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on clinical evidence and research findings different branches 
in psychiatry emerged, like the psychosomatic approach, 
transcultural psychiatry, bio‑psycho‑social psychiatry, and 
neuro psychiatry. Each form of therapy and treatment 
claimed its own effects on the lives of the clients or patients. 
As a result, different change models were propounded to 
explain the change phenomenon.

Integrative Efforts in Psychotherapy

In the area of psychotherapy, an active movement achieved 
momentum towards integration of empirically based 
techniques and theories in the last two decade.[2‑4] Beitman 
et al. identified six factors that fostered the advancement 
towards psychotherapy integration.[5] In their opinion the 
proliferation of therapies, inadequacy of single theories, 
equality of outcomes among many therapies, search for 
common components, emphasis on patient characteristics 
and the therapeutic relationship and socio‑political 

INTRODUCTION

Psychological forms of therapy across the world traversed 
through different and divergent paths in the twentieth 
century. The beginning of the last century saw the 
predominant influence of the psychoanalysis and other 
analytical approaches in mental health care. The humanistic 
approach in psychotherapy founded on the theories of 
Allport and Maslow took a great leap by client centerd 
approach of Rogers[1] and turned into a major realm of 
providing psychological forms of treatment. The learning 
theories also contributed its share in developing different 
form of psychological therapies. Behavior and cognitive 
therapies came out with new techniques and manual 
based treatment packages to treat maladaptive behavior. 
A number of innovative psychological therapies emerged, 
each claiming its effectiveness. The biological psychiatry 
and pharmacological management of psychiatric disorders 
also had several new and remarkable developments. Based 
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contingencies compelled exploring the integration of 
existing forms of psychotherapy. Analyzing the history 
of psychotherapy integration, Norcross and Newman 
identified eight interacting variables that encouraged 
the growth of psychotherapy integration.[6] The variables 
were: (1) The enormous expansion in the number of separate 
psychotherapies;  (2) The failure of any single therapy or 
group of therapies to demonstrate remarkably superior 
efficacy;  (3) The correlated lack of success of any theory 
adequately to explain and predict pathology, personality, 
or behavior change;  (4) The growth in the number and 
importance of short term, focused psychotherapies; 
(5) Greater communication between clinicians and scholars 
that resulted in increased willingness and opportunity for 
therapeutic experimentation;  (6) The intrusion into the 
consulting room of the realities of limited socio‑economic 
support by third parties for traditional, long term 
psychotherapies, accompanied by an increased demand for 
accountability and documentation of all effectiveness of all 
medical and psychological therapies; (7) The identification 
of common factors that are related to successful outcome; 
and  (8) The development of professional organizations 
networks, conferences, and journals that are dedicated to 
the discussion and study of psychotherapy integration. On 
the other hand, Goldfried reviewed the different conceptual 
models reflecting integrative oriented brief psychotherapies 
that are time limited for experimental validation of the 
therapy based variables and held the view that it is difficult 
to discern the common change principles that underlie 
each of form of psychotherapy.[7] There could be common 
change principles that might explain the change process 
and emphasized the need to devote clinical and research 
energy to learning more about the principles of change 
in the following five directions. These included,  (a) the 
expectation that therapy can help,  (b) the presence of an 
optimal therapeutic relationship,  (c) the client becoming 
better aware of what is creating problems,  (d) corrective 
experiences, and (e) the client engaging in ongoing reality 
testing.

DO WE NEED A NEW THEORY AND CHANGE 
MODEL ?

With the emergence of a large number of therapies, 
enumerated to be more than 450, it could be confusing, 
especially for a new entrant to the discipline of 
psychological therapy. The integration movement has also 
seen the combination of techniques as well as unification 
of theories. As a result, different combination therapies like 
the cognitive‑behavioral and psychodynamic‑interpersonal 
approaches emerged and accelerated the movement 
towards integration in psychotherapy in the West.[3,7,8] As 
part of integration, Harmar and Myers included prayer and 
meditation, spiritual form of treatment into the medical 
model approach.[9] The inclusion of spiritual form of 
treatment under the rubric of psychotherapy is a significant 

leap, in the context of negation of ‘spirit’ and extreme 
dependence on physiological, learning and cognitive 
oriented forms of therapies.

While there are efforts to technically integrate divergent 
methods of treatment to help individual clients,[10] there 
are opposition to a unified theory.[11‑13] Different theories 
emerged during the last three decades and some of the 
theories that already existed claimed to be ‘the’ integrative 
theory, like the theory behind Rational Emotive Behavior 
Therapy.[14] However the integration movement was again 
caught with the dilemma of integration of techniques 
versus theories.[15]

Change model: Question of mind versus body alone? 
Anything more? Anything less?
The Transtheoretical  (or “Stages of Change”) Model, 
propounded by Prochaska and his colleagues attempted to 
explain and measure health behavior independent of specific 
theoretical trappings.[16] Prochaska and his colleagues 
initially described the process that alcoholic dependent 
persons go through while giving up drinking, and later the 
process of smoking cessation.[16] Their research identified 
five independent stages: precontemplation, contemplation, 
preparation, action, and maintenance. “Precontemplation” 
refers to the stage when the person does not even think 
about the behavior, let alone whether to change it. In the 
“Contemplation” stage, the individual actually considers 
changing the behaviour but is not quite ready to take the 
plunge. During “Preparation” stage, the individual intends 
to take action immediately and has unsuccessfully taken 
action in the recent past. “Action” refers to that aspect 
of the sequence where the behavior change is initiated, 
whereas “maintenance” is the longer‑term consolidation of 
that change. During either action or maintenance, “relapse” 
can occur, whereby the individual reverts to the pattern of 
behavior that preceded the “action” stage. Although the 
proponents consider this model free from theory, they 
also noted that the individuals weigh the pros and cons of 
behavior change before progressing from one stage to the 
next. An exciting recent development in research generated 
by this model is the attempt to match intervention 
approaches to the particular stage of change that an index 
person is in. For example, imparting information may be the 
most effective approach to influencing pre‑contemplators, 
whereas skills training and cues work best for moving 
contemplators to action, and reinforcement keeps 
maintainers from relapsing.

The change models or explanations of change emerged 
from the body‑mind paradigm and focused on measurable 
behavior and are ‘evidence based’. In order to overcome the 
blocks in the integration of therapies and to ease the process 
of integration Arkowitz opined that there is a definite need 
for a unifying theory.[10] In order to develop a unified theory 
that could integrate various therapeutic approaches, a 
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fresh look at the age‑old debate on mind‑body or even the 
body‑mind‑soul paradigms is required. Eisenberg  (1986) 
observed that psychiatry at one point of time had a long and 
difficult struggle to divide the person into body and mind.[17] 
In order to pave way for unification, Goodman proposed 
the ‘organic unity theory’. Synthesizing a bio‑psycho‑social 
model and the mental physical identical theory, he aimed 
the integration of medical science and philosophy. He 
held the view that the physiological or the psychological 
interventions could make changes in the organisms that are 
both physical and mental.[18] However, the unified theory 
did not consider the spiritual dimension. On the other 
hand, Ward  (1996) acknowledged the importance of the 
spiritual dimension and included it as part of his theory 
based on body‑mind.[19] Ward conceived that the body is 
immersed in this physical world, its attention is focused 
on the physical realities and its actions are directed to the 
master of nature and to the gratification of feelings. And 
the ‘spirit‑body’ is perceived, as a ‘body’ constituted by its 
intimate relation with God. There are others who go by the 
three dimensional paradigm of mind‑body‑sprit, and some 
others who support a mind‑body paradigm, where spiritual 
dimension is included as a function of the mind.[20] Empirical 
explorations revealed the ‘revival’ of soul and spirit 
into contemporary research in philosophy, psychology, 
psychotherapy, psychiatry and medicine.[21,22]

Concepts related to spirituality influenced the thinking 
of William James and Carl Jung and that reflected in their 
psychological writings in the early part of the last century. 
Though the middle phase of the century was ‘spiritually 
dark’, the late eighties and the nineties saw the resurgence 
of scientific research related to religion and spirituality.[23] 
Lawlis explored the relationship of spirituality to human 
functioning and the practice of psychology, counseling, 
psychotherapy and medicine.[24] An increasing amount of 
theoretical, scientific and professional literature focusing 
on conceptualization and/or measurement of spirituality got 
published in scientific journals.[21,22,25‑28] Harmar and Myers 
perceived prayer and medication as forms of treatment that 
could be well integrated with medical approach.[9] Karasu 
viewed that the terms ‘soul’ and ‘spirit’ in the context of 
spiritual psychotherapy could be distinguished as different 
transpersonal abstractions, but are inextricably linked.[21] 
He opined that the soul is related to and aims at revealing 
the mystery of relatedness and intimacy in everyday life 
and sprit is related to the divine in universal life. Therefore, 
in spiritual therapy, the aim of the spiritual therapist is 
to guide the patient achieve one’s own authentic self. 
Another interesting turn is the change in attitude of the 
evangelical Christians towards psychotherapy. Till recently, 
their attitude towards psychotherapy was complex, and of 
late there appears to be a change in their stance towards 
therapeutic process, at least in some of them.[29] But 
from the perspective of Indian philosophical psychology, 
spirituality cannot be subsumed within the psychology of 

religion and is conceived not as a separate entity but is part 
of it, and not fully of it.[30]

PERSPECTIVES FROM INDIAN THOUGHT

There are numerous psychological concepts in the Indian 
philosophical psychology.[31,32] Some of these are identical 
to the concepts in the ‘Western’ psychology. Some others 
are similar to the existing concepts, but are not exactly 
same. There are several other concepts that are distinct 
but have not been explored through scientific methods, but 
are worth exploring. Yet some concepts are considered, as 
those that cannot be comprehended through the existing 
scientific methods. Because of the diversity and complexity, 
those who got interested in the psychological concepts 
in Indian thought have identified and researched some of 
the concepts on a pick and choose manner. The concept 
within the yoga school of thought is an example. Several 
experimental studies on yogic asanas and different forms 
of meditation have been conducted[33,34] and the trend is on 
the increase.[35]

In the present paper, the Taitriya Upanishadic concept of 
person is delineated and some other important concepts 
mentioned in the ancient texts of Indian thought are 
described. Comprehension of the Taitriya Upanishadic 
concept of person facilitates the understanding of the 
integrative change model.

INTEGRATIVE CONCEPTS OF PERSON

The integrative concept of the person is based on Taittirya 
Upanishad. In the text, the person, is considered more 
than body or mind or soul or cognitive functions. This is 
a paradigm shift from the present concept of person in 
the Western scientific psychology, beyond body, mind, 
brain and/or behavior. The person is considered as having 
five dimensions  –  the physical, the psychophysical, the 
psychological, the intellectual and the spiritual (approximate 
English terms). External behavior as well as other 
unobservable behaviors or inner mechanisms originate 
from different dimensions and are specific to particular 
dimensions but are interconnected.

To elaborate further, the Taittirya Upanishad states that 
the person consists of five dimensions or sheaths  –  the 
annamaya (closer to physical or anatomical and physiological), 
pranamaya  (breathing related to body  –  psychophysical), 
manomaya (related to mind or mental mechanisms/feelings 
or emotions) vijnanamaya  (related to knowledge, higher 
cognitive functions) and akasmaya  (transcendence, or the 
spiritual dimension). All the functions of these kosas are not 
well defined and stated in the Upansihad. However, there 
are brief narrations about the kosa and those are described 
below.
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Annamaya kosa – related to anatomy and physiology, physical 
body. The uniqueness in structure of the person, including all 
the physiological systems in the body and their functions are 
attributed to this kosa. (Taittirya Upanishads II.)

Pranamaya kosa – related to breath, essence of maintenance 
of life, psychophysical. The prana activates the experience 
of sensation and the presence of sensation can only be 
felt. This kosa does not include the sense organs but are 
related to the primary functions of sense organs. (Taittirya 
Upanishads II.ii.1)[15,36,37]

Manomaya kosa  –  related to mind, psyche, and mental 
mechanisms. This is the psychical constituent of the person 
and is an instrument of the senses. For prana to function 
this psychical component has to be active. Manas is active 
during the wakeful state and dream state, but not during 
deep sleep. Manas is not involved in the physiological 
functions of the sense organs. But unless manas is active, 
the sensation cannot be perceived.  (Taittirya Upanishads 
II.iii.1). By error, manas has been equated to ‘self’ or ‘mind’ 
both in Western and Eastern literature.[38]

Vijnanamaya kosa  –  related to knowledge, intellect, and 
consciousness. This kosa is the storehouse of sanskaras or 
past experiences, and is full of vasanas or predisposition and 
it is related to the cognitive processes. While processing the 
cognition, vijnana undergoes transformation. The perceiver 
is not vijnana, but the whole person, which includes all the 
kosas (Taittirya Upanishads II.iv.1).

Anandamaya kosa  –  related to beyond, transcendence 
or ‘spiritual’. The word ananda is related to something, 
which is beyond explanation or unexplainable. The other 
elements of the person in different sheaths get dissolved at 
its functional level. All the functions including the physical 
sensations, the perceptions and cognition and vijnana 
all become non‑existent. Neither ideation nor intellect 
functions at this level (Taittirya Upanishads II.v.1).

Many Indian psychologists acknowledged the Taittirya 
Upanishadic concept of person.[38‑44] But the concepts are 
yet to attain considerable attention of ‘experimental’ 
research. Since the Upanishadic text do not delineate 
the functions of the kosas in an exhaustive manner, the 
descriptions provided in the later schools of thought 
have to be scrutinized thoroughly to develop a scientific 
understanding of the kosas. The scientific knowledge of 
psychology and neuro psychology can be integrated into 
the description of the functions of the kosas. For example, 
the emotions described in the texts of Samkhya, concepts 
from Buddhist school of thought and some of the concepts 
delineated in the texts of Bhagavad‑Gita would go well 
with the manomaya kosa, though it has its physical and 
psychophysical components that are structural, and are 
regulated by the neural mechanisms.

THE TRIGUANAS OR THREE QUALITIES

Basic concepts
Ancient Indian thought, particularly Sankhya school of 
thought described three gunas  (qualities)  –  Satva, Rajas 
and Tamas. Unlike the five dimensions, several studies 
have focused on exploring, the concepts of satva, rajas 
and tamas. There is increasing research interest on these 
concepts from US and it appears that these concepts of 
Vedic origin have cross‑cultural relevance. This is reflected 
in the development of an inventory on Trigunas and that 
was published in the journal, Psychological Reports.[45,46] 
Indian psychological researchers have also explored these 
concepts since an early period. Though the quantity of 
research does not equal that of the published research 
related to yoga school of thought or that of psychological 
perspectives of Buddhist school of thought, the concepts 
of appears to have significant relevance in understanding 
the person. However, a unified effort has not been made 
so far to study these concepts and resulted in development 
of nine different tests to study the same concepts of satva, 
rajas, and tamas.[46‑55]

Integration
Integration is one of the key concepts of the Indian thought 
and it is evident in the description of the kosas too. Not 
only the kosas are integrated within, they are integrated 
to the Mahabhutas (the basic five elements with which the 
universe is composed namely, prithvi, jala, vayu, agni, and 
akash) and with Trigunas. Since the kosas/sheaths as well 
as mahabhutas are integrated, anything which affects the 
Brahman or the universe can affect the Atman and vice 
versa.

The five kosas are not independent. Though they have 
their separate entity, the kosas are inseparable from each 
other. The changes in one of these dimensions are likely 
to affect the equilibrium of all the other dimensions. When 
one is entirely engrossed in the outer sheaths, the intimate, 
subjective experience of the self becomes impossible.[56]

Different neo‑scholars conceived the integration in almost 
the similar manner. Svarupa dasa, did not differentiate 
between body and soul, mind and body, soul and mind.[57] 
Olivelle observed that modern scholar’s subject ‘Brahman 
and Atman’, to be pivotal in the Indian philosophies 
and theologies, and suggested that the two concepts 
require intense scrutiny.[58] On the other hand Brereton 
observed that these two terms in the Upanishads do 
create “an integrative vision by identifying a single, 
comprehensive and fundamental principle which shapes 
the world”  (p.  118).[59] Olivelle viewed that both these 
concepts “occupy the summit of the hierarchically arranged 
and interconnected universe”  (p.lv.).[58] However, the 
psychological methods of the present times are insufficient 
and inadequate to experimentally research the concept of 
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connectedness and it could be one of the reasons why the 
Indian psychiatrists and psychologists and shy away from 
scientifically exploring the Indian psychological concepts.

Integrative model of change
The integrative model of change is based on the Indian 
concept of person, and the connectedness of the kosas, the 
mahabhuthas and the gunas. Therefore in the therapeutic 
context, the first task is to identify the dimension(s) or the 
kosas from which the problem or problems originated. 
Depending on the origin of the kosa the method for the 
appropriate kosa has to be applied. In other words, if 
a persons’ symptom or a disorder is arising out of a 
particular sheath, the appropriate treatment targeted to 
the concerned sheath is likely to bring about the optimum 
level of effectiveness. The method of intervention need not 
be that of Indian origin. Western concepts or techniques 
that are applicable to the particular dimension could be 
equally useful. The Indian thought also delineates divergent 
intervention strategies.

However, due to the interconnectedness mentioned earlier, 
even if the intervention is not directed to the appropriate 
kosa, still there could be change. For example, a physical 
pain that has its origin in spiritual kosa may be relieved by 
a medicine that acts at the annamaya kosa. Similarly, a pain 
that arises out of physical cause could show relief through 
spiritual intervention too. This change phenomenon in 
therapeutic situation explains why different therapeutic 
approaches claim equal effectiveness or why therapists with 
different level of expertise have equal effect on their clients.

STRATEGIES OF INTERVENTION BASED ON 
INTEGRATIVE MODEL OF CHANGE

Indian thought includes various systems that focus on 
different sheaths of the person and its connectedness. 
However, these systems were not conceived as 
being connected, though each in itself describes the 
connectedness. There has been no effort to explore the 
link between the different systems that were available. 
Three systems that are targeted to the different kosas are 
discussed here.

Ayurveda
One of the Indian systems of medicine, Ayurveda, is 
applied based on this principle.[60] Before prescribing a 
treatment strategy, the Ayurvedic physician, assesses the 
patient to delineate the origin of the sheath, along with 
other concepts that are pertinent to the annamayakosa, 
or the physical functioning. Even though the patients 
have the same physical symptom, the prescriptions are 
different for different individuals which is based on the 
‘personality’ dimension of trigunas  (three qualities) and 
tridoshas (three humors, namely, vatha, pitha and kapha).[44] 
The prescriptive diet also varies from person to person, 

though the symptoms manifested are same. However the 
effect of the intervention could alter the functions in all the 
different kosas. For example, the dietary restrictions and 
the habitual restrictions prescribed could affect the person 
even at the spiritual dimension of the person, though that 
is not the primary target of the intervention.

Bhagavadgita and conceptual schema of psychological 
therapies
The conceptual schema of psychological therapy that is 
found in Bhagavad Gita is yet to be explored.[15] Contrary 
to the current available psychotherapeutic interpretations 
of Bhagavad Gita text that equates it with different 
psychotherapeutic approaches in the West, the conceptual 
framework that is provided has more wider significance. 
The text is more than behavior therapy or systematic 
desensitization or client centered approach or cognitive 
approach or analytical psychotherapy. Three aspects related 
to the integrative concept of person are manifested in the 
text. Firstly, it appears to support the integrative concept 
of person, wherein the text refers to acceptance of the five 
kosas and its functioning, the three qualities of satva, rajas 
and tamas and the connectedness. Secondly, the therapeutic 
relationship is unique and the style of relating is worth 
exploring afresh. Thirdly, the approach used is distinct and 
provides a model for the therapist to be free and flexible to 
use the appropriate style depending on the context and in 
focusing to kosa from which the problem originated. The 
extent of variation is from the type of food to be consumed 
to the spiritual dimension of the person. The therapeutic 
framework that is provided in Bhagavad Gita directs how 
a therapist has to be flexible in using different approaches 
and integrate different therapeutic strategies, depending 
on the affliction of the kosa.[61]

Yogic asanas
Similarly, for a spiritual problem, yogic asanas or techniques 
would be most appropriate for promotion of mental health, 
emotional maturity and fulfilment, provided the problem 
originates from the ‘spiritual kosa’. Rao observed, “The benefits 
of yoga (asana) include physical and mental health. But its goal 
is the total spiritual transformation of the individual” (p. 50).[56] 
Unfortunately, the Western approach towards the study of 
yoga related concepts had been a ‘pick and choose’ one.[56] He 
further observed that yoga hovers between art and science, 
as well as between science and technology. At the application 
level, there is a high degree of precision in describing yogic 
asanas and the consequential state achieved by them.[56,62]

Yogic asanas, is one of the concepts that emerged from the 
school of yoga and is studied extensively from a Western 
scientific perspective. The term yoga had been widely used 
in clinical as well as in non‑clinical contexts but was reduced 
to mean a form of physical exercise like the progressive 
muscle relaxation. Some researchers considered ‘yoga’ 
as biofeedback and as a physical means to attain mental 
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relaxation.[63] However the studies on yogic asanas showed 
positive results,[64] that validated the interconnectedness of 
body, mind and soul. This in fact is only one of the several 
‘units’ of yoga. But the term yoga literally means ‘Union 
with the Ultimate Truth’ or ‘Union with God’ or ‘Union with 
pure consciousness’. Yoga essentially includes a spiritual 
dimension and the change, which occurs as a result of the 
practice of yoga (not only the practice of physical postures 
or asanas, but also all other components together) leads 
to an integrative transformation. Transformation occurs at 
different dimensions, at physical, psychophysical mental, 
intellectual and spiritual level. Sages and highly motivated 
and devoted people have lived and achieved this objective at 
different levels. The transformation is experienced not only 
by people who have different ailments but also by those who 
are in the pursuit of achieving higher state of self‑realization.

Clinical perspectives
As stated earlier, any intervention targeted to one dimension 
can affect all, with or without being consciously aware of it. 
A person, who has a physical illness, when provided with a 
spiritual healing technique, can be relieved of the physical 
difficulties. And a person who has a spiritual problem, 
manifesting as a physical problem can be helped through a 
physical form treatment like physical exercises or change in 
food habit or medicines  (herbal or other). Hypothetically, a 
person’s problem that has origin in the physical dimension‑like 
a viral infection, can be helped if the appropriate physical 
treatment is provided. But if the manifestations of symptoms 
are physical, and if it has originated from a different kosa, the 
treatment strategies related to that dimension would only be 
effective. Therefore, it is important to trace the source of origin 
of the problem – the relevant kosa.[15] Not only in persons with 
psychological disorders, but even in those persons with other 
ailments, there are several situations where the clients show 
changes, but those changes could not be assessed since there 
is no appropriate tool for measurement. For example the 
practice of yogic asanas may bring about changes in the kosas 
related to annamaya kosa rather than the anandamaya kosa, 
whereas the yogic way of life would bring about changes in the 
anandamaya kosa rather than the annamaya kosa. To make it 
scientific a ‘tool’ may be required to assess the changes in the 
appropriate kosas.

THE PROCESS OF CHANGE

For a psychological problem, which arises from the 
manomaya sheath, psychological form of therapy would 
bring out the optimum benefit. In the treatment of alcohol 
dependence, integration has been brought in at several 
levels, taking into consideration of all the Kosas.[65,66] But it 
requires further research and validation.

For example, a person who is anxious about his sexual 
behavior, if it has its origin at the physical dimension, 
behavioral therapies or behavior modification would be 

of help. If its origin were at the psychophysical dimension, 
a combination of behavioral and cognitive approaches 
would be more appropriate. And if it is at the psychological 
dimension, psycho analytically oriented approaches may 
help the person achieve a better outcome. Origin at the 
intellectual dimension would require re‑educative forms 
of intervention, including reality‑oriented therapies. If 
the person has guilt feelings about his sexual behavior, it 
may have its origin at the spiritual dimension and in order 
to relieve the person of his guilt, spiritual counseling or 
therapy would be more appropriate.

Experientially this model of integrative change process 
appears to be working out well in the treatment of clients with 
diverse problems. Treatment of substance abuse is a good 
example where the integrative change model is more explicit. 
There are clients, who do not have any co‑morbid psychiatric 
disorders. Some of the patients who practice yogic asanas get 
relieved of their addiction. But there are some others, who 
achieve sobriety through attending spiritual discourses and 
observance of dhyana and they are able to maintain their 
sobriety. There is another group of clients, who are able to 
modify their behavior through detoxification alone, that are 
targeted to the annamaya kosa. A group therapeutic approach 
for the treatment of addiction to alcohol based on the 
integrative concepts was developed and tried out in different 
de addiction centers. However, the efficacy of this method has 
not been experimentally verified.[65]

Basu also held a similar view, based on the concepts of 
Aurobindo and stated that one needs to understand the 
origin of different psychopathologies at different ‘planes of 
consciousness viz. physical, vital, mental, subconscious’ in 
order to provide the optimum help.[67] Therefore he used a 
different diagnostic guideline based on the consciousness 
perspective for treating the patients though the patients 
have a conventional diagnosis according to International 
Classification of Disorders or Diagnostic and Statistical 
Manual (US based) classifications.

In conclusion, an attempt is made to review the integrative 
efforts in the area of psychotherapy. Some of the basic 
concepts from Indian philosophical psychology that could 
explain the change process are stated and an integrative 
change model based on integrative theory of person is 
delineated. Experimental validation of the change model 
may help ease the therapeutic care of the patients who seek 
help for their problems.[68]
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