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         Mental Health, Well-being, 
and Learning: Supporting 
Our Students in Times of 

Need  

  By     Alan M.     “Woody” Schwitzer         and    John A.     Vaughn      

     Everybody on campus is responsible for recognizing and responding to 

students in crisis. But sometimes the difficulty is knowing when to intervene. 

Alan M. “Woody” Schwitzer and John A. Vaughn educate us about important 

warning signs not to ignore.   

 A FEW YEARS AGO, A GROUP OF SENIOR 
leaders we know were walking across cam-
pus together to a meeting. At one point, the 

Vice President for Student Affairs left the group and 
wasn ’ t seen for a while. When the group reunited with 
the Vice President later on, they learned that he had 
noticed a student walking alone on the quad with 
tears streaming down her face and had gone to see 
if he could help. That administrator knew a lot about 
student mental health and wellness: he knew that, 
certainly, not every student who experiences tears is 
dealing with depression or is suicidal but also that 
seeing someone walking across campus, alone, in tears 
could be a “red flag,” signaling that approaching her 
might be worthwhile. As a college psychologist and a 
college health physician, we see that leader ’ s actions 
as a positive model for everyone working with college 
students. 

 Being alert to our students’ mental health and 
wellness needs is an essential part of work life on 
today ’ s campuses—even when it means stepping out 
of our own narrow professional roles or risking leav-
ing our comfort zones. In fact, according to studies by 
 Robert Gallagher  and  James C. Turner and Adrienne 
Keller , about 2,000,000 students nationwide visit their 
college counseling centers, and millions more visit 
campus health centers each year. However, counseling 
and health center staff are only part of the support 
system for students’ mental and physical well-being. 

 Our own higher education careers have included 
working in residence life, academic advising and career 
counseling, counseling centers and health centers, as 
well as with faculty members. From these experiences, 
we know that professionals from every corner of the 
campus can describe first hand how  students’ mental 
and physical wellness, or lack thereof, can affect their 
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learning and success. We all encounter students who 
panic about assignments, cry in our offices, and some-
times even storm out of classrooms—but some situa-
tions go beyond the normal ups and downs of young 
adult development and college adjustment. Professors 
who notice strange behavior in class, residence life staff 
who respond to self-harm, Greek Life staff who arrange 
eating disorder interventions, and residence advisors 
supporting students with unplanned pregnancies all 
remind us that it is not just those working within the 
walls of the counseling and health centers who must be 
prepared to respond to our students’ wellness needs. 
And they remind us why that Vice President ’ s actions—
being on the lookout for student wellness concerns, 
approaching students who appear in need, and follow-
ing through—must be the gold standard.  

  When Do Mental Health Problems 
Become Urgent? 
 WE RECENTLY CONSULTED WITH A French 201 pro-
fessor who had followed this gold standard. During 
class, one of his students seemed extremely frustrated, 
smacked her hand on her desk, and said out loud, “I ’ ll 
never get past all of this!” He encouraged the student 
by saying to her and the whole class, “Today ’ s lesson 
is just a temporary hurdle. You ’ ll get past this and 
move on soon!” to which the student responded “Yes, 
but then I ’ ll have the rest of my life to get through” 
and then buried her head in her hoodie. The professor 
thought the student ’ s statement seemed like a poten-
tial suicidal thought, so he asked to meet with her in 
his office after class to assess whether he should walk 
her to the counseling center or help out in some other 
way. The student was surprised he had taken her com-
ments so seriously and had the self-reflection to tell 
him “Oh no, I ’ m just going through an existential cri-
sis. I ’ ll be fine.” The professor followed-up by consulting 
a counseling professional because he was concerned he 

had overreacted. He wanted to confirm that his inter-
est in the student was appropriate and that he hadn ’ t 
interfered unnecessarily. 

 The French professor raised a good question: How 
do we know when a student really needs our help? 
Often we hesitate to act when we aren ’ t sure if we 
should. Even health and mental health professions 
must answer this question. After all, the  American 
Psychiatric Association ’s  Diagnostic and Statistical 
Manual of Mental Disorders, 5 th  Ed.  ( DSM-5) , is about 
900 pages long, weighs almost 4 pounds, and comprises 
hundreds of disorders. If you look hard enough, you 
can find a description that fits any of our students 
(and most of our colleagues, present company included) 
buried somewhere in its sea of pages. So, how do we 
know who really needs help? Students are probably 
experiencing a diagnosable mental health disorder 
when their adjustment problems begin to cause dis-
tress, interfere with normal functioning, or disrupt 
their ability to meet the demands of academic work 
and interpersonal roles. 

  When the French student ’ s reactions seemed ques-
tionable to her professor, he moved beyond his teaching 
role and stepped into uncomfortable territory to better 
assess the student ’ s needs. It was only by approaching 
the student that the professor could be certain she was 
okay despite her moment of despair.  

  Susceptibility to Psychological 
Concerns 
 WE ARE OFTEN ASKED IF it is possible to predict 
which students are most susceptible to psychological 

  JOHN A. VAUGHN , MD, serves as Director of Student 
Health Services and Associate Professor of Community and 
Family Medicine at Duke University. He is an Executive Edi-
tor of the  Journal of American College Health . John can be 
contacted at  john.vaughn@duke.edu .

We love feedback. Send letters to executive editor Frank 
Shushok Jr. ( aboutcampus@vt.edu ), and please copy him on 
notes to authors. 

  ALAN M. “WOODY” SCHWITZER  is a licensed psycholo-
gist and Professor of Counseling at Old Dominion University 
in Norfolk, VA. He is a past editor of the  Journal of College 
Counseling.  Woody can be reached at  aschwitz@odu.edu . 

 Students are probably 
experiencing a diagnosable 
mental health disorder when 
their adjustment problems 
begin to cause distress, 
interfere with normal 
functioning, or disrupt their 
ability to meet the demands 
of academic work and 
interpersonal roles. 
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problems. We ’ ve always found this question difficult 
to answer. This is partly because many diagnosable 
mental health disorders reside on a spectrum of per-
sonality traits that also provide adaptive advantages 
for success. Most of our students wouldn ’ t have made 
it this far in their educational career without them. In 
fact, anxiety about the pressures that come from being 
responsible for others’ welfare was a great motivator 
for both of us during our training as practitioners. 
Likewise, obsessive-compulsiveness is extremely help-
ful when it comes to memorizing facts for an exam or 
ensuring a lab experiment doesn ’ t get contaminated. 
We recently heard a student government president say 
that it was his “compulsive tendencies” that made him 
successful in running his organization. 

 So when does our psychology work to our advan-
tage, and when does it lead to urgent mental health 
needs? The best answer is that mental health prob-
lems show up from the interplay of a couple of differ-
ent complex sources: some students arrive on campus 
especially predisposed to certain mental health disor-
ders, and for these students, the stresses of higher edu-
cation are more likely to trigger problems. 

 While on-call one weekend at a college near a ski 
resort, one of us responded to the emergency room to 
meet a student who had attempted suicide. The stu-
dent was a ticket taker at the ski resort and had access 
to the cash registers. Soon, he began pilfering small 
amounts of cash that eventually added up to a notable 
sum of money. When the resort discovered his theft 
and got the police involved, the student panicked and 
found an isolated country road where he stabbed him-
self many times in the abdomen. He certainly would 
have died from his wounds if a passerby hadn ’ t found 
him lying near the road bleeding. Instead, he began 
meeting with a counseling professional right in the 
emergency room. Although the student still had to face 
his police charges, a campus judicial hearing, and other 
consequences, he survived. This was someone who had 
arrived on campus with such a heavy predisposition to 
anxiety and depression that his financial strains had 
overwhelmed him in a way that they would not have 
affected most other students.  

  Psychological Predispositions 
 PSYCHOLOGISTS REFER TO THIS INTERPLAY as 
the  predisposition-stress model.  On the predisposi-
tion side, there are  psychological predispositions  and 
 biological predispositions.  Students with  psychologi-
cal predispositions  for mental health problems usually 
have had less than ideal developmental life experiences. 
Most of us can think of someone we know whose fam-
ily background, growing-up experiences, or school years 

were less than ideal. The closer these less-than-ideal ear-
lier life circumstances come to being toxic, the more the 
student is predisposed to problems during college. The 
ski resort employee whose financial problems led to bad 
decisions of stealing and then to an almost instantaneous 
escalation to a violent suicide attempt arrived at college 
from a background of family dysfunction and parental 
emotional abuse that left him highly “predisposed.” 

 Students with psychological dispositions don ’ t 
always present as dramatically as this student did. But 
they usually have a history of dysfunctional family and 
peer interactions, childhood delays in school progress, or 
psychological traumas. The result can be a heightened 
risk of recurring episodes of crisis, depressed mood, or 
anxiety during their higher educational experience. 
Some signals of this are excessive tearfulness when 
talking to professors, frequent run-ins with the student 
conduct office or campus police, or morning fatigue. Pro-
fessors who note unusually emotional students, judicial 
officers or campus police who have repeated encounters 
with a student, or an  RA who recognizes a student who 
habitually sleeps too late or rarely leaves the building 
all have the opportunity to assist someone who may be 
especially predisposed to mental health problems. 

    Biological Predispositions 
  BIOLOGICAL PREDISPOSITIONS  STEM FROM 
GENETIC and neurological origins and are, by far, the 

 Professors who note  unusually 
emotional students, judicial 
offi cers or campus police who 
have repeated encounters 
with a student, or an RA who 
recognizes a student who 
habitually sleeps too late or 
rarely leaves the building all 
have the opportunity to assist 
someone who may be espe-
cially predisposed to mental 
health problems. 
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most disruptive to the individual and campus commu-
nity. Often, it is very easy to see when they show up in 
a student. When students grapple with these more bio-
logical concerns, they usually exhibit bizarre thoughts 
or erratic, potentially dangerous behaviors that are dif-
ficult to miss. 

 Schizophrenia and bipolar disorders are the most 
prominent examples of mental health disorders show-
ing up from biological predispositions. 

 We have consulted with faculty who received class 
assignments written in invented languages, we ’ ve met 
students who inexplicably moved their belongings from 
their residence hall onto the quad, and we ’ ve seen a 
health center patient who sought treatment for a rash 
she felt was caused by tracking devices placed around 
campus by the college president. These disorders are 
especially critical ones for those of us in higher edu-
cation because they typically first appear during late 
adolescence or young adulthood—the age range of 
most of our traditionally aged college students. 

 When such severe symptoms first show up, one 
of the complications is that the student usually loses 
the awareness that the thoughts or beliefs they begin 
to have are bizarre or that the visions or voices they 
perceive aren ’ t real. As a result, it ’ s rare for an individ-
ual with such disordered thinking to seek help from a 
counseling or health professional without first coming 
to the attention of a nonclinical campus professional. 

 We have worked with one such student who experi-
enced his first episode of schizophrenia during the spring 
semester of his sophomore year. As the Easter and Pass-
over holidays of April approached, he began hearing reli-
gious voices. The voices instructed him to move from his 
residence hall to the rooftop of another campus building. 
Consistent with the symptom of not recognizing that he 
was hallucinating and having delusions, he did just that. 
After a few days of absence from his residence hall and 
classes, an administrator located him living on the rooftop 
and walked with him to the counseling center. As a result, 
the campus’ psychiatrist was able to design a treatment 
plan that allowed him to remain at school through gradu-
ation with ongoing medication and counseling support.  

  Stressors of College Life 
  STRESSORS  REPRESENT THE OTHER HALF of the 
predisposition-stress equation. It is sometimes easy 
to forget how many aspects of college adjustment and 
adult development our students have to manage every 
day. All students face these normal pressures—one can 
argue that doing so is an integral part of the higher 
education experience—but when students with these 
psychological or biological predispositions confront the 

stressors of college life, mental health disorders often 
develop. Because of this, it ’ s important for those of us 
working in higher education to remember that it is the 
student ’ s perception of a life stressor that impacts the 
person ’ s mental health and well-being at any given 
time, not necessarily the actual event or objective cir-
cumstance. It doesn ’ t matter if we can see a bump in 
the road of life for what it is; what matters is how the 
student views it.  

  Be on the Lookout 
 MOVIES AND TELEVISION TEND TO portray men-
tal disorders by showing exaggerated emotional 
outbursts and erratic behavior. By comparison, the 
mental health issues that most commonly affect 
our students tend to appear somewhat less disrup-
tive and florid. We often stress to colleagues how 
important it is to be on the lookout for student needs 
because, even if they don ’ t reach television or movie 

script proportions, they can have significantly detri-
mental impacts on our students’ lives and on those 
around them, like roommates and friends. The most 
common of these probably are substance abuse, anxi-
ety or depression, gender violence, eating disorders, 
and learning disabilities. 

    When Substance Use Becomes 
a Disorder 
 THE USE OF ALCOHOL AND other drugs is often 
normalized as part of college culture, but alcohol and 
prescription or recreational drug misuse can progress 
into a serious substance abuse disorder if a student 

 We often stress to colleagues 
 how important it is to be on 
the lookout for student needs 
because, even if they don ’ t 
reach television or movie 
script proportions, they can 
have signifi cantly detrimental 
impacts on our students’ lives 
and on those around them. 
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 continues to use a substance in spite of the ways in 
which its use causes escalating life disruptions. 
Declines in performance or meeting obligations, prop-
erty damage, and the like are good signs a student 
might benefit from a conversation about their sub-
stance use. To us, this means that when we are on the 
lookout for students in need, we ’ ll be more likely to 
notice, for example, when a student ’ s marijuana use 
seems to coincide with drops in otherwise good grades 
and academics or with a decline in academic perfor-
mance or failure to meet personal responsibilities such 
as RA duties. 

 No one expects every administrator or instructor 
to become a  de facto  drug counselor. However, when 
a faculty member does notice an otherwise good stu-
dent who begins missing Monday morning and Fri-
day afternoon classes or increasingly slips in meeting 
deadlines, or when a judicial officer finds that a stu-
dent ’ s destruction of property becomes a pattern dur-
ing alcohol intoxication, of course they should discuss 
these observations with their students. 

 Not all students who drink problematically are 
destructive. But one of us worked with a student who, 
when abusing alcohol, developed an angry habit of 
breaking beer bottles in his residence room and hall-
way. When his RA referred him for a conduct hearing, 
certainly the officer did his job by sanctioning him; 
however, the administrator also consulted with the 
counseling center about what he was seeing, subse-
quently scheduled a supportive meeting at which he 
provided what he believed was evidence of a problem-
atic pattern, and was able to convince the student to 
visit the center. In turn, the student underwent a more 
formal assessment and began alcohol abuse treatment. 
The student was able to remain in the residence hall 
and made steady enough counseling progress to stay 
in college without overly damaging his transcript. Had 
the judicial officer not been on the lookout, it ’ s unclear 
whether this student would have been able to remain 
on campus or in school.  

  Anxiety, Depression, and 
Young Adults 
 ANXIETY AND DEPRESSION ARE A very common 
group of major mental health concerns across almost 
every US demographic, but they are especially preva-
lent among adolescents and young adults. The American 
Psychiatric Association reports that depression is three 
times more common in 18–29-year-olds than other age 
groups. Generally, our students experience interme-
diate mood and anxiety problems with subtle signs 
rather than severe suicidal depression or severe panic. 

 Most educators already recognize that depressive 
disorders differ from normal sadness and grief. Normal 
sadness is a natural reaction to any of life ’ s hurdles, 
like disappointing grades or romantic rejection. Nor-
mal grief results from losses of family and friends, 
relocations, and even sometimes the loss of pets. In 
depression, however, students may describe not only a 
depressed mood but irritability, emptiness, extremely 
pessimistic thinking, and physical symptoms: trouble 
with sleeping, appetite, sexual drive, or energy. 

 For example, when you notice that a student 
has looked especially tired, maybe with circles under 
her eyes, for days at a time and not just during mid-
terms week or a resident who doesn ’ t seem to leave 
his room very often, these are moments to check in. 

And it ’ s not necessary to ask if they “are depressed.” 
What ’ s most helpful is to ask to speak with the student, 
express your concern, share your observations from 
being on the lookout, explain why the behaviors you 
observed were concerning, and offer support or refer-
ral. We should always look out for the familiar suicidal 
signs—like a student saying goodbye and giving away 
possessions—but when we are vigilant about student 
depression, we ’ ll much more commonly begin to notice 
students who are fatigued, seem negative and pessi-
mistic, and seem to be dwelling on morose thoughts. 
Counseling and health center staff hear almost every 
day from someone across campus trying to decide 
whether what they are seeing or hearing is a sign of 
depression, so take the risk of being wrong and consult! 

  Students with anxiety disorders may describe 
excessive nervousness or fear about real or perceived 
threats, excessive worry about future situations, panic 
and avoidance, and physical symptoms such as insom-
nia or shortness of breath. Anxiety disorders can cause 
significant impairment in learning and social adjust-
ment. We all recognize that our students feel the 

 What ’ s most helpful is  to ask 
to speak with the student, 
express your concern, share 
your observations from being 
on the lookout, explain why 
the behaviors you observed 
were concerning, and offer 
support or referral. 
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 pressures of college and of today ’ s world, get nervous 
before a big exam, and worry about their lives. But 
when we are on the lookout, we ’ re likely to notice the 
student leader who is routinely irritable and angry 
at meetings, students who seem extremely busy and 
involved but are routinely late to events and with dead-
lines, or students who talk about having had enough 
of it all. The most successful approach is to be vigilant 
about student anxiety problems, check with profes-
sional staff when we ’ re unsure, and then take the step 
of explaining to the student what we ’ re seeing and why 
we are concerned. 

 On the topic of anxiety, a few years ago one of 
us was approached by the dean of a law school and 
asked to present a short stress management work-
shop at one of the school ’ s periodic general assemblies. 
Everyone knows the high-stakes paper chase of law 
school puts pressure on law students, but in this case, 
the dean said he had “heard rumblings” from faculty 
that more students than usual seemed to them to be 
exasperated in class, late with assignments, and over-
whelmed. Following the workshop, about 9 or 10 stu-
dents approached us for more information. It appeared 
that a subset of the 100 or so law students were expe-
riencing unhealthy anxiety symptoms. Interestingly, 
we were able to figure out who belonged to this group: 
they were students with career plans in environmental 
law and social justice. This was of note because this 
particular law school primarily made its name on busi-
ness and corporate law, and so, this subset of students 
did not feel much support from those around them. 
As a result, many of these students followed through 
on an invitation to visit the counseling center. There, 
their anxiety disorder symptoms were diagnosed, they 
were assigned to programs focusing on relaxation and 
biofeedback for anxiety, and the center started a stand-
alone stress management support group just for these 
law students. The counseling center would not have 
been aware of this need if not for the attentiveness of 
the law faculty and the responsiveness of the dean.  

  College Women, Gender Violence, 
and Eating Disorders 
 NEXT AMONG COMMON MENTAL HEALTH con-
cerns facing today ’ s students is gender violence in the 
form of physical or emotional abuse, sexual assault 
and rape, and physical or cyber stalking and harass-
ment. While the toxic effects of relationship and sexual 
violence affect people of all gender statuses, women 
most commonly experience their impact. This men-
tal health and health problem is especially challeng-
ing for those of us working on campus. On one hand, 
the mental health toll that gender violence takes is 

 enormous. Survivors often experience severe anxiety, 
panic attacks, suicidal thinking, excessive anger, self-
worthlessness, or impaired sexual functioning. On the 
other hand, because they are often plagued by feel-
ings of shame and self-blame, they often avoid seeking 
medical or psychological care or taking legal or safety 
steps. 

  Few of us will feel confident bringing up the topic 
of sexual violence or feel qualified to, but we can follow 
these steps: approach the student, mention that we ’ d 
like to talk with them for a moment, provide feedback 
about what we ’ ve noticed, and explain that what we ’ re 
seeing and hearing sometimes signals that a student 
may need some support. The goal is to test the student ’ s 

response, try to see if we are on track, and then make a 
referral to one of the campus centers. If we ’ re confident 
about what we ’ re noticing, this is one situation in which 
clearly offering to walk with student to the counseling 
or health center is a very good idea. We ’ ve met enough 
clients and patients in this situation to confidently say 
that noticing these changes and initiating a conversa-
tion could save a student ’ s college career. 

 Eating and body image disorders are also encoun-
tered by students of all genders but most commonly by 
women. In fact, researchers suggest that up to 40 per-
cent of female college students experience some sort of 
eating disorder. Here again, eating disorders differ from 
the usual concerns about body size, unhealthy eating, 
and weight loss in that they cause feelings of low self-
worth, depression, and problematic perfectionism. 

 Students dealing with eating disorders also tend 
to hide their problems from those around them; we ’ ve 
worked with patients in treatment who hide pennies 
in their shoes to reach minimum weight goals during 
counseling. We suggest that residence staff, especially 
RAs themselves, Greek life sorority advisors, sports 
coaches, and staff in campus rec centers and women ’ s 

 …the mental health toll  that 
gender violence takes is 
enormous. Survivors often 
experience severe anxiety, 
panic attacks, suicidal 
thinking, excessive anger, self-
worthlessness, or impaired 
sexual functioning. 
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centers, be especially attuned to students who display 
a telltale combination of weight consciousness, irratio-
nal perfectionism, and moderate depression.  

  Problems with Learning and 
Attention 
 IF CAMPUS LIFE STAFF SHOULD be attuned to eat-
ing concerns, then faculty and academic advisors really 
are on the front line for learning disabilities and atten-
tion-deficit-hyperactivity disorders (ADHD). Learning 
disabilities are characterized by difficulty learning 
and applying specific cognitive skills, such as reading, 
written expression, or math, whereas ADHD is a pat-
tern of inattention and/or hyperactivity that continues 
year after year and interferes with academics as well 
as social functioning. 

 A psychologist typically performs the formal neu-
ropsychological evaluation needed to diagnosis these 
learning dysfunctions. Not every student who is doing 
poorly in school has ADHD—in fact, most don ’ t—but 
faculty or academic counselors should always consider 
the possibility when working with such students and 
encourage them to consult with campus mental health 
providers. And on today ’ s campuses, there are actually 
two sets of students who might be affected. The first 

group comprises students who arrive on campus with 
an established learning disability or ADHD diagnosis. 
In some ways, these students are easier to support: 
they arrive already aware of their issues, and they 
usually register their needs with the campus’ student 
success center or office of disabilities. In turn they, 
their advisors, their counselors, and their faculty can 

work from a clear gameplan to structure their college 
experience to be successful, which may require close 
monitoring, formal ADA accommodations, and counsel-
ing center contacts. 

  On the other hand, another sizable portion of 
students arrive on campus undiagnosed, not really 
understanding why they have difficulty learning. 
These students have learned during their school years 
that they must work harder, more, or differently than 
their friends but haven ’ t come to the attention of their 
pediatrician or school counselor. Believe it or not, 
we ’ ve encountered students who didn ’ t become aware 
of a learning disorder or ADHD until college, graduate 
school, law school, or medical school. Although many 
students are genuinely surprised when this possibility 
is mentioned, we encourage taking the step of opening 
up a conversation about these issues when you think 
it might be helpful.  

  The Most Disruptive Student Mental 
Health Problems 
 BIPOLAR DISORDER AND SCHIZOPHRENIA POSE 
the greatest risk to a student ’ s health because 
thoughts and emotions can become so impaired that 
the student loses contact with external reality. Bipolar 
disorder, also known as manic depression, is charac-
terized by unusual and often rapid shifts between epi-
sodes of feeling excessively happy and energized and 
periods of feeling inordinately sad, hopeless, and slug-
gish. These mood shifts are accompanied by extreme 
changes in sleep, energy, thinking, and behavior. Dur-
ing manic episodes, this distorted thinking may lead 
to obsessions and behaviors with very dangerous 
consequences. One female student we ’ ve worked with 
developed a form of aggressive hypersexuality during 
her first manic episode. Because no one noticed her 
closely enough to intervene, when the manic episode 
subsided, she was left with guilt, shame, and depres-
sion. She left school to seek treatment at home and 
didn ’ t return. Manic episodes also can produce some of 
the same types of bizarre delusions and hallucinations 
that most of us would associate with schizophrenia. 
For example, one of our clients, when she is experienc-
ing a manic episode, routinely hallucinates that heli-
copter pilots are buzzing outside her top floor dorm 
window. 

 Schizophrenic disorders involve delusions (beliefs 
that don ’ t match up with actual reality), hallucinations 
(perceptions of something not actually there), disorga-
nized thinking, and unusual speech. They too can pose 
a serious threat to the student ’ s own health or the 
safety of the campus community—such as the highly 
functioning law student who came to campus with a 

 Not every student who  is 
doing poorly in school has 
ADHD—in fact, most don ’ t—
but faculty or academic 
counselors should always 
consider the possibility when 
working with such students 
and encourage them to 
consult with campus mental 
health providers. 
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gun to rescue a classmate who he believed had been 
taken hostage. 

  A student experiencing these types of severe dis-
ruptions rarely is aware they are bizarre, erratic, or 
dangerous. In turn, when those of us on campus do 
encounter students in these situations, we must act. 
We cannot stress this enough: on the rare occasions 
when faculty, administrators, or staff encounter clearly 
bizarre student thinking and disruptive behaviors, 
they should take action. 

 In our careers, we ’ ve seen how successful this 
can be. As an illustration, one of us was on call when 
a philosophy instructor walked into our center with a 
student who she noticed was thinking strangely—her 
classmates couldn ’ t follow her logic in spite of her insis-
tence that she had just invented a brand-new epistemol-
ogy—and talking with incredibly fast, pressured speech 
(manic students sometimes say they are thinking so 
fast, their lips can ’ t keep up). As an on-call staffer, the 
first task was to conduct an initial assessment to con-
firm a diagnosis of bipolar disorder in a manic phase. 
Based on this, the campus psychiatrist was called, the 
student was admitted to the hospital for just a few days 
while her symptoms were carefully watched and the 
right medication was matched with her needs, and she 
was able to remain in school with counseling. 

 Similarly, with another client, a career counselor 
arranged for a counseling visit for an advisee who 
said he was regularly consulting with his deceased 
grandmother for career advice. In the counseling 
center, we were able to determine this wasn ’ t just 
a culturally bound belief in the spiritual; it was the 
emergence of schizophrenia. Here again, because the 
career counselor followed the gold standard and was 
on the lookout, the student ultimately was a college 
success. 

 Those working outside counseling and health cen-
ters have three options. The first option is to approach 
the student, confirm that—as least to you—their 
thinking or actions seem disrupted or disruptive, and 
see if they will walk with you, without delay, to the 
health or counseling center or on-campus hospital 
if there is one. The second option is to immediately 

reach out to the correct professional on campus. A 
third option, if needed, is to remain with the student 
and send a colleague or another student to seek assis-
tance. Thinking ahead about what you might do will 
help you stay calm and responsive if such an emer-
gency does arise.  

  Serving Your Campus Community 
 WHEN  DAVID RUDD  COMPARED COLLEGE coun-
seling trends and the mental health trends of young 
adults in non-college settings in  Professional Psy-
chology: Research and Practice , he concluded that 
today ’ s college counseling centers really serve as 
community mental health clinics in a specialized 
community context. With as many as 2,000,000 
college counseling visits and millions more health 
center visits per year, there is room for all of us 
who work on campus to contribute to this commu-
nity effort. The Vice President we described earlier 
contributed to his community by noticing a stu-
dent in tears. The French professor we mentioned 
stepped out of his instructor role when a student ’ s 
thoughts seemed worrisome. And the administrator 
we described found a student in real psychological 
crisis and took the right action. Each of these com-
munity members followed the gold standard: they 
were on the lookout for student concerns, made the 
approach when it seemed called for, and followed 
through. Your institution ’ s health and counseling 
centers collaborate closely in the management of 
almost all of the conditions we ’ ve described. When 
in doubt, you should feel confident that taking the 
initiative to connect the student with either service 
will be a move in the right direction. Follow the gold 
standard. You and the students in your campus com-
munity will be better off for it. 
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 Schizophrenic disorders ... 
can pose a serious threat 
to the student ’ s own health 
or the safety of the campus 
community. 


