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SECTION 1 
Why People Focus on Mould 

When people worry about their home 
making them ill, mould is almost always 
the first and often the only thing they 
focus on. 

That is not because mould is always the 
most dangerous hazard present. 
It is because mould is visible. 

Mould can be photographed. 
It can be pointed at. 
 

It has a name people recognise. 

In contrast, most other environmental hazards inside buildings are invisible, unfamiliar, or 
difficult to explain. Dust reservoirs, bacterial fragments, chemical residues, and airborne 
particles do not announce themselves on walls. They do not grow in neat patches. They do 
not come with a single, recognisable label. 

Mould therefore becomes the stand-in for a much wider problem. 

This has created a dangerous simplification: 

If mould is removed, the problem must be solved. 

In practice, that assumption is often wrong. 

Visible mould usually appears late in the failure chain, not early. By the time it is obvious on 
walls, windows, or ceilings, the building has already been signalling distress through 
moisture imbalance, air stagnation, poor ventilation, or hidden reservoirs for some time. 

Mould is rarely the first thing to go wrong. 
It is simply the first thing people notice. 

Because mould is easy to see, it is also easy to target. Cleaning, painting, fogging, or wiping 
visible growth gives an immediate sense of action and reassurance. The surface looks 
better. The smell fades. Someone can say, “It’s been dealt with.” 

Unfortunately, appearance is not the same as exposure reduction. 

Many people only realise this when symptoms persist, return, or worsen after work has been 
completed. At that point, confusion sets in. If the mould is gone, why does the problem 
remain? 

This guide exists to answer that question without technical language, without blame, and 
without pretending that mould is either harmless or the whole story. 

Key point (PAG-1 principle) 
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Mould is not the problem by itself. 
It is the warning light that tells you the system is failing. 
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SECTION 2 

What Mould Actually Indicates 

When mould appears inside a building, it results 
from an underlying failure, a visible outcome of 
something else already going wrong. 

At its simplest, mould tells you one thing with 
certainty: 

Moisture is present where it should not be. 

That moisture may be obvious, such as condensation on windows or damp patches on walls. 
More often, it is concealed, trapped behind finishes, inside voids, under floors, within 
furnishings, or cycling invisibly through the air as humidity rises and falls. 

Mould grows when three conditions come together: 

• Moisture 
• Poor air movement or ventilation 
• A surface or reservoir where material can accumulate 

Remove any one of these consistently and mould struggles to establish. 
When mould does establish, it means those conditions have existed long enough to support 
biological growth. 

This is why mould should be understood as a late-stage indicator. 

Long before mould becomes visible, buildings often show quieter signs of failure: 

• rooms that feel stuffy or stale 
• persistent condensation in certain seasons 
• musty odours that come and go 
• cold surfaces or thermal bridges 
• areas where furniture, bedding, or belongings never seem to fully dry 

These conditions are not random. They reflect how air, moisture, and temperature are 
behaving inside the building. 

Crucially, mould does not need dramatic leaks or floods to appear. Modern buildings, 
especially well-sealed or poorly ventilated ones, can generate the right conditions through 
everyday living: breathing, cooking, bathing, drying clothes, and sleeping. When air does not 
move or exchange properly, moisture accumulates invisibly until biology takes advantage. 

Another common misunderstanding is the belief that mould only grows on the surface where 
it is seen. Visible mould often represents just the tip of a much larger reservoir. Dust, soft 
furnishings, voids, and hidden materials can hold far more biological material than a small 
patch on a wall. 

This is why simply removing or treating what you can see so often fails. 
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The visible mould disappears, but the conditions that allowed it to grow remain 
unchanged. 

When that happens, mould frequently returns or something else takes its place. The building 
continues to operate as a compromised environment, even though it may look cleaner or 
more acceptable on the surface. 

Key point (PAG-1 principle) 

Mould is evidence of a moisture and air problem, not proof that mould is the only 
hazard present. 
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SECTION 3 

The Things You’re Rarely Told About 

 

When visible mould is removed, most people assume the risk has been dealt with. 

What is rarely explained is that visible growth is only one small part of what people are 
exposed to inside buildings. 

Much of the biologically relevant material that affects health is: 

• invisible 
• already detached from growth 
• present in dust, air, and everyday materials 

It does not need to be alive to matter. 

Inside homes, biological and chemical material accumulates in places people rarely think 
about: 

• mattresses and bedding 
• soft furnishings and carpets 
• clothing and stored belongings 
• dust layers on horizontal surfaces 
• voids behind walls, floors, and ceilings 

These reservoirs are disturbed repeatedly by normal life, walking, sitting, sleeping, cleaning, 
heating, and ventilation cycles. Each disturbance can reintroduce material into the air without 
any new mould growth occurring. 

Another uncomfortable truth is that cleaning does not always remove these reservoirs. In 
some cases, aggressive cleaning or treatment can make exposure worse by breaking 
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material into smaller, more easily inhaled fragments. 

This is why environments can: 

• look clean 
• smell better 
• pass basic checks 

and yet still drive symptoms. 

It also explains why people are often told: 

“There’s no mould now, so it can’t be the house.” 

The house may be biologically quieter but still harmful, especially for children, vulnerable 
people, or those already sensitised. 

Key point (PAG-1 principle) 

Exposure does not require visible growth. 
What matters is what becomes airborne and inhaled over time. 
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SECTION 4 

When Measurement Becomes the Driver, Not the Answer 

In complex health and environmental problems, there is a recurring pattern: 

measurement gradually becomes the focus, not exposure, not cause, and not 
outcome control.  

As soon as a new test becomes available, attention shifts toward it. 
Not because it has suddenly solved the problem, but because it offers something that feels 
concrete, modern, and defensible. 

This happens in both healthcare and building assessment. 

The medical pattern 

New blood, urine, or biomarker 
tests are regularly presented as 
breakthroughs. Laboratories 
promote them as cutting-edge. 
Healthcare professionals adopt 
them in good faith, often to explain 
why previous treatment 
approaches did not deliver the 
promised results. 

A familiar example is mycotoxin 
urine testing. 

These tests have existed for years. They are not new. 
What is new is how they are now positioned, as the must-have diagnostic answer for a 
wide range of unexplained symptoms. 

When this happens, the narrative quietly shifts: 

• treatment didn’t fail because exposure continued 
• it failed because the right test hadn’t yet been used 

This reframing is powerful. It reassures clinicians and patients alike that progress is being 
made, even when the underlying exposure remains unchanged. 

Measurement becomes a substitute for causation control. 

The building and exposure pattern 

The same process occurs in the built environment. 

As new testing methods emerge or are repackaged as new, they are rapidly described as: 

• “state of the art” 
• “invaluable” 
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• “gold standard” 

Airborne mycotoxin testing, toxigenic mould screening, and similar exposure tools are often 
presented as decisive answers. 

Some of these technologies: 

• have been used quietly by specialists for years, or 
• represent genuine innovation, but with clear limitations 

What has changed is not always the science. 
What has changed is how they are marketed and amplified. 

The missing question 

The critical question is rarely asked: 

What decision does this measurement change? 

If a test confirms exposure but does not lead to effective exposure reduction, then the test 
becomes informational rather than protective. 

If treatment or remediation proceeds while exposure continues, measurement does not 
improve outcomes, it merely documents failure more precisely. 

The role of marketing and SEO 

A significant driver behind “must-do” tests is no longer science alone. 
It is visibility. 

Search engine optimisation, promoted discussion groups, paid collaborations, and 
influencer-style authority increasingly determine which tests are talked about, trusted, and 
demanded. 

In some cases: 

• manufacturers promote a test directly 
• laboratories incentivise adoption 
• online discussion spaces are quietly steered 
• bad actors amplify certainty beyond evidence 

This creates a feedback loop where popularity is mistaken for validity, and repetition 
becomes authority. 

The test becomes central, not because it resolves exposure, but because it is seen. 

Why these matter 

When measurement becomes the driver: 

• exposure control is delayed 
• responsibility shifts away from the environment 
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• repeated testing replaces effective intervention 
• patients and occupants are left cycling between reassurance and disappointment 

This guide is not anti-testing. Measurement has an essential role. 

But measurement must serve exposure reduction, not replace it. 

No test, however advanced, can compensate for continued inhalation, contact, or re-
exposure within a compromised building. 

Key point (PAG-1 principle) 

If exposure remains active, better measurement does not produce better outcomes, it 
produces better explanations for why outcomes did not improve. 
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SECTION 5 

Health: Why Symptoms Don’t Behave Neatly 

One of the most confusing aspects of building-related 
exposure is how uneven the health effects can appear. 

Some people become ill quickly. 
Others seem only mildly affected. 
Some improve when they leave the building. 
Others do not recover as expected, even after work has 
been done. 

This variability often leads to a damaging conclusion: 

“If the symptoms don’t follow a clear pattern, the 
environment can’t be the cause.” 

The opposite is usually true. 

Different people, different responses 

Health effects from indoor exposure are not uniform. They depend on: 

• dose (how much material is inhaled or contacted) 
• duration (how long exposure continues) 
• frequency (how often exposure is repeated) 
• vulnerability (age, immune status, prior illness, recovery capacity) 

Children, the elderly, and people with existing respiratory, neurological, or inflammatory 
sensitivity are often affected first. Others may appear resilient for longer, not because the 
environment is safe, but because their tolerance threshold is higher. 

This is why the statement “no one else is ill” is not meaningful evidence of safety. 

Why symptoms change, fluctuate, or move 

Another common source of confusion is symptom behaviour. 

People expect illness to be consistent. Environmental exposure rarely is. 

Symptoms may: 

• worsen at night or on waking 
• improve temporarily away from the building 
• flare after cleaning, renovation, or “treatment” 
• appear in different body systems over time 

These changes are often misinterpreted as stress, coincidence, or unrelated conditions. 
They frequently reflect changes in exposure, not changes in the person. 

A building can be: 
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• quieter one week 
• more aggressive the next 
• temporarily tolerable 
• then suddenly overwhelming 

None of this requires new mould growth. It requires only disturbance, redistribution, or 
continued inhalation of existing material. 

Why medical treatment may not resolve the problem 

When symptoms persist, people understandably turn to healthcare. Treatment is often 
appropriate, but it has a limitation that is rarely stated clearly. 

If exposure continues, treatment is working against a moving target. 

Symptoms may improve partially, briefly, or unpredictably. This can create the illusion of 
progress while exposure remains active. When improvement stalls or reverses, attention 
often shifts away from the environment and toward the individual. 

This does not mean treatment was wrong. 
It means sequencing matters. 

Exposure reduction must come first. Otherwise, health responses will always appear 
inconsistent. 

Why this feels so frustrating 

People affected by environmental exposure are often told: 

• “Your tests are normal” 
• “The house has been cleaned” 
• “The mould is gone” 
• “Treatment should be working by now” 

When symptoms don’t follow the expected script, doubt creeps in, sometimes from 
professionals, sometimes from the person themselves. 

This guide exists to make one thing clear: 

Unpredictable symptoms do not rule out environmental causes. 
They are often a hallmark of them. 

 

Key point (PAG-1 principle) 

Health responses to exposure are variable by design, not because the problem is 
imaginary, but because exposure is uneven, cumulative, and ongoing. 
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SECTION 6 

The Three Dangerous Assumptions 

When people become stuck in 
unresolved exposure situations, it 
is rarely because they did nothing. 
More often, it is because they 
acted on assumptions that sound 
reasonable, are widely repeated, 
and are quietly reinforced by 
reassurance. 

Three assumptions cause more 
harm than any single contaminant. 

Assumption 1: “If I can’t see it, it’s gone.” 

Visible mould is easy to understand. Invisible exposure is not. 

Once surfaces are cleaned, painted, or replaced, people naturally assume the risk has been 
removed. Professionals may reinforce this with phrases like “there’s no visible mould now” or 
“it looks fine.” 

The problem is that exposure does not depend on visibility. 

Airborne material, dust reservoirs, fragments, and residues do not announce themselves on 
walls. They persist quietly in furnishings, voids, bedding, and everyday materials. A room 
can look clean and still deliver a biologically relevant dose day after day. 

When visibility becomes the benchmark, false confidence replaces verification. 

Assumption 2: “If it passed clearance, it’s safe.” 

Clearance checks, certificates, and reports carry enormous psychological weight. They feel 
official. They feel final. 

But clearance usually confirms only that a narrow set of indicators falls within an 
acceptable range at a specific moment in time. It does not prove that: 

• all reservoirs were addressed 
• exposure has been reduced in real life 
• disturbance will not reintroduce material 
• vulnerable occupants are protected 

Many clearance processes were designed for process compliance, not for long-term 
exposure reduction. Passing a test does not guarantee safety, it confirms that a test was 
passed. 

When clearance becomes the endpoint, investigation often stops too early. 

Assumption 3: “If treatment didn’t work, it must be me.” 
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This is the most damaging assumption of all. 

When cleaning, remediation, or medical treatment fails to deliver lasting improvement, 
attention often shifts away from the environment and toward the individual. Symptoms are 
reframed as stress-related, functional, unexplained, or unrelated. 

This assumption ignores a basic reality: 

Treatment cannot succeed against ongoing exposure. 

Failure does not mean the person is broken, non-compliant, or imagining symptoms. It often 
means the sequence was wrong, intervention occurred before exposure was genuinely 
reduced. 

Once this assumption takes hold, people stop questioning the building and start questioning 
themselves. That is where long-term harm sets in. 

Why these assumptions persist 

Each assumption is reinforced by something that feels sensible: 

• visual improvement 
• professional paperwork 
• partial or temporary symptom relief 

Together, they create a closed loop of reassurance that is difficult to challenge, even when 
outcomes contradict it. 

This guide exists to interrupt that loop. 

Key point (PAG-1 principle) 

Reassurance is not the same as protection. 
When assumptions replace verification, exposure persists quietly. 

 

 

 

 

 

 

 

 

 



 

                 
 
                 © Building Forensics - Not for Redistribution 

  

15 

SECTION 7 

What This Guide Is (and Is Not) 

 
This guide is deliberately limited in scope. 

Its purpose is to orient, not to diagnose; to warn, not to 
prescribe; and to help people avoid false reassurance, 
not to tell them what to do next in detail. 

Understanding what this guide is not just as important as 
understanding what it is. 

What this guide is 

• An introductory awareness guide 
• A plain-English explanation of why mould is a warning 
sign, not the whole problem 
• A way to recognise when reassurance, testing, or 
treatment may be misleading 
• A framework to help people ask better questions 

before assuming an issue is resolved 

It is written to help occupants, families, landlords, clinicians, and professionals pause before 
accepting simple explanations for complex exposure problems. 

What this guide is not 

This guide does not: 

• provide medical diagnosis or treatment advice 
• replace professional medical assessment 
• specify remediation or decontamination methods 
• instruct on sampling, testing, or laboratory interpretation 
• act as a legal opinion or compliance manual 

It does not attempt to turn readers into investigators, clinicians, or remediation specialists. 

Those subjects are covered in depth elsewhere in the Legacy Library, where evidence, 
standards, limitations, and consequences are examined properly. 

Why these limits matter 

Exposure-related problems often become worse when people are given partial answers 
that feel complete. 

Oversimplification leads to: 

• premature conclusions 
• inappropriate reassurance 
• repeated intervention without resolution 
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• misplaced blame when outcomes don’t improve 

By keeping this guide narrow and focused, its role stays clear: 

to stop people being misdirected before they commit time, money, health, or trust to 
the wrong solution. 

Key point (PAG-1 principle) 

This guide helps you recognise when the story you are being told may be incomplete 
and when you should slow down rather than move on. 
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SECTION 8 

Where to Go Next (and the Questions That Matter) 

 
If your symptoms are 
worsening, persisting, or not 
responding to treatment, 
there are some key questions 
that deserve careful 
consideration, before another 
test, another diagnosis, or 
another intervention is added. 

The most important question is 
often the one least explored: 

 

 

Is ongoing exposure in the home or elsewhere still driving the problem? 

When treatment doesn’t behave as expected 

One of the strongest indicators that something is being missed is treatment failure. 

This does not mean the diagnosis was careless or the treatment inappropriate. It means the 
context may be incomplete. 

A recurring pattern has appeared repeatedly over decades: 

• a diagnosis is made to explain unexplained symptoms 
• treatment follows recognised pathways 
• improvement is limited, temporary, or absent 
• a new explanation emerges, often linked to a new test 

History provides clear examples. 

Conditions once grouped under Chronic Fatigue Syndrome used the word syndrome for a 
reason, it described a collection of symptoms without confirmed cause. 

Later, testing for Borrelia emerged, and Lyme disease became the dominant explanation. 
Then COVID arrived, and Long Covid followed. 
More recently, urine mycotoxin testing has driven a surge in CIRS diagnoses. 

In each case, the label changed sometimes helpfully, sometimes prematurely but one risk 
remained constant: 

Diagnosis and treatment can drift toward what is testable, promotable, and 
explainable, not necessarily what is driving exposure. 
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New tests and diagnostic frameworks are not inherently wrong. Many represent genuine 
progress. The problem arises when they become substitutes for environmental 
investigation rather than tools used alongside it. 

Diagnosis and treatment can be influenced often unintentionally by: 

• laboratory availability 
• commercial promotion 
• professional reassurance 
• online amplification and marketing 

None of these determine whether a building is normal or abnormal from an exposure 
perspective. 

No medical label, however convincing, can compensate for continued inhalation of 
inflammagens, fragments, or toxins inside a compromised environment. 

The role of proper investigation 

Before conclusions are locked in, the following questions matter: 

• Has the home or environment been investigated beyond surface appearance? 
• Has exposure not just growth been considered? 
• Has what is normal been distinguished from what is abnormal for that building? 
• Has investigation been guided by outcome, not assumption? 

This is where the role of a competent indoor environmental hygienist becomes critical. 

Not to sell treatments. 
Not to confirm diagnoses. 
But to answer a simpler, more fundamental question: 

Is this environment capable of sustaining recovery or is it still driving harm? 

Cost always matters. But cost without clarity often leads to repetition, escalation, and 
disappointment. Proper investigation, proportionate to risk, is often the most cost-effective 
step precisely because it prevents chasing the wrong solution. 

Final PAG-1 principle 

If symptoms are not responding as expected, it is reasonable to pause and ask 
whether exposure not diagnosis is still the missing variable. 
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PAG-1: Closing Statement  

Mould is one of the most reliable indicators that something is wrong inside a 
building. 
But it is not always the thing responsible for illness. 

Visible mould tells you that moisture, air movement, and internal conditions have 
failed. It does not define the full exposure picture or determine whether an 
environment is compatible with recovery. 

When illness persists, worsens, or fails to respond to treatment, it is reasonable to 
look beyond what can be seen and beyond what is easiest to measure. 

Mould should trigger investigation not conclusions. 
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Jeff Charlton is the UK’s leading authority on mould, environmental 
health and building-related illness. With over 30 years of global 
expertise, he advises housing providers, health professionals and 
legal teams across the UK. 
 
Building Forensics delivers over 30 years of global expertise, peer-
reviewed science, and medically recognised protocols. Led by the UK’s 
only certified Environmental Hygienist and a Chartered Institute of 
Environmental Health member, we restore safe environments for 
patients and families. 
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