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Background

Many studies have investigated magnetic field exposure and the risks of motor neuron disease
(MND). Meta-analyses have found positive associations but a causal relationship has not been
established.

Mortality of 37 986 employees of the former Central Electricity Generating Board of England and
Wales was investigated for the period 1987-2018. Employees were first employed in the period
1942-82 and were still in employment on the 1 November, 1987. Detailed calculations enabled
estimates to be made of magnetic field exposures. Observed deaths were compared with expected
numbers based on mortality rates for the general population of England and Wales and Poisson re-
gression was used to calculate rate ratios (relative risks) for categories of lifetime, lagged (distant)

Mortality from MND in the total cohort was similar to national rates (observed 69, expected 71.3,
SMR 97, 95% CI 76-122). There were no statistically significant trends of risks increasing with
lifetime, recent or distant magnetic field exposure, although positive associations were observed for

The study did not find that the cohort had elevated risks of MND as a consequence of occupational
lifetime exposure to magnetic fields, although a possible role for recent exposures could usefully be

Aims
Methods
and lugged (recent) magnetic field exposure.
Results
some categories of recent exposure.
Conclusions
investigated in other datasets.
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Introduction

Many studies have investigated exposure to extremely
low-frequency electric and magnetic fields (ELF-EMF)
and risks of motor neuron disease (MND), often referred
to by its principal subtype, amyotrophic lateral sclerosis
(ALS). Four overlapping meta-analyses are available.
Two of these analyses [1,2] have been summarized pre-
viously [3]. More recently, Huss et al. included the find-
ings of 20 studies, reporting a slightly increased risk for
those exposed to higher levels of magnetic fields in com-
parison to those exposed to lower levels (RR 1.14, 95%
CI 1.00-1.30) [4], and Jalilian et al. combined findings
from 27 studies and found a weak statistically significant
association between occupational exposure to ELF-MF
and the risk of MND (RR 1.20, 95% CI 1.05-1.38) [5].

These meta-analyses give some support to the hypoth-
esis that ELF-EMF exposure is a risk factor for MND,
but convincing evidence requires dose-response effects

from cohort studies based on quantitative exposure esti-
mates. This research seeks new information on occupa-
tional magnetic field exposure and the risk of mortality
from MND by examining data from an epidemiological
study of electric utility workers in the UK. Earlier re-
search on this cohort considered follow-up to the end of
2004 and 2010, respectively [3,6]; a further 8 years of
follow-up data are now available.

Methods

This analysis is based on the National Epidemiology File of
the former Central Electricity Generating Board (CEGB)
of England and Wales [7]. This pseudonymized file com-
prises work histories and death details for those male and
female workers with a minimum of 6 months employment
and some employment in the period 1973-82 (many em-
ployees were first hired in earlier decades). Earlier reports
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Key learning points

What is already known about this subject:

* A causal relationship has not been established.
What this study adds:

posure to magnetic fields is a risk factor for MND.

exposure limits have increased the risk of MND.

* Many epidemiological studies have investigated MND risks in relation to magnetic field exposure.
* Meta-analyses of these studies have shown positive associations.

+ This large UK study has found no convincing evidence to support the hypothesis that occupational lifetime ex-

* The study has not shown convincing evidence for a role of recent magnetic field exposures on MND risks but
it does show some inconsistent positive findings for such an effect.
* Any role for recent exposures will need to be assessed in other studies.

What impact this may have on practice or policy:
* The new findings have not provided persuasive evidence that past working practises and current occupational

* A pooled analysis of original findings from all available studies, enabling the harmonization of exposure assess-
ments, eXxposure metrics, exposure categories and analytical techniques would assist interpretation.

from this survey assumed that the first known job had been
carried out since starting employment with the CEGB;
the analysis reported here is based on a subset of this file,
the 37 986 workers (34 926 males and 3060 females) who
were still in employment on the 1 November 1987, and
for whom full pre-1973 work histories were available from
the industry’s later Computerised Personnel Information
System (CPIS). Follow-up particulars were received from
NHS Digital for the period 1987-2018; mortality data
included underlying and multiple-cause (ICD) coding.
At the end of this follow-up period, there were 11 642
deaths, 356 (1%) subjects had emigrated and 436 (1%)
were untraced.

After removing duplicate work history records for the
cohort under analysis, there were 294 565 unique rec-
ords for employment in the period 1937-1993 showing
employment dates and text entries for facility/plant/loca-
tion and job titles. There were 96 112 work history rec-
ords which related to jobs held prior to joining CEGB;
no attempt was made to estimate exposures for these jobs
because no reliable information is available on sources of
magnetic fields at the relevant workplaces. Employment
dates for CEGB work were checked for consistency.
There were 943 records with a start date later than the
end date, and for these records it was assumed that the
start date was correct, and that employment was con-
tinuous. There were 4299 records where the end date
of one job was later than the start date of the next job
and for these records it was assumed that the start dates
were correct and end dates were edited. There were 64
545 work entries for jobs at non-operational CEGB sites
such as office buildings, training centres and research
establishments; these jobs were not considered to have
unusual levels of magnetic field exposure. Of the work
histories at operational sites, there were 123 264 records

relating to employment in one of 289 power stations and
8878 records relating to 96 substations or 92 transmis-
sion district offices. The remaining 1766 work records
were either uninformative or could not be reconciled
with the rest of the work history and these were left to
one side. Job dictionaries, developed earlier by industry
personnel, were available for 8799 job titles in power sta-
tions and 1722 job titles in substations and transmission
district offices, and these dictionaries were used to cat-
egorize CPIS job titles into eleven categories of power
station work [see Table 2, ref. 7] and four categories of
work at the other operational sites (managers, fitters and
clerical, engineers, and overhead linesmen).

The exposure protocol used to convert employment
histories into exposure histories (power frequency 50 Hz
fields) has been summarized before [6,7], and the ori-
ginal detailed account is also available [8].

Power stations were not fully specified for 14 825 work
history entries (e.g. Aberthaw PS rather than Aberthaw
A PS or Aberthaw B PS). For many of these entries the
specific power station could be determined by reviewing
the dates of operation of the relevant plants. For the re-
maining ambiguous entries, a composite exposure value
derived from the relevant plants was adopted.

Individual employment histories were cross-referenced
with the exposure assessments to obtain estimates of
daily magnetic field exposure for the period 1952-1993.
Cumulative occupational exposures together with ex-
posure ‘windows’ (lagged and lugged exposures) were
then calculated separately for each study subject.

Seven variables were considered in the risk model-
ling: attained age, sex, calendar year, estimated cumula-
tive occupational exposure to magnetic fields, magnetic
field exposures in the most recent ten years, mag-
netic field exposures received more 10 years ago, and
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socio-economic status (as judged by the ‘negotiating
body’ that the employee was represented by in the
1970s and 1980s).

Individuals begin to contribute person-years-at-risk
on the 1 November, 1987, and stop contributions on
the earliest of date of death, date of embarkation, date
last known alive, their 100 birthday or the 31 December,
2018. EPICURE software [9] was used (double precision
DOS version 2.12 dated March, 2002) (i) to calculate
standardized mortality ratios (SMRs) based on ‘external’
comparisons with mortality rates for England and Wales
specified by gender, 5-year age-groups, and 5-year cal-
endar periods, and (i) to carry out Poisson regression
modelling [10], providing estimates of relative risk for
each category of magnetic field exposure compared with
the baseline (lowest) category with and without adjust-
ment for other variables. The approach adopted to calcu-
late trend statistics has been described before [3].

The survey has ethics approval from a local ethics
committee and the University of Birmingham has an ac-
tive Data Sharing Agreement (DSA) with NHS Digital.

Results

Table 1 shows observed and expected numbers of deaths
and standardized mortality ratios (SMRs) for MND

(underlying cause analysis) and All Causes by gender,
socio-economic status and calendar period. Mortality
from MND was close to expectation while there were
significantly fewer deaths than expected from all causes.
There was no relationship between MND mortality and
socio-economic status, whereas for All Causes there was
a marked gradient with an SMR of 45 in managers rising
to 85 in industrial workers.

Observed and expected numbers of deaths and
standardized mortality ratios (SMRs) for MND are
shown by estimated levels of lifetime, distant and re-
cent occupational exposures to magnetic fields in Table
2. There were no significantly elevated SMRs and no
statistically significant trends in SMRs across the three
sets of findings.

The following internal analyses were able to intro-
duce three additional cases of MND, where the disease
was mentioned on the death certificate but not as the
underlying cause of death. Rate ratios (RRs) for MND
and for All Causes are shown in Table 3 for categories of
estimated cumulative lifetime occupational exposure to
magnetic fields. Findings in the left-hand columns were
adjusted for age and gender (the partially adjusted model),
and findings in the right-hand columns were additionally
adjusted for calendar period and socio-economic status
(the “fully’ adjusted model). For MND, most of the RRs

Table 1. Standardized mortality ratios (SMRs) by gender, socio-economic status and calendar period from motor neuron disease?® and
All Causes in UK electricity supply industry workers with CPIS work history data (n = 37 986), 1987-2018

Obs Exp SMR 95% CI)
Motor neuron disease
Males >64 >66.0 99 (77-125)
Females <5 <5.0 56 (93-184)
Managers 0 0.4 0 —
Engineers, scientists 23 23.1 100 (65-147)
Admin, clerical 8 6.0 133 (62-253)
Industrial workers® 38 41.7 91 (65-124)
1987-2000 13 15.2 86 (48-143)
2001-2010 22 27.6 80 (51-119)
2011-2018 34 28.5 119 (84-165)
Total 69 71.3 97 (76-122)
All Causes
Males 11 027 14 969.5 74(5%%) (72-75)
Females 613 770.7 BOC) (73-86)
Managers 51 112.9 45(***) (34-59)
Engineers, scientists 2573 4845.4 55 (@) (51-55)
Admin, clerical 980 1317.0 T4(%*%) (70-79)
Industrial workers® 8036 9464.9 S5F) (83-87)
1987-2000 2560 3914.9 65 (***) (63-68)
2001-2010 3978 5353.1 T4(***) (72-77)
2011-2018 5102 6472.2 79(*%) (77-81)
Total 11 640 15 740.2 T4(**%) (73-75)

***P < (0.001, () indicates deficit.
2Underlying cause of ICD-8 348, ICD-9 335.2 or ICD-10 G12.2.
*Including construction and maintenance workers.
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Table 2. Standardized mortality ratios (SMRs) for motor neuron
disease® by estimated levels of lifetime, distant (lagged) and
recent (lugged) cumulative magnetic field exposures from 37 986
workers in the UK electricity supply industry with CPIS work
history data, 1987-2018

Exposure to magnetic fields (uT.y)> Obs Exp SMR 95%CI

Occuparional cumularive (lifetime) exposure to magnetic fields

0-2.4 34 30.2 113 (79-156)
2.5-4.9 2 7.1 28(%) (5-93)
5.0-9.9 13 11.2 116 (64-193)
10.0-19.9 9 12.3 80 (39-147)
>20.0 11 10.5 105 (55-182)
P-value for trend® 0.73

Occuparional cumulative exposure to magnetic fields recerved more
than 10 years ago

0-2.4 34  31.2 109 (77-151)
2.5-4.9 3 7.4 40 (10-110)
5.0-9.9 12 11.4 106 (57-177)
10.0-19.9 9 11.9 76 (37-139)
>20.0 11 9.5 116 (61-201)
P-value for trend® 0.86

Occuparional cumulative exposure to magnetic fields received in most
recent 10 years

Zero 54 58.6 92 (76-119)
0.01-0.4 7 4.0 174  (76-344)
0.5-1.9 4 3.3 123 (39-297)
>2.0 4 5.4 74 (23-178)
P-value for trend® 0.88

*P < 0.05, () indicates deficit.

“Underlying cause of death coded to ICD-9 348, ICD-9 335.2 or ICD-10
Gl2.2.

®One year refers to a working year, approximately 250 8-h shifts.
‘Linearly weighted P-value.

are close to unity although a low RR (based on only two
deaths) is shown for the second exposure category. For
All Causes, there were significantly raised RRs for ana-
lyses that only adjusted for age and gender, but add-
itional adjustment for calendar time and socioeconomic
status lowered all the RRs and the final trend statistic was
negative (RR of 0.98 per 10 uT.y). Further analyses (not
shown in Table 3) indicated that most of the difference in
the findings from the partially and fully adjusted models
arose from the introduction of the socio-economic status
variable and not from the introduction of the calendar
time variable.

Corresponding findings for distant (lagged) and re-
cent (lugged) exposures are shown in Table 4. These
two exposure variables were always analysed simultan-
eously. As before the left-hand column adjusts for age
and gender, and the right-hand column is addition-
ally adjusted for calendar time and socio-economic
status; the Table 4 shows the results of four separate
analyses. For MND and distant exposures, there are
no statistically significant findings and rate ratios are
close to unity. For MND and recent exposures there

were significantly elevated risks in the fully adjusted
model for the first two exposed categories, but the
overall trend statistic was negative (RR of 0.91 per
10uT.y). Further analyses (not shown in the Table 4)
found the introduction of the calendar time variable
had more influence on the different findings from the
partially and fully adjusted models than did the intro-
duction of socio-economic status. For All Causes and
distant exposures, there were significantly raised RRs
for analyses that only adjusted for age and gender,
but additional adjustment for calendar time and
socioeconomic status reduced the risks and the final
trend statistic was negative (RR of 0.99 per 10 uT.y).
There were highly significantly elevated RRs for All
Causes mortality with recent exposures when the ana-
lysis only adjusted for age and gender, but RRs were
reduced after additional adjustment for calendar time
and socio-economic status.

Discussion

This cohort of UK electricity generation and transmis-
sion workers had no relationship between estimated oc-
cupational lifetime exposures to magnetic fields and the
risks of MND. This was also the case for distant (lagged)
exposures although there some positive findings for re-
cent (lugged) exposures.

It was very unlikely that magnetic field exposure
would have any discernible effect on overall All Causes
mortality and the purpose of the Poisson regression
analyses for All Causes mortality was to establish a
model (partial adjustment or full adjustment) that
would allow a fair test of the null hypothesis for MND
and magnetic field exposure. The argument here as-
sumes that a positive or negative trend between All
Cause mortality and magnetic field exposure is more
likely to be due to inadequate control of confounding
variables or selection effects than magnetic field per se.
The analyses shown in Tables 3 and 4 for All Cause
mortality indicated that there was positive confounding
from socio-economic status in the partially adjusted
models but that adjustment for socio-economic status
was enough to remove this confounding. The import-
ance of adjusting for socio-economic status in this co-
hort has been noted previously [3,6]. Nevertheless,
confident interpretation of the positive findings in the
fully adjusted model for MND and recent exposures is
difficult because there was no positive trend with level
of recent exposures and the positive findings for two ex-
posure categories in the internal analysis get very little
support from the SMR analyses. It is possible that the
positive findings in the fully adjusted Poisson regres-
sion analysis have arisen from the estimation of many
regression coefficients from a relatively small number
of exposed cases.
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Table 3. Rate ratios for motor neuron disease®* and All Causes mortality by levels of estimated cumulative magnetic field exposure, from
37 986 workers in the UK electricity supply industry with CPIS work history data, 1987-2018

Exposure to magnetic fields (uWT.y)® Obs RR° 95 % CI) RR¢ (95% CI)
Motor neuron disease

0.0-2.4 34 1.0 1.0

2.5-4.9 2 0.24* (0.06-0.99) 0.25 (0.06-1.04)
5.0-9.9 14 1.05 (0.56-1.96) 1.12 (0.58-2.15)
10.0-19.9 10 0.69 (0.34-1.40) 0.74 (0.36-1.56)
>20.0 12 0.96 (0.49-1.85) 1.04 (0.51-2.11)
RR per 10 pT.y® 1.01 (0.86-1.18) 1.03 (0.88-1.21)
All Causes

0.0-2.4 4 659 1.0 1.0

2.5-4.9 1135 1.09% (1.02-1.16) 1.03 (0.96-1.10)
5.0-9.9 1888 Il 115y (1.07-1.19) 1.01 (0.95-1.06)
10.0-19.9 2115 I I B (1.07-1.19) 0.98 (0.93-1.04)
>20.0 1843 Il 112y (1.06-1.18) 0.94* (0.89-1.00)
RR per 10 pT.y* 11 O (1.01-1.03) 0.98* (0.97-1.00)

*P < 0.05, ***P < 0.001.
*Any part of death certificate coded to ICD-8 348, ICD-9 335.2 or ICD-10 G12.2.
®One year refers to a working year, approximately 250 8-h shifts.

cAnalysed simultaneously with sex and attained age (<45, 45-49, 50-54, 55-59, 60-64, 65-69, 70-74, 75-79, 80-85 and 85-99 years).
dAnalysed simultaneously with sex, attained age, calendar period (1987-1999, 2000-2009 and 2010-2018), and socioeconomic status as judged by negotiating body

(managers+scientists+engineers, admin+clerical, industrial+construction workers).

*Five exposure categories scored by the mean value in each category, namely 0.57, 3.70, 7.49, 14.21 and 44.54 pT.y.

The study has a number of strengths including the
large size of the cohort, long period of follow-up, full and
detailed contemporaneous work histories, and detailed
exposure assessments that were based on an under-
standing of the physics of magnetic field exposure. It was
no longer necessary to assume that the job and place of
work known to be followed in the early 1970s was also
followed in earlier decades. The study also has several
limitations. Patterns of work for each job (time spent in
different parts of power stations) were assumed to be the
same for different power stations, and this assumption
will have produced errors. The study has other limita-
tions; health outcomes are obtained from death certifi-
cate data and not hospital diagnoses, and the study lacks
smoking and other lifestyle data.

This study aimed to limit the unwanted effects of
multiple testing by having predetermined exposure
categories and an analysis plan to give most importance
to trend tests across exposure categories. The possible
role of threshold effects (no effects at lower exposures)
or saturation effects (same effects at moderate and higher
exposures) were not considered.

The addition of this study to any future meta-
analysis of the whole literature will probably bring the
meta-RR closer to unity. It would seem reasonable,
however, to give this study more importance than
many other studies because it does not suffer from
the types of bias that routinely afflict case-control
studies (participation bias, recall bias etc) and the

exposure assessment is more detailed than that avail-
able to many other cohort studies. It also seems likely
that the job-exposure matrices used to estimate mag-
netic field exposure in many population-based studies
have a very poor predictive value in estimating ‘true’
exposure, whereas a validation of power station ex-
posures used in the current analysis and based on
monitoring of 215 workers for a week at three power
stations found a strong correlation (r = 0.86) between
predicted and measured fields (see Table 9 of ref. 8).
Additional meta-analyses are unlikely, however, to
cast much further light on the topic of magnetic fields
and MND. What would be much more useful would
be a pooled analysis of original data, enabling the har-
monization of exposure assessments, exposure met-
rics, exposure categories and analytical techniques.
Such an initiative is being attempted, although the
task of harmonizing exposure assessments is far from
trivial [11].

In conclusion, the current UK study does not indicate
that occupational lifetime magnetic field exposures are a
risk factor for MND but the possible role of recent ex-
posures would be worth investigating in the other avail-
able studies.
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Table 4. Rate ratios for motor neuron disease®* and All Causes mqrtality by estimated levels of distant (lagged) and recent (lugged)
cumulative magnetic field exposures from 37 986 workers in the UK electricity supply industry with CPIS work history data, 1987-2018

Exposure to magnetic fields (uT.y)® Obs RR¢ 95 % CI) RR¢ (95% CI)

Motor neuron disease
Occupational cumulative exposure to magnetic field received more than 10 years ago

0-2.4 34 1.0 1.0

2.5-4.9 3 0.35 (0.11-1.16) 0.36 (0.11-1.17)
5.0-9.9 13 1.01 (0.52-1.93) 1.02 (0.52-2.00)
10.0-19.9 10 0.75 (0.37-1.55) 0.76 (0.36-1.61)
>20.0 12 1.16 (0.58-2.28) 1.16 (0.56-2.38)
RR per 10 uT.y® 1.05 (0.90-1.23) 1.06 (0.90-1.25)
Occuparional cumulative exposure to magnetic fields received in most recent 10 years

Zero 56 1.0 1.0

0.01-0.4 7 1.83 (0.81-4.17) BRI (1.23-7.87)
0.5-1.9 5 1.66 (0.63-4.34) 3.08* (1.03-9.18)
>2.0 4 0.79 (0.27-2.37) 1.67 (0.46-6.02)
RR per 10 pTy* 0.64 (0.19-2.16) 0.91 (0.23-3.60)
All Causes

Occuparional cumulative exposure to magnetic fields recerved more than 10 years ago

0-2.4 4 839 1.0 1.0

2.5-4.9 1170 1.04 (0.98-1.11) 1.01 (0.94-1.08)
5.0-9.9 1911 1.08** (1.02-1.14) 1.00 (0.95-1.06)
10.0-19.9 2 029 1.06* (1.00-1.11) 0.97 (0.92-1.03)
>20.0 1691 1.06* (1.00-1.12) 0.95 (0.89-1.01)
RR per 10 pT.y* 1.01 (1.00-1.02) 0.99% (0.97-1.00)
Occuparional cumulative exposure to magnetic fields recerved in most recent 10 years

Zero 9532 1.0 1.0

0.01-0.4 676 11 AVBF5R (1.32 t01.55) 1.07 (0.98-1.17)
0.5-1.9 550 1.46*** (1.33-1.60) 1.07 (0.97-1.18)
>2.0 882 1.43%** (1.32-1.54) 1.00 (0.91-1.10)
RR per 10 pT.yf 1.43%%* (1.31-1.56) 0.97 (0.87-1.07)

*P<0.05,**P<0.01, ***P < 0.001.

2Any part of death certificate coded to ICD-9 348, ICD-9 335.2 or ICD-10 G12.2.

®One year refers to a working year, approximately 250 8-h shifts.

“Analysed simultaneously with sex and attained age (<45, 4549, 50-54, 55-59, 60-64, 65-69, 70-74, 75-79, 80-85 and 85-99 years).

9Analysed simultaneously with sex, attained age, calendar period (1989-99, 2000-2009 and 2010-2018), and socioeconomic status as judged by negotiating body
(managers+scientists+engineers, admin+clerical, industrial+construction workers).

‘Five exposure categories scored by the mean value in each category, namely 0.57, 3.70, 7.43, 14.18 and 44.24 uT.y.

‘Five exposure categories scored by the mean value in each category, namely zero, 0.18, 1.10 and 8.59 uT.y.
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Cases of neurodiversity come across my desk daily and
sometimes multiple times daily in my role as a senior
occupational health adviser. What is neurodiversity
and what is the significance to occupational health
practice? Neurodiversity means to think differently
and the way each person thinks is as unique to that
person as other characteristics such as gender, height
or eye colour. The term neurodiversity came into
existence in the late 1990s providing one exclusive
term for the characteristics that represent all types
of neurodiversity. Neurodiversity includes dyslexia,
dyspraxia, dyscalculia, attention deficit hyperactivity
disorder, autism spectrum disorder and Tourette
syndrome.

Neurodiversity falls into the remit of specialist psych-
ology either educational or occupational. It is often the
case that those who have a type of neurodiversity may
also experience stress, depression and anxiety. The
latter is commonly what culminates in the referral to
our service and could be secondary to a confirmed
diagnosis of a type of neurodiversity or, undiagnosed
neurodiversity.

Employees who are at the beginning of their working
life and have gone through the education system in
the last two decades are more likely to have a diag-
nosis because of improved awareness and screening
in the education sector. Discussion about workplace
needs can take place at the pre-employment stage in
advance of commencing in post to yield the best out-
come for support. Younger employees may be able
to provide a formal report following assessment for
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neurodiversity with bespoke advice tailored to their
individual needs.

Itis important to consider the impact of transitioning
from the education sector to the workforce which holds
particular reference to this younger cohort. Change
and adaptation associated with new beginnings such as
adjustment when entering the workforce could become
an aggravating factor for the challenges the employee
with neurodiversity already faces or worse, initiate a
deterioration in mental health. Occupational health
practitioners need to have a good understanding in re-
lation to the functional difficulties and challenges an
employee may face.

Another significant factor is career progression and
how the demands of a promotion could impact on the
condition and vice versa. Also older workers who are ex-
periencing difficulties at work may be referred to our
service. Employees may be referred due to performance
issues and may be on the brink of being managed under
a capability process. The employer may be seeking ad-
vice about whether there is a health issue to explain
the difficulties. This is a prime example of where occu-
pational health can identify neurodiversity in mature
adults. Redirecting management down the appropriate
pathway could lead to improved performance, attend-
ance and productivity. The risk of raising a grievance
or legal action for unfair dismissal is reduced. The em-
ployee may even thank you for saving their job.

Helena Brady
e-mail: Helena.brady@tphealth.co.uk
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