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8.1  Background and Overview

Somewhat uncomfortable with the then prevailing biomedical orthodox view of peo-
ple, health and how to respond to health challenges, Engel (1977, 1980) advanced a 
counter narrative. He made the case if health-care practitioners wanted to offer sub-
stantive, adequate and effective responses to a person’s suffering, then they needed to 
consider and respond to needs arising out of the biological, psychological and social 
dimensions of their experience. As a result, Engel (1977) authored the Biopsychosocial 
(BPS) model and, in so doing, tried to reverse the dehumanization of health sciences 
and disempowerment of patients (Borrell-Carrió et al. 2004; Smith et al. 2013). In 
this context, the BPS model, patient-centred and humanistic approaches can be and 
have been used in P/MH nursing to bring about improvements in clinical practice 
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(Borrell-Carrió et al. 2004; Henningsen 2015; Smith et al. 2013). This model consid-
ers the need to include consideration of individuals’ experience, perceptions, func-
tion in daily life, intellectual capacity, emotional stability, productivity, performance 
of social roles and social determinants (Fava and Sonino 2008).

According to Borrell-Carrió et al. (2004), the BPS model is both a philosophy of 
clinical care and a practical clinical guide. Key philosophical ideas include the 
notion that suffering, illness and the well-being of the person can be affected and 
impacted by multiple levels of influence, from the social aspects to the biological. 
At the practical level, it is a way of attempting to understand the patient’s subjective 
experience and ‘weaving’ this understanding, as it is an essential consideration, into 
the care episode (Borrell-Carrió et al. 2004).

The BPS approach can be traced back to Engel’s (1977) theoretical and clinical 
evolution away from the ‘one-dimensional’ (and linear) Biomedical model. For Engel 
(1977) restricting or limiting one’s conceptualisation of suffering and experiences of 
‘ill-health’ to those available within the Biomedical model did not provide an adequate 
‘frame’ to understand and respond to the person’s suffering and experiences. An ade-
quate response from the practitioner, according to Engel (1977), required him/her to 
understand the person’s suffering and to communicate this sense of understanding. And 
to do so, the practitioner required him/her to be mindful of and respond to the whole 
multidimensionality of the suffering/experience and thus consider the biological, psy-
chological and social dimensions of suffering/experience/illness (Henningsen 2015).

Engel (1977) can thus be seen to be eschewing reductionist views of the person- and 
health-related responses. For Engel (1977) there was a further element of this approach; 
he argued that his ideology might help combat or serve as a counterpoint to the dehuman-
ization of medicine and disempowerment of patients that he perceived. Interestingly, per-
haps especially to those Psychiatric/Mental Health (P/MH) nurses that have a ‘bent’ or 
preference for qualitative research methods (see Cutcliffe and Goward 2000), his model 
‘made room’ for possibility that the subjective experience of the person was amenable to 
scientific study (Engel 1977, 1980). Engel’s (1977) model subsequently became known 
as ‘the Biopsychosocial model’. As a further interesting element in the origins and early 
development of the model, Engel (1977) did not focus on mental health; indeed he never 
tried to demonstrate the models’ application or relevance to mental health; rather, he 
assumed it (Ghaemi 2009). Rather Engel (1977) focused on medical conditions and 
physiological (rather than psychological) suffering.1

As pointed out, Engel posited that to appreciate health in general, one must first con-
sider the psychological, behavioural and social dimensions that contribute to illness-
related events (Henningsen 2015). For Engel, the interactions between biological, 
psychological and social factors determine the cause, manifestation and outcome of 
wellness and disease. The BPS model posits that any one factor is not sufficient; it is the 
interaction between people’s physical verdure (biology), mental health and behaviour 
(psychology) and social and cultural context that determine the course of their health-
related outcomes (www.boundless.com, n.d.) (Alderfer et al. 2009; Borrell-Carrió et al. 
2004; Fava and Sonino 2008; Smith et al. 2013). The BPS approach has been described 
as an integrative perspective that added patients’ psychological and social health 

1 Though this may not be entirely surprising given Engel’s background as an internist, with a spe-
cialism and interest in gastrointestinal disorders.
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concerns to the Biomedical model (Smith et al. 2013), because it considers the relation-
ship between mental and physical aspects of health is complex and health cannot be 
reducible to laws of physiology (Borrell-Carrió et al. 2004). Thus, this model is directly 
opposed to a tendency to reductionism and compartmentalization of the variables that 
influence health conditions (Friedman et al. 2012). This model includes consideration of 
individuals’ experience, perceptions, function in daily life, intellectual capacity, emo-
tional stability, productivity, performance of social roles and social determinants has 
emerged as a crucial part of clinical investigation and patient care (Fava and Sonino 
2008). The Biopsychosocial factors may operate to facilitate, sustain or modify the 
course of illness because they are important determinants of susceptibility, severity and 
course of illness (Borrell-Carrió et al. 2004; Fava and Sonino 2008).

8.2  Essential Theoretical Elements of the Biopsychosocial 
Model

The Biopsychosocial model has a number of theoretical underpinnings. In no order 
of priority necessarily, the authors can identify:

• The model incorporates holistic views of the person.
• The model draws upon systems theory.
• The model draws upon ecological theory.
• The model draws upon experiential thinking and experiential learning.
• The model emphasizes ‘person-centred’ health-care approaches.

8.2.1  Holism and Multidimensionality

A clear emphasis in Engel’s (1977, 1980) original works is that of rejecting certain 
pervasive views in medicine at the time, as he wished to ‘rehumanize’ medical care. 
Accordingly, he eschewed the dominant, Descartian reductionist views of people 
and their health. In contrast, a holistic approach, which should be familiar to twenty- 
first- century P/MH nurses (see, e.g. Long and Baxter 2001; American Holistic 
Nurses Association and American Nurses Association 2013; Zahourek 2008), refers 
to a comprehensive view of the person, and his/her health, wherein the person has 
physical, emotional, social, economic and spiritual domains. Moreover, these 
domains or dimensions of the person are in intimate contact with one another, to the 
extent that they have a reciprocal influence on each other and cannot be understood 
in isolation of the other dimensions. Thus as a further contrast to reductionist phi-
losophy, a holistic view of the person sees him/her as more than the sum of his/her 
individual parts (Long and Baxter 2001; American Holistic Nurses Association and 
American Nurses Association 2013; Zahourek 2008).2 For the authors of this 

2 While some authors appear to have co-opted or adopted the term holism and use this to refer to a 
collection of ‘new age’, complimentary and/or ‘alternative’ health-care ‘treatments’, the authors 
deliberately limit their use of the term holism to refer to a holistic approach and a holistic view of 
the person (ala—Engel’s original works).
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 chapter, holistic P/MH nursing then refers to contemporary nursing practice that 
expresses and operationalizes this philosophy and view of the person. For Engel, 
health problems or challenges, including mental health problems, have an origin or 
antecedent in at least three dimensions. The person’s health problem will have a 
biological component (which considers a person’s genes, nutritional status, neuro-
endocrine and neurological issues), a psychological component (which considers a 
person’s emotions, thoughts, behaviours) and a social component (which considers 
the person’s background and experience of trauma, stress and the environment).

8.2.2  General Systems Theory

The theoretical underpinnings of the biopsychosocial model include ‘General 
Systems theory’ (Von Bertalanffy 1976). According to von Bertalanffy, systems 
theory refers to and is concerned with the structure and properties of systems in 
terms of ‘relationships’ the system contains. Understanding these relationships 
between variables in the system leads to a deeper and more comprehensive under-
standing of the whole. Interestingly, systems theory is multi- or transdisciplinary in 
nature as it draws together theory and concepts from various domains of science 
including physics, philosophy, biology and engineering. In advancing his ideas 
about systems theory, von Bertalanffy highlighted the interrelatedness and interde-
pendence of phenomena—be they physical, biological, psychological, social and 
cultural in nature. Systems then, for von Bertalanffy, are integrated wholes, and 
understanding the properties of the system will not be advanced by adopting a 
reductionist view.

8.2.3  Ecological Perspectives

Ecological views of health are predicated on the premise that health, behaviour and 
their determinants are interrelated (Crosby et al. 2013). In recognizing that health 
is influenced by a range of interrelated factors, ecological views of health consider 
a combination of individual, social, environmental, interpersonal, organizational, 
community and public policy issues/factors (Bronfenbrenner 1979; McElroy et al. 
1988; Nurse and Edmondson-Jones 2007; Bentley 2013). Ecologically based views 
of health regard it as axiomatic that no one, single factor can provide an adequate 
or comprehensive explanation as to why some people or groups are at higher risk 
of experiencing health challenges and problem. Accordingly, the ecological propo-
sition of the existence of multiple layers of influence, both ‘inside’ and ‘outside’ 
the person, which can have a profound affect and effect on the health and well-
being of the person, is highly congruent with the ideas underpinning the BPS 
approach.

J.C. Santos et al.
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8.2.4  Experiential Knowledge and Experiential Learning

Experiential learning is the process of learning through experience and is often 
referred to as learning through reflection on doing. As opposed to traditional ‘class-
room’ learning, experiential knowledge is knowledge gained through experience. 
Dewey (1938), often credited as the originator of experiential learning, argued that 
it can also be contrasted both with propositional (textbook) knowledge and with 
practical knowledge. Moreover, experiential learning incorporates the notion that 
any learning that supports ‘students’ in applying their knowledge and conceptual 
understanding to real-world problems, even when this knowledge is acquired in 
‘classroom’ settings (Wurdinger and Carlson 2010). Accordingly, when the BPS 
refers to the need to consider the person’s experience and perceptions as a crucial 
part of clinical assessment patient care, then the value of client’s learning from their 
own experience of suffering and health challenges can be seen to be woven into the 
theoretical underpinning of the BPS approach.

8.2.5  Person-Centred Health Care

According to McCance et al. (2011), person-centred (PC) care is a way of thinking 
about and delivering health care in a manner that sees the people using health and 
social services as equal partners in planning, developing and monitoring care to 
make sure it meets their needs. This means an inversion of the traditional models of 
health care whereby ‘patients’ (not clients, users or persons) were largely passive 
recipients of care, not active and ‘equal’ participants. Person-centred care then means 
putting people and their families at the centre of decisions and seeing them as experts, 
working alongside professionals to get the best outcome (Cloninger 2011). The rel-
evant literature shows that there is no consensus on a definition of person-centred 
care; however, there appear to be some common elements shared across these vari-
ous definitions and conceptualisations. These include—in no order of priority 
necessarily:

 1. Putting clients at the centre of care.
 2. Respecting client values and choices.
 3. Power sharing, involving family and/or significant others (if the client wishes).
 4. Individualizing responses and care.
 5. Communicating empathy, compassion, understanding and being non- judgmental. 

In order to offer person-centred care, it is argued (see Cutcliffe et al. 2015) that 
services need to change to be more flexible to meet people’s needs in a manner 
that is best for them. In forming partnerships with clients, the underlying phi-
losophy is enacted—it is about working with people, rather than ‘doing to’ them 
(Cutcliffe et al. 2015).

8 The Biopsychosocial Approach: Towards Holistic, Person-Centred
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8.3  The Biopsychosocial Approach and Mental Health Care

As stated, the BPS approach presupposes the existence of different hierarchical lev-
els of systems structurally and functionally interconnected. An understanding of the 
phenomena that can be characterized as ‘biological level’ (e.g. atoms, molecules, 
cells, tissues, organs and body systems) is necessary, but not sufficient to explain, 
let alone respond to health conditions. The higher complex levels such as the psy-
chological (human being perspective, experience and behaviour) and social or envi-
ronmental (relationships, family context, community, society and environment) also 
need to be considered. For some authors, these factors are all relevant, in all cases, 
at all times (Ghaemi 2009).

While the approach does require the P/MH nurse to view the person through a 
holistic, multidimensional lens, the relevance and contribution of each domain can 
vary from illness experience to illness experience, from one person to another and 
even between two different episodes of the same illness in the same person (Fava and 
Sonino 2008). This is because the relative importance of biological, psychological 
and social factors in explaining health conditions constantly changes over time 
(Henningsen 2015). Thus, the model provides a background to the holistic evaluation 
and practice, but there is no assumption of proportional representation of the domains 
(Jull 2017). The linear view of causality is substituted by a circular causality consid-
ering a complex interaction among psychological, sociological and physiological 
variables and feedback mechanisms. The literature regarding a biopsychosocial-
oriented clinical practice recommends that assistance includes self-awareness, 
active cultivation of trust, empathy, self-calibration, educating the emotions, using 
informed intuition and communicating clinical evidence to foster dialogue, not just 
the mechanical application of protocols (Borrell-Carrió et al. 2004).

There are criticisms of BPS model that consider it not testable (vaguely defined, 
with unclear boundaries), overly general (non-selective eclecticism, inefficient and 
time-consuming), without specific method (to be operationalized) (Ghaemi 2009; 
Smith et al. 2013). In response of these criticisms, the literature regarding BPS model 
constructed well-defined, consistent and repeatable patient-centred interviewing 
methods to identify the psychological and social components of the BPS model.

8.4  Evidence of Efficacy: Evaluation and Criticism 
of the Biopsychosocial Model

Revolta et al. (2016) used the BPS model to help health-care staff to understand, 
formulate and develop interventions for people with dementia. Through using the 
BPS model, complex factors that influence a person’s well-being can be identified. 
Through understanding a person’s difficulties, the health-care practitioner is able to 
select appropriate interventions to combat the illness and enhance the patient’s well-
ness. The Biopsychosocial model additionally allows for the consideration of such 
issues as the belief factors associated with healing and the societal conception of 
disease. Advantages of the BPS model are found in its holistic awareness of levels 

J.C. Santos et al.
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in nature and inclusiveness of diverse perspectives. Proponents for BPS advocate 
that when contemplating illness, one must consider the social and behavioural fac-
tors that play a significant role in health overall (e.g. poor eating habits, obesity, 
smoking, excessive alcohol consumption, recreational drugs, risk taking behaviour, 
stress, anxiety, depression, etc.). Focusing only on the physical symptoms of illness 
does not give us the complete picture and understanding of these phenomena. In 
Habtewold et al. (2016) study on co-morbidity of depression and diabetes, the bio-
psychosocial variables included marital status, experience of a negative life event in 
the last 6 months, occupation, diabetic complication and poor social support which 
significantly increased average depressive symptoms score. Evidence- based inter-
ventions focusing on these identified biopsychosocial factors are useful in alleviat-
ing depressive symptoms.

The BPS model developed a general framework with the two dominant concep-
tions of so-called mental illness: (1) the biological psychiatry view that ‘mental 
disorders’ arise from faulty biology and (2) the psychodynamic view that empha-
sizes the psychological dimensions of maladaptive patterns of thinking, feeling and 
acting and relating could be reconciled. Thus, BPS became the most frequently 
adopted perspective in psychiatry. As stated by Jensen et al. (2015) in their study on 
hypnosis, BPS models have proven to be useful in understanding other complex 
issues, including chronic pain, depression and substance abuse. Importantly, bio-
psychosocial models allow for the possibility that many factors can play a role and 
contribute to hypnotic responding. It has been accepted for a long time, in both 
research and practice, that it is necessary to consider the biological, psychological 
and social elements of an individual in order to enhance understanding and treat-
ment (Carey et al. 2014). The BPS model is a useful intervention for medical prac-
titioners (Pilgrim 2015).

While there are proponents for the BPS model, it is not without criticism. The 
most generally cited problem is the inclusiveness of the BPS model that results in 
an unscientific, pluralistic approach. This model potentially justifies an ‘anything 
goes’ approach to psychiatry, medicine and health. This pluralistic approach is quite 
the opposite of the analytic scientific approach that breaks the world into its compo-
nent parts. Ghaemi (2009) postulates that the unclear boundaries of BPS can con-
fuse treatment and is a poor model for addressing costs of managed care in the area 
of psychiatry. Further, Ghaemi (2009) explains that while the biopsychosocial 
model was valuable in its day as a reaction to biomedical reductionism, its historical 
role has played out. So-called mental illness is complex; biology is not enough; but 
the biopsychosocial model is not enough either. In the view of Ghaemi (2009), psy-
chiatry should look to less eclectic, less generic, less vague alternatives.

8.5  Assessment

A number of authors and agencies have advanced guidelines for and/or produced 
BPS assessment instruments (see, e.g. De Jonge et al. 2001; Pai et al. 2008; Alderfer 
et al. 2009; Andrasik et al. 2015; MIND 2008). And to a greater or lesser extent, 
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each of these features contain certain rudimentary elements and underpinnings. Not 
least, given the nature of the BPS approach, the assessment must be holistic and 
must have assessments of a variety of ‘domains’ or ‘dimensions’. Engel’s (1977) 
original approach focused on the biological, psychological and social dimensions. 
More contemporary BPS instruments tend to expand the areas of assessment and 
include additional domains and dimensions. Andrasik et  al. (2015), for instance, 
declare that, within the biological domain, assessment should also focus on physi-
cal, physiological, biochemical, nutritional or genetic domains. Similarly, the same 
authors argue that assessment within the psychological domain should also include 
focus on emotional, affective, cognitive, behavioural, spiritual and personality 
domains. And with regard to the social domain, Andrasik et al. state that assessment 
should include attention to environmental, cultural, family, work and interpersonal 
domains. While individual BPS assessment instruments share different emphases 
(Andrasik et al. 2015) and will dedicate more attention to different domains, many 
of the instruments, in the opinion of the authors, still tend to favour and overempha-
size biological/pharmacological—in line with this biomedical emphasis in P/MH 
care in most parts of the world (see Barkley 2009). Given the focus of this book, 
however, the authors have advanced an assessment guideline that reflects a more 
person-centred, less biomedical-orientated approach.

Biopsychosocial assessments, as with other assessments in mental health care, 
need to occur within the context of a therapeutic relationship; the P/MH assessor 
will need to establish a healthy degree of rapport (MIND 2008). In so doing, the 
accuracy of the assessment is enhanced. Indeed, some authors have advanced the 
argument that to operationalize a genuine BPS assessment, the style of communica-
tion needs to move away from ‘traditional’ assessment methods. For instance, in his 
paper on interviewing and provider-patient relationships in the BPS approach, 
Smith et  al. (2013) underscore the central role of communication and make the 
argument that there is a need to educate and train mental health-care providers 
(Smith focuses on physicians) in patient-centred interviewing methods.

Given that the rationale for an assessment is to gain a comprehensive, holistic 
‘picture’ of the person, his/her specific challenge(s) or mental health problem(s), the 
P/MH nurse should encourage the person to speak, perhaps initially focusing on 
recent experiences, stressors, changes and traumatic events, and then the conversa-
tion can be widened to include the more historical events and experiences. It would 
be wise to explore and seek to understand the person’s sense of connectedness, his/
her relationships and strengths/current limitations. The person should be encour-
aged to talk about his history—psychiatric (if any) and medical—and, importantly 
for a BPS assessment, the person’s lifestyle (e.g. hobbies, diet, exercise, drug/alco-
hol use, social support and relationships). And a ‘formal’ mental health assessment 
may also be undertaken (see below).

Comprehensive assessments ought to include an exploration of the person’s 
strengths and challenges (MIND 2008), and it is perhaps tautological to point out 
that accurate and thorough documentation of the assessment must be maintained. 
And the facility exists for additional, more specific areas, and issues can/could be 
considered and assessed—such as the potential for or risk of aggression/violence, 
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potential for or risk of self-harm and/or suicidal thoughts/feelings/risk. The authors 
would advance the view that such specialized areas are perhaps best assessed by a 
combination of the clinical interview and validated risk assessment instruments 
(Cutcliffe and Santos 2012). Any assessment interview, for the authors at least, will 
have increased validity and accuracy, if the P/MH nurse attempts to foster and com-
municate an atmosphere of understanding and empathy (see also Stein et al. 1998). 
Indeed, for a genuine application of the BPS approach, then an atmosphere of empa-
thy is necessary (but not sufficient). Creating a permissive atmosphere, one where 
eliciting the client’s perspective is also vital. The assessment should seek the client’s 
ideas and views about his/her situation/experience/health challenge. Ensuring that 
these qualities, behaviours and attitudes are present and influential during the 
assessment interview can help establish rapport/build trust, it can further encourage 
and facilitate the exchange of information, and it both demonstrates and communi-
cates a sense of care, concerns and hope. All of which will, according to Zucarrello 
(2015), increase the likelihood the client ‘buys in’ to the agreed treatment plan.

8.6  Example of a Biopsychosocial Assessment

Basic Information:
Name
Date of birth/age
Race/ethnicity
Address/contact details

8.6.1  Presenting Concern(s)

What brought you here today?
What/how would you describe your major (presenting) issues/problems?
What background/history to your problem(s)—if you are aware of any—exists 

here?
What are you hoping to get from this ‘treatment episode’?
What support systems and/or people do you have in your life? Where (to whom) 

do you go when you need support?

8.6.2  Previous Attempts and/or Experiences with Trying 
to Resolve Your Issue/Problem

What previous experiences of formal mental health care—if any—do you have?
Please list any ‘talk therapy’, counselling and psychotherapy you have experi-

enced previously.
Please comment on these previous experiences—how useful/not useful was it? 

What was particular helpful/unhelpful? What brought this to an end?

8 The Biopsychosocial Approach: Towards Holistic, Person-Centred
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What previous experiences of psychotropic medication—if any—do you have?
Please list any ‘drugs’, dosages and frequency you have taken previously or are 

currently taking.
Please comment on these previous experiences—how useful/not useful did you find 

the medication? What was particular helpful/unhelpful? What brought this to an end?
What previous formal psychiatric mental health diagnosis—if any—do you have?
Please list any ‘hospitalisations’ for psychiatric issues you have had.
Please comment on these previous experiences—how useful/not useful was it? 

What was particular helpful/unhelpful? What brought this to an end?
What previous or existing medical problems do you have? What previous experi-

ences of formal health care—if any—do you have?
Please list any treatment you have received previously for any/all medical problems.
Please list any (surgical) procedures you have received previously for any/all 

medical problems.
Please comment on these previous experiences—how useful/not useful was it? 

What was particular helpful/unhelpful? What brought this to an end?

8.6.3  Previous Use and/or Experiences with Substances and/or 
Alcohol

Have you ever used drugs or alcohol for recreational purposes? If yes, which 
substance(s)?

How frequently and what quantity of the substance did you use?
Were there particular experiences or situations that seemed to precipitate your 

use of the substance/alcohol?

8.6.4  Traumatic and Childhood History

Have you ever been abused or witnessed abuse (physical/emotional/sexual)?
Experience of learning difficulties/impairments or had testing?
How would you describe your childhood?
Educational experience—school experience and highest academic level achieved.

8.6.5  Family History

What, if any, previous experiences of formal mental health care do any of your fam-
ily members have?

Please list any ‘talk therapy’, counselling and psychotherapy they have experi-
enced previously.

Please list any ‘drugs’, dosages and frequency of any psychotropic drugs that 
your family member has taken previously.

Please list any ‘hospitalisations’ for psychiatric issues that your family member had.

J.C. Santos et al.
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8.6.6  Employment Status and History

Employed/self-employed/unemployed/student/disabled?
How would you describe your work situation? Work relationships?
Stress related to work situation?

8.6.7  Social/Relationship Status

Single, married, committed relationship?
Do you have children? Relationship with them?
Previous relationships—how did they end?
Living/accommodation situation? Who lives in your home? How adequate/inad-

equate do you feel your accommodation is?
Exercise? Type, frequency, duration.
Are there any family relationships that are of particular concern for you? Please 

describe.
Criminal record, history of incarceration?
Do you hold any particular religious/spiritual beliefs—if so—what are these?
How, if at all, do these beliefs help you/add to your current problem(s), issues 

and challenges?
What do you do to cope with stress?
What do you enjoy doing with your free time?
What do you consider your strengths?

Box 8.1 Mini Mental Health Exam Assessment Areas/Questions
(Adapted from MIND 2008)
Appearance: Age, gender, ethnicity, build, evidence of grooming/personal 
hygiene
Physical disability, clothing choices
Behaviour: Friendly, hostile, guarded/defensive,
recalcitrant, lascivious, level of eye contact, level of alertness
Motor: Stillness/restlessness/agitation, psychomotor retardation, ‘overexu-
berance’, catatonia, dystonia, abnormal movements, gait
Mood/affect: Manic, hypomanic (euphoric), flat affect, depressed, lability, 
range, appropriate emotional responses, incongruence
Thinking/thoughts: Obsessive thinking, delusional thoughts, ruminations, 
ideas of reference, intrusive thoughts, persistent thoughts of self-harm and/or 
suicide, attention/concentration span, coherence, logical, neologisms, thought 
blocking, thought transmission
Perception: Hallucinations, illusions, depersonalisation
Cognition: Orientated to time, person, place, memory, concentration

8 The Biopsychosocial Approach: Towards Holistic, Person-Centred
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