Case study 2: Sarah
Clinical Case Example: "Sarah K." – Suicidal Ideation in a Young Adult Woman
Name: Sarah K.
Age: 29
Gender: Female
Occupation: Marketing assistant (currently on leave)
Marital Status: Single
Referral Source: General practitioner (GP) referral after disclosure of suicidal thoughts

1. Presenting Problem
Sarah presented to her GP reporting persistent low mood, fatigue, and feelings of hopelessness over the past six months. She admitted to experiencing frequent suicidal thoughts, including a plan to overdose on medication. Following risk assessment, she was referred to a clinical psychologist for urgent evaluation and treatment.
Sarah reported, “I just feel like I can’t do this anymore. Nothing is going to get better.”

2. Background Information
Sarah was raised in a middle-class household as the eldest of three siblings. Her parents divorced when she was 13, a period she described as “chaotic and painful.” She reports taking on a caregiving role for her younger siblings during that time.
She completed university with good grades but describes a long history of perfectionism, self-criticism, and difficulty coping with perceived failure.
Sarah currently lives alone in a small apartment. She describes having “few close friends” and limited social support. Her romantic relationship of three years ended eight months ago, which she identifies as the beginning of her current depressive episode.
There is a family history of depression (mother) and alcohol misuse (father).

3. Current Symptoms
· Mood: Depressed, tearful, feelings of emptiness.
· Cognition: Persistent guilt, self-blame (“It’s my fault everything falls apart”), cognitive distortions around worthlessness and failure.
· Behaviour: Social withdrawal, poor appetite, difficulty sleeping, neglect of personal hygiene.
· Motivation: Markedly reduced energy; difficulty performing daily tasks.
· Suicidal Ideation: Daily thoughts of wanting to die; has thought about overdosing but no recent attempts. Keeps medication locked away after GP’s intervention.

4. Mental State Examination (MSE)
· Appearance: Thin, pale, minimal eye contact, slouched posture.
· Speech: Soft, slow, and low in volume.
· Mood/Affect: Describes mood as “numb” and “empty”; affect constricted and congruent.
· Thought Content: Hopelessness, self-deprecating beliefs, passive suicidal ideation.
· Perceptions: No hallucinations or delusions reported.
· Cognition: Oriented to time, place, and person. Concentration poor.
· Insight: Aware she is depressed and seeking help, though ambivalent about whether therapy will “make a difference.”


