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Objectives   This study attempted to give a medical and social prognosis for patients with perceived “electrical
sensitivity”.
Methods   In 1980–1998, 350 patients with electrical sensitivity were registered at the University Hospital of
Northern Sweden in Umeå, Sweden. Those with hypersensitivity to electricity had multiple symptoms evoked by
exposure to different electric environments. Those with skin symptoms related to the use of visual display
terminals (VDT) predominantly had facial skin symptoms evoked by a VDT, television screens, or fluorescent
light tubes. A questionnaire on civil status, current health status, care, treatment and other measures taken,
consequences of the problem, eliciting factors, and current employment was sent to all the patients. The response
rate was 73%. Of the 50 respondents with  hypersensitivity to electricity, 38% were men and 62% were women.
Of the 200 patients with skin symptoms related to VDT use, 21.5% were men and 78.5% women.
Results   More women than men had turned to caregivers, including complementary therapies. A larger
proportion of patients with  hypersensitivity to electricity (38%) than those with skin symptoms related to VDT
use (17%) was no longer gainfully employed. Both groups reported a higher symptom frequency than that
reported by the the general population. Over time, the medical prognosis improved in the latter group but not in
the former.
Conclusions   Patients with hypersensitivity to electricity, particularly women, have extensive medical problems
and a considerable number of them stop working. Many patients with skin symptoms related to VDT use have a
favorable prognosis. Both groups need early and consistent management.
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Facial skin symptoms related to work with a visual dis-
play terminal (VDT) were reported in Great Britain and
Norway in the late 1970s (1–5). Since the first Swedish
cases were reported in 1986 (6), this issue has become
of major concern to local health services and a topic of
considerable controversy in Sweden. Cases have also
been reported in the United States (7, 8) and Japan (9).

In the past two decades, a group of patients with per-
ceived “hypersensitivity to electricity” has been de-

scribed (10). These patients normally report facial skin
symptoms but also, general symptoms, such as fatigue
and neurological symptoms including dizziness, and
cognitive symptoms, such as memory loss. Patients hy-
persensitive to electricity attribute their symptoms to
VDT work and other forms of exposure to electrical
sources.

It has been suggested that patients with electrical
sensitivity be divided into two subgroups, one with
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“VDT-related skin symptoms” and one with “hypersen-
sitivity to electricity”, presenting a more complex pic-
ture of symptoms and attribution (10, 11), both phenom-
ena sometimes being referred to as an “environmental
illness”.

In a study of 201 VDT workers with skin problems,
two-thirds had fewer skin complaints after an average
of 8 months’ follow-up (12). Eriksson et al (13) per-
formed a 5-year follow-up of 163 patients with facial
skin problems in VDT work. Symptoms appeared to be
of a transitory nature for most of the subjects with iso-
lated skin symptoms, whereas the prognosis for patients
with a more complex group of symptoms was more un-
favorable. The strongest risk indicators for lasting skin
symptoms were reported to be psychosocial work fac-
tors (13). Measures taken in the work environment, in-
cluding measures to reduce exposure to a VDT and other
electrical devices, were not associated with a better
prognosis.

The aims of our research project were to study the
medical and social prognosis of electrical sensitivity and
assess whether it is reasonable to divide patients with
the condition into two subgroups, namely, patients with
VDT-related skin symptoms and patients with hypersen-
sitivity to electricity. We hypothesized that common
prognostic factors may exist for different environmen-
tal syndromes of unknown or insufficiently known ori-
gin, such as hypersensitivity to electricity, the sick build-
ing syndrome, and symptoms allegedly caused by den-
tal fillings, in particular amalgam. This study is part of
a project in which patients with the aforementioned syn-
dromes have been followed with focus on personal and
external prognostic factors. Similar factors were also
studied among patients with hand eczema, a well-estab-
lished environmental condition.

Subjects and methods

Study population

The source population comprised patients registered at
the Department of Dermatology and the Department of
Occupational and Environmental Medicine at the Uni-
versity Hospital of Northern Sweden in Umeå, Sweden.
From 1980 to 1998, 350 patients with symptoms attrib-
uted to VDT work or exposure to electricity were regis-
tered at the hospital. Of these persons, we were able to
contact 344 for the purposes of this study.

To be included, patients exposed to a VDT, fluores-
cent light tubes, television screens, or other electrical
sources should experience symptoms within 24 hours of
exposure. The second inclusion criterion was that the

possible association between exposure and symptoms
could not be ruled out or given an indisputable alterna-
tive explanation in the primary investigation. Altogeth-
er 129 referred patients were excluded due to reasons
such as missing medical records, no medical examina-
tion, lack of exposure-symptom association within 24
hours, and alternative diagnoses, such as contact ecze-
ma verified by a patch test. Patients with predominant-
ly facial skin symptoms attributed to VDT use, televi-
sion screens, and fluorescent light were classified as
patients with VDT-related skin symptoms. Patients who
perceived symptoms, in most cases both skin and gen-
eral and cognitive symptoms, attributed to electrical
sources in general were classified as patients with hy-
persensitivity to electricity. In most cases, this distinc-
tion was easily made. The patients were classified into
the two groups by a nurse (GL) from information in the
medical records at the time of the follow-up. In instances
in which case classification was difficult, the attribution
of symptoms was considered more important than the
presentation of symptoms.

Data from the patients’ medical casebooks included
gender, age, date of first visit, date of symptom onset,
occupation, employment situation, sick leaves, symp-
toms, and evoking factors for symptoms. Data were
missing for sick leaves, and the quality of data with re-
spect to symptom descriptions and evoking factors var-
ied. A questionnaire was sent to 344 patients, and 250
(73%) of the recipients returned it. Data collection last-
ed from June to August 1998. The study was approved
by the Ethics Committee of the Umeå University, Umeå,
Sweden.

Personal characteristics

Some characteristics of the study population are shown
in table 1. Of the 50 patients with hypersensitivity to
electricity who responded, 38% were men and 62% were
women. Of the 200 patients with VDT-related skin
symptoms, 21.5% were men and 78.5% were women.
The mean age at follow-up was 49 years for the former
group and 50 years for the latter. When symptoms be-
gan, 85.5% of the patients with VDT-related skin symp-
toms had a profession in which a VDT was commonly
used. The corresponding figure was 50% among the pa-
tients hypersensitive to electricity. Allergic conditions
before the start of the investigated problems were even-
ly distributed between the two groups, except for atop-
ic dermatitis, which was reported significantly more of-
ten in the group with VDT-related skin symptoms
(P=0.05). The follow-up time was significantly differ-
ent in the two groups (P<0.001). Hypersensitivity to
electricity is a phenomenon that has appeared more re-
cently and consequently has had a shorter follow-up
time than VDT-related skin symptoms.
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Questionnaire

The questionnaire was based on a previous questionnaire
used in the “office illness project” in Northern Sweden
(14). It contained questions on civil status, previous at-
opic illnesses, current health status, care, treatment and
other measures taken to address the problem, conse-
quences of the problem, precipitating factors, and cur-
rent employment, as well as questions related to feel-
ings, self-image, and the ability to cope. The results of
the personality assessments are not reported in this pa-
per.

Dropout analysis

A total of 94 persons (27%) did not return the question-
naire. The distribution, according to gender, was simi-
lar to that for the response group. However, patients with
hypersensitivity to electricity were overrepresented in
the dropout group, with 45.7% in the dropout group as
compared with 20% in the response group. The dropout
group was subdivided into type of complaint (hypersen-
sitivity to electricity or VDT-related skin symptoms),
gender, and time of follow-up (“early visits” before
1991 and “late visits” from 1991). From the eight sub-
groups formed, every third patient was contacted for a
telephone interview. Altogether 22 patients were inter-
viewed, and the most common reason for nonresponse
was dissatisfaction with the questionnaire, especially
with questions of a psychological nature. Patients with
hypersensitivity to electricity who had failed to respond
had a worse health status and sense of well-being than

did the response group. Their complaints, on which the
primary investigation was based, were unchanged in
71.4% as compared with 37.0% in the response group.
Altogether 50% were unable to work; in the response
group the corresponding proportion was 40%. They
were all on sick leave or on disability pension due to
hypersensitivity to electricity, twice as many as in the
response group with the same type of complaints. With
regard to patients with VDT-related skin symptoms, the
situation was the opposite. In this group, the current sta-
tus was more favorable among those who did not re-
spond than among the respondents. Of the patients in-
terviewed, 8.3% had unchanged complaints compared
with 17.1% in the response group. None of the patients
were unable to work, nor were any of them on sick leave
or on disability pension. In the response group, 22.5%
were on sick leave or disability pension due to VDT-
related skin symptoms.

Statistical methods

Comparisons were made using the chi-square or
Fischer’s exact test. The Mantel-Haenszel extension test
was used to test for trend. For comparing symptoms
among patients at the time of follow-up and symptoms
among the general population, the significance level was
set at 0.01 due to multiple comparisons. For all the oth-
er comparisons, the significance level was set at 0.05.
Odds ratios (OR) and 95% confidence intervals (95%
CI) were calculated using logistic regression in SPSS
version 8.0®.

Table 1. Characteristics of the patient group stratified for gender and subtype of complaints (valid percentage). (VDT = visual display
terminal)

Men Women Total

Characteristic Hypersensitivity VDT-related Hypersensitivity VDT-related Hypersensitivity VDT-related
to electricity skin symptoms to electricity skin symptoms to electricity a skin symptoms b

N % N % N % N %  N %  N %

Subtype
Hypersensitivity to electricity 19 38.0   ·   · 31 62.0     ·   · 50 100     ·     ·
VDT-related skin symptoms   ·   · 43 21.5   ·   · 157 78.5   ·     · 200 100
Previous asthma   1   5.9   4 11.1   4 15.4   11   7.7   5   10.0   14     7.5
Previous allergic rhinoconjunctivitis   4 23.5 12 30.8   6 24.0   15 10.6 10   20.0   27   13.5
Previous atopic dermatitis   –   0   4 11.4   1   4.2   21 14.6   1     2.0   25   12.5

Follow-up time
0–2 years   5 26.3   7 16.3   6 19.4   17 10.8 11   22.0   24   12.0
3–5 years 12 63.2 12 27.9 13 41.9   23 14.6 25   50.0   35   17.5
6–9 years   2 10.5 19 44.2   8 25.8   53 33.8 10   20.0   72   36.0
≥10 years   –   0   5 11.6   4 12.9   64 40.8   4     8.0   69   34.5

a Nineteen men (30.6%) and 31 women (16.5%).
b Forty-three men (69.4%) and 157 women (83.5%).
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Results

Characteristics in the first investigation

The following data were compiled from the patients’
medical casebooks. The distribution of recorded symp-
toms and evoking factors in the first investigation was
dependent on the definition of the two groups, which
included both symptoms and attribution of symptoms.
Heating and pricking sensations on facial skin were re-
corded for 38% of the patients hypersensitive to elec-
tricity and for 9.5% of those with VDT-related skin
symptoms. The corresponding figures for facial ery-
thema were 24% and 67.5%, respectively. Fatigue and
headache were more prevalent in the group with hyper-
sensitivity to electricity, with 32% and 22%, respective-
ly, as opposed to 7.5% and 5% for the group with VDT-
related skin symptoms. Difficulties in concentrating had
a similar distribution, with 12% for patients hypersen-
sitive to electricity as opposed to 1.5% for those with
VDT-related skin symptoms. Palpitations were also re-
corded more often for the patients hypersensitive to elec-
tricity (26%) than for those with VDT-related skin
symptoms (1.5%). Two-thirds of the patients hypersen-
sitive to electricity reported that VDT use and fluores-
cent light were evoking factors. One-third of the patients
in this group also reported aggravation of symptoms
from telephone and cell phone use and from stoves.
VDT use was reported as an evoking factor by 96% of
the patients with VDT-related skin symptoms. Only 2–
5% reported nonlight-emitting sources as triggering fac-
tors. Already in the first investigation, a significant dif-
ference (P=0.01) was found between the two groups of
patients with respect to total time off sick from work.
As many as 12.8% of the patients hypersensitive to elec-
tricity had been on sick leave for up to 2 years, as op-
posed to 2.1% of those with VDT-related skin symp-
toms.

Actions taken due to complaints and the changes in
conditions

For this part of the study, data were taken from the fol-
low-up questionnaire. After the first investigation, most
of the patients had received treatment at occupational
health centers. There was a marked difference between
the two patient groups with respect to other forms of
care. Among the patients hypersensitive to electricity,
36% had been treated by psychologists or psychiatrists,
36% had been for dental care, and 38% had used com-
plementary therapies. The corresponding percentages
for the patients with VDT-related skin symptoms were
6% (P<0.001), 15% (P=0.002), and 9.5% (P<0.001), re-
spectively. The higher rate of dental care among those

hypersensitive to electricity corresponds with figures for
the replacement of dental amalgam. At the time of the
first medical examination, 32% of the patients hyper-
sensitive electricity and 5.5% (P<0.001) of those with
VDT-related skin symptoms had undergone such re-
placement. We had no further information on the types
of intervention the patients had been subject to or wheth-
er the intervention differed within the groups.

Actions taken at home and at the workplace are il-
lustrated in figure 1. The female patients hypersensitive
to electricity exhibited a divergent pattern. Almost half
of them had stopped working, and, consequently, most
of the actions taken in this group refer to actions taken
in the home.

Situation in the follow-up

We asked the patients to rate their perception of their
current health status and sense of well-being on a 10-
point visual analogue scale. There were only minor dif-
ferences between the two groups. A look at the symp-
tom reports in the questionnaire, however, revealed
marked differences between the two groups and also
between the patients and an adult control population.
The general population data were derived from an iden-
tical questionnaire returned by 2154 persons, a random
sample of the Swedish population aged 18–64 years (un-
published data).

Figures 2 and 3 show the prevalence of symptoms
perceived every week during the last 3 months among
the men and women, respectively. Nearly all the symp-
toms were more prevalent among the patients hypersen-
sitive to electricity than among those with VDT-related
skin symptoms. Symptoms were more prevalent among
the women than among the men, as was also the case in
the population data. General and cognitive symptoms
were the most prevalent among the patients hypersensi-
tive to electricity, while skin symptoms were more equal
in prevalence. Oral symptoms were also more prevalent
among those hypersensitive to electricity than among
those with VDT-related skin symptoms. In compari-
son with the general Swedish population, headache,
difficulties in concentrating, eye symptoms, facial
erythema, sensory symptoms, and a burning sensa-
tion in the mouth were significantly more prevalent
(P<0.01) among the men hypersensitive to electrici-
ty. The men with VDT-related skin symptoms differed
from the general population with respect to eye irrita-
tion, nasal symptoms, and facial skin symptoms. Among
the women hypersensitive to electricity, all the symp-
toms except fatigue, headache, nausea, dry facial skin,
nasal symptoms, and dry mouth were more prevalent
(P<0.01) than in the population data. Among the wom-
en with VDT-related skin symptoms, all the symptoms
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but fatigue, heavy headedness, headache, nausea, verti-
go, palpitations, and nasal and oral symptoms were
significantly more prevalent (P<0.01) than in the gen-
eral population.

Perceived causes of symptoms among the patients
hypersensitive to electricity were VDT work (62.0%),
exposure to television screens (54.0%), and exposure to
fluorescent light (70.0%), light bulbs (24.0%) and other
devices or circumstances, such as cell phones, transport-
ing vehicles, household devices, sunshine, radios, pow-
er lines, and visits to the bank and shopping centers
(42.0%). The corresponding figures for patients with
VDT-related skin symptoms were 49.0%, 26.5%,
39.5%, 11.5%, and 30.0%, respectively. The difference
between the groups was significant, except for VDT
work and other circumstances. Due to the different qual-
ity of data in the patient files in the first visit investiga-
tion and at the time of the follow-up, it was not possi-
ble to compute the number of patients that switched
from a diagnosis of VDT-related skin symptoms to hy-
persensitivity to electricity, and vice versa, during the
follow-up. Still, our data indicate that a number of pa-
tients did indeed switch from one symptom category to
the other.

Table 2 provides a summary of the prevalence of the
remaining complaints concerning hypersensitivity to
electricity or VDT-related skin symptoms, work capac-
ity, and patients on sick leave or disability pension.

There was a significant difference between the
groups regarding the perceived alleviation of symp-
toms. Twice as many patients hypersensitive to elec-
tricity as those with VDT-related skin symptoms
stated that their symptoms had remained unchanged.
Complete healing was rarely reported in the group hy-
persensitive to electricity. In order to analyze the im-
pact of time on the prognosis, we stratified the patients
into four groups according to the follow-up time,
≥10 years, 6–9 years, 3–5 years, and 0–2 years.
In the group hypersensitive to electricity, two-thirds
of the patients reported that their symptoms had re-
mained unchanged or almost unchanged regardless
of the length of follow-up. In the group with VDT-re-
lated skin symptoms, the figures dropped from 49.2%
among those with the shortest follow-up time to
25.8% for those with a long follow-up. In the group
with VDT-related skin symptoms, the test for trend
was significant (P=0.01). After adjustment for fol-
low-up time, the risk of having unchanged or almost
unchanged complaints at the time of follow-up was sig-
nificantly higher among the patients hypersensitive to
electricity (OR 2.16, 95% CI 1.04–4.47). A look at work
capacity at the time of follow-up showed a striking dis-
crepancy between the patients hypersensitive to electrici-
ty and those with VDT-related skin symptoms. Three-
quarters of the patients with VDT-related skin symp-
toms were fully capable of working, while a similar

Figure 1. Actions taken due to hypersensitivity to electricity (HE) or skin symptoms related to the use of a visual display terminal (VS).
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proportion of patients hypersensitive to electricity was
partly or completely unable to work. This difference
was also reflected in higher proportions of sick leave
and disability pension in the group hypersensitive to
electricity. The difference between the groups was
highly significant (P<0.001). Of the 22 patients hy-
persensitive to electricity reported to be on sick leave

in the first investigation, only 2 (9.1%) were doing
full-time work at the time of the follow-up. The cor-
responding figures for the patients with VDT-relat-
ed skin symptoms was 33 of 66 (50%). The differ-
ence between the groups regarding this crude esti-
mate of successful rehabilitation is significant
(P=0.002).

Figure 2. Weekly symptoms among the male patients with hypersensitivity to electricity (HE) and skin symptoms related to the use of a visual
display terminal (VS) at follow-up and in a male control population.

Figure 3. Weekly symptoms among the female patients with hypersensitivity to electricity (HE) and skin symptoms related to the use of a
visual display terminal (VS) at follow-up and in a female control population.
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Table 2. Perceived health and social situation at the time of the follow-up, as stratified for type of complaint and gender (valid percent-
age). (VDT = visual display terminal)

Men Women Total

Hypersensitivity VDT-related Hypersensitivity VDT-related Hypersensitivity VDT-related
to electricity skin symptoms to electricity skin symptoms to electricity skin symptoms

N % N % N % N %  N %  N %

Symptoms
Unchanged 5 27.8 11 27.5 12 42.9 21 14.3 17 37.0 32 17.1
Almost unchanged 5 27.8 13 32.5 8 28.6 35 23.8 13 28.3 48 25.7
Partly changed 8 44.8 13 32.5 6 21.4 69 46.9 14 30.4 82 43.9
Disappeared – 0 3 7.5 2 7.1 22 15.0 2 4.3 25 13.4

Work capability
Fully capable 7 41.2 32 82.1 5 17.9 98 70.0 12 26.7 130 72.6
Partly capable 5 29.4 6 15.4 10 35.7 30 21.4 15 33.3 36 20.1
Unable to do work 5 29.4 1 2.6 13 46.4 12 8.6 18 40.0 13 7.3
On sick leave due to VDT-related 6 31.6 4 9.3 8 25.8 25 15.9 14 28.0 29 14.5
skin symptoms
On disability pension due to 2 10.5 3 7.0 9 29.0 13 8.3 11 22.0 16 8.0
hypersensitivity to electricity
or VDT-related skin symptoms
On disability pension for other reasons –   0 1 2.3 4 12.9 16 10.2 4 8.0 17 8.5

Discussion

The patients under discussion were not defined by gen-
erally recognized criteria. When facial skin problems
related to VDT work were first observed in Sweden and
some other countries, they were often designated as
“VDT-related skin symptoms” and “screen dermatitis”.
After the appearance of patients who attributed both
skin and general somatic and cognitive symptoms to ex-
posure to electrical sources in general, the term “hy-
persensitivity to electricity” was introduced. Even if it
has been possible to verify that the amount of VDT work
is associated with reports of facial skin symptoms (14–
17), the etiology of the condition is unknown. The as-
sociation between symptoms and exposure to electro-
magnetic fields among patients “hypersensitive to elec-
tricity” has not been verified (10). In popular speech to-
day, the term “hypersensitivity to electricity” is often
used for both patient groups. Due to the lack of specific
diagnostic symptoms and specific tests, the selection of
patients studied in this paper was based on practical rea-
soning, such as attribution of symptoms to certain ex-
posures, symptoms compatible with previous publica-
tions, and lack of an undisputed alternative explanation
for the symptoms. The division into two groups was
based on clinical experience (10). The criteria for sep-
arating patients hypersensitive to electricity from those
with VDT-related skin symptoms in this study were of
course somewhat arbitrary, and some patients may have
been misclassified. In cases in which this classification
was difficult, the attribution of symptoms guided the
decision. A small number of patients with VDT-related

skin symptoms reported nonlight-emitting sources as
evoking factors. In the patients’ casebooks, however,
such sources were judged to be of minor importance for
these patients. As the classification was done by an in-
vestigator unaware of the follow-up results, the misclas-
sification should be nondifferential. Such misclassifica-
tion dilutes the difference between the groups at follow-
up, and the difference was thus probably underestimat-
ed. It should also be noted that the characteristics at the
time of the first visit were those that the examining phy-
sician noted in the patients’ case books and they were
not a complete list of all symptoms and evoking factors
that the patients may have experienced. The two groups
partly overlap, and patients may have moved be-
tween the groups over time. In the future, perhaps
different ways of stratifying the patients will provide
better prognostic information.

The patients under study constituted a selected frac-
tion of all persons experiencing VDT-related skin symp-
toms and hypersensitivity to electricity. There are no
published follow-up studies on incident cases recruited
at worksites. It can be assumed that our patients have a
more unfavorable medical and social prognosis than do
those who are not referred to hospital clinics. In the
1980s, when the phenomenon was new, the indications
for referring patients were probably more general than
today, when many cases, especially those with VDT-re-
lated skin symptoms, are handled in primary care. Early
cases may therefore better reflect the average afflicted per-
son, whereas later cases are more seriously afflicted. This
difference may also explain why there has been a shift in
the proportion between patients with VDT-related
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skin symptoms and those hypersensitive to electricity in
our hospital departments over the years. Patients hyper-
sensitive to electricity need more complex investigation
and care.

The dropout analysis indicated that our results un-
derestimate unfavorable prognoses among patients hy-
persensitive to electricity, while the opposite applies to
those with VDT-related skin symptoms. Judging from
the interviews, we can speculate that many strongly
handicapped patients with hypersensitivity to electrici-
ty refused to respond because they were offended by the
part of the questionnaire dealing with psychological as-
pects. Patients with VDT-related skin symptoms, on the
other hand, may have chosen not to respond because
their problems had diminished.

The prevalence of asthma and allergic rhinitis did
not significantly differ between the two groups of pa-
tients. Atopic dermatitis, on the other hand, was more
prevalent in the group with VDT-related skin symptoms.
Constitutional eczema may be a risk factor for facial
skin reactions to environmental exposures. We have no
relevant reference figures for atopic eczema in a com-
parable group using the same phrasing in a question-
naire. Regarding asthma and allergic rhinitis, we used
questions identical to those in the “office illness project”
in northern Sweden in 1988 (14). With regard to the
prevalence of asthma or rhinitis, our patients did not dif-
fer from this random sample of office workers. This
finding indicates that respiratory atopic illnesses are not
risk factors for the development of hypersensitivity to
electricity or VDT-related skin symptoms.

Our results strongly support the clinical impression
that patients can be grouped according to hypersensi-
tivity to electricity and VDT-related skin symptoms,
with different long-term prognoses. Comparing our re-
sults with those of other studies is difficult. Most stud-
ies did not divide their patients in the same manner as
we did. Most published studies have included what we
refer to as “hypersensitivity to electricity” and “VDT-
related skin symptoms” under the heading “hypersensi-
tivity to electricity” or “electrical sensitivity”. The pro-
portion of each group is not known. Our findings are,
however, in agreement with the findings published by
Berg (12), who showed that VDT-related skin symptoms
have a favorable prognosis. They are also compatible
with a previous follow-up study based on the “office ill-
ness project” in northern Sweden, in which people with
isolated skin symptoms had a better prognosis than did
those with a greater symptom complex (13). We have
not found any follow-up studies of patients with hyper-
sensitivity to electricity. Some intervention studies have
been published showing that cognitive therapy (18, 19)
and acupuncture (20) have an effect on the symptoms
of hypersensitivity to electricity, but, again, the patients
included both groups in unknown proportions. No con-

trolled studies have been carried out on the effect of re-
ducing electromagnetic field exposure on symptoms.
Furthermore, our results cannot be compared with those
of controlled intervention studies, as our patients have
been subject to numerous treatment actions and the ef-
fect of separate interventions can therefore not be eval-
uated.

From the onset of symptoms, each patient encoun-
ters many different kinds of care giving and is subject
to different actions. Patients’, physicians’, and other ac-
tors’ attitudes towards the problem influence the direc-
tions chosen. As the nature and causes of hypersensi-
tivity to electricity and VDT-related skin symptoms are
not fully understood, attitudes and plans for action vary
and continuously change. The fact that many of our sub-
jects, especially patients hypersensitive to electricity,
sought complementary care is an indication that tradi-
tional medical care has, to some extent, failed in caring
for these patients. The replacement of dental amalgam,
for instance, which is not a scientifically grounded ac-
tion, can also be considered an action taken by patients
who do not trust in regular medical care. A recent sys-
tematic review of the use of complementary therapies
by dermatological patients indicated that users of such
therapies are less satisfied than nonusers with the ex-
tent of emotional support received from their physicians.
The length of the disease history and the severity of ill-
ness were also positively associated with the use of com-
plementary therapies (21).

A large proportion of the patients hypersensitive to
electricity underwent a psychological or psychiatric
examination and treatment. This result indicates that
psychological factors may have contributed to the emer-
gence of their syndrome or to social consequences of
the syndrome. Secondary psychological reactions may,
however, also explain why such a large proportion of
patients hypersensitive to electricity sought our psycho-
logical or psychiatric help. The difference in this regard
between patients hypersensitive to electricity and those
with VDT-related skin symptoms suggests that psycho-
logical factors are more relevant in the former group.
In a study of risk factors and prognostic factors such as
ours, it is important that premorbid psychological traits
be assessed.

More female patients hypersensitive to electricity
had ceased work than those in the other groups. This
observation indicates that special attention should be
paid to this group in the early handling of patients and
in studies of prognostic factors.

In our experience and in other descriptions of pa-
tients hypersensitive to electricity (12), VDT-related
skin symptoms often precede the perception of sensi-
tivity to electric exposure in general. If this evolution
of perceived sensitivity can be stopped at an early stage,
it will favorably influence the prognosis, according to
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our findings. For this reason, further studies of prognos-
tic factors are important.

We hypothesized that there may be common prog-
nostic factors for different environmental syndromes of
unknown or insufficiently known origin, such as hyper-
sensitivity to electricity, the sick building syndrome, and
symptoms allegedly caused by dental fillings, in partic-
ular amalgam. This study is part of a project in which
patients with the aforementioned syndromes have been
followed with a focus on personal and external prog-
nostic factors. Similar factors were also studied for pa-
tients with hand eczema, a well-established environmen-
tal condition.

We conclude that patients hypersensitive to electric-
ity, in particular women, have extensive and severe med-
ical and social problems as opposed to patients with
VDT-related skin symptoms. Many patients with VDT-
related skin symptoms in fact have a good prognosis.
Both groups do, however, need early and consistent
management, patients hypersensitive to electricity be-
cause of the nature and extent of their problems and pa-
tients with VDT-related skin symptoms to prevent fur-
ther progress. This distinction may be of value to phy-
sicians handling patients in primary care.
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