
Student health centers (SHCs)
have highly variable characteris-

tics generally reflecting the differing
natures of educational institutions. Of
the more than 4,000 institutions of
higher learning in the United States,
the 2010 Carnegie Foundation survey
identified 295 research universities,
728 master’s institutions, and 808
baccalaureate institutions. In 2012,
the Chronicle of Higher Education
Almanac reported 19 not-for-profit
four-year universities with more than
40,000 students each and listed Ari-
zona State University as the largest
with 70,440 students. Although at
one time facilities for overnight
infirmary care were common at
SHCs, this is now rare. For practical
purposes, SHCs are outpatient
centers—but they can be very busy
with hundreds of visits per day.
Many SHCs experience dramatic de-
mand surges such as when most
members of a living unit present for
things like scabies or other actual or
suspected communicable disease
outbreaks. The H1N1 influenza out-
break in 2009 highlighted the de-
mand surges and other unique
delivery system factors that can
occur in the student health setting.
The SHC director is often an informal
public health officer for the campus.

Most SHCs are administered
through departments of student life
or student affairs. These administra-
tive units typically have responsibility
for housing, food services, registra-
tion, admissions, student counseling,
and other aspects of campus life.
Most often, the clinical services of
the student counseling center and
the SHC are managed by appropriate
professionals (i.e. psychologist and
medical practitioner, respectively),
but their services are qualitatively dif-
ferent from the remainder of activi-

grated with our electronic health
record (EHR). A student who has an
established care relationship can also
seek medical advice via the patient
portal. Our EHR (EpicCare) supports
rapid sequential care by multiple
providers. We reserve approximately
50 medical provider and 80 consult-
ing nurse “appointment slots” per
day. Of patients who request medical
care, 100% who desire a meeting
with a consulting nurse can have one
that same day, and 80% to 90%
who desire or need a provider visit
are able to receive a same-day ap-
pointment.

Most SHCs use an EHR; most
often, they are not record systems
that SGIM members would typically
use because they are designed for
smaller practices that are not hospi-
tal affiliated. The EHRs contribute to
clinical service integration across se-
quential providers and patient safety
goals, such as electronic prescrib-
ing, but are not directly used for
activities such as attestation for
“meaningful use” that are so well
known to most SGIM members.

Concerns about student mental
health have been rising for more than
five years. Highly publicized acts of
violence resulting from mental illness
in a student (such as the Virginia
Tech shootings) are very unusual but
at least partly attributable to subopti-
mal mental health care. The preva-
lence of mental health disorders has
grown. (See citation for National Col-
lege Health Assessment-II in Sug-
gested Reading.) For example, in
2012, 5.7% of students reported
being diagnosed with a psychiatric
disorder, compared with 4.2% in
2008. Comparable rates of attention
deficit disorder were 7.4% and
5.1%, respectively. Mental health

ties administered through the stu-
dent life/affairs department.

In Part I of this series, I described
the clinical content of college health.
Because the great majority of visits
to a SHC are for acute concerns, the
focus of care tends to be on efficient
and cost-effective care pathways for
common problems, with an oppor-
tunistic approach to preventive ser-
vices. An “all-physician” clinical
workforce is unusual, and the
provider group is more often a com-
bination of nurse practitioners (NPs)
and/or physician assistants practicing
side by side with family or internal
medicine physicians. Registered
nurses often play a large role in lever-
aging the capacity of this workforce.
At the University of Washington
SHC, the medical provider group has
16 clinical FTEs. Over the past five
years, 40% to 45% of provider time
has been composed of family NPs,
with the remainder being composed
of physicians. Of the physician time,
approximately 75% is family medi-
cine, 20% general internal medicine,
and 5% gynecology.

Students generally prioritize con-
venience of access over continuity of
provider. Competing schedule de-
mands of students create a high de-
mand for same-day services. Many
SHCs use a consulting nurse service
as the initial point of assessment,
with subsequent care by an NP or
physician. Others, including the Uni-
versity of Washington, have a com-
bined approach to scheduling: A
student can call our consulting nurse
service for advice or come for a face-
to-face visit. The consulting nurse
visit can result in a plan for self-care
or a referral to an NP or physician. In
addition, a student can schedule a
visit with a medical provider by
phone or via a patient portal inte-
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conditions account for a large frac-
tion of the chronic illness burden of
adolescents and young adults.

Much more common are less se-
vere conditions contributing to diffi-
culties with academics or poor
quality of life. When asked what fac-
tors affected their academic perfor-
mance, 28% of students reported
stress, 20% sleep disturbances,
19% anxiety, 11% depression, 10%
concern for a troubled friend or fam-
ily member, and 9% relationship dif-
ficulties. Therefore, SHCs serve
many students who have diagnos-
able psychiatric conditions or stres-
sors with other behavioral health
symptoms. This service is divided
among all care providers at an SHC.
If the SHC has a mental health unit,
a distressed student may be prefer-
entially directed to mental health
specialists or to the counseling cen-
ter. At the University of Washington,
approximately 12,000 visits per year
occur in our specialty mental health
department. Another 5,000 to
10,000 visits for a mental health di-
agnosis occur in our medical units.
In addition, about 9,000 visits per
year occur in the counseling center,
which is physically and organization-
ally separate from the SHC.

Although critically important to di-
agnose and manage well, relatively

illnesses. Given the demographics of
the population served, mental health
concerns are much more common
than chronic medical diseases as im-
pediments to academic work and
quality of life. SHCs, which function
in a medical model, and counseling
centers, which take a developmental
perspective, provide complementary
approaches to caring for students.
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few visits for mental health concerns
are by students who have or develop
a serious chronic mental illness. In
addition to the medical model, we
train our medical providers to under-
stand the developmental approach to
behavioral health concerns of stu-
dents—one that recognizes that
stress is a part of normal develop-
ment for adolescents and young
adults and that learning how to cope
with this is also part of normal devel-
opment. Student health programs
put substantial efforts into this while
maintaining a safety net for students
whose concerns either greatly inter-
fere with function or who have more
lasting problems. Student counseling
centers tend to use the developmen-
tal model for designing care and pre-
vention programs, with recognition of
more serious mental health concerns
and referral of this relatively small
group of student clients to centers
with more resources—either at the
SHC or in the surrounding commu-
nity. More information about counsel-
ing centers can be obtained through
the Association of University and Col-
lege Counseling Center Directors an-
nual survey.

In summary, although SHCs have
diverse organizational models, they
share common features that prioritize
convenient access and care for acute
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