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By performing individual, double-blind placebo-controlled challenges with
objective measures before and afua: challenge, each patient serves as his or her own
control. Since symptoms complexes and triggering substances vary widely from patient
to patient, in our view the environmental unit is the preferable approach to studying
chemical sensitivities.

Psychiatric Causes and Interventions

Two separate issues arise in the context of possible psychiatric origins or
contributions to chemical sensitivity. The first relates to the plausibility, nature and
extent of these contributions; the second concerns the most prudent approach towards
diagnosis and treatment of the patient when both physiological and psychological
factors might be involved.

Psychological symptoms are not necessarily psychological in origin. Advances
in biological psychiatry focus on genetic and biochemical factors as contributors to
central nervous system dysfunction and behavioral disturbance. Environmental
exposures can also have psychological sequelae and we include references on this
subject in our report.

One of the reviewers reminded us that there is evidence to suggest that
psychosocial events, such as the death· of a spouse or divorce, can suppress immune
system. function. This may' predispose certain people' to being more sensitive to
chemicals at low levels. It is certainly worth emphasizing that the relationship between
psychological and physiological systems is an intricate one.

Two of the most vocal critics of clinical ecology, allergists John SeIner and
Abba Terr, are of the opinion that multiple chemical sensitivity patients adhere to a
"belief system" that chemicals are the cause of their health problems. Staundenmayer
and Selnerdescribe what they term "an irrational belief system": .

The ecology belief system usually is deeply entrenched and its
logic well developed by intricate· rationalizations and indoctrination.
SociaLfactors feed on the primary and secondary gain of the victim.
"True believers" are more than willing to present their testimonials,
seeking and affording mutual assurance. The social and psychological
dynamics of the cult apply. In addition, there exists a plethora of "health
publications" that provide the authority of print, while an impulsive
media, eager for news, often is duped by unsubstantiated and
unscientific claims of so-called ecology authorities.'

'Staudenmayer, H., and SeIner, J. c., "Post-tra1!matic Stress Syndrome
(PTSS): Escape in the Environment," Journal of Qinical Psycholoe,y (1987) 43(1),
156-157.
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Dr. Terr believes that no psychotherapeutic interventionwill help these patients2 while
Dr. Selner advocates systematic deprogramming of the patients to purge them of their
beliefs. Dr. Selner believes that 50-75% of receptive patients can be deprogrammed
[Selner 1988, pSI]. Staudenmayer and SeIner emphasize that it is necessary to
separate those patients with chemical sensitivity who adhere to a belief system from
those who are truly chemically sensitive.

Some psychologists and psychiatrists note an increased incidence ofphysical or
sexual abuse, severe medical illness, loss of one or both parents or other major
disruption in care-giving relationships during the childhood of "chemically sensitive"
patients [Schottenfeld 1987]. These findings are based upon in-depth, personal
interviews with affected individuals. According to Staudenmayer, at first many
patiehts will not reveal these problems, but when trust is established in a therapeutic
relationship, they will.3 Whether persons with chemical sensitivities experience as
youths more psychological trauma than the "average" was not determined. It would
be important to know what percentage "normal" individuals undergoing the same
degree of intensive psychological inquiry, would also confess to similar difficulties.
Otherwise this particular aproach to the problem would have the same flaws the
clinical ecologists have been accused of with regard to study design.

Even if it should be the case that chemically sensitive patients have had more
early trauma, two other questions must be considered. First--could major
psychological trauma somehow. predispose individuals to developing h2llil ~
sensitivities to chemicals? Ecology patients sometimes report a major life event as the
onset of their difficulties; however, one must be aware that such life chan~es are
frequently associated with changes in exposures, e.g., a move to a different home, a
divorce or spouse's death or taking medications during stressful times. For example,
consider chemical sensitivities that might arise during exposures from remodeling
which could manifest as irritabilitY or depression. If a divorce ensues, the
development of chemical sensitivities might be attributed to the "stress" of the divorce;
when in fact the sensitivities may have contributed to both the stress and the divorce.
Staudenmayer and Selner' assert they have performed blinded chemical testing using
sham challenges as controls with patients who claim to have this condition and that
these challenges result in many false positives and false negatives. These [alleged]
erroneous reactions by patients confirm the lack of true sensitivities and provide a
point of departure for the psychologist to explore with patients their "belief system"
about having chemical sensitivities. In examining the experimental design for these
challenges, issues that must be addressed are:

~err, A (1989). Personal Communication, 19 December 1989.

'-. 3Staudenmayer, H., Presentation made at the Annual Meeting of the
Ainerican College of Allergy and Immunology, 11 November 1989.
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Are subjects in a de-adapted state prior to the challenge so that
extraneous exposures during and prior to the challenge (up to
several days before) do not interfere with testing?

Are open challenges performed first to confirm that the
"placebo" (a "masking" odor, e.g., peppermint) is in fact a placebo
and the "active" challenge is something to which the patient has
had demonstrable reactions?

What is the recency and latency of the patient's exposure to the
substance being tested? Inotherwords, has enough time elapsed
(about a week or so) that the person is no longer adapted or
reacting to his last exposure, but not so much time that the
sensitivity has waned? Recency of exposure is recognized as a
crucial variable in conducting challenges in patients with
occupational asthma, for example.

Finally, with regard to the issue of childhood trauma or childhood illness, one
must ask whether the parents and families of chemically sensitive patients (patients
who often have psychological manifestations) might not also have such problems.
According to ecologists, there does seem to be some genetic predisposition to this
problem. likewise, abusive or alcoholic parents of these patients may have suffered
from unrecognized environmental sensitivities (see Health Effects section regarding
alcoholism and drug abuse, neurobehavioral and psychiatric manifestations).
Ecologists argue that major illness during childhood may have been the result of
undiagnosed chemical sensitivities or that sensitivities may have been triggered by
infection or medications that were administered, rather than viewing these events as
a disruption in the care-giving relationship or the beginnings of secondary gain, i.e.,
seeking attention or nurturing via illness. Thus even ifone could prove that childhood
trauma or illness is more prevalent among patients, such a finding neither proves
psychological interpretations or disproves chemical causes.

The issue of whether chemical sensitivity is a hmm ~ and potentially
widespread problem or, rather, an "irrational belief system" held by fewer individuals
who may be "systematically deprogrammed" is a critical one, one that merits
thoughtful consideration and rigorous scientific inquiry.

The above discussion argues that chemical sensitivity may have physiological
causes, psychological causes, or both. The search for a cause in a specific patient is
most likely to lead a physician to pursue one avenue before investigating the other.
Often it is only one avenue, however,' that is pursued. There are two kinds of
mistakes which the investigator or diagnostician could make: in pursuit of an
environmental cause, true psychological causes could be ignored or, alternatively, in
pursuit of a psychological cause, true environmental causes could be ignored. The
consequences of making those mistakes are different. Pursuing the psychiatric route
first may subject the patient to the complexities of establishing a therapeutic
relationship and/or the prescribing of psychoactive drugs, and both may generate
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doubts of the patient's mental health. In addition, psychotherapy may be
unproductive if environmental causes are at work. Labelling a patient with a
psychiatric illness may be pejorative when viewed from the perspective of an
employer, co-workers, and family. It is no accident that psychiatric records are kept
separate from the medical records of patients. In the event that psychoactive drugs
are used, any hopes of unravelling an environmental cause or contribution to the
patient's underlying condition may be greatly complicated. Alternatively, if one
were first to pursue the investigation of environmental causes of the illness, especially
with double-blind placebo-controlled study in an environmental unit, the patient may
discover an environmental cause; even if he does not, the confidence or justification
with which" a psychiatric etiology would be pursued is strengthened. Workup in an
environmental unit is unlikely to interfere with or complicate subsequent psychiatric
workup and thus the making of a mistake in choosing this option (investigating
environmental causes first) can be more easily remedied.

In summary, one can remain agnostic about which route is likely to uncover the
truth regarding causation, but the costs of erring are significantly different regarding
the two routes of investigation. We think that these facts are sufficiently compelling
to justify the investigation of environmental causes first, before committing patients
to potentially detrimental psychiatric interventions, such as lon~ term psychodynamic

"psychotherapy or lon~ term medication. Certain cognitive behavioral therapies, short
term or focused, may be beneficial but should not be relied on to the exclusion of
evaluating the chemical component.
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