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Special Submission

GUIDELINES FOR LIMITING EXPOSURE TO ELECTROMAGNETIC
FIELDS (100 kHz to 300 GHz)

International Commission on Non-Ionizing Radiation Protection (ICNIRP)1

Abstract—Radiofrequency electromagnetic fields (EMFs) are used
to enable a number of modern devices, including mobile telecom-
munications infrastructure and phones, Wi-Fi, and Bluetooth. As
radiofrequency EMFs at sufficiently high power levels can ad-
versely affect health, ICNIRP published Guidelines in 1998 for hu-
man exposure to time-varying EMFs up to 300 GHz, which
included the radiofrequency EMF spectrum. Since that time, there
has been a considerable body of science further addressing the re-
lation between radiofrequency EMFs and adverse health outcomes,
as well as significant developments in the technologies that use ra-
diofrequency EMFs. Accordingly, ICNIRP has updated the radio-
frequency EMF part of the 1998 Guidelines. This document
presents these revised Guidelines, which provide protection for
humans from exposure to EMFs from 100 kHz to 300 GHz.
Health Phys. 118(5):483–524; 2020

INTRODUCTION

THE GUIDELINES described here are for the protection of
humans exposed to radiofrequency electromagnetic fields
(EMFs) in the range 100 kHz to 300 GHz (hereafter “radiofre-
quency”). This publication replaces the 100 kHz to 300 GHz
part of the ICNIRP (1998) radiofrequency guidelines, as
well as the 100 kHz to 10 MHz part of the ICNIRP
(2010) low-frequency guidelines. Although these guidelines
are based on the best science currently available, it is

recognized that there may be limitations to this knowledge that
could have implications for the exposure restrictions. Accord-
ingly, the guidelineswill be periodically revised and updated as
advances are made in the relevant scientific knowledge. The
present document describes the guidelines and their ratio-
nale, with Appendix A providing further detail concerning
the relevant dosimetry and Appendix B providing further
detail regarding the biological and health effects reported
in the literature.

PURPOSE AND SCOPE

The main objective of this publication is to establish
guidelines for limiting exposure to EMFs that will provide
a high level of protection for all people against substantiated
adverse health effects from exposures to both short- and
long-term, continuous and discontinuous radiofrequency
EMFs. However, some exposure scenarios are defined as
outside the scope of these guidelines. Medical procedures
may utilize EMFs, and metallic implants may alter or per-
turb EMFs in the body, which in turn can affect the body
both directly (via direct interaction between field and tissue)
and indirectly (via an intermediate conducting object). For
example, radiofrequency ablation and hyperthermia are
both used as medical treatments, and radiofrequency EMFs
can indirectly cause harm by unintentionally interfering
with active implantable medical devices (see ISO 2012) or
altering EMFs due to the presence of conductive implants.
As medical procedures rely on medical expertise toweigh po-
tential harm against intended benefits, ICNIRP considers
such exposure managed by qualified medical practitioners
(i.e., to patients, carers and comforters, including, where rele-
vant, fetuses), aswell as the utilization of conductingmaterials
for medical procedures, as beyond the scope of these guide-
lines (for further information, see UNEP/WHO/IRPA 1993).
Similarly, volunteer research participants are deemed to be
outside the scope of these guidelines, providing that an insti-
tutional ethics committee approves such participation follow-
ing consideration of potential harms and benefits. However,
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occupationally exposed individuals in both the clinical
and research scenarios are defined as within the scope
of these guidelines. Cosmetic procedures may also utilize
radiofrequency EMFs. ICNIRP considers people exposed
to radiofrequency EMFs as a result of cosmetic treat-
ments without control by a qualified medical practitioner
to be subject to these guidelines; any decisions concern-
ing potential exemptions are the role of national regula-
tory bodies. Radiofrequency EMFs may also interfere
with electrical equipment more generally (i.e., not only
implantable medical equipment), which can affect health
indirectly by causing equipment to malfunction. This is
referred to as electromagnetic compatibility, and is out-
side the scope of these guidelines (for further informa-
tion, see IEC 2014).

PRINCIPLES FOR LIMITING
RADIOFREQUENCY EXPOSURE

These guidelines specify quantitative EMF levels for
personal exposure. Adherence to these levels is intended
to protect people from all substantiated harmful effects of
radiofrequency EMF exposure. To determine these levels,
ICNIRP first identified published scientific literature
concerning effects of radiofrequency EMF exposure on
biological systems, and established which of these were
both harmful to human health3 and scientifically substan-
tiated. This latter point is important because ICNIRP con-
siders that, in general, reported adverse effects of
radiofrequency EMFs on health need to be independently
verified, be of sufficient scientific quality and consistent
with current scientific understanding, in order to be taken
as “evidence” and used for setting exposure restrictions.
Within the guidelines, “evidence” will be used within this
context, and “substantiated effect” used to describe re-
ported effects that satisfy this definition of evidence.
The reliance on such evidence in determining adverse
health effects is to ensure that the exposure restrictions
are based on genuine effects, rather than unsupported
claims. However, these requirements may be relaxed if
there is sufficient additional knowledge (such as under-
standing of the relevant biological interaction mecha-
nism) to confirm that adverse health effects are reasonably
expected to occur.

For each substantiated effect, ICNIRP then identified
the “adverse health effect threshold;” the lowest exposure
level known to cause the health effect. These thresholds
were derived to be strongly conservative for typical

exposure situations and populations. Where no such
threshold could be explicitly obtained from the radiofre-
quency health literature, or where evidence that is inde-
pendent from the radiofrequency health literature has
(indirectly) shown that harm could occur at levels lower
than the “EMF-derived threshold,” ICNIRP set an “oper-
ational threshold.” These are based on additional knowl-
edge of the relation between the primary effect of
exposure (e.g., heating) and health effect (e.g., pain),
to provide an operational level with which to derive re-
striction values in order to attain an appropriate level
of protection. Consistent with previous guidelines from
ICNIRP, reduction factors were then applied to the resul-
tant thresholds (or operational thresholds) to provide ex-
posure restriction values. Reduction factors account for
biological variability in the population (e.g., age, sex),
variation in baseline conditions (e.g., tissue tempera-
ture), variation in environmental factors (e.g., air tem-
perature, humidity, clothing), dosimetric uncertainty
associated with deriving exposure values, uncertainty
associated with the health science, and as a conservative
measure more generally.

These exposure restriction values are referred to as “ba-
sic restrictions.” They relate to physical quantities that are
closely related to radiofrequency-induced adverse health ef-
fects. Some of these are physical quantities inside an exposed
body, which cannot be easily measured, so quantities that are
more easily evaluated, termed “reference levels,” have been
derived from the basic restrictions to provide amore-practical
means of demonstrating compliance with the guidelines. Ref-
erence levels have been derived to provide an equivalent de-
gree of protection to the basic restrictions, and thus an
exposure is taken to be compliant with the guidelines if it
is shown to be below either the relevant basic restrictions
or relevant reference levels. Note that the relative concor-
dance between exposures resulting from basic restrictions
and reference levels may vary depending on a range of fac-
tors. As a conservative step, reference levels have been
derived such that under worst-case exposure conditions
(which are highly unlikely to occur in practice) they will
result in similar exposures to those specified by the ba-
sic restrictions. It follows that in the vast majority of
cases, observing the reference levels will result in sub-
stantially lower exposures than the corresponding basic
restrictions allow. See “Reference Levels” section for
further details.

The guidelines differentiate between occupationally-
exposed individuals and members of the general public.
Occupationally-exposed individuals are defined as adults
who are exposed under controlled conditions associated
with their occupational duties, trained to be aware of po-
tential radiofrequency EMF risks and to employ appropri-
ate harm-mitigation measures, and who have the sensory

3

Note that the World Health Organization (1948) definition of “health” is
used here. Specifically, “health is a state of complete physical, mental and
social well-being and not merely the absence of disease or infirmity.”
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and behavioral capacity for such awareness and harm-
mitigation response. An occupationally-exposed worker
must also be subject to an appropriate health and safety
program that provides the above information and protec-
tion. The general public is defined as individuals of all ages
and of differing health statuses, which includes more vulner-
able groups or individuals, and who may have no knowledge
of or control over their exposure to EMFs. These differences
suggest the need to include more stringent restrictions for the
general public, as members of the general public would not
be suitably trained to mitigate harm, or may not have
the capacity to do so. Occupationally-exposed individuals
are not deemed to be at greater risk than the general pub-
lic, providing that appropriate screening and training is
provided to account for all known risks. Note that a fetus
is here defined as a member of the general public, regard-
less of exposure scenario, and is subject to the general
public restrictions.

As can be seen above, there are a number of steps in-
volved in deriving ICNIRP’s guidelines. ICNIRP adopts
a conservative approach to each of these steps in order
to ensure that its limits would remain protective even if
exceeded by a substantial margin. For example, the
choice of adverse health effects, presumed exposure sce-
narios, application of reduction factors and derivation of
reference levels are all conducted conservatively. The de-
gree of protection in the exposure levels is thus greater
than may be suggested by considering only the reduction
factors, which represent only one conservative element of
the guidelines. There is no evidence that additional pre-
cautionary measures will result in a benefit to the health
of the population.

SCIENTIFIC BASIS FOR LIMITING
RADIOFREQUENCY EXPOSURE

100 kHz to 10 MHz EMF Frequency Range:
Relation Between the Present and Other
ICNIRP Guidelines

Although the present guidelines replace the 100 kHz to
10 MHz EMF frequency range of the ICNIRP (2010) guide-
lines, the science pertaining to direct radiofrequency EMFef-
fects on nerve stimulation and associated restrictions within
the ICNIRP (2010) guidelines has not been reconsidered here.
Instead, the present process evaluated and set restrictions for
adverse health effects other than direct effects on nerve
stimulation from 100 kHz to 10 MHz, and for all adverse
health effects from 10MHz to 300 GHz. The restrictions re-
lating to direct effects of nerve stimulation from the 2010
guidelines were then added to those derived in the present
guidelines to form the final set of restrictions. Health and
dosimetry considerations related to direct effects on nerve

stimulation are therefore not provided here [see ICNIRP
(2010) for further information].

Quantities, Units and Interaction Mechanisms
A brief overview of the electromagnetic quantities

and units employed in this document, as well as the mech-
anisms of interaction of these with the body, is provided
here. A more detailed description of the dosimetry rele-
vant to the guidelines is provided in Appendix A, “Quan-
tities and Units” section.

Radiofrequency EMFs consist of oscillating electric and
magnetic fields; the number of oscillations per second is re-
ferred to as “frequency,” and is described in units of hertz
(Hz). As the field propagates away from a source, it transfers
power from its source, described in units of watt (W), which
is equivalent to joule (J, a measure of energy) per unit of
time (t). When the field impacts upon material, it interacts
with the atoms and molecules in that material. When a bio-
logical body is exposed to radiofrequency EMFs, some of
the power is reflected away from the body, and some is ab-
sorbed by it. This results in complex patterns of electromag-
netic fields inside the body that are heavily dependent on
the EMF characteristics as well as the physical properties
and dimensions of the body. The main component of the ra-
diofrequency EMF that affects the body is the electric field.
Electric fields inside the body are referred to as induced
electric fields (Eind, measured in volt per meter; V m−1),
and they can affect the body in different ways that are poten-
tially relevant to health.

Firstly, the induced electric field in the body exerts a
force on both polar molecules (mainly water molecules)
and free moving charged particles such as electrons and
ions. In both cases a portion of the EMFenergy is converted
to kinetic energy, forcing the polar molecules to rotate and
charged particles to move as a current. As the polar mole-
cules rotate and charged particles move, they typically inter-
act with other polar molecules and charged particles,
causing the kinetic energy to be converted to heat. This heat
can adversely affect health in a range of ways. Secondly,
if the induced electric field is below about 10 MHz and
strong enough, it can exert electrical forces that are suffi-
cient to stimulate nerves, and if the induced electric field
is strong and brief enough (as can be the case for pulsed
low frequency EMFs), it can exert electrical forces that
are sufficient to cause dielectric breakdown of biological
membranes, as occurs during direct current (DC) electro-
poration (Mir 2008).

From a health risk perspective, we are generally inter-
ested in how much EMF power is absorbed by biological
tissues, as this is largely responsible for the heating effects
described above. This is typically described as a function
of a relevant dosimetric quantity. For example, below about
6 GHz, where EMFs penetrate deep into tissue (and thus
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require depth to be considered), it is useful to describe this
in terms of “specific energy absorption rate” (SAR), which
is the power absorbed per unit mass (W kg−1). Conversely,
above 6 GHz, where EMFs are absorbed more superficially
(making depth less relevant), it is useful to describe expo-
sure in terms of the density of absorbed power over area
(W m−2), which we refer to as “absorbed power density”
(Sab). In these guidelines, SAR is specified over different
masses to better match particular adverse health effects;
SAR10g represents the power absorbed (per kg) over a 10-g
cubical mass, and whole-body average SAR represents
power absorbed (per kg) over the entire body. Similarly, ab-
sorbed power density is specified over different areas as a
function of EMF frequency. In some situations, the rate of en-
ergy deposition (power) is less relevant than the total energy
deposition. This may be the case for brief exposures where
there is not sufficient time for heat diffusion to occur. In
such situations, specific energy absorption (SA, in J kg−1)
and absorbed energy density (Uab, in J m−2) are used, for
EMFs below and above 6 GHz, respectively. SAR, Sab,
SA, Uab, and Eind are the quantities used in these guidelines
to specify the basic restrictions.

As the quantities used to specify basic restrictions can
be difficult to measure, quantities that are more easily eval-
uated are also specified, as reference levels. The reference
level quantities relevant to these guidelines are incident
electric field strength (Einc) and incident magnetic field
strength (Hinc), incident power density (Sinc), plane-
wave equivalent incident power density (Seq), incident
energy density (Uinc), and plane-wave equivalent inci-
dent energy density (Ueq), all measured outside the
body, and electric current inside the body, I, described
in units of ampere (A). Basic restriction and reference
level units are shown in Table 1, and definitions of all

relevant terms provided in Appendix A, in the “Quanti-
ties and Units” section.

Radiofrequency EMF Health Research
In order to set safe exposure levels, ICNIRP first de-

cided whether there was evidence that radiofrequency
EMFs impair health, and for each adverse effect that was
substantiated, both the mechanism of interaction and the
minimum exposure required to cause harmwere determined
(where available). This information was obtained primarily
from major international reviews of the literature on radiofre-
quency EMFs and health. This included an in-depth review
from the World Health Organization on radiofrequency
EMF exposure and health that was released as a draft Techni-
cal Document (WHO 2014), and reports by the Scientific
Committee on Emerging and Newly Identified Health Risks
(SCENIHR 2015) and the Swedish Radiation Safety Author-
ity (SSM 2015, 2016, 2018). These reports have reviewed an
extensive body of literature, ranging from experimental re-
search to epidemiology, and include consideration of health
in children and those individuals thought to be sensitive to ra-
diofrequency EMFs. To complement those reports, ICNIRP
also considered research published since those reviews. A
brief summary of this literature is provided in Appendix B,
with the main conclusions provided below.

As described in Appendix B, in addition to nerve stim-
ulation (described in ICNIRP 2010), radiofrequency EMFs
can affect the body via two primary biological effects:
changes in the permeability of membranes and temperature
rise. Knowledge concerning relations between thermal ef-
fects and health, independent of the radiofrequency EMF
literature, is also important and is described below. ICNIRP
considers this appropriate given that the vast majority of ra-
diofrequency EMF health research has been conducted

Table 1. Quantities and corresponding SI units used in these guidelines.

Quantity Symbola Unit

Absorbed energy density Uab joule per square meter (J m−2)

Incident energy density Uinc joule per square meter (J m−2)

Plane-wave equivalent incident energy density Ueq joule per square meter (J m−2)

Absorbed power density Sab watt per square meter (Wm−2)

Incident power density Sinc watt per square meter (Wm−2)

Plane-wave equivalent incident power density Seq watt per square meter (Wm−2)

Induced electric field strength Eind volt per meter (V m−1)

Incident electric field strength Einc volt per meter (V m−1)

Incident electric field strength Eind volt per meter (V m−1)

Incident magnetic field strength Hinc ampere per meter (A m−1)

Specific energy absorption SA joule per kilogram (J kg−1)

Specific energy absorption rate SAR watt per kilogram (W kg−1)

Electric current I ampere (A)

Frequency f hertz (Hz)

Time t second (s)

aItalicized symbols represent variables; quantities are described in scalar formbecause direction is not used to derive the basic restrictions or reference levels.
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using exposures substantially lower than those shown to
produce adverse health effects, with relatively little research
addressing adverse health effect thresholds from known in-
teraction mechanisms themselves. Thus, it is possible that
the radiofrequency health literature may not be sufficiently
comprehensive to ascertain precise thresholds. Conversely,
where a more extensive literature is available that clarifies
the relation between health and the primary biological ef-
fects, this can be useful for setting guidelines. For example,
if the thermal physiology literature demonstrated that local
temperature elevations of a particular magnitude caused
harm, but radiofrequency exposure known to produce a
similar temperature elevation had not been evaluated for
harm, then it would be reasonable to also consider this ther-
mal physiology literature. ICNIRP refers to thresholds de-
rived from such additional literature as operational adverse
health effect thresholds.

It is important to note that ICNIRP only uses operational
thresholds to set restrictions where they are lower (more con-
servative) than those demonstrated to adversely affect health
in the radiofrequency literature, or where the radiofrequency
literature does not provide sufficient evidence to deduce an
adverse health effect threshold. For the purpose of determin-
ing thresholds, evidence of adverse health effects arising from
all radiofrequency EMF exposures is considered, including
those referred to as ‘low-level’ and ‘non-thermal’, and includ-
ing those where mechanisms have not been elucidated. Simi-
larly, as there is no evidence that continuous (e.g., sinusoidal)
and discontinuous (e.g., pulsed) EMFs result in different bio-
logical effects (Kowalczuk et al. 2010; Juutilainen et al. 2011),
no theoretical distinction has been made between these types
of exposure (all exposures have been considered empirically
in terms of whether they adversely affect health).

Thresholds for Radiofrequency EMF-Induced
Health Effects

Nerve stimulation. Exposure to EMFs can induce
electric fields within the body, which for frequencies up to
10 MHz can stimulate nerves (Saunders and Jefferys 2007).
The effect of this stimulation varies as a function of frequency,
and it is typically reported as a “tingling” sensation for frequen-
cies around 100 kHz. As frequency increases, heating effects
predominate and the likelihood of nerve stimulation decreases;
at 10 MHz the effect of the electric field is typically described
as “warmth.”Nerve stimulation by induced electric fields is de-
tailed in the ICNIRP low frequency guidelines (2010).

Changes to permeability of cell membranes. When
(low frequency) EMFs are pulsed, the power is distributed
across a range of frequencies, which can include radiofrequency
EMFs (Joshi and Schoenbach 2010). If the pulse is sufficiently
intense and brief, exposure to the resultant EMFs may cause
cell membranes to become permeable, which in turn can lead
to other cellular changes. However, there is no evidence that

the radiofrequency spectral component from an EMF pulse
(without the low-frequency component) is sufficient to cause
changes in the permeability of cell membranes. The restric-
tions on nerve stimulation in the ICNIRP (2010) guidelines
(and used here) are sufficient to ensure that permeability
changes do not occur, so additional protection from the resul-
tant radiofrequency EMFs is not necessary.Membrane perme-
ability changes have also been shown to occur with 18 GHz
continuous wave exposure (e.g., Nguyen et al. 2015). This
has only been demonstrated in vitro, and the effect requires
very high exposure levels (circa 5 kW kg−1, over many mi-
nutes) that far exceed those required to cause thermally-
induced harm (see “Temperature rise” section). Therefore,
there is also no need to specifically set restrictions to protect
against this effect, as the restrictions designed to protect
against smaller temperature rises described in the “Temper-
ature Rise” section will also provide protection against this.

Temperature rise.Radiofrequency EMFs can generate
heat in the body and it is important that this heat is kept to a
safe level. However, as can be seen from Appendix B, there
is a dearth of radiofrequency exposure research using suffi-
cient power to cause heat-induced health effects. Of particular
note is that although exposures (and resultant temperature
rises) have occasionally been shown to cause severe harm,
the literature lacks concomitant evidence of the lowest expo-
sures required to cause harm. For very low exposure levels
(such as within the ICNIRP (1998) basic restrictions) there is
extensive evidence that the amount of heat generated is not
sufficient to cause harm, but for exposure levels above those
of the ICNIRP (1998) basic restriction levels, there is limited
research. Where there is good reason to expect health impair-
ment at temperatures lower than those shown to impair health
via radiofrequency EMF exposure, ICNIRP uses those lower
temperatures as a basis for its restrictions (see “Radiofre-
quency EMF health research” section).

It is important to note that these guidelines restrict ra-
diofrequency EMF exposure to limit temperature rise rather
than absolute temperature, whereas health effects are pri-
marily related to absolute temperature. This strategy is used
because it is not feasible to limit absolute temperature,
which is dependent on many factors that are outside the
scope of these guidelines, such as environmental tempera-
ture, clothing and work rate. This means that if exposure
caused a given temperature rise, this could improve, not af-
fect, or impair health depending on a person’s initial tem-
perature. For example, mild heating can be pleasant if a
person is cold, but unpleasant if they are already very hot.
The restrictions are therefore set to avoid significant in-
crease in temperature, where “significant” is considered in
light of both potential harm and normal physiological tem-
perature variation. These guidelines differentiate between
steady-state temperature rises (where temperature increases
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slowly, allowing time for heat to dissipate over a larger tis-
sue mass and for thermoregulatory processes to counter
temperature rise), and brief temperature rises (where there
may not be sufficient time for heat to dissipate, which can
result in larger temperature rises in small regions given the
same absorbed radiofrequency energy). This distinction
suggests the need to account for steady-state and brief expo-
sure durations separately.

Steady-state temperature rise
Body core temperature. Body core temperature refers to
the temperature deep within the body, such as in the abdo-
men and brain, and varies substantially as a function of such
factors as sex, age, time of day, work rate, environmental
conditions and thermoregulation. For example, although
the mean body core temperature is approximately 37°C
(and within the “normothermic” range4), this typically varies
over a 24-h period to meet physiological needs, with the mag-
nitude of the variation as large as 1°C (Reilly et al. 2007). As
thermal load increases, thermoregulatory functions such as va-
sodilation and sweating can be engaged to restrict body core
temperature rise. This is important because a variety of health
effects can occur once body core temperature has increased
by more than approximately 1°C (termed “hyperthermia”).
For example, risk of accident increases with hyperthermia
(Ramsey et al. 1983), and at body core temperatures >40°C
it can lead to heat stroke, which can be fatal (Cheshire 2016).

Detailed guidelines are available for minimizing ad-
verse health risk associated with hyperthermia within the
occupational setting (ACGIH 2017). These aim to modify
work environments in order to keep body core temperature
within +1°C of normothermia, and require substantial
knowledge of each particular situation due to the range of
variables that can affect it. As described in Appendix B,
body core temperature rise due to radiofrequency EMFs that
results in harm is only seen where temperature increases
more than +1°C, with no clear evidence of a specific thresh-
old for adverse health effects. Due to the limited literature
available, ICNIRP has adopted a conservative temperature
rise value as the operational adverse health effect threshold
(the 1°C rise of ACGIH 2017). It is important to note that
significant physiological changes can occur when body core
temperature increases by 1°C. Such changes are part of the
body’s normal thermoregulatory response (e.g., Van den
Heuvel et al. 2017), and thus do not in themselves represent
an adverse health effect.

Recent theoretical modeling and generalization from
experimental research across a range of species predicts that

exposures resulting in a whole-body average SAR of approx-
imately 6W kg−1, within the 100 kHz to 6 GHz range, over at
least a 1-hour interval under thermoneutral conditions5 (28°C,
naked, at rest), is required to induce a 1°C body core temper-
ature rise in human adults. A higher SAR is required to reach
this temperature rise in children due to their more-efficient
heat dissipation (Hirata et al. 2013). However, given the
limited measurement data available, ICNIRP has adopted
a conservative position and uses 4 W kg−1 averaged over
30 min as the radiofrequency EMF exposure level corre-
sponding to a body core temperature rise of 1°C. An averag-
ing time of 30 min is used to take into account the time it
takes to reach a steady-state temperature (for more details,
see Appendix A, “Temporal averaging considerations” sec-
tion). As a comparison, a human adult generates a total of ap-
proximately 1W kg−1 at rest (Weyand et al. 2009), nearly 2W
kg−1 standing, and 12W kg−1 running (Teunissen et al. 2007).

As EMF frequency increases, exposure of the body and
the resultant heating becomes more superficial, and above
about 6 GHz this heating occurs predominantly within the
skin. For example, 86% of the power at 6 and 300 GHz is
absorbed within 8 and 0.2 mm of the surface respectively
(Sasaki et al. 2017). Compared to heat in deep tissues, heat
in superficial tissues is more easily removed from the body
because it is easier for the thermal energy to transfer to the
environment. This is why basic restrictions to protect
against body core temperature rise have traditionally been
limited to frequencies below 10 GHz (e.g., ICNIRP 1998).
However, research has shown that EMF frequencies above
300 GHz (e.g., infrared radiation) can increase body core
temperature beyond the 1°C operational adverse health ef-
fect threshold described above (Brockow et al. 2007). This
is because infrared radiation, as well as lower frequencies
within the scope of the present guidelines, cause heating
within the dermis, and the extensive vascular network
within the dermis can transport this heat deep within the
body. It is therefore appropriate to also protect against body
core temperature rise above 6 GHz.

ICNIRP is not aware of research that has assessed the
effect of 6 to 300 GHz EMFs on body core temperature,
nor of research that has demonstrated that it is harmful.
However, as a conservative measure, ICNIRP uses the
4 W kg−1 corresponding to the operational adverse health effect
threshold for frequencies up to 6 GHz, for the >6 to 300 GHz
range also. In support of this being a conservative value, it
has been shown that 1260 W m−2 (incident power density)
infrared radiation exposure to one side of the body results
in a 1°C body core temperature rise (Brockow et al.,
2007). If we related this to the exposure of a 70 kg adult
with an exposed surface area of 1 m2 and no skin reflectance,
this would result in a whole-body exposure of approximately
18Wkg−1; this is far higher than the 4Wkg−1 exposure level
for EMFs below 6 GHz that is taken to represent a 1°C body

4

Normothermia refers to the thermal state within the body whereby active
thermoregulatory processes are not engaged to either increase or decrease
body core temperature.
5

Thermoneutral refers to environmental conditions that allow body core
temperature to be maintained solely by altering skin blood flow.
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core temperature rise. This is viewed as additionally conser-
vative given that the Brockow et al. study reduced heat dissi-
pation using a thermal blanket, which would underestimate
the exposure required to increase body core temperature
under typical conditions.

Local temperature. In addition to body core temperature,
excessive localized heating can cause pain and thermal
damage. There is an extensive literature showing that skin
contact with temperatures below 42°C for extended periods
will not cause pain or damage cells (e.g., Defrin et al. 2006).
As described in Appendix B, this is consistent with the lim-
ited data available for radiofrequency EMF heating of the
skin [e.g., Walters et al. (2000) reported a pain threshold
of 43°C using 94 GHz exposure], but fewer data are avail-
able for heat sources that penetrate beyond the protective
epidermis and to the heat-sensitive epidermis/dermis inter-
face. However, there is also a substantial body of literature
assessing thresholds for tissue damage which shows that
damage can occur at tissue temperatures >41–43°C, with
damage likelihood and severity increasing as a function
of time at such temperatures (e.g., Dewhirst et al. 2003;
Yarmolenko et al. 2011; Van Rhoon et al. 2013).

The present guidelines treat radiofrequency EMF expo-
sure that results in local temperatures of 41°C or greater as
potentially harmful. As body temperature varies as a function
of body region, ICNIRP treats exposure to different regions
separately. Corresponding to these regions, the present guide-
lines define two tissue types which, based on their tempera-
ture under normothermal conditions, are assigned different
operational adverse health effect thresholds; “Type-1” tissue
(all tissues in the upper arm, forearm, hand, thigh, leg, foot,
pinna and the cornea, anterior chamber and iris of the eye,
epidermal, dermal, fat, muscle, and bone tissue), and
“Type-2” tissue (all tissues in the head, eye, abdomen, back,
thorax, and pelvis, excluding those defined as Type-1 tis-
sue). The normothermal temperature of Type 1 tissue is typ-
ically <33–36 °C, and that of Type-2 tissue <38.5 °C
(DuBois 1941; Aschoff and Wever 1958; Arens and Zhang
2006; Shafahi and Vafai 2011). These values were used to
define operational thresholds for local heat-induced health
effects; adopting 41 °C as potentially harmful, the present
guidelines take a conservative approach and treat radiofre-
quency EMF-induced temperature rises of 5°C and 2°C,
within Type-1 and Type-2 tissue, respectively, as opera-
tional adverse health effect thresholds for local exposure.

It is difficult to set exposure restrictions as a function of
the above tissue-type classification. ICNIRP thus defines
two regions and sets separate exposure restrictions, where
relevant, for these regions: “Head and Torso,” comprising
the head, eye, pinna, abdomen, back, thorax and pelvis,
which includes both Type-1 and Type-2 tissue, and the
“Limbs,” comprising the upper arm, forearm, hand, thigh,

leg and foot, which only includes Type-1 tissue. Exposure
levels have been determined for each of these regions such
that they do not result in temperature rises of more than
5°C and 2°C, in Type-1 and Type-2 tissue, respectively.
As the Limbs, by definition, do not contain any Type-2
tissue, the operational adverse health effect threshold for
the Limbs is always 5°C.

The testes can be viewed as representing a special case,
whereby reversible, graded, functional change can occur
within normal physiological temperature variation if main-
tained over extended periods, with no apparent threshold.
For example, spermatogenesis is reversibly reduced as a re-
sult of the up to 2°C increase caused by normal activities
such as sitting (relative to standing; Mieusset and Bujan
1995). Thus, it is possible that the operational adverse
health effect threshold for Type-2 tissue may result in re-
versible changes to sperm function. However, there is cur-
rently no evidence that such effects are sufficient to impair
health. Accordingly, ICNIRP views the operational adverse
health effect threshold of 2°C for Type-2 tissue, which is
within the normal physiological range for the testes, as ap-
propriate for them also. Note that the operational adverse
health effect threshold for Type-2 tissue, which includes
the abdomen and thus potentially the fetus, is also consistent
with protecting against the fetal temperature rise threshold
of 2°C for teratogenic effects in animals (Edwards et al.
2003; Ziskin and Morrissey 2011).

Within the 100 kHz to 6 GHz EMF range, average
SAR over 10 g provides an appropriate measure of the ra-
diofrequency EMF-induced steady-state temperature rise
within tissue. A 10-g mass is used because, although there
can initially be EMF-induced temperature heterogeneity
within that mass, heat diffusion rapidly distributes the ther-
mal energy to a much larger volume that is well-represented
by a 10-g cubic mass (Hirata and Fujiwara 2009). In speci-
fying exposures that correspond to the operational adverse
health effect thresholds, ICNIRP thus specifies an average
exposure over a 10-g cubicmass, such that the exposurewill
keep the Type-1 and Type-2 tissue temperature rises to be-
low 5 and 2°C respectively. Further, ICNIRP assumes real-
istic exposures (exposure scenarios that people may
encounter in daily life, including occupationally), such as
from EMFs from radio-communications sources. This
method provides for higher exposures in the Limbs than in
the Head and Torso. A SAR10g of at least 20 W kg−1 is re-
quired to exceed the operational adverse health effect
thresholds in the Head and Torso, and 40 W kg−1 in the
Limbs, over an interval sufficient to produce a steady-state
temperature (from a fewminutes to 30 min). This time inter-
val is operationalized as a 6-min average as it closely
matches the thermal time constant for local exposure.

Within the >6 to 300 GHz range, EMF energy is depos-
ited predominantly in superficial tissues; this makes SAR10g,
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which includes deeper tissues, less relevant to this frequency
range. Conversely, absorbed power density (Sab) provides a
measure of the power absorbed in tissue that closely approx-
imates the superficial temperature rise (Funahashi et al.
2018). From 6 to 10 GHz there may still be significant ab-
sorption in the subcutaneous tissue. However, the maxi-
mum and thus worst-case temperature rise from 6 to
300 GHz is close to the skin surface, and exposure that will
restrict temperature rise to below the operational adverse
health effect threshold for Type-1 tissue (5°C) will also re-
strict temperature rise to below the operational adverse
health effect threshold for Type-2 tissue (2°C). Note that
there is uncertainty with regard to the precise frequency
for the change from SAR to absorbed power density. Six
GHz was chosen because at that frequency, most of the ab-
sorbed power is within the cutaneous tissue, which is within
the upper half of a 10-g SAR cubic volume (that is, it can be
represented by the 2.15 cm� 2.15 cm surface of the cube).
Recent thermal modeling and analytical solutions suggest
that for EMF frequencies between 6 and 30 GHz, the expo-
sure over a square averaging area of 4 cm2 provides a good
estimate of localmaximum temperature rise (Hashimoto et al.
2017; Foster et al. 2017). As frequency increases further, the
averaging area needs to be reduced to account for the possi-
bility of smaller beam diameters, such that it is 1 cm2 from
approximately 30 GHz to 300 GHz. Although the averaging
area that best corresponds to temperature risewould therefore
gradually change from 4 cm2 to 1 cm2 as frequency increases
from 6 to 300 GHz, ICNIRP uses a square averaging area of
4 cm2 for >6 to 300 GHz as a practical protection specifica-
tion. Moreover, from >30 to 300 GHz (where focal beam ex-
posure can occur), an additional spatial average of 1 cm2 is
used to ensure that the operational adverse health effect
thresholds are not exceeded over smaller regions.

As 6 minutes is an appropriate averaging interval
(Morimoto et al. 2017), and as an absorbed power density
of approximately 200 W m−2 is required to produce the
Type-1 tissue operational adverse health effect threshold
of a 5°C local temperature rise for frequencies of >6 to
300 GHz (Sasaki et al. 2017), ICNIRP has set the absorbed
power density value for local heating, averaged over 6 min
and a square 4-cm2 region, at 200 W m−2; this will also re-
strict temperature rise in Type-2 tissue to below the opera-
tional adverse health effect threshold of 2°C. An additional
specification of 400Wm−2 has been set for spatial averages
of square 1-cm2 regions, for frequencies >30 GHz.

Rapid temperature rise
For some types of exposure, rapid temperature rise

can result in “hot spots,” heterogeneous temperature dis-
tribution over tissue mass (Foster et al. 2016; Morimoto
et al. 2017; Laakso et al. 2017; Kodera et al. 2018). This

suggests the need to consider averaging over smaller time-
intervals for certain types of exposure. Hot spots can occur
for short duration exposures because there is not sufficient
time for heat to dissipate (or average out) over tissue. This
effect is more pronounced as frequency increases due to
the smaller penetration depth.

To account for such heterogeneous temperature distri-
butions, an adjustment to the steady-state exposure level is
required. This can be achieved by specifying the maximum
exposure level allowed, as a function of time, in order to re-
strict temperature rise to below the operational adverse
health effect thresholds.

From 400 MHz to 6 GHz, ICNIRP specifies the re-
striction in terms of specific energy absorption (SA) of
any 10-g cubic mass, where SA is restricted to 7.2[0.05
+0.95(t/360)0.5] kJ kg−1 for Head and Torso, and 14.4
[0.025+0.975(t/360)0.5] kJ kg−1 for Limb exposure,
where t is exposure interval in seconds (Kodera et al.
2018). Note that for this specification, exposure from any
pulse, group of pulses, or subgroup of pulses in a train, as
well as from the total (sum) of exposures (including non-
pulsed EMF), delivered in t seconds, must not exceed the
below formulae (in order to ensure that the temperature
thresholds are not exceeded).

There is no brief-interval exposure level specified be-
low 400 MHz because, due to the large penetration depth,
the total SA resulting from the 6-minute local SAR average
cannot increase temperature by more than the operational
adverse health effect threshold (regardless of the particular
pattern of pulses or brief exposures).

Above 6 GHz, ICNIRP specifies the exposure level for
both Head and Torso, and Limbs, in terms of absorbed energy
density (Uab) over any square averaging area of 4 cm2, such
that Uab is specified as 72[0.05+0.95(t/360)0.5] kJ m−2,
where t is the exposure interval in seconds (extension of
Kodera et al. 2018).

An additional exposure level for square 1-cm2 averag-
ing areas is applicable for EMFs with frequencies of >30 to
300 GHz to account for focused beam exposure and is given
by 144[0.025+0.975(t/360)0.5] kJ m−2.

The SA and Uab values are conservative in that they are
not sufficient to raise Type 1 or Type 2 tissue temperatures
by 5 or 2°C, respectively.

GUIDELINES FOR LIMITING
RADIOFREQUENCY EMF EXPOSURE

As described in the “Scientific Basis for Limiting Ra-
diofrequency Exposure” section, radiofrequency EMF
levels corresponding to operational adverse health effects
were identified. Basic restrictions have been derived from
these and are described in the “Basic Restrictions” section
below. The basic restrictions related to nerve stimulation
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for EMF frequencies 100 kHz to 10 MHz, from ICNIRP
(2010), were then added to the present set of basic restric-
tions, with the final set of basic restrictions given in
Tables 2–4. Reference levels were derived from those final
basic restrictions and are described in the “Reference
Levels” section, with details of how to treat multiple fre-
quency fields in terms of the restrictions in the “Simulta-
neous Exposure to Multiple Frequency Fields” section.
Contact current guidance is provided in the “Guidance for
Contact Currents”, and health considerations for occupa-
tional exposure are described in the “Risk Mitigations Con-
siderations for Occupational Exposure” section. To be
compliant with the present guidelines, for each exposure
quantity (e.g., E-field, H-field, SAR), and temporal and spatial
averaging condition, either the basic restriction or corre-
sponding reference level must be adhered to; compliance
with both is not required. Note that where restrictions
specify particular averaging intervals, ‘all’ such averaging
intervals must comply with the restrictions.

Basic Restrictions
Basic restriction values are provided in Tables 2–4 with

an overview of their derivation described below. As de-
scribed above, the basic restrictions from ICNIRP (2010)
for the frequency range 100 kHz to 10 MHz have not been
re-evaluated here; these are described in Table 4. Amore de-
tailed description of issues pertinent to the basic restrictions
is provided in Appendix A, in the “Relevant Biophysical
Mechanisms” section. Note that for the basic restrictions
described below, a pregnant woman is treated as a member
of the general public. This is because recent modeling sug-
gests that for both whole-body and local exposure scenar-
ios, exposure of the mother at the occupational basic
restrictions can lead to fetal exposures that exceed the gen-
eral public basic restrictions.

Whole-body average SAR (100 kHz to 300 GHz). As
described in the “Body core temperature” section, the
guidelines take a whole-body average SAR of 4 W kg−1,

Table 2. Basic restrictions for electromagnetic field exposure from 100 kHz to 300 GHz, for averaging intervals ≥6 min.a

Exposure
scenario Frequency range

Whole-body average
SAR (W kg−1)

Local Head/Torso
SAR (W kg−1)

Local Limb
SAR (W kg−1)

Local
Sab (W m−2)

Occupational 100 kHz to 6 GHz 0.4 10 20 NA

>6 to 300 GHz 0.4 NA NA 100

General public 100 kHz to 6 GHz 0.08 2 4 NA

>6 to 300 GHz 0.08 NA NA 20

aNote:

1. “NA” signifies “not applicable” and does not need to be taken into account when determining compliance.

2. Whole-body average SAR is to be averaged over 30 min.

3. Local SAR and Sab exposures are to be averaged over 6 min.

4. Local SAR is to be averaged over a 10-g cubic mass.

5. Local Sab is to be averaged over a square 4-cm2 surface area of the body. Above 30 GHz, an additional constraint is imposed, such that
exposure averaged over a square 1-cm2 surface area of the body is restricted to two times that of the 4-cm2 restriction.

Table 3. Basic restrictions for electromagnetic field exposure from 100 kHz to 300 GHz, for integrating intervals >0 to <6 min.a

Exposure scenario Frequency range
Local Head/Torso
SA (kJ kg−1)

Local Limb
SA (kJ kg−1) Local Uab (kJ m

−2)

Occupational 100 kHz to 400 MHz NA NA NA

>400 MHz to 6 GHz 3.6[0.05+0.95(t/360)0.5] 7.2[0.025+0.975(t/360)0.5] NA

>6 to 300 GHz NA NA 36[0.05+0.95(t/360)0.5]

General public 100 kHz to 400 MHz NA NA NA

>400 MHz to 6 GHz 0.72[0.05+0.95(t/360)0.5] 1.44[0.025+0.975(t/360)0.5] NA

>6 to 300 GHz NA NA 7.2[0.05+0.95(t/360)0.5]

aNote:

1. “NA” signifies “not applicable” and does not need to be taken into account when determining compliance.

2. t is time in seconds, and restrictions must be satisfied for all values of t between >0 and <360 s, regardless of the temporal characteristics of
the exposure itself.

3. Local SA is to be averaged over a 10-g cubic mass.

4. Local Uab is to be averaged over a square 4-cm
2 surface area of the body. Above 30 GHz, an additional constraint is imposed, such that ex-

posure averaged over a square 1-cm2 surface area of the body is restricted to 72[0.025+0.975(t/360)0.5] for occupational and 14.4[0.025+0.975
(t/360)0.5] for general public exposure.

5. Exposure from any pulse, group of pulses, or subgroup of pulses in a train, as well as from the summation of exposures (including non-pulsed
EMFs), delivered in t s, must not exceed these levels.
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averaged over the entire body mass and a 30-minute inter-
val, as the exposure level corresponding to the operational
adverse health effect threshold for an increase in body core
temperature of 1°C. A reduction factor of 10 was applied to
this threshold for occupational exposure to account for scien-
tific uncertainty, as well as differences in thermal physiology
across the population and variability in environmental condi-
tions and physical activity levels. Variability in an individ-
ual’s ability to regulate their body core temperature is
particularly important as it is dependent on a range of factors
that the guidelines cannot control. These include central and
peripherally-mediated changes to blood perfusion and sweat
rate (which are in turn affected by a range of other factors, in-
cluding age and certain medical conditions), as well as behav-
ior and environmental conditions.

Thus the basic restriction for occupational exposure be-
comes a whole-body average SAR of 0.4 W kg−1, averaged
over 30 min. Although this means that SAR can be larger for
smaller time intervals, this will not affect body core temperature
rise appreciably because the temperaturewill be “averaged-out”
within the body over the 30-min interval, and it is this time-
averaged temperature rise that is relevant here. Further, as both
whole-body and local restrictions must bemet simultaneously,
exposures sufficiently high to be hazardous locally will be
protected against by the local restrictions described below.

As the general public cannot be expected to be aware
of exposures and thus to mitigate risk, a reduction factor
of 50 was applied for the general public, making the
whole-body average SAR restriction for the general public
0.08 W kg−1, averaged over 30 min.

It is noteworthy that the scientific uncertainty pertaining
to both dosimetry and potential health consequences of
whole-body radiofrequency exposure have reduced sub-
stantially since the ICNIRP (1998) guidelines. This would
justify less conservative reduction factors, but as ICNIRP
considers that the benefits of maintaining stable basic restric-
tions outweighs any benefits that subtle changes to them
would provide, ICNIRP has retained the same reduction fac-
tors as before for the whole-body average basic restrictions.
Similarly, although temperature rise is more superficial as
frequency increases (and thus it is easier for the resultant heat

to be lost to the environment), the whole-body average SAR
restrictions above 6 GHz have been conservatively set the
same as those ≤6 GHz.

Local SAR (100 kHz to 6 GHz)

Head and Torso
As described in the “Local temperature” section within

the 100 kHz to 6 GHz range, the guidelines take a SAR of
20 W kg−1, averaged over a 10-g cubic mass and 6-min inter-
val, as the local exposure level corresponding to the operational
adverse health effect threshold for the Head and Torso (5°C in
Type-1 tissue and 2°C in Type-2 tissue). A reduction factor of 2
was applied to this for occupational exposure to account for sci-
entific uncertainty, as well as differences in thermal physiology
across the population and variability in environmental condi-
tions and physical activity levels. Reduction factors for local ex-
posure are smaller than for whole-body exposure because the
associated health effect threshold is less dependent on environ-
mental conditions and the highly variable centrally-mediated
thermoregulatory processes, and because the associated
health effect is less serious medically. Thus, the basic restric-
tion for occupational exposure becomes a SAR10g of 10 W
kg−1, averaged over a 6-min interval. As the general public
cannot be expected to be aware of exposures and thus to
mitigate risk, and also recognizing greater differences in
thermal physiology in the general population, a reduction
factor of 10 was applied for the general public, reducing
the general public basic restriction to a SAR10g of 2 W
kg−1 averaged over a 6-min interval.

Limbs
As described in the “Local temperature” section,

within the 100 kHz to 6 GHz range, the guidelines take a
SAR of 40 W kg−1, averaged over a 10-g cubic mass and
6-min interval, as the local exposure level corresponding
to the operational adverse health effect threshold for the
Limbs of a 5°C rise in local temperature. As with the Head
and Torso restrictions, a reduction factor of 2 was applied to
this threshold for occupational exposure to account for scien-
tific uncertainty, as well as differences in thermal physiology
across the population and variability in environmental condi-
tions and physical activity levels. This results in a basic re-
striction for occupational exposure of a SAR10g of 20 W
kg−1. As the general public cannot be expected to be aware
of exposures and thus to mitigate risk, and also to recognize
greater differences in thermal physiology in the general popu-
lation, a reduction factor of 10 was applied for the general
public, reducing the general public restriction to 4 W kg−1

averaged over a 6-min interval.

Local SA (400 MHz to 6 GHz). As described in the
“Rapid temperature rise” section, within the >400 MHz to
6 GHz range, an additional constraint is required to ensure
that the cumulative energy permitted by the 6-minute

Table 4. Basic restrictions for electromagnetic field exposure from
100 kHz to 10 MHz, for peak spatial values.a

Exposure scenario Frequency range
Induced electric

field; Eind (V m−1)

Occupational 100 kHz to 10 MHz 2.70 � 10−4f

General public 100 kHz to 10 MHz 1.35 � 10−4f

aNote:

1. f is frequency in Hz.

2. Restriction values relate to any region of the body, and are to be averaged as
root mean square (rms) values over 2 mm � 2 mm � 2 mm contiguous tissue
(as specified in ICNIRP 2010).

492 Health Physics May 2020, Volume 118, Number 5

www.health-physics.com

http://www.health-physics.com


average SAR10g basic restriction is not absorbed by tissues
too rapidly. Accordingly, ICNIRP sets an SA level for expo-
sure intervals of less than 6min, as a function of time, to limit
temperature rise to below the operational adverse health ef-
fect thresholds. This SA level, averaged over a 10-g cubic
mass, is given by 7.2[0.05+0.95(t/360)0.5] kJ kg−1 for the
Head and Torso, and 14.4[0.025+0.975(t/360)0.5] kJ kg−1

for the Limbs, where t is exposure duration in seconds.
Aswith the SAR10g basic restrictions, a reduction factor

of 2 was applied to these exposure levels for occupational
exposure to account for scientific uncertainty, as well as dif-
ferences in thermal physiology across the population and
variability in environmental conditions and physical activity
levels. This results in a basic restriction for the Head and
Torso of 3.6[0.05+0.95(t/360)0.5] kJ kg−1, and for the Limbs
of 7.2[0.025+0.975(t/360)0.5] kJ kg−1. As the general public
cannot be expected to be aware of exposures and thus to
mitigate risk, and to recognize greater differences in ther-
mal physiology in the general population, a reduction fac-
tor of 10 was applied for the general public. This makes
the general public restriction 0.72[0.05+0.95(t/360)0.5] kJ kg−1

for the Head and Torso, and 1.44[0.025+0.975(t/360)0.5]
kJ kg−1 for the Limbs.

Note that for these brief exposure basic restrictions, the
exposure from any pulse, group of pulses, or subgroup of
pulses in a train, aswell as from the summation of exposures
(including non-pulsed EMFs), delivered in t seconds, must
not exceed these local SAvalues.

Local absorbed power density (>6 GHz to 300 GHz).

As described in the “Local temperature” section, within the
>6 to 300 GHz range, the guidelines take an absorbed power
density of 200 W m−2, averaged over 6 min and a square
4-cm2 surface area of the body, as the local exposure corre-
sponding to the operational adverse health effect threshold
for both the Head and Torso, and Limb regions (5 and 2°C
local temperature rise in Type-1 and Type-2 tissue, respec-
tively). As with the local SAR restrictions, a reduction fac-
tor of 2 was applied to this exposure level for occupational
exposure to account for scientific uncertainty, as well as dif-
ferences in thermal physiology across the population and
variability in environmental conditions and physical activity
levels. This results in a basic restriction for occupational ex-
posure of 100 W m−2, averaged over 6 min and a square
4-cm2 surface area of the body.

As the general public cannot be expected to be aware of
these exposures and thus to mitigate risk, and to recognize
greater differences in thermal physiology in the general pop-
ulation, a reduction factor of 10 was applied, which reduces
the general public basic restriction to 20 W m−2, averaged
over 6 min and a square 4-cm2 surface area of the body.

Further, to account for focal beam exposure from >30
to 300 GHz, absorbed power density averaged over a

square 1-cm2 surface area of the body must not exceed
2 times that of the 4-cm2 basic restrictions for workers
or the general public.

Local absorbed energy density (>6 GHz to 300

GHz).As described in the “Rapid temperature rise” section,
within the >6 to 300 GHz range, an additional constraint is
required to ensure that the cumulative energy permitted by
the 6-min average absorbed power density basic restriction
is not absorbed by tissue too rapidly. Accordingly, for both
the Head and Torso, and Limbs, ICNIRP set a maximum ab-
sorbed energy density level for exposure intervals of less
than 6 minutes, as a function of time, to limit temperature
rise to below the operational adverse health effect thresholds
for both Type-1 and Type-2 tissues. This absorbed energy
density level, averaged over any square 4-cm2 surface area
of the body, is given by 72[0.05+0.95(t/360)0.5] kJ m−2,
where t is exposure duration in seconds. To account for fo-
cal beam exposure from >30 to 300 GHz, the absorbed
energy density level corresponding to the operational
adverse health effect threshold, averaged over a square 1-cm2

surface area of the body, is given by 144[0.025+0.975(t/360)0.5]
kJ m−2. Note that for these basic restrictions for brief expo-
sures, the exposure from any pulse, group of pulses, or sub-
group of pulses in a train, as well as from the summation of
exposures (including non-pulsed EMFs), delivered in t sec-
onds, must be used to satisfy this formula.

Aswith the absorbed power density basic restrictions, a
reduction factor of 2 was applied to this exposure level for
occupational exposure to account for scientific uncertainty,
as well as differences in thermal physiology across the pop-
ulation and variability in environmental conditions and
physical activity levels. This results in a basic restriction
for occupational exposure of 36[0.05+0.95(t/360)0.5] kJ
m−2, over any square 4-cm2 surface area of the body. From
>30 to 300 GHz, an additional basic restriction for occupa-
tional exposure is 72[0.025+0.975(t/360)0.5] kJ m−2, aver-
aged over any square 1-cm2 surface area of the body. As
the general public cannot be expected to be aware of expo-
sures and thus to mitigate risk, and to recognize greater dif-
ferences in thermal physiology in the general population, a
reduction factor of 10 was applied for the general public, re-
ducing the general public restriction to 7.2[0.05+0.95(t/
360)0.5] kJ m−2, averaged over any square 4-cm2 surface
area of the body. From >30 to 300 GHz, an additional basic
restriction for the general public is 14.4[0.025+0.975(t/
360)0.5] kJ m−2, averaged over any square 1-cm2 surface
area of the body.

Basic restriction tables. To be compliant with the
basic restrictions, radiofrequency EMF exposure must
not exceed the restrictions specified for that EMF fre-
quency in Table 2, 3 or 4. That is, for any given radiofre-
quency EMF frequency, relevant whole-body SAR, local
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SAR, Sab, SA, Uab and induced E-field6 restrictions must be
met simultaneously.

Reference Levels
Reference levels have been derived from a combination

of computational and measurement studies to provide a
means of demonstrating compliance using quantities that
are more-easily assessed than basic restrictions, but that pro-
vide an equivalent level of protection to the basic restric-
tions for worst-case exposure scenarios. However, as the
derivations rely on conservative assumptions, in most expo-
sure scenarios the reference levels will be more conservative
than the corresponding basic restrictions. Further details
regarding the reference levels are provided in Appendix
A, the “Derivation of Reference Levels” section.

Reference levels are provided in Tables 5–9. Figures 1
and 2 provide graphical representations of the occupational
and general public reference level values for extended du-
rations of exposure (≥6 min). Table 5 reference levels are
averaged over a 30-min interval, and correspond to the
whole-body average basic restrictions. Table 6 (averaged
over a 6-min interval), Table 7 (integrated over intervals
between >0 and <6 min), and Table 8 (peak instantaneous
field strength measures) each relate to basic restrictions
that are averaged over smaller body regions. Additional
limb current reference levels have been set to account
for effects of grounding near human body resonance
frequencies (Dimbylow 2001) that might otherwise
lead to reference levels underestimating exposures
within tissue at certain EMF frequencies (averaged
over 6 min; Table 9). Limb current reference levels
are only relevant in exposure scenarios where a person
is not electrically isolated.

Tables 5–9 specify averaging and integrating times
of the relevant exposure quantities to determine whether
personal exposure level is compliant with the guidelines.
These averaging times are not necessarily the same as the
measurement times needed to estimate field strengths or
other exposure quantities. Depending on input from techni-
cal standards bodies, actual measurement times used to pro-
vide an appropriate estimate of exposure quantities may be
shorter than the intervals specified in these tables.

An important consideration for the application of refer-
ence levels is to what degree the quantities used to assess
compliance with the reference levels (i.e., Einc, Hinc, Sinc,
Uinc, Seq, Ueq, I) adequately predict the quantities used to as-
sess compliance with the basic restrictions. In situations
where reference level quantities are associated with greater
uncertainty, reference levels must be applied more conser-
vatively. For the purposes of the guidelines, the degree of
adequacy strongly depends on whether external EMFs can
be considered to be within the far-field, radiative near-field
or reactive near-field zone. Accordingly, in most cases, dif-
ferent reference level assessment rules have been set for
EMFs as a function of whether they are within the far-field,
radiative or reactive near-field zone.

A difficulty with this approach is that other factors may
also affect the adequacy of estimating basic restriction quan-
tities from reference level quantities. These include the
EMF frequency, physical dimensions of the EMF source
and its distance from the resultant external EMFs assessed,
as well as the degree towhich the EMFs vary over the space
to be occupied by a person. Taking into account such
sources of uncertainty, the guidelines have more conserva-
tive rules for exposure in the reactive and radiative near-
field than far-field zone. It is noted that there is no simple
delineation of the far-field, radiative and reactive near-field
zones that is sufficient for ensuring that reference levels will
adequately correspond to the basic restrictions. Accord-
ingly, although a definition of these zones is provided in

6

Note that although the term internal is used in place of induced in ICNIRP
(2010), induced is used here for consistency within the present document.

FIGURE 1. Reference levels for time averaged occupational expo-
sures of ≥6 min, to electromagnetic fields from 100 kHz to 300
GHz (unperturbed rms values; see Tables 5 and 6 for full
specifications).

FIGURE 2. Reference levels for time averaged general public expo-
sures of ≥6 min, to electromagnetic fields from 100 kHz to 300 GHz
(unperturbed rms values; see Tables 5 and 6 for full specifications).
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Appendix A in the “General Considerations for Reference
Levels” section this is only intended as a guide, and infor-
mation from a technical standards body, designed to specify
external exposures for each EMF source type to more ade-
quately match the basic restrictions, should be utilized to
improve reference level assessment procedures.

Related to the near- and far-field zone distinctions, for
some exposure conditions the less onerous plane wave equiva-
lent incident power density (Seq) and plane wave equivalent in-
cident energy density (Ueq) quantities can be used in place of
Sinc andUinc, respectively; where this is permitted, it is specified
below. In such cases, the plane wave equivalent incident energy
densities are to be averaged in the same way as described in
Tables 5–7 for the corresponding incident power densities.

In terms of electromagnetic fields in the far-field zone,
the following rules apply. For EMF frequencies from
>30 MHz to 2 GHz, ICNIRP requires compliance to be
demonstrated for only one of the E-field, H-field or Sinc
quantities in order to be compliant with that particular refer-
ence level. Further, Seq can be substituted for Sinc. Similarly,
for EMF frequencies >400MHz where the restrictions are
specified in terms of Uinc, these can be substituted for by
Ueq. EMF frequencies from 100 kHz to 30 MHz are
treated as always being within the near-field zone; see
next paragraph.

In terms of electromagnetic fields in the near-field zones,
the following rules apply. From 100 kHz to 30 MHz, relevant
personal exposures from present radiofrequency EMF sources

are typically within the near-field zone. The present guidelines
treat all exposures within this frequency range as near-field,
and requires compliance with both the E-field and H-field ref-
erence level values in order to be compliant with the refer-
ence levels. For EMF frequencies from >30 MHz to 2
GHz, personal exposure within either the radiative or reac-
tive near-field zones is treated as compliant if both the
E-field and H-field strengths are below the reference level
values described in the tables. For frequencies >30 MHz to
300 GHz, personal exposure within the radiative near-field
zone is treated as compliant if Sinc (or, where relevant Uinc)
is below the reference level value. However, for exposure
within the >2 to 300 GHz range, within the reactive near-field
the quantities applied for the reference level values are treated
as inadequate to ensure compliance with the basic restric-
tions. In such cases, compliance with the basic restrictions
must be assessed.

ICNIRP is aware that for some exposure scenarios, ra-
diofrequency EMFs at the reference levels specified below
could potentially result in exposure that exceeds basic re-
strictions. Where such scenarios were identified, ICNIRP
determined whether the reference levels needed to be re-
duced by considering the magnitude of the difference be-
tween the resultant tissue exposure and corresponding
basic restriction (including comparison with the associated
dosimetric uncertainty), and whether the violation was
likely to adversely affect health (including consideration
of the degree of conservativeness in the associated basic

Table 5. Reference levels for exposure, averaged over 30 min and the whole body, to electromagnetic fields from 100 kHz to
300 GHz (unperturbed rms values).a

Exposure scenario Frequency range
Incident E-field

strength; Einc (V m−1)
Incident H-field

strength; Hinc (A m−1)
Incident power

density; Sinc (W m−2)

Occupational 0.1 – 30 MHz 660/fM
0.7 4.9/fM NA

>30 – 400 MHz 61 0.16 10

>400 – 2000 MHz 3fM
0.5 0.008fM

0.5 fM/40

>2 – 300 GHz NA NA 50

General public 0.1 – 30 MHz 300/fM
0.7 2.2/fM NA

>30 – 400 MHz 27.7 0.073 2

>400 – 2000 MHz 1.375fM
0.5 0.0037fM

0.5 fM/200

>2 – 300 GHz NA NA 10

aNote:

1. “NA” signifies “not applicable” and does not need to be taken into account when determining compliance.

2. fM is frequency in MHz.

3. Sinc, Einc, and Hinc are to be averaged over 30 min, over the whole-body space. Temporal and spatial averaging of each of Einc and Hinc must
be conducted by averaging over the relevant square values (see eqn 8 in Appendix A for details).

4. For frequencies of 100 kHz to 30 MHz, regardless of the far-field/near-field zone distinctions, compliance is demonstrated if neither Einc or
Hinc exceeds the above reference level values.

5. For frequencies of >30 MHz to 2 GHz: (a) within the far-field zone: compliance is demonstrated if either Sinc, Einc or Hinc, does not exceed
the above reference level values (only one is required); Seq may be substituted for Sinc; (b) within the radiative near-field zone, compliance is
demonstrated if either Sinc, or both Einc and Hinc, does not exceed the above reference level values; and (c) within the reactive near-field zone:
compliance is demonstrated if both Einc and Hinc do not exceed the above reference level values; Sinc cannot be used to demonstrate compliance,
and so basic restrictions must be assessed.

6. For frequencies of >2GHz to 300GHz: (a)within the far-field zone: compliance is demonstrated if Sinc does not exceed the above reference level values;
Seq may be substituted for Sinc; (b) within the radiative near-field zone, compliance is demonstrated if Sinc does not exceed the above reference level values;
and (c) within the reactive near-field zone, reference levels cannot be used to determine compliance, and so basic restrictions must be assessed.
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restriction). Where the difference was small, and where it
would not adversely affect health, reference levels were
retained that can potentially result in exposures that exceed
the basic restrictions.

This situation has been shown to occur in terms of the
reference levels corresponding to whole-body average SAR
basic restrictions, which, in the frequency range of body res-
onance (up to 100 MHz) and from 1 to 4 GHz, can poten-
tially lead to whole-body average SARs that exceed the
basic restrictions (ICNIRP 2009). The exposure scenario
where this can potentially occur is very specific, requiring
a small stature person (such as a 3-years-old child) to be ex-
tended (e.g., standing still and straight with arms above the
head) for at least 30 min, while being subject to a plane
wave exposure within the above frequency ranges, incident
to the child from front to back. The resultant SAR elevation
is small relative to the basic restriction (15–40%), which
is similar to or smaller than the whole-body average
SAR measurement uncertainty (Flintoft et al. 2014;
Nagaoka and Watanabe 2019), there are many levels of

conservativeness built into the basic restriction derivation
itself, and importantly, this will not impact on health. This
latter point is important because the basic restriction that
this relates to was set to protect against body core temper-
ature rises of greater than 1°C, and being of small stature,
the individual in this hypothetical exposure scenario
would more easily dissipate heat to the environment than
a larger person due to their increased body “surface area-
to-mass ratio” (Hirata et al. 2013). Within a small stature
person the net effect of this “increased whole-body aver-
age SAR” and “increased heat loss” would be a smaller
temperature rise than would occur in a person of larger
stature who did not exceed the basic restriction, and in
both cases would be substantially smaller than 1°C.
ICNIRP has thus not altered the reference levels to account
for this situation.

Simultaneous Exposure to Multiple Frequency Fields
It is important to determine whether, in situations of si-

multaneous exposure to fields of different frequencies, these

Table 6. Reference levels for local exposure, averaged over 6 min, to electromagnetic fields from 100 kHz to 300 GHz
(unperturbed rms values).a

Exposure scenario Frequency range
Incident E-field

strength; Einc (V m−1)
Incident H-field

strength; Hinc (A m−1)
Incident power

density; Sinc (W m−2)

Occupational 0.1 – 30 MHz 1504/fM
0.7 10.8/fM NA

>30 – 400 MHz 139 0.36 50

>400 – 2000 MHz 10.58fM
0.43 0.0274fM

0.43 0.29fM
0.86

>2 – 6 GHz NA NA 200

>6 – <300 GHz NA NA 275/fG
0.177

300 GHz NA NA 100

General public 0.1 – 30 MHz 671/fM
0.7 4.9/fM NA

>30 – 400 MHz 62 0.163 10

>400 – 2000 MHz 4.72fM
0.43 0.0123fM

0.43 0.058fM
0.86

>2 – 6 GHz NA NA 40

>6 – 300 GHz NA NA 55/fG
0.177

300 GHz NA NA 20

a Note:

1. “NA” signifies “not applicable” and does not need to be taken into account when determining compliance.

2. fM is frequency in MHz; fG is frequency in GHz.

3. Sinc, Einc, and Hinc are to be averaged over 6 min, and where spatial averaging is specified in Notes 6–7, over the relevant projected body
space. Temporal and spatial averaging of each of Einc and Hinc must be conducted by averaging over the relevant square values (see eqn 8 in
Appendix A for details).

4. For frequencies of 100 kHz to 30 MHz, regardless of the far-field/near-field zone distinctions, compliance is demonstrated if neither peak
spatial Einc or peak spatial Hinc, over the projected whole-body space, exceeds the above reference level values.

5. For frequencies of >30MHz to 6 GHz: (a) within the far-field zone, compliance is demonstrated if one of peak spatial Sinc, Einc or Hinc, over
the projected whole-body space, does not exceed the above reference level values (only one is required); Seq may be substituted for Sinc; (b)
within the radiative near-field zone, compliance is demonstrated if either peak spatial Sinc, or both peak spatial Einc and Hinc, over the projected
whole-body space, does not exceed the above reference level values; and (c) within the reactive near-field zone: compliance is demonstrated if
both Einc and Hinc do not exceed the above reference level values; Sinc cannot be used to demonstrate compliance; for frequencies >2 GHz,
reference levels cannot be used to determine compliance, and so basic restrictions must be assessed.

6. For frequencies of >6 GHz to 300 GHz: (a) within the far-field zone, compliance is demonstrated if Sinc, averaged over a square 4-cm
2 projected

body surface space, does not exceed the above reference level values; Seq may be substituted for Sinc; (b) within the radiative near-field zone, com-
pliance is demonstrated if Sinc, averaged over a square 4-cm

2 projected body surface space, does not exceed the above reference level values; and (c)
within the reactive near-field zone reference levels cannot be used to determine compliance, and so basic restrictions must be assessed.

7. For frequencies of >30 GHz to 300 GHz, exposure averaged over a square 1-cm2 projected body surface space must not exceed twice that of
the square 4-cm2 restrictions.
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exposures are additive in their effects. Additivity should be
examined separately for the effects of thermal and electrical
stimulation, and restrictions met after accounting for such ad-
ditivity. The formulae below apply to relevant frequencies
under practical exposure situations. As the below reference
level summation formulae assume worst-case conditions
among the fields from multiple sources, typical exposure sit-
uations may in practice result in lower exposure levels than
indicated by the formulae for the reference levels.

The following issues are noted. In terms of the refer-
ence levels, the largest ratio of the E-field strength, H-field
strength or power density, relative to the corresponding refer-
ence level values, should be evaluated to demonstrate com-
pliance. Reference levels are defined in terms of external

physical quantities and have transitions, in terms of quanti-
ties, at specific frequencies. For example, field strengths are
used below 30MHz, whereas both field strength and incident
power density are applicable from 30 MHz to 2 GHz. Where
the exposure includes frequency components belowand above
the transition, additivity should be used to account for this.
The same principle applies for basic restrictions. Field values
entering the below equations must be derived using the same
spatial and temporal constraints referred to in the basic re-
striction and reference level tables. The summation equations
for basic restrictions and reference levels are presented sepa-
rately below. However, for practical compliance purposes,

Table 7. Reference levels for local exposure, integrated over intervals of between >0 and <6minutes, to electromagnetic fields
from 100 kHz to 300 GHz (unperturbed rms values).a

Exposure scenario Frequency range Incident energy density; Uinc (kJ m
−2)

Occupational 100 kHz – 400 MHz NA

>400 – 2000 MHz 0.29fM
0.86 � 0.36[0.05+0.95(t/360)0.5]

>2 – 6 GHz 200 � 0.36[0.05+0.95(t/360)0.5]

>6 – <300 GHz 275/fG
0.177 � 0.36[0.05+0.95(t/360)0.5]

300 GHz 100 � 0.36[0.05+0.95(t/360)0.5]

General public 100 kHz – 400 MHz NA

>400 – 2000 MHz 0.058fM
0.86 � 0.36[0.05+0.95(t/360)0.5]

>2 – 6 GHz 40 � 0.36[0.05+0.95(t/360)0.5]

>6 – <300 GHz 55/fG
0.177 � 0.36[0.05+0.95(t/360)0.5]

300 GHz 20 � 0.36[0.05+0.95(t/360)0.5]

aNote:

1. “NA” signifies “not applicable” and does not need to be taken into account when determining compliance.

2. fM is frequency inMHz; fG is frequency in GHz; t is time interval in seconds, such that exposure from any pulse, group of pulses, or subgroup
of pulses in a train, as well as from the summation of exposures (including non-pulsed EMFs), delivered in t seconds, must not exceed these
reference level values.

3. Uinc is to be calculated over time t, and where spatial averaging is specified in Notes 5–7, over the relevant projected body space.

4. For frequencies of 100 kHz to 400 MHz, >0 to <6-min restrictions are not required and so reference levels have not been set.

5. For frequencies of >400 MHz to 6 GHz: (a) within the far-field zone: compliance is demonstrated if peak spatial Uinc, over the projected
whole-body space, does not exceed the above reference level values; Ueq may be substituted for Uinc; (b) within the radiative near-field zone,
compliance is demonstrated if peak spatial Uinc, over the projected whole-body space, does not exceed the above reference level values; and (c)
within the reactive near-field zone, reference levels cannot be used to determine compliance, and so basic restrictions must be assessed.

6. For frequencies of >6 GHz to 300GHz: (a) within the far-field or radiative near-field zone, compliance is demonstrated if Uinc, averaged over
a square 4-cm2 projected body surface space, does not exceed the above reference level values; (b) within the reactive near-field zone, reference
levels cannot be used to determine compliance, and so basic restrictions must be assessed.

7. For frequencies of >30GHz to 300 GHz: exposure averaged over a square 1-cm2 projected body surface space must not exceed 275/fG
0.177�

0.72[0.025+0.975(t/360)0.5] kJ m−2 for occupational and 55/fG
0.177 � 0.72[0.025+0.975(t/360)0.5] kJ m−2 for general public exposure.

Table 8. Reference levels for local exposure to electromagnetic fields
from 100 kHz to 10 MHz (unperturbed rms values), for peak values.a

Exposure
scenario Frequency range

Incident
E-field strength;
Einc (V m−1)

Incident
H-field strength;
Hinc (A m−1)

Occupational 100 kHz – 10 MHz 170 80

General public 100 kHz – 10 MHz 83 21

aNote:

1. Regardless of the far-field/near-field zone distinction, compliance is demon-
strated if neither peak spatial Einc or peak spatial Hinc, over the projected whole-
body space, exceeds the above reference level values.

Table 9. Reference levels for current induced in any limb, averaged
over 6 min, at frequencies from 100 kHz to 110 MHz. a

Exposure scenario Frequency range Electric current; I (mA)

Occupational 100 kHz – 110 MHz 100

General public 100 kHz – 110 MHz 45

aNote

1. Current intensity values must be determined by averaging over the relevant
square values (see eqn 8 in Appendix A for details).

2. Limb current intensity must be evaluated separately for each limb.

3. Limb current reference levels are not provided for any other frequency range.

4. Limb current reference levels are only required for cases where the human
body is not electrically isolated from a ground plane.
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the evaluation by basic restriction and reference level can be
combined. For example, the second term in eqn (2) can be
replaced by the fourth term in eqn (4) for frequency compo-
nents above 6 GHz. To be compliant with the guidelines, the
summed values in each of Eqn (1) to (7) must be less than 1.

Basic restrictions for intervals �6 min. For practical
application of the whole-body average basic restrictions,
SAR should be added according to

X300 GHz

i¼100 kHz

SARi

SARBR
≤1; ð1Þ

where SARi and SARBR are the whole-body average SAR
levels at frequency i and the whole-body average SAR basic
restrictions given in Table 2, respectively.

For practical application of the local SAR and local ab-
sorbed power density basic restrictions, values should be
added according to

X6 GHz

i¼100 kHz

SARi

SARBR

þ
X30 GHz

i>6 GHz

Sab;4cm;i

Sab;4cm;BR

þ
X300 GHz

i>30 GHz

MAX
Sab;4cm;i

Sab;4cm;BR

� �
;

Sab;1cm;i

Sab;1cm;BR

� �� �
≤1; ð2Þ

where, SARi and SARBR are the local SAR level at frequency
i and the local SAR basic restriction given in Table 2, respec-
tively; Sab,4cm,i and Sab,4cm,BR are the 4-cm2 absorbed power
density level at frequency i and the 4-cm2 absorbed power
density basic restriction given in Table 2, respectively;
Sab,1cm,i and Sab,1cm,BR are the 1-cm2 absorbed power density
level at frequency i and the 1-cm2 absorbed power density basic
restriction given in Table 2, respectively; inside the body, Sab
terms are to be treated as zero; when evaluating the summation
of SAR and Sab over the body surface, the center of the SAR
averaging space is taken to be x,y,z, such that the x,y plane
is parallel to the body surface (z = 0) and z = −1.08 cm
(approximately half the length of a 10-g cube), and the cen-
ter of the Sab averaging area is defined as x,y,0; eqn (2) must
be satisfied for every position in the human body.

Reference levels for intervals �6 min. For practical
application of the whole-body average reference levels, in-
cident electric field strength, incident magnetic field
strength and incident power density values should be added
according to;

X30 MHz

i¼100 kHz

Einc;i

Einc;RL;i

� �2

þ Hinc;i

Hinc;RL;i

� �2
( )

þ
X2 GHz

i>30 MHz

MAX
Einc;i

Einc;RL;i

� �2

;
Hinc;i

Hinc;RL;i

� �2

;
Sinc;i

Sinc;RL;i

� �( )

þ
X300 GHz

i>2 GHz

Sinc;i
Sinc;RL

� �
≤1; ð3Þ

where, Einc,i and Einc,RL,i are the whole-body average inci-
dent electric field strength and whole-body average incident
electric field strength reference level given in Table 5, at fre-
quency i, respectively; Hinc,i andHinc,RL,i are thewhole-body av-
erage incident magnetic field strength and whole-body average
incident magnetic field strength reference level given in Table 5,
at frequency i, respectively; Sinc,i and Sinc,RL,i are the whole-
body average incident power density and whole-body aver-
age incident power density reference level given in Table 5,
at frequency i, respectively. Note that the second term is not
appropriate for the reactive near-field zone, and so cannot
be used in eqn (3).

For practical application of the local reference levels,
incident electric field strength, incident magnetic field
strength and incident power density values should be added
according to

X30 MHz

i¼100 kHz

MAX
Einc;i

Einc;RL;i

� �2

;
Hinc;i

Hinc;RL;i

� �2
( )

þ
X2 GHz

i>30 MHz

MAX
Einc;i

Einc;RL;i

� �2

;
Hinc;i

Hinc;RL;i

� �2

;
Sinc;i

Sinc;RL;i

� �( )

þ
X6 GHz

i>2 GHz

Sinc;i
Sinc;RL;i

� �

þ
X30 GHz

i>6 GHz

Sinc;4cm;i

Sinc;4cm;RL;i

� �

þ
X300 GHz

i>30 GHz

MAX
Sinc;4cm;i

Sinc;4cm;RL;i

� �
;

Sinc;1cm;i

Sinc;1cm;RL;i

� �� �
≤1; ð4Þ

where, Einc,i and Einc,RL,i are the local incident electric field
strength and local incident electric field strength reference
level given in Table 6, at frequency i, respectively; Hinc,i

and Hinc,RL,i are the local incident magnetic field strength
and local incident magnetic field strength reference level
given in Table 6, at frequency i, respectively; Sinc,i and
Sinc,RL,i are the local incident power density and local inci-
dent power density reference level given in Table 6, at
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frequency i, respectively; inside the body above 6 GHz, Sinc
terms are to be treated as zero; eqn (4) must be satisfied for
every position in the human body.

For practical application of the limb current reference
levels, limb current values should be added according to

X110 MHz

i¼100 kHz

Ii
IRL

� �2

≤1; ð5Þ

where Ii is the limb current component at frequency i; and
IRL is the limb current reference level value from Table 9.
If there are non-negligible contributions to the local SAR
around limbs over 110 MHz, these need to be considered
by combining corresponding terms in eqns (2) or (4).

Basic restrictions for intervals <6 min. For practical
application of the local basic restrictions for time intervals
(t)<6 min, SAR, SA and absorbed energy density values
should be added according to:

X400 MHz

i¼100 kHz

∫t SARi tð Þ
360� SARBR

dt

þ
X6 GHz

i>400 MHz

SAi tð Þ
SABR tð Þ

þ
X30 GHz

i>6 GHz

Uab;4cm;i tð Þ
Uab;4cm;BR tð Þ

þ
X300 GHz

i>30 GHz

MAX
Uab;4cm;i tð Þ
Uab;4cm;BR tð Þ
� �

;
Uab;1cm;i tð Þ
Uab;1cm;BR tð Þ
� �� �

≤1; ð6Þ

where, SARi(t) and SARBR(t) are the local SAR level at fre-
quency i and the local SARbasic restriction given in Table 2,
over time t, respectively; SAi(t) and SABR(t) are the local
SA level at frequency i and the local SA basic restriction
given in Table 3, over time t, respectively; Uab,4cm,i(t) and
Uab,4cm,BR(t) are the 4-cm

2 absorbed power density level at
frequency i and the 4-cm2 absorbed power density basic re-
striction given in Table 3, over time t, respectively; Uab,1cm,i

(t) and Uab,1cm,BR(t) are the 1-cm
2 absorbed power density

level at frequency i and the 1-cm2 absorbed power density
basic restriction given in Table 3, over time t, respectively;
inside the body, Uab terms are to be treated as zero; when
evaluating the summation of SAR and/or SA, and Uab, over
the body surface, the center of the SAR and/or SA averaging
space is taken to be x,y,z, such that the x,y plane is parallel to
the body surface (z = 0) and z = −1.08 cm (approximately
half the length of a 10-g cube), and the center of the Uab av-
eraging area is defined as x,y,0; eqn (6) must be satisfied for
every position in the human body; for simultaneous exposure

of brief and extended exposures, SAR, SA and Uab must all
be accounted for in this equation.

Reference levels for intervals <6 min. For practical
application of the local reference levels for time intervals
(t) <6min, incident electric field strength, incident magnetic
field strength, incident power density and incident energy
density values should be added according to:

X30 MHz

i>100 kHz

MAX ∫t
E2
inc;i tð Þ

360*E2
inc;RL;i

dt

 !
; ∫t

H2
inc;i tð Þ

360*H2
inc;RL;i

dt

 !( )

þ
X400 MHz

i>30 MHz

MAX ∫t
E2
inc;i tð Þ

360*E2
inc;RL;i

dt

 !
; ∫t

H2
inc;i tð Þ

360*H2
inc;RL;i

dt

 !
; ∫t

Sinc;i tð Þ
360*Sinc;RL;i

dt

 !( )

þ
X6 GHz

i>400 MHz

Uinc;i tð Þ
Uinc;RL;i tð Þ þ

X30 GHz

i¼6 GHz

Uinc;4cm;i tð Þ
Uinc;4cm;RL;i tð Þ

þ
X300 GHz

i>30 GHz

MAX
Uinc;4cm;i tð Þ

Uinc;4cm;RL;i tð Þ
� �

;
Uinc;1cm;i tð Þ

Uinc;1cm;RL;i tð Þ
� �� �

≤1; ð7Þ

where Einc,i(t) and Einc,RL,i are the local Einc level over time
t and the local Einc reference level given in Table 6, at fre-
quency i, respectively; Hinc,i(t) and Hinc,RL,i are the local
Hinc level over time t and the local Hinc reference level given
in Table 6, at frequency i, respectively; Sinc,i(t) and Sinc,RL,i
are the local Sinc level over time t and the local Sinc reference
level given in Table 6, at frequency i, respectively; Uinc,i(t)
and Uinc,RL(t) are the incident energy density level and the
incident energy density reference level, over time t, at fre-
quency i, given in Table 7, respectively; Uinc,4cm,i(t) and
Uinc,4cm,RL(t) are the 4-cm

2 incident energy density level and
the 4-cm2 incident energy density reference level, over time
t, at frequency i, given in Table 7, respectively; Uinc,1cm,i(t)
and Uinc,1cm,RL(t) are the 1-cm

2 incident energy density level
and the 1-cm2 incident energy density reference level, over
time t, at frequency i, given in Table 7, respectively; inside
the body, Uinc terms are to be treated as zero; eqn (7) must
be satisfied for every position in the human body.

Guidance for Contact Currents
Within approximately the 100 kHz to 110 MHz range,

contact currents can occur when a person touches a conducting
object that is within an electric or magnetic field, causing cur-
rent flow between object and person. At high levels these
can result in nerve stimulation or pain (and potentially tis-
sue damage), depending on EMF frequency (Kavet et al.
2014; Tell and Tell 2018). This can be a particular concern
around large radiofrequency transmitters, such as those that
are found near high power antennas used for broadcasting
below 30MHz and at 87.5–108MHz, where there have been
sporadic reports of pain and burn-related accidents. Contact
currents occur at the region of contact, with smaller contact
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regions producing larger biological effects (given the same
current). This is due to the larger current density (A m−2),
and consequently the higher localized SAR in the body.

Exposure due to contact currents is indirect, in that it re-
quires an intermediate conducting object to transduce the field.
This makes contact current exposure unpredictable, due to
both behavioral factors (e.g., grasping versus touch contact)
and environmental conditions (e.g., configuration of conduc-
tive objects), and it reduces ICNIRP’s ability to protect against
them. Of particular importance is the heterogeneity of the cur-
rent density passing to and being absorbed by the person,
which is due not only to the contact area, but also to the con-
ductivity, density and heat capacity of the tissue through which
the current passes, andmost importantly the resistance between
conducting object and contacting tissue (Tell and Tell 2018).

Accordingly, these guidelines do not provide restrictions
for contact currents, and instead provide “guidance” to assist
those responsible for transmitting high-power radiofrequency
fields to understand contact currents, the potential hazards,
and how to mitigate such hazards. For the purpose of speci-
fication, ICNIRP here defines high-power radiofrequency
EMFs as those emitting greater than 100 V m−1 within the
frequency range 100 kHz to 100 MHz at their source.

There is limited research available on the relation be-
tween contact currents and health. In terms of pain, the health
effect arising from the lowest contact current level, the main
data comes from Chatterjee et al. (1986). In that study sensa-
tion and pain were assessed in a large adult cohort as a func-
tion of contact current frequency and contact type (grasping
versus touch contact). Reversible, painful heat sensations were
reported to occur with average (touch contact) induced current
thresholds of 46 mA within the 100 kHz to 10 MHz range
tested, which required at least 10 s of exposure to be reported
as pain. Thresholds were frequency-independent within that
range, and thresholds for grasping contact were substantially
higher than those for touch contact.

However, given that the threshold value reported was
an average across the participants, and given the standard
deviation of the thresholds reported, ICNIRP considers that
the lowest threshold across the cohort would have been ap-
proximately 20mA. Further, modeling from that data suggests
that children would have lower thresholds; extrapolating from
Chatterjee et al. (1986) and Chan et al. (2013), the lowest
threshold in children would be expected to bewithin the range
of 10 mA. The upper frequency of contact current capable of
causing harm is also not known. Although the ICNIRP (1998)
guidelines specified reference levels to account for contact
currents from 100 kHz to 110 MHz, Chatterjee et al. (1986)
only tested up to 10 MHz, and Tell and Tell (2018) reported
strong reductions in contact current sensitivities from about
1 MHz to 28 MHz (and did not assess higher frequencies).
Thus, it is not clear that contact currents will remain a health
hazard across the entire 100 kHz to 110 MHz range.

In determining the likelihood and nature of hazard due to
potential contact current scenarios, ICNIRP views the above
information as important for the responsible person in manag-
ing risk associated with contact currents within the frequency
range 100 kHz to 110MHz. Thismay also assist in conducting
a risk-benefit analysis associated with allowing a person into a
radiofrequency EMF environment that may result in contact
currents. The above information suggests that risk of contact
current hazards can be minimized by training workers to avoid
contact with conducting objects, but that where contact is re-
quired, the following factors are important. Large metallic ob-
jects should be connected to ground (grounding); workers
should make contact via insulating materials (e.g., radiofre-
quency protective gloves); and workers should be made aware
of the risks, including the possibility of “surprise,” which may
impact on safety in ways other than the direct impact of the
current on tissue (for example, by causing accidents).

RiskMitigationConsiderations forOccupational Exposure
To justify radiofrequency EMFexposure at the occupa-

tional level, an appropriate health and safety program is re-
quired. Part of such a program requires an understanding of
the potential effects of radiofrequency EMF exposure, in-
cluding consideration of whether biological effects resulting
from the exposure may add to other biological effects that are
unrelated to radiofrequency EMF. For example, where body
core temperature is already elevated due to factors unrelated to
EMF, such as through strenuous activity, radiofrequency EMF-
induced temperature rise needs to be considered in conjunction
with the other sources of heating. Similarly, it is also important
to consider whether a person has an illness or condition that
might affect their capacity to thermoregulate, or whether envi-
ronmental impediments to heat dissipation might be present.

The relevant health effects that the whole-body SAR re-
strictions protect against are increased cardiovascular load
(due to the work that the cardiovascular system must perform
in order to restrict body core temperature rise), andwhere tem-
perature rise is not restricted to a safe level, a cascade of func-
tional changes that may lead to both reversible and irreversible
effects on tissues (including brain, heart, and kidney). These
effects typically require body core temperatures greater than
40°C (or an increase of approximately 3°C relative to normo-
thermia). Large reduction factors have thus been used to make
it extremely unlikely that radiofrequency-induced temperature
rise would exceed 1°C (occupational restrictions have been set
that would, under normothermic conditions, lead to body core
temperature rises of <0.1°C), but care must be exercised when
other factors are present thatmay affect body core temperature.
These include high environmental temperatures, high physical
activity, and impediments to normal thermoregulation (such as
the use of thermally insulating clothing or certain medical
conditions). Where significant heat is expected from other
sources, it is advised that workers have a suitable means
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of verifying their body core temperature (see ACGIH 2017
for further guidance).

The relevant health effects that the localized basic re-
strictions protect against are pain and thermally-mediated tis-
sue damage. Within Type-1 tissue, such as in the skin and
limbs, pain (due to stimulation of nociceptors) and tissue
damage (due to denaturation of proteins) typically require
temperatures above approximately 41°C. Occupational expo-
sure of the Limbs is unlikely to increase local temperature by
more than 2.5°C, and given that Limb temperatures are nor-
mally below 31–36°C, it is unlikely that radiofrequency
EMF exposure of Limb tissue, in itself, would result in either
pain or tissue damage. Within Type-2 tissue, such as within re-
gions of the Head and Torso (excluding superficial tissue),
harm is also unlikely to occur at temperatures below 41°C.
As occupational exposure of the Head and Torso tissue is un-
likely to increase temperature bymore than 1°C, and given that
body core temperature is normally around 37–38°C, it is un-
likely that radiofrequencyEMFexposurewould lead to temper-
ature rises sufficient to harm Type-2 tissue or tissue function.

However, care must be exercised when a worker is sub-
ject to other heat sources that may add to that of the radiofre-
quency EMF exposure, such as those described above in
relation to body core temperature. For superficial exposure
scenarios, local thermal discomfort and pain can be important
indicators of potential thermal tissue damage. It is thus impor-
tant, particularly in situations where other thermal stressors are
present, that the worker understands that radiofrequency EMF
exposure can contribute to their thermal load and is in a posi-
tion to take appropriate action to mitigate potential harm.
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APPENDIX A: BACKGROUND DOSIMETRY

Introduction
This appendix provides additional dosimetry informa-

tion that is directly relevant to the derivation of the radiofre-
quency exposure restrictions that form the basis of the
present guidelines. As described in the main document, the
operational adverse health effects resulting from the lowest ra-
diofrequency exposure levels are due to heating (nerve stimu-
lation is discussed within the low frequency guidelines;
ICNIRP 2010). Accordingly, this appendix details the choice
of quantities used to restrict temperature rise to the operational
adverse health effect thresholds described in the main docu-
ment, the methods used to derive these restrictions (including,
where relevant, the associated uncertainty), the spatial and
temporal averaging methods used to represent temperature
rise, and the derivation of the basic restrictions and reference
levels themselves (including, where relevant, the associated
uncertainty). The operational adverse health effect thresholds
considered are 1°C body core temperature rise for exposures
averaged over thewhole body, and 5°C and 2°C local temper-
ature rise over more-localized regions for “Type-1” and
“Type-2” body tissue, respectively.7

QUANTITIES AND UNITS
Detailed explanations for the basic quantities, e.g., E,

H, I, T, and t are found elsewhere (see ICNIRP 1985, 2009a,
2009, 2010). In this section, the other quantities used in the
guidelines are detailed (i.e., SAR, SA, Sinc, Sab, Seq, Uinc,
Uab, and Ueq). Vector quantities are presented in bold font.

It is noted that radiofrequency basic restrictions and
reference levels are based on the lowest radiofrequency expo-
sure levels that may cause an adverse health effect. Since the
health effects are related to the temperature rises caused by
the exposure, it is determined by energy or power of the radio-
frequency exposure. Therefore, squared values of E, H, and I
are considered for time or spatial integration, orwhere summa-
tion of multiple frequencies is applied. The following equation
is an example of the spatial average of E over a volume V:

Espatial average ¼
ffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffiffi
1
V
∫v Ej j2dv

r
; ð8Þ

where V is the volume of the integration (V = ∫vdv).

Specific Energy Absorption Rate (SAR) and Specific
Energy Absorption (SA)

SAR is defined as the time derivative of the incremental
energy consumption by heat, dW, absorbed by or dissipated
in an incremental mass, dm, contained in a volume element,

dV, of a given mass density of the tissue (kg m−3), r, and is
expressed in watt per kilogram (W kg−1):

SAR ¼ d

dt

dW

dm

� �
¼ d

dt

dW

rdV

� �
: ð9Þ

Dielectric properties of biological tissues or organs are generally
considered as dielectric lossy material and magnetically transpar-
ent because the relative magnetic permeability (mr) is 1. There-
fore, the SAR is usually derived from the following equation:

SAR ¼ s Ej j
r

2

; ð10Þ

where s is the conductivity (S m−1) and E is the internal elec-
tric-field (root mean square (rms) value).

Temperature rise is strongly correlated with SAR. Un-
der conditions where heat loss due to processes such as con-
duction is not significant, SAR and temperature rise are
directly related as follows;

SAR ¼ C
dT
dt

; ð11Þ

where C is specific heat capacity (J kg−1 °C−1) of the tissue,
T is temperature (°C) and t is the duration of exposure (s).
For most realistic cases, a large amount of heat energy rap-
idly diffuses during the exposure. Therefore, eqn (11) can-
not be routinely applied to human exposure scenarios.
However, eqn (11) is useful for brief exposure scenarios where
heat loss is not significant.

SAR is used as a basic restriction in the present guide-
lines. The SAR basic restrictions are defined as spatially
averaged values; that is, whole-body average SAR and
SAR10g. The whole-body average SAR is the total power
absorbed in the whole body divided by the body mass:

Whole−body average SAR ¼ Total powerð ÞWB

Total massð ÞWB

¼
∫WBs Ej j2dv
h i

WB

∫WBrdv
: ð12Þ

SAR10g is defined as the total power absorbed in a 10-g
cubic volume divided by 10 g (see the “Spatial averaging
considerations” section):

SAR10g ¼
Total powerð ÞV10g

Total massð ÞV10g

¼
∫V10gs Ej j2dv
h i

V10g

∫V10grdv
: ð13Þ

A 10-g volume (V10g) is approximately computed as a
2.15 cm � 2.15 cm � 2.15 cm cube, based on the assump-
tion that the tissue has the same mass density as water, or
1,000 kg m−3.

SA (J m−3) is derived as the time integral of SAR dur-
ing the time from t1 to t2:

7

Type-1 tissue refers to all tissues in the upper arm, forearm, hand, thigh,
leg, foot, pinna and the cornea, anterior chamber and iris of the eye, epider-
mal, dermal, fat, muscle, and bone tissue. Type-2 tissue refers to all tissues
in the head, eye, abdomen, back, thorax, and pelvis, excluding those de-
fined as Type-1 tissue.
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SA ¼ ∫t2t1SAR tð Þdt: ð14Þ

Absorbed Power Density (Sab) and Absorbed Energy
Density (Uab)

SAR10g is no longer an appropriate surrogate for local
temperature rise at frequencies above 6 GHz. Therefore, the
absorbed power and energy densities are introduced in the
guidelines for basic restrictions at such frequencies, where
the radiofrequency power or energy absorption is largely
confined within very superficial regions of the body. For ex-
ample, the penetration depths are approximately 8.1 mm
and 0.23 mm at 6 GHz and 300 GHz, respectively (see also
Table 10). The absorbed power density (W m�2) is defined
at the body surface:

Sab ¼ ∬A dxdy ∫Zmax0 r x; y; zð Þ � SAR x; y; zð Þ dz=A; ð15Þ

where the body surface is at z = 0, A is the averaging area (in
m2), and Zmax is depth of the body at the corresponding re-
gion; where Zmax is much larger than the penetration depth,
infinity can be substituted for Zmax. Considering heat diffu-
sion, a square 2 cm � 2 cm region (from 6 to 300 GHz) is
used for the averaging area of the absorbed power and en-
ergy density basic restrictions.

A more rigorous formula for absorbed power density is
based on the Poynting vector (S):

Sab ¼ ∬A Re S½ � � ds=A ¼ ∬A Re E�H�½ � � ds=A; ð16Þ

where Re[X] and X* are the real part and the complex con-
jugate of a complex value “X,” respectively, and ds is the in-
tegral variable vector with its direction normal to the
integral area A on the body surface.

Similar to the relationship between SAR and SA, the
absorbed energy density is derived as the temporal integra-
tion of the absorbed power density (J m−2):

Uab ¼ ∫t2t1 Sab tð Þdt: ð17Þ

Incident Power Density (Sinc) and Incident Energy
Density (Uinc)

The incident power and energy densities are used as ref-
erence levels in the guidelines. The incident power density is
defined as the modulus of the complex Poynting vector:

Sinc ¼ E�H�j j: ð18Þ

In the case of the far-field or transverse electromag-
netic (TEM) plane wave, the incident power density is de-
rived as:

Sinc ¼ Ej j2
Z0

¼ Z0 Hj j2; ð19Þ

where Z0 is the characteristic impedance of free space, i.e.,
377 V. The above equation is also used for the evaluation
of the plane wave equivalent incident power density (Seq).

Sinc is also related to Sab using the reflection coefficient G:

Sab ¼ 1− Gj j2
� �

Sinc: ð20Þ

The reflection coefficient (G) is derived from the di-
electric properties of the tissues, shape of the body surface,
incident angle, and polarization.

Similar to the relationship between SAR and SA, the
incident energy density is derived as the temporal integra-
tion of the incident power density during the time from t1
to t2:

Uinc ¼ ∫t2t1 Sinc tð Þ dt: ð21Þ

In near-field exposure scenarios, the components of the
Poynting vector are not real values but complex ones. In such
cases a detailed investigation of the Poynting vector compo-
nents may be necessary to calculate the incident power den-
sity relevant to radiofrequency safety.

RELEVANT BIOPHYSICAL MECHANISMS

Whole-Body Average Exposure Specifications
Relevant quantity. Health effects due to whole-body

exposure are related to body core temperature rise. It is, how-
ever, difficult to predict body core temperature rise based on
exposure of the human body to radiofrequency EMFs.

Body core temperature depends on the whole-body
thermal energy balance. Radiofrequency energy absorbed
by the body is transferred to the body core via blood flow,
which can activate thermoregulatory responses to maintain
the body core temperature (Adair and Black 2003). This
means that the time rate of the energy balance is essential
for the body core temperature dynamics. Accordingly,
whole-body average SAR is used as the physical quantity
relating to body core temperature rise.

The relationship between the total energy absorption
and the body core temperature is in general independent
of frequency. However, at frequencies higher than a few
GHz, core temperature does not generally elevate as much
as with the same level of whole-body average SAR at lower
frequencies because of larger heat transfer from the body
surface to air via convection or radiative emission, which

Table 10. Penetration depth of human skin tissue (dermis), for
frequencies 6 to 300 GHz.

Frequency (GHz)
Relative

permittivity Conductivity (S/m)
Penetration
depth (mm)

6 36 4.0 8.1

10 33 7.9 3.9

30 18 27 0.92

60 10 40 0.49

100 7.3 46 0.35

300 5.0 55 0.23
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includes the effect of vasodilation in the skin (Hirata et al.
2013). The power absorption is confined primarily within
skin surface tissues where localized temperature rise is more
significant than the body core temperature rise (Laakso and
Hirata 2011). However, it has also been reported that infra-
red radiation (IR) exposure can cause significant body core
temperature rise (Brockow et al. 2007). Infrared radiation
refers to electromagnetic waves with frequencies between
those of radiofrequency EMF and visible light. This means
that despite the penetration depth of infrared radiation being
very small or comparable to the high GHz radiofrequency
EMFs (or millimeter waves) it is still possible for infrared
radiation exposure to raise body core temperature signifi-
cantly. For conservative reasons, therefore, ICNIRP set
equal whole-body average limits for frequencies both above
and below 6 GHz. This is especially important for cases of
multiple-frequency exposure of both higher and lower fre-
quencies. Thus, the applicable frequency is defined as the
entire frequency range considered in the guidelines.

Temporal averaging considerations. The definition of
the time constant for body core temperature is not clear.
However, under simplified conditions that produce a reason-
able estimate of the time constant (e.g., assuming a first order
lag), temperature dynamics can be described as follows:

T tð Þ ¼ T0 þ T∞−T0ð Þð1−e−tt Þ; ð22Þ

where T is the temperature as a function of time t, T0 and T∞
are the initial and steady-state temperatures, respectively,
and t is the time constant. In this case, the time constant cor-
responds to the time taken for 63% of the temperature rise,
from initial temperature to steady state temperature, to be
reached. In the present guidelines, the time to reach a
steady-state of 80–90% of the equilibrium temperature,
from the initial temperature, is considered for guideline set-
ting; this is almost two times the time constant in eqn (22).

Further, the time needed to reach the steady-state body
core temperature depends on the level of heat load, which in
this case relates to thewhole-body average SAR.Hirata et al.
(2007) numerically simulated the body core temperature
rise of a naked body exposed to a plane wave at 65 MHz
and 2 GHz, and reported that in both cases it takes at least
60 min to reach a 1°C body core temperature rise for
whole-body average SARs of 6 to 8 W kg−1. This time is
also dependent on the sweating rate, with strong sweating
increasing this time by 40–100min (Hirata et al. 2008; Nelson
et al. 2013). Consequently, the time to reach the steady state
temperature rise due to whole-body exposure to radiofre-
quency EMFs below 6 GHz is 30 min or longer.

As described above, power absorption is mainly con-
fined within the surface tissues at frequencies above
6 GHz (see Table 10). Thermoregulatory responses are thus

initiated by the skin temperature rise rather than body core
temperature rise. However, the time needed for the steady
state temperature rise is not significantly affected by this,
and so is not taken into account. It is thus reasonable to keep
the averaging time above 6 GHz the same as that below 6
GHz, because there is no quantitative investigation on the
time constant of body core temperature rise above 6 GHz.

Whole-body average SAR needed to raise body core

temperature by 1˚C. Thermoregulatory functions are acti-
vated if a human body is exposed to significant heating
load, which often results in non-linear relations between
whole-body average SAR and body core temperature rise.

Adair and colleagues have experimentally investigated
body core temperature (via esophageal temperature mea-
surement) during whole-body exposure. They have reported
no or minor increases of the esophageal temperature (<0.1°C)
during the whole-body exposure at 100 MHz, 220 MHz, and
2450MHz, with whole-body average SAR ranging from 0.54
to 1 W kg−1 in normal ambient temperature conditions, from
24°C to 28°C (Adair et al. 2001, 2003, 2005).

They also reported a relatively high body core tempera-
ture rise (0.35°C) for whole-body average SAR at 220 MHz
of 0.675 W kg−1 in a hot ambient temperature (31°C) condi-
tion, although this was found in only one person and the
mean of the body core temperature rises (6 persons) was
not appreciable. There is no data on body core temperature
rise for whole-body exposure to radiofrequency EMFs above
6 GHz. The only available data are on infrared radiation
(Brockow et al. 2007). The conservativeness for whole-body
exposure at higher frequencies is discussed in the main text.

There are two main factors affecting body core temper-
ature rise due to radiofrequency exposure: sweating and
mass-to-body surface ratio.

Evaporative heat loss due to sweating reduces body core
temperature efficiently and needs to be accounted for when
estimating body core temperature rise due to EMF. For ex-
ample, Hirata et al. (2007) reported that 4.5 W kg−1 is re-
quired to increase the body core temperature by 1°C for a
person with a lower sweat rate, such as an elderly person,
while 6 W kg-1 is required for a person with a normal
sweat rate. The decline of sweat rate in elderly people is
primarily due to degradation of thermal sensation (Dufour
and Candas, 2007).

Similarly, heat exchange between the body surface and
external air is also very important. Hirata et al. (2009) found
that the steady-state body core temperature rise due to
whole-body radiofrequency EMF exposure is proportional
to the ratio of the (whole-body) power absorption to the sur-
face area of the body. The ratio of the mass to the surface
area is smaller for smaller-dimension bodies such as chil-
dren, and so greater whole-body average SAR is required
to elevate their body core temperature.
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This coincides with the finding that smaller persons
have a lower body core temperature rise for the same
whole-body average SAR. For example, Hirata et al. (2008)
numerically evaluated the body core temperature rise in 8-
months-old and 3-years-old child models and found that their
body core temperature rises were 35% smaller than that of an
adult female model for the same whole-body average SAR.
They concluded that the higher ratio of a child’s surface area
to body mass is the reason for more effective cooling
resulting from heat loss to the environment. Consequently,
the body core temperature rise in the child is smaller than that
of the adult at the same whole-body average SAR.

Addressing the issue more broadly, theoretical model-
ing and generalization from experimental research across a
range of species has shown that within the 100 kHz to
6 GHz range, whole-body average SARs of at least 6 W
kg−1, for exposures of at least 1 h at moderately high ambi-
ent temperature (28°C), are necessary to increase body core
temperature by 1°C for healthy adults and children (Hirata
et al. 2013), and at least 4.5 W for those with lower sweat
rates, such as the elderly (Hirata et al. 2007).

Considerations for fetal exposure. The primary ther-
moregulatory mechanism for a fetus is body core heat
exchange with the mother via blood flow through the
umbilical cord. The fetal temperature is therefore tightly
controlled by maternal temperature, and it takes longer to
reach thermal equilibrium than in adults (Gowland and De
Wilde 2008). The body core temperature of the fetus is typ-
ically 0.5°C higher than that of the mother (Asakura 2004).
This relationship is not changed significantly by radiofre-
quency EMF exposure of the mother at 26 weeks gestation,
as reported by Hirata et al. (2014). In the frequency range
from 40MHz to 500MHz, they computed steady-state fetal
temperature, taking the thermal exchange between mother
and fetus into account, and reported that the fetal tempera-
ture rise was only 30% higher than that of the mother, even
when the power absorption was focused around the fetus.
At lower frequencies, the SAR distribution becomes more
homogeneous because of the longer wavelength and pen-
etration depth, which results in more homogeneous tem-
perature rise over the whole-body of the mother and
fetus. At higher frequencies, the SAR distribution be-
comes more superficial because of the shorter penetration
depth. This results in a smaller SAR of the young fetus or
embryo, as it is generally located in the deep region of the
abdomen of the mother, as well as resulting in a smaller
whole-body SAR of the older fetus because the size of
the fetus is larger than the penetration depth. This sug-
gests that EMF whole-body exposure to the mother will
result in a similar body core temperature rise in the fetus
relative to that of the mother, even at frequencies outside
those investigated in that study.

It follows that an EMF-induced body core temperature
rise within the mother will result in a similar rise within the
fetus, and thus an exposure at the occupational whole-body
average SAR basic restriction would result in a similar body
core temperature rise in mother and fetus. Therefore, to
maintain fetal temperature to the level required by the gen-
eral public, a pregnant woman is considered a member of
the general public in terms of the whole-body average
SAR basic restriction.

ICNIRP’s decision on the occupational whole-body
average SAR for pregnant women is significantly conserva-
tive compared with the established teratogenic fetal temper-
ature threshold (2°C: Edwards et al. 2003; Ziskin and
Morrissey 2011). ICNIRP also recognizes that the body
core temperature of the fetus, especially during early stage
one or embryonic development, is not clearly defined, and
that there is no direct evidence that occupational whole-
body exposure of the pregnant worker will harm the fetus.
It is thus acknowledged that the decision to treat a pregnant
worker as a member of the general public is conservative.
ICNIRP also notes that there are some mitigating tech-
niques that can be considered in order to allow pregnant
workers to enter areas where radiofrequency EMFs are at
occupational exposure levels, without exceeding the general
public restrictions. For example, within a 30-min averaging
interval, a pregnant worker could bewithin an area at the oc-
cupational exposure restriction level for 6 min, providing
that the SAR averaged over 30 min (which includes this
6-min interval) does not exceed the general public restric-
tions. In considering such mitigating techniques, local re-
gion exposure restrictions for the pregnant worker are also
important, and are described in the “Considerations for fetal
exposure” in “Exposure Specifications for Local Regions
(100 kHz to 6 GHz)” and in “Exposure Specifications for
Local Regions (>6 GHz to 300 GHz)” sections.

Exposure Specifications for Local Regions (100 kHz to
6 GHz)

Relevant quantity. For cases of exposure to radiofre-
quency EMF over localized body regions, temperature can
rise in part of the body without altering body core tempera-
ture. Local temperature rise must therefore also be re-
stricted. The maximum local temperature rise generally
appears on the surface of the body, and local SAR is a useful
surrogate for local temperature rise due to localized radio-
frequency EMF exposure. However, other factors, such as
clothing, environmental conditions, and physiological states
can have more impact on local temperature than SAR itself.

The transition frequency between local SAR and area-
averaged absorbed power density is chosen as 6 GHz
(Funahashi et al. 2018). This was done as a practical com-
promise suitable for the conditions relevant to the spatial
and temporal averaging described in the following subsections,
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because no optimal single frequency exists for this transition.
For frequencies lower than the transition frequency, the SAR
is ametric for simultaneously protecting both the internal tissues
(e.g., brain) and the skin, as explained in the “Spatial averaging
considerations” section. At higher frequencies (especially above
10 GHz), the absorbed power density is a surrogate for maxi-
mum skin temperature rise.

Spatial averaging considerations. Different averaging
schemes (e.g., cubic, spherical, contiguous single tissue)
and masses have been assessed in terms of their ability to
predict local temperature rise (Hirata and Fujiwara 2009;
McIntosh and Anderson 2011). These suggest that the effect
of the size of the averaging mass is more crucial than the
shape of the averaging volume, and that SAR varies with dif-
ferent averaging schemes by a factor of approximately 2
(Hirata et al. 2006). It has also been shown that SAR aver-
aged over a single tissue provides somewhat worse correla-
tion with local temperature than that for multiple tissues,
because the heat generated in biological tissue can diffuse
up to a few centimeters (i.e., across multiple tissue types).
Consequently, a cubic averaging mass of 10 g, including all
tissues, is used as an appropriate spatial averaging regime
for frequencies up to 6 GHz. This metric has been shown
to be applicable even for plane wave exposures, in that local
temperature rise in the Head and Torso, and Limbs, is corre-
lated with SARwhen this averaging mass is used (Razmadze
et al. 2009; Bakker et al. 2011; Hirata et al. 2013).

Temporal averaging considerations. Time to reach
steady-state temperature, given the balance between rate of
radiofrequency power deposition on one hand, and heat diffu-
sion and conduction on the other, is characterized by the time
constant of temperature rise. The time constant primarily de-
pends on heat convection due to blood flow and thermal con-
duction. Van Leeuwen et al. (1999), Wang and Fujiwara
(1999), and Bernardi et al. (2000) report that the time needed
for 80–90% of the steady-state temperature rise, at 800 MHz
to 1.9 GHz, is 12–16 min. These guidelines take 6 min as a
suitable, conservative averaging time for steady-state temper-
ature rise up to 6 GHz for local exposures.

Local SAR required to increase local Type-1 and

Type-2 tissue temperature by 5 and 2˚C, respectively. Al-
though early research provided useful rabbit eye data con-
cerning the relation between 2.45 GHz exposure and local
temperature rise (e.g., Guy et al. 1975; Emery et al. 1975),
research with more accurate techniques has demonstrated
that the rabbit is an inappropriate model for the human
eye (Oizumi et al. 2013). However, given the concern about
potential radiofrequency harm to the eye, there are now
several studies that provide more-accurate information
about radiofrequency-induced heating of the human eye.
Expressed as heating factors for the SAR averaged over

10 g of tissue (the °C rise per unit mass, per Wof absorbed
power), the computed heating factors of a human eye have
been relatively consistent [0.11–0.16°C kg W−1: Hirata
(2005); Buccella et al. (2007); Flyckt et al. (2007); Hirata
et al. (2007); Wainwright (2007); Laakso (2009); Diao et al.
(2016)]. In most studies, the heating factor was derived for
the SAR averaged over the eyeball (contiguous tissue).
The SAR averaged over the cubic volume (which includes
other tissues) is higher than that value (Diao et al. 2016),
resulting in lower heating factors.

There is also a considerable number of studies on the
temperature rise in the head exposed to mobile phone
handset antennas (Van Leeuwen et al. 1999; Wang and
Fujiwara 1999; Bernardi et al. 2000; Gandhi et al. 2001;
Hirata and Shiozawa 2003; Ibrahim et al. 2005; Samaras
et al. 2007). Hirata and Shiozawa (2003) reported that
heating factors are 0.24 or 0.14°C kg W−1 for the local
SAR averaged over a 10-g contiguous volume, with and
without the pinna, respectively. Other studies considering
the local SAR averaged over a 10-g cubic volume includ-
ing the pinna reported heating factors of the head in the
range of 0.11–0.27°C kg W−1 (Van Leeuwen et al. 1999;
Bernardi et al. 2000; Gandhi et al. 2001). Fujimoto et al.
(2006) studied the temperature rise in a child head exposed
to a dipole antenna and found that it is comparable to that in
the adult when the same thermal parameters were used. The
heating factor in the brain (the ratio of the temperature rise
in the brain to peak SAR in the head) is 0.1°C kg W−1 or
smaller (Morimoto et al. 2016). Only one study reported
the temperature rise in the trunk for body-worn antennas
(Hirata et al. 2006). This study showed that the heating factor
in the skin is in the range of 0.18–0.26 �C kg W�1. Uncer-
tainty factors associated with the heating factors are attrib-
utable to the energy absorbed in the pinna (for mobile
phones) and other surrounding structures (for example,
see Foster et al. 2018) as well as the method for spatial av-
eraging of SAR.

Those studies are consistent with research showing
that, within the 100 kHz–6 GHz range, numerical estima-
tions converge to show that the maximum heating factor is
lower than 0.25°C kg W−1 in the skin and 0.1°C kg W−1

in the brain for exposures of at least approximately 30
min. Based on these heating factors, the operational adverse
health effect thresholds for the eye and brain (Type 1) and
for the skin (Type 2) will not be exceeded for local SARs
of up to 20 W kg−1.

Considerations for fetal exposure. Local SAR
heating factors for the fetus, as a function of gestation stage
and fetal posture and position, have been determined that
take heat exchange between mother and fetus into account
(Akimoto et al. 2010; Tateno et al. 2014; Takei et al. 2018).
This research used numerical models of 13-week, 18-week,
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and 26-week pregnant women. The heating factors of the fe-
tus were several times lower than those of the mother in
most cases. However, the largest heating factor was ob-
served when the fetal body position is very close to the sur-
face of the abdomen (i.e., middle and later stages of
gestation). These provide 0.1°C kg W−1 as a conservative
heating factor for the fetus.

Based on these findings, exposure of the mother at the
occupational basic restriction of 10 W kg−1 will result in a
temperature rise in the fetus of approximately 1°C, which
is lower than the operational adverse health effect threshold
for the Head and Torso, but results in a smaller reduction
factor (i.e., 2) than that considered appropriate for the gen-
eral public (i.e., 10). It follows that a localized occupational
radiofrequency EMF exposure of the mother would cause
the temperature to rise in the fetus to a level higher than that
deemed acceptable for the general public. Therefore, to
maintain fetal temperature to the level required by the gen-
eral public local SAR restrictions, a pregnant woman is con-
sidered a member of the general public in terms of the local
SAR restriction.

It is noted that the above-mentioned case appears only
in the middle and late pregnancy stages (18 to 26-week ges-
tation), while the heating factor of the fetus in the early preg-
nancy stage (12-week gestation) is at most 0.02°C kg W−1

(Tateno et al. 2014; Takei et al. 2018). This 12-week gesta-
tion fetal temperature rise is 100 times lower than the thresh-
old (2°C) for teratogenic effects in animals (Edwards et al.
2003; Ziskin and Morrissey 2011).

Exposure Specifications for Local Regions (>6 GHz to
300 GHz)

Relevant quantity. In a human body exposed to radio-
frequency EMF, an electromagnetic wave exponentially
decays from the surface to deeper regions. This phenome-
non is characterized according to penetration depth, as de-
scribed below:

Sab ¼ PD0 ∫Zmax0 e−
2z
d dz; ð23Þ

where Sab is the absorbed power density, the body surface is
at z = 0, d is the penetration depth from the body surface in
the z direction (defined as the distance from the surface
where 86% of the radiofrequency power is absorbed), and
Zmax is depth of the body at the corresponding region; where
Zmax is much larger than the penetration depth, infinity can
be substituted for Zmax. PD0 is the specific absorbed power
averaged over the area A at z = 0, as described below:

PD0 ¼ ∬A r x; y; 0ð Þ � SAR x; y; 0ð Þ dxdy=A: ð24Þ

The penetration depth depends on the dielectric
properties of the medium, as well as frequency. As fre-
quency increases, the penetration depth decreases, and
is predominantly within the surface tissues at frequencies

higher than about 6 GHz. Table 10 lists the penetration
depths based on the dielectric properties of skin tissue
(dermis) measured by Sasaki et al. (2017) and Sasaki
et al. (2014).

As a result, the local SAR averaged over a 10-g cubical
mass with side lengths of 2.15 cm is no longer a good proxy
for local temperature rise; that is, the power deposition is
limited to within a few millimeters of the surface tissues.
Conversely, the power density absorbed in the skin pro-
vides a better approximation of the superficial temperature
rise from 6 GHz to 300 GHz (Foster et al. 2016; Funahashi
et al. 2018).

Spatial averaging considerations. Thermal modeling
(Hashimoto et al. 2017) and analytical solutions (Foster et al.
2016) suggest that a square averaging area of 4 cm2 or
smaller provides a close approximation to local maximum
temperature rise due to radiofrequency heating at frequen-
cies greater than 6 GHz. This is supported by computations
for realistic exposure scenarios (He et al. 2018). An impor-
tant advantage of the 4-cm2 averaging area is the consis-
tency at 6 GHz between local SAR and absorbed power
density; the face of an averaging 10-g cube of SAR is ap-
proximately 4 cm2.

Because the beam area can usually only be focused to
the size of the wavelength, the averaging area of the ab-
sorbed power density relevant to the temperature rise de-
pends on frequency; smaller averaging areas are necessary
as frequency increases. Therefore, a smaller averaging area
is sometimes necessary for extremely focused beams at
higher frequencies. An additional criterion is therefore im-
posed for frequencies above 30 GHz for the spatial peak
(maximum) absorbed power density averaged over 1 cm2,
such that it must not exceed 2 times the value for the averag-
ing area of 4 cm2 (Foster et al. 2016).

Temporal averaging considerations. As well as the
cases of localized exposure at frequencies lower than 6
GHz, the temperature rise due to localized exposure to ra-
diofrequency EMFover 6 GHz also achieves an equilibrium
state with a particular time constant. Morimoto et al. (2017)
demonstrated that the same averaging time as the local SAR
(6 min) is appropriate for localized exposure from 6 GHz to
300 GHz. The time needed for steady-state local tempera-
ture rise decreases gradually as frequency increases, but
no notable change is observed at frequencies higher than
15 GHz (Morimoto et al. 2017). The time needed to reach
80–90% of the maximum temperature rise is approximately
5–10 min at 6 GHz and 3–6 min at 30 GHz. However, it is
noted that the time constant becomes shorter if brief or
irregular exposure is considered, which is discussed in
the “Brief Exposure Specifications for Local Regions
(>6 GHz to 300 GHz)” section. In the present guidelines,
6 min is chosen as the averaging time, with additional
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restrictions for briefer or irregular exposures subjected to
additional constraints as a conservative measure.

Absorbed power density required to increase local

Type-1 tissue temperature by 5˚C. Above 6 GHz, power
absorption is primarily restricted to superficial tissue and
cannot result in tissue temperatures that exceed operational
adverse health effect thresholds for Type-2 tissues without
also exceeding those for the more superficial Type-1 tissues
(e.g., Morimoto et al. 2016). Therefore, exposure level must
be chosen to ensure that temperature rise in the more super-
ficial Type-1 tissue does not exceed the operational thresh-
old of 5°C.

Tissue heating, as a function of absorbed power density
over 6 GHz, is dependent on a variety of factors, as it is for
lower frequencies. A comprehensive investigation of the
heating factors for absorbed power density [in terms of the
temperature rise (°C) over a unit area (m2), per W of ab-
sorbed power] has been conducted in the case of a plane
wave incident to a multi-layered slab model as an extreme
uniform exposure condition (Sasaki et al. 2017). In that
study, Monte Carlo statistical estimation of the heating fac-
tor was conducted where it was shown that the maximum
heating factor for absorbed power density is 0.025°C m2

W−1. This value is more conservative (larger) than results
from other studies on the temperature rise in the skin
(Alekseev et al. 2005; Foster et al. 2016; Hashimoto et al.
2017) and the eye (Bernardi et al. 1998; Karampatzakis
and Samaras 2013). Thus, to increase temperature by 5°C
requires an absorbed power density of 200 W m−2.

Considerations for fetal exposure. As discussed in
the “Considerations for fetal exposure” of the “Exposure
Specifications for Local Regions (100 kHz to 6 GHz)” sec-
tion in relation to the frequency characteristics of the SAR
distribution, the contribution of surface heating due to ra-
diofrequency EMF exposure above 6 GHz to fetal tempera-
ture rise is likely very small (and smaller than that from
below 6 GHz). This suggests that the fetus will not receive
appreciable heating from localized exposure above 6 GHz.
However, there is currently no study that has assessed this.
ICNIRP thus takes a conservative approach for exposures
above 6 GHz and requires that the pregnant worker is
treated as a member of the general public in order to ensure
that the fetus will not be exposed above the general public
basic restrictions.

Brief exposure specifications for local regions (100 kHz
to 6 GHz)

The 6-min averaging scheme for localized exposure al-
lows greater strength of the local SAR if the exposure dura-
tion is shorter than the averaging time. However, if the
exposure duration is significantly shorter, heat diffusion
mechanisms are inadequate to restrict temperature rise. This

means that the 6-min averaged basic restriction can tempo-
rarily cause higher temperature rise than the operational ad-
verse health effect thresholds if the exposure period is
shorter than 6 min.

A numerical modeling investigation for brief exposure
to radiofrequency EMF from 100 MHz to 6 GHz, using a
multi-layer model and an anatomical headmodel, found that
the SA corresponding to the allowable temperature rise is
greatly variable depending on a range of factors (Kodera
et al. 2018). Based on that study and empirical equations
of the SA corresponding to the operational adverse health
effect threshold for the skin (5°C), the exposure correspond-
ing to this temperature rise is derived from the following
equations for Head and Torso:

SA tð Þ ¼ 7:2 0:05þ 0:95
ffiffiffiffiffiffiffiffiffiffiffi
t=360

p� �
kJ kg−1
	 


; ð25Þ

where t is time in seconds and applicable for t<360, and SA
(t) is spatially averaged over any 10-g cubic tissue, consider-
ing the continuity of the SAR at 6 min. The averaging pro-
cedure of SA is in the same manner as SAR in eqn (13). For
Limbs, the following equation should be satisfied:

SA tð Þ ¼ 14:4 0:025þ 0:975
ffiffiffiffiffiffiffiffiffiffiffi
t=360

p� �
kJ kg−1
	 


: ð26Þ

It is noted that the above logic results in slightly differ-
ent time functions for brief exposure below and above 6
GHz; the resultant time functions below 6 GHz are more
conservative than for above 6 GHz (i.e., eqns 27 and 28).

The numerical modeling study by Kodera et al. (2018)
also shows that the temperature rise in Type-2 tissue (e.g.,
brain) is also kept below 1°C by the SA restriction defined
in eqn (25). They furthermore reported that the SA corre-
sponding to the allowable temperature rise increases as fre-
quency decreases. At 400 MHz or lower, the SA derived
from the local 6-min SAR basic restriction [10 (W kg−1) �
360 (s) = 3.6 (kJ kg −1)] does not cause the temperature rise
corresponding to the operational adverse health effect
threshold for the Head and Torso to be exceeded. Accord-
ingly, this SA limit is only required for exposures above
400 MHz.

It should be noted that eqns (25) and (26) must be met
for all intervals up to 6 min, regardless of the particular
pulse or non-pulsed continuous wave patterns. That is, ex-
posure from any pulse, group of pulses, or subgroup of
pulses in a train, as well as from the summation of exposures
(including non-pulsed EMFs), delivered in t seconds, must
not exceed that specified in eqns (25) to (26), as exposure
to a part of the exposure pattern can be more critical than ex-
posure to a single pulse or the exposure averaged over t. For
example, if two 1-s pulses are separated by 1 s, the levels
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provided by eqns (25) and (26) must be satisfied for each of
the 1-s pulses as well as for the total 3-s interval.

The above discussion on brain temperature rise sug-
gests that the temperature rise in the fetus will also be lower
than that assumed for the steady-state (6-min) exposure.
That is, as the Type-2 tissue temperature rise will be kept be-
low the operational adverse health effect threshold by apply-
ing eqn (25), this will presumably also be the case for
temperature rises for the fetus due to brief exposures. How-
ever, there is no study available that has considered the ef-
fect of brief exposure of pregnant women up to the
occupational limit on the fetus. ICNIRP thus maintains the
same conservative policy for <6-min exposure as for
>6-min exposure (see “Considerations for fetal exposure
of Exposure Specifications for Local Regions (100 kHz
to 6 GHz)” section), and requires the pregnant worker to
be subject to the general public restrictions.

Brief Exposure Specifications for Local Regions
(>6 GHz to 300 GHz)

Similar to the situation for frequencies up to 6 GHz,
temperature rise can be enhanced for intense short pulses
or discontinuous exposures above 6 GHz, relative to a con-
tinuous exposure with the same absorbed power density av-
eraged over a 6-min interval. This becomes significant at
frequencies higher than 30 GHz (Foster et al. 2016). Con-
sidering the robustness and consistency of simple multi-
layer models, the basic restrictions for the brief exposures
are derived based on investigations using simple models
(Foster et al. 2016; Morimoto et al. 2017). Unlike continu-
ous wave exposure, the effect of diffraction, or interference
of waves reflected from protruding parts of the body back to
the skin, may be apparent for brief pulses. Although the ef-
fect of diffraction to the absorbed power density is yet to be
fully determined, the resultant temperature rise is estimated
to be up to 3 times higher if pulsed than that due to the same
absorbed power density spread evenly over a 6-min interval
(Laakso et al. 2017).

Considering these factors, absorbed energy density ba-
sic restrictions (Uab) have been set as a function of the
square root of the time interval, to account for heterogeneity
of temperature rise (Foster et al. 2016). These have been set
to match the operational adverse health effect threshold for
Type 1 tissue, as well as to match the absorbed energy den-
sity derived from the absorbed power density basic restric-
tion for 360 s. As per the brief interval exposure limits for
frequencies up to 6 GHz, the superficial nature of the resul-
tant temperature rise will not result in temperatures that ex-
ceed Type-2 tissue operational adverse health effect
thresholds, and so only the Type-1 tissue threshold of 5°C
needs to be considered here.

Consequently, an extension of the formula from
Kodera et al. (2018) for frequencies up to 6 GHz, specifies

the maximum absorbed energy density level for brief expo-
sures corresponding to the 5°C temperature rise as follows:

Uab tð Þ ¼ 72 0:05þ 0:95
ffiffiffiffiffiffiffiffiffiffiffi
t=360

p� �
kJ m−2	 


averaged over 2 cm� 2 cm;
ð27Þ

where t is the time interval in seconds and is applicable for
t<360s. Above 30 GHz, an additional criterion is given for
1 cm � 1 cm averaging areas, such that absorbed energy
density must not exceed the value specified in eqn (28):

Uab tð Þ ¼ 144 0:025þ 0:975
ffiffiffiffiffiffiffiffiffiffiffi
t=360

p� �
kJ m−2	 


averaged over 1 cm� 1 cm:
ð28Þ

It should be noted that eqns (27) and (28) must both be
met for all intervals up to 6 min, regardless of the particular
pulse or non-pulsed continuous wave patterns. That is, ex-
posure from any pulse, group of pulses, or subgroup of
pulses in a train, as well as from the summation of exposures
(including non-pulsed EMFs), delivered in t seconds, must
not exceed that specified in eqns (27) and (28), as exposure
to a part of the exposure pattern can be more critical than ex-
posure to a single pulse or the exposure averaged over t. For
example, if two 1-s pulses are separated by 1 s, the levels
provided by eqns (27) and (28) must be satisfied for each
of the 1-s pulses, as well as for the total 3-s interval.

As discussed above, in relation to the frequency char-
acteristics of the SAR distribution, the contribution of the
surface heating due to radiofrequency EMF above 6 GHz
to fetal temperature rise is likely smaller than that below
6 GHz. This is the same for cases of brief exposure. How-
ever, as there is no study on the fetus relating to exposure
of a pregnant woman to radiofrequency EMF above
6 GHz, ICNIRP adopts a conservative approach and treats
a pregnant worker as a member of the general public to
ensure that the fetal exposure will not exceed that of the
general public.

DERIVATION OF REFERENCE LEVELS

General Considerations for Reference Levels
As described in the main guidelines document, the ref-

erence levels have been derived as a practical means of
assessing compliancewith the present guidelines. The refer-
ence levels for E-field strength, H-field strength and inci-
dent power density have been derived from dosimetric
studies assuming whole-body exposure to a uniform field
distribution, which is generally the worst-case scenario.
Due to the strongly conservative nature of the reference
levels in most exposure scenarios, reference levels may
often be exceeded without exceeding the corresponding
basic restrictions, but this should always be verified to
determine compliance.
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Different reference level application rules have been set
for exposure in the far-field, radiative near-field and reactive
near-field zones. The intention of ICNIRP’s distinction be-
tween these zones is to provide assurance that the reference
levels are generally more conservative than the basic restric-
tions. In so far as the distinction between the zones is con-
cerned, the principle (but not only) determinant of this is
the degree to which a field approximates plane wave condi-
tions. A difficulty with this approach is that other factors
may also affect the adequacy of estimating reference level
quantities from basic restriction quantities. These include
the EMF frequency, physical dimensions of the EMF source
and its distance from the resultant external EMFs assessed,
as well as the degree towhich the EMFs vary over the space
to be occupied by a person. Taking into account such
sources of uncertainty, the guidelines have more conserva-
tive rules for exposure in the reactive and radiative near-
field than far-field zone. This makes it difficult to specify
whether, for the purpose of compliance, an exposure should
be considered reactive near-field, radiative near-field or far-
field without consideration of a range of factors that cannot
be easily specified in advance. As a rough guide, distances
> 2D2/l (m), between l/(2p) and 2D2/l (m), and < l/(2p)
(m) from an antenna correspond approximately to the far-
field, radiative near-field and reactive near-field, respec-
tively, where D and l refer to the longest dimension of the
antenna and wavelength, respectively, in meters. However,
it is anticipated that input from technical standards bodies
should be utilized to better determine which of the far-
field/near-field zone reference level rules should be ap-
plied so as to provide appropriate concordance between
reference levels and basic restrictions.

E-Field and H-Field Reference Levels up to 30 MHz
In the ICNIRP (1998) guidelines, the reference levels

in this frequency region were derived from the whole-body
average SAR for whole-body exposure to plane waves.
However, Taguchi et al. (2018) demonstrated that whole-
body exposure to the decoupled H-field results in a
whole-body average SAR significantly lower than that cal-
culated for the whole-body exposure to plane-waves with
the same H-field strength. The whole-body exposure to
the decoupled E-field was also calculated and it was found
that the whole-body average SARs are almost the same as
those for the plane wave with the same direction and
strength as the E-field. The reference levels relevant to the
whole-body average SAR basic restrictions below 30 MHz
in these guidelines are therefore based on the numerical cal-
culations of the whole-body average SAR for the whole-
body exposure to the decoupled uniformE-field andH-field,
separately. Taguchi et al. (2018) also concluded that local
SAR basic restrictions, including in the ankle, will also be
satisfied when the whole-body SAR basic restrictions are

satisfied. This means that compliance with the whole-body
average reference levels in this frequency region will result
in exposures that do not exceed the whole-body average
and local SAR basic restrictions.

In the low frequency guidelines (ICNIRP 2010) where
reference levels for frequencies up to 10MHz are set to pro-
tect against nerve cell stimulations, a reduction factor of 3
was applied to account for uncertainty associated with the
numerical modeling of the relation between the external
fields and the induced (internal) electric fields. The reason
for this is that 2-mm cube-averaged values (within a specific
tissue) were evaluated in the low frequency guidelines,
which are significantly affected by computational artifact.

In the present guidelines, however, the uncertainty of
the numerical simulation is not significant because the spa-
tial averaging procedure applied in evaluating the whole-
body average and local SAR significantly decreases the
uncertainty of the computational artifact. Therefore, addi-
tional reduction factors due to computational uncertainty
do not need to be considered in deriving the reference levels
relevant to the local and whole-body average SAR basic
restrictions below 30 MHz in these guidelines.

E-Field, H-Field and Power Density Reference Levels
From >30 MHz to 6 GHz

The ICNIRP (1998) whole-body average SAR for expo-
sure to a field strength equal to the reference level becomes
close to the basic restrictions around the whole-body reso-
nant frequency (30–200 MHz) and post resonant frequency
region (1,500–4,000 MHz).

The resonance frequency appears at a frequency where
half of the wavelength in free space is close to the height
(vertical dimension of a person standing) of the human body
in free space, or where a quarter of the wavelength in free
space is close to the height of a human body standing on
the ground plane (Durney et al. 1986), resulting in higher
whole-body average SARs. Whole-body resonance appears
only for the case of vertically polarized plane wave inci-
dence. If different polarizations are assumed, the resultant
whole-body average SAR is significantly (a few orders of
magnitude) lower than that of the case of the vertical polar-
ization around the whole-body resonant frequency (Durney
et al. 1986). Whole-body resonance has been confirmed by
numerical computations (Dimbylow 1997; Nagaoka et al.
2004; Dimbylow 2005; Conil et al. 2008; Kühn et al.
2009; Hirata et al. 2010).

Above the whole-body resonant frequency, especially
above a few GHz, the differences in thewhole-body average
SARs due to polarization are not significant compared with
those at the whole-body resonant frequency. Hirata et al.
(2009) reported that the whole-body average SAR in child
models from 9 months to 7 years old, exposed to horizon-
tally polarized plane wave incidence, is only slightly higher
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(up to 20%) than the vertically polarized plane wave at fre-
quencies from 2 GHz to 6 GHz. A similar tendency has
been reported in other studies (Vermeeren et al. 2008; Kühn
et al. 2009).

ICNIRP had concluded that, given the same external
field, the child whole-body average SAR can be 40% higher
than those of adults (ICNIRP 2009). After that ICNIRP
statement, Bakker et al. (2010) reported similar (but slightly
higher) enhancements (45%) of the child whole-body av-
erage SAR. The effects of age dependence of dielectric
properties of the tissues and organs have also been inves-
tigated, but no significant effect relevant to whole-body
average SAR has been found (Lee and Choi 2012). It is
noted that the increased whole-body average SARs have
been reported from calculations using very thin child
models, which were scaled from adult, and very young
(infant) models. Those studies assumed that the child or
infant maintains their posture for a substantial time inter-
val so as to match an extreme case condition, in order for
their whole-body SAR to exceed the basic restriction.
Further, a more recent study using child models that have
used the standard dimensions specified by the Interna-
tional Commission on Radiological Protection (ICRP),
rather than scaled versions of adults, showed that the in-
creases of the whole-body average SARs in the standard
child models are not significant (at most 16%; Nagaoka
et al. 2019). Similarly, the relation between whole-body
average SAR and whole-body mass has been investigated
and it has been found that the whole-body average SAR in
low body mass index (BMI) adults can increase in a sim-
ilar manner to the case of the child (Hirata et al. 2010,
2012; Lee and Choi 2012).

As discussed in the “Considerations for fetal exposure”
of the “Whole-body Average Exposure Specifications” sec-
tion, the temperature of the fetus is similar to the body core
temperature of the mother. The whole-body average SAR,
which is used to restrict body core temperature rise, is de-
fined as the power absorption in the whole body divided
by the whole-body mass. Therefore, the whole-body average
SAR of a pregnant woman, whose mass is larger, is gener-
ally the same as, or lower than, that of a non-pregnant
woman in this frequency region. Nagaoka et al. (2007) re-
ported that the whole-body average SAR of a 26-week
pregnant woman model exposed to the vertically polar-
ized plane wave from 10 MHz to 2 GHz was almost the
same as, or lower than, the non-pregnant woman model
for the same exposure condition.

Dimbylow (2007) reported that, using a simplified
pregnant woman model, the whole-body average SAR in
both the fetus and mother is highest for ungrounded condi-
tions, at approximately 70 MHz. A similar tendency was
found for anatomical fetus models of second and third tri-
mester conditions, with the whole-body average SARs in a

fetus of 20, 26, and 29 week gestation periods approxi-
mately 80%, 70%, and 60% of those in the mother, respec-
tively (Nagaoka et al. 2014). Thewhole-body average SARs
of the fetus, while still embryonic, are comparable to or
lower than the whole-body average SARs in the mother,
because the embryo is located deep within the abdomen
of the mother (Kawai et al. 2009). The pregnant woman
is therefore not considered independently from the fetus
in terms of reference levels and is subject to the general
public restrictions.

As described above, there are numerous databases rel-
evant towhole-body average SAR for whole-body exposure
in this frequency region. These include a considerable
number reported since the ICNIRP (1998) guidelines,
which are generally consistent with the database used as
the basis for the ICNIRP (1998) guidelines. ICNIRP uses
a combination of the older and newer databases to derive
the reference levels, taking into account some incongru-
ences discussed below.

Since publishing the ICNIRP (1998) guidelines it
has been shown that the whole-body average SAR basic
restrictions can be exceeded for exposure levels at the
reference level for children or small stature people. As
reviewed above, the whole-body average SAR is exceeded
by no more than 45%, and only for very specific child
models, and more recent modeling using realistic, inter-
national standardized child models shows only a modest
increase of 16% at most (Nagaoka et al. 2019). This devi-
ation is comparable with the uncertainty expected in the
numerical calculations. For example, Dimbylow et al.
(2008) reported that differences in the procedure or algo-
rithm used for the whole-body averaging results in 15%
variation of the whole-body average SARs at 3 GHz,
and that the assignment of the dielectric properties of the
skin conditions (dry or wet) reported also results in 10%
variation in the whole-body average SARs at 1.8 GHz
(Gabriel et al. 1996).

As reviewed in the “Considerations for fetal exposure” of
the “Whole-body Average Exposure Specifications” section,
the heating factor of children is generally lower than that of
adults. It follows that the increased SAR will not result in a
larger temperature rise than is allowed for adults, and so will
not affect health. Given the magnitude of uncertainty and
the lack of health benefit in reducing the reference levels to
account for small stature people, this has not resulted in
ICNIRP altering the reference levels in the frequency range
>30 MHz to 6 GHz.

It is also noted that there are other conditions where the
whole-body average reference levels can result in whole-
body average SARs that exceed the basic restrictions by
up to 35%. This occurs in human models with unusual pos-
tures that would be difficult to maintain for a sufficient du-
ration in order to cause the elevated SAR (Findlay and
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Dimbylow 2005; Findlay et al. 2009). However, the elevated
SAR is small compared with the associated uncertainties
and the conservative nature of the basic restrictions them-
selves, the postures are not likely to be routinely encoun-
tered, and there is no evidence that this will result in any
adverse health effects.

Reference Levels From >6 GHz to 300 GHz for
Whole-Body Exposure

Above 6 GHz, radiofrequency EMFs generally follow
the characteristics of plane wave or far-field exposure con-
ditions; incident power density or equivalent incident power
density is used as the reference level in this frequency
region. The reactive near-field exists very close to a radio-
frequency source in this frequency region. The typical
boundary of the reactive near-field and the radiative near-
field is defined as l/(2p) (e.g., 8 mm at 6 GHz). Because
the incident power density used for the reference levels
above 6 GHz does not appropriately correlate with the ab-
sorbed power density used for the basic restrictions in the re-
active near-field region, reference levels cannot be used to
determine compliance in the reactive near field; basic re-
strictions need to be assessed for such cases.

The radiofrequency power absorbed in the body expo-
nentially decays in the direction from the surface to deeper
regions (see eqn 23). Therefore, the power absorption is pri-
marily confined within the body surface above 6 GHz,
where the total power absorption or the whole-body average
SAR is approximately proportional to the exposed area of
the body surface (Hirata et al. 2007; Gosselin et al. 2009;
Kühn et al. 2009; Uusitupa et al. 2010). For example, an ex-
perimental study using a reverberation chamber found a
strong correlation between the whole-body average SAR
and the surface area of a human body from 1 GHz to
12 GHz (Flintoft et al. 2014).

Because the whole-body average SAR is approxi-
mately proportional to the incident power density and body
surface area (and is not dependent on EMF frequency),
ICNIRP has extended the whole-body reference levels from
below 6 GHz, up to 300 GHz. ICNIRP (1998) set whole-
body reference levels within this range (up to 10 GHz) at
50Wm−2 and 10Wm−2 (for occupational and general pub-
lic exposure, respectively). As there is no evidence that
these levels will result in exposures that exceed the whole-
body basic restrictions above 6 GHz, or that they will cause
harm, these guidelines retain the ICNIRP (1998) reference
levels for whole-body exposure conditions.

The same time and spatial average for the whole-body
average SAR basic restrictions are applied to these corre-
sponding reference levels. Therefore, the incident power
density is to be temporally averaged over 30 min and spa-
tially averaged over the space to be occupied by a human
body (whole-body space).

Reference Levels From >6 GHz to 300 GHz for Local
Exposure

The incident power density (Sinc) reference levels
above 6 GHz for local exposure can be derived from the ba-
sic restrictions (i.e., from absorbed power density, Sab):

Sinc ¼ SabT
−1 W m−2	 


; ð29Þ

where T is Transmittance, defined as follows:

Transmittance ¼ 1− Gj j2: ð30Þ

The reflection coefficient G is derived from the di-
electric properties of the tissues, shape of the body sur-
face, incident angle and polarization. For transverse electric
(TE)-wave incidence, the angle corresponding to the maxi-
mum transmittance is the angle normal to the body surface,
whereas for transverse magnetic (TM)-wave incidence this
occurs at the Brewster angle (the angle of incidence at
which there is no reflection of the TM wave). Furthermore,
for cases of oblique incidence of the radiofrequency EMF
wave, Li et al. (2019) have shown that the incident power
and energy densities of TE waves, averaged over the body
or boundary surface, overestimate the absorbed power and
energy densities, while the absorbed power and energy den-
sities of TM-waves around the Brewster angle approach the
incident power and energy densities. They also found that
normal incidence is always the worst case scenario regard-
ing temperature rise (Li et al. 2019).

In the present guidelines, the basic restrictions and ref-
erence levels are derived from investigations assuming nor-
mal incidence to the multi-layered human model. As this
represents worst-case modeling for most cases, the results
obtained and used in these guidelines will generally be
conservative.

The variation and uncertainty of the transmittance for
the normal-angle incident condition have been investigated
(Sasaki et al. 2017). The transmittance asymptotically in-
creases from 0.4 to 0.8 as the frequency increases from
10 GHz to 300 GHz. Similar tendencies have also been re-
ported elsewhere (Kanezaki et al. 2009; Foster et al. 2016;
Hashimoto et al. 2017).

Considering the frequency characteristics of the
transmittance, the reference levels for local exposure have
been derived as exponential functions of the frequency
linking 200 W m−2 at 6 GHz to 100 W m−2 at 300 GHz
(for occupational exposure). The same method is applied
for the derivation of reference levels for the general pub-
lic. For the same reasons given in the “Reference Levels
from >6 GHz to 300 GHz for Whole-body Exposure” sec-
tion, reference levels cannot be used to determine compli-
ance in the reactive near field; basic restrictions need to be
assessed for such cases.
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The temporal and spatial characteristics are almost the
same for incident power density and absorbed power den-
sity at the body surface for the scale considered in the
basic restrictions, i.e., 6 min, and either 4 cm2 or 1 cm2

(an additional criteria above 30 GHz). Therefore, the
same averaging conditions are applied to the incident
power density reference levels, as for the absorbed power
density basic restrictions.

Limb Current Reference Levels
Limb current is defined as the current flowing through

the limbs, such as through an ankle or wrist. High local
SAR can appear in these parts of the body because of their
anatomical composition. The volume ratio of the high con-
ductivity tissues to the low conductivity tissues is small in
the ankle and wrist, resulting in the current concentrating
into high conductivity tissues such as muscle, and thus
greater SAR. This phenomenon is particularly pronounced
for cases of a human body standing on the ground plane
in a whole-body resonant condition.

The local SAR in limbs (ankle and wrist) is strongly
correlated with the current flowing through the limbs. Al-
though the local SAR is generally difficult to measure di-
rectly, the limb SAR can be derived from the limb current
(I), which can be relatively easily measured, as follows:

SAR ¼ sE2

r
¼ J2

sr
¼ I2

srA2
; ð31Þ

where J and A are the current density and effective section
area, respectively.

The limb current reference levels are therefore set in or-
der to evaluate the local SAR in the ankle and wrist, espe-
cially around the ankle in a grounded human body for the
whole-body resonant condition. As the frequency increases
above the whole-body resonant frequency for the grounded
condition, the efficiency of the localization within the limbs
gradually decreases. Thus, at higher frequencies, the maxi-
mum local SAR does not generally appear around limbs,
and is thus not relevant.

Dimbylow (2002) showed that a limb current of 1 A at
10 MHz to 80 MHz causes 530 W kg−1 to 970 W kg−1 of
local SAR averaged over 10 g in the ankles of an adult male
model standing on a grounded plane. It is noted that the
shape of the averaging region of the 10-g tissue was not cu-
bic, but contiguous, which results in higher SAR values
than those of a cube. Based on that study, ICNIRP sets the
limb current reference levels at 100 mA and 45 mA for oc-
cupational and general public exposures, respectively, to
conservatively ensure compliance with the local SAR basic
restrictions in the limbs (e.g., the maximum local SAR in
the limbs for a 100 mA current would only be 10 W
kg−1). Taguchi et al. (2018) confirmed this relation between

SAR and ankle current from 10 MHz to 100 MHz in differ-
ent anatomical models.

Similarly, Dimbylow (2001) computed the 10-g local
SAR (with contiguous tissue) for a 100-mA wrist current,
which resulted in 27 W kg−1 at 100 kHz, decreasing to
13 W kg−1 at 10 MHz. Considering the reduction of SAR
for the cubic compared to contiguous shape, the 100-mA
limb current at the wrist will also conservatively ensure com-
pliance with the local SAR basic restrictions in the wrist.
Based on this, ICNIRP has revised the lower frequency range
to 100 kHz, from 10 MHz in ICNIRP (1998).

As shown in eqn (31), the local SAR is proportional to
the squared value of the limb current. In eqn (31), however,
the effective area is a constant to relate the limb current
to the 10-g averaged local SAR and depends on not only the
actual section area but also tissue distribution/ratio and con-
ductivity. Because the conductivity asymptotically increases
as the frequency increases from 100 kHz to 110MHz, the re-
lationship between local SAR and limb current is not con-
stant across this frequency range. For example, Dimbylow
(2002) demonstrated that the local SAR due to a constant
limb current halved as frequency increased from 10 MHz
to 80 MHz. This suggests that the upper frequency limit for
limb current reference levels could potentially be lowered,
relative to the upper limit of the 10 MHz to 110 MHz range
of ICNIRP (1998). However, due to the lack of research ad-
dressing this issue, ICNIRP has kept the same upper fre-
quency range as in ICNIRP (1998).

Because the limb current reference levels are relevant
to the local SAR basic restrictions, the same temporal aver-
aging is applied (i.e., 6 min). Further, as the squared value of
the limb current is proportional to the local SAR, the
squared value of the limb current must be used for time aver-
aging (as described in the “Quantities and Units” section).
Note that temperature rise for exposures of less than 6 min
is only of concern for frequencies above 400 MHz, which
is higher than the upper frequency limit for limb currents.
Limb current reference levels are therefore not required for
exposures of less than 6 min.

Reference Levels for Brief Exposure (<6 min)
The reference levels for brief exposure are derived to

match the brief exposure basic restrictions, which have been
set in terms of SA and absorbed energy density, up to and
above 6 GHz, respectively.

The reference levels have been derived from numerical
computations with the multi-layered human model exposed
to a planewave, or to typical sources used close to the body,
such as a dipole antenna.

The reference levels vary as a function of time interval
to match the absorbed energy density basic restrictions
(above 6 GHz), with a similar function used below 6 GHz
to match the SA basic restrictions. It is noted that the time
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function of the absorbed energy density basic restrictions
and corresponding incident energy density reference levels
are more conservative than those for the SA basic restric-
tions and corresponding incident energy density reference
levels. This means that the reference levels are more conser-
vative above than below 6 GHz.

Because the reference levels are based on the multi-
layered model, the uncertainty included in the dosimetry
is not significant. Conversely, this simple modeling is likely
overly conservative for a realistic human body shape and
structure. This overestimation decreases as the frequency
increases because the penetration depth is short relative to
the body-part dimensions. Morphological variations are also
not significant.
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APPENDIX B: HEALTH RISK ASSESSMENT
LITERATURE

Introduction
The World Health Organization (WHO) has under-

taken an in-depth review of the literature on radiofrequency
electromagnetic fields (EMFs) and health, which was re-
leased as a Public Consultation Environmental Health
Criteria Document in 2014. This independent review is
the most comprehensive and thorough appraisal of the adverse
effects of radiofrequency EMFs on health. Further, the Scien-
tific Committee on Emerging and Newly Identified Health
Risks (SCENIHR), a European Commission initiative, also
produced a report on potential health effects of exposure to
electromagnetic fields (SCENIHR 2015), and the Swedish
Radiation Safety Authority (SSM) have produced several in-
ternational reports regarding this issue (SSM 2015, 2016,
2018). Accordingly, the present guidelines have used these lit-
erature reviews as the basis for the health risk assessment asso-
ciated with exposure to radiofrequency EMFs rather than
providing another review of the individual studies. However,
for completeness, ICNIRP considered more recent research
published after the reviews from WHO, SCENIHR and
SSM in the development of the current guidelines (cut-off
date September 1st, 2019). The discussion of ICNIRP’s ap-
praisal of the radiofrequency health literature below pro-
vides a brief overview of the literature, a limited number
of examples to help explain the overview, and the conclu-
sions reached by ICNIRP.

The summary of the research on biological and health
effects of radiofrequency EMFs presented below considers
effects on body systems, processes or specific diseases. This
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research feeds into the determination of thresholds for ad-
verse human health effects. Research domains considered
are experimental tests on cells, animals and humans, and
human observational studies assessing relationships be-
tween radiofrequency EMFs and a range of potentially
health-related outcomes. The experimental studies have
the advantages of being able to control a large number of
potential confounders and to manipulate radiofrequency
EMF exposure. However, they are also limited in terms of
making comparisons to realistic exposure environments,
employing exposure durations sufficient to assess many dis-
ease processes, and, in the case of in vitro and animal re-
search, relating the results to humans can also be difficult.
Epidemiological research more closely relates to actual
health within the community, but it is mostly observational
and, thus, depending on the type of studies, various types of
error and bias are of concern. These include confounding,
selection bias, information bias, reverse causality, and expo-
sure misclassification; in general, prospective cohort studies
are least affected by bias but large sample sizes are needed for
rare diseases. Therefore, it is important to consider research
across a range of study types in order to arrive at useful con-
clusions concerning the relation between radiofrequency
EMF exposure and adverse health effects.

It is important to note that ICNIRP bases its guidelines
on substantiated8 adverse health effects. This makes the dif-
ference between a biological and an adverse health effect an
important distinction, where only adverse health effects re-
quire restrictions for the protection of humans. Research
on the health effects of radiofrequency EMFs has tended
to concentrate on a few areas of particular interest and con-
cern, with some other areas receiving little or no attention.
There is not sufficient research addressing potential rela-
tions between radiofrequency EMFs and the skeletal, mus-
cular, respiratory, digestive, and excretory systems, and so
these are not considered further. This review considers the
potential for different types of radiofrequency EMF expo-
sure to adversely affect health, including sinusoidal (e.g.,
continuous wave) and non-sinusoidal (e.g., pulsed) EMFs,
and both acute and chronic exposures.

BRAIN PHYSIOLOGYAND FUNCTION

Brain Electrical Activity and Cognitive Performance
Human research addressing higher cognitive function

has primarily been conducted within the ICNIRP (1998) basic
restriction values. This has mainly been assessed via perfor-
mance measures and derivations of the electroencephalogram
(EEG) and cerebral blood flow (CBF) measures (sensitive
measures of brain electrical activity and blood flow/metabolism,
respectively). Most double-blind human experimental
studies on cognitive performance, CBFor event-related poten-
tial (a derivative of the EEG) measures of cognitive function,
did not report an association with radiofrequency EMF

exposure. A number of sporadic findings have been reported,
but these do not show a consistent or meaningful pattern. This
may be a result of the large number of statistical comparisons
and occasional chance findings. There are therefore no sub-
stantiated reports of radiofrequency EMFs adversely affecting
performance, CBF, or event-related potential measures of cog-
nitive function. Studies analyzing frequency components of
the EEG have reliably shown that the 8–13 Hz alpha band in
waking EEG and the 10–14 Hz “sleep spindle” frequency
range in sleep EEG, are affected by radiofrequency EMF ex-
posure with specific energy absorption rates (SAR) <2 W
kg−1, but there is no evidence that these relate to adverse health
effects (e.g., Loughran et al. 2012).

Both rodents and non-human primates have shown a
decrease in food-reinforced memory performance with ex-
posures to radiofrequency EMFs at a whole-body average
SAR >5 W kg−1 for rats, and a whole-body average SAR
>4Wkg−1 for non-human primates, exposures which corre-
spond to increases in body core temperatures of approxi-
mately 1°C. However, there is no indication that these
changes were due to reduced cognitive ability, rather than
the normal temperature-induced reduction of motivation
(hunger). Such changes in motivation are considered nor-
mal and reversible thermoregulatory responses, and do not
in themselves represent adverse health effects. Similarly, al-
though not considered an adverse health effect, behavioral
changes to reduce body temperature have also been ob-
served in non-human primates at whole-body average SARs
of 1 W kg−1, with the threshold the same for acute, repeated
exposures and for long-term exposures.

There is limited epidemiological research on higher cog-
nitive function. There have been reports of subtle changes to
performance measures with radiofrequency EMFs, but find-
ings have been contradictory, as there is no evidence that the
reported changes are related to radiofrequency EMF exposure
and alternative explanations for observed effects are plausible.

In summary, there is no substantiated experimental or
epidemiological evidence that exposure to radiofrequency
EMFs affects higher cognitive functions relevant to health.

Symptoms and Wellbeing
There is research addressing the potential for radiofre-

quency EMFs to influence mood, behavior characteristics,
and symptoms.

A number of human experimental studies testing for
acute changes to wellbeing or symptoms are available, and
these have failed to identify any substantiated effects of expo-
sure. A small portion of the population attributes non-specific
symptoms to various types of radiofrequency EMF exposure;
this is referred to as Idiopathic Environmental Intolerance at-
tributed to EMF (IEI-EMF). Double-blind experimental

8

Further details concerning the term substantiated can be found in the main
guidelines document.
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studies have consistently failed to identify a relation between
radiofrequency EMF exposure and such symptoms in the
IEI-EMF population, as well as in healthy population samples.
These experimental studies provide evidence that “belief about
exposure” (e.g., the so-called “nocebo” effect), and not expo-
sure itself, is the relevant symptom determinant (e.g., Eltiti
et al. 2018; Verrender et al. 2018).

Epidemiological research has addressed potential long-
term effects of radiofrequency EMF exposure from fixed-
site transmitters and devices used close to the body on both
symptoms and well-being, but with a few exceptions these
are cross-sectional studies with self-reported information
about symptoms and exposure. Selection bias, reporting
bias, poor exposure assessment, and nocebo effects are of
concern in these studies. In studies on transmitters, no con-
sistent associations between exposure and symptoms or
well-being have been observed when objective measure-
ments of exposure were made or when exposure informa-
tion was collected prospectively. In studies on mobile
phone use, associations with symptoms and problematic
behavior have been observed. However, these studies
can generally not differentiate between potential effects
from radiofrequency EMF exposure and other conse-
quences of mobile phone use, such as sleep deprivation
when using the mobile phone at night. Overall, the epide-
miological research does not provide evidence of a causal
effect of radiofrequency EMF exposure on symptoms or
well-being.

However, there is evidence that radiofrequency EMFs,
at sufficiently high levels, can cause pain. Walters et al.
(2000) reported a pain threshold of 12.5 kW m−2 for 94
GHz, 3-s exposure to the back, which raised temperature
from 34°C to 43.9°C (at a rate of 3.3°C per second). This
absolute temperature threshold is consistent with Torbjork
et al. (1984), who observed a median threshold for pain at
43°C, which was in compliance with simultaneously mea-
sured response thresholds of nociceptors (41°C and 43°C).

Another instance of pain induced by radiofrequency
EMFs is due to indirect exposure via contact currents, where
radiofrequency EMFs in the environment are redirected via a
conducting object to a person, and the resultant current flow,
dependent on frequency, can stimulate nerves, cause pain,
and/or damage tissue. Induced current thresholds resulting
from contact currents are very difficult to determine, with
the best estimates of thresholds for health effects being
for pain, which is approximately 10 and 20 mA for chil-
dren and adults, respectively (extrapolated from Chatterjee
et al. 1986).

In summary, no reports of adverse effects of radiofre-
quency EMF exposures on symptoms and wellbeing have
been substantiated, except for pain, which is related to ele-
vated temperature at high exposure levels (from both direct
and indirect radiofrequency EMF exposure). Thresholds for

direct effects on pain are in the vicinity of 12.5 kW m−2 for
94 GHz exposures to the back, which is consistent with
thermal physiology knowledge. Thresholds for indirect ef-
fects (contact currents) are within the vicinity of 10 and 20
mA, for EMFs between 100 kHz and 110MHz, for children
and adults respectively.

Other Brain Physiology and Related Functions
A number of studies of potential adverse effects of ra-

diofrequency EMFs on physiological functions that could
adversely affect health have been conducted, primarily
using in vitro techniques. These have included multiple cell
lines and assessed functions such as intra- and intercellular
signaling, membrane ion channel currents and input resis-
tance, Ca2+ dynamics, signal transduction pathways, cytokine
expression, biomarkers of neurodegeneration, heat shock pro-
teins, and oxidative stress-related processes. There have been
some reports ofmorphological changes to cells, but these have
not been verified, and their relevance to health has also not
been demonstrated. There have also been reports of radio-
frequency EMFs inducing leakage of albumin across the
blood-brain barrier in rats (e.g., Nittby et al., 2009), but
due to methodological limitations of the studies and failed
attempts to independently verify the results, there remains
no evidence of an effect. Some studies also tested for effects
of co-exposure of radiofrequency EMFswith known toxins,
but there is currently no demonstration that this affects the
above conclusions.

Intense pulsed low frequency electric fields (with radio-
frequency components) can cause cell membranes to become
permeable, allowing exchange of intra- and extra-cellular
materials (Joshi and Schoenbach 2010); this is referred to
as electroporation. Exposure to an unmodulated 18 GHz
field has also been reported to cause a similar effect (Nguyen
et al. 2017). Both exposures require very high field strengths
[e.g., 10 kVm−1 (peak) in tissue in the case of low frequency
electric fields, and 5 kW kg−1 at 18 GHz]. These levels have
not been shown to adversely affect health in realistic expo-
sure scenarios in humans and, given their very high thresh-
olds, are protected against by restrictions based on effects
with lower thresholds. Accordingly, electroporation is not
discussed further.

In summary, there is no evidence of effects of radiofre-
quency EMFs on physiological processes that impair hu-
man health.

AUDITORY, VESTIBULAR, AND OCULAR
FUNCTION

A number of animal and some human studies have
tested for potential effects of radiofrequency EMFs on
function and pathology of the auditory, vestibular, and oc-
ular systems.

Sub-millisecond pulses of radiofrequency EMF can
result in audible sound. Specifically, within the 200–3000
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MHz EMF range, microwave hearing can result from brief
(approximately 35–100 ms) radiofrequency pulses to the
head, which cause thermoelastic expansion that is detected
by sensory cells in the cochlea via the same processes in-
volved in normal hearing. This phenomenon is perceived
as a brief low-level noise, often described as a “click” or
“buzzing.” For example, Röschmann (1991) applied 10-
and 20-ms pulses at 2.45 GHz that caused a specific energy
absorption (SA) of 4.5 mJ kg−1 per pulse, and whichwas es-
timated to result in a temperature rise of approximately
0.00001°C per pulse. These pulses were barely audible,
suggesting that this corresponded to a sound at the hearing
threshold. Although higher intensity SA pulses may result
in more pronounced effects, there is no evidence that micro-
wave hearing in any realistic exposure scenarios can affect
health, and so the present Guidelines do not provide a re-
striction to specifically account for microwave hearing.

Experimental and observational studies have also
been conducted to test for adverse effects of EMF exposure
frommobile phones. A few studies have investigated effects
on auditory function and cellular structure in animal
models. However, these results are inconsistent.

Beyond the behavioral and electrophysiological indi-
ces of sensory processing described above, a number of
studies have tested for acute effects of radiofrequency
EMF exposure on auditory, vestibular and ocular function-
ing in humans. These have largely been conducted using
mobile phone-like signals at exposure levels below the
ICNIRP (1998) basic restriction levels. Although there are
some reports of effects, the results are highly variable with
the larger and more methodologically rigorous studies fail-
ing to find such effects.

There is very little epidemiological research address-
ing sensory effects of devices that emit radiofrequency
EMFs. The available research has focused on mobile phone
use and does not provide evidence that this is associated
with increased risk of tinnitus, hearing impairment, or ves-
tibular or ocular function.

Animal studies have also reported that the heating that
results from radiofrequency EMF exposure may lead to the
formation of cataracts in rabbits. In order for this to occur,
very high local SAR levels (100–140 W kg−1) at low fre-
quencies (< 6 GHz) are needed with temperature increases
of several °C maintained for several hours. However, the
rabbit model is more susceptible to cataract formation than
in primates (with primates more relevant to human health),
and cataracts have not been found in primates exposed to ra-
diofrequency fields. No substantiated effects on other deep
structures of the eye have been found (e.g., retina or iris).
However, rabbits can be a good model for damage to super-
ficial structures of the eye (e.g., the cornea) at higher fre-
quencies (30–300 GHz). The baseline temperature of the
cornea is relatively low compared with the posterior portion

of the eye, and so very high exposure levels are required to
cause harm superficially. For example, Kojima et al. (2018)
reported that adverse health effects to the cornea can occur
at incident power densities higher than 1.4 kW m−2 across
frequencies from 40 to 95 GHz; no effects were found be-
low 500 W m−2. The authors concluded that the blink rates
in humans (ranging from once every 3 to 10 s, as opposed to
once every 5 to 20 min in rabbits) would preclude such ef-
fects in humans.

In summary, no reported effects on auditory, vestibu-
lar, or ocular function or pathology relevant to human health
have been substantiated. Some evidence of superficial eye
damage has been shown in rabbits at exposures of at least
1.4 kW m−2, although the relevance of this to humans has
not been demonstrated.

NEUROENDOCRINE SYSTEM
A small number of human studies have tested whether

indices of endocrine system function are affected by ra-
diofrequency EMF exposure. Several hormones, includ-
ing melatonin, growth hormone, luteinizing hormone,
cortisol, epinephrine, and norepinephrine have been assessed,
but no consistent evidence of effects of exposure has been
observed.

In animal studies, substantiated changes have only
been reported from acute exposures with whole-body SARs
in the order of 4 W kg−1, which result in core temperature
rises of 1°C or more. However, there is no evidence that this
corresponds to an impact on health. Although there have
been a few studies reporting field-dependent changes in
some neuroendocrine measures, these have also not been
substantiated. The literature, as awhole, reports that repeated,
daily exposure to mobile phone signals does not impact on
plasma levels of melatonin or on melatonin metabolism,
oestrogen or testosterone, or on corticosterone or adrenocor-
ticotropin in rodents under a variety of conditions.

Epidemiological studies on potential effects of exposure
to radiofrequency EMFs on melatonin levels have reported
conflicting results and suffer methodological limitations. For
other hormonal endpoints, no epidemiological studies of suffi-
cient scientific quality have been identified.

In summary, the lowest level at which an effect of radio-
frequency EMFs on the neuroendocrine system has been ob-
served is 4 W kg−1 (in rodents and primates), but there is no
evidence that this translates to humans or is relevant to human
health. No other reported effects have been substantiated.

NEURODEGENERATIVE DISEASES
No human experimental studies exist for adverse ef-

fects on neurodegenerative diseases.
Although it has been reported that exposure to pulsed

radiofrequency EMFs increased neuronal death in rats,
which could potentially contribute to an increased risk of
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neurodegenerative disease, other studies have failed to con-
firm these results. Some other effects have been reported
(e.g., changes to neurotransmitter release in the cortex of
the brain, protein expression in the hippocampus, and au-
tophagy in the absence of apoptosis in neurons), but such
changes have not been shown to lead to neurodegenerative
disease. Other studies investigating effects on neurodegen-
eration are not informative due to methodological or other
shortcomings.

A Danish epidemiological cohort study has investigated
potential effects of mobile phone use on neurodegenerative
disorders and reported reduced risk estimates for Alzheimer
disease, vascular and other dementia, and Parkinson disease
(Schüz et al. 2009). These findings are likely to be the result
of reverse causation, as prodromal symptoms of the disease
may prevent persons with early symptoms to start using a
mobile phone. Results from studies on multiple sclerosis
are inconsistent, with no effect observed among men, and
a borderline increased risk in women, but with no consistent
exposure-response pattern.

In summary, no adverse effects on neurodegenerative
diseases have been substantiated.

CARDIOVASCULAR SYSTEM, AUTONOMIC
NERVOUS SYSTEM, AND THERMOREGULATION

As described above, radiofrequency EMFs can induce
heating in the body. Although humans have a very efficient
thermoregulatory system, too much heating puts the car-
diovascular system under stress and may lead to adverse
health effects.

Numerous human studies have investigated indices of
cardiovascular, autonomic nervous system, and thermoreg-
ulatory function, including measures of heart rate and heart
rate variability, blood pressure, body, skin and finger tem-
peratures, and skin conductance. Most studies indicate that
there are no effects on endpoints regulated by the autonomic
nervous system. The relatively few reported effects of expo-
sure were small and would not have an impact on health.
The reported changes were also inconsistent and may be
due to methodological limitations or chance. With expo-
sures at higher intensities, up to awhole-body SAR of about
1 W kg−1 (Adair et al. 2001), sweating and cardiovascular
responses have been reported that are similar to that observed
under increased heat load from other sources. The body core
temperature increase was generally less than 0.2°C.

The situation is different for animal research, in that
far higher exposure levels have been used, often to the point
where thermoregulation is overwhelmed, and temperature
increases to the point where death occurs. For example, Frei
et al. (1995) exposed rats to 35 GHz fields at 13 W kg−1

whole-body exposure, which raised body core temperature by
8°C (to 45°C), resulting in death. Similarly, Jauchem and Frei
(1997) exposed rats to 350 MHz fields at 13.2 W kg−1

whole-body exposure and reported that thermal breakdown
(i.e., where the thermoregulatory system can no longer cope
with the increased body core temperature) occurred at ap-
proximately 42°C. It is difficult to relate these animal findings
directly to humans, as humans are more-efficient thermoregu-
lators than rodents. Taberski et al. (2014) reported that in
Djungarian hamsters no body core temperature elevation
was seen after whole-body exposure to 900 MHz fields at
4 W kg−1 with the only detectable effect a reduction of food
intake (which is consistent with reduced eating in humans
when body core temperature is elevated).

Few epidemiological studies on cardiovascular, auto-
nomic nervous system, or thermoregulation outcomes are
available. Those that are have not demonstrated a link be-
tween radiofrequency EMF exposure and measures of car-
diovascular health.

In summary, no effects on the cardiovascular system,
autonomic nervous system, or thermoregulation that com-
promise human health have been substantiated for exposures
with whole-body average SARs below approximately 4 W
kg−1, with harm only found in animals exposed to whole-
body average SARs substantially higher than 4 W kg−1.

IMMUNE SYSTEM AND HAEMATOLOGY
There have been inconsistent reports of transient

changes in immune function and haematology following
radiofrequency EMF exposures. These have primarily
been from in vitro studies, although some animal studies
have also been conducted. These reports have not been
substantiated.

The few human studies that have been conducted have
not provided any evidence that radiofrequency EMFs affect
health in humans via the immune system or haematology.

FERTILITY, REPRODUCTION, AND
CHILDHOOD DEVELOPMENT

There is very little human experimental research ad-
dressing possible effects of radiofrequency EMF exposure
on reproduction and development. What is available has fo-
cused on hormones that are relevant to reproduction and de-
velopment, and as described in the Neuroendocrine System
section above, there is no evidence that they are affected by
radiofrequency EMF exposure. Other research has ad-
dressed this issue by looking at different stages of develop-
ment (for endpoints such as cognition and brain electrical
activity), in order to determine whether there may be greater
sensitivity to radiofrequency fields as a function of age.
There is currently no evidence that developmental phase is
relevant to this issue.

Numerous animal studies have shown that exposure
to radiofrequency EMFs associated with a significant tem-
perature increase can cause effects on reproduction and de-
velopment. These include increased embryo and fetal
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losses, increased fetal malformations and anomalies, and
reduced fetal weight at term. Such exposures can also cause
a reduction inmale fertility.However, extensive,well-performed
studies have failed to identify developmental effects at
whole-body average SAR levels up to 4 W kg−1. In particu-
lar, a large four-generation study in mice on fertility and de-
velopment using whole-body SAR levels up to 2.34 W kg−1

found no evidence of adverse effects (Sommer et al. 2009).
Some studies have reported effects on male fertility at expo-
sure levels below this value, but these studies have had
methodological limitations and reported effects have not
been substantiated.

Epidemiological studies have investigated various as-
pects ofmale and female infertility and pregnancy outcomes
in relation to radiofrequency EMFexposure. Some epidemi-
ological studies reported associations between radiofre-
quency EMFs and sperm quality or male infertility, but,
taken together, the available studies do not provide evidence
for an association with radiofrequency EMF exposure as
they all suffer from limitations in study design or exposure
assessment. A few epidemiological studies are available
on maternal mobile phone use during pregnancy and po-
tential effects on child neurodevelopment. There is no sub-
stantiated evidence that radiofrequency EMF exposure
from maternal mobile phone use affects child cognitive
or psychomotor development, or causes developmental
milestone delays.

In summary, no adverse effects of radiofrequency
EMF exposure on fertility, reproduction, or development
relevant to human health have been substantiated.

CANCER
There is a large body of literature concerning cellular

and molecular processes that are of particular relevance to
cancer. This includes studies of cell proliferation, differen-
tiation and apoptosis-related processes, proto-oncogene
expression, genotoxicity, increased oxidative stress, and
DNA strand breaks. Although there are reports of effects
of radiofrequency EMFs on a number of these endpoints,
there is no substantiated evidence of health-relevant effects
(Vijayalaxmi and Prihoda 2019).

A few animal studies on the effect of radiofrequency
EMF exposure on carcinogenesis have reported positive ef-
fects, but, in general, these studies either have shortcomings
in methodology or dosimetry, or the results have not been
verified in independent studies. Indeed, the great majority
of studies have reported a lack of carcinogenic effects in a
variety of animal models. A replication of a study in which
exposure to radiofrequency EMFs increased the incidence
of liver and lung tumors in an animal model with prenatal
exposure to the carcinogen ENU (ethylnitrosourea) indi-
cates a possible promoting effect (Lerchl et al. 2015;
Tillmann et al. 2010). The lack of a dose-response

relationship, as well as the use of an untested mouse model
for liver and lung tumors whose relevance to humans is un-
certain (Nesslany et al. 2015), makes interpretation of these
results and their applicability to human health difficult, and,
therefore, there is a need for further research to better under-
stand these results.

Two recent animal studies investigating the carcino-
genic potential of long-term exposure to radiofrequency
EMFs associated with mobile phones and mobile phone
base stations have also been released: one by the U.S. Na-
tional Toxicology Program (NTP 2018a and b) and the other
from the Ramazzini Institute (Falcioni et al. 2018). Al-
though both studies used large numbers of animals, best
laboratory practice, and exposed animals for the whole of
their lives, they also have inconsistencies and important lim-
itations that affect the usefulness of their results for setting
exposure guidelines. Of particular importance is that the sta-
tistical methods employed were not sufficient to differenti-
ate between radiofrequency-related and chance differences
between treatment conditions; interpretation of the data is
difficult due to the high body core temperature changes that
resulted from the very high exposure levels used; and no
consistency was seen across these two studies. Thus, when
considered either in isolation (e.g., ICNIRP 2019) or within
the context of other animal and human carcinogenicity re-
search (HCN 2014, 2016), their findings do not provide ev-
idence that radiofrequency EMFs are carcinogenic.

A large number of epidemiological studies of mobile
phone use and cancer risk have also been performed. Most
have focused on brain tumors, acoustic neuroma and parotid
gland tumors, as these occur in close proximity to the typi-
cal exposure source from mobile phones (Röösli et al.
2019). However, some studies have also been conducted
on other types of tumors, such as leukaemia, lymphoma,
uveal melanoma, pituitary gland tumors, testicular cancer,
and malignant melanoma. With a few exceptions, the stud-
ies have used a case-control design and have relied on retro-
spectively collected self-reported information about mobile
phone use history. Only two cohort studies with prospective
exposure information are available. Several studies have had
follow-ups that were too short to allow assessment of a po-
tential effect of long-term exposure, and results from case-
control studies with longer follow-up are not consistent.

The large Interphone study, coordinated by the Inter-
national Association for Research on Cancer, did not pro-
vide evidence of a raised risk of brain tumors, acoustic
neuroma, or parotid gland tumors among regular mobile
phone users, and the risk estimates did not increase with
longer time since first mobile phone use (Interphone
2010, 2011). It should be noted that although somewhat el-
evated odds ratios were observed at the highest level of cu-
mulative call time for acoustic neuroma and glioma, there
were no trends observed for any of the lower cumulative call
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time groups, with among the lowest risk estimates in the
penultimate exposure category. This, combined with the in-
herent recall bias of such studies, does not provide evidence
of an increased risk. Similar results were observed in a
Swedish case-control study of acoustic neuroma (Pettersson
et al. 2014). Contrary to this, a set of case-control studies
from the Hardell group in Sweden report significantly in-
creased risks of both acoustic neuroma and malignant brain
tumors already after less than five years since the start of
mobile phone use, and at quite low levels of cumulative call
time. However, they are not consistent with trends in brain
cancer incidence rates from a large number of countries or
regions, which have not found any increase in the incidence
since mobile phones were introduced.

Furthermore, no cohort studies (which unlike case-
control studies are not affected by recall or selection bias)
report a higher risk of glioma, meningioma, or acoustic neu-
roma among mobile phone subscribers or when estimating
mobile phone use through prospectively collected question-
naires. Studies of other types of tumors have also not pro-
vided evidence of an increased tumor risk in relation to
mobile phone use. Only one study is available on mobile
phone use in children and brain tumor risk (Aydin et al.
2011). No increased risk of brain tumors was observed.

Studies of exposure to environmental radiofrequency
EMFs, for example from radio and television transmitters,
have not provided evidence of an increased cancer risk either
in children or in adults. Studies of cancer in relation to occupa-
tional radiofrequency EMF exposure have suffered substantial
methodological limitations and do not provide sufficient
information for the assessment of carcinogenicity of radio-
frequency EMFs. Taken together, the epidemiological
studies do not provide evidence of a carcinogenic effect
of radiofrequency EMF exposure at levels encountered in
the general population.

In summary, no effects of radiofrequency EMFs on the
induction or development of cancer have been substantiated.

SUMMARY
The only substantiated adverse health effects caused

by exposure to radiofrequency EMFs are nerve stimulation,
changes in the permeability of cell membranes, and effects
due to temperature elevation. There is no evidence of ad-
verse health effects at exposure levels below the restriction
levels in the ICNIRP (1998) guidelines and no evidence of
an interaction mechanism that would predict that adverse
health effects could occur due to radiofrequency EMFexpo-
sure below those restriction levels.
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