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The World Health Organisation’s (WHO) credibility and position on 

Electromagnetic Radiation (EMR) and health 

WHO fact sheet 193 is used by governments, health bodies and the telecommunications industry all 
around the world as the basis for providing advice to the public on the safety of wireless devices. 
However its value for providing an honest appraisal of wireless exposure in relation to health is 
questionable as there appears to be instances of misinformation, factual distortion and 
misrepresentation of scientific data. Some examples are provided below. The credibility of the WHO 
becomes seriously challenged if moves are not taken to address them honestly and transparently.  

WHO fact sheet 193 main points of claim are as follows: 

a. “No adverse health effects have been established as being caused by mobile phone use.” 

It is important to understand that WHO fact sheet 193 is used by the Australian Radiation Protection 
and Nuclear Safety Agency (ARPANSA) and Australian telecommunication companies, government 
departments and industry lobby groups to claim that there is no evidence of harm. The WHO  fact 
sheet says “To date, no adverse health effects have been established as being caused by mobile 
phone use” whereas the International Agency for Research on Cancer (IARC) has indicated that there 
is “limited evidence” that supports an association between radiofrequency (RF) radiation emitted by 
wireless devices, including mobile phones and cancer. I believe there is consensus amongst doctors 
and scientists that cancer is a serious health effect. This subtle but important difference between the 
WHO statement above and what the IARC stated in their monograph suggests that the WHO has not 
been completely honest with its fact sheet claims.  
 
The reasons for a lack of establishment are less to do with evidence but more to do with limitations 
of understanding and the inability to provide the level of proof required to satisfy sceptical scientific 
experts. Other important issues that are not always considered include: 

1. Limited formal testing on human subjects 
2. Limited number of epidemiological studies being conducted  
3. Incomplete understanding of mechanism (gaps in knowledge) 
4. Not looking at the big picture (all Electromagnetic Frequencies (EMF) from Extremely Low 

Frequencies (ELF) to Ultra High Frequencies (UHF) are potentially carcinogenic and also 
linked to other non-cancer related health problems) 

5. Epidemiological studies not considering relevant confounding factors or having 
contaminated control pools (discussed further in this document) 

6. Studies often are limited to one off or short term exposures 
7. Studies not replicating real world exposures (effects of multiple frequencies are additive) 
8. Subtle differences in so called replicate studies not always replicating testing methodologies, 

evaluation techniques or  environmental conditions ( i.e. less sensitive gels for measuring 
DNA fragmentation, different exposure times and frequency, different cell types used etc.) 

9. Claiming “lack of consistency“ as evidence to support “no adverse health effects have been 
established”.  

 
In Australia, government authorities suggest that there is no convincing evidence to link RF to health 
effects yet the same authorities refuse to investigate claims of ill health attributed to a variety of RF 
sources and this is also demonstrated in the lack of objective studies in this country including: 

 

A) No health surveys, cancer studies performed of populations living close to mobile telephone 
masts in Australia. The only approximately equivalent studies performed were: 

1. A study by Dr Bruce Hocking in the late 1990’s looking at TV Transmitters (RF exposure 
effects). Dr Hocking found that children living within a 4km radius of television towers 
had a 60% higher incidence of leukaemia than children who lived further from the 
towers and there was a far greater risk of dying from the disease as well. Dr Hocking 
also found a slightly increased rate of adult cancer in the study area than beyond it. 
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There have been no repeat studies performed for any types of transmission masts 
(mobile phone towers, AM/FM transmitters etc.) in the wider community 
 

2. An investigation was performed in 2006 relating to a possible cancer cluster at RMIT in 
Melbourne. The building in question, which has rooftop mobile phone towers, was 
temporary closed following the discovery of five brain tumours in a month and two 
others in 1999 and 2001. Two were malignant and five were benign.  Yes, there had 
been an investigation and a claim that it was not a cancer cluster, because all the 
cancers were different. Personally, I think the definition of a cancer cluster needs to 
be reconsidered (currently it is suggested that cancers need to be all the same type in 
order have a high level of confidence that it can be classified as a cancer cluster) as the 
genotoxic effects from RF are not limited to specific parts of persons body nor are the 
physiological consequences of cell damage (to DNA and other cell components) 
necessarily going to be consistent in every cell/tissue type affected.  There was no 
formal peer reviewed study arising out of this investigation published in any scientific 
journal. The other main problem with the investigation was its focus was far too 
narrow and only looked at individuals within the building. There have been to date no 
health studies looking at populations living within 500m of a mobile phone base 
station anywhere in Australia whist several overseas studies show increased rates of 
cancer and other deleterious health effects. One member of the public announced in 
the ACEBR Science and Wireless forum held at Wollongong Nov 11th 2014, that he has 
performed his own survey in his neighbourhood and found many people have 
developed cancer living 15 years or more near a mobile phone transmission tower in 
New South Wales.  

         
        Of course one only needs to look at the findings in this linked report (2008) 

http://straaling.dk/docs/kundi_10_14_who_emf_database_studies.pdf which suggests the 
assumption that cell towers are safe by world authorities such as the WHO and ICNIRP is 
seriously contestable.  

 
B) No government or industry sponsored health focused studies have been performed on smart 

meters. Claims are made that RF emissions are well within RF standards (certainly no 
argument here) so they must be safe. Everyone assumes the RF standards must be okay. 
Asbestos was once part of a building standard too. People who were once well are suddenly 
becoming ill after a smart meter was installed (www.ncbi.nlm.nih.gov/pubmed/25478801). 
Common symptoms are being found – headaches, insomnia, tinnitus and concentration 
difficulties amongst others yet nothing is being done. Unfortunately duty of care by 
government authorities is totally absent. Concerned members of the public are being waived 
off with template responses. In Australia, (Victoria) local government was simply going to 
test devices against the RF Standard to convince the public that they were safe. The 
complaint by affected individuals has never been about emissions being above the standard. 
The concern is that testing against RF standards does not address the real health complaints 
that have arisen. There appears to be blind trust in RF standards and they are being used as 
a defensive wall to further investigation. Standards have got it wrong before (Asbestos). Past 
and present athermal research suggests RF Standards may have also got it wrong when it 
comes to biological effects with potential negative long term health consequences. 

The problem is further compounded by what appears to be a concerted effort by local governments 
and industry to install wireless transmitters everywhere in public places as well as near homes, 
schools, hospitals and supermarkets in direct contravention to what is suggested by a precautionary 
approach. This effort could be seen by some as a co-ordinated effort to eliminate unexposed control 
groups thereby undermining the value of any future epidemiological research as all people will be 
exposed whether they like it or not. 
 

http://straaling.dk/docs/kundi_10_14_who_emf_database_studies.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25478801
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b. “Research does not suggest any consistent evidence of adverse health effects from exposure 

to radiofrequency fields at levels below those that cause tissue heating.” 

This statement conveniently ignores the fact that we now have 3 epidemiologic studies consistently 
showing an association between heaviest users of mobile phones and brain cancer (INTERPHONE, 
Hardell, CERENAT). Unfortunately the argument that there 'is no consistent evidence' also 
conveniently ignores the fact that there is a significant amount of evidence with thousands of 
studies showing biological effects with potential health consequences (the Bioinitiative report 2007, 
2012 and the 2014 update, references close to 4000 peer reviewed studies in total). Consistency of 
course is one thing you cannot expect to find in complicated organisms living in diverse 
environmental conditions.   
 
Although results are not always consistent, one should not expect them to be as chance, genetic 
variation, body mass differences, current state of health come into play and all need to be 
considered. Other considerations that are often overlooked include DNA folding, which will make 
some parts of the DNA more vulnerable than others to oxidative attack (oxidative stress can lead to 
an imbalance in free radicals within a cell, is one of the mechanisms postulated by many scientists 
that RF effects cells and has been demonstrated many times in “independent” scientific studies). 
Cancers will only develop when certain combinations of genetic damage occurs.  
 
Another issue that needs to be considered is that not all studies are equal. Many studies that show 
no effect have set exposures that are far too short in duration and/or are limited to a one off 
exposure event. Those that tend to show effects are typically exposures of several hours in duration 
and repeated over days, weeks or even months. You cannot expect to find consistency unless 
replicated studies takes into consideration all factors including study methodology, tools and 
techniques applied and environmental factors in which the test is conducted. As with any carcinogen 
that is applied in micro dosages, it takes time and continued exposure before effects will begin to 
become noticeable. Even then, such exposures may not result in consistent damage across the 
exposed population because the bodies/cellular repair mechanisms, which can be influenced by 
state of health and genetic problems, also have a role to play.  
 
Other common statements used by health organisations and industry include “To date, no adverse 
health effects have been established as being caused by mobile phone use.” The problem with many 
statements like the above that use words like  “no established evidence”, “no consistent evidence”, 
“no substantiated evidence”, “no convincing evidence” etc. is that unless scientists can fully explain 
how effects are being caused, they are not established and “proven” so it is not possible to 
absolutely sure that RF is the cause. It does not mean effects are not found, quite the contrary, 
altered gene expression, altered protein expression, altered glucose metabolism, calcium 
influx/efflux, oxidative stress, increased apoptosis and cell damage all have been found by many 
independent researchers from all over the world when studying RF effects on cells. Based on the 
accumulating evidence of potential harm one can quite easily argue that there is no proof of safety 
either.  
 
Latin American Experts Committee on High Frequency Electromagnetic Fields and Human Health (2010): 

“We conclude, therefore, that current published RF epidemiological studies have not shown any 
sizable, incontrovertible and reproducible adverse health effect, and that numerous methodological 
flaws, along with only the few outcomes examined so far, do not allow for firm conclusions, 
particularly as it relates to children and to continuous exposure for periods larger than 20 years.” 
 
The above statement is much closer to the truth. Although studies showing DNA damage have been 
repeated numerous times “Only few outcomes examined so far do not allow firm conclusions.” This 
is the reality we are faced with. There are very few long term studies being conducted. Studies also 
have limited scope for looking at health effects. Most studies today look at mobile phones usage and 
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potential brain tumours. Some look at cognitive effects – memory performance but there is only 
limited studies, if any, being performed on role of EMR and ADHD, Autism, Alzheimer’s, dementia, 
development of allergies (food, asthma, environmental), multi organ damage (brain, liver, kidney), 
cancers not related to the brain, diabetes etc.  Given that many of the aforementioned ailments 
including cancers are on the rise without any adequate explanation (are not limited to the fact that 
we are getting older as being suggested by some scientists), and in many cases appears to correlate 
with the increase of EMR in our environment.  
 
When it comes to the appropriateness of applying the consistency argument one only has to look at 
using the tobacco analogy (tobacco is classified as a group 1 carcinogen by the IARC). Yet not all 
smokers get cancer – this is a known fact. Of course there is still no single experiment today that 
proves tobacco smoke causes cancer. Scientists today recognise that the number of cigarettes one 
smokes a day and the number of years of smoking has a direct influence on the chance of developing 
a cancer but even then, genetics and general constitution come into play where people like George 
Burns, a prolific tobacco smoker (cigars) lived to the ripe old age of 100 and was never diagnosed 
with cancer. So when we hear words like “no consistent evidence”, it is essentially a play on words 
to comfort people and hide the fact that there is a significant amount of evidence of potential harm. 
 
An inconsistent view on proof of harm and safety 
 
“There is a general consensus among experts, including the Australian radiation health authorities, 
that there is no scientific evidence to prove that ongoing exposure to electric and magnetic fields at 
the levels commonly found in the Australian environment (including most homes and work places), 
constitutes a proven health risk.”  www.leukaemia.org.au/ 
 
WHO, ICNIRP, ARPANSA and others require proof of harm before they will accept that exposure to 
EMR is carcinogenic. Yet when it comes to proof of safety ARPANSA states “ It is impossible to prove, 
with absolute certainty, the absence of an effect. To prove with certainty that radiofrequency energy, 
or any other aspect of the human environment, is completely safe is impossible; as to do so requires 
proof of the absence of any association between exposure to radiofrequencies and any one of an 
infinite number of health outcomes. This logical difficulty is expressed in the general approach of 
epidemiology, and science in general, which accepts as ‘fact’ not something which has been proven 
with absolute certainty, but as the best current explanation of the available results of scientific 
studies. Scientific studies are designed not to give ‘proof’, but are designed to disapprove or ‘falsify’ 
the current hypothesis or accepted viewpoint on an issue. If well performed scientific studies of 
strong design are carried out and fail to disprove the hypothesis, the hypothesis becomes stronger, 
that is gains more validity and is more likely to be true, but it never reaches the point of being 
‘proven’ with absolute certainty.” Radiation Protection Series 3 Document (RPS3) 
 
We therefore have an inconsistent handling of RF scientific evidence and failure to recognise the 
risks with an open mind. Proof of safety cannot be given by these organisations but proof of harm is 
required before any health effect can be considered established. One can see that the position taken 
by these organisations is hypocritical and the level of proof required is unachievable given that 
ARPANSA claims scientific studies are “not designed to give proof”. It would therefore appear that 
these authorities are placing commercial and military interest above public health interests by taking 
the US Defence Intelligence Agency (DIA) statement “If more advanced nations of the West are strict 
in the enforcement of stringent exposure standards, there could be unfavourable effects on industrial 
output and Military function” quite literally. This might also explain why WHO and other 
International Radiation Health Advisory bodies continue to downplay the risks and seek an 
unnecessary level of proof of harm before action will be taken.  
 
The second part of the RPS3 statement is as follows - “If the balance of the available evidence overall 
is that health effects have not been demonstrated, despite some studies of reasonable quality having 
been done, then the likelihood that radiofrequency exposures are safe is increased.” 

http://www.leukaemia.org.au/
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So if the research pool is seeded with lots of poor and or constrained studies that show no effect 
then the balance can be skewed in favour of a no effect hypothesis. Are all studies scrutinised with 
the same level of vigour and intensity or is the focus applied more on the studies showing effects 
because studies showing no effect results are as expected? There is an unwillingness to look at the 
evidence that is presented by the public to these agencies and they continue wilfully ignore it. We 
have to prove beyond a reasonable doubt that EMR has caused our health issues, this is very 
challenging as many of these health impairments have developed only after many years of exposure 
and we lack the tools and medical expertise to investigate it objectively. 
 
c. “Research has not been able to provide support for a causal relationship between exposure to 

electromagnetic fields and self-reported symptoms, or ‘electromagnetic hypersensitivity’” 

 

There have been no formal investigations performed in Australia to date on those who have self-
diagnosed themselves to be Electromagnetic Hypersensitive (EHS), or even those who are diagnosed 
by a doctor, with any appropriate biological based tests. Provocation tests, although necessary to 
trigger reactions are not always supplemented with useful “objective” biological tests and are often 
performed by inappropriately qualified scientists who do not have a background in medical and/or 
biological sciences (in Australia they tend to be electrical engineers and psychologists.)  
Instead, subjective tests are performed that are based on a person’s feelings i.e. can they perceive 
the signal is on or off greater than chance. It also appears that many of the scientists who have 
conducted these tests do not have an adequate understanding of EHS as reflected in the often faulty 
testing protocols. Issues such as delayed response and long recovery times are not always taken into 
consideration.  
 
Although symptoms are classified as “non-specific” because they vary from person to person, the list 
of possible symptoms are well defined and not exhaustive. They can be categorised as follows: 

Neurological: headaches, dizziness, nausea, difficulty concentrating, memory loss, irritability, 
depression, anxiety, insomnia, fatigue, weakness, tremors, muscle spasms, numbness, tingling, 
altered reflexes, muscle and joint paint, leg/foot pain, "Flu-like" symptoms, fever. More severe 
reactions can include seizures, paralysis, psychosis and stroke. 
Cardiac: palpitations, arrhythmias, pain or pressure in the chest, low or high blood pressure, slow or 
fast heart rate, shortness of breath. 
Respiratory: sinusitis, bronchitis, pneumonia, asthma. 
Dermatological: skin rash, itching, burning, facial flushing. 
Ophthalmological: pain or burning in the eyes, pressure in/behind the eyes, deteriorating vision, 
floaters, cataracts. 
Others: digestive problems; abdominal pain; enlarged thyroid, testicular/ovarian pain; dryness of 
lips, tongue, mouth, eyes; great thirst; dehydration; nosebleeds; internal bleeding; altered sugar 
metabolism; immune abnormalities; redistribution of metals within the body; hair loss; pain in the 
teeth; deteriorating fillings; impaired sense of smell; ringing in the ears. 

Source: "Symptoms of Radio Wave Sickness" excerpt from ‘No Place To Hide’ April 2001 

 

“Effected people may present ‘allergic-like’ problems in the absence of elevated serum IgE and 
chronic urticaria (hives), suggesting non-allergic mast cell activation in response to environmental 
and stress triggers. This mast cell activation could contribute to brain inflammation and 
neurodevelopmental problems.” The above relates to an Autism study but may also be applicable to 
EHS sufferers. In regards to “Stress triggers”, these have been linked to RF exposure via oxidative 
stress.  
 
To get a better understanding of the state of science on this contentious issue, and, to determine 
whether researchers have a good understanding of EHS to develop sensible and realistic testing 
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protocols, I recently performed a review of 84 Electromagnetic Hypersensitivity related studies 
which can be categorised as follows: 

 21 Neutral Studies with neither a negative or positive findings 

 25 Negative studies 

 38 Positive studies 
 
I have written a separate comprehensive report covering my findings which I intend to publish at a 
later date, so I will only summarise my findings of the main issues below:  

 Many studies reviewed neither validates EHS is related to EMR or disputes this 

 Many survey based studies are not designed to establish a causal association between 
exposure to EMR and symptoms of ill health. Instead they provide data points that could be 
used in future studies 

 Many surveys were performed against healthy individuals and so they provide no insight into 
EHS 

 Some studies suggests that there are psychological issues but do not determine whether this 
developed after a person became EHS or is the underlying cause of EHS 

 Many of the negative studies are poorly executed and hint at psychological reasons without 
providing compelling evidence to support their claim 

 Cognitive behavioural therapy (CBT)  is put forward as a potential solution but has been 
disqualified by some “as not resolving the incidence and severity of the symptoms” 

 A large number of provocation test studies look to see if the test subject can accurately 
perceive RF emissions. Signal perception is irrelevant when comes to trying to determine 
whether EMR is causing symptoms leading to health impairment especially as many 
symptoms can have a delayed onset 

 Not all testing environments are shielded and so are often contaminated by other EMR 
sources (fluorescent lights, electricity, nearby mobile phones, base stations, WiFi etc. 

 No consideration of EMR exposure of test subject travelling to/from the test facility 

 Studies do not always consider delayed effects and delayed recovery times 

 Many studies rely on a subjective provocation style test without including any objective 
biological tests 

 There appears to be a disconnect between the medical profession and international 
scientific bodies over EHS and the likely cause. An overwhelming percentage of general 
practitioners (up to 96%) to some degree, or totally, believe in a health-relevant role of 
environmental electromagnetic fields. (Huss A. et al. October 2006) 

 

Recognition and handling of EHS 

EHS recognition is dismally poor in Australia and sadly for those who are impacted, government 
support is also totally absent. No options are provided to allow people to live in an area free from 
manmade radio waves. WHO recognises the non-specific symptoms but not the cause and as a result 
EHS sufferers are left in limbo and run the real risk of being incarcerated unnecessarily in psychiatric 
facilities because some misguided scientists have labelled EHS as being  psychosomatic in origin. 

There is uncertainty about the trigger event(s) and the underlying biological mechanisms that lead to 
symptoms. This uncertainty has hampered the development of a clinical basis for the diagnosis and 
treatment of those who are EHS. This is further challenged by significant gaps in understanding 
within both the scientific and medical communities of EHS and the causes. 

Another major problem faced by EHS sufferers is that work place safety regulations do not have any 
consideration for long term exposure to RF/EMR on health nor do they provide protection advice to 
workers who are chronically exposed to a large variety of EMF’s as part of performing their duties. 
There are also no policies to deal with and protect EHS people in the workplace which can lead to 
discrimination and work place accessibility issues.  
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When it comes to RF and safety, “The Semmelweis reflex or "Semmelweis effect" appears to be in 
effect.  It is a metaphor for the “reflex-like tendency to reject new evidence or new knowledge 
because it contradicts established norms, beliefs or paradigms." ARPANSA is capturing statistics but 
not actively investigating EHS people’s claims of adverse health when exposed to manmade EMR. 
Those sufferers who raise their sensitivity issues to ARPANSA are advised to seek medical advice 
from doctors (this is very important advice to ensure there no potential underlying health problems) 
but fails to follow up and does not appear to consider that the medical profession as a whole have 
no formal training or tools to recognise and treat EHS patients. In effect, ARPANSA appears to be 
absolving itself of any responsibility in this matter and refuses to consider that it’s RF Standards 
maybe inadequate. I suspect this attitude is not limited to Australian regulatory bodies but is 
common place in other countries all around the world . This demonstrated anti-scientific behaviour 
(i.e. refusing to investigate public health claims, disregarding studies showing effects) is an 
impediment to the advancement of knowledge and the protection of public health. 

WHO’s claim that EHS is not a medical diagnosis is also used as an excuse for inaction. Self-diagnosis 
is usually the only method available today because most medical clinicians in Australia do not have 
the understanding or the capability to verify claims of sensitivity (no provocation devices, no 
knowledge or ability to test for physiological reactions to exposure). It is unfortunate that self-
diagnosis is often treated with doubt and disdain. Such behaviour suggests that  affected people are 
not intelligent enough to determine what they think is wrong with them and what the possible cause 
is. It was not too long ago that anecdotal evidence was all a doctor had to go on to make a diagnosis 
by listening to the patient describe their symptoms and by applying knowledge as well as practical 
experience from previous cases and outcomes. 

Often media portrays EHS people as elderly and/or people who are afraid of technology. When in 
reality it effects a large cross-section of the community with the average age being in the 40’s plus. 
Many of these sufferers are in fact early adopters of technology who had no preconceived ideas 
about the safety of these devices and have probably accumulated over time longer exposures than 
the average population. Recently, there are more and more newspaper articles of EHS people whose 
lives have been severely disrupted by the ever increasing EMR pollution in their environments yet 
nothing is done to address their plight. As a society we don’t to want to accept the possibility that 
these technologies are harming people because it would jeopardise technological advancement 
(military and commercial), corporate profits and government income.  

 
d.  “Results of animal studies consistently show no increased cancer risk for long-term exposure 

to radiofrequency fields” 

Again the consistency argument is used to down play the risk. It is true that a significant number of 
studies have shown no risk of tumours developing but many of them also suffer from some glaring 
and significant flaws. These flaws (listed below) disqualifies them from being a reliable source for 
making any informed decisions on the carcinogenic potential of chronic RF exposure. 

 Often animals are only exposed to one exposure “dose” per day 

 Exposures are often short in duration (typically 30 minutes to 1 hour) 

 The types and number of exposures are not representative of what people experience in the 
real world. People living near mobile base stations and have DECT phones and WiFi , are 
exposed to a number of different frequencies 24x7 on top of 50/60Hz power frequencies 

 Test duration is limited to several months to a couple of years. Cancer can take a significant 
amount of time to develop 

 Inaccurate dosimetry as animals grow 

 No justification of group size and missing power analysis. Cancer statistics for the most 
common cancers in humans typically show 100’s of people (depending on cancer type) per 
100,000  (<.0002%) are diagnosed with cancer each year (Brain cancer in Australia is 
<.00008%). Animal population’s that are being tested are therefore statistically insignificant 
and not useful to make any claims about long term RF exposure and cancer 
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e.  “The international pooled analysis of data gathered from 13 participating countries found no 

increased risk of glioma or meningioma with mobile phone use of more than 10 years” 

 

This statement is clearly incorrect and not reflecting the latest reality especially in relation to the 
Interphone study. Appendix 2 which was never released with original study findings but appeared 
much later as a separate document clearly shows an increased risk for the heaviest users to develop 
a brain tumour. It was suggested at the ICNIRP workshop that the Interphone study showed in some 
instances reduction in brain tumour risk for certain mobile phone usage tiers suggesting that RF 
exposure could be providing a form of protection. Of course the Interphone group acknowledged in 
the past, it is "unlikely" that cell phones could immediately provide protection against brain 
tumours. Such anomalies suggests that selection bias may have had a role to play. When 
compensating for this bias researchers found a more compelling story that showed an  increased risk 
of developing a tumour that could be associated with long-term use of cell phones.  What’s more, 
the risk is statistically significant and appears to even show a dose - response relationship for 3 
pertinent indices - years of use, total talk time and total number of calls.   

Brain Tumour Risks Corrected for Selection Bias 

Source: Appendix 2 of Interphone Paper 

http://ije.oxfordjournals.org/cgi/data/dyq079/DC1/2
http://ije.oxfordjournals.org/cgi/content/abstract/dyq079
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The ipsilateral risks (for tumours on the same side of the head on which the phone is used) for the 
alternative analysis in Appendix 2 have never been published. However the ipsilateral glioma risk 
published in the original scientific paper for those who used a mobile phone for ten or more years is 
20% higher than the overall risk. I think it is also important to refer to Dr Lennart Hardell’s more 
recent studies (which were downplayed by Dr Feychting), if using Hills criteria would see RF classified 
as a Group 1 Carcinogen. The recent French CERENAT study also has reproduced similar findings as 
Hardell and Interphone findings. Reliability of brain tumour data has come under fire in Sweden 
recently because official statistics may be masking a disturbing trend.  It is suggested we have 
instances of under reporting, incorrect reporting and clumping of brain tumours as “of unknown 
nature”. There also appears to be huge disparities in brain tumour rates between different regions in 
Sweden. What about other countries in the world? A spike was reportedly seen in brain tumour 
instances in Denmark after the Danish Cancer Society reported that the number of men diagnosed 
with glioblastoma —the most malignant type of brain cancer— has nearly doubled over the last ten 
years. How does the IARC/WHO explain this?  
 

Mobile Phone Usage and Cancer 

At a recent ICNRIP/WHO workshop held on the 11th November 2014 at Wollongong, Australia, Dr 
Maria Feychting discussed the latest cancer evidence in relation to IARC announcement in 2011 that 
RF is a group 2B possible carcinogen. Dr Freychting indicated that Nordic countries and UK show no 
increase in incidence of brain cancer over 20 years and suggested that we are not seeing the 
increase in brain tumours that Dr Hardell and the CERENET studies are predicting. Looking at the 
Swedish data provided at the workshop, the graphs showed a seesaw like motion with some years 
showing spikes followed by a trough in the subsequent year and when covering the 20+ year period 
there appeared to be no upward trend.  Averaging the data shows no increased risk. Professor 
Rodney Croft from Wollongong University makes the same assertions when it comes to Australian 
brain tumour incidences. 

Further research on this performed by myself after the event has shown that Dr Feychting appears 
to have cherry picked her data to support her claims. It is true that Sweden’s Cancer registry for C71 
malignant tumours, when averaged across all age groups, does not show any increase. However a 
recent article from Mona Nilsson found here: 
http://www.stralskyddsstiftelsen.se/2014/10/increase-brain-tumors/#_ftn6 has found some serious 
issues and claims that there are possible reporting issues of brain tumours in the cancer registry. It 
also appears that while malignant tumours are fairly steady (which are reported) the number of 
brain tumours of unknown origin has increased by 30%.  

Diagnosis in Swedish health care, Number of patients, Age: 0-85+ Both sexes. Source: Swedish National 

Board of Health (Socialstyrelsen) 

Diagnosis 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

C71 Malignant tumor in the brain 1340 1339 1388 1434 1392 1425 1434 1457 1442 1403 

D43 Tumor of unknown nature in brain/CNS 723 755 781 763 774 754 886 884 1016  968 

 

What about other Nordic countries? Denmark is part of the Nordic region and has shown a steady 
increase in the number of brain and CNS tumours as can be seen in the graph below. So Dr 
Faychting’s comment that Nordic brain tumour incidences are fairly steady appears to be incorrect 
and misleading. Helsinki (Finland) has also shown a rise in the rate of brain tumours. 

http://www.stralskyddsstiftelsen.se/2014/10/increase-brain-tumors/#_ftn6
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The graph above shows a 30% increase in the number of brain and central nervous tumours among 

Danish men over the ten years, 2002-2011. The increase among Danish women was 25%. 

Denmark 

Brain, central nervous system, Male 

Cancer Incidence: ASR (W), age (0-85+) 

Year Numbers ASR (W) 

1993 359 10.89 

1994 366 11.43 

1995 414 12.99 

1996 399 12.36 

1997 435 12.97 

1998 455 12.93 

1999 416 12.04 

2000 454 12.71 

2001 407 11.27 

2002 422 11.50 

2003 410 10.90 

2004 458 12.46 

2005 497 13.59 

2006 526 13.43 

2007 532 14.21 

2008 564 14.54 

2009 595 15.05 

2010 659 16.32 

2011 623 15.60 

2012 617 15.73 
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Breakpoint 
Year 

Standard 

error 
95% CI 

Estimated 2001 1.44 [1998;2004] 

Slope 

Before (1993-2001) 0.07 0.09 [-0.12;0.26] 

After (2001-2012) 0.51 0.07 [0.36;0.65] 

Estimated annual percent change 

Before (1993-2001) 0.58 
 

[-1.17;2.38] 

After (2001-2012) 3.72 
 

[2.97;4.47] 

 

The data above was obtained from the IARC database 
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FI, Region Helsinki 

Brain, central nervous system, Male 

Cancer Incidence: ASR (W), age (0-85+) 

Year Numbers ASR (W) 

1992 91 9.71 

1993 75 8.52 

1994 89 9.80 

1995 95 10.00 

1996 99 10.68 

1997 80 8.12 

1998 80 8.68 

1999 98 9.80 

2000 99 9.78 

2001 96 8.74 

2002 112 10.03 

2003 94 8.96 

2004 111 10.01 

2005 97 9.26 

2006 120 10.90 

2007 125 11.34 

2008 122 10.64 

2009 128 11.19 

2010 150 13.03 

2011 127 10.62 

 

 

Breakpoint Year Standard error 95% CI 

Estimated 2001 2.52 [1996;2006] 

Slope 

Before (1992-2001) -0.03 0.09 [-0.23;0.16] 

After (2001-2011) 0.27 0.09 [0.07;0.47] 

Estimated annual percent change 

Before (1992-2001) -0.40 
 

[-2.35;1.58] 

After (2001-2011) 2.77 
 

[1.31;4.25] 
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Dr Feychting’s recent claim at the ICNIRP Workshop that the United Kingdom (UK) is not seeing any 
rise in brain tumours also appears to be suspect.  

 
Incidence rates have increased steadily in the UK 

“In the last 32 years, brain cancer incidence rates have increased by 23% for men and 25% for 
women. In 2010, the incidence rate was 8 new cases per 100,000 men and 5 new cases per 100,000 
women. This equates to nearly 2,300 newly diagnosed cases in men and just under 1,700 in women. 
The reasons for the increase in this relatively rare cancer are still under investigation.” 
Source:http://www.ons.gov.uk/ons/rel/vsob1/cancer-statistics-registrations--england--series-mb1-/no--

41--2010/sty-brain-cancer-awareness.html  

 
Brain Cancer Incidence in Australia 

In Australia, the incidence of brain tumours is also seeing a small rise over time. The incidence rate is 
claimed to be 6.3 cases per 100,000 people in 1982 and 7.2 cases per 100,000 people in 2010. 
http://canceraustralia.gov.au/affected-cancer/cancer-types/brain-cancer/brain-cancer-statistics  

However looking at the Australian cancer registry maintained here http://www.aihw.gov.au/cancer-
data/  shows that the above values appear to have been misreported. I have calculated the actual 
rate in 1982 as being 5.63 cases per 100,000 (855 cases – population 15.18 million)  and 7.62 (1680 
cases in 2010 – population of 22.03 million). This equates to greater than 35% increase in brain 
tumours over 28 years. The first graph shows total brain tumour cases registered each year over 
time while the second graph is based on cases per 100,000 people (both male and females) 
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http://canceraustralia.gov.au/affected-cancer/cancer-types/brain-cancer/brain-cancer-statistics
http://www.aihw.gov.au/cancer-data/
http://www.aihw.gov.au/cancer-data/


Page | 14  
 

When one actually looks at the data some interesting things become apparent. Brain tumour 
increases are most obvious in the middle age groups who would have been the predominant users 
of mobile phones. Those in the more advanced age categories do not show any significant increases 
from 1982 to 1990 but then begin to increase faster than the rate of  increase in the population 
within this subgroup. The age at which the highest peak is reached appears to be moving to younger 
ages. Obviously more recent statistics are required (which are not available to the public yet) to see 
if this shift to the left (younger ages) is consistent.  

 

 

  

Other Cancers 

It is important to note that other cancers in the Nordic region and Australia are also on the rise 
including: 

Thyroid, prostate and breast cancer. 

This is important because an Israeli scientific study (2013) has shown a possible association between 
thyroid cancers and mobile phone usage. 
http://www.prweb.com/releases/2013/3/prweb10542549.htm  

Even though to date there have been no significant epidemiological studies looking at associations 
between mobile phones being carried in bra’s and breast coat pockets with breast cancer, a number 
of US surgeons have spoken out indicating there may be a possible link especially as the tumour 
location in a number of these cases placed it directly under the mobile phone’s antenna. 
http://www.hindawi.com/journals/crim/2013/354682/  

Of course statements such as “To date there is insufficient laboratory or clinical evidence to establish 
a definite relationship between exposures to the electromagnetic radiation (EMR) emitted from 
cellular devices and the risk of developing cancer” are often used to downplay the risk. The reality is 
there is very little research going on to investigate a possible association between RF and cancers 
that are not linked to the brain. 
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If we assume mobile phones and towers can possibly cause cancer, then we should not be simply 
focusing on brain tumours as a possible indicator of harm especially as smart phones today 
communicate almost constantly (depending on what apps are installed) and for the majority of the 
time, when carried by a person, are not in close proximity to the brain. Certainly other parts of the 
body that are more sensitive may also be impacted by radio frequency radiation such as the thyroid, 
breasts, liver, kidney and prostate. Shouldn’t they also be investigated, given that phones are kept in 
trouser pockets, on belt clips, jacket pockets or bras? At the recent ICNIRP workshop held in 
Wollongong in 2014 when I asked a similar question to the panel, they responded that some studies 
on rats looking for breast cancer have found nothing. Of course no-one is really looking at the cancer 
statistics for these anatomical parts (see my feedback on the limitations of animal studies and cancer 
above). If we look at cancer statistics in all developed countries, (which have the most developed 
power and communication infrastructure) all are seeing increases year on year without any 
adequate explanation.  

 

Australian Cancer Statistics (other than brain) 

The graph below relates to  thyroid cancer for both male and females which is showing a steady 
increase (in line with population growth until 1990/1 and then starting to increase at an increasing 
rate. The thyroid is very sensitive and so likely to show effects earlier than brain tissue to rising 
increases in environmental non ionising radiation. Nuclear fallout is a remote possibility but there 
has been no above ground nuclear testing for quite some time in the southern hemisphere. 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source data for plot taken from: http://www.aihw.gov.au/cancer-data/ 
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Prostate cancer is also increasing at an increasing rate. The spike in 1994 is most likely due to 
improved diagnostics allowing doctors to detect cancers earlier. Once again we are seeing an 
incremental increase above the population growth trend from the year 2000 onwards.    

 

 Source data for plot taken from: http://www.aihw.gov.au/cancer-data/  

Genotoxic effects of radiofrequency electromagnetic fields  

“Abstract 101 publications are exploited which have studied Genotoxicity of 
radiofrequency electromagnetic fields (RF-EMF) in vivo and in vitro. Of these 49 report a 
genotoxic effect and 42 do not. In addition, 8 studies failed to detect an influence on the 
genetic material, but showed that RF-EMF enhanced the genotoxic action of other 
chemical or physical agents.  

The controversial results may in part be explained by the different cellular systems. 
Moreover, inconsistencies may depend from the variety of analytical methods being used, 
which differ considerably with respect to sensitivity and specificity. 

Taking altogether there is ample evidence that RF-EMF can alter the genetic material of 
exposed cells in vivo and in vitro and in more than one way. This genotoxic action may be 
mediated by microthermal effects in cellular structures, formation of free radicals, or an 
interaction with DNA-repair mechanisms.”   

Source: Division of Occupational Medicine, Medical University of Vienna, Waehringer Guertel 18-20, 
Berggasse 4/33, 1090 Vienna, Austria. Author: Ruediger HW. 

It has been shown in numerous studies that Reactive Oxygen Species (ROS) are directly involved in 
oxidative damage of cellular macromolecules, such as lipids, proteins, and nucleic acids in cells. 

As a personal recommendation to scientists for future studies to verify whether RF really causes DNA 
damage, scientific tests should be conducted looking at mtDNA as it has no substantial repair 
mechanism, unlike nuclear DNA which can confound results. It is known that mtDNA damage leads 
to mitochondria dysfunction and that the presence of mtDNA damage correlates with a variety of 
neurological symptoms such as migraine (Xu et al. 2006 & 2010, Lina and Beal 2006, Taylor and 
Turnbull 2005) . Headaches are a common feature in those who are electromagnetic hypersensitive.  
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Source: Brain Research 1311 (2010) 189-196 

 

World scientific “consensus” viewpoint – “All Swans Are White” 

Direct testing on Humans is limited in testing scope for both legal and moral reasons and so there is 
a heavy reliance on epidemiological based studies to find the answers. Ironically, this essentially 
means that the general public is participating in a non-consensual experiment to determine whether 
RF is safe or not. Today devices are tested against RF Standards with the assumption that the 
standards provide sufficient protection. Of course one can argue that RF Standards, being based on 6 
minutes of time averaged exposure to a 6 foot male and only considers thermal action, cannot 
provide any reasonable assurances for health and safety against life time exposures, athermal 
biological affects or for those classified as vulnerable because they do not test for these attributes. 

Epidemiology is an imprecise science that can easily be influenced by a multitude of confounding 
factors that are not always considered as I will explain further on. When looking at many of the 
epidemiological studies performed in the past one can easily form the opinion that we are losing our 
ability to “see the forest for the trees”. Scientists are too focused on specific parts of the non-ionising 
spectrum and not always looking at the real environment test subjects are being subject too. 
Scientists need to consider the bigger picture where there is a very high possibility that EMF from 
ELF frequencies all the way up to UHF frequencies exhibit similar biological effects such as DNA 
damage, neurological and other physiological affects with oxidative stress as a common 
denominator for all these frequencies. That the effects of all of these frequencies is likely to be 
additive and the damage accumulative over time i.e. a form of radiation poisoning. It should be 
noted that ELF frequencies were classified as a Group 2B carcinogen some 10 years earlier than 
radiofrequencies.  

Ideally, scientists should be looking at having people who are partaking in a study to wear 
dosimeters that can capture the amount of EMF’s they are exposed to on a daily basis as part of 
normal day to day routines then we might have some useful empirical data that can be used to 
calculate actual dosage and risk calculation.  

Once we understand and consider that the electrification of our environment is a major contributor 
to health issues, one soon realises that many of our epidemiological study outcomes are invalidated 
as control pools are significantly contaminated. Such contamination often leads to researchers 
underestimating the real risk of EMF exposure or worse, concluding with a no affect hypothesis. 
Examples include mobile phone studies that clumping cordless phone and computer WiFi users in 
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with controls, high  voltage power line studies including controls who maybe living near other 
sources of EMF that are not considered. Many of these studies in the recent past also do not always 
take into consideration proximity of cell phone towers, AM/FM transmitters, exposures at work and 
home to WiFi, DECT phone base units, Bluetooth, the use of electrical equipment with transformers 
or electrical motors, switch mode power supplies, screen time in front of a computer, location of 
high voltage power lines or electrical grid transformers.  

As an example, studies looking at high voltage power lines and childhood incidence of leukaemia 
show diminishing evidence compared to studies performed 20+ years ago. We need to understand 
and recognise that as we install more base stations, more wireless in our surroundings that picking 
an individual frequency or technology is not going to show increased risk unless the subjects are 
extreme users of said technology – which is what we are seeing with some mobile phone studies. 
However, if all of these frequencies were implicated as being genotoxic then looking at cancer data 
holistically across a population we would expect to see increases in certain cancers for all age groups 
which is what we are now observing in the real world particularly in the developed countries.  

 

 

 

 

 

 

 

 

source: 
http://globocan.iarc.fr/ia/world
/atlas.html  

 

When we look at cancer rates per 100,000 provided by the WHO/IARC in their global cancer map, 
one sees ALL the 1st world countries, which have the most developed power and wireless 
infrastructure, consistently showing the highest cancer statistics compared to 2nd and 3rd world 
countries whose electrical and communication infrastructure are still being developed (this is 
despite many developing countries often having a higher incidence of tobacco smoking as a % of 
population). The same applies when it comes to rates of autism and allergies.  

So what we appear to have today is scientific denial - for purely political, economic and financial 
reasons. Where in reality there is no scientific controversy as the evidence is available. Most highly 
qualified independent scientists who have scrutinized the science in the area of EMR agree that 
there is a major risk from the propagation of wireless technology and the appearance of allergies, 
autism and certain cancers. 

If the WHO is serious about determining whether electrification of environment is a significant 
contributor to the approaching cancer tidal wave (WHO 2013) as well as the steady unabated 
increase of allergies and autism in children they would look at recommending studies be conducted 
using controls that have little exposure to RF and electricity with those that do. A good test case 
would be to compare the Amish populations to the average American, or, chose an African country 
that has populations in cities that have access to power and wireless communication with 
populations in rural areas that do not have access to electricity and are not situated near electrical 
substations, transformers and do not use wireless technology such mobile phones.    

 

 

http://globocan.iarc.fr/ia/world/atlas.html
http://globocan.iarc.fr/ia/world/atlas.html
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An example case study looking at the health of Amish communities 

Below are some studies performed on Amish communities covering a number of health related 
issues that are used as a comparison with other modern societies and include: 

 

Allergies 

Six authors, scientists from Indiana, Germany, and Switzerland, state: “The prevalence of allergic 
sensitization has increased in most developed counties over the past century. In the United States, 
the third National Health and Nutrition Examination Survey found 54.3% of the study population to 
have evidence of allergic sensitization.” http://www.ageofautism.com/2012/05/dan-olmsted-the-
amish-all-over-again.html  It is interesting to note that electrification of our society has occurred 
over the last 120+ years. 

“What it is about growing up on farms -- and Amish farms in particular -- that seems to prevent 
allergies remains unclear. Amish children raised on rural farms in northern Indiana suffer from 
asthma and allergies less often even than Swiss farm kids, a group known to be relatively free from 
allergies, according to a new study.” http://www.reuters.com/article/2012/05/04/us-kidsallergies-
idUSBRE8431J920120504 . The study found that 7% of Amish children had an allergic reaction to a 
skin prick test compared to 44% of Swiss children.  

 

Autism 

Then we have this interesting comparison from these 2 articles Autism In Amish Children – 1 
in 10,000 and “Autism Rates Rocket – 1 in 38 British Boys – Cambridge Study”.   

 

Cancer 

What about cancer rates in the Amish community and how do they compare to cancer rates in the 
rest of the population?  “A geneticist at the Ohio University set out to answer that question. In fact, 
the Amish cancer rate was 40% lower than the rest of the population in Ohio.  Tobacco-related 
cancer was strikingly lower in the Amish, around 63% lower than the rest of the population. This is 
due to their clean lifestyle that discourages tobacco and alcohol use.  But, Westman says that other 
types of cancer were significantly lower as well in the Amish population.” 
http://facingcancertogether.witf.org/healthy-lifestyle/the-amish-and-cancer-clean-living-can-lead-
to-a-healthier-life-22312  

Electrification of our environment 

Nearly all of the articles mentioned above are looking at whether the Amish have some sort of 
genetic protection. Although lifestyle choices are definitely a contributing factor, I suspect the 
answer is far simpler than this. One thing stands out very clearly as to be a potential cause for many 
disease states experienced by mainstream populations that are absent or very low in Amish 
communities and that is manmade EMR (Electromagnetic Radiation).  

Electrification of our environment through electrical power, powered devices and motors, high 
voltage power lines, transformers, WiFi, 3G/4G, mobile/cordless phones, dirty electricity etc. It 
should come as no surprise that effects of EMR from ELF frequencies (50/60Hz) all the way up to 
ultra-high frequencies used by wireless communication devices (mobile phones, WiFi, smart meters) 
have been linked by independent researchers to neurological and immunological disorders.  

Below are some interesting graphs that show a possible correlation with the rising levels of EMR in 
our environment. Perhaps research could be focused on validating whether there is an association 
with the various impairments and cancers illustrated below and the rising levels of manmade EMR in 
our environments.  

http://www.ageofautism.com/2012/05/dan-olmsted-the-amish-all-over-again.html
http://www.ageofautism.com/2012/05/dan-olmsted-the-amish-all-over-again.html
http://www.reuters.com/article/2012/05/04/us-kidsallergies-idUSBRE8431J920120504
http://www.reuters.com/article/2012/05/04/us-kidsallergies-idUSBRE8431J920120504
http://childhealthsafety.wordpress.com/2009/04/04/autism-in-amish-children-1-in-10000/
http://childhealthsafety.wordpress.com/2009/04/04/autism-in-amish-children-1-in-10000/
http://childhealthsafety.wordpress.com/2009/04/04/2009/03/21/autism-rates-rocket/
http://facingcancertogether.witf.org/healthy-lifestyle/the-amish-and-cancer-clean-living-can-lead-to-a-healthier-life-22312
http://facingcancertogether.witf.org/healthy-lifestyle/the-amish-and-cancer-clean-living-can-lead-to-a-healthier-life-22312
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  Autism Statistics 
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Thyroid Cancers 

 

Source: http://www.thyrogen.com/healthcare/Thyroid-Cancer-Overview/Thyroid-Cancer-
Epidemiology.aspx  

 

 

Source : http://www.bmj.com/content/344/bmj.e1147 (Little M. et al. 2012) 

 

EMF's are possibly both cancer initiators and promoters and are classified as a Group 2B carcinogen 
by the IARC. It is very likely that a significant proportion of the non-ionising spectrum can cause 
pathological effects as there are many studies that have shown oxidative stress can occur from 
exposure to UHF frequencies all the way down to ELF frequencies. Even visible light has been found 
to cause oxidative stress in skin cells (Liebel F. et al. 2012).  When one looks at the effect a free 
radical (a reactive oxygen species that is a product of oxidative stress) has on a cell, it demonstrates 
very similar biological effect characteristics as ionising radiation has on DNA and other cellular 
components. 

 

http://www.thyrogen.com/healthcare/Thyroid-Cancer-Overview/Thyroid-Cancer-Epidemiology.aspx
http://www.thyrogen.com/healthcare/Thyroid-Cancer-Overview/Thyroid-Cancer-Epidemiology.aspx
http://www.bmj.com/content/344/bmj.e1147
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Oxidative Stress 

“Oxidative stress reflects an imbalance between the systemic manifestation of reactive oxygen 
species and a biological system's ability to readily detoxify the reactive intermediates or to repair the 
resulting damage. Disturbances in the normal redox state of cells can cause toxic effects through the 
production of peroxides and free radicals that damage all components of the cell, including proteins, 
lipids, and DNA. Furthermore, some reactive oxidative species act as cellular messengers in redox 
signalling. Thus, oxidative stress can cause disruptions in normal mechanisms of cellular signalling. 

DNA damage caused by oxidative stress is very similar to DNA damage induced by ionizing radiation, 
and these lesions have been implicated in aging and cancer. Under the severe levels of oxidative 
stress that cause necrosis, the damage causes ATP depletion, preventing controlled apoptotic death 
and causing the cell to simply fall apart. Oxidative stress is suspected to be important in 
neurodegenerative diseases including Lou Gehrig's disease (aka MND or ALS), Parkinson's disease, 
Alzheimer's disease, Huntington's disease, and Multiple sclerosis.”  

There are also possible associations with ADHD and Autism. Patients with ADHD appear to have 
normal levels of antioxidant production, but their response to oxidative stress is insufficient, leading 
to oxidative damage (Joseph N. et al. Nov 2013) 

Epidemiological cancer studies should not simply looking at brain cancers as a way to link RF to 
cancer. If RF is genotoxic, then a lot more forms of cancers including skin cancer (melanoma), breast 
cancer, testicular cancer, prostate cancer, thyroid cancer etc. could be potentially associated with RF 
especially as we are full body exposed to a variety of manmade RF sources. One also needs 
understand that increased transmission power does not necessarily translate to increased biological 
effects especially when it comes to athermal interactions. (Panagopoulos et al. June 2013) 

Another Contentious Issue - Multiple Different Standards that are claiming to be science 

based 

 

We have 4 “science based” exposure limits for 2Ghz. ICNIRP and FCC have set the level to 10 
Watts/m2 and Russia and China is 100 times less at .1 Watts/m2   Who is correct?  

Then we have the Industry view 

The Australian Mobile Telephone Association’s (AMTA) position on scientific consensus in 2013 - 
“When the weight of scientific evidence is considered, as many independent organisations and 
governments have done, the only reasonable conclusion is there is no established evidence of health 
effects from mobile phones or their base stations.” 
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 “Extensive research for more than a decade has not detected anything new regarding interaction 
mechanisms between radiofrequency fields and the human body” 

The second statement is false because despite many RF health effects having been well documented 
and known for over 50 years, more recent research is providing insight into possible associations 
with and a variety of health issues that have only become prominent in recent years.  

In 1971, Dr Zorach Glaser from the Naval Medical Research Institute released a scientific report  that 
looked at more than 2300 scientific papers.  Glaser lists over 17 different major categories of effects 
including genetic and chromosomal changes, endocrine gland changes, gastrointestinal disorders, 
enzyme and biochemical changes to name a few. These 17 categories were further broken down to 
over 130 specific effects in total.  

The 1976 declassified document from the US Defence Intelligence Agency provided a similar 
breakdown of effects as the Naval Medical Research Institute’s paper and also stated: 

(1) “If the more advanced nations of the West are  strict in the enforcement of stringent 
exposure standards (safety regulations), there could be unfavourable effects on industrial 
output and military functions.” (page vii) 

(2) “Animal experiments reported in open literature have demonstrated the use of low level 
microwave signals to produce death by heart seizure or by neurological pathologies resulting 
from breaching of the blood-brain barrier”. (page viii) 

(3) “Personnel (military) exposed to microwave radiation below thermal levels experience more 
neurological, cardiovascular, and haemodynamic disturbances than do their unexposed 
counterparts.” (page 6) 

(4) “Some of the cardiac and circulatory effects attributed to exposure include bradycardia, 
hypotension, and changes in EKG indices.” = High and low blood pressure (page 6) 

(5) “Subjects (military personnel) exposed to microwave exhibited a variety of neurasthenic 
disorders against a background of angiodystonia (abnormal changes in the tonicity of the 
blood vessels). The most common subjective complaints were headache, fatigue, perspiring, 
dizziness, menstrual disorders, irritability, agitation, tension, drowsiness, sleeplessness, 
depression, anxiety, forgetfulness and lack of concentration.” (page 8) 

(6) “Long term non-thermal microwave irradiation of male mice evoked diffuse changes in the 
testes. Subsequent mating of the animals resulted in reduction in the size of the litters” (page 
13) 

(7) “Recognition of the .01mW/cm2 standard (stringent safety regulations) could also limit the 
application of new electronic technology by making the commercial exploitation of some 
products unattractive because of increased costs imposed by the need for additional 
safeguards.” (page 24) 

(8) “Another possibility is alteration of the permeability of the blood-brain barrier. This could 
allow neurotoxins in the blood to cross. As a result, an individual could develop severe 
neuropathological symptoms, either die, or become seriously impaired neurologically.”  (page 
26) 

 

Precautionary Approach “To be, or not to be: that is the question” 

“It is the WHO ’s view that scientific assessments of risk and science-based exposure limits should not 
be undermined by the adoption of arbitrary cautionary approaches.”  WHO 

Once the prevailing scientific view held that the world was flat and that tobacco smoking was not 
harmful yet we now know differently. Science does not have all the answers yet, there is however 
significant mounting evidence that long term exposure to RF is harmful. Such statements as above 
suggests that a precautionary approach is essentially dead in the water because unless the levels can 
be supported by science, a science that does not have all the answers, it cannot be implemented 
otherwise it will undermine the credibility of current RF Guidelines. Does the WHO really care about 
our health? 
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I prefer this version which is an amalgam of statements taken from the Australian Communication 
Media Authorities (ACMA - Australia’s Radio Frequency regulators) Industry Code document. 
http://www.acma.gov.au/webwr/telcomm/industry_codes/codes/c564.pdf  

“An underlying principle of this Code is that public health and safety is of paramount importance. In 
the context of this Code, the precautionary principle therefore means that precautions are taken to 
minimise exposure to radio emissions by virtue of its possible association with health problems in 
order to protect people even though radio emissions at low levels have not been proven to cause 
such problems. The application of the Precautionary Principle requires commitment to the idea that 
scientific proof of a causal link between human activities and its effect is not required.  The 
application of the Precautionary Principle to the siting of radio communications infrastructure should 
include a consideration of the uncertainty of the science on a-thermal effects.” 

To get a better understand of what is really happening and why it is happening one needs to ask 
some hard questions such as who benefits from these decisions to ignore evidence? Who stands to 
gain the most? Conversely, if a decision was made to formally recognise that RF is harmful to health, 
who would the losers likely be and what would fallout expected to be? Obviously those who make 
money from selling these devices and/or use them extensively, which includes Industry 
(manufacturers and service providers), Governments (users, makes money from spectrum sales, 
spectrum licenses, corporate tax and value added service taxes) and the Military (users). Given that 
the wireless industry is worth many trillions of dollars, an announcement that RF is a Group 2A 
probable carcinogen or higher is likely see the world economy sustain significant damage as the 
manufactures and governments would potentially face huge lawsuits, jobs associated with the 
manufacture and sales of these devices would be under serious threat. Once you understand this it 
begins to become clear why the WHO and ICNIRP are reluctant to address this responsibly and with 
a level of seriousness expected. The cost would be unbearable. Of course if long term exposure to RF 
is determined to be carcinogenic as well as causing neurological and physiological harm, the cost to 
the public and Government in supporting those who become affected is also likely to be even more 
unbearable. If we do not learn from our past mistakes (tobacco, asbestos, DDT, thalidomide etc.) we 
are doomed to repeat them and the consequences will be unimaginable especially if RF is indeed 
damaging our DNA as our genetic material is passed on to our children and their children. 

 

Conclusion 

We often hear “There is no convincing evidence of harm from RF/microwave radiation?" This totally, 
and tragically false, as the papers provided with this document suggest. However, it is true that 
much remains to be learned about the harm caused by exposure to RF/microwave radiation. It is 
also true that there is controversy about some of the harms, which the biomedical research 
community is trying to resolve. But the sum total of the current knowledge of the biomedical 
research community is already more than sufficient to indicate that we should put the brakes on the 
further expansion of wireless technology on a precautionary basis. This is especially true because of 
the enormous number of people being exposed to potential harm, the incredible variety of the 
harms, and the serious nature of so many of those harms.  

While the health consequences of exposure to RF/microwave radiation are vitally important to 
people of all ages, those consequences are especially serious for children. They are the most 
vulnerable to harm, they will have to live the longest with the harm, and they are not yet in a 
position to defend themselves. 

Current and future generations are at your mercy so the time to act prudently with an appropriate 
level of caution is now. People should have a choice. 

http://www.acma.gov.au/webwr/telcomm/industry_codes/codes/c564.pdf

