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Abstract

Cardiovascular disease (CVD) remains the leading cause of death in the United States today and a 

major contributor to total health care costs. Psychosocial stress has been implicated in CVD, and 

psychosocial approaches to primary and secondary prevention are gaining research support. This 

third article in the series on psychosocial stress and CVD continues the evaluation of one such 

approach, the Maharishi Transcendental Meditation® program, a psychophysiological approach 

from the Vedic tradition that is systematically taught by qualified teachers throughout the world. 

Evidence suggests not only that this program can provide benefits in prevention but also that it 

may reduce CVD-related and other health care expenses. On the basis of data from the studies 

available to date, the Transcendental Meditation program may be responsible for reductions of 

80% or greater in medical insurance claims and payments to physicians. This article evaluates the 

implications of research on the Transcendental Meditation program for health care policy and for 

large-scale clinical implementation of the program. The Transcendental Meditation program can 

be used by individuals of any ethnic or cultural background, and compliance with the practice 

regimen is generally high. The main steps necessary for wider adoption appear to be: (1) educating 

health care providers and patients about the nature and expected benefits of the program, and (2) 

adjustments in public policies at the state and national levels to allow this program to be included 

in private and public health insurance plans.
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According to the World Health Organization (WHO), cardiovascular diseases (CVDs) cause 

the premature deaths of as many as 17 million people a year worldwide.1 In the United 

States, the annual death rate from heart disease and stroke is nearly 1,000,000, with an 
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annual cost of $396 billion.2–4 This is half the estimated cost of all chronic diseases in 

this country.5 Furthermore, the portion of the US population with these and other chronic 

diseases rose from 22% in 1935 to 45% in 1987, the latest available analysis.5 Thus, CVD 

is a major cause of the high disease rates and health care costs in the United States today, 

and the health care community is searching for new ways to reduce the costs and human 

suffering caused by this disease.

The authors of the WHO MONICA Project propose that death and disability from heart 

disease could be cut by more than 50% through a combination of simple, cost-effective 

actions to reduce major risk factors, such as high blood pressure, high cholesterol, obesity, 

and smoking.1 As reviewed in part 1 of this series, psychosocial stress can contribute to 

all these risk factors and to most other aspects of the progression of CVD, including the 

clustering of traditional risk factors, endothelial dysfunction, atherosclerosis, myocardial 

ischemia, plaque rupture, thrombosis, and lethal arrhythmias.6 Because of such effects, 

psychosocial stress is being recognized as a major contributor to the outcomes of CVD 

and other chronic diseases. For example, studies indicate that 40% of deaths7 and 70% 

of diseases8,9 in the United States are caused in whole or part by stress-related lifestyle 

patterns, such as smoking, drug and alcohol abuse, poor diet, and physical inactivity.

Part 2 in this series reviewed research on the clinical effectiveness of approaches to 

reducing the physiological and behavioral effects of psychosocial stress, with a focus on 

one such approach, the Transcendental Meditation (TM) program.10 The TM program alone 

or in combination with other approaches may support a continued decline in CVD risk 

factors, CVD morbidity and mortality, and health care costs. The present article focuses 

on the effects of the TM program on health insurance claims, along with the evaluation 

of additional issues important for health care policy and the large-scale implementation of 

the program. These issues include: (a) degree of standardization of instructional procedures, 

(b) availability of properly trained instructors, (c) competency of patients to comply with 

the intervention, (d) prior record of patient compliance, (e) cost reimbursement, and (f) an 

empirically testable hypothesis or theory by which to understand the intervention and its 

effectiveness.

The task of achieving widespread implementation of any effective psychosocial intervention 

is largely dependent on the proper education of doctors and patients. The need to revise 

medical practice and medical education to emphasize more comprehensive, prevention-

oriented approaches is urgent and widely recognized.11 Less than 6% of the US health 

care budget is devoted to medical and lifestyle changes that focus on preventing the onset 

or progression of atherosclerotic heart disease,4 with the majority of the total health care 

budget being spent for acute and chronic disease care. Despite the paucity of funds going 

to prevention, a systematic team approach to reducing the social burden of CVD has proven 

practical.12 Such teams typically include nurses, nutritionists, exercise physiologists, and 

behavioral experts, along with the treating physician, and are promoted by many in the 

field of preventive cardiology.13 Addition of new psychosocial interventions, such as the 

TM program, even if it necessitates adding another team member, may be a prudent path to 

further reductions in the burden of CVD.
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RESEARCH ON HEALTH INSURANCE CLAIMS AND PHYSICIAN 

REIMBURSEMENTS

Formal cost-effectiveness studies for psychosocial intervenions are rare. A few studies 

have been conducted on risk-factor management through specific changes in lifestyle,14 

with smoking cessation and exercise programs being the main areas studied.14–18 Exercise 

training and unsupervised exercise programs are taught by special instructors, can be 

practiced long term on one’s own, and can be combined generally with other interventions, 

including the TM program. The following studies of effects of the TM program on insurance 

claims and physician reimbursements, the only studies of this type found through extensive 

literature searches and personal contacts with researchers, may have implications for cost-

effectiveness. Furthermore, the results of these studies appear to confirm the predictions 

of effective CVD prevention based on the clinical trials and laboratory research reviewed 

in part 2 of this series9 and offer additional evidence that this program could be a sound 

addition to preventive cardiology.

MEDICAL INSURANCE UTILIZATION

Although formal cost-effectiveness research has not been performed on the TM program to 

date, 4 studies have been conducted on the possible influence of this program on medical 

insurance usage. Two of these studies were in the United States and 2 in the Canadian 

province of Quebec. The data for these studies were provided by the carrier’s annual reports 

(US) and by the government health insurance agency for the province of Quebec.

Lower Inpatient and Outpatient Claims

The first investigation into the effects of the TM program on medical insurance claims 

compared 5 years of claim statistics from 2,000 TM practitioners with claim statistics from 

the database norm for all 600,000 members under the same main carrier (Blue Cross/Blue 

Shield).19 The TM group was represented by all members of a special insurance group 

whose only requirement for membership was that individuals sign an affidavit stating that 

they had practiced the TM technique regularly for at least 6 months and that they intended 

to continue the practice. Eighty percent of the membership in this group was distributed 

throughout the United States. Researchers tested the hypothesis of a difference in claims 

between the TM and control groups using the chi-square statistic, with utilization rates for 

the control groups as the expected values. The TM group had significantly lower medical 

claims in all disease categories for both inpatient and outpatient treatments. The TM group 

had 53% and 44% fewer inpatient and outpatient admissions, respectively, for the average of 

all 17 major illness treatment categories (Figure 1). The largest reduction (87%) was for the 

category of heart and blood vessel diseases. Similar results were obtained when comparing 

the TM group with 5 demographically matched control groups of similar size and benefits.19

This was a retrospective study, and subjects had no prior knowledge that their claims data 

would later be used in research. Participation in the study, instruction in the TM program, 

or any aspect of the practice of TM are not likely to have influenced subjects who were ill 

to voluntarily reduce their claims by avoiding needed treatments. Moreover, the admissions 
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rate for childbirth in the TM group was identical to that of the normative group, suggesting 

that the lower admissions rates for the various other treatment areas actually reflected lower 

disease rates or less debilitating diseases in this group.

A later retrospective study20 assessed the impact of the TM program when combined 

with other components of Maharishi Consciousness-Based Health Care (also known as 

the Maharishi Vedic Approach to Health—MVAH), of which the TM program is a key 

part. Medical insurance claims of all of the members of the faculty and staff of Maharishi 

University of Management (mean = 693), where everyone practices the TM program and 

most also use one or more of the other modalities of Maharishi Consciousness-Based Health 

Care, such as herbal food supplements and specific dietary changes, were compared with 

claims of a demographically matched control group (n = 4,148) and with a large normative 

database (n = 600,000), again using archival health insurance annual reports provided by 

the insurance carrier Blue Cross/Blue Shield of Iowa. For heart or vessel disease, hospital 

admission rates for the MVAH group were reduced by 92% when compared with the 

normative group, and somewhat more when compared with the matched control group. This 

is close to the 87% reduction obtained with the TM program alone in the more diverse 

group described above, which was studied before the other modalities of MVAH became 

available in the United States. Researchers observed similar reductions in hospitalization and 

outpatient rates and for total length of hospitalizations across all 11 years under observation. 

The greatest savings were observed among patients older than 45 years. When all disease 

categories were combined, the 11-year mean total expenditure per person in the MVAH 

group was 63% lower than in the normative control. Although the savings in expenditures 

were not calculated for heart or vessel diseases, the greater reduction in claims for this 

disease category in the MVAH group would make the percentage reduction in expenditures 

greater than 63%.

The main limitation of these 2 studies was the lack of information on the health insurance 

claims of TM subjects prior to their starting the program. It is possible that TM subjects 

were healthier even before they began the practice. This limitation may not be a serious 

one because published studies on the TM program that compared controls with those who 

would later learn TM have not found significant differences, nor have differences been found 

between groups of subjects who are interested in learning TM compared with groups who 

are not interested.21,22 Also, the 2 studies described next did control for health care expenses 

prior to learning TM, with no indication of a difference between the control subjects and the 

TM subjects prior to learning the technique.

Payments to Physicians in Quebec

Physicians’ expenses in Canada are covered by government insurance agencies. Two studies 

in the province of Quebec by Herron et al23 made use of available government statistics 

to estimate effects of the TM program on medical expenditures. Herron et al recruited 

volunteer study participants practicing TM by distributing questionnaires to the program 

participants who attended events at their local TM Center and by mailing questionnaires 

to program participants throughout the province. These researchers did not offer any 

financial or other incentives for participation in the study. They retrospectively followed 
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physician reimbursements for treating TM subjects, made available by the government 

health insurance agency for the province of Quebec for several years before subjects elected 

to begin the TM program and retrospectively or prospectively for several years after starting 

the program. No breakdown of expenditures by disease type was available. However, the 

worldwide preponderance of CVD, especially in technologically developed countries, makes 

it likely that the Canadian outcomes also reflect a substantial component of CVD-related 

physician costs.

Payments to medical doctors in the United States and Canada are approximately 20% of 

the total annual medical spending.24 These payments provide a reasonable estimate of total 

medical expenses, because doctors’ decisions determine most other medical expenditures, 

such as hospitalization, prescription medications, medical tests, and further doctor’s visits.

In the first study, Herron et al analyzed data from 677 practitioners of the TM program for 

3 years before and 3 years after beginning the program.23 At the time of their decision to 

begin the TM program, subjects were not aware that they would later be asked to participate 

in a research study of this sort. Because there was no separate control group in this study, the 

subjects’ physician payment records prior to beginning the program served as the control. 

In the 3 years before starting the practice, there was no significant change in payments to 

physicians. In the 3 years after beginning, however, payments declined significantly (p < 
.05), by 5% to 7% annually.23

The second study expanded on the first one in 3 ways: (1) by increasing the number 

of TM subjects to 1,418; (2) by adding a control group in which each TM subject was 

matched through random selection (executed by the government health insurance agency) to 

a comparison subject from all non-TM insurance enrollees of the same age, sex, and region 

as the TM subject; and (3) by the addition of 2 more years of data before starting and 3 more 

years after starting the TM program.24 For the 5 years before the TM group started the TM 

program, the 2 groups did not differ in rate of increase in payments to physicians (p > .17). 

After beginning the program, however, payments for the TM group decreased by an average 

of more than 13% per year for the next 6 years, in comparison with the matched controls (p 
= .0017).

In a subanalysis of all 163 TM participants aged older than 65 years,25 Herron and 

Cavanaugh compared inflation-adjusted payments to physicians with payments to physicians 

for 163 control subjects matched for age, sex, and median preintervention payments. They 

used separate least squares regressions for pre- and postintervention periods to estimate 

yearly changes in payments. Prior to learning TM, changes in payments were not different 

between groups (p = .27). After learning the TM technique, the annual change for TM 

subjects was significantly lower than for controls (p = .001), resulting in a 5-year cumulative 

reduction of 69.8% relative to controls. This outcome agrees well with sub-analyses of the 

older subgroups in the 2 health insurance studies described earlier.19,20

A noteworthy limitation in the design of these quasi-experimental Canadian studies relates 

to the generalizability of the results. The protocol for selecting volunteers was not designed 

to reach all potential subjects in Quebec who had learned the TM program nor to track 
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the response rate of those who were contacted. Thus, the subjects who chose to learn 

the TM program may not have been representative of the general population. Likewise, 

those practitioners who chose to enter the study were not necessarily representative of 

the population of individuals who begin TM. The individuals involved made both choices 

(self-selection), and such choices might conceivably be related to open-mindedness or some 

other quality relevant to potential to improve. Nevertheless, the ability of the TM program to 

promote a reduction in health care costs in a significant number of people is consistent with 

the outcomes of the clinical trials, where volunteer subjects were randomly assigned to learn 

the program.10

NATURE AND EFFECTS OF TM

The TM program is one of many methods that have been used for reducing stress or 

reducing the effects of stress. Other approaches include autogenic training techniques, 

biofeedback methods, progressive muscle relaxation, concentrative meditation, clinically 

standardized meditation, relaxation response techniques, cognitive techniques, hypnosis, 

psychotherapy, mindfulness meditation, and a variety of other techniques. The nature and 

efficacy of these approaches vary widely. Meta-analyses showing the effectiveness of 

psychosocial interventions for improving the outcomes in coronary artery disease have 

typically lumped many approaches together rather than compared the effectiveness of 

different individual approaches.25–28 Ten meta-analyses of outcomes from 475 studies of 

different approaches that may be relevant to preventive cardiology show that techniques 

derived from the oldest traditions (eg, the Vedic tradition) tend to be the most effective in 

producing the specified outcomes.29 Among all the approaches, the TM technique appears to 

have been the most thoroughly studied.30

ORIGIN AND STANDARDIZED INSTRUCTION

The TM program was introduced to the West in 1957, when Maharishi Mahesh Yogi, a 

teacher and scholar in the Vedic tradition, first began teaching it on a wide scale.31 The 

TM technique is both taught and practiced systematically in the same way worldwide. 

Teachers are trained over a period of 1 year, with the extensive, in-residence component of 

the training lasting 4 to 8 months, depending on the type of course. The technique is said 

to have been available from the beginning of the Vedic tradition, but Maharishi Mahesh 

Yogi standardized the instructional procedure for people of all cultural and educational 

backgrounds.31 This universal applicability and the worldwide availability of the identical 

instruction methods are important characteristics of the program.

Taught in a standardized 7-step program over a period of 4 to 7 days, the TM program is 

easy to learn and practice. The instructional procedure includes the following 7 steps: Step 

1—Introductory Lecture: A vision of the possibilities through the Maharishi TM program 

(1 hour); Step 2—Preparatory Lecture: The mechanics and origin of the TM program 

(1 hour); Step 3—Personal Interview: Interview with a qualified teacher (15 minutes); 

Step 4—Personal Instruction: Learning the technique (1 hour); Step 5: Verification and 

validation of experiences, part 1: Verifying the correctness of the practice (90 minutes); 

Step 6—Verification and validation of experiences, part 2: Understanding the mechanics of 
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stabilizing the benefits (90 minutes); and Step 7—Verification and validation of experiences, 

part 3: Understanding the mechanics of the development of higher states of consciousness 

through the TM technique (90 minutes). Both the interview (Step 3) and personal instruction 

(Step 4) are private, involving only the teacher and the pupil. Other meetings are generally 

held in a group to increase the number and types of individual experiences that are 

discussed. This allows the pupils to gain a deep understanding of correct and incorrect 

practice and to explore in detail the range of results expected from the practice. This 7-step 

course fully trains the students to continue the TM program on their own, but to ensure 

maintenance of correct practice and to further strengthen each pupil’s understanding of the 

mechanics and benefits of the program, follow-up advanced lectures and individual checking 

of meditation are recommended. These are included in the one-time fee.

HOLISTIC BENEFITS

The benefits of the TM program are said to be holistic, according to evidence in 

more than 600 published articles from 200 universities and research institutions in 

30 countries.9,32–34 Beneficial effects are apparent at the psychological, physiological, 

behavioral, and sociological levels.

The outcomes examined in meta-analyses of the effects of the TM technique include 

substance use (cigarettes, alcohol, and illicit drugs), anxiety, hypertension, physiological 

signs of stress, affective health, and overall mental health. Individual meditation programs 

other than the TM program have not been examined in a sufficient number of studies to 

evaluate their effectiveness using the meta-analytic approach. However, in the meta-analyses 

conducted to date, when results of the TM program were compared with the outcomes of 

other meditation techniques, the TM program has always shown the largest effect sizes, in 

some cases 2 and 3 times larger than combinations of other meditation techniques or of 

other approaches to stress reduction.29 A theory providing the basis for understanding the 

physiological changes underlying the effectiveness of the TM program exists and has been 

an area of research focus.

A large portion of the observed benefits can be explained by the ability of the program 

to reduce stress and the effects of stress, particularly the long-term deleterious effects of 

stress.35 In this context, stress is viewed as anything that activates the adaptive mechanisms 

of the body. The concept, in the Vedic tradition, that a basic field of intelligence or 

consciousness is primary and that the mind and body, along with behavior and social actions, 

derive from this field, is a major part of the theory underlying the TM technique and other 

components of the Maharishi Consciousness-Based Health Care system.36

The health implications of an inner intelligence that underlies all expressed values of 

mind, body, and behavior have not been addressed by modern health care. On the basis 

of this unique theory and its supporting research, the Maharishi Consciousness-Based 

Health Care approach has already provided a number of solutions to the problems facing 

modern medicine.37 The TM program, and the more advanced TM-Sidhi program, are 

consciousness-based technologies found to promote the health of all aspects of life—mental, 

physical, behavioral, and social.
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COMPLIANCE

Compliance with the recommended regimen of twice-daily practice of the TM program 

(15–20 minutes each time) has been surprisingly high, varying from 70% to 97% in the 

clinical trials reviewed in part 2 or reported elsewhere.10,38,39 These data were obtained 

from monthly logs of the starting times for each practice session recorded by the patients. 

Patients returned these logs monthly to clinic personnel, not to program instructors. Even in 

elderly African Americans, where compliance with pharmaceutical treatments is notoriously 

low, the rate of compliance with the TM program has been as high as 97%.39 The conditions 

of these clinical trials encouraged patients to maintain a schedule of frequent contacts with 

their TM instructors, which generally serves as a reinforcer. Similar conditions could be 

maintained easily in normal medical practice if an instructor were an integral part of a team 

approach to CVD care.

Compliance with conventional CVD treatments and risk-reduction approaches is 

approximately 33% over the long term.40 This low compliance rate continues to plague these 

therapies, but has been somewhat overcome through the use of the team approach to CVD 

treatment.12,40 Instructors in different aspects of the treatment regimen, whether doctors, 

nurses, exercise trainers, psychologists, or other specialists, can help improve compliance 

with the treatment regimen by focusing with the patient on a particular approach.

THEORY AND MECHANISM OF EFFECTS OF TM ON HEALTH

The occurrence of beneficial effects from the practice of the TM program, even in 

apparently healthy individuals, is consistent with the origins and theoretical conception 

of this program.31 The standardized TM technique derives from an ancient tradition of 

knowledge, the Vedic tradition, in which an understanding of both subjective and objective 

realities is propounded as more complete in many ways than that of modern science.

The realization that the TM technique was not developed as a treatment for disease 

but rather as a means of enhancing growth of human awareness, indeed growth of 

the entire human potential, is crucial to understanding effects of the TM technique. 

Integral to understanding its mechanism of effects is the description of higher states of 

consciousness, as outlined by Maharishi Mahesh Yogi.31,41 Higher states, although not 

precluding experiences of the usual waking, dreaming, and sleeping states, are characterized 

by physiological and mental phenomena distinct from these 3 states. Aside from descriptions 

of higher states in the Vedic literature and the personal reports of practitioners of the TM 

program, a growing body of empirical evidence indicates that these states confer greater 

abilities for successful interactions with the internal and external environments.41–46

Particularly relevant to the ability of the TM technique to lower psychosocial stress or 

to correct deleterious effects of stress are the results of studies suggesting restoration of 

adaptive mechanisms by this technique.47–51 Adaptive mechanisms involving the autonomic 

nervous system, neuroendocrine axes, and the cardiovascular system are responsible for 

maintaining a stable and efficient functional state of the physiology through the frequently 

changing conditions of life.52,53 These mechanisms are altered by psychosocial stress in 
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ways that decrease their ability to foster effective adaptation, thereby leading to physical and 

mental declines. Allostatic load is a term applied to such alterations of adaptive mechanisms. 

Allostatic load is an index of the wear and tear on the body caused by repeated or prolonged 

experiences of stress; increased allostatic load predicts not only declines in cognitive and 

physical functioning but also increased CVD events and risk.52–54

From the perspective of Maharishi Consciousness-Based Health Care, it is the inner 

intelligence of the body that maintains optimal mental and physical functioning in life.37 

The ability of the TM technique to beneficially affect adaptive mechanisms and thereby 

reduce allostatic load is consistent with this Vedic understanding. Beneficial effects 

of the TM program include improved functioning of autonomic, neuroendocrine, and 

metabolic systems, as reviewed in part 2 of this series and elsewhere.10,35,50 Furthermore, 

accumulating evidence supports the theory that the ability of TM to promote the experience 

of transcendental or pure consciousness (the first higher state of consciousness described 

in the Vedic tradition) is what makes the technique effective in normalizing adaptive 

mechanisms.41,42,45,46 A more extensive analysis of the mechanisms through which the TM 

program might specifically affect risk for and recovery from CVD is beyond the purview 

of this article, but some of the possibilities are explored in more detail elsewhere, including 

effects on blood pressure48,55 and on health-related behaviors such as smoking and alcohol 

consumption.56

The following are reasons for using the Transcendental Meditation program in preventative 

cardiology and CVD treatment programs: (1) Lowers cardiac events—both morbidity and 

mortality; (2) Reduces both traditional and psychosocial risk factors; (3) Has beneficial 

effects on the pathophysiological mechanisms mediating CVD; (4) Is low in cost compared 

with surgical procedures and most drug-based interventions; (5) Can be used by anyone 

regardless of educational, ethnic, and cultural background; (6) Has high compliance with 

the recommended twice-daily schedule of practice; (7) Has a uniform, 7-step instruction that 

leads to the same, standardized practice by everyone; (8) Has a wide availability of trained 

teachers who could participate in a team approach; (9) Is backed by a testable theory.

THE NEED FOR EDUCATION

Much to its detriment, and despite evidence of an epidemic of iatrogenic disease—disease 

produced by medical treatment—modern medicine has been slow to recognize the potential 

offered by some psychosocial or mind and body interventions. Epidemiological research 

indicates that 180,000 people die in the United States each year from problems that 

are partly or completely iatrogenic,57 dwarfing the mortality rate caused by automobile 

accidents (45,000) and exceeding those from all other accidents combined.58 This 

unfortunate situation is borne out in the cardiovascular arena as well. Studies exist showing 

that the choice of treatment is a vital factor in determining how quickly, after a first 

infarction, a patient will suffer a second infarction, and how likely the second one is to 

be fatal. For example, a study tracking 920 heart attack patients found that after the first 

arrest, a significantly greater number in the group receiving surgical treatment died or had 

another heart attack, compared with a group receiving noninvasive treatment.59 Furthermore, 

results of a study of 208 cardiac arrests in people undergoing modern treatments reported 
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that at least 9% could have been prevented; medication errors and toxic effects of drugs 

were the leading causes of these potentially preventable iatrogenic arrests.60 Observations 

such as these offer evidence that modern medicine can be deadly and should be open 

to fundamentally different approaches that may be less risky. Although it is now widely 

recognized that medical training and practice must emphasize more comprehensive, effective 

approaches to disease prevention and health promotion,11 alternatives to high-tech, drag-

centered therapies and diagnostic procedures have been largely ignored, even in the face of 

evidence that more than 40% of patients use alternative therapies.61,62

Fortunately, however, some practitioners of modern medicine are beginning to learn about 

natural, complementary therapies, either through their own independent inquiries or through 

introductory or continuing-education courses that provide knowledge of these topics. A 

recent survey found that more than 60% of all physicians make referrals to natural 

practitioners and that nearly 25% of the modern practitioners use complementary techniques 

in their own practice.63 This trend is supported by public opinion. A survey found that 

89% of the American public is dissatisfied with the current status of medical practices and 

desires fundamental change in the direction and structure of the US health care system.64 A 

review in the Journal of NIH Research concluded that conventional health care practitioners 

need to know more about the research and medical practice modalities of natural and 

complementary medicine, and that physicians should be educated to understand how and 

where natural medical practices fit into the health care delivery system.65

Partly in response to this need for greater knowledge of natural and complementary medical 

practice, the United States Congress and the National Institutes of Health established the 

Office of Alternative Medicine, which later became the National Center for Complementary 

and Alternative Medicine. This initiative has inspired medical schools to offer courses 

on natural and complementary medicine, and such courses have become popular at 

most medical schools.66 However, with few exceptions, these courses offer only a brief, 

fragmented exposure to natural and complementary medicine techniques. Most of them 

attempt to cover an eclectic array of approaches,66 many of which have not been studied or 

have not proven effective.29

Against this backdrop, several avenues are open for providing knowledge of the TM 

program and the Maharishi Consciousness-Based Health Care system. Through new courses 

in existing schools and through adding new schools specializing in this knowledge, the TM 

program could be quickly integrated into treatment and prevention strategies. This may be 

the most effective means to enhance the use of these more comprehensive, scientifically 

tested technologies in mainstream health practice.

EDUCATING DOCTORS AND THE PUBLIC ON THE BENEFITS

In addition to trained teachers of the TM program in most cities, doctors and college-level 

instructors are available who are qualified to give out information on the TM program as 

an adjunct treatment or prevention modality. Instructors can be accessed through several 

organizations, mainly the Maharishi Vedic universities, colleges, and schools, which have 

campuses or facilities in most states of the United States and in most countries of the 
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world. The College of Maharishi Consciousness-Based Health Care in Fairfield, Iowa, a part 

of Maharishi University of Management, offers accredited degree programs to train health 

consultants and health educators in providing prevention-oriented, natural healthcare that is 

reported to be free of hazardous side effects and effective in promoting perfect health.

These educational programs not only offer the means for individuals to become qualified 

in the use of the Maharishi Consciousness-Based Health Care system, but also provide an 

environment and daily schedule conducive to development of higher states of consciousness. 

The students practice the technologies of consciousness as part of their training. In addition, 

short courses for medical doctors and other health professionals are offered so these 

professionals can learn about the medical use of the TM program and other aspects of the 

Maharishi Consciousness-Based Health Care program. These short courses for professionals 

are generally offered at selected sites around the country, but could be taught on a periodic 

basis at any university or college if the demand is sufficient. In addition, courses taught on 

the Internet and through communication satellites could be developed through Maharishi 

Open University, a university conducted over satellite television channels, by simply adding 

classes to existing satellite programming in most countries.

Given adequate demand for the courses, educating doctors and health professionals on the 

nature and benefits of TM and other Maharishi Consciousness-Based Health Care programs 

appears simple. Consequently, the most expeditious method for reaching the general public 

may be accomplished by first training existing doctors and paramedical professionals in the 

nature and availability of these programs through courses at Maharishi Open University. 

In the 33rd Bethesda Conference, which focused on preventive cardiology, presenters 

emphasized the value of the inclusion of nonphysician personnel and community resources 

in preventing CVD.13,67 This means that practices specializing in CVD could be encouraged 

to use a team approach and to include a TM teacher or a specialist in the whole range of 

Maharishi Consciousness-Based Health Care programs. And in practices where the team 

approach to CVD treatment and secondary prevention is already used,12 doctors could refer 

their patients to a team member who is a qualified TM instructor or a health consultant 

trained in Maharishi Consciousness-Based Health Care programs. The beneficial effects of 

the TM program have been obtained in minority ethnic groups as well as majority groups, 

and in many countries and cultures of the world.36,38,39,68

POLICY RECOMMENDATIONS

In addition to the aforementioned recommendations in the area of education, there are 

other recommendations that can be made regarding providers, certification and licensure, 

reimbursement, and implementation of the TM program or other aspects of the Maharishi 

Consciousness-Based Health Care program.

WHO SHOULD PROVIDE THESE SERVICES

Currently, the TM program is provided mainly by specially trained teachers in most cities. 

However, a few doctors and college-level instructors are available who are qualified to 

give information on the TM program as an adjunct treatment or prevention modality. 
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Also, physicians and other licensed modern health professionals who have received 

this specialized training as part of their continuing education practice the Maharishi 

Consciousness-Based Health Care program. Trained professionals with a bachelor’s degree, 

PhD degree, or certificate from the College of Maharishi Consciousness-Based Health Care 

at Maharishi University of Management in Iowa may practice either as consultants to 

licensed physicians or independently as unlicensed practitioners.

Two categories of practitioners are recommended to provide these services in the future: 

(a) conventional medical practitioners with additional training in Maharishi Consciousness-

Based Health Care (eg, medical doctors, osteopaths, chiropractors, nurse clinicians, and 

(b) specialists trained solely in Maharishi Consciousness-Based Health Care. Training is 

currently available in the Maharishi Consciousness-Based Health Care at the BA and PhD 

levels for consultants to physicians and for independent practitioners, where allowed by law.

CERTIFICATION AND LICENSURE

We recommend that governments encourage or legislate a 2-stage certification and licensure 

process for Maharishi Consciousness-Based Health Care practice in all states. In the short 

term (eg, the next 5 years), all states are recommended to follow the recent models in 

California and Minnesota, where complementary and alternative medical practitioners who 

are practicing an approved form of natural medicine and who have been certified in their 

specialty by a national organization are allowed to practice clinically. As a second stage, 

and for the long term, we recommend that the federal government encourage or mandate 

adoption of licensing procedures for doctoral-level practitioners in all states. Qualification 

for licensure would require, among other things, successful completion of a predefined 

level of education in an approved educational institution and certification by a national 

professional organization in the field.

STAND-ALONE VERSUS COMPLEMENTARY USE

We recommend the TM program in a complementary manner with effective modern 

medicine approaches, but in locations where other aspects of Maharishi Consciousness-

Based Health Care can be prescribed along with TM, this approach could serve as a 

stand-alone treatment for many CVD conditions and other diseases. Such an approach 

might involve medical center for each community or congressional district that specialize 

in Maharishi Consciousness-Based Health Care, as well as programs integrating specially 

trained practitioners into modern health care delivery systems. These specialized centers 

would allow for provision of other modalities of Maharishi Consciousness-Based Health 

Care that might not be available in the usual modern medical settings.

COST REIMBURSEMENT

Instruction in the TM program, with costs comparable to those of other formalized 

behavioral medicine programs, along with other modalities of Maharishi Consciousness-

Based Health Care, should be reimbursed by third-party payers (eg, Medicare, Medicaid, 

as well as indemnity insurance and prepaid health plans) if controlled clinical research 
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published in peer-reviewed scientific journals finds these modalities generally effective. 

Also, we recommend reimbursement for CVD prevention using these approaches.

CONCLUSIONS

Evidence from preclinical, clinical, and health insurance studies supports the feasibility 

and practicality of including the TM program in doctors’ recommendations for primary 

and secondary prevention of CVD, and also in the coverage packages of health insurance 

carriers. Based on the proven success of a team approach to secondary prevention, addition 

of TM instructors and other practitioners specially trained in Maharishi Consciousness-

Based Health Care would seem appropriate both for the optimum health of patients and for 

reasons of economy.
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FIGURE 1. 
Hospital admissions rate in 18 treatment categories for the 2,000-member transcendental 

meditation (TM) group and the 600,000-member normative control group.

Source. Orme-Johnson,19 reprinted with permission.
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