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Getting in Sync: A New Ready-to-use Biofield Resonance Device (Vita
Chip) Reduces Chronic Pain and Increases Wellbeing
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Abstract: Objectives: A new information medicine device (Vita Chip) was tested regarding its ability
to alter pain dynamics and wellbeing. The Vita Chip is designed to store healing information and to
resonate with cells. Methods: Two prospective documentation studies were carried out with individu-
als suffering from various forms of chronic pain. In both studies participants applied two Vita Chips
on the pain sites for one hour on each day pain occurred. In study 1, the effects were tested against a
natural control condition (crossover design). In study 2, a (pseudo) placebo device was employed in
one condition to test for placebo effects. Main dependent variables were pain intensity, onset of pain
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relief, pain duration, and wellbeing. Results: In both studies, the Vita Chips produced large pain re-

duction effects (Cohen’s d). The changes in onset of pain relief, pain duration, and wellbeing indicated high practical rele-
vance. The reduction of pain intensity was not due to placebo effects. Instead, the specific effect outperformed the unspe-
cific effect by more than 150 percent. Discussion: The pattern of results suggests that the Vita Chip produces practically
relevant pain alleviating effects. It constitutes a safe and effective alternative for pain management in subclinical individu-

als.

Keywords: Information medicine, mood, pain management, vita chip, well-being.

INTRODUCTION

Within the multifaceted field of complementary medi-
cine, so called biofield, bioresonance, energy or information
therapies form a continuously growing domain [1]." They
are, however, rather heterogeneous with regard to their as-
sumed modes of action. The least common denominator of
these therapies is the assumption that interrelated (electro-
magnetic) fields form the biological basis of life. Starting
from this premise, these therapies claim that disturbed living
organisms may be externally changed, restored or vitalized.

The scientific study of information medicine may be as-
sociated with the pioneering work of the American physician
Albert Abrams in the early twentieth century [2]. He ob-
served, inter alia, that patients responded to “vibrating”
molecules from removed cancer with muscle contractions.
To explain his observations, Abrams postulated a resonance-
like correspondence between the earth’s magnetic field and
that of the human body. His peers, however, taunted him as
“dean of quacks of the twentieth century”.

Abrams had a number of contemporary colleagues study-
ing similar phenomena. One was the Russian biologist Alex-
ander G. Gurvich who observed that living systems emit
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ultraweak photons, a phenomenon he dubbed “mitogenetic
radiation” [3]. Following-up on this work, the German bio-
physicist Fritz Albert Popp renewed this line of research in
the 1970s. He related Gurvich’s observation to the existence
of so called biophotons which enable cell communication
and cell regulation (for an introduction, see [4]). Largely
derided at the time, many of Popp’s claims are now con-
firmed, while others are still speculative. Nonetheless, the
existence of biophotons has paved the way for a more holis-
tic and comprehensive understanding of biological cell
communication on the grounds of quantum physics.

Another prominent figure and contemporary of Abrams,
the Croatian engineer and physicist Nikola Tesla,  was
granted a patent in 1900 that was based on “transmitting
electrical energy through natural mediums” [5]. Although
lacking a theory that would explain his findings, Tesla was
convinced that high frequent electrical currents had impor-
tant medical significance. These “Tesla waves”, today called
scalar waves, have only recently been incorporated in a
physical theory by expanding Maxwell's ficld theory [6].
Scalar waves are a special class of longitudinal waves that
can be used to act as a signal carrier between cells and tis-
sues. Ebbers and Meyl [7] have experimentally shown that a
resonant scalar wave informed with the biological informa-
tion of a fungicide (clotrimazole) is able to inhibit the growth
of yeast.

Regardless of such findings, academic medicine in gen-
eral is rather skeptical when it comes to the use and useful--
ness of information medicine. Among the most prevalent
critiques is the notion that neither the purported mode of
action (e.g., the transmission of “information signals” to alter
the cells” “frequency”), nor the effectiveness of the method
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has been scientifically conclusively proven (e.g. in meta-
analyses). This critique is indeed warranted. A number of
hitherto invented contrivances available on the market rather
border on wishful thinking at best and sham at worst [8].
Moreover, many positive testimonies are anecdotal in the
first place and/or stem from informal feedback. Also, there is
both a lack of empirical evidence for the efficacy of informa-
tion interventions in non-isolated cell systems (i.e. in com-
plex organisms) and of methodologically sound studies in-
volving humans. This is why in studies with humans critics
regard positive empirical findings as evidence of placebo
effects [9].

Both arguments should be heeded, but the contention of
placebo effects as working mechanisms is of special impor-
tance. Not only do placebo effects have to be taken into ac-
count when gauging the effect of a hitherto not fully under-
stood form of therapy. They also play an important role
whenever so called non-specific effects are at work. Placebo
effects are large for the treatment of many medical condi-
tions like pain, respiratory diseases, depression, sexual dys-
functions, mood disorders, or gastro-intestinal complaints, to
name but a few [10-12]. Expectation, conditioning, needs,
and beliefs may act over and above so called specific effects
and sometimes even contribute to an equally large or even
substantially larger degree to improvement rates [13]. Most
importantly, awareness and meaning of an intervention are
important psychological factors that trigger and/or mediate
treatment effects. But non-specific effects also comprise fac-
tors other than psychological ones (i.e. placebo effects). Ex-
amples of such non-specific effects are the natural course of
the medical condition, measurement effects, circadian
rhythms, or regression effects. Basically, they all contribute
to the overall treatment effect to varying degrees and thus
may bias outcome rates. Naturally, such effects also play an
important role for active pharmaceutical (specific) treat-
ments. This is why comparisons with natural controls are
important when gauging any therapeutical effect [14].

From this it becomes clear that effectiveness testing of an
unorthodox information therapy form needs to meet certain
criteria. In the present work, a new biofield resonance de-
vice, the Vita Chip (VC), was tested regarding its capability
to relieve chronic pain. The VC information technology was
developed for the Soviet astronautics to help deal with ex-
tensive cosmic radiation. In its actual and commercial form,
the VC is contrived to act as a “metaconverter” that stores
“healing information”. The VC consists of small scale mi-
croscopical crystals and minerals that are also found in the
human body. The microcristals are alleged to produce single
or multiple scalar beams which make the subatomic particles
of the cell’s ions rotate in a clockwise spin causing a positive
vortex polarity (for a more detailed explanation of this gen-
eral principle refer to [15]). Most importantly, the VC is re-
garded as being “intelligent” in that it is sensitive to the envi-
ronmental electrical and electromagnetic field and in that it
“translates” the beneficial information stored onto it to the
stressed or energy depleted environment (e.g. the human
organism). Although the VC can work as a stand-alone
product, it is conceived to work in conjunction with high
frequency electronic devices such as cell phones whose
frequencies are used as carrier signals.
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The aim of this paper is not to test if these basic princi-
ples hold true and if these claims ground on actual verifiable
(quantum-)physical principles. Instead this work is grounded
on the fact that there is anecdotal evidence from hundreds of
users claiming the effectiveness of the VC. Thus, this paper
explores the question if such effects can be scientifically
corroborated and, hence, if the VC actually works.

To do so, the VC was systematically tested against two
types of control under real-life conditions. Since a majority
of the users report pain alleviating effects, the two studies
tested:

1. the pain relieving qualities of the Vita Chip.
2. its specific effects.

3. which pain related dynamics it mainly targets.

MATERIALS AND METHODS
Study 1

Nine women and eleven men were recruited through
newspaper advertisements. Their mean age was 45.8 years
(range 26 to 76 years). Participants had to be in generally
good health but had to suffer from regularly occurring and/or
reoccurring strong pain of any type for at least three months.
Also, they had to refrain from using prescription analgesia
during participation in the study. On average, participants
had suffered from pain for six months. All participants pro-
vided written informed consent, and the study was run ac-
cording to the Ethical Principles for Medical Research In-
volving Human Subjects (World Medical Association).

Questionnaires

All pain indices were adopted from a series of similar stud-
ies investigating pain symptoms [16]. The item format and con-
tent was chosen in accordance with commonly used response
formats and recommendations in pain research [17, 18].

Pain Intensity

Pain intensity was measured with a 7-point-Likert-Scale
with the anchors no pain, very little pain, little pain, moder-
ate pain, strong pain, very strong pain, and unbearable pain.
Participants assessed pain intensity at two points in time:
Before pain management was started (i.e. at the time of
maximum pain) and at the time when pain alleviating effects
were noticed. Pain intensity was also assessed regarding time
effects (i.e., after one hour, two, four, and eight hours).

Onset of Pain Relieving Effect

The onset of the pain relieving effect was measured with
an item assessing the time in minutes until pain noticeably
subsided.

Pain Duration

Pain duration was measured with an item assessing the
time in minutes pain lasted.

Type of Pain

The type of pain was assessed with an open item which
was assessed for descriptive purposes.
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Number of Pain Days

The number of pain days was assessed to check whether
pain intensity was associated with it.

Mood and Wellbeing Checklist (MWC)

The MWC consists of 20 adjectives describing various
affective and emotional states (example: “tense”, “relaxed”,
“invigorated”) on a 4-Point-Likert-Scale (“not at all”,
“hardly”, “somewhat”, “very much”). Adjectives indicating
negative mood and wellbeing are recoded such that a higher
MWC score reflected better mood and wellbeing. Cronbach
a. for the MWV is .80 [19]).

TREATMENT/INTERVENTION
Natural Control

During the control phase participants were asked to sim-
ply document their pain and, if possible, to refrain from re-
sorting to any additional specific pain management (e.g.,
pain killers). The vast majority of participants adhered to this
request. Only one individual employed heat treatment.

Vita Chip

During the intervention participants applied two VCs
(SwissMedtechSolutions Inc., Winterthur, Switzerland). The
chips are very small (15 mm x 15 mm x 1.2 mm) and attach-
able to any electronic device. They consist of polyvinyl chlo-
ride in which highly minced (1-4 p grams) minerals and
metal oxides (e.g., calcite, vanadium, calcium, fluorite, and
magnetite) are blended. The VCs were recorded with infor-
mation from 1300 meridians totalling 200,000 measurement
points. It was derived from a standardized set of health re-
lated criteria (e.g., sleep patterns, sensory disturbances, mus-
cle diseases, pain, etc.). This information is expected to
counteract or balance any deviant cell oscillation in the par-
ticipants. Several “reprinters” (e.g., magnetic, quantum-
optical, acoustic, and radio frequency) are used to record the
information onto the Vita Chip (similar to the recording of a
CD with information).

Location of the VCs depended on the type of pain. As a
general rule, one VC attached to the participant’s mobile
phone was placed directly on the pain location (e.g., the
shoulder) for at least one hour. To secure proper fit, the mo-
bile phone was attached with a band-aid or a Velcro tape.
The other VC was placed on a proximal location (in this case
on the cervical vertebrae). Participants were free to use the
VCs for a longer time if they so desired. The VC was to be
used when pain was maximal.

STUDY DESIGN AND PROCEDURE

The study design involved a prospective, randomized,
cross-over repeated measurement documentation spanning
two weeks. The documentation was split in two halves: one
natural control week (no special pain management) and one
intervention week (application of two VCs). Participants
documented pain and discomfort on each day pain occurred
for at least two hours. To account for non-specific effects,
e.g. time effects or regression to the mean [19], the order of

Neuroscience and Biomedical Engineering, 2015, Vol. 3, No. 2 87

the type of intervention was alternated. Participants were
tested individually. Before starting the documentation, they
were invited to RECON and instructed on the use of the
VCs. They were assigned to either of the two conditions ac-
cording to a randomization protocol computed by the soft-
ware package SPSS 15. Neither the female experimenter nor
the participants had knowledge of the exact ingredients or
working mechanism of the VC.

DATA ANALYSIS

To assess statistical effects as well as their clini-
cal/practical relevance, and in alignment with meta-
analytical practice [20], effect sizes and confidence intervals
rather than significance tests were calculated %. To do so,
mean comparisons were analyzed according to Cohen’s d
effect size [21]. For the repeated measurements, mean differ-
ences were obtained by subtracting baseline values from post
treatment values. Furthermore, confidence intervals (95%)
were calculated to estimate the boundaries of the effects.
Confidence intervals were obtained according to Borenstein,
Hedges, Higgins, and Rothstein [22].

RESULTS
Type of Pain

The majority of the participants (80 percent) reported
pain associated with discomfort of joints and/or the muscu-
loskeletal system (lower back [n = 4], shoulder [n = 5], fin-
ger [n = 2], knee [n = 1], elbow [n = 2], hip [n = 1], neck (n
= 1]). The rest (n = 4) reported headache.

Number of Pain Days

The number of pain days varied considerably between
participants (2-14 days). However, there were practically no
differences between both the intervention groups and the
order of the treatment (d < 0.1). Most importantly, the abso-
lute number of pain days and pain intensity did not corre-
lated positively (r =-0.2). Thus, pain intensity did not appear
to be a function of pain days (cf. 23).

Order of Vita Chip Use

There were no cross-over effects for either of the de-
pendent variables (d < 0.2). Thus, data were aggregated and
analyzed for differences between the groups (i.e. control
versus intervention; each n = 20).

2 Despite the widespread use of so called null hypothesis significance
testing (NHST), methodologists have harshly criticized and protested its use
since the 1930s (for a recent and thorough overview, cf. [33, 34]). For
instance, many “highly significant” results are only of small
practical/clinical importance due to their small effects [35, 36]. Furthermore,
any null hypothesis can easily be rejected with a sufficiently large sample
and statistical tests can arbitrarily be rendered significant regardless of the
relationship investigated [37]. Also, many statistical assumptions associated
with NHST are misconceived despite their ritualistic use (cf. e.g., [38-40]).
One such fundamental error is the combination of Fisher’s evidential
statistic (p-value) and Neyman-Pearson’s error estimate (o). As pointed out
by many methodologists, they are not in any meaningful way associated
when stating that p < .05 [41-43]. However, this relationship is falsely
represented in statistical text books, often uncritically taught in statistical
methodology classes and misconceived by many statistical experts and
academics [34, 44].
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Responding

Data were descriptively inspected to test for overall pain
relief during the documentation and responsiveness to the
VC treatment. Three participants reported no pain relief dur-
ing either documentation condition. Two individuals re-
ported persistent pain during the control documentation, and
one person reported no changes in pain during the use of the
VCs. Three individuals were pain free after using the VCs.
One person was completely pain free after the use of the
VCs and subsequently reported no pain during the control
week. There was no total pain remission during the control
documentation.

Pain Intensity

(Table 1) depicts the mean pain intensity ratings for both
conditions. As can be seen, there were large pain relieving
effects when participants applied the VCs. Initial pain inten-
sity was reduced from “strong” to “low” upon onset of pain
relief (see also Fig. 1). This effect was large (d = 1.3) and
accounted for a reduction of approximately 30 percent. Also,
for participants whose pain persisted longer, this effect con-
tinued for up to eight hours. In contrast, pain intensity in the
control phase was only reduced from “strong” to “medium”
(13 percent). This effect was decisively smaller (d = 0.5) and
inconsistent due to the negative CI boundaries. Also, pain
reduction took twice as long to occur (cf. Fig. 2). In partici-
pants who still reported pain after eight hours, pain reduction
returned to the initial pain level and even slightly increased.
The difference between both conditions at the onset of pain
relief was d = 0.6 (0 < d < 1.2). After eight hours, this effect
had tripled (d = 1.8; 0.6 <d <3.0).
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Onset of Pain Relief and Pain Duration

(Fig. 2) shows the onset of the pain relieving effects as
well as total pain duration. There were large differences re-
garding the time dynamics between the natural control phase
and the VC use. In individuals reporting pain relief, pain
onset was 65.9 minutes when they applied the VCs. Pain in
this condition lasted 173.1 minutes. In the natural control
condition, pain onset was twice as long (130.4 minutes) and
lasted for 240 minutes (28 percent longer). The difference in
pain onset was large (d = 0.8; 0 < d < 1.6). However, the
difference for pain duration was small and statistically in-
conclusive due to the negative CI boundaries (d =0.4; -0.3 <
d<1.1).

Mood

The differential effects of both experimental conditions
are depicted in (Table 2). A much larger effect in mood im-
provement was found when participants used the VCs. In
fact, when pain was untreated (natural control) mood did not
change (d = 0.1). When treated with the VCs, there was an
increase of about 15 percent (d = 1.1; 0.4 < d < 1.8). The
difference between both effects was large (d = 1.0; 0.4 <d <

1).
DISCUSSION

The aim of study 1 was to explore the effectiveness of the
VC, which was developed to counterbalance dysfunctional
biological processes and improve wellbeing. Participants
tested two VCs for a period of one week and according to a
standardized documentation protocol. The results showed
that, after the use of at least one hour, the VCs measurably
altered pain dynamics. Participants were not selected for
etiology or type of pain. Hence, the sample was rather

Table 1. Mean pain intensity ratings (study 1).
Vita Chip Control
Time Points Time Points
0 1 2 3 4 5 0 1 2 3 4 5
Mean * 4.5 33 3.6 3.6 3.5 3.3 4.5 3.9 44 44 4.8 4.8
Standard Deviation 0.7 1.3 0.9 1.0 0.9 0.9 1.2 1.3 1.0 1.1 1.0 1.0
1.3 0.5
0.7<d<19 -l<d<l1l1
Effect size * 1.0 0.3
Confidence Interval 03<d<17 -0.7<d<0.6
1.4 0
0.6<d<24
1.4 04
05<d<23 02<d<-1.0
1.8 -0.4
0.5<d<23 02<d<-1.0

* Range: 1-7; Control: No treatment; t0: Pre-treatment; 1: upon onset of pain relief (Vita Chip: 66 minutes; Control: 173 minutes); 2: after one hour (n = 18); 2: after two hours (i

cnip = 14; Niconwor = 15); 3: after four hours (n = 12); 4: after eight hours (n = 8); *: note that effect calculations depend on mean pretreatment pain intensity ratings which vary as a

function of the sample sizes.
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Fig. (2). Differences in onset of pain relief and pain duration in study 1.

Table 2. Mean mood ratings (study 1).
Vita Chip Control
1 2 1 2
Mean * 36.7 423 359 36.3
Standard Deviation 5.1 6.2 5.5 52
Effect size 1.1 0.1
Confidence Interval 04<d<1.8 -0.5<d<1.6

* Range: 14-56; 1: at time of maximum pain; at onset of pain relief.

heterogeneous. Still, there was a marked decrease in pain, an
carlier onset of pain relief and clear improvement of mood.
This is noteworthy because the participants suffered from
pain for six months on average. The reduction of pain dura-
tion was statistically small, but practically relevant, because
participants’ pain was only little after one hour and hence-
forth didn’t bother them too much. Thus, it appears that the
application of the device produced consistent effects by re-
ducing pain and enhancing overall wellbeing in individuals
suffering from joint and musculoskeletal pain and headache.

In this study, each participant served as their own control.
Therefore, pain dynamics was directly comparable and error
variances were reduced. Consequently, the external validity
of the study was high. Also, comparing an intervention.
against natural control best reflects the overall effect and
hence may be perceived as the most adequate standard of
comparison (12; 24). However, one clear limitation of this
study was the lack of control for psychological effects. Spe-
cifically, the portion of placebo effects was unclear. These
could have been triggered and reinforced by high expecta-
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tions and a distinct need for pain relief [25], which is espe-
cially high in individuals suffering from chronic pain [12].
To investigate the possible role of placebo effects, study 2
was conducted.

Study 2

Seventeen women and 23 men were recruited through
newspaper advertisements. Their mean age was 39.6 years
(range 18 to 64 years). All inclusion criteria were adopted
from study 1. On average, participants suffered from chronic
pain for 10 months. All individuals provided written in-
formed consent, and the study was run according to the Ethi-
cal Principles for Medical Research Involving Human Sub-
jects (World Medical Association).

Questionnaires

All questionnaires were adopted from study 1.

TREATMENT/INTERVENTION
Control Group

Participants in the (pseudo) placebo control group ap-
plied two non-informed VCs. These contained the same sub-
stances (i.e., minerals and magnetite) but were not informed
with healing frequencies.

Vita Chip

Participants in the VC group applied the same device
described in study 1.

STUDY DESIGN AND PROCEDURE

The study design involved a two-armed, prospective,
randomized, placebo controlled, repeated measurement
documentation spanning one week. The documentation was
adopted from study 1. Participants were tested individually.
They were pre-instructed and assigned to the experimental
condition on their visit to RECON. As in study 1, both par-
ticipants and experimenter were blind regarding the exact
ingredients of the VC. However, both were instructed that
the device contained healing information and thus would
help alleviate pain.

RESULTS
Type of Pain

The majority of the participants (92.5 percent) reported
pain associated with discomfort of joints and/or the muscu-
loskeletal system (lower back [n = 11], shoulder [n = 8],
hand/finger [n = 5], knee [n = 1], elbow [n = 4], hip [n = 2],
biceps (n = 3]), thigh [n = 1], heel [n = 2]). The rest was
headache [n = 2] and abdomen [n = 1].

Number of Pain Days

The number of pain days varied between participants (1-
7 days). The number of pain days in the verum group was
3.3 days and 2.9 days in the placebo group (d < 0.2). As in
study 1, there was no correlation between number of pain
days and pain intensity (r = 0.05).
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Responding

No individual reported aggravation of pain during the
two weeks of documentation. Four participants, however,
reported initial exacerbation upon the use of the informed
VCs which subsequently returned to its initial value towards
the end of the documentation period. Two individuals re-
ported “side effects” upon application of the informed VCs
(i.e., tingling, cold skin). The same was the case for one par-
ticipant of the placebo group. Four participants (20 percent)
of the verum condition did not report any pain relief whatso-
ever. In the placebo group, the number of non-responders
was eleven (55 percent). Total remission of pain was docu-
mented in four individuals in the verum group and in none of
the placebo group.

Pain Intensity

Pain intensity decreased in both conditions from the time
of maximum pain until the time it noticeably subsided (cf.
Table 3 and Fig. 3). However, there was a considerable dif- -
ference between both treatments. In the VC group, pain in-
tensity was reduced by about 36 percent, i.e. from “medium
to strong” to “low” (d = 1.4, 0.7 < d < 2.1). In the placebo
group, the reduction was only 14 percent, i.e. from “medium
to low to medium” (d = 0.8, 0.2 <d < 1.4). As in study 1, the
pain alleviating effect took twice as long to show (cf. Fig. 4).
The differential effect between the two groups was large (d =
1.0; 0.4 < d < 1.6). In patients who reported that pain lasted
more than one hour, mean pain intensity reductions were
greater in the verum group compared to the placebo group (d
=0.8; 0 < d < 1.6). For pain lasting two hours and more after
the intervention there were no differences between groups (d
<0.5;-0.8<d<1.2).

Onset of Pain Relief and Pain Duration

As in study 1, participants in both groups differed with
regard to time dynamics of pain relief. Those who applied
the VC reported pain relief after 25.5 minutes (SD 15.3). -
Those using the placebo chip reported relief only after 57.1
minutes (SD 73.8). This difference was medium in size but
fell within negative CI boundaries (d = 0.7; -0.1 < d < L.5).
Likewise, pain in the VC group lasted shorter than in the
placebo group (319.9 minutes versus 402 minutes) which
corresponded to a reduction of about 20 percent. However,
this effect, too, was statistically small d = 0.3 and fell within
negative boundaries (-0.6 <d <1.4).

Mood

The differential effects of both experimental conditions
are depicted in (Table 4). For both conditions, there was an
increase in mood and wellbeing. Unlike in study 1, however,
the effect of the VCs was only medium in size (d = 0.5).
Also, for both conditions, the effects fell within negative CI
boundaries.

DISCUSSION

The aim of study 2 was to replicate and extent the find-
ings of study 1 by employing a placebo condition. As in
study 1, participants suffering from chronic pain clearly
benefited when using the VCs. There was a large effect of
pain reduction that was identical to the one found in study 1.
Also, there was an earlier onset of pain relief and shorter
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Table3. Mean pain intensity ratings in study 2.

Vita Chip Placebo
Time Points ' Time Points
0 1 2 3 4 5 0 1 2 3 4 5
Mean * 4.4 2.8 3.1 3.5 39 4.0 42 36 3.6 3.6 35 3.8
Standard Deviation 0.8 1.4 1.3. 14 1.6 1.6 0.6 0.9 0.9 0.8 0.9 0.8
1.4 0.8
0.7<d<2.1 02<d<14
Effect size * 12 ' 0.7
Confidence Interval 0.5<d<1.9 0<d<14
0.9 0.9
0.1<d<17 0.1<d<1.7
0.5 0.8
0.6<d<14 0<d<1.6
03 0.6
0.7<d<13 -0.7<d<13

* Range: 1-7; © 1: Pre-treatment, 1 = Onset of pain relief (Vita Chip = 26 minutes; Control = 57 minutes); 2: after one hour (yiw chip = 17; Dpiacero = 20); 3: after two hours (nyj, Chip =

14; Dptacebo = 19); 4: after four hours (Nviw cnip = 8; Npiacero = 13); ™ note that effect calculations depend on mean pain intensity ratings which vary as a function of the sample sizes.

5
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# before treatment
"E 4 7 upon pain relief
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=
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after eight hours
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Fig. (3). Mean pain intensity ratings and standard errors in study 2; note: sample for post-treatment ratings vary considerably.
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Fig. (4). Differences in onset of pain relief and pain duration in study 2.
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Table4. Mean mood ratings (study 2).
Vita Chip Placebo
1 2 1 2
Mean * 41 44.7 40 42.1
Standard Deviation 8.4 6.7 73 5.4
Effect size 0.5 03
Confidence Interval -0.1<d<1.1 -0.6<d<0.9

* Range: 14-56; 1: at time of maximum pain; at onset of pain relief.

pain duration. However, these effects were statistically
smaller and less robust. From a practical point of view, the
reduction in pain onset (55 percent) and in pain duration (84
minutes) were nonetheless noteworthy since they indicated
that the device appeared to work consistently. The differ-
ences between VC and placebo also showed in the rate of
responding: The number of participants responding to the
device was clearly larger than that responding to placebo (80
percent versus 45 percent).

Unlike study 1, however, the effects on mood. were less
distinct. This could have been due to the fact that partici-
pants in study 2 were in a generally better affective state at
the beginning of the study and thus obviously were emotion-
ally less affected by their pain (note that the pretreatment
pain intensity ratings in both groups were smaller than in
study 1). In fact, the mood ratings indicated a rather uplifted
affective state in study 2 (above the 7™ percentile compared
to 6™ percentile in study 1). Nonetheless, there was still an
incremental mood improvement effect of about 8 percent
when participants used the VCs.

The pattern of results of study 2 showed that placebo
effects should not be completely ruled out when explaining
the effects of the VC. However, they did not solely account
for the overall effect. Firstly, the VCs reduced pain stronger
than application of the placebo chips. Secondly, the ratio of
specific to unspecific effect was 61 percent to 39 percent. In
other words, the specific component outperformed the un-
specific one by more than 150 percent. This is noteworthy
since studies have shown that the percentage of the specific
effect of painkillers may be reduced to 25 percent when the
placebo effect is accounted for [10]. Thirdly, the main pain
relieving effect occurred during the time the VCs were ap-
plied (i.e. one hour) which indicated that the actual use and
the close proximity of the device to the pain location is a
prerequisite for the effect to occur.

CONCLUSION

The aim of this work was to explore whether a new
bioresonance device, the VC, is capable of reducing chronic
pain. In both studies, pain intensity was strongly reduced.
These effects were neither ascribable to the natural course of
pain nor to placebo effects. Furthermore, both onset of pain
relief and pain duration were altered. Although these effects
were statistically less stable they indicated practically use-
fulness effects since the total time of pain was considerably
shortened. Depending on the intensity of pain, users of the
VC also benefited psychologically which showed in uplifted
mood and well-being.

The aim of this work was not to determine how the VC |
works but if it works. Against this backdrop, the effects re-
flect high effectiveness. This is noteworthy because in gen-
eral chronic pain is difficult to treat, especially when rela-
tively mild pain treatments are used [26]. Research on
chronic pain has found extensive alterations in the neu-
rologic pain matrix [27] with both activity and connections
of important pain processing brain regions permanently be-
ing changed. These changes, in turn, may increase anxiety
and/or decrease reward learning or dysfunctional coping with
pain. In some individuals, chronic pain decreases the thresh-
old for pain signals which may further enhance physiological
and psychological reactions associated with discrepant bod-
ily processes [28-30]. Interestingly, these individuals also
tend to perceive pain relief or pain reductions as less reward-
ing [26]. Whether such decisive changes were existent in the
two studies reported herein remains open. However, al-
though both samples were subclinical, individuals suffered
from chronic pain for several months and were not able to
permanently alleviate pain by themselves. The fact that they
showed clear signs of improvement when applying the VC is
notable.

There are a number of open questions this work could not
address. For instance, although some users reported full pain
remission when using the VCs and although on average pain
was considerably reduced, some individuals did not respond
to them. Although treatment responding is a common theme
in all types of treatments it would still be helpful to under-
stand what additional psychological or biological factors act
as a prerequisite for the pain reducing effect of the VC.
Likewise, further research will be needed to address ques-
tions regarding long-term effects or additional boundary
conditions. For example, in both studies the average pain
was strong, but not excessively high. It might very well be
that in (clinical) patients suffering from very strong or un-
bearable pain the response to the VC is minimized. Addi-
tionally, there appears to be a wide range of interindividual
responsiveness regarding the time dynamics effect of the
VC. Some individuals reported almost instant pain reduc-
tions while in others these effects take longer and/or are
weaker.

Despite these open questions, the pattern of results of this
work suggests that the VC produces practically relevant pain -
alleviating effects when used as a pain management tool. In
light of the recently reported dangers associated with long-
term NSAID treatment of chronic pain [31] as well as the
non-superiority of some OTC painkillers with regard to pla-
cebo [32] bioresonance devices like the Vita Chip may in
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fact constitute a safe and effective alternative in pain man-
agement.
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