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There are many compelling reasons for assessment and treatment 
of Post-Traumatic Stress Disorder (PTSD) in university counseling 
center (UCC) settings. While sexual assault at college campuses 
has been a frequent topic in the popular press recently, scholarly 
literature about evidence-based treatment of PTSD in UCCs is scant. 
In a recent survey conducted at 27 universities, more than 20 percent 
of undergraduate, female respondents reported having experienced 
some type of sexual assault (Anderson, Svriuga & Clement, 2015). 
In addition to rape, college students may present for treatment after 
other traumatic life events such as childhood abuse, serious accidents, 
and natural disasters. In a study of student veterans, Rudd et al. 
(2011) found that 45.6% of respondents in their sample endorsed 
symptoms of PTSD. Veterans may present in UCCs with PTSD 
related to combat trauma. Veterans with PTSD have been shown to be 
high utilizers of both medical and mental health services (Marmar, 
2009); the same may be true for students with untreated PTSD. 
Additionally, research has indicated that survivors of traumatic 
events may be at an elevated risk for suicide (Hudenko, Homaifar 
& Wortzel, n.d.). Untreated PTSD can result in serious, chronic 
medical conditions (Frayne et al., 2010). Assessment for PTSD 
and use of an evidence-based therapy in the UCC setting could 
potentially have a lasting impact on the quality of life for students 
who might not otherwise graduate and may be at higher risk for 
suicide, long term health and relationship problems.

In their 2011 study, Read, et al. found that 66% of respondents 
who were new college graduates endorsed having experienced 
a Criterion A traumatic event and 9% of these respondents met 
criteria for PTSD. Students may not know that they have a PTSD 
diagnosis and present instead for related sequela such as substance 
abuse problems, anxiety, depression, sleep disturbance or difficulty in 
relationships. What’s more, the PTSD symptoms of avoidance, self-
blame or shame may result in the traumatic events not being revealed 
at first assessment or during the course of treatment if clinicians 
do not ask (Department of Veterans Affairs, 2002). This is why it 
is imperative that clinicians ask directly about traumatic events. 
Additionally, when seeing a student after a recent traumatic event, it 
is vital that emergency mental health providers be fully equipped with 
knowledge about campus/community resources to help assist these 
students in decision making and connection to additional relevant 
services, if they so choose. 

Two treatments, Prolonged Exposure (PE) and Cognitive 
Processing Therapy (CPT) have been recommended by the 
Institute of Medicine as gold-standard for PTSD. Both of these 
therapies were originally created for use with rape survivors 
but have since been used for a variety of trauma etiologies 
including combat trauma, accidents, and childhood abuse with 
robust results. Both PE and CPT have been disseminated in the 
VA medical system and as of 2010 over 6,000 VA providers had 
received training (Karlin et al., 2010). Gains from these treatments 
have been shown to be maintained at 10-year follow up (Resick et 
al., 2012). Research has also shown a reduction in health related 
complaints for people with PTSD who received an evidence based 

treatment (Galovski, Monson, Bruce & Resick, 2009; Rauch et 
al., 2009). These therapies are manualized and are time-limited, 
making their application in a UCC setting ideal.

PE lasts for 9 – 12 sessions (Hembree, Rauch & Foa, 2003). 
Sessions take from 90 – 120 minutes. A study is currently underway 
with Active Duty Military Personnel examining the effectiveness 
of delivering PE in a massed format, meaning daily sessions for a 
2 week period of time, for a total of 10 sessions (StrongStar PTSD 
Research Consortium). This type of treatment may also helpful for 
balancing high case-loads within a semester system. 

CPT is a 12 session, trauma-focused therapy that can be used 
in either a group of individual format. Group lends itself to UCC 
settings which are often coping with a high-volume therapeutic needs. 
Galovski et al. (2012) demonstrated the effectiveness of a variable-
length format for CPT in which participants were given either few or 
more sessions based on their response to treatment. This may also be 
helpful for centers that are lacking resources. 

Assessment and the use of evidence-based treatment for 
PTSD in UCC settings could have the potential to dramatically 
improve the lives of students who are survivors of trauma and 
also to help clinicians who may be struggling to see a high volume 
of patients while feeling unsure of the best course of therapeutic 
action. Research assessing the effectiveness of both CPT and PE 
in College Counseling settings is needed as treating PTSD early 
in life may have impact on every area of the lives of students 
including their future careers, health, relationships and general 
well-being. 
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