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Abstract

EY MG MWD

We set out to examine how cognitive distortions, everyday cognitive lapses, and cognitive flexibility relate to suicidal thoughts and behaviors in later life.
The study enrolled 101 adults aged 65 years and older drawn from the community and a psychiatry outpatient setting where evaluations unrelated to active
illness were conducted. Participants completed a sociodemographic form, the Cognitive Distortions Scale (Ultra-Brief Form) (CDS-UBF), Cognitive Failures
Questionnaire (CFQ), Cognitive Flexibility Scale (CFS), Suicidal Behaviors Questionnaire-Revised(SBQ-R) and Depression Anxiety Stress Scale-21 (DASS-21).
Spearman correlation and stepwise binary logistic regression analyses were conducted using SPSS 29. Participants were grouped according to Suicidal Behaviors
Questionnaire-Revised item 1 scores: those scoring >2 were considered at risk for suicidal behavior. Stepwise binary logistic regression was performed with
suicidal behavior (yes/no) as the dependent variable and cognitive failures, cognitive flexibility, depression, anxiety, stress, age, educational level, marital status,
presence of chronic illness, and specific cognitive distortions as candidate predictors. Significant positive correlations were found between suicidal behavior and
specific cognitive distortions; magnification/minimization (r=.354), mind reading (r=.344), and overgeneralization (r=.461); as well as cognitive failures (r=.438).
Cognitive flexibility was negatively correlated with suicidal behavior (r=-.301). Regression analysis revealed that total cognitive failure score (B=0.037, p=0.009),
magnification/minimization (B=0.632, p=0.030), and overgeneralization (B=0.683, p=0.018) were independent predictors of suicidal behavior (Nagelkerke
R*=0.365). Cognitive distortions and failures appear to play a significant role in suicidal behavior among older adults, independent of mood symptoms. These

findings support incorporating brief cognitive screening and targeted cognitive interventions into geriatric suicide-prevention practice.
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Introduction

Globally, Adults aged 65 years and older face a disproportionate
burden of suicide compared with many younger groups [1]. In
older adults, depression is known to significantly increase the risk
of suicide by contributing to somatic, cognitive, and functional
impairments, as well as increasing vulnerability to physical
illnesses and suicidal behaviors [1]. However, research indicates
that, in addition to depression, other factors may also contribute
to increased suicidal tendencies among older individuals. At
the same time, other contributors—such as loneliness, financial
strain, and cognitive decline—also figure prominently in late-
life suicidality [2]. In this context, cognitive processes such as
distortions, failures, and reduced flexibility may interact with
age-related stressors (e.g. bereavement, medical comorbidities,

burdensomeness, and entrapment, thereby increasing suicidal
ideation in late life [2-4]. Emerging evidence indicates that
suicidal behavior could be associated with discrete cognitive
deficits—not only mood disturbance—so flexibility, distortions,
and failures might warrant consideration in older adults.

In the literature on psychology, cognitive flexibility is defined
as a multidimensional executive function that encompasses the
awareness of alternative behavior, the willingness to engage
in such behavior, and the self-efficacy to respond flexibly [5].
This construct denotes the capacity to flexibly adjust one’s
thinking and behavior as task or environmental demands shift.
[6]. Higher levels of cognitive flexibility have been reported
to predict lower levels of depressive symptoms and suicidal
ideation during follow-up in psychiatric patients [7]; conversely,

functional decline) to intensify hopelessness, perceived a lack of cognitive flexibility prospectively predicts increased
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suicidal ideation through mechanisms such as rumination and
hopelessness [8]. These findings suggest that, in older adults who
already face cumulative losses and health problems, diminished
cognitive flexibility may hinder adaptive coping with late-life
stressors and thereby contribute to elevated suicide risk.

Cognitive distortions are automatic and biased patterns of thinking
thatleadindividualstointerpretrealityinasystematicallyinaccurate
or irrational manner [9]. These thought patterns contribute to
the maintenance of negative emotions and the reinforcement of
dysfunctional behavior, particularly in psychopathologies such as
depression and anxiety [10]. Research indicates that individuals
who have recently attempted suicide exhibit higher levels of
cognitive distortions compared to psychiatric control groups,
even after controlling for levels of depression and hopelessness
[11,12]. In late life, such distortions may be especially detrimental
because they can amplify interpretations of age-related changes
(e.g. dependence, illness, social loss) as signs of worthlessness
or being a burden, thus fostering suicidal ideation in older adults.

Cognitive failures are everyday lapses in routine cognition and
day-to-day performance. Although they do not consistently
correlate with objective measures of cognitive performance (e.g.,
working memory, attention span, or executive function tasks),
they may reflect an individual’s real-life cognitive capacity
as influenced by various factors (stress levels, sleep quality,
mood disorders or environmental distractions.) [13]. Studies
have shown that, particularly in major depressive disorder and
other psychiatric conditions, the severity of suicidal ideation is
associated with impairments in executive functions and overall
neuropsychological performance, as well as with cognitive
processes such as negative thinking patterns, impulsivity, and
cognitive rigidity [3,4]. Among older adults, frequent cognitive
failures may undermine a sense of autonomy and competence,
potentially reinforcing feelings of helplessness and perceived
burdensomeness that are closely linked to suicidal thoughts in this
age group [2,3]. However, studies that investigate the impact of
such cognitive processes on suicide risk in older adults are rather
limited. Suicide in late life is a complex and multidimensional
issue that can have serious consequences at both individual
and societal levels. To our knowledge, no previous study has
simultaneously examined cognitive distortions, everyday
cognitive failures, and cognitive flexibility in relation to suicidal
ideation in older adults, which represents a novel and integrative
approach to late-life suicide risk. Accordingly, this study tested
whether cognitive distortions, cognitive failures, and cognitive
flexibility are associated with suicidal ideation in older adults,
with the goal of informing cognitively focused assessment and
prevention in geriatric care.

Material and Methods
Sample

We recruited individuals aged 65-90 years from two sources: (1)
older adults who presented to the psychiatry outpatient clinic of
Karabiik Training and Research Hospital for non—disease-related
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evaluations (e.g., assessments of mental competence, disability
reports, driver’s license evaluations) and (2) community-dwelling
older adults living independently. In both settings, potential
participants were informed about the study and were enrolled on
a voluntary basis after providing written informed consent. Data
were collected between July and October 2025.

All potential participants were screened by a board-certified
psychiatrist using a clinical interview based on DSM-5 criteria
and a review of their medical records to rule out any current
major psychiatric disorder. A standardized structured diagnostic
interview (e.g., SCID-5) was not used; instead, diagnoses were
determined according to routine clinical assessment.

Using GPower 3.1 for binary logistic regression with medium
effect size (ROR 1.68; 2 = .15), 0=.05, and 80% power, the
minimum required sample was 98; we therefore targeted >100
participants.

Inclusion and Exclusion Criteria

Individuals were considered eligible if they satisfied the following
inclusion criteria:

*  Being 65 years of age or older

*  Being literate and possessing sufficient cognitive capacity to
comprehend the questionnaires either independently or with
the assistance of the researcher

*  No history of psychotic disorders

*  No current DSM-5 diagnosis of a major psychiatric disorder
(e.g., schizophrenia, schizoaffective disorder, depressive
disorder, anxiety disorder) as determined by clinical interview

*  Providing written informed consent to participate in the study

The presence of subthreshold depressive, anxiety, or stress
symptoms on the DASS-21 did not constitute an exclusion
criterion, and individuals with a past psychiatric history in full
remission were not excluded.

Conversely, individuals who met any of the following exclusion
criteria were not included in the study:

»  Diagnosed with moderate or severe dementia

*  Currently experiencing an acute physical illness or medical
instability (e.g., conditions requiring inpatient treatment)

*  Possessing sensory impairments (e.g., significant visual
or hearing loss) that would prevent participation in the
assessment procedures

»  Diagnosed with a substance-abuse or alcohol-use disorder

e Diagnosed a communication disorder or neurological
condition (e.g., aphasia, severe neurological deficits
following stroke) that would significantly interfere with the
completion of the assessment tools
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Ethical Approval

The protocol was approved by the Karabiik university ethics
committee (Approval No: 2025/2401); all procedures adhered to
the Declaration of Helsinki.

Measures
Sociodemographic Data Form

A sociodemographic data form developed by the researchers
was used to obtain information on the participants’ basic
characteristics. The form included questions regarding age,
gender, marital status, educational level, occupational status,
income level, cohabiting individuals, history of chronic illness,
and whether the participant had previously received a psychiatric
diagnosis.

Cognitive Flexibility Scale (CFS)

To index cognitive flexibility, participants completed the 12-item
CFS. Responses are given on a six-point Likert format from 1
(“strongly disagree”) to 6 (“strongly agree”). Items 2, 3, 5, and
10 are reverse scored. Total scores (12—72) increase with greater
cognitive flexibility [14]. The Turkish validity and reliability
study of the scale was conducted by Celikkaleli in 2014 and the
Cronbach alpha value was found to be 0.74 [15].

Cognitive Distortions Scale-Ultra-Brief Form (CDS-UBF)

Developed by Morrison et al. (2022), this scale includes five
items, each corresponding to a specific cognitive distortion:
magnification/minimization,  overgeneralization,  “should”
statements, personalization, and mind reading. For each cognitive
distortion, both frequency (ranging from “never [I never thought
this way]” to “almost always [6—7 days in the past week]”) and
severity (ranging from “a little [up to 30%]” to “very much [over
70%]”) are simultaneously assessed [16].

The validity and reliability study of the Cognitive Distortions
Short Scale scale was conducted by Batmaz et al [17]. (batmaz
ve ark )Its 5-item short form was examined by Morrison and
colleagues in a series of samples that also included a Turkish
outpatient sample, where it demonstrated good validation indices,
and it has since been used in studies conducted in Turkey. [18].

In this study, only the CDS-UBF total frequency score was
calculated and used in the analysis, and the severity dimension
was not included in the analysis.

The Cognitive Failures Questionnaire (CFQ)

CFQ, introduced by Broadbent and colleagues in 1982, evaluates
everyday self-reported lapses in attention, memory, and motor
behavior. The instrument includes 25 items scored on a five-point
Likert scale (0 = never, 4 = always), with higher totals reflecting
more frequent cognitive failures [19]. The Turkish validity and
reliability of the scale was performed by Ekici et al. [20].

Suicidal Behaviors Questionnaire-Revised (SBQ-R)
Osman and colleagues (2001) developed the SBQ-R to evaluate
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suicidal ideation across the lifetime and the prior year, prior
suicide attempts, anticipated risk of future suicidality, and the
likelihood of reporting these thoughts to others. This self-report
scale consists of four items with varying response ranges, with the
aim of determining the overall level of suicide risk. The original
version of the SBQ-R demonstrated high internal consistency
(Cronbach’s 0=0.80) and good construct validity in both clinical
and non-clinical samples [21].

The validity and reliability of the Turkish version of the suicidal
behavior scale was performed by Bayam et al [22].

Originally developed and validated in mixed-age adult and
student samples, the SBQ-R has since been widely applied in
research with older adults, demonstrating good psychometric
properties [23,24].

Depression Anxiety Stress Scale-21 Items (DASS-21)

DASS-21 Items is a self-report instrument developed to
assess levels of depression, anxiety, and stress in individuals.
Developed by Lovibond and Lovibond (1995), the scale consists
of three subscales—depression, anxiety, and stress—each
comprising seven items. Items are rated on a 4-point Likert
scale ranging from 0 (never) to 3 (very often). Each subscale
is evaluated separately, with higher scores indicating more
severe psychological symptoms. The Turkish adaptation and
psychometric evaluation of the DASS-21 were conducted by
Saricam (2018), who concluded that the scale is a valid and
reliable measurement tool [25].

Statistical Analysis

Data were processed with SPSS (IBM, v29). Descriptive
statistics—means and standard deviations, as well as medians
with observed minima and maxima—were computed for
sociodemographic variables and for all scale scores. Normality
was evaluated using Kolmogorov—Smirnov alongside skewness/
kurtosis diagnostics. Given the non-normal distributions,
analyses proceeded with nonparametric tests.

Further, the bivariate relationships among the study’s main
variables—cognitive distortions, cognitive failures, cognitive
flexibility, and suicidal ideation—were examined using
Spearman correlation analysis, and the results were visualized
using a heatmap. To control for type I error due to multiple
testing, we applied a Bonferroni correction across the correlations
between suicidal behavior (SBQ-R) and the other variables
(2=0.05/10=0.005). Correlations with p<0.005 were considered
statistically significant.

Subsequently, a stepwise binary logistic regression analysis
was conducted to determine whether these cognitive variables
predicted suicidal ideation. For the stepwise binary logistic
regression analyses, suicidal behavior (at risk vs. not at risk) was
entered as the dependent variable. Candidate predictors included
variables that were either associated with suicidal behavior at
p<0.10 in the bivariate analyses and/or considered clinically
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relevant based on previous literature (cognitive failures,
cognitive flexibility, cognitive distortions subscales, DASS-21
depression, anxiety, and stress scores, age, educational level, and
presence of chronic illness). Given the relatively limited sample
size in relation to the number of potential predictors and the
exploratory aim of the study, a stepwise backward (likelihood
ratio) method was chosen to obtain a parsimonious model while
reducing the risk of overfitting. A stepwise backward (likelihood
ratio) method was used with an entry criterion of p<0.05 and a
removal criterion of p>0.10.

Before conducting the logistic regression, multicollinearity
among the predictors (cognitive distortions, cognitive failures,
DASS-21 subscales, and cognitive flexibility) was examined
using variance inflation factors (VIFs) and tolerance values; all
VIFs were below 1.13 to 7.95 and tolerance values were above
0.13 to 0.89, indicating no evidence of severe multicollinearity,
although moderate intercorrelations among the DASS-21
subscales were expected conceptually. Model calibration was
assessed using the Hosmer—Lemeshow goodness-of-fit test,
which indicated adequate fit (p=0.158).

Item 1 of the SBQ-R was previously categorized by Amini-
Tehrani et al. (2019) into two groups: responses such as “never”
and “brief thoughts” versus responses involving “a plan” or
“an attempt” [26]. In line with this approach, individuals with
a score of 2 or higher on Item 1 were classified as being “at
risk for suicidal behavior” in the present study. Accordingly,
participants were categorized into two groups: those at risk for
suicidal behavior and those not at risk. We acknowledge that
this dichotomization based on a single SBQ-R item represents a
relatively crude indicator of suicidal risk and does not replace a
more detailed clinical assessment of suicidality.

Since the data did not follow a normal distribution, the Mann—
Whitney U test was used for between-group comparisons.
Additionally, associations with categorical variables were
analyzed using the Chi-square test. For group comparisons,
effect sizes were also calculated (r for Mann—Whitney U tests
and Cramer’s V for chi-square tests) to complement p values.

Result

As in the study by Amini-Tehrani et al. (2019), two groups
were created based on responses to Item 1 of the SBQ-R when
evaluating suicidal behavior [26]. Accordingly, participants who
scored “2 or above” were classified as being at high risk for
suicidal behavior, while those who scored lower were categorized
as being at low risk. First, the sociodemographic variables were
compared between these two groups. Then, a stepwise binary
logistic regression analysis was conducted to identify the
psychological variables that predicted suicidal behavior.

No significant differences were found between the groups in
terms of age, gender, marital status, educational level, history
of chronic illness, or cohabitation status (p>0.05). The age
distribution was similar in both groups, with median ages of 68
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and 69.5 years, respectively. Variables such as gender distribution
and educational level were also statistically comparable between
the groups. Although some variables appeared numerically
imbalanced (e.g., educational level, living arrangement), the
corresponding effect sizes were small (age: r=0.09; Cramer’s V
for categorical variables ranged from 0.05 to 0.24, all <0.25),
indicating no meaningful group differences. These findings
indicate that individuals at high and low risk for suicidal
behavior were homogeneous in terms of basic sociodemographic
characteristics. The sociodemographic characteristics of the
participants are presented in Table 1.

According to the results of the Mann—Whitney U test, scores on
the cognitive distortion subscales of magnification/minimization
(p<0.001), mind reading (p<0.001), and overgeneralization
(p<0.001) were significantly higher in the group at risk for
suicidal behavior. While personalization (p=0.169) did not
show a significant difference, the “should” statements subscale
(p=0.045) differed significantly between the groups. In addition,
the total score of the CFQ (p<0.001) was significantly higher
in the risk group. Among the DASS-21 subscales, levels of
depression (p<0.001), anxiety (p=0.002), and stress (p<0.001)
were also significantly elevated in the high-risk group. In
contrast, no significant difference was observed between the two
groups in terms of cognitive flexibility scores (p=0.231). These
findings are presented in Table 2.

This heatmap visualizes the Spearman correlation coefficients
among cognitive distortions (magnification/minimization, mind
reading, overgeneralization, personalization, and “should”
statements), psychological symptoms (depression, anxiety,
stress), cognitive failures, cognitive flexibility, and suicidal
behavior (SBQ-R). Warmer colors indicate stronger positive
correlations, while cooler colors represent weaker or negative
relationships.

Notably, suicidal behavior (SBQ-R) revealed significant
positive  correlations ~ with  magnification/minimization
(r=0.354, p<0.001), mind reading (r=0.344, p<0.001), and
overgeneralization (r=0.461, p<0.001). This suggests that
certain cognitive distortions may be important risk factors for
suicide among older adults. In addition, there was a significant
positive correlation between cognitive failures and suicidal
behavior (r=0.438, p<0.001). In contrast, cognitive flexibility
showed significant negative correlations with suicidal behavior
(r=-0.301, p=0.002), depression, and stress, thereby indicating
its potential role as a protective factor. These correlations
remained significant after Bonferroni correction (a=0.005). The
findings are illustrated in Figure 1.

Inthe stepwise binary logistic regression analysis, the initial model
included cognitive failures, cognitive flexibility, depression,
anxiety, stress, age, educational level, marital status, and the
presence of chronic illness. At each step, variables that did not
make a statistically significant contribution were excluded from
the model. In the final model, only total cognitive failure score
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and the cognitive distortions of magnification/minimization and
overgeneralization remained as significant predictors.

In the final model (Step 12), the total cognitive failure score
(B=0.037, p=0.009, Exp(B)=1.038), magnification/minimization
(B=0.632, p=0.030, Exp(B)=1.881), and overgeneralization
(B=0.683,p=0.018, Exp(B)=1.980) were found to be significantly
associated with suicidal behavior. These findings indicate that
these variables are independent predictors of suicidal behavior.
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The Hosmer-Lemeshow test indicated adequate calibration
of the final model (}*(8)=11.85, p=0.158). In the final logistic
regression model, overall classification accuracy improved from
52.5% in the null model to 76.2%, indicating that the cognitive
variables substantially enhanced discrimination between older
adults at risk vs. not at risk for suicidal behavior. The explanatory
power of the final model was calculated as Nagelkerke R?>=0.365.
Model 12 is presented in Table 3.

Table 1. Sociodemographic characteristics of geriatric individuals with and without risk of suicidal behavior according to the SBQ-R scale

Group at Risk for Suicidal

Group Not at Risk for Suicidal

Varia Behavior (n=53) Behavior (n=48) p
Age (median, Min-Max) 68 (65-81) 69.50 (65-81) 0.344°
Sex (n)

Female 28 19 0.183b
Male 25 29

Marital Status (n)

Single 1 4

Married 23 21 0.121¢
Widowed 26 16

Divorced/Separated 3 7

Educational Level(n)

Primary School 30 20

Middle School

High School 3 3 0462
University 13 18

History of Chronic Illness (n)

Absent 12 18 0.103°
Present 41 30

Living Arrangement(n)

Alone 21 11

With Spouse 21 20 0.155°
With Children 8 9

Other 3 8

@ Mann- Whitney U Testi, : Pearson Chi- Square, °: Chi- Square test (Likelihood Ratio test was used because more than 20% of the expected frequencies were

less than 5)

Table 2. Comparison of cognitive characteristics and psychological parameters between geriatric individuals with and without risk of suicidal behavior according

to the SBQ-R scale

Group at Risk for Suicidal

Group Not at Risk for Suicidal

Variables Behavior (n=53) Behavior (n=48) p
Cognitive Distortions Scale (CDS), (median, min—-max)

Magnification/Minimization 1.0 (0.00-3.00) 0.0 (0.00-2.00) <0.001
Mind Reading 1.0 (0.00-3.00) 0.0 (0.00-2.00) <0.001
Overgeneralization 1.0 (0.00-2.00) 0.0 (0.00-3.00) <0.001
Personalization 1.0 (0.00-2.00) 0.0 (0.00-2.00) 0.169
Should Statements 1.0 (0.00-3.00) 1.0 (0.00-3.00) 0.045
Cognitive Failures Questionnaire (CFQ), (Median, min-max) 39.00 (12.00- 95.00) 24.50 (0.00- 73.00) <0.001
Cognitive Flexibility Scale (CFS), (Median, min—-max) 43.00 (29.00- 62.00) 48.00 (32.00- 69.00) 0.231
DASS-21 (Median, min-max)

Depression 6.00 (0.00-21.00) 2.00 (0.00-14.00) <0.001
Anxiety 6.00 (1.00- 19.00) 4.00 (0.00-14.00) 0.002
Stress 6.00 (0.00- 19.00) 3.50 (0.00- 13.00) <0.001

Possible score ranges — Cognitive Distortions Scale subscales: 0-3; CFQ: 0-100; CFS: 12-72; DASS-21 Depression/Anxiety/Stress: 0-21.
DASS-21: Depression, Anxiety, and Stress Scale. Mann—Whitney U test was used. *p<0.05, p<0.001
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Correlation Heatmap of Cognitive Variables and Suicidal Eehavior 1.0
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Figure 1. Correlation heatmap of cognitive distortions and psychological variables. Warmer colors indicate stronger positive correlations; cooler tones indicate
weaker or negative correlations. CFQ: Cognitive failures questionnaire; SBQ: Suicidal behaviors questionnaire-revised, CFS: Cognitive flexibility scale. Spearman
correlation coefficients are shown. Bonferroni correction was applied for correlations with SBQ-R (a=0.005)

Table 3. Logistic regression results (Step 12) showing the effect of cognitive failures and cognitive distortions on suicidal behavior

Predictor Variables B SE Wald p Exp(B) 95% CI (Lower — Upper)
CFQ (Total Scores) 0.037 0.014 6.875 0.009 ** 1.038 1.009 — 1.067
Magnification/ Minimization 0.632 0.291 4718 0.030 * 1.881 1.064 —3.324
Overgeneralization 0.683 0.290 5.551 0.018 * 1.980 1.127 - 3.479
Constant -2.109 0.533 15.688 <0.001 ** 0.121 0.043 - 0.336

CDQ: Cognitive distortions questionnaire; B: Unstandardized regression coefficient; SE: Standard error; Wald: Wald chi-square test statistic; Exp(B): Odds ratio;
95% CI (Lower — Upper) = 95% confidence interval for Exp(B); *p<0.05, **p<0.001

Discussion in cognitive distortions, such as magnification/minimization,
overgeneralization, and mind reading. Correlation and regression
findings indicated associations between suicidal behavior and
the cognitive distortions of magnification/minimization and
overgeneralization. Previous studies have revealed that cognitive

The findings of this study indicated that cognitive distortions
and failures are significantly associated with suicidal behavior
in older adults. Specifically, our results revealed that older
individuals at risk for suicidal behavior more frequently engaged
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distortions remain significant contributors to suicidal behavior
even after controlling for symptoms of depression and anxiety
[11]. Similarly, in our study, we found that these two cognitive
distortions continued to predict suicidal behavior even after
controlling for variables commonly associated with suicide, such
as age, gender, marital status, depression, anxiety, and stress.

From a clinical perspective, this finding suggests that older adults
may be at risk for suicide not only due to mood disorders or life
circumstances but also because of the manner in which they
interpret events. In late life, older individuals often face multiple
stressors, such as physical illnesses, functional decline, social
isolation, and the loss of loved ones. Interpreting such difficulties
through distorted cognitive processes—such as magnification/
minimization or overgeneralization—may increase feelings
of hopelessness and trigger suicidal thoughts and behaviors
among them. Therefore, relying solely on depression screening
may be insufficient when assessing suicide risk in the geriatric
population. In the present study, depressive, anxiety, and stress
symptoms (DASS-21) showed robust bivariate associations with
suicidal behavior, but they did not remain significant predictors
once cognitive distortions and cognitive failures were entered
into the multivariable model. One likely explanation is that our
sample was restricted to older adults without a current DSM-
5 diagnosis of major depressive or anxiety disorders, which
may have limited the range and severity of mood symptoms
and reduced their independent predictive power. In addition,
mood symptoms and maladaptive cognitions share substantial
variance; when considered simultaneously, cognitive distortions
and everyday cognitive failures may capture the more proximal
cognitive processes through which emotional distress translates
into suicidal ideation. A more comprehensive assessment that
also includes cognitive distortions and subjective cognitive
difficulties (as indexed by the CFQ) may therefore be necessary
to adequately identify older adults at elevated risk for suicidal
behavior.

In our study, older adults at risk for suicidal behavior exhibited
significantly higher levels of cognitive failures. These failures
primarily reflect subjective weaknesses in cognitive performance,
such as distractibility, forgetfulness, and lapses in attention
experienced in daily life [13]. Moreover, age-related cognitive
slowing and declines in attention and concentration abilities
may contribute to an increased frequency of such failures in
older individuals. The literature suggests that such cognitive
impairments may negatively affect one’s self-perception [27],
thus leading to increased hopelessness, feelings of inadequacy,
and—indirectly—suicidal ideation [28]. Within this framework,
the findings of our study suggest that everyday cognitive failures
may be associated with an increased risk of suicidal behavior in
older individuals. This highlights the importance of systematically
assessing subjective perceptions of cognitive performance and
complaints related to attention and memory functions in clinical
practice, particularly in relation to suicide risk.

In a study by Jordan et al. (2020), it was found that passive
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suicidal ideation among patients in the geriatric age group
was associated with impairments in cognitive flexibility [29].
Similarly, our study also revealed a statistically significant
negative relationship between cognitive flexibility and the risk of
suicidal behavior in the geriatric population. It is well established
that cognitive flexibility tends to decline with age [30], and such
a decline may further contribute to an increased risk of suicidal
behavior in older individuals. Therefore, the literature emphasizes
the need for further research to examine the relationship between
cognitive flexibility and suicidal behavior in greater depth.

This study makes a significant contribution to the literature
by specifically examining the relationship among cognitive
distortions, cognitive failures, cognitive flexibility, and suicidal
behavior within the geriatric population. Demonstrating the
association of specific cognitive distortions—particularly
magnification/minimization and  overgeneralization—with
suicidal behavior through both correlation and stepwise logistic
regression analyses supports the statistical robustness of the
findings. Moreover, by exploring the link between subjective
cognitive failures and suicidal behavior, this study offers an
initial and hypothesis-generating perspective on understanding
suicide in older adults. In this regard, the study suggests that it
may be useful for clinicians to consider interventions not only
at the level of psychiatric diagnoses but also at the level of
cognitive processes, although this requires confirmation in future
intervention studies. For example, approaches such as cognitive
restructuring targeting maladaptive beliefs related to perceived
cognitive failures and problem-solving therapy to enhance coping
with stressful life events could be explored as potential strategies
rather than being viewed as evidence-based recommendations
at this stage. Beyond the social and psychological determinants
of suicidal behavior, the findings emphasize the importance of
cognitive processes, which tend to decline in older age. In this
way, the study provides a meaningful contribution to the existing
body of knowledge on how cognitive factors are associated with
suicidal behavior in later life, without implying a direct causal
pathway.

This work is not without limitations; the cross-sectional
design prevents us from inferring cause—effect links among
the variables. The direction of the association between suicidal
behavior and cognitive distortions or failures was established
only at a correlational level. Additionally, since suicidal behavior
was classified based on a single item from the SBQ-R, the lack of
a more detailed clinical evaluation may have limited diagnostic
precision. Also the SBQ-R, a brief self-report instrument that was
not specifically designed or validated for geriatric populations.
Therefore, some age-related aspects of suicidality in older adults
(e.g., passive death wishes, health-related preoccupations, or
communication difficulties) may not have been fully captured,
and the self-report format may have led to underreporting among
participants with sensory impairments, cognitive decline, or
low literacy. Variables such as cognitive failures and cognitive
flexibility were assessed solely through self-report measures; the
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absence of neuropsychological testing prevented an objective
evaluation of cognitive performance, which is particularly
important in older adults.

Although; some methodological considerations should be
noted. Regression models that include interrelated cognitive and
emotional variables may be sensitive to multicollinearity and
unstable variable selection. In the present study, we examined
multicollinearity using VIF and tolerance values and found no
evidence of severe multicollinearity, and we assessed model
calibration with the Hosmer—Lemeshow test, which indicated
adequate fit. Nevertheless, future research should consider
alternative modelling strategies—such as hierarchical entry
of cognitive and mood variables, and bootstrapped estimation
and calibration procedures—to more rigorously evaluate model
stability and predictive accuracy in this field.

Lastly, both the relatively limited sample size and single-
geographic recruitment reduce the extent to which the findings
can be generalized. Despite these limitations, the study remains
noteworthy and informative for its focus on cognitive processes
in explaining suicidal behavior among the geriatric population.

Conclusion

This study revealed significant associations between suicidal
behavior and cognitive distortions and failures among older adults,
thereby indicating that suicidal behavior among the elderly should
be evaluated not only in the context of psychiatric diagnoses or
mood disorders but also based on how individuals perceive and
interpret life events. Specifically, distorted thinking patterns such
as magnification/minimization and overgeneralization, along
with subjective cognitive failures, were shown to be independent
risk factors for suicidal behavior. These findings highlight the
importance of targeted psychoeducational and therapeutic
interventions—such as cognitive restructuring—in preventive
mental health practices for the elderly. Prospective longitudinal
research incorporating neuropsychological evaluations may
clarify the causal nature of these associations and inform broader
interventions to prevent suicidal behavior in older adults.
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