Garrett Counseling Training Manual:
Assessing Suicide Protocol

Philosophy of Suicide Risk Management

Ga Irr e t t When a client shares thoughts about suicide, it is important for the
COUNSELING Counselor to stay calm and not react out of fear or panic. There can
be pressure to act quickly, but making rushed decisions, like sending

someone to the hospital right away, can sometimes lead to poor judgment. Good care comes
from slowing down and using a clear, structured process. Counselors should carefully look at
three main areas: risk factors, protective factors, and the client’s environment and support
system. By staying grounded and following a consistent process, clinicians can make better
decisions about whether outpatient care is safe and appropriate. This also helps protect first the
client and second the clinician by showing that decisions were thoughtful, reasonable, and
based on professional standards of care. This document is Garrett Counseling’s full guide for
assessing and treating suicidal thoughts, including tools and resources. There are three key
things every clinician must understand and follow:

1. The required screening tools for adults and children
2. The required way to classify risk as low, moderate, or high
3. The specific actions that must be taken for each level of risk

Following these steps helps ensure client safety, support clear clinical decision making, and
reduce liability by showing that care was consistent, thorough, and aligned with best practices
and company policy.

Counselor Reactions to Suicide Risk
Suicide risk situations can activate strong emotional responses in clinicians. Common reactions
include: self-blame or over-responsibility; attachment to client outcomes; fear of making the
wrong decision; imposture syndrome; and anxiety related to family reactions.

These reactions can lead clinicians to feel pressure to act quickly or make overly conservative
decisions. Supervision, consultation, and structured frameworks (such as our company manual)
are essential in managing these situations while maintaining sound clinical judgment. Also keep
in mind that these same reactions are common in parents. Parents will many times take our
lead. If we stay regulated, they are better able to model this for their child.

Suicidal Ideation Screeners

Clinicians should slow down, speak clearly, and match their language to the client’s age and
maturity level. New clinicians may need to follow the screener step by step as a checklist until
you are more regulated and can use the same questions in a natural, conversational way
instead of a strict order. Deciding when to involve a supportive adult depends on the client’s



age, maturity, and how the conversation is unfolding in session. However, when working with
minors, any level of safety concern requires that a parent/guardian be made aware and are part
of the treatment (if possible) and documented in the chart. In addition, minors should never be
left alone (including going to the bathroom alone) if they are upset or there are safety
concerns/risks. The clinician should ensure the child remains supported at all times. This may
include having the child call their parent or guardian during the session or stepping out with
them to bring the parent into the room.

13 and Up Screener

Step 1: Question In-Session Screen (30 seconds)

Ask these directly:
1. Have you recently wished you were dead or wished you could go to sleep and not wake
up?

2. Have you had thoughts about killing yourself?

3. Have you ever tried to kill yourself? (if only this question is yes, then further explore- they
might have good insight and no current plans)

4. Are you having thoughts about killing yourself right now?

If all no, continue the session. If any yes, move to step 2

Step 2: Brief Risk Clarification (2 minutes)
Only ask these if the screen is positive.
1. Do you have a plan?
2. Do you intend to act on these thoughts?
3. Do you have access to the means you would use?
4. What has stopped you from acting on these thoughts so far (protective factors)?

Step 3: Decide Level of Care
High Risk: Intent + plan + means
Action: Send to the local hospital for evaluation. Give them a hospital_information sheet relevant
for your office/client.

Moderate Risk: Ideation without both current intent or plan

Action: Create a Safety plan or review current plan, increase monitoring by support
person/parent, follow up session, between sessions if needed. Send the client/parents home
with a picture of the safety plan (they can take one with their phone).

Low Risk: Passive ideation only
Action: therapy intervention, monitoring in next 6 sessions with Step 1 (and Step 2 as
appropriate).

Follow-up Appt: O Screen again O Review Safety Plan O Create/Review Safety Rating Scale
Note for Hospital: STATED PLAN: Yes O No (O STATED INTENT: YesO No O


https://docs.google.com/document/d/1a8uZYue5JUjKg3PJL5UxB9-Jm8iiVsHRsUp7Pn4loig/edit?tab=t.
https://docs.google.com/document/d/15rIIam0-VJRkcWCNd-a75AnOlWIqjiwlVHooN-SX2hY/edit?usp=sharing

Under 13 Screener
Step 1: Question In-Session Screener (2 minutes)
Ask these directly in simple, child-friendly language:

Have you wished you could disappear or not be alive?

Have you thought about hurting yourself or making yourself die?
Have you ever tried to hurt yourself or make yourself die?

Are you thinking about hurting yourself right now?

Have you thought about how you would do it?

If all are no, continue the session. If any are yes, move to Step 2.
Step 2: Brief Risk Clarification (8-10 minutes)

Only ask these if the screen is positive. If you have not already brought the parent in the room,
you should go ahead and do that at this point.

Do you know how you would hurt yourself?

Did you think you might really do it?

Have you done anything to get ready, like hiding something, getting something sharp, or going
somewhere to hurt yourself?

Can the parent or caregiver keep the child safe right now?

What helps you stop or feel safe when you have these thoughts?

What has helped you not act on these thoughts so far?

Step 3: Decide Level of Care

High Risk: Current thoughts plus plan, intent, preparatory behavior, recent attempt, or concern
that safety cannot be maintained. Action: Send to the local hospital for evaluation. Give the
parent or caregiver the hospital information sheet. Do not leave the child unsupervised.

Moderate Risk: Thoughts of self-harm or wanting to die without clear current intent or plan, but
concerns are still present. Action: Complete a safety plan with the child and parent. Review
supervision needs with the parent or caregiver. Increase monitoring, schedule a follow up
session, between sessions if needed. Send the parent or caregiver home with a copy of the
safety plan and upload a picture of it to the chart.

Low Risk: Passive statements only, no plan, no intent, no behavior, and the child can be safely
monitored by a parent. Action: Use therapy interventions and monitor during the next 6
sessions using Step 1 and Step 2 as needed. Work with the parent to ensure they have tools to
keep the child safe and supported.

Follow-up Appt: O Screen again O Review Safety Plan O Create/Review Safety Rating Scale
Note for Hospital: STATED PLAN: Yes O No (O STATED INTENT: YesO No O



* A copy of the above screeners will be printed on cardstock, and placed in every counselor's
binder. There are no printed screeners to be completed or uploaded. Extra copies of safety
plan documents will be located where your extra SIS are at each individual office.

SAFE Framework for Risk Conversations
Once risk has been identified, the clinician should guide the conversation using a structured
approach that promotes clarity and collaboration.

Speak Directly: Use clear and calm language when discussing safety. Clients should know that
the purpose of these questions is to determine how to keep them safe, not to punish or control
them. Example language: “Thank you for sharing that with me. I'd like to ask a few questions
so we can decide together what the safest next step is.”

Assess Intent: Clarify the difference between thoughts, urges, plans, and immediate intent.
Important areas to explore include: intensity of thoughts; presence of a plan; ability to tolerate
urges; access to means.

Free the Environment: Work collaboratively with the client and family to reduce access to
potentially harmful means. Examples include removing medications, securing firearms, and
increasing supervision.

Engage Supports: Clarify who will be involved in supporting the client if distress increases.
This includes: caregivers; trusted adults; crisis resources; emergency services when needed.
These steps ensure that decisions about hospitalization versus outpatient care are thoughtful,
collaborative, and clearly documented (a great example of this is Safety Rating Scale).

Safety Planning Standards
Safety plans should not function as a checklist or formality. A safety plan should reflect a small

number of coping strategies that the client has practiced and believes will work during moments
of distress. Excessive coping strategies can lead to feeling overwhelmed and shut down.

Research and clinical experience suggest that clients typically rely on two to five core coping
strategies when they are in crisis. These may include:

e distraction strategies

e self-soothing techniques

e crisis survival skills that reduce physiological arousal

Strateqies List for Safety Planning: Rather than creating a long list of strategies, clinicians
should help clients identify the tools that work best for them and practice using them in realistic
scenarios. This increases the likelihood that the plan will be effective when distress occurs. This
should happen as a part of ongoing treatment from intake sessions for clients who are high to
moderate risk.



https://docs.google.com/document/d/1m5imr7j_kloWqoRtNBM-VLBgc4r9UvfKbfFJJ3eMgY4/edit?usp=sharing
https://docs.google.com/document/d/1nupiNib0CZ58HTK7WxYnzFzBvTJSAR7ba_BeMC0Jmko/edit?usp=sharing

If they are an adult and can not identify a support person, then developing skills to establish a
support person will be a key focus of treatment.

In addition to traditional safety planning, clinicians will use the Safety Rating Scale with clients
assessed as Moderate Risk. For clients assessed as Low Risk, use of the scale is at the
clinician’s discretion. The Safety Rating Scale is developed collaboratively by the client and
Counselor. When the client is a minor, you will use the scale with a parent or support person to
help identify levels of distress and guide appropriate responses for both clients and families.

Clients can describe what their experience looks like at different levels of emotional intensity.
Example structure:
Level 0 — No distress Client is calm and functioning normally.

Level 1 — Mild distress Thoughts may be present but remain in the background. The client is
able to continue daily activities.

Level 2 — Moderate distress Thoughts become uncomfortable but remain manageable. Coping
strategies are needed.

Level 3 — Severe distress The client is overwhelmed and unable to function. Immediate
support and intervention are needed.

At each level, clients identify: body sensations they notice; thoughts that occur; behaviors others
might observe; coping strategies that help; how others can support them. See visual below:

Safety Rating Scale

e o
Client's and/or Guardian’s Name: Garrett

Counselor's Name:

Emotion:

Date:

Intensity of Body Sensations Thoughts What Others See | How I Can Cope | How Others Can
Emotion Help

0
None

1
Noticeable but in
the background

2
Uncomfortable
but manageable

3
Extreme, Cannot
Function

This approach helps families understand when to step in and what kind of support is helpful at
different stages of distress.


https://docs.google.com/document/d/1m5imr7j_kloWqoRtNBM-VLBgc4r9UvfKbfFJJ3eMgY4/edit?usp=sharing

Hospitalization: Decision Framework (PACK)

Hospitalization can be lifesaving when risk is acute and unmanageable. However, it is
important to recognize that hospitalization alone does not teach clients how to cope with
distress.

Clients ultimately learn to stay safe through: coping skills: supportive relationships: safety
planning; practicing regulation strategies; and building resilience over time. The goal of

outpatient therapy is to help clients develop the internal and relational resources needed to
manage distress safely in their daily lives.

Determining Whether Hospitalization is Needed: When evaluating whether hospitalization is
appropriate, clinicians should consider whether the client can remain safe in the next 24 hours.

Hospitalization may be indicated when: the client has active intent to harm themselves; there is
access to lethal means; there is an imminent timeline; supervision or monitoring cannot be
provided; protective factors are limited or absent.

Outpatient care may remain appropriate when: the client denies current intent; protective factors
are present; the environment can be made safe; caregivers or supports can monitor the client;
the client is able to use coping skills or reach out for help.

The goal is to maintain safety while avoiding unnecessary hospitalization when risk can be
managed with structured outpatient support. In many cases, a 24 hour period can significantly
change a client’s level of risk. For minors, consider whether a parent/guardian can safely
support the client for 24 hours, with a follow up appointment scheduled for the next day. This
appointment may be with another counselor at Garrett if needed. While this is not required, it
can be offered as an option when additional support would be beneficial.

Before deciding whether a client should remain in outpatient care or be referred for
hospitalization, clinicians should consider four core questions:

Protective Factors: What is currently anchoring the client to life?
Examples may include supportive relationships, future goals, responsibilities, or a sense of
meaning. Protective factors do not eliminate risk, but they provide context for evaluating it.

Acute Risk Factors: Is there an immediate or present threat to safety?
Consider whether the client has: a specific plan; intent; access to lethal means; a timeline for
acting. Focus on what is happening right now, rather than worst-case possibilities.

Can Family or Support Monitor? When working with minors or clients with support systems,
determine whether caregivers or trusted supports can provide supervision and remove access
to means. Monitoring and support can significantly reduce short-term risk when outpatient
treatment continues.



Keep Emotions in Check: Counselors must pause and assess their own emotional state. Fear,
liability concerns, or parent anxiety can push clinicians toward overly reactive decisions. Clinical
decisions should be made from a regulated and thoughtful position.

This decision point helps clarify whether: Outpatient care remains appropriate with additional
safety planning and monitoring; Hospitalization is necessary due to acute and unmanageable
risk. This framework helps clinicians remain grounded and avoid making decisions based solely
on fear or urgency.

Hospitalization Protocol: If a client is assessed as high risk, they should be sent to the
hospital immediately. The client/parent should be asked to message the scheduler once the
hospital decides whether to admit or release the client. If the client is released, the scheduler
should offer an additional appointment between scheduled sessions to ensure continued
support, using any available clinician if needed. The scheduler should document the text
communication and whether an additional appointment was offered or scheduled in the chart as
a quick note. No further action is required from the counselor at that time. The counselor will see
the client at the next scheduled appointment unless the client arranges to be seen sooner.

Follow-Up Procedures: Moderate Risk
If the client is at moderate risk, have the client/parent reach out to scheduling an appointment

with a Garrett Counseling counselor, should they need additional support between regularly
scheduled. The counselor will then reassess using the same steps 1-4 and follow the same next
steps.

Should a check in session be scheduled, the following needs to be completed during the the
follow-up appointment:
- Complete the screener again (This is available in TA if you want to send screener
through portal after initial session of concerns)
- Review Safety Plan
- Create or review Safety Rating Scale

Parent/Caregiver Involvement for Moderate-to-High-Risk Adolescents

For minor clients identified as moderate and high risk for suicidal ideation, self-harm, or other
high-risk behaviors, clinicians are required to conduct at least one parent/caregiver meeting per
month (in addition to the ongoing weekly appointments with individual client) as part of ongoing
treatment planning, relational support, and risk management.

Meetings may occur with the adolescent present or separately with the parent/caregiver. The
format of the meeting should be based on clinical judgment, treatment goals, developmental
needs, relational dynamics, and safety considerations.



Purpose of Parent/Caregiver Meetings: These meetings are intended to strengthen caregiver
engagement and collaboration before a client reaches active crisis; Increase positive
attachment, communication, and connection between caregivers and adolescents; Improve
caregiver understanding of risk factors, warning signs, emotional regulation, and safety
planning; Review safety plans, coping tools, and resources discussed in session; Improve
treatment consistency, follow-through, and clinical buy-in; Reduce the pattern of involving
caregivers only during crises or escalations; and Promote a proactive, relational, and supportive
treatment environment.

Clinical Rationale: Research supports consistent caregiver involvement in the treatment of
moderate-to-high-risk minors. Limiting parent involvement to periods of crisis may
unintentionally reinforce negative interaction patterns in which caregiver involvement becomes
associated primarily with conflict, punishment, or emotional escalation. Regular caregiver
meetings outside of crisis situations help improve attachment, communication, collaborative
problem solving, treatment adherence, and continuity of care.

Office Scheduling Expectations: When a clinician identifies an adolescent client as
moderate-to-high risk, the clinician must notify the scheduling team that recurring parent/family
sessions are clinically indicated. Sessions may include either family with or family without client
present.

The clinician is responsible for adding the client to the “Parent Session Tracker.”

Schedulers are expected to support ongoing scheduling of these recurring sessions as part of
the treatment plan. If the counselor’s preferred session format cannot be scheduled, the
alternate parent/family session option should be offered. If no openings are available, ongoing
note time may be temporarily used for scheduling these sessions. If a cancellation occurs during
that week, the documentation hour may be returned to the counselor if needed for workload
balance.

If a parent/caregiver declines, resists, repeatedly cancels, or refuses recommended sessions,
the scheduler must document: Scheduling attempts made, parent/caregiver refusal, resistance,
or barriers and communication provided back to the clinician.

If a parent/caregiver declines participation, the clinician must document:

* That the meeting was recommended both_in session and through scheduling outreach
» Parent/caregiver refusal or inability to participate

« Efforts made to re-engage the caregiver

* Clinical considerations related to the refusal

Clinical Expectations: Clinicians are expected to incorporate caregiver involvement into ongoing
treatment and relational support rather than reserving parent involvement exclusively for crisis.

Documentation Expectations



Clinicians are expected to document, within the session note, the client’s responses to Step 1
(and Steps 2 and 3 when indicated), the assessed level of risk, and the next steps taken by the
counselor, client, and guardian. Treatment goals in TA must be updated to reflect ongoing work
addressing suicidal ideation for a minimum of six sessions. For clients assessed as Moderate
Risk or High Risk, all documentation must be completed on the same day to ensure continuity of
care into the evening and following day. The completed safety plan must be uploaded to the
client’s chart. The counselor can choose to upload the Safety Rating Scale to the chart as a
PDF or they can choose to document relevant themes/details in the session note.

Administrative Notes

Clients or parents are responsible for notifying administrative staff if a follow-up appointment is
needed.If the assigned counselor is unavailable, scheduling staff will arrange a follow-up with
another counselor. If no in-person appointments are available, the session may be conducted
via telehealth.

Schedulers must place a “meeting” note next to the client’s appointment labeled “SI Check-in.”
This designation alerts the office and counselor that, if the assigned counselor’s schedule is
canceled, the client must be rescheduled the same day with another Garrett Counseling
clinician to maintain continuity of care.

If a client is sent to the hospital for suicidal ideation, the client or parent is asked to text the
scheduler upon admission and discharge. The scheduler should document this communication
and the next steps taken. If the client is admitted, relevant information should be recorded in the
chart for the counselor. If the client is not admitted, the scheduler should offer an additional
check-in session between scheduled appointments to provide extra support and document that
this check-in was offered in the client’s chart.

In many cases, when a client is discharged from a facility, the facility will reach out to schedule a
follow up appointment. This appointment should be labeled in the meeting note as “Sl check
in/discharged” so it is clear this is their first session after leaving the hospital. If the assigned
clinician is unavailable that day, the appointment should be reassigned to another counselor to
ensure the client is seen promptly and does not go too long without support.

Training and Resources
This is a full list of all documents we use related to assessing and treating of suicidal ideations

and suicidality.

B Training Manual: Assessing Suicide Protocol (Updated March 2026) - This is the document
you are currently reading

B Protocol: Overview of Suicidal Ideation Concerns (Updated April 2026) - This is an overview
of how the company handles incoming calls where Sl is expressed, before the intake, and
redirects clinicians to the extensive training manual.

B How To: Client Emergency Call Protocol for Admin Staff (Updated April 2026) Counselors
need to review this but this pertains mostly to admin staff.


https://docs.google.com/document/d/1WDCCLH0X80btJHdhi0SwYonliTRpidqNtz7eskGlQbc/edit?usp=sharing
https://docs.google.com/document/d/1bGqcGt8l3iDCHpm30QGNSto_QlWH1qN_2IwhsoxzHBU/edit?usp=sharing
https://docs.google.com/document/d/1O25pj0ZFPqXyMzYaD-rBxyCkwl_7SC9j7YIBlpN_D4s/edit?usp=sharing

B Garrett Counseling Suicide Screener 13 and Up (March 2026)

B Garrett Counseling Suicide Screener Under 13 (March 2026)

B List of Emergency Rooms / Hospitals (Updated April 2026) We no longer fax information to
the hospital. All documents are provided directly to the client. This list can be used to give
parents clear, step by step directions if they need additional support navigating next steps.

B Tech Recovery & Client Safety Plan Suicidal (Updated May 2026) This document is
completed before a client is scheduled for an intake. For telehealth clients, review this document
at the start of treatment and document in the intake note that it was reviewed. This copy is
provided for your reference so you can become familiar with it before reviewing it with a client.
The document can be found in the “New Client Documents” section in Therapy Appointment for
your client.

B Safety Rating Scale (Updated March 2026) - Tool for safety to use ahead of time

B Safety Plan (Updated March 2026)

B Distraction Skills for SI (March 2026)

Parent Session Tracker 2026

Suicide Research - This is not for when you are in crisis. This is to read when you might
have a case that is requiring more specific research. Do not add to this folder.

Training: The 6-hour NBCC non-contact study is provided through Brave Play. You will register
for the course and complete it in the portal with your assigned partner. These hours will be
added to your schedule and completed within the assigned timeframe. Before watching the
training videos, you must spend 1 hour reviewing all course documents. You may access the
documents at any time using the links above.

Binder: In your counselor binder (SIS Binder) you will find a section in your binder with all SI
related documents: Safety Plan (multiple copies for use), Safety Rating Scale (multiple copies
for use), 13 and Up S| Screener (one copy on cardstock), and Under 13 S| Screener (one copy
on cardstock), Strategies List for Safety Planning (one copy on cardstock), Adult List of
Emergency Numbers and Hospitals (one copy on cardstock), Minor List of Emergency Numbers
and Hospitals (one copy of cardstock).

Extra copies: Extra copies of the safety plan and safety rating scale will be in the drawer with
extra SIS.

Screener in TA: Both screeners are available in TA. You can send them as follow-up screeners
for weeks 2 through 7. You will still review them during the session, but you also have the option
to send them in advance through TA if you prefer.


https://docs.google.com/document/d/13-rTw5EzLj-3to3c7WObIvE2mTx-ikrTWr2MS6aVEEk/edit?usp=sharing
https://docs.google.com/document/d/1DSTPMJ6oOPrnidRvmDY4o-Mzl_g705YldzwJik7wh58/edit?usp=sharing
https://docs.google.com/document/d/1a8uZYue5JUjKg3PJL5UxB9-Jm8iiVsHRsUp7Pn4loig/edit?usp=sharing
https://docs.google.com/document/d/1CLr_2PK6f1taaKdY-Xv_pCLMiCRjFxH-PZlPZa7_5fw/edit?usp=sharing
https://docs.google.com/document/d/1m5imr7j_kloWqoRtNBM-VLBgc4r9UvfKbfFJJ3eMgY4/edit?usp=sharing
https://docs.google.com/document/d/15rIIam0-VJRkcWCNd-a75AnOlWIqjiwlVHooN-SX2hY/edit?usp=sharing
https://docs.google.com/document/d/1nupiNib0CZ58HTK7WxYnzFzBvTJSAR7ba_BeMC0Jmko/edit?usp=sharing
https://docs.google.com/spreadsheets/d/1WFUYlwBa9_fU4Y6EjZYKpLCxW4wDyI9bLHyRmlg5YaE/edit?usp=sharing
https://drive.google.com/drive/folders/1DStTz59Ot2Cq4APlk-h_7u6ijY-q91n7?usp=drive_link

