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Abstract
Background
Electromagnetic hypersensitivity (EHS) is a condition defined by the attribution of non-specific symptoms to electromagnetic fields (EMF) of anthropogenic origin. Despite its repercussions on the lives of its sufferers, and its potential to become a significant public health issue, it remains of a contested nature. Different hypotheses have been proposed to explain the origin of symptoms experienced by self-declared EHS persons, which this article aims to review.

Methods
As EHS is a multi-dimensional problem, and its explanatory hypotheses have far-reaching implications, a broad view was adopted, not restricted to EHS literature but encompassing all relevant bodies of research on related topics. This could only be achieved through a narrative approach. Two strategies were used to identify pertinent references. Concerning EHS, a complete bibliography was extracted from a 2018 report from the French Agency for Food, Environmental and Occupational Health & Safety and updated with more recent studies. Concerning related topics, the appropriate databases were searched. Systematic reviews and expert reports were favored when available.

Findings
Three main explanatory hypotheses appear in the literature: (1) the electromagnetic hypothesis, attributing EHS to EMF exposure; (2) the cognitive hypothesis, assuming that EHS results from false beliefs in EMF harmfulness, promoting nocebo responses to perceived EMF exposure; (3) the attributive hypothesis, conceiving EHS as a coping strategy for pre-existing conditions. These hypotheses are successively assessed, considering both their strengths and limitations, by comparing their theoretical, experimental, and ecological value.

Conclusion
No hypothesis proves totally satisfying. Avenues of research are suggested to help decide between them and reach a better understanding of EHS.
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Introduction
Electromagnetic hypersensitivity (EHS) is a condition defined by the attribution of non-specific symptoms to electromagnetic fields (EMF) of anthropogenic origin. Its sufferers predominantly report sleep disorders, asthenia, headaches, memory and concentration difficulties, dizziness, musculoskeletal pain, skin conditions and mood disorders, for which they hold responsible EMF emitted by various devices, including mobile phone base stations and mobile handsets, Wi-Fi routers, DECT telephones, household appliances, compact fluorescent and halogen light bulbs, power lines and power transformers, or smart meters [1–6]. EHS is also characterized by specific and sometimes spectacular behaviours, that intermittently draw attention from the media and make it known from the public. These include getting rid of personal electronic devices, avoiding highly exposed places like shopping centres or public transports, wearing EMF-shielding clothes, sleeping under protective canopies, or taking shelter in isolated woods or caves [7–9].
The appearance of EHS is undocumented. The first obvious cases of EHS were reported in Sweden in the late 1980s, and were first referred to as hypersensitivity to electricity [10, 11], then as electromagnetic hypersensitivity [12]. According to some sources, the history of EHS goes back further to the 1980s, with the reporting of dermal reactions by video display terminal workers [13], or even to the 1950s, with the observation of various health issues among radio and radar technicians, especially in the Soviet Union [14]. However, data corroborating this second hypothesis is sparse [15, 16]. In France, the first cases were identified in 2006, and their number has been growing steadily since [17]. As an indication, as of April 10th, 2020, 1667 people had identified themselves as EHS to the nationwide French organization Une Terre pour les EHS. It is possible that the number of EHS persons is actually much higher, given both the socio-cognitive challenges involved in recognizing one’s hypersensitivity and the multiplication of radio-transmitting devices in the everyday environment (see below). Indeed, available epidemiological data points to a relatively high prevalence of perceived EMF sensitivity in the general population, reaching 1,6% in Finland and 2,7% in Sweden, 3,5% in Austria, 4,6% in Taiwan, 5% in Switzerland and 10.3% in Germany [18–22].
Despite its repercussion on the lives of the affected persons [23] and its potential to become a significant public health issue, EHS still eludes the efforts to objectify it. It remains a self-diagnosed condition, without an objective case-definition [24], while the origins of symptoms experienced by its sufferers are still contested and unclear. That situation led experts for the World Health Organization, over 10 years ago, to recommend abandoning the term EHS in favor of an etiologically neutral designation: Idiopathic Environmental Intolerance attributed to EMF [25]. Different explanatory hypotheses have been proposed in the literature, which this article aims to analyze critically. It is not a systematic review of the literature on EHS, because the assessment of its purported causes requires a broad view, encompassing distinct bodies of research from various disciplines, which can only be achieved through a narrative approach. These bodies of research relate e.g. to EMF biological and health effects, the determinants of symptoms perception, modern health worries, protests against the siting of mobile phone base stations, or functional somatic syndromes. Two strategies were used to identify relevant references. Concerning EHS, a complete bibliography was extracted from a 2018 report from the French Agency for Food, Environmental and Occupational Health & Safety [26] and updated with more recent studies. Concerning related topics, the appropriate databases were searched. Systematic reviews and expert reports were favored when available.
Upon examination of the literature, three main explanatory hypotheses of EHS symptoms came to light: (1) the electromagnetic hypothesis, attributing EHS to EMF exposure; (2) the cognitive hypothesis, assuming that EHS results from false beliefs in EMF harmfulness, promoting nocebo responses to perceived exposure; (3) the attributive hypothesis, conceiving EHS as a coping strategy for pre-existing conditions. These hypotheses are assessed successively, considering both their strengths and limitations, by comparing their theoretical, experimental, and ecological value. The implications for future research are discussed in conclusion.
The electromagnetic hypothesis
First argument: EHS persons’ attributions
The most straightforward cause of EHS symptoms is EMF exposure, as reported by EHS persons. Several studies documented their attributions, which have not been systematically reviewed. The most regularly blamed devices seem to be mobile telephony base stations and handsets, cordless phones, personal computers, TV sets, microwaves oven, and power lines. However, the frequency of complaints related to each of these devices varies significantly between studies, e.g. from 12,9 to 80% of the sample for base stations, 11 to 71% for cordless phones, 28,4 to 79% for power lines, etc. [1–4, 6]. These discrepancies might reflect a natural variability among EHS persons, or differences in the questionnaires used as well as in the respondents’ electromagnetic environment.
Second argument: recent increase of RF EMF exposure
The attributions of EHS persons are consistent with the recent increase of RF EMF exposure in the general population, resulting from the multiplication of wireless communication technologies and devices. In France, for instance, mobile telephony was introduced in 1986 before gaining momentum in the late 1990s: more than 200,000 base stations are now deployed on the metropolitan territory, while almost 95% of people aged 12 and over own a handset [27]. Similarly, digital cordless phones were introduced from 1992 onward and Wi-Fi devices from 1999 onward, following the publication of the relevant standards of communication, and are now widespread in domestic and professional environments. It is therefore undisputable that EMF exposure has increased massively in the high frequency bands of the electromagnetic spectrum (3 MHz – 30 GHz) used by these technologies. This justifies paying close attention to RF EMF purported health risks: even the weakest biological effects could have disastrous sanitary consequences, given that virtually all of the general population of developed countries is continuously exposed nowadays. Regarding LF EMF exposure, there is no indication of a similar phenomenon. Technologies and devices generating EMF in the low frequency bands of the electromagnetic spectrum (3 Hz – 300 kHz) are mostly associated with the production, transportation, and consumption of electricity. They became widespread long before the onset of EHS.
First limitation: a low biophysical plausibility
The electromagnetic hypothesis suffers from a low biophysical plausibility: proven ELF and RF EMF biological effects cannot explain the symptoms experienced by EHS persons because (1) their health consequences are qualitatively different, and (2) the levels of exposure required for such consequences to appear are much higher than those actually observed in daily environments.
RF EMF have a demonstrated capacity to heat up organic matter through the alternative polarization of water molecules. When exceeding the thermoregulating potential of living organisms, such thermal effects might induce superficial or deep burns, notably of the weakly vascularized crystalline lens, leading to cataracts, or a general hyperthermia [28]. These are not typical EHS symptoms. Furthermore, the levels of RF EMF exposure of the general population are vastly insufficient to provoke thermal effects: in Europe, depending on countries and exposure assessment methods, they range between 0,16 and 0,29 V/m at home and between 0,2 and 0,76 V/m in outdoor environments [29, 30], while levels deemed safe for continuous exposure range between 28 and 87 V/m [31]. Research into “non-thermal” RF-EMF effects remains inconclusive to date, notably because studies with positive findings often suffer from serious methodological limitations, making false positives likely [32]. A noteworthy exception concerns sleep electroencephalography: half a dozen studies has observed that RF EMF exposure triggers an increased spectral power of so-called sleep spindles [33–35]. However, that increase is not associated with any alteration of sleep macrostructure or perceived sleep quality, was not found to be higher among EHS persons than healthy controls [36], while several ecological studies did not find any correlation between RF EMF exposure and sleep disorders [37–39]. Thus, although this phenomenon is intriguing and warrants further investigation, it remains an unlikely explanation for EHS symptoms at this time.
LF EMF have a demonstrated capacity to create electrical currents within the body through a phenomenon of electromagnetic induction. These might stimulate excitable tissues, involved in the propagation of nervous signals, provoking phosphenes or paresthesia. At higher intensities, induced currents can have similar effect to an electrocution, including deep burns and ventricular fibrillation [28]. Such symptoms are different from those of EHS. Moreover, for them to appear, significantly higher levels of LF EMF exposure are necessary than those actually observed: in Europe, they range between 0,01 and 0,1μT in average, while only 0,5% of the general population is exposed to levels above 0,2 μT for significant periods, because of residential proximity to intense sources like power lines and mass transports [40]. For reference, a level of 200 μT is deemed safe at a frequency of 50 Hz, accounting for the majority of LF EMF exposure in Europe [41]. Significantly higher levels of exposure can be reached in occupational settings, but there is no indication that EHS persons hold the relevant jobs (involving induction furnaces, arc welding, medical imaging, etc.). Other LF EMF biological and health effects were investigated without conclusive results. The notable exception is childhood leukemia, which several epidemiological studies found associated with residential proximity to power lines, at very low levels of exposure (> 0,4 μT) [42]. However, this association is not corroborated by in vitro results [43] and is not apparent in studies using direct measures of LF EMF exposure, rather than the distance to power lines as a proxy [44–46]. Therefore, this finding is increasingly regarded as resulting from selection bias (e.g., participation rates are often higher for cases than control) or hidden correlations with living conditions (e.g., exposure to benzene from road traffic, as power lines tend to be located near highways).
The observation of such low levels of exposure in the general population might seem surprising, given the high number of RF and LF EMF emitting devices in today environments. One explanation is that exposure induced by such devices decreases squarely by distance (i.e., they must operate in close proximity to the body to generate biologically significant exposure). Another is that their commercialization and exploitation is tightly regulated in developed countries, with the aims of preserving electromagnetic compatibility and preventing the occurrence of proven biological effects [31, 41]. It remains possible to argue that yet undiscovered EMF health effects might appear below regulatory levels of exposure and explain EHS symptoms. Indeed, it is scientifically impossible to disprove the existence of a risk in absolute terms: this residual uncertainty arguably contributes to many controversies in environmental health, as it can always justify a precautionary approach [47]. On the other hand, given the immense wealth of EMF research, and the incredibly widespread use of RF and LF EMF emitting technologies, it can be argued that any other biological effect than dielectric heating and electromagnetic induction would have been already discovered by serendipity [15, 16].
Lastly, a few pathogenic mechanisms were hypothesized to explain how EMF exposure could cause EHS symptoms, none of which was rigorously proven. In particular, EMF was proposed to affect living organisms by activating voltage-gated calcium channels, which could in turn enhance the production of nitric oxide and provoke various health effects [48]. This assumption is vindicated by the observation of increased levels of blood biomarkers of oxidative stress among EHS persons [49]. However, a supplementary antioxidant therapy did not reduce EHS persons’ symptoms [50], while in vivo and in vitro studies did not find conclusive evidence of an oxidative effect of EMF exposure [51]. It thus remains impossible to explain, from a biophysical perspective, how EMF exposure could cause EHS symptoms.
Second limitation: the failure of experimental studies
Most studies of EHS are experimental, consisting in intentionally exposing EHS persons to EMF in order to observe their reactions. These so-called provocation studies offer the most rigorous way of assessing EHS purported electromagnetic etiology, as they allow, when conducted in shielded rooms, to precisely control EMF exposure and thus to isolate its effects. However, in double blind conditions, they failed to establish a link between such exposure and EHS persons’ subjective assessments (feeling of being exposed, number and intensity of reported symptoms, etc.) [52] and physiological responses (heart-rate variability, skin temperature and conductance, blood chemistry, sleep electro-encephalography, etc.) [53].
Consequently, several systematic reviews concluded that EHS persons likely do not react to EMF exposure, notwithstanding provocation studies’ methodological limitations [54]. In particular, their statistical power is usually insufficient, leading to imprecise results. They cannot ensure the homogeneity of test and control groups, in the absence of an objective case-definition of EHS, which may conceal the reactions of genuine EHS persons. Furthermore, they focused on a limited range of exposure types, mostly related to mobile telephony and 50/60 Hz electricity, neglecting many devices to which EHS persons attribute their symptoms. They also seldom involved mixed signals, comparable to EMF exposures in daily life, and focused on short-term and acute effects, to the detriment of possible cumulative and chronic effects. Therefore, the negative conclusion drawn from provocation studies might appear somewhat premature.
Several recent studies tried to address these limitations with innovative experimental protocols. They used portable exposure devices to conduct the tests at the subjects’ home, so as to reduce their level of stress and to eliminate potential exposure while traveling to a laboratory, while preserving double-blind conditions. These studies also included subjects asserting to react to EMF within the timeframe of the experiment, and performed statistical analysis at the individual level, but none of their 45 subjects reacted differently to real and sham exposure [55, 56]. Thus, experimental results remain inconsistent with the electromagnetic hypothesis.
Third limitation: the uncertain results of environmental studies
Other studies took an ecological approach, assessing the relationship between EMF exposure and EHS symptoms in daily life. Such studies face significant metrological challenge, as there is no straightforward way of characterizing EMF exposure. They must resort to various methods, ranked by increasing quality as follows: subjective assessment, geocoded distance from mobile base stations, power lines, etc., geospatial propagation modelling, spot measurement in relevant places, and continuous measurement with personal dosimeters [57]. Even that last method is imperfect, as personal dosimeters cannot measure near-field exposure, which must be assessed from self-reported use or data from wireless carriers, may not offer enough temporal resolution to distinguish between mean and peak exposure, are susceptible to body shielding, etc. Therefore, potential confounding factors must be carefully considered when interpreting results from environmental studies (e.g., EMF exposure may vary significantly with location and activities, which may independently influence the feeling and reporting of symptoms).
In the general population, a meta-analysis of 22 such studies found no significant association between EMF exposure and non-specific physical symptoms, after the exclusion of 21 additional studies of insufficient quality (especially for lack of adjustment for confounding variables) [58]. In the EHS population, only four environmental studies were conducted. Using a cohort design, the first observed no relationship between modelled EMF exposure at baseline, deemed an acceptable proxy of long-term residential exposure, and health outcomes after one year [59]. The second study found no association between self-reported and medically registered symptoms, on the one hand, and modelled EMF exposure on the other hand, except for isolated correlations with the use of electric blankets, induction hobs and electric chargers near headboards [60]. The last two studies resorted to a temporal and individual approach: their subjects carried personal dosimeters and filed symptoms diaries, allowing to assess whether changes in EMF exposure were followed by changes in symptoms in a definite timeframe. The first of these studies observed weak and disparate correlations in 4 out of 7 subjects, concerning mostly Wi-Fi exposure, which was followed by decreasing headache intensity in 2 subjects and increasing feeling of malaise in 1 subject [61]. The second study found a significant association in only 1 out of 36 subjects, after adjusting for confounders, between Wi-Fi exposure and the intensity of the most important complaint [62].
These mostly negative results could ensue from methodological inadequacies, notably related to exposure characterization (rates of change could be more relevant than mean or peak levels) and time frames of analysis (which could diverge from the duration necessary for EHS symptoms to occur). Still, they indicate that if a relationship between EHS symptoms and EMF exposure awaits discovery, it shall not be straightforward.
The cognitive hypothesis
Depending on the relative importance given to these results and their limitations, the electromagnetic hypothesis may appear either still unproven or largely refuted. It remains possible that only a few EHS persons are actually sensitive to EMF, whose reactions are unobservable at a collective level, especially given the few positive results of environmental studies using an individual approach. However, these results are likely to reflect residual confounding or false positives, as (1) they are heterogeneous and partially contradictory, (2) are opposed to experimental studies conducted even at the individual level, and (3) are biophysically unexplained if not implausible. It might also be argued that the electromagnetic etiology of EHS is so complex it has not been adequately studied to date. But this assumption contradicts the attributions of EHS persons, some of which claim to react instantly to sources of exposure they have identified precisely: if such straightforward causal relations were true, it seems unlikely they would never have been observed unequivocally in either experimental or environmental studies. As a consequence, the attributions of many EHS persons are probably wrong. An alternative hypothesis was thus put forward, presenting them as causing EHS symptoms through nocebo responses to perceived EMF exposure.
First argument: results from experimental and environmental studies
This cognitive hypothesis is supported by results from experimental studies, where EHS persons’ reactions often appear correlated with perceived exposure [52, 54] and where healthy subjects’ reactions to sham exposure can be amplified by the provision of alarmist information on EMF health effects [63–65]. These results demonstrate that the determinants of EHS persons’ reactions in laboratory settings are cognitive rather than biophysical in nature. Likewise, in environmental studies of EHS symptoms and of non-specific physical symptoms in the general population, the subjects’ complaints appear mostly independent from estimated or measured exposure, but significantly correlated with perceived exposure [58, 60, 62, 66]. As it appears, the more EHS persons believe to be exposed, the sicker they are, irrespectively of their actual exposure.
Second argument: a comprehensive model
EHS symptoms may thus result from erroneous beliefs in the harmfulness of EMF. To explain how, a comprehensive model of EHS was recently proposed, drawing from the Bayesian predictive coding approach of brain functioning [67]. This models rests on the assumption that the brain is not a passive receiver of information, i.e., of sensory inputs from the body and the environment. Rather, it uses a prior model of the world to generate inferences on expected sensory inputs, which it constantly compares to actual inputs. When discrepancies arise, the brain can produce a new (posterior) model of the world, change the way it attends to sensory inputs, or alter behaviors (e.g., to generate more inputs compatible with the prior model or grant more weight to such inputs).
In the case of EHS, the prior model is characterized by a strong belief in the harmfulness of EMF, which leads the brain to pay extra attention to environmental cues related to them. When such cues are present while imprecise bodily signals are received, resulting e.g. from hypothalamic pituitary adrenal activation or stress-related hyperventilation, the brain is more likely to interpret them as symptoms provoked by EMF exposure. Conversely, when such signals are received while environmental cues are absent, the brain is more likely to look for them through confirmatory behaviors. This self-reinforcing process leads to a situation where the posterior model is totally shaped by the prior model, and symptoms can be experienced even without any physiological disturbance, as in nocebo responses.
EHS is thus explained analogically to hypochondria, classically attributed to a phenomenon of somato-sensory amplification [68], by a model where misplaced fears are no longer related to the body but to the environment. The strengths of this model are that it relies on accurate descriptions of the underlying brain processes, and is arguably applicable to other environmental intolerances: to chemicals [67], wind turbines [69], and possibly also power lines [70].
First limitation: a dubious interpretation of experimental results
However, such an analysis rests on a disputable interpretation of experimental results. The observation that subjects believing in the harmfulness of EMF, whether because they regard themselves as EHS or have just received alarmist information, react adversely to perceived EMF exposure, actually demonstrates two things: that nocebo responses can be induced experimentally, and that EHS persons are susceptible to them. This is to be expected, as it merely exemplifies the phenomenon of suggestion, which is not specific to EHS. Proving that nocebo responses do occur among EHS persons in real-world contexts and are effectively responsible for their symptoms would require at least a follow-up of healthy subjects receiving alarmist information, to assess how lasting are the induced beliefs in EMF harmfulness, and their amplifying effect on reactions to sham exposure. This has never been done, i.e., there is no experimental evidence that the reception of alarmist information about EMF can durably alter prior models of the world and lead even to mild forms of EHS. Additionally, no indication appears in the literature that EHS persons are particularly susceptible to nocebo responses. Studies of their psychological characteristics mostly reported higher scores of depression or anxiety in comparison to healthy subjects [5, 71–77], which are not considered as enhancing nocebo responsiveness [78].
Second limitation: origins and effects of EMF worries
Furthermore, while the cognitive hypothesis grants a triggering role to erroneous beliefs, it does not convincingly explain their acquisition, i.e., how certain individuals become intimately convinced that EMF are harmful. Media reports are usually blamed, as they tend to seriously misrepresent health risks [79, 80], including about EMF [81–83] and EHS [84, 85]. This assumption credits them with a considerable influence on personal beliefs, implicitly going back to he “hypodermic needle” model of mass communication proposed by Laswell in 1927, in which they can literally inoculate opinions to the public. However, decades of research on mass communication have established this is certainly not the case, as the media repeatedly proved virtually powerless to change personal beliefs [86].
One reason pertains to the selectivity of media exposure: people strongly favor the media spreading information they already agree with, so as to avoid cognitive dissonance and reduce the cognitive load of processing data conflicting with their views [87]. This phenomenon might explain why the belief in EMF harmfulness tend to cluster with other “modern health worries”, which are themselves associated with health consciousness, positive views of alternative medicines, and even the interest for spirituality [88, 89]. These variables might reflect various traits of a specific subculture of Western societies, namely, the New Age movement, which is also characterized by a focalisation on the inner self as the source of truth, an holistic and esoteric way of thinking, a general defiance towards institutions and especially medicine, etc. [90, 91]. Another reason why the media fails to change personal beliefs pertains to reception. As their brain, individuals are not passive recipients of information: they possess critical skills allowing them to distance themselves from media reports, and to react with such attitudes as denial, skepticism, or indifference. Thus, as is now being acknowledged by risk perception studies, there are significant gaps between receiving information on the harmfulness of a technology, accepting it in principle, and feeling directly and personally threatened [92].
An illustration of this fact is found in studies of protests against the siting of mobile phone base stations. These consistently demonstrate that people act out of environmental and political concerns, related e.g. to the detrimental visual effect of base stations or the feeling of exclusion from the decision process leading to their siting. Protesters usually discover their alleged harmfulness in a second phase, when looking for arguments to consolidate their position against local authorities. Following the cognitive hypothesis, these activists are prime candidates to become EHS, as they express worries about EMF safety and have salient sources of exposure in their surroundings. However, this does not seem to be the case. Studies of protests against the siting of mobile phone base stations almost never mention EHS, unless about individuals already regarding themselves as such when these protests began. They also never allude to a degradation of the protesters’ health, nor to an alteration of their behaviors to systematically reduce their EMF exposure. The protesters’ concerns about EMF safety remain abstract, only reaching a personal level when linked with pre-existing conditions, like cancer or headaches, of which base stations are suspected to be an additional cause [17, 93–96].
A similar argument can be drawn from the discrepancy between the diffusion of alarmist media reports, the prevalence of EMF-related worries in the general population, and the actual number of EHS persons. In the Netherlands in 2010, for instance, 24% of persons aged 15 and over declared themselves very or fairly concerned by the potential health risks of EMF [97], but only one EHS support group was active with around 300 members [7]. In France, the only EHS support group existing at this time was about the same size, while the levels of concern were even higher, reaching 49% on a similar sample [97]. One may then argue that the cognitive hypothesis rests on a confusion between opinions, easily expressed in research settings but remaining inconsequential in daily life, with beliefs, held with sufficient conviction to alter subjective experience and behaviors. Transitioning from the former to the latter because of media reports alone would require exceptional levels of suggestibility, as acknowledged by recent studies exploring the role of personality traits such as absorption [98], that EHS persons have not been proved to have.
Conversely, the role of the mass media should not be underestimated. While they generally fail to change personal beliefs, they can influence opinions through “agenda-setting” and “framing” effects [86]: they do not affect what people think, but what people think about. Therefore, it is not surprising that they contributed decisively to the controversy surrounding EMF health effects [99] or that media coverage is associated with the prevalence of EHS [21]. People obviously need to know about EMF to attribute symptoms to EMF exposure, as they need to know about EHS to regard themselves as such. That this knowledge makes their attributions conceivable does not mean it causes their symptoms.
Third limitation: EHS persons’ trajectories and experience
The last limitation of the cognitive hypothesis is its inconsistency with EHS persons’ trajectories and experience, as documented by qualitative studies [7–9]. In most cases, these trajectories do not begin with the reception of alarmist information on EMF health effects, but with the onset of an illness for which EHS eventually appears as an explanation. Most of the time, EHS persons even ignored the existence of EMF until after they got sick and learned about EHS. In the remaining cases, EHS persons had been warned against EMF harmfulness, but did not start to feel personally concerned until they fell ill: their worries remained abstract, as those of activists against the siting of mobile phone base stations, but eventually became a resource to make sense of unforeseen health problems.
Additionally, knowing whether one is currently exposed to EMF proves quite difficult, as the human body is devoid of sensory receptors to EMF. EHS persons must resort to vicarious techniques involving visual observation (e.g., of base stations on rooftops or cellphones in the hands of bystanders), informants (e.g., neighbors about EMF-emitting devices they use in their homes or building biologists), or dedicated EMF meters [100]. Their systematic implementation requires a careful monitoring of the environment that is impossible to maintain for long. As a result, EHS persons tend to assess their exposure only when they experience symptoms and feel the need of an explanation. Their attributions are essentially retrospective in nature and cannot cause symptoms they usually follow. Thus, EHS should not be confused with other environmental intolerances, especially multiple chemical sensitivity, which are triggered by stimuli that can be perceived sensorially, without the need of vicarious techniques requiring an active attention, and are more likely to involve unconscious conditioning mechanisms [9].
The attributive hypothesis
Considering both its strength and limitations, the cognitive hypothesis may appear as incomplete at best, or misguided at worst. It can explain how EHS symptoms develop once negative expectations towards EMF have been acquired; however, the acquisition of such expectations remains unaccounted for, and with it, the initial step of the self-reinforcing process supposedly leading to EHS. A third hypothesis was thus proposed to explain the onset of EHS symptoms, rather than their persistence of aggravation: it conceives EHS as a coping strategy for pre-existing conditions, whose attribution to EMF exposure makes them easier to cope with.
First argument: EHS persons’ trajectories
This attributive hypothesis rests foremost on studies of EHS persons’ trajectories. In most cases, these do not attribute spontaneously their illness to EMF exposure [7–9]. They first seek, and fail to obtain, medical assistance: none of the doctors they consult offer them acceptable solutions, i.e., a convincing diagnosis, preferably allowing for an effective treatment. This situation has distressing effects. The lack of a diagnosis casts doubt on the reality of their somatic perceptions and the legitimacy of their illness behaviors, making them feel profoundly stigmatized, as it raises the suspicion of a mental disorder [101]. The lack of an effective treatment exacerbates the feelings of anxiety and helplessness towards a disabling condition, especially when its nature remains unknown. This situation typically results from the medically unexplainable nature of EHS persons’ symptoms, for which no organic cause can be found despite multiple clinical investigations. It increases their receptivity to unconventional medical solutions and explains why (1) they consider the possibility they may have EHS once they hear about it, (2) they go through the learning process necessary to operationalize this attribution (e.g., to gain the ability to identify and avoid sources of EMF exposure), (3) they keep adhering to it once they discover its negative consequences (e.g., the high financial and social cost of EMF avoidance behaviors). Their commitment towards EHS rests on this attribution being the only solution they discovered to understand and manage their illness.
In the remaining cases, EHS persons receive prior information about EMF harmfulness, without feeling personally concerned. When abnormal symptoms onset at a later date, they instantly suspect EMF. However, they are only convinced of their responsibility once they notice that reducing their EMF exposure alleviates their symptoms, i.e., that EHS as a category allows them to conceive an effective coping strategy. Contrary to other EHS persons, they do not seek medical assistance for their symptoms, which are not necessarily medially unexplained (even though they do not appear, on average, less severe or disabling) [9].
These observations indicate that EHS persons are motivated to consider themselves as such, because it provides them with significant coping resources (e.g., a blame-free explanation, a way to predict and manage symptoms, social support from EHS groups, a victim identity, etc.). They echo an argument EHS persons frequently make: that they were convinced on practical grounds, when they noticed, to put is simply, that EHS works. This motivational dimension is notably absent from the cognitive hypothesis, especially from the comprehensive model of EHS presented above, which reduces cognition to a purely representational activity while neglecting its orientation towards the satisfaction of practical aims [102]. Yet, it explains why people who are not sick or deprived of medical solutions have no reason to feel personally concerned by the discovery of EHS, and more broadly, by alarmist media reports on alleged EMF health risks.
Second argument: similarity between EHS and other functional somatic syndromes
The attributive hypothesis does not directly explain the origins of EHS symptoms but makes this problem somewhat less pressing. Indeed, many symptoms remain medically unexplained: depending on the estimates, they account for 10 to 33% of presenting complaints of new outpatients in primary care and 35 to 53% in secondary care, so that the category “signs, symptoms and ill-defined conditions” of the International Classification of Diseases is the fourth frequently used by general practitioners in the UK and the fifth most frequent reason for visiting a doctor in the USA [103]. These symptoms are predominantly transitory: less than half last more than a year, and even fewer lead to repeated consultations. Those that persist, however, tend to have severe consequences. They also remain predominantly unexplained, even when they occur concurrently with well-known somatic diseases. As a consequence, there is a high number of patients looking for diagnoses for their medically unexplained symptoms: the prevalence of somatoform disorders, defined by the persistence of such symptoms over 6 months, associated with a significant impairment or distress, was estimated to reach 6% in the general population, 16% in primary care patients and 33% in secondary care patients [103].
That situation offers an alternative explanation for the association between non-specific physical symptoms and perceived EMF exposure observed in environmental studies [58]: rather than feeling sick because they believe they are exposed to harmful EMF, their subjects might believe they are exposed to harmful EMF because they feel sick, and are looking for possible causes. This interpretation is coherent with the results of a recent prospective study, where increases in non-specific symptoms were not preceded by increases in perceived EMF exposure [66].
Additionally, people suffering from such symptoms may get diagnosed or diagnose themselves with various “functional somatic syndromes”, i.e., controversial and unexplained illnesses defined either by a predominant complaint (diffuse pain for fibromyalgia, asthenia for chronic fatigue syndrome, digestive problems for irritable bowel syndrome, etc.) or by an unproven etiology (participation in the Gulf War for the eponymous syndrome, exposure to chemical products for multiple chemical sensitivity, persistent Borrelia infection for chronic Lyme disease, etc.) [104]. The attributive hypothesis contends that EHS should be regarded as yet another functional somatic syndrome, based on especially contentious attributions. This view is supported by further similarities between EHS and these syndromes, namely, that they primarily affect women (who represent 62 to 95% of EHS subjects in questionnaire studies [1–6]) and are significantly comorbid with anxiety and depression [103, 105]. Consequently, EHS symptoms do not have to be explained on their own, as they could result from the variety of physio- and psycho-pathological mechanisms supposedly involved in functional somatic syndromes (e.g., autonomic imbalance for asthenia, central sensitization for pain, etc.) [106].
First limitation: weaknesses of qualitative methods
The attributive hypothesis rests mostly on qualitative interview data, which suffer from significant weaknesses. These first relate to possible bias, affecting notably memory or desirability. The former results from the tendency to remember more easily and perceive as more important past events that are congruent with present beliefs. The latter depends on the propensity to favor answers making a positive impression on the interviewer, e.g. for EHS persons, by failing to mention their psychological distress. Selection bias are also likely to occur, as only specific individuals may consent to an interview. Furthermore, qualitative interview data can only shed light indirectly on unconscious aspects of cognitive activity: they are more appropriate to study the reasons put forward by the subjects rather than the true causes of their beliefs and behaviors, which are not necessarily identical, especially in apparent cases of irrationality [107]. They are also difficult to analyze rigorously because of their heterogeneity, reflecting the richness and diversity of illness experience in modern societies [108]. As a consequence, their interpretation always remains somewhat arbitrary, so that the reconstructed individual trajectories might become precarious. Lastly, qualitative interview data are expensive to produce and can only be collected from small samples, whose representativity cannot be guaranteed: the conclusions drawn from them are vulnerable to the contingencies of recruitment and difficult to generalize. Qualitative studies of EHS persons’ trajectories would thus benefit from being replicated by different researchers in different contexts, while using innovative interview and analytical methods to enhance the reliability of their results.
Second limitation: explaining the choice between competing attributions
Given the high prevalence of medically unexplained symptoms, and the variety of attributions available to make sense of them, the attributive hypothesis faces another challenge: how to explain that so few of the potentially concerned patients end up diagnosing themselves EHS? Why they, and what happens of the others? Do they choose another attribution, receive the diagnosis of a functional somatic syndrome, or remain deprived of any explanation for their symptoms? For what reason? These questions remain essentially unaddressed, as no comparative study has been conducted of the experience and trajectories of patients endorsing different attributions for their medically unexplained symptoms. A pilot study took place in France in 2016–17, involving a comparison between persons with EHS or fibromyalgia, whose global results await full publication [110].
Conclusion
None of the reviewed hypotheses proves totally acceptable. The debate on the origins of symptoms experienced by self-declared EHS persons remains open, even though its terms and implications are hopefully clearer. Considering available evidence, three avenues for future research can be envisioned that could help refine EHS explanatory hypotheses and decide between them, while filling significant voids in the scientific literature. The first would be to study systematically the symptoms, attributions, and behaviors of EHS persons to determine whether all three are connected, as supposed by the attributive hypothesis, or only the formers, as assumed by the cognitive hypothesis. What is at stake is whether opinions about EMF harmfulness and beliefs about EHS are distinct phenomena, that should be analyzed separately, and whether behaviors are a relevant indicator of commitment towards EHS. The second avenue would be to conduct clinical trials of cognitive and behavioral therapies aimed at symptom reattribution, which offers the best opportunity to alleviate EHS symptoms if the cognitive hypothesis is correct. Of note, four such trials were conducted in the late 1990s, whose results are too disparate to be interpreted as vindicating or refuting that hypothesis [109]. Today, given the aggravation of the controversy surrounding EHS, they would probably face severe acceptability challenges. The third avenue for future research, as exposed above, would consist in the rigorous comparison of experience and trajectories of people with EHS and other functional somatic syndromes. If the attributive hypothesis is valid, the only differences to appear should be circumstantial, i.e., EHS symptoms could as well have been attributed to other causes.
The first avenue may be the most urgent. Not knowing what is at the heart of the EHS phenomenon is a major source of uncertainty, which hinders its understanding as well as future research. Indeed, a possibility well worth considering is that all three explanatory hypotheses are true, because they apply to distinct forms of EHS. Such has been argued by several authors, who proposed to distinguish between (1) people declaring themselves sensitive to a few specific devices or to a wide array of exposure sources [75, 76], (2) people believing their health is negatively affected by EMF or also labelling themselves as EHS [59], or (3) people reporting a sensitivity to EMF or also registering with a militant group [5]. Available data indicates that the latter have more symptoms and a worse general health than the former, are more likely to seek treatment, are more worried about their health and report more environmental sensitivities. Therefore, their conditions might have different origins, with the cognitive hypothesis better accounting for the symptoms of mere “attributers” and the attributive hypothesis more suitable for “full-blown EHS” persons. Another distinction has been proposed between three categories of people: “cautious but not sick” (e.g., New Agers with modern health worries or protesters against the siting of base stations), “sick but not cautious” (e.g., patients with non-specific physical symptoms that they tentatively attribute to EMF, especially in research settings, without trying to reduce their exposure), and “sick and cautious” (who are sufficiently convinced of EMF harmfulness, and sufficiently motivated by their ill health, to deliberately reduce their exposure at the price of altering their lifestyle) [9]. Whatever distinction is the most appropriate, if EHS is to be better understood, it seems inevitable to take a closer look at what it is actually made of.
Acknowledgments
Not applicable.

Authors’ contributions
The author (s) read and approved the final manuscript.

Funding
None.

Availability of data and materials
Not applicable.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The author declares that he has no competing interests.


References
	1.
Stenberg B, Bergdahl J, Edvardsson B, Eriksson N, Lindén G, Widman L. Medical and social prognosis for patients with perceived hypersensitivity to electricity and skin symptoms related to the use of visual display terminals. Scand J Work Environ Health. 2002;28:349–57.

	2.
Röösli M, Moser M, Baldinini Y, Meier M, Braun-Fahrländer C. Symptoms of ill health ascribed to electromagnetic field exposure – a questionnaire survey. Int J Hyg Environ Health. 2004;207:141–50.

	3.
Kato Y, Johansson O. Reported functional impairments of electrohypersensitive Japanese: a questionnaire survey. Pathophysiology. 2012;19:95–100.

	4.
Hagström M, Auranen J, Ekman R. Electromagnetic hypersensitive Finns: symptoms, perceived sources and treatments, a questionnaire study. Pathophysiology. 2013;20:117–22.

	5.
van Dongen D, Smid T, Timmermans DRM. Symptom attribution and risk perception in individuals with idiopathic environmental intolerance to electromagnetic fields and in the general population. Perspect Public Health. 2014;134:160–8.

	6.
Andrianome S, Seze RD, Braun A, Selmaoui B. Descriptive self-reporting survey of people with idiopathic environmental intolerance attributed to electromagnetic fields (IEI-EMF): similarities and comparisons with previous studies. J Public Health. 2018;26:461–73.

	7.
de Graaff MB, Bröer C. ‘We are the canary in a coal mine’: establishing a disease category and a new health risk. Health Risk Soc. 2012;14:129–47.

	8.
Dieudonné M. Does electromagnetic hypersensitivity originate from nocebo responses? Indications from a qualitative study. Bioelectromagnetics. 2016;37:14–24.

	9.
Dieudonné M. Becoming electro-hypersensitive: a replication study. Bioelectromagnetics. 2019;40:188–200.

	10.
Knave B, Bergqvist U, Wibom R. Symptom och subjektiva besvär vid “överkänslighet” mot elektricitet. Solna (SE): National Institute for Working Life; 1989. Report No.: 4.

	11.
Lidén S. “Sensitivity to electricity” – a new environmental epidemic. Allergy. 1996;51:519–24.

	12.
Bergqvist U, Vogel E. Possible health implications of subjective symptoms and electromagnetic fields. In:  A report prepared by a European group of experts for the European Commission, DG V. Solna (SE): National Institute for Working Life; 1997. p. 135.

	13.
Lindén V, Rolfsen S. Video computer terminals and occupational dermatitis. Scand J Work Environ Health. 1981;7:62–4.

	14.
Carpenter DO. The microwave syndrome or electro-hypersensitivity: historical background. Rev Environ Health. 2015;30:217–22.

	15.
Lin JC. Early contributions to electromagnetic fields in living systems. In: Lin JC, editor. Advances in electromagnetic fields and living systems, vol. 1. New York (US-NY): Plenum Press; 1994. p. 1–26.

	16.
Bren S. Historical introduction to EMF health effects. IEEE Eng Med Biol. 1996;15:24–30.

	17.
Dieudonné M. Controverses autour des champs électromagnétiques et de l’électrohypersensibilité. La construction de problèmes publics « à bas bruit ». Santé Publique. 2019;31:43.

	18.
Schreier N, Huss A, Röösli M. The prevalence of symptoms attributed to electromagnetic field exposure: a cross-sectional representative survey in Switzerland. Soz Praventiv Med. 2006;51:202–9.

	19.
Schröttner J, Leitgeb N. Sensitivity to electricity – temporal changes in Austria. BMC Public Health. 2008;8:310.

	20.
Blettner M, Schlehofer B, Breckenkamp J, Kowall B, Schmiedel S, Reis U, et al. Mobile phone base stations and adverse health effects: phase 1 of a population-based, cross-sectional study in Germany. Occup Environ Med. 2009;66:118–23.

	21.
Huang P-C, Cheng M-T, Guo H-R. Representative survey on idiopathic environmental intolerance attributed to electromagnetic fields in Taiwan and comparison with the international literature. Environ Health. 2018;17:5.

	22.
Karvala K, Sainio M, Palmquist E, Nyback M-H, Nordin S. Prevalence of various environmental intolerances in a Swedish and Finnish general population. Environ Res. 2018;161:220–8.

	23.
Gruber MJ, Palmquist E, Nordin S. Characteristics of perceived electromagnetic hypersensitivity in the general population. Scand J Psychol. 2018;59:422–7.

	24.
Baliatsas C, van Kamp I, Lebret E, Rubin GJ. Idiopathic environmental intolerance attributed to electromagnetic fields (IEI-EMF): a systematic review of identifying criteria. BMC Public Health. 2012;12(643). Available from: https://​bmcpublichealth.​biomedcentral.​com/​articles/​10.​1186/​1471-2458-12-643..

	25.
Hansson Mild K, Repacholi M, van Deventer E, Ravazzani P. Editors. Electromagnetic hypersensitivity. Proceedings, international workshop on EMF hypersensitivity, Prague, Czech Republic, October 25–27, 2004. Geneva (CH): WHO Press; 2006.

	26.
Anses. Hypersensibilité électromagnétique ou intolérance environnementale idiopathique attribuée aux champs électromagnétiques. Maisons-Alfort: Agence nationale de sécurité sanitaire de l’alimentation, de l’environnement et du travail; 2018 Mar. Report No.: 2011-SA-0150 « EHS ».

	27.
CREDOC. Baromètre du numérique 2018 [Internet]. CGE / ARCEP / Agence du numérique; 2018 Available from: https://​www.​arcep.​fr/​uploads/​tx_​gspublication/​barometre-du-numerique-2018_​031218.​pdf.

	28.
SCENIHR. Opinion on potential health effects of exposure to electromagnetic fields (EMF) [internet]. European Commission, DG Health and Food Safety: Luxembourg (LU); 2015. Available from: https://​ec.​europa.​eu/​health/​sites/​health/​files/​scientific_​committees/​emerging/​docs/​scenihr_​o_​041.​pdf.

	29.
Sagar S, Dongus S, Schoeni A, Roser K, Eeftens M, Struchen B, et al. Radiofrequency electromagnetic field exposure in everyday microenvironments in Europe: a systematic literature review. J Expo Sci Environ Epidemiol. 2018;28:147–60.

	30.
Chiaramello E, Bonato M, Fiocchi S, Tognola G, Parazzini M, Ravazzani P, et al. Radio frequency electromagnetic fields exposure assessment in indoor environments: a review. Int J Environ Res Public Health. 2019;16:955.

	31.
ICNIRP. Guidelines for limiting exposure to time-varying electric, magnetic, and electromagnetic fields (up to 300 GHz). Health Phys. 1998;74:494–522.

	32.
Chou C-K. A need to provide explanations for observed biological effects of radiofrequency exposure. Electromagn Biol Med. 2015;34:175–9.

	33.
Huber R, Schuderer J, Graf T, Jütz K, Borbély AA, Kuster N, et al. Radio frequency electromagnetic field exposure in humans: estimation of SAR distribution in the brain, effects on sleep and heart rate. Bioelectromagnetics. 2003;24:262–76.

	34.
Regel SJ, Tinguely G, Schuderer J, Adam M, Kuster N, Landolt H-P, et al. Pulsed radio-frequency electromagnetic fields: dose-dependent effects on sleep, the sleep EEG and cognitive performance. J Sleep Res. 2007;16:253–8.

	35.
Loughran SP, McKenzie RJ, Jackson ML, Howard ME, Croft RJ. Individual differences in the effects of mobile phone exposure on human sleep: rethinking the problem. Bioelectromagnetics. 2012;33:86–93.

	36.
Lowden A, Åkerstedt T, Ingre M, Wiholm C, Hillert L, Kuster N, et al. Sleep after mobile phone exposure in subjects with mobile phone-related symptoms. Bioelectromagnetics. 2011;32:4–14.

	37.
Danker-Hopfe H, Dorn H, Bornkessel C, Sauter C. Do mobile phone base stations affect sleep of residents? Results from an experimental double-blind sham-controlled field study. Am J Hum Biol. 2010;22:613–8.

	38.
Mohler E, Frei P, Fröhlich J, Braun-Fahrländer C, Röösli M, QUALIFEX-team. Exposure to radiofrequency electromagnetic fields and sleep quality: a prospective cohort study. PLoS ONE. 2012;7:e37455.

	39.
Tettamanti G, Auvinen A, Åkerstedt T, Kojo K, Ahlbom A, Heinävaara S, et al. Long-term effect of mobile phone use on sleep quality: results from the cohort study of mobile phone use and health (COSMOS). Environ Int. 2020;105687. In press. https://​doi.​org/​10.​1016/​j.​envint.​2020.​105687. https://​www.​sciencedirect.​com/​science/​article/​pii/​S016041201933919​4.

	40.
Gajšek P, Ravazzani P, Grellier J, Samaras T, Bakos J, Thuróczy G. Review of studies concerning electromagnetic field (EMF) exposure assessment in Europe: low frequency fields (50 Hz–100 kHz). Int J Environ Res Public Health. 2016;13:875.

	41.
ICNIRP. Guidelines for limiting exposure to time-varying electric and magnetic fields (1 Hz to 100 kHz). Health Phys. 2010;99:818–36.

	42.
Zhao L, Liu X, Wang C, Yan K, Lin X, Li S, et al. Magnetic fields exposure and childhood leukemia risk: a meta-analysis based on 11,699 cases and 13,194 controls. Leuk Res. 2014;38:269–74.

	43.
Vijayalaxmi PTJ. Genetic damage in mammalian somatic cells exposed to extremely low frequency electro-magnetic fields: a meta-analysis of data from 87 publications (1990–2007). Int J Radiat Biol. 2009;85:196–213.

	44.
Does M, Scélo G, Metayer C, Selvin S, Kavet R, Buffler P. Exposure to electrical contact currents and the risk of childhood leukemia. Radiat Res. 2011;175:390–6.

	45.
Wünsch-Filho V, Pelissari DM, Barbieri FE, Sant’Anna L, de Oliveira CT, de Mata JF, et al. Exposure to magnetic fields and childhood acute lymphocytic leukemia in São Paulo, Brazil. Cancer Epidemiol. 2011;35:534–9.

	46.
Salvan A, Ranucci A, Lagorio S, Magnani C, SETIL Research Group. Childhood leukemia and 50 Hz magnetic fields: findings from the Italian SETIL case-control study. Int J Environ Res Public Health. 2015;12:2184–204.

	47.
Sunstein CR. Beyond the precautionary principle. Univ Pa Law Rev. 2003;151:1003–58.

	48.
Pall ML. Electromagnetic fields act via activation of voltage-gated calcium channels to produce beneficial or adverse effects. J Cell Mol Med. 2013;17:958–65.

	49.
De Luca C, Thai JCS, Raskovic D, Cesareo E, Caccamo D, Trukhanov A, et al. Metabolic and genetic screening of electromagnetic hypersensitive subjects as a feasible tool for diagnostics and intervention. Mediat Inflamm. 2014;2014:14.

	50.
Hillert L, Kolmodin-Hedman B, Eneroth P, Arnetz BB. The effect of supplementary antioxidant therapy in patients who report hypersensitivity to electricity: a randomized controlled trial. Med Gen Med. 2001;3:11.

	51.
Consales C, Merla C, Marino C, Benassi B. Electromagnetic fields, oxidative stress, and Neurodegeneration. Int J Cell Biol. 2012;683897:16. https://​www.​hindawi.​com/​journals/​ijcb/​2012/​683897/​.

	52.
Rubin GJ, Nieto-Hernandez R, Wessely S. Idiopathic environmental intolerance attributed to electromagnetic fields (formerly ‘electromagnetic hypersensitivity’): an updated systematic review of provocation studies. Bioelectromagnetics. 2010;31:1–11.

	53.
Rubin GJ, Hillert L, Nieto-Hernandez R, van Rongen E, Oftedal G. Do people with idiopathic environmental intolerance attributed to electromagnetic fields display physiological effects when exposed to electromagnetic fields? A systematic review of provocation studies. Bioelectromagnetics. 2011;32:593–609.

	54.
Schmiedchen K, Driessen S, Oftedal G. Methodological limitations in experimental studies on symptom development in individuals with idiopathic environmental intolerance attributed to electromagnetic fields (IEI-EMF) – a systematic review. Environ Health. 2019;18:88.

	55.
van Moorselaar I, Slottje P, Heller P, van Strien R, Kromhout H, Murbach M, et al. Effects of personalised exposure on self-rated electromagnetic hypersensitivity and sensibility – a double-blind randomised controlled trial. Environ Int. 2017;99:255–62.

	56.
Verrender A, Loughran SP, Anderson V, Hillert L, Rubin GJ, Oftedal G, et al. IEI-EMF provocation case studies: a novel approach to testing sensitive individuals. Bioelectromagnetics. 2018;39:132–43.

	57.
Frei P, Mohler E, Bürgi A, Fröhlich J, Neubauer G, Braun-Fahrländer C, et al. Classification of personal exposure to radio frequency electromagnetic fields (RF-EMF) for epidemiological research: evaluation of different exposure assessment methods. Environ Int. 2010;36:714–20.

	58.
Baliatsas C, van Kamp I, Bolte J, Schipper M, Yzermans J, Lebret E. Non-specific physical symptoms and electromagnetic field exposure in the general population: can we get more specific? A systematic review. Environ Int. 2012;41:15–28.

	59.
Röösli M, Mohler E, Frei P. Sense and sensibility in the context of radiofrequency electromagnetic field exposure. C R Physique. 2010;11:576–84.

	60.
Baliatsas C, Bolte J, Yzermans J, Kelfkens G, Hooiveld M, Lebret E, et al. Actual and perceived exposure to electromagnetic fields and non-specific physical symptoms: an epidemiological study based on self-reported data and electronic medical records. Int J Hyg Environ Health. 2015;218:331–44.

	61.
Bogers RP, van Gils A, Clahsen SCS, Vercruijsse W, van Kamp I, Baliatsas C, et al. Individual variation in temporal relationships between exposure to radiofrequency electromagnetic fields and non-specific physical symptoms: A new approach in studying ‘electrosensitivity. Environ Int. 2018;121:297–307.

	62.
Bolte JFB, Clahsen S, Vercruijsse W, Houtveen JH, Schipper CMA, van Kamp I, et al. Ecological momentary assessment study of exposure to radiofrequency electromagnetic fields and non-specific physical symptoms with self-declared electrosensitives. Environ Int. 2019;131:104948.

	63.
Bräscher A-K, Raymaekers K, Van den Bergh O, Witthöft M. Are media reports able to cause somatic symptoms attributed to WiFi radiation? An experimental test of the negative expectation hypothesis. Environ Res. 2017;156:265–71.

	64.
Verrender A, Loughran SP, Dalecki A, Freudenstein F, Croft RJ. Can explicit suggestions about the harmfulness of EMF exposure exacerbate a nocebo response in healthy controls? Environ Res. 2018;166:409–17.

	65.
Witthöft M, Rubin GJ. Are media warnings about the adverse health effects of modern life self-fulfilling? An experimental study on idiopathic environmental intolerance attributed to electromagnetic fields (IEI-EMF). J Psychosom Res. 2013;74:206–12.

	66.
Martens AL, Slottje P, Timmermans DRM, Kromhout H, Reedijk M, Vermeulen RCH, et al. Modeled and perceived exposure to radiofrequency electromagnetic fields from Mobile-Phone Base stations and the development of symptoms over time in a general population cohort. Am J Epidemiol. 2017;186:210–9.

	67.
Van den Bergh O, Brown RJ, Petersen S, Witthöft M. Idiopathic environmental intolerance: a comprehensive model. Clin Psychol Sci. 2017;5:551–67.

	68.
Barsky AJ, Goodson JD, Lane RS, Cleary PD. The amplification of somatic symptoms. Psychosom Med. 1988;50:510–9.

	69.
Rubin GJ, Burns M, Wessely S. Possible psychological mechanisms for “wind turbine syndrome”. On the windmills of your mind. Noise Health. 2014;16:116–22.

	70.
Porsius JT, Claassen L, Woudenberg F, Smid T, Timmermans DRM. Nocebo responses to high-voltage power lines: evidence from a prospective field study. Sci Total Environ. 2016;543:432–8.

	71.
Bergdahl J. Psychologic aspects of patients with symptoms presumed to be caused by electricity or visual display units. Acta Odontol Scand. 1995;53:304–10.

	72.
Bergdahl J, Stenberg B, Eriksson N, Lindén G, Widman L. Coping and self-image in patients with visual display terminal-related skin symptoms and perceived hypersensitivity to electricity. Int Arch Occup Environ Health. 2004;77:538–42.

	73.
Bergdahl J, Mårell L, Bergdahl M, Perris H. Psychobiological personality dimensions in two environmental-illness patient groups. Clin Oral Investig. 2005;9:251–6.

	74.
Landgrebe M, Frick U, Hauser S, Langguth B, Rosner R, Hajak G, et al. Cognitive and neurobiological alterations in electromagnetic hypersensitive patients: results of a case-control study. Psychol Med. 2008;38:1781–91.

	75.
Rubin GJ, Cleare AJ, Wessely S. Psychological factors associated with self-reported sensitivity to mobile phones. J Psychosom Res. 2008;64:1–9.

	76.
Johansson A, Nordin S, Heiden M, Sandström M. Symptoms, personality traits, and stress in people with mobile phone-related symptoms and electromagnetic hypersensitivity. J Psychosom Res. 2010;68:37–45.

	77.
Meg Tseng M-C, Lin Y-P, Cheng T-J. Prevalence and psychiatric comorbidity of self-reported electromagnetic field sensitivity in Taiwan: a population-based study. J Formos Med Assoc. 2011;110:634–41.

	78.
Webster RK, Weinman J, Rubin GJ. A systematic review of factors that contribute to nocebo effects. Health Psychol. 2016;35:1334–55.

	79.
Bomlitz LJ, Brezis M. Misrepresentation of health risks by mass media. J Public Health. 2008;30:202–4.

	80.
Wang Y, McKee M, Torbica A, Stuckler D. Systematic literature review on the spread of health-related misinformation on social media. Soc Sci Med. 2019;240:112552.

	81.
Jauchem JR. Epidemiologic studies of electric and magnetic fields and cancer: a case study of distortions by the media. J Clin Epidemiol. 1992;45:1137–42.

	82.
Elvers H-D, Jandrig B, Grummich K, Tannert C. Mobile phones and health: media coverage study of German newspapers on possible adverse health effects of mobile phone use. Health Risk Soc. 2009;11:165–79.

	83.
Claassen L, Smid T, Woudenberg F, Timmermans DRM. Media coverage on electromagnetic fields and health: content analysis of Dutch newspaper articles and websites. Health Risk Soc. 2012;14:681–96.

	84.
Eldridge-Thomas B, Rubin GJ. Idiopathic environmental intolerance attributed to electromagnetic fields: a content analysis of British newspaper reports. PLoS One. 2013;8:e65713.

	85.
Huiberts A, Hjørnevik M, Mykletun A, Skogen JC. Electromagnetic hypersensitivity (EHS) in the media – a qualitative content analysis of Norwegian newspapers. JRSM Short Rep. 2013;4:1–8.

	86.
Valkenburg PM, Peter J, Walther JB. Media effects: theory and research. Annu Rev Psychol. 2016;67:315–38.

	87.
Knobloch-Westerwick S. Choice and preference in media use. Advances in selective exposure theory and research. New-York (US-NY): Routledge; 2014.

	88.
Dömötör Z, Nordin S, Witthöft M, Köteles F. Modern health worries: a systematic review. J Psychosom Res. 2019;124:109781.

	89.
Kowall B, Breckenkamp J, Blettner M, Schlehofer B, Schüz J, Berg-Beckhoff G. Determinants and stability over time of perception of health risks related to mobile phone base stations. Int J Public Health. 2012;57:735–43.

	90.
Hanegraaff WJ. New age religion and Western culture: esotericism in the Mirror of secular Thougth. Leyde (NL): Brill; 1996.

	91.
Heelas P. The new age movement: the Celebration of the self and the Sacralization of modernity. Oxford (UK): Blackwell; 1996.

	92.
Wiedemann PM, Freudenstein F, Böhmert C, Wiart J, Croft RJ. RF EMF risk perception revisited: is the focus on concern sufficient for risk perception studies? Int J Environ Res Public Health. 2017;14:620.

	93.
Law A, McNeish W. Contesting the new irrational actor model: a case study of Mobile phone mast protest. Sociology. 2007;41:439–56.

	94.
Drake F. Protesting Mobile phone masts: risk, neoliberalism, and Governmentality. Sci Technol Human Values. 2011;36:522–48.

	95.
Hermans M. Engaging with risks: citizens, science and policy in mobile phone mast siting controversies. Maastricht (NL): Maastricht University; 2015.

	96.
Bröer C, de Graaff MB, Duyvendak JW, Wester RA. Engaging citizens: local interactions, policy discourse and courses of protest against mobile phone cell site deployment. Eur J Cult Political Sociol. 2016;3:447–68.

	97.
TNS Opinion & Social. Special Eurobarometer 347 – Electromagnetic Fields. Brussels (BE): European Commission, DG Communication; 2010.

	98.
Witthöft M, Freitag I, Nußbaum C, Bräscher A-K, Jasper F, Bailer J, et al. On the origin of worries about modern health hazards: experimental evidence for a conjoint influence of media reports and personality traits. Psychol Health. 2018;33:361–80.

	99.
Burgess A. Cellular phones, public fears, and a culture of precaution. Cambridge (UK): Cambridge University Press; 2004.

	100.
Dieudonné M. L’instrumentation profane. Sur l’usage d’instruments de mesure des champs électro-magnétiques par les personnes électro-hypersensibles. Rev Anthropol Connaiss. 2016;10:401–31.

	101.
Nettleton S. ‘I just want permission to be ill’: towards a sociology of medically unexplained symptoms. Soc Sci Med. 2006;62:1167–78.

	102.
Hughes BL, Zaki J. The neuroscience of motivated cognition. Trends Cogn Sci. 2015;19:62–4.

	103.
Creed F, Barsky AJ, Leiknes KA. Chapter 1 – epidemiology: prevalence, causes and consequences. In: Creed F, Henningsen P, Fink P, editors. Medically unexplained symptoms, somatisation, and bodily distress: developing better clinical services. Cambridge (UK): Cambridge University Press; 2011. p. 1–42.

	104.
Barsky AJ, Borus JF. Functional somatic syndromes. Ann Intern Med. 130:1999, 910–21.

	105.
Hausteiner-Wiehle C, Schneider G, Lee S, Sumipathala A, Creed F. Chapter 6 – gender, lifespan and cultural aspects. In: Creed F, Henningsen P, Fink P, editors. Medically unexplained symptoms, somatisation, and bodily distress: developing better clinical services. Cambridge (UK): Cambridge University Press; 2011. p. 132–57.

	106.
van Ravenzwaaij J, Olde Hartman TC, van Ravesteijn H, Eveleigh R, van Rijswijk E, PLBJ L. Explanatory models of medically unexplained symptoms: a qualitative analysis of the literature. Ment Health Fam Med. 2010;7:223–31.

	107.
Wilson TD. Strangers to ourselves: discovering the adaptive unconscious. Cambridge (US-MA): The Belknap Press of Harvard University Press; 2002.

	108.
Pierret J. The illness experience: state of knowledge and perspectives for research. Sociol Health Illn. 2003;25:4–22.

	109.
Rubin GJ, Das Munshi J, Wessely S. A systematic review of treatments for electromagnetic hypersensitivity. Psychother Psychosom. 2006;75:12–8.

	110.
Savall A, Dieudonné M, De Lazzari M, Hassam R, Cathébras P. Un ou plusieurs syndromes somatiques fonctionnels? Comparaison de l’état de santé de personnes fibromyalgiques et électro-hypersensibles. La Revue de Médecine Interne. 2019;40(10):645–53.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/navigation.xhtml

    
      Contents


      
        		Electromagnetic hypersensitivity: a critical review of explanatory hypotheses


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





