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Joiner Lab—How to Assess Participants Identified as At-risk:
1) Boilerplate IRB Protocol
2) Actual Assessment for At-risk Participants
3) Suicide Assessment Decision Tree
4) Risk Category Designations
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1. BOILERPLATE IRB PROTOCOL
Appendix from:
Michaels, M. S., Chu, C., Silva, C., Schulman, B., & Joiner, T. E. (in press).
Considerations regarding online methods for suicide-related research and suicide risk
assessment.
Sample Risk Assessment Protocol
All web-based participants will be required to provide a phone number where they can be
contacted in the event that their scores on the {INSERT MEASURE NAME, e.g., BSS} indicate
at least clinically significant current risk for suicidal behavior. {INSERT SURVEY SOFTWARE
NAME}, an online questionnaire administration software package, will immediately total each
participant’s scores on the {INSERT MEASURE NAME, e.g., BSS} and send an email/text
message notification to the investigators {INSERT INVESTIGATORS’ NAMES AND EMAIL
ADDRESSES}. The cutoff for clinically significant risk will be considered {INSERT CUTOFF
RULE (SEE TABLE 1)}, e.g., a total score of at least 6 and also a score of “2” on items 12, 13,
14, or 15, or 16}. {INSERT INVESTIGATORS’ NAMES} will contact at-risk participants at the
phone number they provide within 15 minutes of receiving the notification email/text message to
conduct an emergency screening/suicide risk assessment. To facilitate this process, the online
questionnaire will only be available between the hours of 9:00 a.m. to 10:00 p.m. All phone
numbers provided by participants will not be kept as part of their data files to ensure
confidentiality. {INSERT INVESTIGATORS’ NAMES AND DESCRIBE ASSESSMENT
TRAINING EXPERIENCE IF APPLICABLE}.
For the emergency screening/suicide risk assessment above, level of risk will be assessed
using Joiner et al. (1999)'s recommendations, which are as follows: Nonexistent risk is
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designated if an individual has no current suicidal symptoms, no history of suicide attempts, and
no or few other risk factors; Mild risk is designated if the individual is a multiple attempter with
no other risk factors or is a non-multiple attempter experiencing suicidal ideation of limited
intensity and duration, no or mild resolved plans or preparation, and no or few other risk factors;
Moderate risk is designated if he or she is a multiple attempter with any other significant risk
factor, a non-multiple attempter with moderate-to-severe resolved plans and preparations or
moderate-to-severe suicidal desire and ideation accompanied by at least 2 other risk factors;
Severe risk is designated if an individual is a multiple attempter with 2 or more risk factors or a
non-multiple attempter with moderate to severe symptoms of resolved plans and preparations
accompanied by 1 other risk factor; Extreme risk is designated if an individual is a both multiple
attempter with severe resolved plans and preparations with severe resolved plans and
preparations or a non-multiple attempter with resolved plans and preparations and two or more
other risk factors.
Second, once an individual has been assessed for suicide risk, we will take the following
actions, as recommended by Joiner et al. (1999): If an individual is at nonexistent or mild risk, he
or she will be instructed to use self-control strategies and to seek out social support in the event
that he or she becomes suicidal. If these strategies fail, he or she will be instructed to contact an
emergency mental health resource or go to the emergency room, the phone numbers for which
will be provided. If an individual is deemed to be at moderate risk for suicide, he or she will be
given a list of steps to follow in case of an emergency, which will contain phone numbers for
[INSERT LOCAL RESOURCE] as well as the [INSERT ADDITIONAL LOCAL
RESOURCES], which are both appropriate mental health acute care providers; 911; 1-800-273TALK (the National Suicide Prevention Lifeline); and the [INSERT OTHER APPROPRIATE
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RESOURCE]. If the risk is imminent and immediate, then the [INSERT LOCAL CRISIS
TEAM] will be contacted for further evaluation. If the participant refuses such further care, the
investigator will call 911 so that the police can escort the participant to [INSERT CRISIS
STABLIZATION UNIT(S)] for further care. Importantly, although one might be concerned that
assessing suicide via questionnaires or direct questioning might have iatrogenic effects on
participants, the evidence suggests that this is not the case—there is no evidence that assessment
of suicide risk primes vulnerable populations to think about suicide (Reynolds et al., 2006) and,
in fact, there is evidence to suggest suicide risk assessment may have positive effects with
respect to reducing distress in at-risk individuals (Gould et al., 2005).
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2. Actual Assessment for Participants at Clinically Significant Risk or Higher
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3. SUICIDE ASSESSMENT DECISION TREE
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4. SUICIDE RISK CATEGORY DESIGNATIONS

