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MULTIPLE CHEMICAL SENSITIVITY 

Statement 

HON GIZ WATSON (North Metropolitan) [9.58 pm]: On another health matter, I rise tonight to note 

that May is multiple chemical sensitivity awareness month. As I have had a bit to do with this issue for a while 

and I chaired a community task force on multiple chemical sensitivity, I would like to take the opportunity to 

speak a little about it tonight. Members might be aware that multiple chemical sensitivity is a chronic health 

condition in which patients experience serious physical symptoms after being exposed to chemicals. Symptoms 

improve when chemical triggers are removed. The range of symptoms is very broad and affects multiple organ 

systems. Commonly reported symptoms include those affecting the central nervous system, such as headaches, 

fatigue, confusion, dizziness and memory problems; those affecting the respiratory system, such as shortness of 

breath, coughing and sore throats; those affecting gastrointestinal systems, such as nausea, vomiting, abdominal 

pain and diarrhoea; and, in addition, skin may be affected, for example with rashes. Also the musculoskeletal 

system can be affected, with symptoms including generalised muscle aches and pains. Anxiety and depression 

are also commonly associated with multiple chemical sensitivity.  

The chemical agents that induce these symptoms are extensive and unrelated to each other, and induce symptoms 

at levels far below the level known to cause adverse effects in the general population. The chemical agents that 

induce symptoms are as diverse as cleaning products; personal hygiene products, including soaps, deodorants 

and perfumes; pesticides; fuels; paint vapour; felt-tip pens; carpets; soft plastics; synthetics; food and drink 

additives; medications; synthetic vitamins; and cigarette smoke. Multiple chemical sensitivity is also sometimes 

associated with other conditions such as sensitivity to electromagnetic radiation from computers and televisions 

and the like. 

It is obvious from what I have just said that people who live with MCS have a great deal to cope with, including 

not only the distress caused by the symptoms themselves, but also the constant vigilance and exhaustive 

precautions required to minimise them. For example, something as simple as meeting someone away from home 

involves all sorts of hazards to identify and try to eliminate or control. Hazards going to and from a venue 

include, for example, exhaust fumes, car deodorisers in taxis, fragrances and personal hygiene products et cetera. 

Hazards at the venue can include bad ventilation, fresh paint or new carpets. The presence of other people is also 

a hazard that must be considered when meeting with someone. Even the people in the waiting areas can be a 

hazard if they have recently had a cigarette and have the smell of smoke on their clothes. All these things can 

severely impact on a sufferer of MCS. The particularly nasty irony is that when people who have MCS get 

seriously sick, whether as a result of MCS, another health condition or they are injured, they may not be able to 

go to hospital due to the prevalence of chemicals in that environment, particularly cleaning products. A woman 

who, in addition to having MCS, has other serious health issues once told me that the situation would be akin to 

a death sentence. The only choice she would have is whether to die at home due to lack of hospital care or die in 

hospital due to toxic exposure. 

One of the problems for people living with MCS in Australia is that despite their very obvious physical 

symptoms, MCS is not currently recognised in this country as a disease. The International Classification of 

Diseases, which is published by the World Health Organization and is the international standard diagnostic 

classification for diseases and other health conditions, does not currently include MCS. Individual countries, 

however, can adopt their own modified versions of the ICD. Some countries, such as Germany, Austria, 

Luxembourg and Japan, have formally recognised MCS. In 2003 attempts were made to include MCS in an 

Australian modification of the ICD. Essentially, those attempts failed due to the lack of scientific understanding 

of MCS because MCS is a new condition. When a new disease appears, there is a lag until the medical science 

generates a scientific understanding of it. The ICD is due for one of its periodic updates shortly. Last year I 

presented a submission that argued that MCS should be included in at least an Australian modification of the 

ICD. In the meantime, the lack of scientific understanding of MCS need not be a barrier to addressing it. In 

public health, available evidence provides the basis for action. There are many instances in medical history when 

effective public health measures have been introduced in advance of the scientific understanding of the cause 

and mechanisms of a new disease. What is currently known about MCS is that it is a serious health issue that is 

mercurial in nature, it imposes a heavy burden on those who suffer from it and that avoidance of the chemical 

agents that trigger MCS is currently the most effective way of managing it. Despite knowing this, however, there 

are things that we as members of Parliament cannot do for people who have the misfortune to live with MCS 

because some of the issues fall outside state government jurisdictions—for example, the regulation of chemicals 

by the Australian Pesticides and Veterinary Medicines Authority. 

However, there is also much we can usefully do to assist MCS sufferers, and I will mention some of them in the 

time remaining. We can support the introduction of MCS guidelines in the hospitals in our electorates. South 

Australia, Victoria and, I think, Queensland’s Royal Brisbane and Women’s Hospital, have them. In September 
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2010, WA Country Health Service published the “Multiple Chemical Sensitivity/Chemical Hypersensitivity 

Guideline” that applies to all WA Country Health Service hospitals. I have a copy of the guidelines and will 

table it for members’ information. That short and very practical publication identifies a variety of easily 

implemented strategies that can be used before hospital admission and during stays in the emergency department 

or in identifying at-home alternatives to hospital admission, such as hospital at home and use of the Silver Chain 

nursing service. Last September I asked the Minister for Health whether the guidelines would also be extended 

to the metropolitan hospitals, particularly the teaching hospitals. The answer was that notwithstanding the 

serious nature of MCS and the ease with which some strategies can be implemented—for example, something as 

simple as having a sign on the patient’s door to check with the nursing station before entering—only Swan 

District Hospital and Kalamunda Hospital Campus have MCS guidelines in place, and that other hospitals not 

only lack MCS guidelines, but also there is no intention to introduce them in the future due to the lack of current 

operational directives on the topic. I was concerned that that seemed to be a very weak response and I urge 

members who are either in contact or perhaps working with constituents with MCS to consider providing the 

hospital in their electorate with a copy of the guidelines so that the hospital is at least aware of it and can 

consider implementing such a strategy. I will seek to table that document at the end of my remarks. 

Another thing members can do is encourage research into MCS. In answer to the various questions I have asked 

in Parliament, the Minister for Health has said that the government will not commission or conduct research into 

MCS and nor will it establish a reference group to investigate and consider the health issues of people who have 

MCS. However, the government will provide input into any national research such as that conducted by the 

federal Department of Health and Ageing. That is a reference to the department’s November 2010 scientific 

review report of “Multiple Chemical Sensitivity: identifying key research needs”. At my request, last year 

Minister Hames wrote to the Minister for Health and Ageing about the Australian government’s activity into 

research and actions in the area of MCS. The reply was that the report was referred to the National Health and 

Medical Research Council and that the Western Australian Department of Health would continue to monitor the 

research and other developments in relation to MCS and, where appropriate, support actions on such research. 

How and when was not specified. For example, would it be done through the Council of Australian Governments 

or the Australian Health Ministers’ Advisory Council? Minister Hames did not say whether the Minister for 

Mental Health, who represents him in this house, would undertake to find out and advise me. I would be most 

grateful if he did. It has, after all, been more than a year since that final report was published, which is more than 

two years after the first draft was prepared. 

Finally, I want to mention that if members are contacted by constituents who have MCS, they can help ease the 

person’s access to government agencies. I have had a number of occasions when I have been able to advocate for 

housing and other services for people with MCS. It is often just a matter of raising the awareness of other 

agencies about the sensitivities of those who suffer from MCS. In the last few seconds, I seek to table a 

document entitled “WA Country Health Service: Multiple Chemical Sensitivity/Chemical Hypersensitivity 

Guideline”. 

Leave granted. [See paper 4445.]  

 


