: Mandated Assessments

The campus need/desire for mandated assessments

When students act in ways that violate the Student Code of Conduct, the Residence Life Code of Conduct or the NCAA alcohol and drug policies, the relevant stakeholders on campus want assistance in helping students develop self-care and behavior management skills that will reduce risk to themselves or others. Prior to 2003, each of these entities would mandate “counseling” for students without examining the appropriateness or the effectiveness of such mandates.  A residence hall director might mandate 6 sessions of counseling for an unwilling, unmotivated student without the knowledge that the mean number of sessions for a motivated student was 5 or without taking into consideration the ability of Counseling Services to take on these students.  As a result, all interested parties were asked to participate in a series of dialogues about what they hoped to gain by the mandate and what was feasible or realistic given the resources of Counseling Services.

Both campus and national data was shared regarding the standards for mandated counseling or assessments with college students.  The pros and cons and even ethics of non-counseling professionals mandating a particular number of sessions were discussed and well as the ability do forensic types of assessments versus assessments that relied on student honesty and moderate interest in receiving services.  Stakeholders were reassured that in cases where there was imminent potential harm to self or others, Counseling Services would involve others on campus who might assist in keeping the student or others safe.  

As a result of these discussions, a standard policy regarding who on campus could mandate a student for counseling, what type of service would be provided, and what type of information would be shared was created.  
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Sharing Resources: The Student Wellness Team
Team Approach

Historically at the University at Buffalo, as at many other colleges, Student Health, Counseling Services, and Wellness Education existed as three separate offices.  During the early months of 2002, the leadership of these three offices began discussing ways of merging these functions.  Such a merge was envisioned as the most effective and efficient way to achieve our goals of maximizing the wellness and health of the student population.  Several principles guided these discussions: 

1. Teamwork: Interventions will be more effective from a multidisciplinary stance.  Waste and duplicated effort will be reduced.  Administrative overlap will be streamlined.  Budgets can be pooled.

2. Respect of Professional Differences:  The unique needs, expertise, and philosophies of the three offices should be maintained.

3. Buy-In:  Success of a merge will depend in large part on “buy-in” by all those involved, both in these offices, and across the campus at-large.

Various structures at other schools were examined as examples of best-practices for such a merge.  We interviewed administrators and staff at other colleges and universities to learn from them what had worked and what had not worked in terms of health services mergers.  Meetings with campus stakeholders were also held so our decisions would be informed by the needs and feedback of those we would be impacting, directly or indirectly.   Finally, multiple meetings, and a day-long retreat with all staff from the three offices were held to hear the input of the professional and support staff.

Based on input from these various sources, The Student Wellness Team (SWT) was created in the summer of 2002, bringing Counseling Services, Student Health Services, and Wellness Education Services formally into an overall functional unit.   In the spirit of respecting the unique and equal contributions of each of the units, the administrative leadership of the SWT would rotate on a bi-annual basis, with the leadership position being filled in turn by the director of Health, the director of counseling, and the director of Wellness Education.   
Sharing Resources: The Student Wellness Team (continued)
Shared Resources: Highlighted Example
I. Eating Disorders Team
Students suffering from Eating Disorders often present with multiple medical and mental health concerns.  These disorders are associated with suicide risk, substance abuse, anemia, gastrointestinal problems, heart irregularities, hormonal imbalances, dental problems, and exhaustion. 
The ED team is a multidisciplinary team consisting of medical providers, mental health counselors, and a registered dietician. The team offers coordinated outpatient treatment and assists students in accessing community resources for inpatient and intensive, long-term outpatient treatment.  

· Counseling Component:  Counselors provide short-term individual and long-term group therapy aimed at symptom reduction, increasing understanding of the communicative and psychological function the eating disordered symptoms serve, increasing the ability to express emotions and learning to define oneself in other ways than body size and food intake.

· Medical Component:  Health care providers will evaluate the overall health of the student, manage the medical consequences of disordered eating, prescribe medication, and recommend mental health and nutritional interventions. 

· Nutrition Component:  The goal of nutrition counseling is to replace disordered eating patterns with more organized, healthy eating patterns.   The registered dietitian provides education and individualized intervention via a collaborative relationship.   Nutrition counseling is supportive of concurrent therapies and medical treatment.

· Health Education Component:  E.S.T.E.E.M. (Educational Support To Eliminate Eating Misconceptions) is dedicated to campus awareness and prevention of eating disorders.  E.S.T.E.E.M. consists of students and faculty/staff from various departments on campus.

Sharing Resources: The Student Wellness Team (continued)

Shared Resources: Other Examples

II. Budgets: No longer in direct competition with each other.  Needs of each office can be taken into account, and funding priorities can be shifted as necessary.  Expenditures too large for separated budgets are now possible, long-range planning possible, interact with decision makers as a united rather than competing front. 

III. Life and Learning Outreach Programming: rather than duplicating efforts across the three offices, we are now able to provide coordinated outreach and prevention efforts.

IV. Substance Abuse Group co-facilitation: Group therapy for substance abuse is co-facilitated with a counselor from Counseling Services and the substance abuse expert from Wellness Education.

V. Joint Trainings: Professional in-services are jointly presented to members of the different offices.  E.g., Motivational Interviewing in-service.

VI. Satellite Offices: Counselors hold offices hours in the Student Health Center; Dietician holds office hours both in the Student Health Center and in the Wellness Education Center.  Plans are underway to place a satellite health office the North Campus.

A model for the rest of Student Affairs: Communication, effectiveness, efficiency

The Student Wellness Team model has been extremely successful, so much so that the Vice President of Student Affairs used it as a model in restructuring the other units in Student Affairs.  Content- and functionally-based multidisciplinary teams were created, with rotating leaderships, much like the SWT.  

Conclusions
With an increasing number of students arriving on college campuses with pre-existing conditions (Archer & Copper, 1998), and the increasing demand this places on the resources of our college campuses, it has become critical that campuses respond to these at-risk students in a coordinated manner.   This response should be informed by data, include the key stakeholders, and develop the infrastructure that allows for the on-going collaboration of all the players involved.  

Benefits.  As has been demonstrated at our university, the benefits are many when a coordinated collaborative approach is taken to addressing the needs of the student of concern.

· Improved accuracy in early identification of the student of concern.
· Improved coordination of resources:
· Efficiency & Effectiveness
· Accurate referrals to appropriate resources
· Better allocation of resources

· Priority-setting reflects actual nature of college community
· Better follow-up with students of concern.
· Policies are created that are logical, consistent and informed.
· Increased sensitivity to the diverse nature of students’ needs.
· Identification of skills already existing on campus.  Minimization of duplication of efforts.
· Increased visibility & awareness.  Overall improved awareness in the campus community of students’ needs, and of available resources.  
· Increased education of the different stakeholders.
Challenges.  A dialog exists in our nation as to whether or not university and colleges are doing enough to take care of its students.  The popular press is quick to highlight higher education systems that fail their students.  Schools are being held accountable for levels of student oversight unheard of over the past 30 years (Wilde, 2000), with in loco parentis being a topic discussed in most every student affairs office.  Legal challenges are also on the rise, such as the Elizabeth Shin law suit at MIT.  
Promise for the future.  Our experience over the past several years has taught us the time is ripe for the cross-office collaboration illustrated in this paper.  There has been an eagerness to discuss issues, coordinate policies, and develop on-going relationships between staff and faculty.  Indeed, it is the development and nurturing of these relationships between professionals and offices that has been at the heart of the success of the work we have done.  Although there will always be different agendas, competing needs, and limited budgets, the opening up of dialog between different offices has allowed us to shift the focus from these potentially divisive issues and develop a sense of unified purpose.   
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MISSION STATEMENT





The UB Student Wellness Team provides interdisciplinary, collaborative services that promote the optimal health, wellness, and development of all students at the University at Buffalo.





VISION STATEMENT





Putting “Students First”, the UB Student Wellness Team is committed to empowering students to play an active role in their wellness.


Objectives:


The UB Student Wellness Team fosters a holistic view of wellness, encompassing physical, emotional, intellectual, environmental, social, cultural, occupational, and spiritual health.


Staffed by caring professionals, the UB Student Wellness Team offers primary health care, mental health services, wellness education, sexual health services, and nutritional counseling, as well as consultation, prevention, and training programs to the University at Buffalo community.


The UB Student Wellness Team is committed to excellence in compassionate, inclusive, student-focused care.





Statement Adopted


August 1st, 2002



































MANDATED ASSESSMENTS DATA �FALL 2003- SPRING 2005





67 students were mandated for an assessment at Counseling Services between Fall 2003 and Spring 2005


Approximately the same number of students was referred each year. 32 in 2003-2004 and 35 in 2004-2005





Most of these students were male (72%)


Only 4% of these students were mandated more than once in a two-year period (n=3)





The average age for mandated students was 20.3.  The range was 18-31.


70% of these students were under the age of 21





60% were Caucasian, 13% African-American/Black, 13% Asian/Pacific Islander, 8% Latino/a, 6% multi-ethnic





The vast majority of these students were undergraduates (94%)


21% freshmen, 41% sophomore, 21% junior, 10% senior





51% referred by Student Wide Judiciary, 28% referred by Athletics, 21% referred by URHA





Top 5 reasons for referral


Drug/Alcohol Violation (57%)


Anger Management (15%)


Suicidal/Self-injurious Behavior (9%)


Interpersonal conflict (6%)


Disruptive behavior (6%)





19 students failed to contact Counseling Services (28%). 48 students (72%) came for an intake and 4 more students scheduled an intake but failed to attend (6%)





At the end of the intake appointment, the counselor recommended on-going counseling 51% of the time


25% (n=12) of the students attended a counseling session beyond intake





The average number of sessions attended post-intake was 4.4.  The range was 1-19 


	





GUIDELINES FOR MANDATED REFERRALS


COUNSELING SERVICES








A mandated assessment at Counseling Services will include a thorough psycho/social evaluation, recommendations and/or referrals for further treatment


Information about treatment recommendations and referrals are provided only to the student


Counseling Services will verify the completion of the assessment


In accordance with New York State law, Counseling Services will notify relevant others.  Typically confidentiality is broken in situations where the student is in imminent danger to harm self or others; incidences of suspected elder or child abuse and upon a subpoena from a judge for copies of clinical records.


The Referral Form for Mandated Assessments needs to be filled out by the referring person/office


A copy of this form should be given to the student being mandated


If a referral is being made to Counseling Services, a copy of the form needs to be faxed to Counseling Services at 645-2175, along with a brief description of the circumstances that prompted the referral


The form also provides space for referrals to SEPAD or a community mental health provider


The Assessment Verification form will be filled out at Counseling Services upon completion of the assessment


Assessments are completed by senior staff or doctoral level psychology interns only


It will be the student’s responsibility to bring the completed form back to the office/person who mandated the referral


A copy of the completed form will also be kept in the student’s file at Counseling Services
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