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Posttraumatic stress disorder (PTSD) occurs at high rates among college students, and there is an urgent need to
develop brief and accessible interventions to help these at-risk students achieve academic and career success. This
open-trial pilot study tested the feasibility and effectiveness of Written Exposure Therapy (WET; Sloan &Marx,
2019), a brief, five-session exposure-based treatment, when delivered in a real-world Counseling Services Center.
Students who met criteria for probable PTSD were assessed at baseline, posttreatment, and 3-month follow-up
using self-report assessments of PTSD and depression. Of 28 eligible college students, 22/28 (78.6%) completed
at least one treatment session, and of those students, 14/22 (63.6%) completed the full five sessions, 12 of whom
completed both the posttreatment assessment and the 3-month follow-up assessment. Data were analyzed using
intent-to-treat (N = 22) and per-protocol (n = 12) samples. As hypothesized, in both samples, PTSD symptoms
decreased from baseline to posttreatment (η2 = .60–.81; very large effects), and these improvements were
maintained at the 3-month follow-up. Similar findings were observed with respect to decreases in self-reported
depression, but not with respect to decreases in educational impairment or increases in academic self-efficacy.
Qualitative data indicated that both students and therapists found the treatment credible and acceptable. These
findings offer preliminary support for the utility ofWET for PTSDwhen delivered in a student counseling services
center. Suggestions for adapting WET within a student counseling services environment are discussed.

Impact Statement
This study suggests thatWritten Exposure Therapy (WET) for college students with posttraumatic stress
disorder (PTSD) resulted in significant reductions in both PTSD and depressive symptoms. WET was
credible and acceptable to students and therapists and fit well within the student counseling center
environment and semester-driven schedules.
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An estimated half to three quarters of college students have
experienced at least one potentially traumatic event, with approxi-
mately 12%–35% positively screening for posttraumatic stress
disorder (PTSD; Cusack et al., 2019; Read et al., 2011;
Wilkinson-Truong et al., 2020). Rates of PTSD are even higher
among certain college subgroups, including student veterans. In a
large national sample of 628 student veterans, nearly half (45.9%)
endorsed significant symptoms of PTSD (i.e., PTSD Checklist
[PCL]-Military Version score of 28 or higher; Rudd et al., 2011),
and recent data indicate that 51.3% meet criteria for probable PTSD
(i.e., PCL-5 score cutoff 33 or greater; Hinkson et al., 2021).
Compared to the lifetime prevalence rate of PTSD diagnosis in
the general population (5.7%; Kessler et al., 2012), the prevalence of
PTSD symptoms among college students is of particular concern to
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academic institutions given the disorder’s impact on functional
impairment, including educational functioning and outcomes
(Boyraz et al., 2016; Morissette et al., 2019).
Compared to those who never experienced PTSD, students with

PTSD (or even a history of PTSD) have a lower grade point average
(GPA) and are more likely to drop out of college by the end of their
freshman year (Bachrach & Read, 2012). PTSD is also associated
with lower self-efficacy for learning, maladaptive academic goal
orientation, and lower effort regulation (Boyraz et al., 2016; Ness
et al., 2014). Further still, PTSD is often comorbid with other mental
health conditions that can affect academic functioning, including
depression (Ginzburg et al., 2010), which occurs at high rates among
both college students and veterans (O’Malley & Johnston, 2002;
Rudd et al., 2011; Widome et al., 2011). Like PTSD, depressive
symptoms are associated with lower GPA (DeRoma et al., 2009).
Collectively, these data point to an imperative need for college
campuses to address PTSD, including co-occurring depressive
symptoms, in order to help students achieve their full academic
and career potential.
Based on a systematic review, Clinical Practice Guidelines pub-

lished by the American Psychological Association (APA, 2017)
“strongly recommend” using cognitive-behavioral therapy, cognitive
processing therapy (CPT; Resick et al., 2016), cognitive therapy, and
prolonged exposure (PE; Foa et al., 2019), and “suggest” the use of
brief eclectic psychotherapy (BEP; Gersons et al., 2015), eye move-
ment desensitization and reprocessing, and narrative exposure therapy
for the treatment of PTSD. Recommendations were made based on a
combination of the strength of the evidence, benefit versus harm,
preferences of patients, and applicability of the evidence. The reader
is referred to the clinical practice guidelines for details about the
nature of these treatments, available outcomes data, and the process of
review and decision-making (APA, 2017). Despite the availability of
these guidelines, few published studies address the specific types of
treatments that are typically delivered within university counseling
centers to address PTSD.
In one study of 80 providers from university counseling centers

across the nation, Wilkinson, Infantalino, et al. (2017) found that a
majority of providers (91%) reported using evidence-based thera-
pies. Among treatments for PTSD, cognitive-behavioral therapy
(33.6%) was the most frequently reported treatment, followed by
humanistic therapy (22.7%), interpersonal therapy (12.7%), and
acceptance and commitment therapy (12.7%). Notably, only 5.5%
reported using PE and 2% CPT. In another national sample of
clinicians (N = 69) from university counseling centers examining
treatment for sexual assault, counselors reported that they typically
offer immediate crisis response (97%), acute treatment within
4 weeks of sexual assault (87%), and treatment within 1–3 months
after the sexual assault (87%; Artime & Buchholz, 2016). Surveyed
counselors perceived supportive counseling to be the most effective
in treating clients with sexual assault. Standardized treatments,
including CPT, PE, and general cognitive-behavioral interventions,
were perceived as only moderately effective, which may reflect
clinicians are treating sexual assault victims who may not necessar-
ily meet criteria for PTSD and find supportive counseling sufficient
for early intervention (Artime & Buchholz, 2016). However, many
counselors also reported they did not use these standardized inter-
ventions and were unaware of whether these approaches were
effective. Thus, in the context of limited available data, practices
for treating PTSD vary widely across university counseling centers.

Several reasons could account for differences in treatments
selected for use within counseling centers. Counseling center pro-
viders may perceive supportive intervention as more useful early on
in the course of working with trauma survivors, work with students
who do not meet full diagnostic criteria for PTSD, have varying
accessibility to training and case consultation for empirically sup-
ported treatments, or have logistical challenges with implementing
empirically supported treatments. Notably, very few studies have
been conducted to evaluate outcomes of empirically supported
PTSD treatments in university counseling centers. In one pilot
study of CPT, college students (N = 26) experienced significant
reductions in both PTSD and depressive symptoms; however, the
corresponding influence of symptom reduction on academic out-
comes was not reported (Wilkinson, Von Linden, et al., 2017).
While there is evidence suggesting students who complete treatment
in a university counseling center have significantly higher GPAs
than those who do not complete treatment (Schwitzer et al., 2018),
no studies have been published that address the effect of PTSD
treatments on corresponding academic outcomes.

Although there is preliminary evidence of the utility of CPT in
university counseling centers, there are identified barriers to im-
plementing empirically supported PTSD treatments more broadly in
a university environment (Wilkinson-Truong et al., 2020). Logistic
barriers such as very heavy caseloads impose a focus on short-term
counseling and limited session numbers (Center for Collegiate
Mental Health, 2021) and are further compounded by college
and university counseling center staff not feeling equipped to
provide adequate supports and services for students with PTSD
(Ness & Vroman, 2014; Salzer et al., 2008). Even when providers
are well trained, some are reluctant to use CPT and PE, noting
insufficient time due to high caseloads (Borah et al., 2013; Finley
et al., 2015), with most providers in another study indicating that
they were unable to engage in the use of either CPT or PE with high
fidelity or use all critical elements (Wilk et al., 2013). Likewise,
semester schedules (typically 15 weeks in length) can introduce
constraints with implementing empirically supported treatments in
full unless initiated near the beginning of the semester and contin-
gent upon the availability of at least weekly appointments. These
potential barriers to care among therapists are particularly meaning-
ful in the context of student treatment-seeking barriers. Although
treatment seeking for trauma-exposed college students is generally
high (Artime et al., 2019), 43% of college students with a mental
health problem report that they do not have time to engage in mental
health treatment due to studying and managing exam schedules
(Eisenberg et al., 2011). Collectively, these issues point to the need
to identify additional, and preferably briefer, treatments for PTSD
that can be flexibly used and disseminated within university
counseling centers.

The aim of the present pilot study was to evaluate the utility of
Written Exposure Therapy (WET; Sloan & Marx, 2019) for PTSD
in a university counseling center. WET evolved from a series of
studies that began with testing mechanisms underlying Pennebaker
and Beall’s (1986) expressive writing procedure and then adapting
the treatment to address the needs of individuals with PTSD.
Expressive writing is considered a form of exposure therapy and
has been found to benefit college students’ mental and physical
health by reducing depression, anxiety, and stress symptoms, as well
as physical health complaints (Epstein et al., 2005; Gortner et al.,
2006; Sloan et al., 2008). Early work that led to the development of
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the WET protocol was focused on undergraduate college students
with at least moderate PTSD symptom severity (Sloan & Marx,
2004; Sloan et al., 2005, 2011, 2012). However, no studies have
used the fully developed WET protocol with college students
displaying PTSD symptoms or examined the implementation of
WET as delivered by university counseling center providers.
Convenient for semester schedules, WET consists of five weekly

sessions in which individuals are instructed to write about their
traumatic experience for 30 min each session. The first 60-min
session includes psychoeducation related to PTSD symptoms and
introduction to WET, and therapists work with clients to identify a
primary traumatic event that will be the focus of the subsequent
treatment sessions. During the four subsequent 40-min sessions
clients are prompted using scripted instructions to write for 30 min
about their most intense thoughts and emotions related to their
traumatic experience. Clients are asked to start at the beginning and
to provide as many specific details as possible, including thoughts
and feelings during and immediately following the trauma. Subjec-
tive units of distress ratings (0 = totally relaxed; 100 = highest
distress ever felt) are taken before and after writing. After writing,
therapists check in with clients to see how the writing went and gage
levels of engagement in writing, but do not engage in cognitive
processing. At the end of the session, clients are instructed to
anticipate and allow themselves to have thoughts, images, and
feelings about the trauma during the coming week. In between
sessions, therapists review the client’s writing and provide feedback
in the next session regarding points at which the client could write
more intensively about their emotions or thoughts. Full details of the
treatment can be accessed via the published WET Manual (Sloan &
Marx, 2019).
WET is efficacious and included as a recommended treatment

approach in Departments of Veterans Affairs and Defense (VA/DoD)
Clinical Practice Guidelines for the Management of PTSD
(VA/DoD Clinical Practice Guideline Working Group, 2017).
For instance, in a recently published noninferiority treatment
study of 126 veteran and nonveteran adults, WET had equivalent
reductions in PTSD symptom severity in comparison to the more
time intensive CPT (Sloan et al., 2018). This study also found
that WET significantly reduced depressive symptoms, with
improvements lasting 60 weeks after the first session (Thompson-
Hollands et al., 2018). Retention rates for WET were superior to
CPT, as participants were significantly more likely to drop out
within the first five sessions of CPT (31.7%) than those complet-
ing a full five-session course of WET (6.3%; Sloan et al., 2018).
These data suggest WET could be a viable treatment option to be
implemented in a university counseling services setting, where the
need for brief approaches is high.
In the present study, the utility and acceptability of WET when

delivered in a university counseling center by professional coun-
selors were evaluated. It was hypothesized that students who
completed WET would report significant reductions in PTSD
symptom severity from baseline to posttreatment (Hypothesis 1a),
and that posttreatment gains would be maintained at the 3-month
follow-up (Hypothesis 1b). In keeping with Thompson-Hollands
et al. (2018), it was also hypothesized that depressive symptoms
would significantly decrease from baseline to posttreatment
(Hypothesis 2a), and that post-treatment gains would be main-
tained at 3 months (Hypothesis 2b). Because of the university
environment, an exploratory aim was to determine whether WET

resulted in reduced educational impairment and increased aca-
demic self-efficacy. It was hypothesized that student participants
who completed WET would report significantly less educational
impairment (Hypothesis 3a) and significantly greater academic
self-efficacy (Hypothesis 3b) from baseline to 3-month follow-up.
Finally, in the interest of facilitating implementation and dissem-
ination, self-report measures of acceptance of and satisfaction
with the treatment were administered, and qualitative feedback
was gathered from participants and therapists. Such qualitative
information can inform feasibility and uptake as a complement to
the quantitative outcome data.

Method

Participants

Study recruitment and enrollment took place from the March
2017 to May 2018. Participants were recruited via flyers posted on
campus, social media, presentations at relevant events hosted by
student organizations, referrals from campus services (e.g., counsel-
ing services, student disability, career services, etc.), and mass
emails sent to students randomly selected from a list of matriculated
students. Of note, the study initially recruited student veterans only,
but the criteria were expanded to include civilian students in order to
address the campus commitment to offer PTSD treatments to all
students.

Participants were eligible if they (a) were a matriculated student
at The University of Texas at San Antonio; (b) were age 18 years
or older; (c) endorsed symptoms of probable PTSD (defined as
experiencing a qualifying traumatic event, duration of symptoms
at least 1 month; and a score of 33 or higher on the PCL-5 (Bovin
et al., 2015); (d) were willing and able to engage in and complete
the treatment within a period of 5–6 weeks; and (e) met pretreat-
ment medication stabilization criteria (defined as equal to or
greater than 3 months on a selective serotonin reuptake inhibitor
or monoamine oxidase inhibitor; at least 1 month on an anxiolytic
or beta-blocker; or at least 1 month medication discontinuation or
“wash out” for all medications), if applicable. Individuals taking
psychotropic medications agreed to work with their prescriber to
remain on stable doses of any prescribed psychotropic medica-
tions for the duration of the intervention and through the first
follow-up assessment as much as possible and as medically
indicated.

Exclusion criteria were as follows: (a) current suicidal or homi-
cidal crisis warranting immediate intervention; (b) self-reported
diagnosis or symptoms of an active psychotic disorder or unstable
bipolar disorder; (c) concurrent engagement in another psychosocial
treatment for PTSD; (d) score of 20 or higher on the Alcohol Use
Disorders Identification Test (AUDIT; Babor et al., 2001; Saunders
et al., 1993), indicative of probable alcohol use disorder (AUD), or
(e) clinical judgment that treatment should focus on an AUD or
another mental health condition.

A total of 90 participants were screened via telephone by trained
research assistants, and 36 were deemed initially eligible. Reasons
for exclusion (not mutually exclusive) included: no probable diag-
nosis of PTSD (n = 42); self-reported diagnosis or symptoms of a
psychotic disorder or unstable bipolar disorder (n = 4); currently
receiving other psychosocial treatment for PTSD (n = 4); not
enrolled at The University of Texas at San Antonio for duration
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of treatment (n = 1); not stable on psychotropic medicines (n = 1);
and not able to commit to treatment (n = 1). One additional person
was ruled out for not being a veteran during the initial recruitment
phase of the study when only student veterans were being enrolled.
Of the 36 initially eligible, five did not attend the baseline assess-
ment, and three were deemed ineligible at baseline because they did
not meet requirements for a probable diagnosis of PTSD. Of the 28
eligible participants, 21 (21/28; 75%) completed at least one treat-
ment session. Fourteen (14/21; 67%) of those who started treatment
completed all five sessions, 12 (12/14; 86%) of whom completed
both the posttreatment and 3-month assessments. Of the 14 who
completed treatment, six participants opted to complete the treat-
ment weekly, two twice per week, and six completed the treatment
through a combination of weekly and biweekly sessions.

Therapists and Training

Study therapists (N = 5) were licensed clinicians employed with
The University of Texas at San Antonio Student Counseling
Services Center or Department of Psychology.
Therapists included one male and four females, who averaged

44.00 years of age (SD = 7.11) and had been practicing for 14.20
years (SD= 5.26). Therapists reported on average 10.20 years (SD=
8.73) of experience working with military clients, 8.60 (SD = 6.02)
years of experience working with postsecondary student clients, and
11.60 (SD = 6.35) years of experience treating PTSD. Three
therapists indicated that their highest degree obtained was a master’s
degree and two indicated their highest degree was a doctoral
degree. Two therapists identified cognitive-behavioral as their
primary theoretical background. Of the other three, one identified
as cognitive-behavioral/psychodynamic, one as cognitive-behavioral/
humanistic/experiential/eclectic, and one as eclectic with no further
detail.
Prior to the start of the study, participating therapists completed

a 4-hr workshop of WET delivered by the first and last authors,
which was followed by weekly case consultation meetings. During
each meeting, therapists received general and case-specific feed-
back regarding their delivery of WET to enhance competence and
ensure treatment fidelity. After completing full delivery of WET
(i.e., all five sessions) for at least one case, therapists were invited
to participate in semistructured interviews with research staff in
order to solicit their feedback and experiences with delivering
WET. Therapists provided informed consent prior to completing
the qualitative interview. All therapist interviews were recorded
and fully transcribed by research staff to facilitate thematic
analysis.

Setting

The Student Counseling Services Center is accredited by the
International Association of Counseling Services and offers a wide
variety of services, including group and individual therapy to
address the mental health needs of students. The staff at Counseling
Services is multidisciplinary and includes individuals from the
professions of psychology, social work, and counseling. Although
some therapists in the Center are trained in delivering CPT and PE,
the modal intervention for PTSD is supportive counseling.

Procedure

All study materials and procedures were approved by the Institu-
tional Review Board. Eligible participants were scheduled to com-
plete an in-person baseline assessment to determine final eligibility
criteria. To optimize participants’ understanding of study proce-
dures and allow participants the opportunity to contact research staff
with questions prior to their in-person appointment, a copy of the
consent form was emailed or mailed (based on participant prefer-
ence) in advance of the appointment, although the consent form was
still reviewed in detail during the baseline assessment. Graduate
student research assistants administered the assessments for base-
line, posttreatment, and 3-month follow-up assessments, and thera-
pists administered weekly self-report assessments before the
beginning of each session.

Participants who were deemed eligible during the baseline assess-
ment were assigned to a study therapist based on availability.
Administrative staff then scheduled the first treatment session
during which WET was initiated. The protocol was administered
as described in the Introduction section.

Participants completed a subset ofmeasures included in the baseline
and follow-up assessments (PCL-5, Patient Health Questionnaire-9
[PHQ-9], Depressive Symptoms Inventory—Suicidality Subscale
[DSI-SS], and AUDIT) prior to each session for safety monitoring
purposes and to track symptom changes during treatment. Addition-
ally, participants were reassessed 1month following the final treatment
session (posttreatment assessment) and 3months later. Consistent with
PTSD criteria in the Diagnostic and Statistical Manual for Mental
Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013),
posttreatment PTSD symptoms were assessed using the PCL-5
1 month after the last treatment session to reflect symptom changes
following treatment rather than symptom fluctuations during treat-
ment. Participants were paid $25 for each of the assessment sessions
and $10 for assessments completed during each treatment session to
help defray student costs associated with travel to the session (e.g.,
on-campus parking).

Measures

Telephone Screen

A screen questionnaire was used to determine participants initial
eligibility for the study. Questions included the student’s age,
psychological symptoms, current suicidal intent, and current medi-
cation and treatment use to alleviate PTSD symptoms. Potential
participants were assessed for current suicidal ideation and intent by
answering questions, “Have you had thoughts about ending your
life?,” and if so, “When did you have these thoughts, and do you
have a plan to attempt suicide?” To screen for bipolar or psychotic
disorder, participants were asked whether they were currently
diagnosed with either disorder, and if they had experienced symp-
toms related to each disorder. Screening questions were drawn from
the MINI International Neuropsychological Interview (Sheehan
et al., 1998). Questions for bipolar disorder included “Have you
ever had an extended period of time (several days or more) when
you were feeling ‘up’ or ‘high’ or ‘hyper’ or so full of energy or full
of yourself that you got into trouble, or that other people thought you
were not your usual self?” Questions for psychotic disorders
included “Have you ever heard things other people couldn’t hear,
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such as voices?” and “Have you ever had visions when you were
awake or have you ever seen things other people couldn’t see?”

Demographic Form

Study participants completed a demographic and military char-
acteristics form at the baseline assessment, whichmeasured standard
demographics (race, gender, age, education, military service, etc.).
Therapist participants completed a similar demographic form,
including information about theoretical orientation and years of
practice.

Depressive Symptoms Inventory—Suicidality Subscale

Suicidal intent was assessed using the Depressive Symptom
Index—Suicidality Subscale (DSI-SS; Joiner et al., 2002) to deter-
mine final eligibility at baseline and used for safety monitoring
throughout the course of treatment. The DSI-SS is a 4-item self-
report measure of suicidal ideation that focuses on ideation, plans,
perceived control over ideation, and impulses for suicide. Scores on
each item range from 0 to 3, with higher scores reflecting greater
severity of suicidal ideation. The measure has an excellent internal
consistency across population-based, inpatient, and outpatient sam-
ples (von Glischinski et al., 2016). Cronbach’s α for the present
study was .88.

Alcohol Use Disorders Identification Test

The AUDIT (Saunders et al., 1993) was used to identify students
with probable AUD at baseline per exclusion criteria. The AUDIT
consists of 10 self-report items assessing alcohol consumption,
drinking behavior, and alcohol-related problems; items are scored
from 0 to 4 with higher scores indicating harmful alcohol use. The
AUDIT demonstrated good internal consistency, sensitivity and
specificity in prior studies (α = .80–.93; Reinert & Allen, 2007),
and is a psychometrically sound and valid tool for identifying high-
risk drinkers among college students (Kokotailo et al., 2004).
Cronbach’s α in the present study was .81.

History of Head Injuries

A 3-item modified version of the Defense and Veterans Brain
Injury Center (DVBIC; Schwab et al., 2006, 2007) was administered
by the research assistant to screen for traumatic brain injury (TBI)
history at baseline. A positive screen consisted of participant
endorsement of an injury and altered consciousness for the worst
head injury sustained. As the screen did not originally ask about
head injuries sustained outside of military deployment, an additional
set of four questions were added to measure civilian head injuries.
Based on these questions, the data were coded as yes/no TBI history.

Traumatic Life Events Questionnaire-Lite

The Traumatic Life Events Questionnaire-Lite (TLEQ-Lite) was
administered at baseline to assist with identifying the focal traumatic
event for treatment sessions. The 23-item TLEQ-Lite assesses
frequency of exposure to 22 potentially traumatic events encoun-
tered within and outside of military service (Kubany et al., 2000).
Each item assessed the frequency of the particular event (0 = never
to 6 = more than five times), with yes/no follow-up questions

probing the context of the event (e.g., injury, military-related,
age at time of event, etc.). Initial studies demonstrated content
validity and reliability for this measure (Clancy et al., 2006;
Dedert et al., 2009).

Deployment Risk and Resilience Inventory-2 Combat
Experiences

In conjunction with the TLEQ, the Deployment Risk and Resil-
ience Inventory-2 Combat Experiences (DRRI-2-CE) was adminis-
tered to veterans at baseline to assess for stressful deployment
experiences and assist with identifying the focal traumatic event
for treatment sessions (Vogt et al., 2013). The measure assessed the
frequency of exposure to a military deployment-related experience
(e.g., “I personally witnessed someone from my unit or an ally unit
being seriously wounded or killed,” “I was exposed to hostile
incoming fire”), on a scale from 1 (never) to 6 (daily or almost
daily). The DRRI-2-CE has excellent internal consistency reliability
(α = .91; Vogt et al., 2013). Cronbach’s α in the present study
was .96.

PTSD Checklist for DSM-5

The 20-item PCL-5 (Blevins et al., 2015) was used to determine
eligibility and outcomes, and was administered during each session
(past week version) and every assessment point (past month version)
as the primary outcome variable. The PCL-5 measures the extent to
which participants were bothered by symptoms of posttraumatic
stress (0 = not at all to 4 = extremely). In the present study, the
PCL-5 was completed based on the focal trauma addressed within
WET treatment. The PCL-5 has good test–retest reliability (r = .82),
high internal consistency reliability (α = .94–.95), and good con-
vergent and discriminant validity (Blevins et al., 2015). Cronbach’s
α in the present study was acceptable (.69).

Patient Health Questionnaire-9

The brief PHQ-9 measured the severity of depressive symptoms
and was administered at all three assessment points as well as at each
treatment session to monitor symptom changes (Kroenke et al.,
2001). Students indicated how often they were bothered by symp-
toms of depression in the previous 2 weeks (e.g., “Little interest or
pleasure in doing things”) on a 4-point scale from 0 (not at all) to
3 (nearly every day). The PHQ-9 has good internal consistency, with
αs ranging from .83 to .92 (Cameron et al., 2008) and test–retest
reliability of .84. Cronbach’s α in the present study was .83.

Inventory of Psychosocial Functioning-Educational
Subscale

The 15-item Inventory of Psychosocial Functioning (IPF; Bovin
et al., 2018) measures functional impairment across multiple life
domains among individuals diagnosed with PTSD and was admin-
istered at each major assessment point. Participants rated how often
they engaged in a behavior (e.g. “I arrived on time for my classes,”
“I got along with classmates and/or instructors”) from 1 (never) to
7 (always). For easier interpretation, the appropriate items were
reverse scored so that higher scores indicated greater impairment.
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The Educational subscale of the IPF has excellent internal consis-
tency (α = .86–.90). Cronbach’s α in the present study was .83.

College Academic Self-Efficacy Scale

The College Academic Self-Efficacy Scale (CASES) is a 33-item
measure of student academic self-efficacy and was administered at
all three assessment points (Owen & Froman, 1988). Students rated
their degree of confidence in performing typical academic behaviors
(e.g. “Taking well organized notes during a lecture,” “Answering a
question in a large class”) on a scale from 1 (not at all confident) to
5 (very confident). The measure has good psychometric properties,
with prior studies showing excellent internal consistency (α =
.90–.92; Choi, 2005; Owen & Froman, 1988) and test–retest
reliability equal to .85. Cronbach’s α in the present study was .95.

Credibility and Expectancy Questionnaire

The Credibility and Expectancy Questionnaire (CEQ) is a brief
6-item measure of treatment expectancy and credibility of the
treatment to be received (Devilly & Borkovec, 2000), and was
administered at the baseline and posttreatment assessment points.
The present study utilized this measure as an indicator of partici-
pants’ perceptions of WET and as a secondary exploratory imple-
mentation outcome. Three itemsmeasured credibility and were rated
on a 9-point scale depending on item context (e.g., “At this point,
how logical does the treatment offered to you seem?” from 1= not at
all logical to 9 = very logical). The other three items measured
treatment expectancies, with one measured on a 9-point scale and
twomeasured on an 11-point percentile scale (0= 0% to 11= 100%;
e.g. “By the end of treatment, how much improvement in your
functioning do you feel will occur?”). The measure has good
psychometric properties across multiple prior studies, holding a
stable two-factor structure (expectancy and credibility; Devilly &
Borkovec, 2000; Dima et al., 2015). The CEQ has adequate to good
internal consistency and test–retest reliabilities, with α = .79–.90
and r = .82 for the expectancy factor and α = .81–.85 and r= .83 for
the credibility factor. Total scores on the credibility subscale range
from 3 to 27, with higher scores indicating participants perceive the
treatment to have greater credibility. As items are measured on two
different rating scales (1–9 and 0%–100%), item scores were
standardized to form a composite mean for each factor.

Client Satisfaction Questionnaire

The 8-item Client Satisfaction Questionnaire (CSQ) measured
participants’ satisfaction with treatment (Larsen et al., 1979) and
was administered at the posttreatment assessment. Items were rated
on a 4-point scale dependent on item context, with example items
including “Howwould you rate the quality of service you received?”
rated from 1 = poor to 4 = excellent and “If you were to seek help
again, would you come back to our program?” rated from 1 = No,
definitely to 4 = Yes, definitely. Higher scores indicate greater
satisfaction, with the lowest possible score of 0 and highest possible
score of 32.

Therapist Satisfaction Questionnaire

Therapists were administered a modified version of the CSQ to
assess their satisfaction as treatment providers with deliveringWET.

Therapists completed this assessment during the implementation
feedback interview. Items were rated on a 4-point scale dependent
on item context, with example items including “Howwould you rate
the quality of the treatment program?” rated from 1 = poor to 4 =
excellent and “Would you use this treatment program again?” rated
from 1 = No, definitely to 4 = Yes, definitely. One therapist did not
treat any veterans and therefore left one item blank on the modified
Therapist Satisfaction Questionnaire (TSQ), “Were you able to
deliver the treatment program in such a way that it seemed to
meet the veteran’s need?” For this reason, mean scores were
calculated so as not to artificially lower the total score with a
missing value.

Qualitative Interview

Semistructured interviews were conducted one-on-one with par-
ticipants by a research assistant at the posttreatment session or in one
instance at the 3-month follow-up. Therapists were interviewed after
they had completed at least one WET treatment case. The intent of
both interviews was to assess for attitudes and perceptions toward
WET, identify possible implementation facilitators and barriers for
implementation, and acquire personal experiences of receiving and
delivering WET within a university setting. Example questions for
students include “What was your experience in receiving WET?,”
“Is there anything about WET itself that didn’t work as well for
you?,” “What changes would you suggest?,” and “Is there anything
else you’d like us to know about your thoughts about WET, and
whether it should be used in college settings in the future?”
Therapists answered similar questions (i.e., “What was your expe-
rience in delivering WET?”) and additional questions specific to
their role as a care provider in a university counseling center.
Examples of additional questions include “How well does WET
fit with the way you approach treating trauma?,” “What, if anything,
has made it challenging to provide WET in the counseling center?,”
and “What is the most important thing that would need to change
about your clinic (e.g., procedures, leadership attitudes, policies,
etc.) in order to make it possible to provideWET to more individuals
with PTSD where you work?”

Data Analytic Plan

A series of repeated-measures analysis of variances (ANOVAs)
were conducted to test treatment outcome hypotheses. Nested
analyses were not conducted due to a small intraclass correlation
(p = .0096) and sample size. As indicated from the two-level
intercept-only model, approximately 1% of the variability in post-
treatment PTSD scores was associated with differences between
therapists. This was anticipated given the scripted structure of WET
and limited therapist contact during the writing process. In addition
to no meaningful average difference among therapists on the PTSD
symptoms, the small number of participants and therapists at each
level limited the statistical power necessary for continuing with a
hierarchical model (Tabachnick & Fidell, 2007).

To estimate an unbiased treatment effect, each hypothesis was
tested using two ANOVAs, first using a modified the intent-to-treat
(ITT) sample and then the per-protocol sample (Gupta, 2011). The
ITT selection criterion is traditionally defined as every participant
who was assigned to treatment regardless of noncompliance, proto-
col deviation, withdrawal, or anything else that occurs after
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assignment (Fisher et al., 1990); however, in order to determine the
efficacy of treatment, a modified ITT approach was used where
those who did not receive any treatment were excluded (Gupta,
2011; Sainani, 2010). Last observation carried forward (LOCF)
approach was used to impute outcome variables for those who had
missing data in the ITT group in which the last recorded outcome
variable score (e.g., PCL-5, PHQ-9, IPF-ES) was used in place for
every subsequent missing data point for participants with missing
data. Although LOCF can introduce bias, this was selected as a
conservative approach for data imputation based on the idea that
untreated PTSD tends to be stable and chronic in nature (Fink et al.,
2017). This also allowed for calculation of a reliable change (RC)
index and comparison with the per-protocol sample. The per-
protocol sample criteria included only those participants who
completed the study without protocol violations (e.g., nonadherence
to treatment, missed measurements; Sainani, 2010; Sanchez &
Chen, 2006).
Participant and therapist responses to questions from semistruc-

tured interviews were qualitatively evaluated. Interviews were audio
recorded and then transcribed by research assistants and organized
by question using Microsoft Word. An inductive approach was
utilized for data analysis using grounded theory (Braun & Clarke,
2006, 2013). Three raters performed step-by-step thematic analysis
of participants’ and therapists’ responses by organizing the raw data
to form initial categories using open coding, linking the categories
together with axial coding, and then selecting the core categories
using selective coding. Following coding, raters met to review and
define final themes based on consensus. Themes were identified by
organizing codes into themes based on frequency. After consensus
of themes, the authors selected quotes that they believed best
exemplified the findings.

Results

Of the 28 who were eligible, six participants (21.4%) did not
start treatment and were excluded from ITT and per-protocol
analyses (n = 3 unable to contact; n = 1 scheduling conflict; n = 1
provided no reason; n = 1 withdrawn after collaboratively
deciding with the therapist that another condition should be
the focus of treatment). Among the 22 who completed at least
one WET session, seven (31.8%) dropped out of WET treatment
and one (4.5%) was withdrawn from WET treatment by their
therapist after determining that PTSD was not the most appro-
priate focus of treatment. Among participants who dropped out,
three were able to be contacted; two reported scheduling conflicts
as the reason for drop out and one provided no reason. Thus, the
total study dropout rate across all time points was 50.0% (14/28),
and drop out during treatment was 33.3% (7/22) excluding the
therapist-initiated withdrawal (3.6%; 1/28). There were no sig-
nificant differences on demographics, baseline PTSD symptoms,
or educational impairment between the full sample (N = 28) and
per-protocol sample (n = 12) or between those who dropped out
of or were withdrawn from treatment (n = 8) and those who did
not drop out (n = 14) in the ITT sample. Of the full sample (N =
28), participants were primarily female (n = 15; 53.6%) and on
average 29.68 years old (SD = 8.50, range: 19–51). In terms of
race, the majority were White (n = 19; 67.9%), followed by
African American (n = 5; 17.9%), “Other” (n = 4; 14.2%), with
10 (35.7%) participants identifying as Hispanic. In keeping with

the initial recruitment approach, a majority (71%) indicated they
had served in the military (Army, n = 12; Marines, n = 5; Air Force,
n = 3). Four participants were freshmen, five were sophomores,
three were juniors, 10 were seniors, and six were graduate (master’s
level) students. The most commonly endorsed focal traumatic
events were combat/warfare (n = 11), followed by the sudden death
of friend/loved one (n = 3), assaulted by an acquaintance/stranger
(n = 2), being physically punished growing up (n = 2), and
unwanted sexual contact as an adult (n = 2).

In keeping with inclusion criteria, the average PCL-5 score for the
full sample was 51.64 (SD = 8.72, range = 34–67), which was well
above the threshold for determining probable PTSD (Blevins et al.,
2015; Murphy et al., 2017). Average PHQ-9 scores were 14.64
(SD= 5.58, range = 4–24), indicating moderate levels of depression
on average across participants. A total of 17 participants (60.7%)
endorsed at least one prior head injury (M = 3.29, SD = 2.31).

At baseline, the composite mean score for credibility on the CEQ
was 20.42 (SD = 4.69, N = 28), suggesting WET had strong
credibility with participants at the start of treatment, and remained
high at posttreatment (n = 13, M = 22.15, SD = 6.79). In addition,
average CSQ total scores for participants at posttreatment suggested
high satisfaction (n = 13, M = 27.92, SD = 3.90). Average mean
TSQ scores for therapists were also high (n = 5, M = 3.65, SD =
0.20), suggesting good to excellent levels of satisfaction with the
WET treatment program.

Reliable Change

The RC index was used to ensure that changes between baseline
and posttreatment could not be attributed to chance or measure-
ment error (Jacobson & Truax, 1991). RC was calculated for the
primary and secondary outcome measures (PCL-5 and PHQ-9).
The RC was computed for each participant as (x2 − x1)/Sdiff where
x2 represented the participant’s posttreatment PCL-5/PHQ-9 total
scores, x1 represented the participant’s baseline PCL-5/PHQ-9
total scores, and Sdiff represented the standard error of difference
between the baseline and posttreatment test scores (Christensen &
Mendoza, 1986). Sdiff was calculated based on a SD of 8.86 for the
ITT sample and 7.96 for the per-protocol sample, and a 31-day
test–retest reliability for the PCL-5 of rxx= .84 (Bovin et al., 2015).
An RC with an absolute value greater than 1.96 would indicate that
the baseline to posttreatment change was likely due to real change
in true scores and not due to measurement error alone, with
negative RCs indicating improvement in PTSD and depression
symptoms (Christensen & Mendoza, 1986; Jacobson & Truax,
1991). Based on these criteria, 63.6% (n = 14) of the ITT sample
and 91.7 % (n = 11) of the per-protocol sample experienced RC in
PTSD symptom severity. The average RC for PCL-5 for the ITT
sample was −3.92 (SD = 3.31) and for the per-protocol sample
−6.13 (SD = 3.15).

The RC for depression was calculated with a Sdiff based on a SD
of 5.46 for the ITT sample and 4.98 for the per-protocol sample, and
a 48-hr test–retest reliability score for the PHQ-9 of rxx = .84
(Kroenke et al., 2001). Based on the above criteria, 23.8% (n = 5)
in the ITT sample and 42% (n = 5) of the per-protocol sample
experienced RC in depression symptom severity. The average RC
for PHQ-9 for the ITT sample was −1.03 (SD = 1.26) and for the per-
protocol sample −1.51 (SD = 1.31).
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Intent-to-Treat Sample

Participants in the ITT sample completed an average number of
3.91 sessions (SD = 1.63), with 13.6% (n = 3) completing only the
first session and 86.3% (n = 19) completing more than one session.
Table 1 depicts means and standard deviations for baseline measures
and outcomes across time for the ITT sample. Figure 1 shows
changes in total PTSD symptoms over time, across each session and
assessment point. A repeated-measures ANOVA was performed
using the full ITT sample (N = 22) to evaluate Hypotheses 1a and
1b, respectively, that WET would result in a significant reduction in
PTSD symptom severity (PCL-5) from pre- to posttreatment, and
treatment gains forWETwould be maintained from posttreatment to
the 3-month follow-up. For the analysis, 61.9% (n = 13) of
participants had data available across multiple assessment points
(i.e., baseline, posttreatment, and/or 3-month follow-up), and 40.9%
(n = 9) only baseline assessment (for IPF-ES and CASES total
scores) and session data (for PCL-5 and PHQ-9) available; missing
data were imputed using LOCF. The assumption of normality was
satisfactory, although Mauchly’s test indicated a violation of sphe-
ricity, χ2(2) = 24.45, p < .001; thus, results were interpreted using
Greenhouse–Geisser correction. PTSD symptom severity signifi-
cantly differed across time points, F(1.17, 24.62) = 29.64, p < .001.
Planned contrasts revealed a significant reduction in PTSD symp-
tom severity from baseline to posttreatment, F(1, 21) = 31.19, p <
.001, η2 = .60 (very large effect). This significant reduction was
maintained at 3-month follow-up; specifically, 3-month follow-up
scores were not statistically different from posttreatment, F(1, 21) =
1.52, p = .231, and continued to be significantly lower than baseline
symptoms, F(1, 21) = 31.42, p < .001, η2 = .60 (very large effect).
With respect to probable PTSD diagnosis at posttreatment, 11
(50.0%) of the ITT sample were no longer in range of a probable
PTSD diagnosis on the PCL-5 and 11 (50.0%) at 3-month fol-
low-up.
A repeated-measures ANOVA was performed to evaluate

Hypotheses 2a and 2b, that there would be significant reductions
in depression (PHQ-9) from baseline to posttreatment, and that these
decreases would be maintained at 3-month follow-up. Sphericity
was not violated as indicated by Mauchly’s test, χ2(2) = 3.95, p =
.139. As predicted, depression severity significantly differed across

time points, F(2, 42) = 10.98, p < .001. Planned contrasts revealed
that depression severity significantly decreased from baseline to
posttreatment, F(1, 21) = 14.65, p = .001, η2 = .41 (large effect).
This significant reduction was maintained at 3-month follow-up, as
3-month follow-up scores were not significantly different from
posttreatment, F(1, 21) = 0.95, p = .342, and continued to be
significantly lower than at baseline, F(1, 21) = 13.74, p = .001,
η2 = .41 (large effect).

Paired-sample t-tests were performed to test exploratory Hypoth-
eses 3a and 3b to evaluate educational outcomes (impairment and
academic self-efficacy, respectively). No differences were observed
from baseline (M = 41.54, SD = 10.66) to the 3-month follow-up,
M = 38.68, SD = 11.53; t(21) = 1.72, p = .101, d = 0.37 (small
effect). Similarly, no significant differences were observed in
academic self-efficacy from baseline to 3-month follow-up,
t(21) = −1.43, p = .168, d = 0.31 (small effect).

Per-Protocol Sample

Table 2 depicts means and standard deviations for baseline
measures and outcomes across time for the per-protocol sample.
Figure 1 shows changes in total PTSD symptoms over time, across
each session and assessment point. Repeated-measures ANOVAs
were used to evaluate Hypotheses 1a and 1b. A violation of
sphericity indicated by Mauchly’s test, χ2(2) = 7.67, p = .022,
led to using the Greenhouse–Geisser correction for interpretation.
Mean PTSD symptom severity significantly differed across time
points, F(1.3, 14.33) = 39.72, p < .001. Planned contrasts revealed
that mean PTSD symptom severity decreased significantly from
baseline to posttreatment, F(1, 11) = 45.37, p < .001, η2 = .81 (very
large effect). This significant reduction was maintained at 3-month
follow-up, as there were no significant differences in symptoms
between posttreatment and 3-month follow-up, F(1, 11) = 0.60, p =
.455, and 3-month follow-up scores continued to be significantly
lower than at baseline, F(1, 11) = 42.40, p < .001, η2 = .79 (very
large effect). With respect to probable PTSD diagnosis at posttreat-
ment, nine participants (75.0%; 8/12) were no longer in the range for
probable PTSD diagnosis based on the PCL-5 and eight (66.7%;
7/12) at 3-month follow-up.
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Table 1
Intent-to-Treat Outcomes (N = 22)

Time point Baseline Posttreatment 3-month follow-up

Variable M (SD)/n (%) Rangea M (SD)/n (%) Rangea M (SD)/n (%) Rangea

History of TBI (yes) 15 (68.2%)
Number of TBIs 3.53 (2.36) 1–8
AUDIT 4.81 (5.56) 0–15
DRRI-2-CE 45.67 (21.01) 18–85
PCL-5 51.22 (8.86) 33–66 31.72 (17.76)*** 6–63 30.18 (19.61) 1–63
PHQ-9 13.91 (5.46) 4–24 10.73 (5.77)** 1–23 10.00 (6.54) 0–23
IPF-ES 41.55 (10.67) 24–60 39.91 (14.64) 20–81 38.68 (11.53) 15–59
CASES 117.59 (21.72) 79–160 123.32 (24.22) 79–160 122.77 (24.88) 79–169

Note. TBI= traumatic brain injury; AUDIT=Alcohol Use Disorders Identification Test; DRRI-2-CE=Deployment Risk and Resiliency Inventory 2-Combat
Experiences Subscale; PCL-5 = Posttraumatic Stress Disorder Checklist for DSM-5; PHQ-9 = Patient Health Questionnaire-9; IPF-ES = Inventory of
Psychosocial Functioning-Educational Subscale; CASES = College Academic Self-Efficacy Scale; DSM-5 = Diagnostic and Statistical Manual for Mental
Disorders, fifth edition.
a Observed range.
** p < .01. *** p < .001.
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A repeated-measures ANOVA was performed to evaluate
Hypotheses 2a and 2b for the per-protocol sample. All statistical
assumption were met. Depression severity significantly differed
across time points, F(2, 22) = 9.36, p = .001. Planned contrasts
revealed that depression severity significantly decreased from base-
line to posttreatment, F(1, 11)= 15.87, p= .002, η2= .59 (very large
effect). This significant reduction was maintained at 3-month
follow-up, F(1, 11) = 0.82, p = .383, and 3-month follow-up scores
continued to be significantly lower than at baseline, F(1, 11) =
13.18, p < .01, η2 = .55 (very large effect).
Paired-sample t-tests were performed to test exploratory Hypoth-

eses 3a and 3b. No significant differences were observed in educa-
tional impairment from baseline to 3-month follow-up, t(11) = 1.37,

p = .198, d = 0.40 (small effect). Similarly, no significant differences
were observed in academic self-efficacy from baseline to 3-month
follow-up, t(11) = −1.15, p = .274, d = 0.33 (small effect).

Qualitative Analysis of Student Interviews

A total of 13 students completed the qualitative interview after
completing treatment. This included all 12 of the study completers in
the per-protocol sample along with one participant from the ITT
sample who completed treatment but missed the posttreatment
assessment and completed the 3-month follow-up interview.

During the qualitative interviews, the majority of participants
(92.3%; 12/13) indicated that participating in WET was beneficial.
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Figure 1
Mean PTSD Checklist-5 (PCL-5) Total Scores Across Time by Intent-to-Treat (n = 22) and
Per-Protocol (n = 12) Samples

Note. PTSD = posttraumatic stress disorder.

Table 2
Per-Protocol Outcomes (n = 12)

Time point Baseline Posttreatment 3-month follow-up

Variable M (SD)/n (%) Rangea M (SD)/n (%) Rangea M (SD)/n (%) Rangea

History of TBI (yes) 8 (66.7%)
Number of TBIs 4.00 (2.62) 1–8
AUDIT 5.42 (5.78) 0–14
DRRI-2-CE 47.33 (24.47) 17–84
PCL-5 51.42 (7.96) 38–61 24.00 (16.04)*** 6–62 22.50 (18.87) 1–61
PHQ-9 13.42 (4.98) 5–21 9.17 (5.34)** 1–20 7.92 (6.45) 0–21
IP-ES 40.08 (12.33) 24–60 38.88 (20.15) 20–81 36. 42 (12.7) 15–59
CASES 122.33 (16.19) 98–147 131.55 (18.01) 94–160 129.67 (22.12) 84–169

Note. TBI= traumatic brain injury; AUDIT=Alcohol Use Disorders Identification Test; DRRI-2-CE=Deployment Risk and Resiliency Inventory 2-Combat
Exposure Subscale; PCL-5= Posttraumatic Stress Disorder Checklist forDSM-5; PHQ-9= Patient Health Questionnaire 9; IPF-ES= Inventory of Psychosocial
Functioning-Educational Subscale; CASES = College Academic Self-Efficacy Scale; DSM-5 = Diagnostic and Statistical Manual for Mental Disorders, fifth
edition.
a Observed range.
** p < .01. *** p < .001.
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Three participants mentioned that the written modality of treatment
provided an easier or more comfortable method to process their
traumatic experiences (e.g., “I think it’s a really safe way to
approach trauma. [WET’s] less intimidating [ : : : ] than having to
verbally explain yourself to another person”; “I liked it better putting
it on paper [as] it was easier for me to get that anger out”). One
participant expressed appreciation for the time-limited writing (i.e.,
30 min/session) compared to lengthier journaling in which they felt
they would get off task. However, several participants (n = 4)
described being initially skeptical of the treatment and three men-
tioned the first few sessions were difficult. One participant shared:

I think I was a little skeptical at first in the beginning, but I would say
right about at [ : : : ] the second session I started sensing something
better, because I started recalling more of the details by then.

When asked if there were particular aspects of the WET that they
would change, about half (46.2%; 6/13) indicated that they would
not make any changes. The other half (46.2%; 6/13) recommended
specific changes. Three participants wanted more time within the
therapy session to talk with the therapists (e.g., to address their
emotional state; more “talk therapy”). Conversely, three stated that
they wished they had more time to write in session (one of whom
was experiencing memory difficulties attributed to deployment-
related head injuries). One participant also expressed desire to write
about previous and subsequent traumatic events, instead of solely
focusing on the one identified trauma event within the sessions, as
per the WET protocol. With respect to scheduling, three participants
preferred scheduling sessions during breaks within the academic
year (e.g., winter and summer breaks) or during the evening or
weekends due to work schedules. When asked about implementing
WET in the college environment, the majority (76.9%; 10/13)
expressed that WET should be used in college settings in the future;
the remaining three did not directly answer this question. One
participant mentioned the writing aspect of WET as particularly
appropriate: “For the university I think that it is especially valid
because you are [ : : : ] in an academic environment and [ : : : ] you’re
writing as well.”

Qualitative Analysis of Therapist Interviews

Qualitative analysis revealed that therapists perceived both ben-
efits and challenges with administering WET within a student
counseling center. When asked about their overall experience
delivering the treatment, therapists mentioned that WET was
easy to learn and administer (n = 3) and worked well with their
training and theoretical background (n = 4). One counselor
highlighted that the weekly case consultation received during the
study was “really important” and “key” in adopting WET and
building confidence, which is consistent with the training and
dissemination literature (Rosen et al., 2017). In addition, two
therapists mentioned that WET was ideal for those with busy
schedules because they could work on other activities while students
were writing, and that the format was particularly appropriate for a
student population given the writing modality (n= 3) and short-term
treatment length (n = 5). One therapist stated:

I think [WET] fits within an academic setting. Because you can get
[5 sessions] done in a semester. And it does not have to bleed over.
Whereas if you’re doing [ : : : ] a 12-session treatment and you start late

in the semester, you’re going to have to continue it over a break or
continue when they come back over the following semester.

Challenges expressed by therapists were primarily related to the
student counseling center setting and scheduling. Two therapists
indicated it was difficult to find separate space in their counseling
center for the participant to write or to find an alternative space to
continue working as the participant completed the writing session
alone in the therapists’ office.1 One recommended that a designated
writing room would be helpful. In line with participant responses,
difficulty scheduling due to participants’ obligations inside and
outside academia was a repeated theme for therapists (n = 4).
Specific to veteran students, one therapist stated, “A lot of the
student veterans [ : : : ] just have complicated life situations; they
work, they have families.” Finally, two therapists remarked that
scheduling weekly sessions was challenging in a student counseling
services environment. However, they also indicated that, while
WET may cause initial strain on scheduling, the briefness of the
treatment allowed for more flexibility in scheduling with future
clients. Two therapists recommended staggering treatment sessions
(e.g., meet with one student while the other writes) in order improve
scheduling efficiency and increased access.

Discussion

Implementing and disseminating empirically supported treat-
ments for PTSD within student counseling centers is critical to
help students with PTSD and to foster their educational success.
AlthoughWET has empirical support for treating PTSD (cf. Sloan&
Marx, 2019), it has never been tested with clinicians within a
university counseling center environment, which has unique con-
straints associated with the academic calendar (e.g., exam schedules,
semester timeline, and breaks). Findings from this pilot study
supported the utility of WET. As predicted, participants experienced
significant reductions in both PTSD and depressive symptoms from
baseline to posttreatment (large to very large effect sizes) and these
reductions weremaintained 3months later. These findings are in line
with previous PTSD treatment outcome studies demonstrating
reduction in PTSD symptoms as well as additional beneficial
reductions in depressive symptoms (e.g., Hien et al., 2009;
Resick et al., 2015; Sloan et al., 2018; Thompson-Hollands
et al., 2018). The improvement in depressive symptoms is notewor-
thy because sudden improvements in depression during PTSD
treatment predict better treatment outcomes (Keller et al., 2014).

Contrary to predictions, educational impairment and academic
self-efficacy did not improve during the 3-month interval. Although
symptoms of PTSD and depression are known to contribute to
educational impairment (Boyraz et al., 2016; Morissette et al.,
2019), more time may be needed before reductions in symptoms
transfer to improvements in educational outcomes. That is, remis-
sion of PTSD symptoms may not necessarily immediately translate
to better studying skills or getting along with classmates and/or
instructors, as assessed by the IPF Educational subscale. Students
may still need assistance with organization, note-taking, study skills,
writing, testing, etc. to improve educational outcomes and self-
efficacy. Future research with longer follow-up periods should be
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1 Although WET was originally designed to have patients write without
the presence of the therapist in the room, the therapist can remain in the room
(Sloan & Marx, 2019).
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conducted to determine whether reductions in PTSD and depressive
symptoms following treatment translate to improved educational
outcomes. Further, findings raise the important question as to
whether more directive interventions to target educational function-
ing are needed in addition to PTSD treatment.
Qualitative data paralleled the quantitative measures of high

credibility and satisfaction with WET by both college students
and therapists. Participants generally reported that they believed
WET was beneficial and that a writing intervention was well suited
to the university environment. The qualitative data also suggested
potential adaptations to foster uptake within student counseling
environments. First, some participants were skeptical about the
efficacy of WET before initiating treatment, but acknowledged
they noticed improvements after two treatment sessions. Thus,
clinicians should prepare students for this possible experience,
which may help set appropriate expectations and prevent dropout.
In addition, although they did like the writing aspect of the
treatment, half of the participants suggested changes be made to
WET. Of note, three participants indicated that they would have
liked more time to talk about the writing in therapy. The WET
protocol is deliberately brief in this regard, with the emphasis on
exposing participants to their emotions and detailed thoughts about
their traumatic event through the writing. Three participants also
wanted more sessions and longer time to write. Although writing for
30 min could be fatiguing for some, having extra time could be
valuable for those with head injuries, and warrants further investi-
gation, although the majority (60.7%; 17/28) of the sample endorsed
having had a head injury and strong treatment effects were still
observed. These findings are in keeping with data indicating that
mild TBI does not interfere with CPT outcomes (Crocker
et al., 2019).
Therapists likewise believed that WET was very amenable to the

university counseling services setting. The brief length of the
treatment sessions was a plus and they were able to accomplish
other important work (e.g., documentation) while participants were
writing. Although weekly/biweekly sessions were sometimes a
challenge to schedule, they also indicated that the brevity of
WET allowed room in their schedules to treat other patients.
Therapists offered an interesting recommendation to meet the
challenge of limited available treatment slots—staggering WET
sessions would allow the treatment provider to care for multiple
individuals within a relatively brief timeframe. This would require
dedicated space for participants to write, allowing therapists to
manage other work simultaneously and efficiently. Finally, student
counseling therapists needed to account for the academic schedule
when offering treatment. Importantly, WET can be flexibly deliv-
ered once or twice per week, which can help students manage mid-
terms, finals, and semester breaks (e.g., scheduling two times per
week during lighter studying weeks or prior to a semester break, and
once a week during heavier weeks). However, although meeting
twice a week could help with completion of the treatment before the
semester ends, it could potentially increase the chance of dropout
due to finals week being a high-pressure study time. Navigating and
discussing the logistics of scheduling with student patients is
critical.
A main strength of this study was its hybrid efficacy–

effectiveness design in which professional university counseling
center therapists received extensive training and case consultation in
deliveringWET according to protocol. However, several limitations

should be considered when interpreting these findings. First, this
was an open trial of real-world delivery of WET, and thus, there was
no control comparison treatment and fidelity of therapist treatment
delivery was not assessed. Second, the majority of the sample
included student veterans who are considered nontraditional
students and likely to be older than traditional college students
(i.e., 18–22 years), which could limit generalizability. Third, as a
preliminary study, the sample size was small, and thus, findings may
not generalize across all students with PTSD and university counsel-
ing center settings. The small sample size is notable in the context of
the observed dropout rate (50.0% total drop out across all study time
points and 33.3% drop out after starting treatment), which was
considerably higher than prior WET studies (6.3%–14%; Sloan
et al., 2012, 2013, 2018). However, the current treatment dropout
rate is consistent with other evidence-based treatments that include
verbal or written accounts of a trauma, such as CPT (27%; Resick
et al., 2002) and PE (32%–38%; Belleau et al., 2017; Foa et al.,
2005), and such rates are typical of university counseling centers
(30%; Swift et al., 2012). In addition, the pilot study utilizing CPT
within a university counseling center experienced a higher study
dropout rate (53.8%), albeit the number of treatment sessions were
greater than WET (12 vs. 5 sessions; Wilkinson, Von Linden, et al.,
2017). Observed dropout rates could be related to specific chal-
lenges associated with college settings, including that students may
face multiple conflicting demands from school, work, and family
(Najavits, 2015). Anecdotally, participants who enrolled in the study
toward the end of the semester tended to drop out before attending
treatment or during early sessions of WET. Fractured continuity in
treatment scheduling (due to final exams, summer work or travel)
may have made it difficult to communicate and reengage with these
participants to start or come back into treatment. With that said, for
some participants, starting at the end of a semester was not an
obstacle, as WET allowed for flexibility with scheduling the treat-
ment sessions (i.e., scheduling two sessions per week as opposed to
one). In some instances, this enabled participants to complete the
treatment within their available timeframe (e.g., before the semester
ending) and prevented the possibility of dropping out of treatment
due to graduation or intersession breaks. Unfortunately, despite best
efforts, research therapists and staff were unable to reach many
participants who did not complete the full treatment to conduct the
qualitative interviews. Feedback from noncompleters and reasons
for dropout would be particularly informative to guide future
initiatives for outreach and treatment retention.

Another limitation of the study concerns the use of a self-report
measure for PTSD rather than clinician-administered diagnostic
interview, which was a deliberate choice to foster feasibility in a
counseling services center. The PCL-5 was chosen because it
correlates highly with the Clinician-Administered PTSD Scale for
DSM-5 (CAPS-5; Weathers et al., 2018), yet has the advantage of
not requiring a trained interviewer/clinician to administer the ques-
tionnaire. In addition, administering CAPS-5 can be time consum-
ing (45+min), and some university counseling centers are limited in
the number of sessions they can provide to students (Artime &
Buchholz, 2016). However, a trade-off to using the PCL-5 was that
PTSD was not diagnosed by a clinician, and two participants (7.1%;
2/28) were withdrawn from the study by their therapist because
although they met the PCL-5 cutoff score for study eligibility, it was
subsequently determined that another condition should be the
primary focus of treatment. Thus, if counseling centers replicate
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this procedure, they should note this as a limitation when triaging
students to treatment. Finally, it was unclear why the baseline PCL-5
had fairly low, albeit still acceptable, internal consistency (Cron-
bach’s α = .69). Closer inspection of the PCL-5 indicated that
internal consistency was very high at other time points (.96 at
posttreatment and .96 at 3-month follow-up), making this finding
even more perplexing. Notably, participants within the ITT or per-
protocol sample on average did not meet the threshold for RC on
depression symptom severity, and only five participants met criteria
for RC. This means even though repeated-measures analyses indi-
cate participants experienced significant decreases in depression
symptoms severity, measurement error may have biased results.
Collectively, these findings provide preliminary support for the

utility of WET within student counseling centers. Future studies are
needed that include fully powered, randomized control trial designs
with longer follow-up periods, a broader range of academic out-
comes, and which test whether addressing PTSD alone is sufficient
or if additional directive interventions for educational functioning
are necessary to foster academic success. In addition, understanding
ways to improve treatment retention among students with PTSD
who are balancing competing demands of academics, work, and
health are imperative. Academic settings, and student counseling
centers in particular, represent an important context for outreach to
students with PTSD and to improve access to best treatment
practices.

References

American Psychiatric Association. (2013). Task Force on DSM-V. Diag-
nostic and statistical manual of mental disorders: DSM-V (5th ed., text
revision).

American Psychological Association (APA). (2017).Guideline developmen-
tal panel for the treatment of PTSD in adults. Clinical practice guideline
for the treatment of posttraumatic stress disorder (PTSD) in adults. https://
www.apa.org/ptsd-guideline

Artime, T. M., & Buchholz, K. R. (2016). Treatment for sexual assault
survivors at university counseling centers. Journal of College Student
Psychotherapy, 30(4), 252–261. https://doi.org/10.1080/87568225.2016
.1219610

Artime, T. M., Buchholz, K. R., & Jakupcak, M. (2019). Mental health
symptoms and treatment utilization among trauma-exposed college stu-
dents. Psychological Trauma: Theory, Research, Practice, and Policy,
11(3), 274–282. https://doi.org/10.1037/tra0000376

Babor, T. F., Higgins-Biddle, J. C., Saunders, J. B., & Monteiro, M. G.
(2001). The Alcohol Use Disorders Identification Test: Guidelines for use
in primary care (2nd ed.). World Health Organization.

Bachrach, R. L., & Read, J. P. (2012). The role of posttraumatic stress and
problem alcohol involvement in university academic performance. Jour-
nal of Clinical Psychology, 68, 843–859. https://doi.org/10.1002/
jclp.21874

Belleau, E. L., Chin, E. G., Wanklyn, S. G., Zambrano-Vazquez, L.,
Schumacher, J. A., & Coffey, S. F. (2017). Pre-treatment predictors of
dropout from prolonged exposure therapy in patients with chronic post-
traumatic stress disorder and comorbid substance use disorders. Behaviour
Research and Therapy, 91, 43–50. https://doi.org/10.1016/j.brat.2017
.01.011

Blevins, C. A., Weathers, F. W., Davis, M. T., Witte, T. K., & Domino, J. L.
(2015). The posttraumatic stress disorder checklist for DSM-5 (PCL-5):
Development and initial psychometric evaluation. Journal of Traumatic
Stress, 28, 489–498. https://doi.org/10.1002/jts.22059

Borah, E. V., Wright, E. C., Donahue, D. A., Cedillos, E. M., Riggs, D. S.,
Isler, W. C., & Peterson, A. L. (2013). Implementation outcomes of

military provider training in cognitive processing therapy and prolonged
exposure therapy for post-traumatic stress disorder. Military Medicine,
178, 939–944. https://doi.org/10.7205/MILMED-D-13-00072

Bovin, M. J., Black, S. K., Rodriguez, P., Lunney, C. A., Kleiman, S. E.,
Weathers, F. W., Schnurr, P. P., Spira, J., Keane, T. M., & Marx, B. P.
(2018). Development and validation of a measure of PTSD-related
psychosocial functional impairment: The Inventory of Psychosocial Func-
tioning. Psychological Services, 15, 216–229. https://doi.org/10.1037/se
r0000220

Bovin, M. J., Marx, B. P., Weathers, F. W., Gallagher, M.W., Rodriguez, P.,
Schnurr, P. P., & Keane, T. M. (2015). Psychometric properties of the
PTSD Checklist for Diagnostic and Statistical Manual of Mental
Disorders-Fifth Edition (PCL-5) in veterans. Psychological Assessment,
28(11), 1379–1391. https://doi.org/10.1037/pas0000254

Boyraz, G., Granda, R., Baker, C. N., Tidwell, L. L., & Waits, J. B. (2016).
Posttraumatic stress, effort regulation, and academic outcomes among
college students: A longitudinal study. Journal of Counseling Psychology,
63, 475–486. https://doi.org/10.1037/cou0000102

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology.
Qualitative Research in Psychology, 3, 77–101. https://doi.org/10.1191/
1478088706qp063oa

Braun, V., & Clarke, V. (2013). Successful qualitative research: A practical
guide for beginners. Sage Publications.

Cameron, I. M., Crawford, J. R., Lawton, K., & Reid, I. C. (2008).
Psychometric comparison of PHQ-9 and HADS for measuring depression
severity in primary care. The British Journal of General Practice, 58, 32–
36. https://doi.org/10.3399/bjgp08X263794

Center for Collegiate Mental Health. (2021). 2020 Annual Report (Publica-
tion No. STA 21-045). https://ccmh.psu.edu/annual-reports

Choi, N. (2005). Self-efficacy and self-concept as predictors of college
students’ academic performance. Psychology in the Schools, 42, 197–205.
https://doi.org/10.1002/pits.20048

Christensen, L., &Mendoza, J. L. (1986). A method of assessing change in a
single subject: An alteration of the RC index. Behavior Therapy, 17, 305–
308. https://doi.org/10.1016/S0005-7894(86)80060-0

Clancy, C. P., Graybeal, A., Thompson, W. P., Badgett, K. S., Feldman,
M. E., Calhoun, P. S., & Beckham, J. C. (2006). Development and
preliminary validation of a brief broad-spectrum measure of trauma
exposure: The Traumatic Life Events Questionnaire. The Journal of
Clinical Psychiatry, 67, 1346–1353. https://doi.org/10.4088/JCP
.v67n0904

Crocker, L. D., Jurick, S. M., Thomas, K. R., Keller, A. V., Sanderson-
Cimino, M., Hoffman, S. N., Boyd, B., Rodgers, C., Norman, S. B., Lang,
A. J., Twamley, E. W., & Jak, A. J. (2019). Mild traumatic brain injury
characteristics do not negatively influence cognitive processing therapy
attendance or outcomes. Journal of Psychiatric Research, 116, 7–13.
https://doi.org/10.1016/j.jpsychires.2019.05.022

Cusack, S. E., Hicks, T. A., Bourdon, J., Sheerin, C. M., Overstreet, C. M.,
Kendler, K. S., Dick, D. M., & Amstadter, A. B. (2019). Prevalence and
predictors of PTSD among a college sample. Journal of American College
Health, 67, 123–131. https://doi.org/10.1080/07448481.2018.1462824

Dedert, E. A., Green, K. T., Calhoun, P. S., Yoash-Gantz, R., Taber, K. H.,
Mumford, M. M., Tupler, L. A., Morey, R. A., Marx, C. E., Weiner, R. D.,
& Beckham, J. C. (2009). Association of trauma exposure with psychiatric
morbidity in military veterans who have served since September 11, 2001.
Journal of Psychiatric Research, 43, 830–836. https://doi.org/10.1016/j
.jpsychires.2009.01.004

DeRoma, V. M., Leach, J. B., & Leverett, J. P. (2009). The relationship
between depression and college academic performance. College Student
Journal, 43(2), 325–334.

Devilly, G. J., & Borkovec, T. D. (2000). Psychometric properties of the
credibility/expectancy questionnaire. Journal of Behavior Therapy and
Experimental Psychiatry, 31, 73–86. https://doi.org/10.1016/S0005-
7916(00)00012-4

T
hi
s
do
cu
m
en
t
is
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

P
sy
ch
ol
og
ic
al

A
ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le

is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al

us
e
of

th
e
in
di
vi
du
al

us
er

an
d
is
no
t
to

be
di
ss
em

in
at
ed

br
oa
dl
y.

WRITTEN EXPOSURE THERAPY FOR COLLEGE STUDENTS 133

https://www.apa.org/ptsd-guideline
https://www.apa.org/ptsd-guideline
https://www.apa.org/ptsd-guideline
https://www.apa.org/ptsd-guideline
https://doi.org/10.1080/87568225.2016.1219610
https://doi.org/10.1080/87568225.2016.1219610
https://doi.org/10.1080/87568225.2016.1219610
https://doi.org/10.1080/87568225.2016.1219610
https://doi.org/10.1037/tra0000376
https://doi.org/10.1037/tra0000376
https://doi.org/10.1002/jclp.21874
https://doi.org/10.1002/jclp.21874
https://doi.org/10.1002/jclp.21874
https://doi.org/10.1002/jclp.21874
https://doi.org/10.1016/j.brat.2017.01.011
https://doi.org/10.1016/j.brat.2017.01.011
https://doi.org/10.1016/j.brat.2017.01.011
https://doi.org/10.1016/j.brat.2017.01.011
https://doi.org/10.1016/j.brat.2017.01.011
https://doi.org/10.1016/j.brat.2017.01.011
https://doi.org/10.1002/jts.22059
https://doi.org/10.1002/jts.22059
https://doi.org/10.1002/jts.22059
https://doi.org/10.7205/MILMED-D-13-00072
https://doi.org/10.7205/MILMED-D-13-00072
https://doi.org/10.1037/ser0000220
https://doi.org/10.1037/ser0000220
https://doi.org/10.1037/ser0000220
https://doi.org/10.1037/pas0000254
https://doi.org/10.1037/pas0000254
https://doi.org/10.1037/cou0000102
https://doi.org/10.1037/cou0000102
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.3399/bjgp08X263794
https://doi.org/10.3399/bjgp08X263794
https://ccmh.psu.edu/annual-reports
https://ccmh.psu.edu/annual-reports
https://ccmh.psu.edu/annual-reports
https://doi.org/10.1002/pits.20048
https://doi.org/10.1002/pits.20048
https://doi.org/10.1002/pits.20048
https://doi.org/10.1016/S0005-7894(86)80060-0
https://doi.org/10.1016/S0005-7894(86)80060-0
https://doi.org/10.4088/JCP.v67n0904
https://doi.org/10.4088/JCP.v67n0904
https://doi.org/10.4088/JCP.v67n0904
https://doi.org/10.1016/j.jpsychires.2019.05.022
https://doi.org/10.1016/j.jpsychires.2019.05.022
https://doi.org/10.1016/j.jpsychires.2019.05.022
https://doi.org/10.1016/j.jpsychires.2019.05.022
https://doi.org/10.1016/j.jpsychires.2019.05.022
https://doi.org/10.1016/j.jpsychires.2019.05.022
https://doi.org/10.1080/07448481.2018.1462824
https://doi.org/10.1080/07448481.2018.1462824
https://doi.org/10.1080/07448481.2018.1462824
https://doi.org/10.1080/07448481.2018.1462824
https://doi.org/10.1016/j.jpsychires.2009.01.004
https://doi.org/10.1016/j.jpsychires.2009.01.004
https://doi.org/10.1016/j.jpsychires.2009.01.004
https://doi.org/10.1016/j.jpsychires.2009.01.004
https://doi.org/10.1016/j.jpsychires.2009.01.004
https://doi.org/10.1016/j.jpsychires.2009.01.004
https://doi.org/10.1016/S0005-7916(00)00012-4
https://doi.org/10.1016/S0005-7916(00)00012-4
https://doi.org/10.1016/S0005-7916(00)00012-4


Dima, A., Lewith, G. T., Little, P., Moss-Morris, R., Foster, N. E., Hankins,
M., Surtees, G., & Bishop, F. L. (2015). Patients’ treatment beliefs in low
back pain: Development and validation of a questionnaire in primary care.
The Journal of the International Association for the Study of Pain, 156,
1489–1500. https://doi.org/10.1097/j.pain.0000000000000193

Eisenberg, D., Hunt, J., Speer, N., & Zivin, K. (2011). Mental health service
utilization among college students in the United States. Journal of Nervous
and Mental Disease, 199, 301–308. https://doi.org/10.1097/NMD.0b013e
3182175123

Epstein, E. M., Sloan, D. M., &Marx, B. P. (2005). Getting to the heart of the
matter: Written disclosure, gender, and heart rate. Psychosomatic Medicine,
67(3), 413–419. https://doi.org/10.1097/01.psy.0000160474.82170.7b

Fink, D. S., Lowe, S., Cohen, G. H., Sampson, L. A., Ursano, R. J., Gifford,
R. K., Fullerton, C. S., & Galea, S. (2017). Trajectories of posttraumatic
stress symptoms after civilian or deployment traumatic event experiences.
Psychological Trauma: Theory, Research, Practice, and Policy, 9(2),
138–146. https://doi.org/10.1037/tra0000147

Finley, E. P., Garcia, H. A., Ketchum, N. S., McGeary, D. D., McGeary,
C. A., Stirman, S. W., & Peterson, A. L. (2015). Utilization of evidence-
based psychotherapies in Veterans Affairs posttraumatic stress disorder
outpatient clinics. Psychological Services, 12(1), 73–82. https://doi.org/10
.1037/ser0000014

Fisher, L. D., Dixon, D. O., Herson, J., Frankowski, R. K., Hearron, M. S., &
Peace, K. E. (1990). Intention to treat in clinical trials. In K. Peace (Ed.),
Statistical issues in drug research and development (pp. 331–350). Marcel
Dekker.

Foa, E., Hembree, E., Rothbaum, B., & Rauch, S. (2019). Prolonged
exposure therapy for PTSD: Emotional processing of traumatic experi-
ences – Therapist guide. Oxford University Press. https://doi.org/10.1093/
med-psych/9780190926939.001.0001

Foa, E. B., Hembree, E. A., Cahill, S. P., Rauch, S. A. M., Riggs, D. S.,
Feeny, N. C., &Yadin, E. (2005). Randomized trial of prolonged exposure
for posttraumatic stress disorder with and without cognitive restructuring:
Outcome at academic and community clinics. Journal of Consulting and
Clinical Psychology, 73, 953–964. https://doi.org/10.1037/0022-006X.73
.5.953

Gersons, P. R. B., Meewisse, M., & Nijdam, M. J. (2015). Brief eclectic
psychotherapy for PTSD. In U. Schnyder & M. Cloitre (Eds.), Evidence-
based treatments for trauma-related psychological disorders. Springer
International Publishing. https://doi.org/10.1007/978-3-319-07109-1_13

Ginzburg, K., Ein-Dor, T., & Solomon, Z. (2010). Comorbidity of posttrau-
matic stress disorder, anxiety and depression: A 20-year longitudinal study
of war veterans. Journal of Affective Disorders, 123, 249–257. https://
doi.org/10.1016/j.jad.2009.08.006

Gortner, E. M., Rude, S. S., & Pennebaker, J. W. (2006). Benefits of
expressive writing in lowering rumination and depressive symptoms.
Behavior Therapy, 37, 292–303. https://doi.org/10.1016/j.beth.2006
.01.004

Gupta, S. K. (2011). Intention-to-treat concept: A review. Perspectives in
Clinical Research, 2, 109–112. https://doi.org/10.4103/2229-3485.83221

Hien, D. A., Jiang, H., Campbell, A. N. C., Hu, M. C., Miele, G. M., Cohen,
L. R., Brigham, G. S., Capstick, C., Kulaga, M. S. W., Robinson, J.,
Suarez-Morales, L., &Nunes, E. V. (2009). Do treatment improvements in
PTSD severity affect substance use outcomes? A secondary analysis from
a randomized clinical trial in NIDA’s Clinical Trials Network. The
American Journal of Psychiatry, 167, 95–101. https://doi.org/10.1176/
appi.ajp.2009.09091261

Hinkson, K. D., Jr., Drake-Brooks, M. M., Christensen, K. L., Chatterley,
M. D., Robinson, A. K., Crowell, S. E., Williams, P. G., & Bryan, C. J.
(2021). An examination of the mental health and academic performance of
student veterans. Journal of American College Health, 1–8. https://
doi.org/10.1080/07448481.2020.1858837

Jacobson, N. S., & Truax, P. (1991). Clinical significance: A statistical
approach to defining meaningful change in psychotherapy research.

Journal of Consulting and Clinical Psychology, 59, 12–19. https://
doi.org/10.1037/0022-006X.59.1.12

Joiner, T. E., Jr., Pfaff, J. J., & Acres, J. G. (2002). A brief screening tool for
suicidal symptoms in adolescents and young adults in general health
settings: Reliability and validity data from the Australian National
General Practice Youth Suicide Prevention Project. Behaviour Research
and Therapy, 40(4), 471–481. https://doi.org/10.1016/S0005-7967(01)
00017-1

Keller, S. M., Feeny, N. C., & Zoellner, L. A. (2014). Depression sudden
gains and transient depression spikes during treatment for PTSD. Journal
of Consulting and Clinical Psychology, 82, 102–111. https://doi.org/10
.1037/a0035286

Kessler, R. C., Petukhova, M., Sampson, N. A., Zaslavsky, A. M., &
Wittchen, H. U. (2012). Twelve-month and lifetime prevalence and
lifetime morbid risk of anxiety and mood disorders in the United States.
International Journal of Methods in Psychiatric Research, 21(3), 169–
184. https://doi.org/10.1002/mpr.1359

Kokotailo, P. K., Egan, J., Gangnon, R., Brown, D., Mundt, M., & Fleming,
M. (2004). Validity of the alcohol use disorders identification test in
college students. Alcoholism: Clinical and Experimental Research, 28,
914–920. https://doi.org/10.1097/01.ALC.0000128239.87611.F5

Kroenke, K., Spitzer, R. L., &Williams, J. B. (2001). The PHQ-9: Validity of
a brief depression severity measure. Journal of General Internal Medicine,
16, 606–613. https://doi.org/10.1046/j.1525-1497.2001.016009606.x

Kubany, E. S., Haynes, S. N., Leisen, M. B., Owens, J. A., Kaplan, A. S.,
Watson, S. B., & Burns, K. (2000). Development and preliminary
validation of a brief broad-spectrum measure of trauma exposure: The
Traumatic Life Events Questionnaire. Psychological Assessment, 12, 210–
224. https://doi.org/10.1037/1040-3590.12.2.210

Larsen, D. L., Attkisson, C. C., Hargreaves, W. A., & Nguyen, T. D. (1979).
Assessment of client/patient satisfaction: Development of a general scale.
Evaluation and Program Planning, 2, 197–207. https://doi.org/10.1016/
0149-7189(79)90094-6

Morissette, S. B., Ryan-Gonzalez, C., Yufik, T., DeBeer, B. B., Kimbrel,
N. A., Sorrells, A.M., Holleran-Steiker, L., Penk,W. E., Gulliver, S. B., &
Meyer, E. C. (2019). The effects of PTSD symptoms on educational
functioning in student veterans. Psychological Services, 18(1), 124–133.
https://doi.org/10.1037/ser0000356

Murphy, D., Ross, J., Ashwick, R., Armour, C., & Busuttil, W. (2017).
Exploring optimum cut-off scores to screen for probable posttraumatic
stress disorder within a sample of UK treatment-seeking veterans. Euro-
pean Journal of Psychotraumatology, 8, Article 1398001. https://doi.org/
10.1080/20008198.2017.1398001

Najavits, L. M. (2015). The problem of dropout from “gold standard” PTSD
therapies. F1000Prime Reports, 7, 43–50. https://doi.org/10.12703/P7-43

Ness, B. M., Middleton, M. J., & Hildebrandt, M. J. (2014). Examining the
effects of self-reported posttraumatic stress disorder symptoms and posi-
tive relations with others on self-regulated learning for student service
members/veterans. Journal of American College Health, 63, 448–458.
https://doi.org/10.1080/07448481.2014.975719

Ness, B. M., & Vroman, K. (2014). Preliminary examination of the impact of
traumatic brain injury and posttraumatic stress disorder on self-regulated
learning and academic achievement among military service members
enrolled in postsecondary education. The Journal of Head Trauma Reha-
bilitation, 29, 33–43. https://doi.org/10.1097/HTR.0b013e3182a1cd4e

O’Malley, P. M., & Johnston, L. D. (2002). Epidemiology of alcohol and
other drug use among American college students. Journal of Studies on
Alcohol, 63(14), 23–39. https://doi.org/10.15288/jsas.2002.s14.23

Owen, S. V., & Froman, R. D. (1988). Development of a College Academic
Self-Efficacy Scale. Proceedings of the Annual Meeting of the National
Council on Measurement in Education, New Orleans, LA.

Pennebaker, J. W., & Beall, S. K. (1986). Confronting a traumatic event:
Toward an understanding of inhibition and disease. Journal of Abnormal
Psychology, 95, 274–281. https://doi.org/10.1037/0021-843X.95.3.274

T
hi
s
do
cu
m
en
t
is
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

P
sy
ch
ol
og
ic
al

A
ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le

is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al

us
e
of

th
e
in
di
vi
du
al

us
er

an
d
is
no
t
to

be
di
ss
em

in
at
ed

br
oa
dl
y.

134 MORISSETTE ET AL.

https://doi.org/10.1097/j.pain.0000000000000193
https://doi.org/10.1097/j.pain.0000000000000193
https://doi.org/10.1097/j.pain.0000000000000193
https://doi.org/10.1097/j.pain.0000000000000193
https://doi.org/10.1097/NMD.0b013e3182175123
https://doi.org/10.1097/NMD.0b013e3182175123
https://doi.org/10.1097/NMD.0b013e3182175123
https://doi.org/10.1097/NMD.0b013e3182175123
https://doi.org/10.1097/01.psy.0000160474.82170.7b
https://doi.org/10.1097/01.psy.0000160474.82170.7b
https://doi.org/10.1097/01.psy.0000160474.82170.7b
https://doi.org/10.1097/01.psy.0000160474.82170.7b
https://doi.org/10.1097/01.psy.0000160474.82170.7b
https://doi.org/10.1097/01.psy.0000160474.82170.7b
https://doi.org/10.1037/tra0000147
https://doi.org/10.1037/tra0000147
https://doi.org/10.1037/ser0000014
https://doi.org/10.1037/ser0000014
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1093/med-psych/9780190926939.001.0001
https://doi.org/10.1037/0022-006X.73.5.953
https://doi.org/10.1037/0022-006X.73.5.953
https://doi.org/10.1037/0022-006X.73.5.953
https://doi.org/10.1037/0022-006X.73.5.953
https://doi.org/10.1037/0022-006X.73.5.953
https://doi.org/10.1007/978-3-319-07109-1_13
https://doi.org/10.1007/978-3-319-07109-1_13
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.jad.2009.08.006
https://doi.org/10.1016/j.beth.2006.01.004
https://doi.org/10.1016/j.beth.2006.01.004
https://doi.org/10.1016/j.beth.2006.01.004
https://doi.org/10.1016/j.beth.2006.01.004
https://doi.org/10.1016/j.beth.2006.01.004
https://doi.org/10.1016/j.beth.2006.01.004
https://doi.org/10.4103/2229-3485.83221
https://doi.org/10.4103/2229-3485.83221
https://doi.org/10.4103/2229-3485.83221
https://doi.org/10.1176/appi.ajp.2009.09091261
https://doi.org/10.1176/appi.ajp.2009.09091261
https://doi.org/10.1176/appi.ajp.2009.09091261
https://doi.org/10.1176/appi.ajp.2009.09091261
https://doi.org/10.1176/appi.ajp.2009.09091261
https://doi.org/10.1176/appi.ajp.2009.09091261
https://doi.org/10.1080/07448481.2020.1858837
https://doi.org/10.1080/07448481.2020.1858837
https://doi.org/10.1080/07448481.2020.1858837
https://doi.org/10.1080/07448481.2020.1858837
https://doi.org/10.1080/07448481.2020.1858837
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.1037/0022-006X.59.1.12
https://doi.org/10.1016/S0005-7967(01)00017-1
https://doi.org/10.1016/S0005-7967(01)00017-1
https://doi.org/10.1016/S0005-7967(01)00017-1
https://doi.org/10.1037/a0035286
https://doi.org/10.1037/a0035286
https://doi.org/10.1002/mpr.1359
https://doi.org/10.1002/mpr.1359
https://doi.org/10.1002/mpr.1359
https://doi.org/10.1097/01.ALC.0000128239.87611.F5
https://doi.org/10.1097/01.ALC.0000128239.87611.F5
https://doi.org/10.1097/01.ALC.0000128239.87611.F5
https://doi.org/10.1097/01.ALC.0000128239.87611.F5
https://doi.org/10.1097/01.ALC.0000128239.87611.F5
https://doi.org/10.1097/01.ALC.0000128239.87611.F5
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1037/1040-3590.12.2.210
https://doi.org/10.1037/1040-3590.12.2.210
https://doi.org/10.1037/1040-3590.12.2.210
https://doi.org/10.1037/1040-3590.12.2.210
https://doi.org/10.1037/1040-3590.12.2.210
https://doi.org/10.1016/0149-7189(79)90094-6
https://doi.org/10.1016/0149-7189(79)90094-6
https://doi.org/10.1016/0149-7189(79)90094-6
https://doi.org/10.1037/ser0000356
https://doi.org/10.1037/ser0000356
https://doi.org/10.1080/20008198.2017.1398001
https://doi.org/10.1080/20008198.2017.1398001
https://doi.org/10.1080/20008198.2017.1398001
https://doi.org/10.1080/20008198.2017.1398001
https://doi.org/10.1080/20008198.2017.1398001
https://doi.org/10.12703/P7-43
https://doi.org/10.12703/P7-43
https://doi.org/10.1080/07448481.2014.975719
https://doi.org/10.1080/07448481.2014.975719
https://doi.org/10.1080/07448481.2014.975719
https://doi.org/10.1080/07448481.2014.975719
https://doi.org/10.1097/HTR.0b013e3182a1cd4e
https://doi.org/10.1097/HTR.0b013e3182a1cd4e
https://doi.org/10.1097/HTR.0b013e3182a1cd4e
https://doi.org/10.15288/jsas.2002.s14.23
https://doi.org/10.15288/jsas.2002.s14.23
https://doi.org/10.15288/jsas.2002.s14.23
https://doi.org/10.15288/jsas.2002.s14.23
https://doi.org/10.15288/jsas.2002.s14.23
https://doi.org/10.1037/0021-843X.95.3.274
https://doi.org/10.1037/0021-843X.95.3.274
https://doi.org/10.1037/0021-843X.95.3.274
https://doi.org/10.1037/0021-843X.95.3.274
https://doi.org/10.1037/0021-843X.95.3.274


Read, J. P., Ouimette, P., White, J., Colder, C., & Farrow, S. (2011). Rates of
DSM-IV-TR trauma exposure and posttraumatic stress disorder among
newly matriculated college students. Psychological Trauma: Theory,
Research, Practice, and Policy, 3, 148–156. https://doi.org/10.1037/
a0021260

Reinert, D. F., & Allen, J. P. (2007). The alcohol use disorders identification
test: An update of research findings. Alcoholism: Clinical and Experi-
mental Research, 31, 185–199. https://doi.org/10.1111/j.1530-0277.2006
.00295.x

Resick, P. A., Monson, C. M., & Chard, K. M. (2016). Cognitive processing
therapy for PTSD: A comprehensive manual (1st ed.). Guilford Press.

Resick, P. A., Nishith, P., Weaver, T. L., Astin, M. C., & Feuer, C. A. (2002).
A comparison of cognitive-processing therapy with prolonged exposure
and a waiting condition for the treatment of chronic posttraumatic stress
disorder in female rape victims. Journal of Consulting and Clinical
Psychology, 70, 867–879. https://doi.org/10.1037/0022-006X.70.4.867

Resick, P. A., Wachen, J. S., Mintz, J., Young-McCaughan, S., Roache, J. D.,
Borah, A. M., Borah, E. V., Dondanville, K. A., Hembree, E. A., Litz, B. T.,
& Peterson, A. L. (2015). A randomized clinical trial of group cognitive
processing therapy comparedwith group present-centered therapy for PTSD
among active duty military personnel. Journal of Consulting and Clinical
Psychology, 83, 1058–1068. https://doi.org/10.1037/ccp0000016

Rosen, R. C., Ruzek, J. I., & Karlin, B. E. (2017). Evidence-based training
in the era of evidence-based practice: Challenges and opportunities for
training of PTSD providers. Behaviour Research and Therapy, 88, 37–48.
https://doi.org/10.1016/j.brat.2016.07.009

Rudd, M. D., Goulding, J., & Bryan, C. J. (2011). Student veterans: A
national survey exploring psychological symptoms and suicide risk.
Professional Psychology, Research and Practice, 42, 354–360. https://
doi.org/10.1037/a0025164

Sainani, K. L. (2010). Making sense of intention-to-treat. Physical Medicine
and Rehabilitation Journal, 2, 209–213. https://doi.org/10.1016/j.pmrj
.2010.01.004

Salzer,M. S.,Wick, L. C., &Rogers, J. A. (2008). Familiarity with and use of
accommodations and supports among postsecondary students with mental
illnesses. Psychiatric Services, 59, 370–375. https://doi.org/10.1176/ps
.2008.59.4.370

Sanchez, M., & Chen, X. (2006). Choosing the analysis population in non-
inferiority studies: Per protocol or intent-to-treat. Statistics in Medicine,
25(7), 1169–1181. https://doi.org/10.1002/sim.2244

Saunders, J. B., Aasland, O. G., Babor, T. F., de la Fuente, J. R., & Grant, M.
(1993). Development of the alcohol use disorders identification test
(AUDIT): WHO collaborative project on early detection of persons
with harmful alcohol consumption-II. Addiction, 88, 791–804. https://
doi.org/10.1111/j.1360-0443.1993.tb02093.x

Schwab, K. A., Baker, G., Ivins, B., Sluss-Tiller, M., Lux,W., &Warden, D.
(2006). The Brief Traumatic Brain Injury Screen (BTBIS): Investigating
the validity of a self-report instrument for detecting traumatic brain injury
(TBI) in troops returning from deployment in Afghanistan and Iraq.
Neurology, 66(Suppl. 2), Article A235.

Schwab, K. A., Ivins, B., Cramer, G., Johnson, W., Sluss-Tiller, M., Kiley,
K., & Warden, D. (2007). Screening for traumatic brain injury in troops
returning from deployment in Afghanistan and Iraq: Initial investigation of
the usefulness of a short screening tool for traumatic brain injury. The
Journal of Head Trauma Rehabilitation, 22, 377–389. https://doi.org/10
.1097/01.HTR.0000300233.98242.87

Schwitzer, A. M., Moss, C. B., Pribesh, S. L., St. John, D. J., Burnett, D. D.,
Thompson, L. H., & Foss, J. J. (2018). Students with mental health needs:
College counseling experiences and academic success. Journal of College
Student Development, 59(1), 3–20. https://doi.org/10.1353/csd.2018.0001

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J.,
Weiller, E., Hergueta, T., Baker, R., & Dunbar, G. C. (1998). The Mini-
International Neuropsychiatric Interview (M.I.N.I.): The development and

validation of a structured diagnostic psychiatric interview for DSM-IV and
ICD-10. The Journal of Clinical Psychiatry, 59(Suppl. 20), 22–33.

Sloan, D.M., Lee, D. J., Litwack, S. D., Sawyer, A. T., &Marx, B. P. (2013).
Written exposure therapy for veterans diagnosed with PTSD: A pilot
study. Journal of Traumatic Stress, 26, 776–779. https://doi.org/10.1002/
jts.21858

Sloan, D. M., & Marx, B. P. (2004). A closer examination of the structured
written disclosure procedure. Journal of Consulting and Clinical Psychol-
ogy, 72, 165–175. https://doi.org/10.1037/0022-006X.72.2.165

Sloan, D. M., & Marx, B. P. (2019).Written Exposure Therapy for PTSD: A
brief treatment approach for mental health professionals. American
Psychological Association. https://doi.org/10.1037/0000139-000

Sloan, D.M., Marx, B. P., Bovin, M. J., Feinstein, B. A., &Gallagher, M.W.
(2012). Written exposure as an intervention for PTSD: A randomized
clinical trial with motor vehicle accident survivors. Behaviour Research
and Therapy, 50, 627–635. https://doi.org/10.1016/j.brat.2012.07.001

Sloan, D. M., Marx, B. P., & Epstein, E. M. (2005). Further examination of
the exposure model underlying the efficacy of written emotional disclo-
sure. Journal of Consulting and Clinical Psychology, 73(3), 549–554.
https://doi.org/10.1037/0022-006X.73.3.549

Sloan, D. M., Marx, B. P., Epstein, E. M., & Dobbs, J. L. (2008). Expressive
writing buffers against maladaptive rumination. Emotion, 8(2), 302–306.
https://doi.org/10.1037/1528-3542.8.2.302

Sloan, D. M., Marx, B. P., & Greenberg, E. M. (2011). A test of written
emotional disclosure as an intervention for posttraumatic stress disorder.
Behaviour Research and Therapy, 49(4), 299–304. https://doi.org/10
.1016/j.brat.2011.02.001

Sloan, D. M., Marx, B. P., Lee, D. J., & Resick, P. A. (2018). A brief
exposure-based treatment vs cognitive processing therapy for posttrau-
matic stress disorder: A randomized noninferiority clinical trial. JAMA
Psychiatry, 75, 233–239. https://doi.org/10.1001/jamapsychiatry.2017
.4249

Swift, J. K., Greenberg, R. P., Whipple, J. L., & Kominiak, N. (2012).
Practice recommendations for reducing premature termination in therapy.
Professional Psychology, Research and Practice, 43, 379–387. https://
doi.org/10.1037/a0028291

Tabachnick, B. G., & Fidell, L. S. (2007). Using multivariate statistics
(5th ed.). Allyn and Bacon.

Thompson-Hollands, J., Marx, B. P., Resick, P. A., & Sloan, D. M. (2018).
Long-term treatment gains of a brief exposure-based treatment for PTSD.
Depression and Anxiety, 35, 985–991. https://doi.org/10.1002/da.22825

VA/DoD Clinical Practice Guideline Working Group. (2017). VA/DoD
Clinical Practice Guideline for the Management of Posttraumatic Stress
Disorder and Acute Stress Disorder. VA Office of Quality and
Performance.

Vogt, D., Smith, B. N., King, L. A., King, D. W., Knight, J., & Vasterling,
J. J. (2013). Deployment risk and resilience inventory-2 (DRRI-2): An
updated tool for assessing psychosocial risk and resilience factors among
service members and veterans. Journal of Traumatic Stress, 26, 710–717.
https://doi.org/10.1002/jts.21868

von Glischinski, M., Teismann, T., Prinz, S., Gebauer, J. E., &Hirschfeld, G.
(2016). Depressive Symptom Inventory Suicidality Subscale: Optimal cut
points for clinical and non-clinical samples. Clinical Psychology &
Psychotherapy, 23, 543–549. https://doi.org/10.1002/cpp.2007

Weathers, F. W., Bovin, M. J., Lee, D. J., Sloan, D. M., Schnurr, P. P.,
Kaloupek, D. G., Keane, T. M., & Marx, B. P. (2018). The Clinician-
Administered PTSD Scale for DSM-5 (CAPS-5): Development and initial
psychometric evaluation in military veterans. Psychological Assessment,
30(3), 383–395. https://doi.org/10.1037/pas0000486

Widome, R., Laska, M. N., Gulden, A., Fu, S. S., & Lust, K. (2011). Health
risk behaviors of Afghanistan and Iraq war veterans attending college.
American Journal of Health Promotion, 26, 101–108. https://doi.org/10
.4278/ajhp.090826-QUAN-278

T
hi
s
do
cu
m
en
t
is
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

P
sy
ch
ol
og
ic
al

A
ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le

is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al

us
e
of

th
e
in
di
vi
du
al

us
er

an
d
is
no
t
to

be
di
ss
em

in
at
ed

br
oa
dl
y.

WRITTEN EXPOSURE THERAPY FOR COLLEGE STUDENTS 135

https://doi.org/10.1037/a0021260
https://doi.org/10.1037/a0021260
https://doi.org/10.1037/a0021260
https://doi.org/10.1111/j.1530-0277.2006.00295.x
https://doi.org/10.1111/j.1530-0277.2006.00295.x
https://doi.org/10.1111/j.1530-0277.2006.00295.x
https://doi.org/10.1111/j.1530-0277.2006.00295.x
https://doi.org/10.1111/j.1530-0277.2006.00295.x
https://doi.org/10.1111/j.1530-0277.2006.00295.x
https://doi.org/10.1037/0022-006X.70.4.867
https://doi.org/10.1037/0022-006X.70.4.867
https://doi.org/10.1037/0022-006X.70.4.867
https://doi.org/10.1037/0022-006X.70.4.867
https://doi.org/10.1037/0022-006X.70.4.867
https://doi.org/10.1037/ccp0000016
https://doi.org/10.1037/ccp0000016
https://doi.org/10.1016/j.brat.2016.07.009
https://doi.org/10.1016/j.brat.2016.07.009
https://doi.org/10.1016/j.brat.2016.07.009
https://doi.org/10.1016/j.brat.2016.07.009
https://doi.org/10.1016/j.brat.2016.07.009
https://doi.org/10.1016/j.brat.2016.07.009
https://doi.org/10.1037/a0025164
https://doi.org/10.1037/a0025164
https://doi.org/10.1037/a0025164
https://doi.org/10.1016/j.pmrj.2010.01.004
https://doi.org/10.1016/j.pmrj.2010.01.004
https://doi.org/10.1016/j.pmrj.2010.01.004
https://doi.org/10.1016/j.pmrj.2010.01.004
https://doi.org/10.1016/j.pmrj.2010.01.004
https://doi.org/10.1016/j.pmrj.2010.01.004
https://doi.org/10.1176/ps.2008.59.4.370
https://doi.org/10.1176/ps.2008.59.4.370
https://doi.org/10.1176/ps.2008.59.4.370
https://doi.org/10.1176/ps.2008.59.4.370
https://doi.org/10.1176/ps.2008.59.4.370
https://doi.org/10.1176/ps.2008.59.4.370
https://doi.org/10.1002/sim.2244
https://doi.org/10.1002/sim.2244
https://doi.org/10.1002/sim.2244
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1111/j.1360-0443.1993.tb02093.x
https://doi.org/10.1097/01.HTR.0000300233.98242.87
https://doi.org/10.1097/01.HTR.0000300233.98242.87
https://doi.org/10.1097/01.HTR.0000300233.98242.87
https://doi.org/10.1097/01.HTR.0000300233.98242.87
https://doi.org/10.1097/01.HTR.0000300233.98242.87
https://doi.org/10.1097/01.HTR.0000300233.98242.87
https://doi.org/10.1353/csd.2018.0001
https://doi.org/10.1353/csd.2018.0001
https://doi.org/10.1353/csd.2018.0001
https://doi.org/10.1353/csd.2018.0001
https://doi.org/10.1002/jts.21858
https://doi.org/10.1002/jts.21858
https://doi.org/10.1002/jts.21858
https://doi.org/10.1002/jts.21858
https://doi.org/10.1037/0022-006X.72.2.165
https://doi.org/10.1037/0022-006X.72.2.165
https://doi.org/10.1037/0022-006X.72.2.165
https://doi.org/10.1037/0022-006X.72.2.165
https://doi.org/10.1037/0022-006X.72.2.165
https://doi.org/10.1037/0000139-000
https://doi.org/10.1037/0000139-000
https://doi.org/10.1016/j.brat.2012.07.001
https://doi.org/10.1016/j.brat.2012.07.001
https://doi.org/10.1016/j.brat.2012.07.001
https://doi.org/10.1016/j.brat.2012.07.001
https://doi.org/10.1016/j.brat.2012.07.001
https://doi.org/10.1016/j.brat.2012.07.001
https://doi.org/10.1037/0022-006X.73.3.549
https://doi.org/10.1037/0022-006X.73.3.549
https://doi.org/10.1037/0022-006X.73.3.549
https://doi.org/10.1037/0022-006X.73.3.549
https://doi.org/10.1037/0022-006X.73.3.549
https://doi.org/10.1037/1528-3542.8.2.302
https://doi.org/10.1037/1528-3542.8.2.302
https://doi.org/10.1037/1528-3542.8.2.302
https://doi.org/10.1037/1528-3542.8.2.302
https://doi.org/10.1037/1528-3542.8.2.302
https://doi.org/10.1016/j.brat.2011.02.001
https://doi.org/10.1016/j.brat.2011.02.001
https://doi.org/10.1016/j.brat.2011.02.001
https://doi.org/10.1016/j.brat.2011.02.001
https://doi.org/10.1016/j.brat.2011.02.001
https://doi.org/10.1016/j.brat.2011.02.001
https://doi.org/10.1001/jamapsychiatry.2017.4249
https://doi.org/10.1001/jamapsychiatry.2017.4249
https://doi.org/10.1001/jamapsychiatry.2017.4249
https://doi.org/10.1001/jamapsychiatry.2017.4249
https://doi.org/10.1037/a0028291
https://doi.org/10.1037/a0028291
https://doi.org/10.1037/a0028291
https://doi.org/10.1002/da.22825
https://doi.org/10.1002/da.22825
https://doi.org/10.1002/da.22825
https://doi.org/10.1002/jts.21868
https://doi.org/10.1002/jts.21868
https://doi.org/10.1002/jts.21868
https://doi.org/10.1002/cpp.2007
https://doi.org/10.1002/cpp.2007
https://doi.org/10.1002/cpp.2007
https://doi.org/10.1037/pas0000486
https://doi.org/10.1037/pas0000486
https://doi.org/10.4278/ajhp.090826-QUAN-278
https://doi.org/10.4278/ajhp.090826-QUAN-278
https://doi.org/10.4278/ajhp.090826-QUAN-278


Wilk, J. E.,West, J. C., Duffy, F. F., Herrell, R. K., Rae, D. S., &Hoge, C.W.
(2013). Use of evidence-based treatment for posttraumatic stress disorder
in Army behavioral healthcare. Psychiatry, 76, 336–348. https://doi.org/
10.1521/psyc.2013.76.4.336

Wilkinson, C., Von Linden, M., Wacha-Montes, A., Bryan, C., & O’Leary, K.
(2017). Cognitive processing therapy for post-traumatic stress disorder in a
University Counselling Center: An outcome study. Cognitive Behaviour
Therapist, 10(E20), Article e20. https://doi.org/10.1017/S1754470X17000216

Wilkinson, C. B., Infantolino, Z. P., &Wacha-Montes, A. (2017). Evidence-
based practice as a potential solution to burnout in university counseling

center clinicians. Psychological Services, 14(4), 543–548. https://doi.org/
10.1037/ser0000156

Wilkinson-Truong, C., Wacha-Montes, A., & von Linden, M. (2020). Im-
plementing cognitive processing therapy for posttraumatic stress disorder in
a university counseling center. Professional Psychology, Research and
Practice, 51(2), 163–171. https://doi.org/10.1037/pro0000259

Received November 5, 2020
Revision received November 4, 2021

Accepted November 5, 2021 ▪

T
hi
s
do
cu
m
en
t
is
co
py
ri
gh
te
d
by

th
e
A
m
er
ic
an

P
sy
ch
ol
og
ic
al

A
ss
oc
ia
tio

n
or

on
e
of

its
al
lie
d
pu
bl
is
he
rs
.

T
hi
s
ar
tic
le

is
in
te
nd
ed

so
le
ly

fo
r
th
e
pe
rs
on
al

us
e
of

th
e
in
di
vi
du
al

us
er

an
d
is
no
t
to

be
di
ss
em

in
at
ed

br
oa
dl
y.

Call for Papers:  
Enhancing Care Quality for Individuals with Serious Mental Illnesses: The Role of Psychology

Submission Deadline: May 1, 2023

The editorial staff at APA Division 18’s journal, Psychological Services, is inviting manuscripts for a special issue on the role 
of psychology in enhancing care for individuals with serious mental illnesses (SMI). Our guest editors for this special package 
include Drs. Bridget Hegeman, Marcia Hunt, and Sandra Resnick. 

In recent decades, the number of evidence-based practices for individuals with psychiatric disabilities such as schizophrenia, 
bipolar disorder, and other psychotic disorders has expanded, and service systems have been striving to incorporate recovery 
principles into all levels of mental health care.  Psychologists have been at the forefront of these efforts across the continuum from 
research, practice, training and education, implementation, and systems change. 

This special issue seeks manuscripts related to psychologists’ efforts to improve the quality of care for individuals with psychiatric 
disabilities with a focus on expanding our current knowledge base in such areas as:

  ●  Education and training for psychologists providing psychiatric rehabilitation and/or mental health services 
  ●  Implementation of evidence-based practices
  ●  System-level recovery transformation 
  ●  Adaptations of evidence-based practices for marginalized populations

APA Division 18 (Psychologists in Public Service) welcomes manuscripts related to these areas including but not limited to work 
being conducted in the following settings:

  ●  Law enforcement and public safety 
  ●  Criminal justice including courts, prisons, and prison reentry programs
  ●  Educational systems at all levels
  ●  Hospitals and community clinics
  ●  Indian Health Services and
  ●  Department of Veterans Affairs

The deadline for receipt of papers for this special issue is May 1, 2023.

Please follow the Instructions to Authors information located on the Psychological Services homepage. Manuscripts must be 
submitted electronically through the Manuscript Submission Web Portal.

Please specify in your cover letter that the submission is intended for the special issue on Enhancing Care Quality for Individuals 
with Serious Mental Illnesses: The Role of Psychology and address your letter to Allison Ponce, Ph.D., Associate Editor.

All papers submitted will be initially screened by the editorial board and then sent out for masked peer review, if evaluated as 
appropriate for the journal.

For further questions related to this special issue, please contact Dr. Ponce at allison.ponce@yale.edu

136 MORISSETTE ET AL.

https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1521/psyc.2013.76.4.336
https://doi.org/10.1017/S1754470X17000216
https://doi.org/10.1017/S1754470X17000216
https://doi.org/10.1037/ser0000156
https://doi.org/10.1037/ser0000156
https://doi.org/10.1037/ser0000156
https://doi.org/10.1037/pro0000259
https://doi.org/10.1037/pro0000259

	Delivery of Written Exposure Therapy for PTSD in a University Counseling Center
	Method
	Participants
	Therapists and Training
	Setting

	Procedure
	Measures
	Telephone Screen
	Demographic Form
	Depressive Symptoms Inventory-Suicidality Subscale
	Alcohol Use Disorders Identification Test
	History of Head Injuries
	Traumatic Life Events Questionnaire-Lite
	Deployment Risk and Resilience Inventory-2 Combat Experiences
	PTSD Checklist for DSM-5
	Patient Health Questionnaire-9
	Inventory of Psychosocial Functioning-Educational Subscale
	College Academic Self-Efficacy Scale
	Credibility and Expectancy Questionnaire
	Client Satisfaction Questionnaire
	Therapist Satisfaction Questionnaire
	Qualitative Interview

	Data Analytic Plan

	Results
	Reliable Change
	Intent-to-Treat Sample
	Per-Protocol Sample
	Qualitative Analysis of Student Interviews
	Qualitative Analysis of Therapist Interviews

	Discussion
	References


