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Abstract
In a retrospective study, we assessed the impact on
medical utilization and expenditures of a multicom-
ponent prevention program, the Maharishi Vedic
Approach to Health®™™ (MVAH). We compared archi-
val data from Blue Cross/Blue Shield lowa for MVAH
(n = 693) with statewide norms for 1985 through 1995
(n = 600,000) and with a demographically matched
control group (n = 4,148) for 1990, 1991, 1994, and
1995. We found that the 4-year total medical expen-
ditures per person in the MVAH group were 59% and
57 % lower than those in the norm and control groups,
respectively; the 11-year mean was 63% lower than
the norm. The MVAH group had lower utilization and
expenditures across all age groups and for all disease
categories. Hospital admission rates in the control
group were 11.4 times higher than those in the MVAH
group for cardiovascular disease, 3.3 times higher for
cancer, and 6.7 times higher for mental health and
substance abuse. The greatest savings were seen
among MVAH patients older than age 45, who had
88% fewer total patient days compared with control
patients. Our results confirm previous research sup-
porting the effectiveness of MVAH for preventing
disease. Our evaluation suggests that MVAH can be
safely used as a cost-effective treatment regimen in
the managed care setting.
(Am | Man Care 1997;3:135-144)

P \le United States spends more on medical serv-

I ices than any other country, yet among indus-
trialized nations it has some of the worst health
outcomes (eg, for life expectancy at birth, the United
States ranks 20th for males and 18th for females).'
Studies suggest that 50% of the deaths” and 70% of
the diseases’ in the United States are caused by un-
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healthy lifestyle habits, such as smoking, alcohol
abuse, and improper diet. Managed care and govern-
ment policy makers are faced with a quandary—trying
to decrease medical costs caused mainly by lifestyle
choices while maintaining personal freedom.

Unconventional medicine may help resolve this
dilemma. A recent national survey found that one
third of Americans choose a nonallopathic approach to
treating common health problems.” In addition, the
National Institutes of Health has recommended
studying existing groups that have been using natural
medicine over a substantial period of time.” Along
these lines, our study focuses on the Maharishi Vedic
Approach to Health®™ (MVAH),* a comprehensive
program of natural medicine that implements Ayur-
Veda according to the ancient texts. Developed by
Mabharishi Mahesh Yogi in collaboration with leading
physicians, MVAH is a prevention-oriented system
designed to maintain optimal health by restoring bal-
ance in the physiology.*” The MVAH system offers
noninvasive diagnostic techniques and prescribes
specific daily and seasonal behavioral and dietary
routines to strengthen the immune system and the
homeostatic mechanisms. It makes use of an exten-
sive materia medica describing the therapeutic use of
medicinal plants. It includes antioxidant strategies,
mind-body integration strategies, and techniques for
strengthening the immune, cardiovascular, and diges-
tive systems. The MVAH emphasizes the role of the
environment in maintaining optimal individual and
social health and thus even includes systems of music,
architecture, and city planning."

"The most widely researched MVAH methodology
is the Transcendental Meditation® (TM®) program,
which is highly effective for reducing stress and acti-

*Maharishi Vedic Approach to Health is a service mark licensed to Mahar-
ishi Vedic Education Development Corporation and used under subli-
cense.

®Transcendental Meditation and TM are service marks registered in the
US Patent and Trademark Office, licensed to Maharishi Vedi Education
Development Corporation and used under sublicense.
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vating the restorative mechanisms of the body.>?
Orme-Johnson'' provided direct evidence that the
TM technique improves general health in a 5-year
study of health insurance statistics for 2,000 practitio-
ners. He reported that when compared with norma-
tive data or with demographically similar control
subjects, persons practicing this technique used 50%
fewer inpatient and outpatient medical services. Evi-
dence also suggests that the TM technique reduces
medical costs. Herron et al'? evaluated the impact of
"TM practice on the medical expenses of 677 French
Canadians and found that medical costs were de-
creased by 5% to 7% annually. Herron et al” also
reported that the TM technique was more cost-effec-
tive than medication in treating hypertension. Our
current study extends this research to persons using
other aspects of MVAH in addition to TM.

-~ METHODS -

To analyze the impact of MVAH on medical utili-
zation and expenditures, we compared data from per-
sons using the MVAH program with those from a
norm group and a control group. Data for the MVAH
and control groups were obtained from archival health
insurance annual reports provided by Blue Cross/Blue
Shield of Iowa (BC/BS). Data for the norm group were
obtained from BC/BS reports on statewide normative
data. The BC/BS reports contained: (1) medical utili-
zation data by inpatient/outpatient status and disease
categories; and (2) aggregate amounts BC/BS paid
annually for its clients’ medical treatment during an
11-year period (1985 to 1995).

The MVAH group consisted of faculty and staff
members of the Maharishi University of Management
in Fairfield, Iowa, and their dependents. During the
11-year study period, the group size ranged from 417
persons in 1985 to 701 in 1995. The university popu-
lation participates in many of the modalities of
MVAH, which include twice-daily practice of the TM
and TM-Sidhi program (an advanced aspect of the
TM program), daily yoga and breathing exercises,
herbal dietary supplements, and recommendations
for diet and daily routine specific to the season and
the individual’s health needs. In addition, two to three
times a year many persons participate in an extensive
physiologic purification program.”®

The norm group consisted of approximately
600,000 Iowans enrolled in BC/BS. Data from this
group for all 11 years (1985 to 1995) were compared
with those for the MVAH group to assess consistency
and reliability of the results.

To control for education level and profession, ag-
gregate data on faculty members and their covered
dependents from 18 other private colleges in lowa for
1990 and 1991 and from 12 private colleges for 1994
and 1995 were supplied by Blue Cross/Blue Shield of
Iowa Actuarial Services. We obtained only 4 years of
data for the control group because of budgetary con-
straints and lack of available data for some years.
These four years were representative of both the
MVAH and the norm groups. The control group size
was approximately 5,000 persons in 1990 and 1991,
3,282in 1994, and 3,3111in 1995, witha meanaggregate
group size of 4,148 for the 4 years. The mean size of
the MVAH group during these 4 years was 693 persons.

The mean age, sex, median coin-
surance levels, and median deductible

Table 1. Characteristics of the Norm, Control, and Maharishi Vedic

Approach to Health (MVAH) Groups

amounts were similar for all three
groups (Table 1). However, because
the available age distributions were
somewhat different, we adjusted the
data to control for this difference.

_Norm Control MVAH
Mean Age (yr) 32.5 34.9 34.0 . .« . .
Percent Female 514 537 I Adjustment for Age.].)lst.rlbutlon
Coinsurance* 80/20 90/10 90/10 Ra.tes of medlcal l.ltlllZaqon and ex-
Deductible* $100 $100 $50 penditures were available for all three
Age Distributiont groups in each of six different age cate-
<20 32% 26% 27% gories (<20, 20-34, 35-44, 45-54, 55-64,
2034 2% 19% 5% 65+) for 1994and 1995. The utilization
0, 0, 3
o 19% 21% 36% for the control and norm groups for
45-54 14% 19% 29% : . ‘
5564 1% 129 39 each outcome (eg, inpatient days per
- (o] (e} (s .
65+ 3% 3% 1% 1,000 persons, outpatient days per
Total 100% 100% 100% 1,000 persons, and hospital expendi-
*Median. tures per person) was adjusted to re-

tMean of 1994 and 1995

flect the age distribution of the MVAH
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group shown in Table 1. We used the following for-
mula to adjust data from the norm and control groups:
Xi = Epj1j, where X; is the age-adjusted utilization
summed across all age categories for each medical
outcome measure / for the norm or control groups, p;
is the proportion of persons in the MVAH group for
age category 7, and 1; is the outcome measure for the
norm or control groups for each age category /. This
adjustment was made for both 1994 and 1995, then
applied to the remaining years of the study.

Because the number of persons in the MVAH
group was too small to make meaningful comparisons
in each of the age categories, we analyzed the data in
two broad age categories, <45 and 45+. This gave the
MVAH group a mean of 476 persons in the <45 cate-
gory and 226 in the 45+ category. There were more
than 1,000 persons in each category in the norm and
control groups. The data in these two broad age cate-
gories were age-adjusted according to the formula
described above.

Age adjustments were estimated for the years for
which breakdowns by age distribution were unavail-
able (ie, 1985-1990, 1992, and 1993 for the norm group;
1990 and 1991 for the control group) by using the mean
age-adjustment factors from 1994 and 1995. This pro-
cedure had the effect of decreasing the norm and
control groups, respectively, by 15% and 17.8% for
patient days per 1,000 persons, by 3.4% and 0.6% for
outpatient visits per 1,000 persons, and by 9.9% and
13.2% for hospital expenditures per person. These age
adjustments could be expected to provide reasonable
estimates because the age distributions of all three
groups were stable over the 11-year period of the
study.

Type of Medical Services
We compared the MVAH group with the control
and norm groups according to four types of service:

surgical, medical, obstetric, and mental health and
substance abuse. These data were available for 4 years
(1990, 1991, 1994, and 1995). The age-adjustment
factors for total utilization and expenditures were ap-
plied to the medical, surgical, and mental health and
substance abuse categories. Obstetric utilization was
notage adjusted because all groups had approximately
the same percentage of women aged 20 to 44 years.

Diagnostic Categories

We also analyzed data by 18 disease categories
organized by organ systems. This is the standard re-
porting procedure used by BC/BS. Mean hospital ad-
missions per 1,000 persons for all available years are
reported, which includes 8 years of data for the
MVAH group (1985-1989, 1991, 1994, 1995), 7 years
of data for the norm group (1985-1989, 1994, 1995),
and 3 years of data for control group (1991, 1994,
1995). Data are missing because some years BC/BS
did not report the data by diagnostic category. Some
of the recent missing data were provided by special
request, but data from other years were unavailable.
Since the number of persons in the MVAH group was
relatively small, all available years of data were used
to maximize the reliability of the results.

Age adjustment for data in each diagnostic category
was made by applying the global correction to all
categories; this procedure reduced the observed ad-
missions per 1,000 persons by 15.8% in the norm
group and 13.3% in the control group.

~ RESULTS -

Across all age categories, the MVAH group had
fewer patient days per 1,000 persons and less inpa-
tient and outpatient expenditures per 1,000 persons;
this was also true for the two broad age categories of
<45 and 45+ years. For persons younger than age 45,

Table 2. Mean Annual Age-Adjusted Hospital Inpatient and Outpatient Utilization and Expenditures by Age for
the Norm, Control, and Maharishi Vedic Approach to Health (MVAH) Groups for 1994 and 1995

% Diff. % Diff Ratio Ratio
(MVAH vs  (MVAH vs (Norm/ (Control/
Norm Control MVAH Norm) Control) MVAH) MVAH)
Hospital Patient Days/1,000 <45 197 176 109 -45 -38 1.8 16
45+ 350 271 33 -91 -88 10.6 8.2
Total 246 205 86 -65 -58 2.9 2.4
Outpatient Visits/1,000 <45 414 498 196 -53 -61 21 2.5
45+ 554 516 234 -58 -55 2.4 22
Total 459 505 207 -55 -59 2.2 2.4
Hospital Expenditures/Person* <45 434 459 183 -58 -60 2.4 2.5
45+ 822 661 104 -87 -84 7.9 6.4
*Hospital expenditures are inpatient plus outpatient hospital expenditures, in 1995 dollars.
VOL.3,NO. 1 THE AMERICAN JOURNAL OF MANAGED CARE 137



- HEALTHCARE EXPENDITURES --

the hospital patient days per 1,000 persons in the
MVAH group were 45% and 38% lower than that in
the norm and control groups, respectively (Table 2).
Among persons age 45 or older, hospital patient days
per 1,000 persons in the MVAH group were 91% and
88% lower than that in the norm and control groups,

respectively (Table 2). Outpatient visits per 1,000
persons were 53% and 61% lower in the MVAH group
than in the norm and control groups, respectively, for
persons younger than age 45 and 58% and 55% lower
for persons age 45 or older (Table 2). Hospital inpa-
tient and outpatient expenditures were 58% and 60%

Table 3. Yearly Rates of Hospital Patient Days, Outpatient Hospital Visits, Total Medical Expenditures, Percent
Differences, and Ratios for the Norm, Control, and Maharishi Vedic Approach to Health (MVAH) Groups

% Diff * % Diff * Ratiot Ratiot

(MVAH vs  (MVAH vs (Norm/ (Control/

Year Norm* Control* MVAH* Norm) Control) MVAH) MVAH)
Hospital Patient Days/1,000 1985 471 — 108 .73 — 37 —
1986 455 — 118 -69 — 33 —
1987 463 — 103 -74 — 3.8 —
1988 475 — 54 -87 — 7.5 —
1989 472 — 85 -79 — 4.7 —
1990 465 509 125 -68 -70 3.2 33
1991 402 416 84 -75 -75 4.1 4.1
1992 381 — 57 -82 — 5.7 —_
1993 339 — 103 -64 — 2.8 —
1994 302 258 104 -59 -51 2.5 2.0
1995 277 241 68 =71 -66 3.5 2.9
Mean '85-95 409 — 92 -74 — 3.8 —
Mean '90, 91, 94. 95 362 356 95 -69 -67 3.2 3.1
Outpatient Visits/1,000 1985 309 — 113 -62 — 2.6 —
1986 321 — 120 -61 — 26 —
1987 342 — 163 -51 — 20 —
1988 381 — 204 -45 — 18 —
1989 412 — 194 -51 — 2.1 ——
1990 465 331 184 -59 -44 24 1.8
1991 460 374 178 -60 -52 2.5 2.1
1992 476 — 221 =52 — 2.1 —
1993 471 — 219 -52 — 21 —
1994 480 497 200 -57 -60 2.3 2.5
1995 471 518 214 -53 -58 2.1 24
Mean '85-95 417 — 182.7 -55 — 2.2 —
Mean 90, 91, 94, 95 469 430 194.0 -57 -55 2.3 2.2

Total Medical Expenditures

per Person (1995 Dollars)* 1985 1,898 — 527 -69 — 3.2 —
1986 1,593 —_ 561 -61 —_ 2.6 —
1987 1,500 — 491 -64 — 2.8 —
1988 1,577 —_ 434 -69 — 3.3 —
1989 1,601 — 503 -65 — 2.9 —
1990 1,673 1,651 614 -59 -57 2.5 2.3
1991 1,558 1,497 570 -59 -56 2.5 2.3
1992 1,582 — 513 -64 — 2.8 —
1993 1,552 — 565 -60 — 2.5 —
1994 1,537 1,557 610 -56 -55 23 2.2
1995 1,533 1,588 533 -61 -61 26 2.6
Mean '85-95 1,600 —_ 538 -63 — 27 —
Mean 90, 91, 94, 95 1,575 1,573 582 -59 -57 2.4 2.3

*These data are the observed values, not adjusted for age Control group data were available only for 1990, 1991, 1994, and 1995.
tThese percentages were age adjusted to provide a conservative estimate
#Total expenditures are the total of all Blue Cross/Blue Shield charges, including inpatient and outpatient hospital charges, physicians’ fees,

procedures, x-ray films, laboratory work, etc.
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lower in the MVAH group than

in the control and norm groups

B Norm

[1 Maharishi Vedic
Approach to Health

Control

for persons younger than age 45
and 87% and 84% lower for per-
sons age 45 or older.

Four- and 11-Year
Comparisons

As shown in Table 3; the re-
sults were consistent across all
years. Using the sign test, under
the null hypothesis of no differ-
ence between the groups each
year, the two-tailed probability
of observing lower levels for all
11 years is 2x 0.5 or P = 0.001.

Inpatient Days per 1080

Total Surgical

N

Medical

Mental
Health &
Substance

Abuse
Type of Medical Service

Obstetrical

Hospital Admissions and
Length of Stay

The lower number of patient

Figure 1. Age adjusted hospital inpatient utilization by type of service for statewide normative
data (Norm), the Control group of other colleges in lowa, and the Maharishi Vedic Approach
to Health group (means of four years—1990, 1991, 1994, 1995)

days per 1,000 persons in the
MVAH group resulted from a
combination of both a lower hospital admission rate
and fewer days spent in the hospital. The age-ad-
justed 11-year mean hospital admissions per 1,000
persons was 57% less in the MVAH group compared
with the norm group (29 versus 68). The 11-year mean
length of stay in the hospital was 3.2 days in the
MVAH group compared with 5.1 days in the norm
group. For the 4 years of comparison with the control
group, the age-adjusted mean admissions per 1,000
persons were 63 for the norm group, 59 for the control
group, and 27 for the MVAH group. The mean length
of stay was 4.8 days for the norm group, 5.0 for control
group, and 3.6 for the MVAH group. Compared with
the MVAH group, the rates of hospital admissions for
the norm and control groups were 2.4 and 2.2 times
higher, respectively.

Professional services, including physician consult-
ations, laboratory work, x-ray films, pharmacy serv-
ices, ambulance, and medical equipment, for the
MVAH group were consistently lower than those for
the norm and control groups for all years.

Pathologic Versus Obstetric Utilization

To distinguish pathologic from non-pathologic use
of the hospital, use for diseases was separated from
use for normal childbirth. The age-adjusted 11-year
mean patient days per 1,000 persons for diseases
(non-obstetric) was 80% lower in the MVAH group
than in the norm group.

The mean rate of childbirth over the 11-year pe-
riod from 1985 to 1995 for the MVAH group was

slightly but not significantly lower than that for the
norm group: 14.5 births per year in the MVAH group
compared with 15.6 in the norm group. Persons in the
MVAH group spent a mean of 2.2 days in the hospital
for childbirth compared with 3.1 days for the norm
group.

For the 4 years of comparison with the control
group, hospital admissions per 1,000 persons for
childbirth were 14.8 for the norm group, 12.5 for the
control group, and 11.0 for the MVAH group. For the
MVAH group, only 74% of the hospital patient days
were for illness, compared with 91% for the contiol
group and 88% for the norm group.

Ultilization by Type of Service

For all types of medical services, the MVAH group
had fewer patient days per 1,000 persons than did the
control and norm groups (Figure 1). Patient days per
1,000 persons in the MVAH group were 91% and 86%
lower than in the norm and control groups, respec-
tively, for mental health and substance abuse, 72%
and 74% lower for surgical, 66% and 68% lower for
medical, and 42% and 22% lower for obstetric.

Outpatient hospital visits per 1,000 persons in the
MVAH group were 94% and 95% lower for mental
health and substance abuse, 50% and 54% lower for
surgical, 59% and 54% lower for medical, and 10% and
10% lower for obstetric services compared with the
norm and control groups, respectively. Moreover, to-
tal inpatient and outpatient hospital expenditures in
the MVAH group were 92% and 89% lower for mental
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health and substance abuse, 69% and 71% lower for
surgical, 51% and 49% lower for medical, 42% and
21% lower for obstetric, and 57% and 51% lower for
x-ray film and laboratory work compared with the
norm and control groups, respectively.

Diagnostic Categories of Disease

The different diagnostic categories, ranked in de-
scending order by their normative expense, are shown
in Table 4, Hospital admission rates in the MVAH
group were lower than those in the norm group for all
disease categories and lower than those in the control
group in 16 of the 17 categories. Using the sign test,
under the null hypothesis of no difference between
the groups for each disease, the two-tailed probability
of observing lower levels for all 17 diseases is P =
0.000015, and the probability of 16 out of 17 is P =
0.0002. In the one category (blood/spleen) in which
admissions were lower in the control group than the
MVAH group, the difference was not substantial (0.08
fewer admissions per 1,000 persons). This was the
smallest absolute difference of all disease categories.

The category with the highest normative costs was
heart/vessel, which includes hypertension, coronary
heart disease, heart attack, stroke, aneurysm, angina,
and heart failure. Cardiovascular diseases are expen-
sive because of their high prevalence and high charges
per admission. Age-adjusted admissions per 1,000
persons for heart/vessel in the norm and control
groups were 10.7 and 11.4 times higher, respectively,
compared with the MVAH group.

Admissions per 1,000 persons for diseases of the
digestive system, the second most expensive cate-
gory, were 2.8 times higher in the norm group and 1.9
times higher in the control group compared with the
MVAH group.

The third most expensive category is benign/can-
cerous tumors, which includes non-tumorous cancers
such as leukemia, lymphoma, and Hodgkin’s disease.
Admissions per 1,000 persons were 3.3 times higher
in both the norm and control groups, compared with
the MVAH group. Admissions per 1,000 persons for
injuries/poisonings, the fourth most expensive cate-
gory, were 3.1 and 1.7 times higher in the norm and

Table 4. Hospital Admissions by Treatment Category for the Norm, Control, and Maharishi Vedic Approach to

Health (MVAH) Groups

Normative Ratiot Ratiot % Diff. % Diff. #

Costs per Hospital Admissions/1,000 (Norm/ (Control/  (MVAH vs  (TM only
Treatment Categories 1,000* Norm Control MVAH MVAH) MVAH) Norm) vs Norm)
Heart/Vessel $96,223 8.41 8.70 0.66 10.69 11.40 -92 -87
Digestive $56,924 8.93 6.00 2.73 276 1.91 -69 -49
Benign/Cancerous Tumors $53,727 4.93 4.90 1.28 3.25 3.34 -74 -55
Injuries/Poisonings $48,216 6.30 3.40 1.70 3.12 1.74 -73 -63
Mental Health &

Substance Abuse $43,956 5.41 330 0.43 10.63 6.68 -92 -31
Bones/Muscles/Ligaments $37,864 4.54 4.20 0.25 15 28 14 58 -94 -68
Nose/Throat/Lung $36,698 7 98 4.30 0.88 7 68 4 26 -89 -73
Genital/Urinary $34,136 592 5.70 3.41 1.46 1.45 -42 -37
Symptoms with Unknown

Cause $19,366 423 2.20 0 68 5.27 2.83 -84 -76
Nerves/Eyes/Ears $14,274 2,18 1.40 053 3.50 2.31 -76 -87
Other $12,131 1.67 0.40 0.00 — — -100 -91
Virus/Bacterial Infections $11,365 1.83 1.80 0.13 12.31 12.50 -93 -30
Glands/Metabolism/

Immune System $10,894 1.65 210 0.13 11.12 14.58 -92 -65
Birth Defects $9,071 0.89 1.10 0.00 — — -100 -51
Perinatal $8,131 0.41 0 60 0.13 2.74 417 -69 -65
Skin/Nails/Hair $5,253 0.88 0.60 0.13 5.96 417 -86 -80
Blood/Spleen $4,191 0.47 0.20 0.28 143 063 -41 -33
Total $502,419 66.63 50.90 13.30 4.22 3.32 -80 -67

*Normative costs/1,000 are in 1995 dollars. They are the statewide normative hospital costs from Blue Cross of lowa for all available data,
which was for 1985-1989, 1994, and 1995

tAge adjusted

#Data on transcendental meditation (TM)-only subjects from previous study of 2,000 meditators over 5 years. '
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control groups, respectively, than in the MVAH
group.

The fifth most expensive category is mental health
and substance abuse, which includes all mental and
behavioral disorders, alcohol abuse, and drug abuse.
Admissions per 1,000 persons were 10.6 times higher
in the norm group and 6.7 times higher in the control
group compared with the MVAH group.

The last two columns in Table 4 compare data from
the MVAH group with that from a TM-only group
from a previous study.'" Hospital admission rates were
lower in the MVAH group than the TM-only group in
16 of the 17 diagnostic categories. In particular, admis-
sions per 1,000 persons for infectious diseases were
93% lower in the MVAH group compared with the
norm group but only 30% lower in the TM-only group
compared with the norm group. Total hospital admis-
sions per 1,000 persons for disease were 80% lower in
the MVAH group but only 67% lower in the TM-only
group compared with the norm group.

-+ DISCUSSION AND CONCLUSION -

The rates of medical utilization and expenditures
in the MVAH group were substantially lower than
those for the control and norm groups over all years,
on all outcome measures, in all age groups, and for all
disease categories. The greatest reductions in medical
utilization and expenditures were seen for hospitali-
zations and among older persons in the MVAH group.
For example, the MVAH group spent 58% and 65%
fewer days in the hospital compared with the control
group and norm groups, respectively. For persons age
45 or older, the number of hospital days in the MVAH
group was 88% and 91% lower than that in the control
and norm groups, respectively. These results are con-
sistent with previous research suggesting the substan-
tial impact of the 'T'M program on aging, as indicated
by lower biologic age,'" lower blood pressure,'®"’
and improved mental health, physical health status,
and longevity."

A similar pattern of relatively greater benefit for
older persons was found in previous research on health
insurance statistics for a group practicing the TM
program without other aspects of MVAH." In our
current study, patient days per 1,000 persons for those
age 45+ in the MVAH group were 91% lower than that
for the norm group, compared with 68% lower for
persons in the TM program in the previous study. In
addition, compared with the previous TM-only study,
MVAH produced greater reductions in hospital ad-
mission rates compated with the norm group in 16 of
17 disease categories. Thus the other strategies in-

cluded in MVAH, in addition to the TM program, may
have an impact in reducing hospitalization for serious
illnesses.

We controlled for a number of factors that influence
medical utilization. All groups had similar sex distri-
butions, deductibles, and coinsurance levels; all were
flom the same geographic location (Iowa). The pa-
tients’ being in the same geographic location control-
led for local patterns of medical practice, cost
structure, and climatic influences on health. Since all
groups were covered by the same carrier, Blue Cross/
Blue Shield of Iowa, they all had the same limits on
what the carrier would pay for specific services. The
fairly low deductible amounts and coinsurance levels
of the MVAH group would tend to encourage medical
utilization rather than discourage it. In addition, we
controlled for long-term trends in medical utilization
and costs by making comparisons among groups over
the same years.

The use of archival insurance data ensured objec-
tivity and accuracy and provided a 100% response rate.
Education level and profession were controlled by
comparing the MVAH university population with a
control group from colleges in the same state. Our
overall conclusions were not changed when the con-
trol and norm groups were age adjusted to be equiva-
lent to that of the MVAH group.

The effect of MVAH was not merely a shift from
inpatient to outpatient utilization, because outpatient
utilization was also reduced by more than 50%. The
results do not appear to be due to an attitude bias
against conventional medicine, because non-
pathologic (obstetric) utilization was normal in the
MVAH group. The reduction in conventional medical
utilization apparently does not represent a shift to
alternative medicine, which is not covered by Blue
Cross/Blue Shield. Alternative medicine is used to
supplement conventional medicine, not replace it.*
Alternative medicine generally is used for minor,
chronic health problems, such as headaches, insom-
nia, chronic pain, and general stress”; we found reduc-
tions for all major diseases, not only minor problems.
The MVAH system was used by the experimental
group primarily as a prevention program, not as a
substitute for conventional medicine.

One important factor not controlled for was con-
sumption of drugs, alcohol, and tobacco, because the
MVAH group is virtually drug, alcohol, and tobacco
free, whereas the control group was not. This non-
equivalence of the control group could be viewed asa
confounding factor. However, a wide range of evi-
dence suggests that TM practice reduces drug, alco-
hol, and tobacco consumption. Even though TM

VOL 3,NO. 1

THE AMERICAN JOURNAL OF MANAGED CARE 141



- HEALTHCARE EXPENDITURES --

requires no change in lifestyle, six randomized studies
and meta-analyses indicate that it reduces substance
abuse."® In addition, evidence suggests that the TM
program normalizes abnormal neuroendocrine mecha-
nisms responsible for substance abuse.'” These stud-
tes indicate that reduced substance abuse in the
MVAH group is not a confounding factor but rather is
a factor that mediates the observed reductions in
medical utilization and expenditures. It appears that
'I'M practice, and perhaps other aspects of MVAH,
reduce the use of drugs, alcohol, and tobacco, and that
these reductions contribute to improved health.

Other meta-analyses have shown that the TM pro-
gram is highly effective in decreasing trait anxiety™
and increasing global mental health (self-actualiza-
tion).”) This suggests that the low rates of medical
utilization for mental health and substance abuse ob-
served in the MVAH group are a result of TM rather
than self-selection. The estimated combined impact
on all-cause mortality of eliminating consumption of
alcohol and tobacco is approximately 25%,° far less
than the effects observed in our study.

Another difference between the MVAH and con-
trol groups is diet. The MVAH system advises against
eating red meat, and most persons in the MVAH group
follow a lactovegetarian diet. The effects of a vegetar-
ian diet on health do notappear to be as broad as those
found in our study.”” The magnitude of the effect of
a vegetarian diet on medical utilization is generally
much less, between 15% and 20%,%* than that found
in our study. One large study? illustrating the specific
effects of a vegetarian diet found an 18% reduction in
total mortality in male vegetarians but no significant
effect in female vegetarians compared with the gen-
eral population. In addition, the researchers found
that the reduced mortality in men was almost entirely
due toa decreased incidence of cardiovascular disease.

Studies of Seventh-Day Adventists provide a com-
parison for the MVAH group for the combination of
vegetarian diet and abstinence from tobacco, alcohol,
and drugs. Although direct comparisons of Seventh-
Day Adventists with our MVAH group are tentative
without controlling for demographic and measure-
ment factors, the annual rates of surgeries and hospi-
talization reported in the literature for vegetarian,
non-smoking, and non-alcohol-consuming Seventh-
Day Adventists are more than twice as high as for the
MVAH group.”

The MVAH program emphasizes true primary pre-
vention through health promotion and early detection
and correction of imbalances before they progress to
disease.”® The herbal compounds prescribed by the
MVAH system exhibit antioxidant, cardioprotective,

antineoplastic, immunomodulatory, and neurophysi-
ologic effects. These herbal preparations also de-
crease the toxic effects of chemotherapy and toluene.
"The physiologic purification programs of MVAH have
been shown to reduce cardiovascular risk factors and
improve overall physical and mental well-being.?

These studies suggest that the TM program in-
duces a psychophysiologic balance. In a balanced psy-
chophysiology, lifestyles spontaneously become
health-supporting, instead ‘of life-damaging.”*”’ A
meta-analysis of 32 studies® found that the TM tech-
nique reduces somatic arousal to a greater extent than
ordinary rest, providing the optimal condition for the
body’s homeostatic mechanisms to reduce stress and
restore balance. This meta-analysis also found that
outside of meditation, meditators have lower resting
levels of heart rate, respiration rate, and plasma lac-
tate, as well as greater autonomic stability than control
subjects, indicating greater baseline efficiency. From
this deeply rested, stable baseline the autonomic sys-
tem responds to challenges more rapidly and fully, and
recovers more quickly afterward.”” The many healch-
related effects of the TM program can be seen as a
direct result of the reduction in stress that takes place
during meditation. Studies show decreased anxiety,”
normalization of neuroendocrine processes,' de-
creased hypertension'®" and hypercholesterolemia,
increased exercise tolerance in patients with angina
pectoris,”’ and general improvements in health.!"*
Because of increased systemic balance, the individual
becomes better able to make healthy lifestyle choices,
as indicated by decreased drug, alcohol, and tobacco
consumption'™** and more healthful dietary prefer-
ences.

However, because the MVAH group are all faculty,
staff, and family members of Maharishi University of
Management, they represent a committed group of
TM practitioners. Resedrch has demonstrated the im-
portance of social support for promoting health.***
Would the results be as robust in a sample of MVAH
participants scattered in the general community or in
samples randomly assigned to the MVAH program?
Randomized trials and meta-analyses on components
of the MVAH program suggest that the results are
robust. However; the effects of the MVAH program
as a whole on the general population are a question for
further research.

If this system of medicine is to be relevant to
managed care, the American public must be open to
trying it. A national survey found that 82% of Ameri-
cans polled specifically about MVAH expressed inter-
estin the TM technique and MVAH if these methods
were shown to be effective and could help cut insur-
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ance costs; 56.5% of those surveyed wanted more
information to improve public awareness, 47.9%
wanted to see more funding and research to better
understand the techniques, and 42.3% wanted to in-
clude reimbursement for these techniques in Medi-
care, Medicaid, and private health plans.37 In addition,
more than 2 million Americans have learned the TM
technique. Thus the American public appears to be
interested in MVAH, which our study, together with
previous research, indicates is an effective means of
preventive medicine.
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