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Abstract
Background
Chemical burns caused by hydrofluoric acid (HF) frequently occur in the Western Zhejiang Province. This study aimed to investigate the epidemiological characteristics of HF burns within this region.

Methods
A 10-year retrospective analysis was conducted using data from all inpatients with HF burns. These patients were treated at the Department of Burns and Plastic Surgery at our hospital between January 2004 and December 2013. Information obtained for each patient included sex, age, occupation, burn location, burn cause, and the hazard category of the chemical which caused the burn. Data regarding wound site and size, accompanying injuries, serum electrolyte levels, operations, length of hospital stay, and mortality were also assessed.

Results
A total of 201 patients (189 males, 12 females; average age: 38.33 ± 10.57 years) were admitted due to HF burns. Over the 10-year period, the morbidity of HF burns in the past 10 years showed a gradual increase, which paralleled the development of local fluoride industries. Most HF injuries were work related and distributed in working-age patients. Aqueous HF solutions, especially highly concentrated ones, were the most common chemical cause of HF burns. Moreover, inappropriate operation, machine problems, and inadequate protection were identified as the leading causes of HF burns in the workplace. The burn area was <5% of TBSA in more than 90% of patients, and the most common burn sites were the head, neck, and upper extremities. Approximately 17% of patients underwent surgical operation. Accompanying injuries should be detected and treated correctly in a timely manner. Lastly, electrolyte imbalances, such as hypocalcaemia, hypomagnesaemia, and hypokalaemia, occurred frequently in patients with HF exposure; however, hyperkalaemia was not encountered in this study.

Conclusion
Based on the epidemiological results for HF burns in this region, the related enterprises and local authorities should be encouraged to upgrade management policies and to provide necessary occupational hazard education and safety training for high-risk occupations within high-risk working populations. Furthermore, the enhancement of hazardous chemicals management is also needed. Finally, for patients with HF exposure, early and correct pre-hospital triage, treatment and consequent in-hospital treatment and procedures should also be improved.


Background
Hydrofluoric acid (HF), an important industrial material, is used widely in chemical industries including: electronics manufacturing, glass etching, smelting, cleaning, and other industrial fields [1–3]. HF is very dangerous chemical, not only causing local tissue corrosion, but also systemic poisoning by ongoing absorption into the human body. Previous studies have shown that HF burns over small areas can even result in death [4, 5]. In some regions throughout the world, HF has been listed as the top cause of chemical burns [6, 7]. Our previous research investigated the epidemiological features of chemical burns occurring in Zhejiang Province between September 2008 and August 2009, where results showed that HF was the leading cause of chemical burns (27.4%, 135/492 patients) within the research population [8]. Thus, the hazard behind direct exposure to HF can be contributed towards the industrial structure of this region.
Zhejiang Province, located in south-eastern China, is famous for its thriving chemical industries. By using its rich resources of fluorite, HF can be produced when reacted with concentrated sulphuric acid [9]. This region in China has therefore become the largest industrial producer of fluoride, with an annual HF output of 400,000 tons [10]. With this rapid development of fluoride industries and high turnover of chemical usage within the Zhejiang region, the incidence of chemical burns has increased dramatically. Events with severe casualties caused by HF have been reported [11, 12].
To clarify the epidemiological characteristics of chemical burns in western Zhejiang Province, a 10-year retrospective analysis was conducted. The analysis included data from patients with chemical burns admitted to our hospital’s department of Burns and Plastic Surgery between January 2004 and December 2013. Preliminary results showed that the morbidity rate of chemical burns was as high as 18.6% (690 cases), and HF remained the leading cause of chemical injuries (201 cases, 29.13%) in this period and amongst the cases that were seen [10]. In this study, we further analysed the epidemiological features of the 201 inpatients with HF burns, with the aim of providing further evidence to support the upgrade of safety measurements and the formulation of preventive strategies within the Zhejiang Province.

Methods
A 10-year retrospective analysis including all patients with HF burns admitted to the Department of Burns and Plastic Surgery between January 2004 and December 2013 was conducted. Information obtained for each patient included sex, age, occupation, location of burn, cause of burn, and the category of chemical that caused the burn. Data regarding wound site and size, accompanying injuries, serum electrolyte levels, operations, length of hospital stay, and mortality were also assessed. All of the data mentioned above were collected and rechecked by two medical staff. The data recorded in the Excel form were further analysed by the statistician.

Results
Trends of HF burns
Figure 1 shows the number of patients admitted each year due to HF burns. It can be seen that the incidence of cases increased gradually over the 10-year period, although a slight fluctuation in this trend was observed in 2006. The overall number of patients with HF exposure has however, increased rapidly, especially in the recent years.[image: A12995_2016_144_Fig1_HTML.gif]
Fig. 1The number of hydrofluoric acid burns from January 2004 to December 2013




                        

Age, sex, and education
Among the 201 patients, 189 were male and 12 were female (ratios of 15.75:1). The average age was 38.33 ± 10.57 years, with a range of 1.5–69 years. HF burns occurred most frequently in patients aged 30–39 years (33.83%), followed by those aged 40–49 years (32.84%), 20–29 years (17.41%), and 50–59 years (11.44%; Table 1).Table 1The age distribution of patients with HF burns


	Age (Years)
	Csaes

	N
	Percent (%)

	<10
	2
	0.99

	10 ~ 19
	4
	1.99

	20 ~ 29
	35
	17.41

	30 ~ 39
	68
	33.83

	40 ~ 49
	66
	32.83

	50 ~ 59
	23
	11.44

	>60
	3
	1.49




                        
Figure 2 shows the education levels of these patients. The majority of patients had low levels of education (illiteracy/primary school education, 21.39%; junior middle school education, 48.26%), 27.86% of patients had completed middle school / high school, and only 2.49% had tertiary education of college/university degrees or higher.[image: A12995_2016_144_Fig2_HTML.gif]
Fig. 2Educational background of patients with hydrofluoric acid burns




                        

Sources of patients and causes of HF burns
Out of all the cases presented in our department, the most frequent source of HF burns was seen as work related (Table 2). More than half (109 cases, 54.23%) of these patients worked in the fluorine industry; followed by stevedoring and transportation industries (35 cases, 17.41%); the semiconductor industry (18 cases, 8.96%); metal rust removal industries (13 cases, 6.47%); glass etching industries (12 cases, 5.97%), and finally followed by waste and disposal service sectors (8 cases, 3.98%), and other sectors and industries (6 cases, 2.98%).Table 2Sources of patients with HF burns


	Sources
	Cases

	N
	Percent (%)

	Fluorine industry
	109
	54.23

	Stevedoring and transportation
	35
	17.41

	Semiconductor industry
	18
	8.96

	Metal rust removing
	13
	6.47

	Glass etching
	12
	5.97

	Waste and disposable service
	8
	3.98

	Others
	6
	2.98




                        
Furthermore, more than 95% of HF burns in this study were due to three major causes: (i) inappropriate operation (89 cases, 44.28%), (ii) inadequate protection (58 cases, 28.86%), and (iii) machine problems (44 cases, 21.89%). Less than 5% of cases were caused by daily exposure, traffic accidents, or other reasons (Fig. 3).[image: A12995_2016_144_Fig3_HTML.gif]
Fig. 3Causes of hydrofluoric acid burns




                        
Table 3 presents the categories of chemicals that caused HF burns. The majority (177 cases, 88.06%) of HF injuries were caused by aqueous HF solutions, followed by mixtures containing HF (18 cases, 8.96%). Chemical burns caused by hydrogen fluoride accounted for the least (2.98%) of these injuries.Table 3Categories of chemicals causing HF burns


	Chemicals
	Cases

	N
	Percent (%)

	Hydrogen fluoride
	6
	2.98

	HF solution
	177
	88.06

	Mixture

	 HF+ sulphuric acid (H2SO4)
	10
	4.98

	 HF+ hydrochloric acid (HCl)
	2
	0.99

	 HF + dimethylamine
	1
	0.49

	 HF + Trichloroethylene
	1
	0.49

	 HF + pentafluoropropanol
	1
	0.49

	 HF+ unknown chemicals
	3
	1.49




                        
The concentrations of HF in the various solutions were analysed further; where the results are presented in Table 4. Aside from the 72 cases caused by unknown concentrations, high-concentration (>50%) solutions caused the majority (66 cases, 32.84%) of HF burns, followed by solutions with moderate (41 cases, 20.4%) and low (16 cases, 7.96%) concentrations of HF.Table 4Distribution of HF concentration


	HF concentration (%)
	Cases

	N
	Percent (%)

	<20
	16
	7.96

	20 ~ 50
	41
	20.40

	>50
	66
	32.84

	Unknown
	72
	35.82

	Hydrogen fluoride
	6
	2.98




                        

Sites and extent of HF burns
HF burns were observed at a total of 265 sites among the 201 patients (Fig. 2). The most common sites of injury were the head and neck (99 cases, 37.36%), hands (71 cases, 26.79%), legs (36 cases, 13.59%), arms (28 cases, 10.57%), foot (19 cases, 7.17%, trunk (9 cases, 3.40%), and buttocks (3 cases, 1.13%); Fig. 4).[image: A12995_2016_144_Fig4_HTML.gif]
Fig. 4Distribution of burn sites in patients with hydrofluoric acid burns




                        
Burn areas were calculated by estimating the sizes of first, second, and third degree burns. Table 5 shows the burn area distribution for these patients. In all patients, burns covered <1 to 42% of the total body surface area (TBSA). One hundred and twenty-one (60.20%) patients had burns covering <1% of the TBSA, and 61 (30.35%) patients had burns covering 1–5% of the TBSA. Only 19 (9.45%) cases had burn areas of >5% TBSA.Table 5TBSA distribution for patients with HF burns


	TBSAa (%)
	Cases

	N
	Percent (%)

	<1
	121
	60.2

	1–5
	61
	30.35

	6–10
	9
	4.48

	11–20
	4
	1.99

	21–30
	3
	1.49

	31–40
	1
	0.49

	>40
	2
	0.99



                                    aCalculation of TBSA refers to all the burned area involved, including the first, second and third degrees



                        

Accompanying injuries
Injuries accompanying HF burns included ocular injuries (17 cases, 8.46%), inhalation injuries (9 cases, 4.48%), and digestive tract injuries (1 case, 0.50%).

Seasonal distribution
HF burns occurred more frequently in the summer (28.44%), autumn (26.15%), and winter seasons (25.69%) than in the spring season (19.72%; Fig. 5).[image: A12995_2016_144_Fig5_HTML.gif]
Fig. 5The seasonal distribution of hydrofluoric acid burns




                        

Pre-hospital treatment
In nearly 88% of cases, on-site water irrigation was immediately performed after HF burns had occurred. Amongst these cases, there were 8 patients who received immediate washing of their chemical burns by health professionals: First with Hexafluorine® solution, followed by tap water. However, for all of the patients who received water irrigation treatment, the rinsing time varied greatly (Fig. 6).[image: A12995_2016_144_Fig6_HTML.gif]
Fig. 6The prehospital water irrigation for hydrofluoric acid burns




                        

Serum electrolyte levels
Results of electrolyte tests conducted within 3 days after exposure were analysed. The morbidity rates of hypocalcaemia, hypomagnesaemia, hypokalaemia, and hyperkalaemia were calculated and are listed in Table 6. Hypocalcaemia (47 cases, 23.38%) and hypomagnesaemia (28 cases, 13.93%) occurred more frequently in patients with HF burns. Only 18 (8.96%) patients had hypokalaemia, and no patient had hyperkalaemia.Table 6The situations of serum electrolytes for patients with HF burns (n = 201)


	Electroyte imbalance
	Cases

	N
	Percent (%)

	Hypocalcemia
	47
	23.38

	Hypomagnesemia
	28
	13.93

	Hypokalemia
	18
	8.96

	Hyperkalemia
	0
	0




                        

Number of operations
Thirty-five (17.41%) patients underwent surgical operations. Among these, 9 cases were treated with urgent escharotomy and skin grafting. 7 cases were treated with flap transfers for wound reconstruction, and 11 cases were treated with split-thickness skin grafting for wound closure.

Length of hospital stay
The average hospital stay was 8.9 ± 10.7 days, with a range of 1–50 days (Table 7).Table 7Length of hospital stays for patients with HF burns


	Hospital stay (days)
	Cases

	N
	Percent (%)

	<10
	148
	73.63

	10–19
	23
	11.44

	20–29
	12
	5.97

	30–39
	14
	6.97

	40–49
	3
	1.49

	>50
	1
	0.50




                        

Mortality
Two patients died of sudden cardiac arrest caused by severe fluoride poisoning. The overall mortality rate for HF burns in this study was approximately 1%.


Discussion
The morbidity of HF burns varies among regions throughout the world [13]. In some areas, HF burns occur more frequently and have become one of the most common chemical injuries [8, 10]. Our study demonstrated an increased incidence of HF burns in western Zhejiang Province between 2004 and 2013, although a small surge was also observed in 2006 (Fig. 1). HF industries and derivatives have shown explosive growth in the past decade and play a vital role in the local economy. Consequently, the incidence of chemical burns, especially those caused by HF, has increased [10, 14, 15].
As observed in this study, the majority of chemical burns were work related, which was seen in the working-age population. This demographic was seen to be affected most frequently [7, 16, 17]. More than 95% of individuals with chemical burns were between the ages of 20 and 59 years (Table 1). Furthermore, most patients had low educational levels (primary and middle school education), and only a small number of patients had received tertiary education of college/university degrees or higher (Fig. 2). A low level of education may partly explain the higher incidence of HF burns in these patients. One case should be noted regarding two patients who were under the age of 10 years; and both of these children were victims of chemical burns in family workshops. In the past, family workshops, such as glass etching, were very popular in some regions of China. These establishments were usually contained within homes where workshops would be connected to the household private area, such as living room, allowing children easy access to dangerous chemicals and increasing the risk and likelihood of injury. In addition, more than 71% of chemical burns were work related, occurring primarily in workers in the fluoride industries, and stevedoring and transportation (Table 2). A recent study investigated acute HF exposure cases occurring in 1991–2010 using data collected from the Taiwan Poison Control Centre [18]. A total of 324 cases were identified, of which 80% were caused by occupational exposure, including those occurring in the semiconductor industry (61%), cleaning industry (15%), chemical and metal industries (13%), and other industries (11%). Some obvious differences in the occupational distribution of HF burns exist between existing data and those obtained within this study.
Workplace protection against chemical burns requires the use of personal protective equipment (PPE) and necessary professional skills and knowledge (received as training) when operating machines or handling dangerous chemicals. More than 95% of chemical burns assessed in this study occurred in the workplace and were caused by inadequate protection, machine problems, and inappropriate machine operation (Fig. 3). Thus, shortages in occupational education and training, machine maintenance, and production management exist and can partly explain the higher incidence of HF burns in western Zhejiang.
HF, in liquid or vapour form, has the potential to cause tissue corrosion and chemical poisoning. Six patients were injured due to hydrogen fluoride exposure, and all others were burned by aqueous HF solutions (Table 3). HF burns caused by highly concentrated acid were more common, followed by moderate and low concentrations of acid (Table 4). These characteristics may correlate directly with production techniques and transportation practises in various fluoride industries. In many enterprises, highly concentrated HF solutions are produced and used, and may also be delivered to various regions if required; these processes were seen to be major causes of HF burns due to the improper handling of chemicals, as previously explained. Furthermore, HF burns may be caused by exposure to mixed compounds (Table 3); such complex situations may affect physicians’ judgments and clinical decisions , leading to the incorrect management and treatment of chemical burns caused by exposure to HF [19].
Small burn areas were common in patients with HF burns (Table 5). The head and neck (37.36%) were the most common sites involved, followed by the hands (26.79%), legs (13.58%), and arms (10.57%). However, when burns involving the hands and arms were assessed together, the upper extremities (37.36%) were also the most common site of HF injury (Fig. 4), which parallels the results reported by Hatzifotis et al. [3] and Stuke et al. [17]. These authors assessed cases of patients with chemical burns, where most of the injuries involving the extremities could be prevented, once again emphasising the importance of correct occupational training, management and protection upon exposure to dangerous chemicals. In the study, by Hatzifotis et al. [3] and Stuke et al. [17], burns located on the head and neck were also usual; a result which also corresponded with the assessments of patients at our hospital department. Further analysis showed that burn injuries of this nature were caused by chemicals spilled or splashed from machines or pipes. As mentioned above, most HF burns occurred in the workplace and resulted from inadequate protection, machine problems, and inappropriate machine operation, which could explain the high frequency of HF burns affecting the head and neck. Accordingly, ocular burns were the most common accompanying injury.
In patients with fluoride poisoning, electrolyte imbalances, such as hypocalcaemia and hypomagnesaemia, occurred frequently, as fluoride ions bind to these metal ions to form insoluble salts in the body [13]. Hypocalcaemia and hypomagnesaemia can be rectified by calcium and magnesium supplementation in the clinic [20, 21]. Whether HF can cause hyperkalaemia is a matter of some controversy. Some experimental studies have shown that fluoride ions caused hyperkalaemia; when sodium fluoride was employed to investigate the effects of fluoride ions on potassium levels, hyperkalaemia was caused by inactivation of cellular sodium/potassium ATPase pumps and via the activation of sodium/calcium ion exchange [22]. However, different physiological mechanisms may be involved in patients with HF injuries. Some studies have reported that hypokalaemia occurs in patients with HF burns [22–25]. In our study, no such patient with hyperkalaemia was identified (Table 6), and this finding is paralleled in another recent epidemiological study conducted by Wu et al. [18] Hence, the exact mechanisms of HF on potassium metabolism remain unknown, and further studies are warranted. Inhibition of the ongoing absorption of fluoride ions is the key measure for the treatment of fluoride poisoning and its complications. Different methods have been developed to do so, including various decontamination methods using antidotes of calcium gluconate and others [13].
Seasonally, the distribution of HF burns remained similar in the summer, autumn, and winter; however, the number of burns decreased significantly in the spring compared with all other seasons (Fig. 5). A possible reason for this trend is the occurrence of many important holidays, such as the Chinese Spring Festival (during the spring season), which reduces the absolute working time in most fluoride enterprises.
The lengths of hospital stays and rates of surgical operation were related mainly to the severity of HF burns. Chemical burn severity is usually estimated by factors including HF concentration, exposure time, site of exposure, delay in therapy initiation, and amount of antidote delivered [2, 13, 26]. More than 90% of patients presented with small (<5% TBSA) burn areas, and most healed without surgical intervention, resulting in shorter hospital stays. Moreover, timely and correct pre-hospital treatment is also crucial to prevent the progressive deepening and poor prognostic outcome of burn wounds. Immediate water irrigation remains the recommended decontamination method for on-site treatment of chemical burns [27, 28] as not only does it aid the removal of residual chemicals from wounds, but it also reduces the risk of developing chemical poisoning. In addition to water irrigation, other decontamination methods, including rinsing with a calcium gluconate solution and using Hexafluorine® solution have also been introduced. An increasing number of studies suggest that decontamination with Hexafluorine® solution in a very early stage post-exposure (several seconds to minutes) works well [29]. After admission, an algorithm was established in our department to treat those patients with HF exposure, which has been well documented in another review [13]. The basic strategies for HF burns were paralleled to blocking the fluoride ions from infiltrating into deep tissues by emergent decontamination [13].
As this study is part of our epidemiological survey of chemical burns, its limitations have been clarified in previously published work [10]. Briefly, one limitation is the source of the data as all our data were collected from one hospital in one area, and only inpatients were included. Hence, the estimation of morbidity based on these data may contain errors. However, the data presented here remain valuable; as Quhua Hospital is the main medical centre for the treatment of chemical burns, and it receives the majority of patients with chemical burns in western Zhejiang Province. Additionally, the epidemiological characteristics described in this study have the potential to provide valuable information to encourage the upgrading of safety measurements and formulation of preventive strategies.

Conclusions
To summarise; this epidemiological study presents characteristic findings related to HF burns in western Zhejiang Province, China. Firstly, the morbidity of HF burns in the past 10 years showed a gradual increase, which can be attributed to the development of local fluoride industries. Secondly, most HF injuries were work related and distributed in working-age patients. Thirdly, aqueous HF solutions, especially those of high concentration, were the most common chemical cause of HF burns. Furthermore, inappropriate operation of equipment, machine malfunctions, and inadequate protection were identified as the leading causes of HF burns in the workplace. The burn area was <5% of TBSA in more than 90% of patients, and the most common burn sites were the head, neck, and upper extremities. Approximately 17% of patients underwent surgical operation. Accompanying injuries should be detected and treated correctly in a timely manner. Lastly, electrolyte imbalances, such as hypocalcaemia, hypomagnesaemia, and hypokalaemia, occurred frequently in patients with HF exposure; however, hyperkalaemia was not encountered in this study. Based on these results, related enterprises and local authorities should be encouraged to upgrade their management policies and to provide the necessary occupational education and safety training to high-risk populations. The local government would benefit from the establishment of a long-term strategic plan to improve education and to enhance the management of hazardous chemicals. Moreover, strategies focusing on the production, transportation, and usage of HF should be enhanced further for labourers and professionals dealing with chemicals, including consideration of the details of injuries caused by HF and other mixtures. Early and correct pre-hospital treatment, such as water irrigation and application of antidotes should also be considered for the effective management and immediate treatment of HF burns. Thus, the education of workers to provide common emergency knowledge and skills is highly warranted.

Acknowledgements
Thanks to Dr. Ruiming Jiang, and Dr. Jia Liu, for their help in information collection and statistical analysis.
Funding
This work was financially supported by the Project of Zhejiang Science and technology (2015C37022), the Medical Health Platform Program of Zhejiang, China (2013ZD025) and the Zhejiang research project of commonweal technology (2017C33186).

Availability of data and materials
The data and material are available by contacting the author: Xingang Wang: e-mail: wangxingang8157@zju.edu.cn.

Authors’ contributions
YZ and XW designed this survey; JZ, XJ, LN and CY collected the data; CH conducted the statistical analysis; XW and KS prepared the manuscript. All authors have reviewed and approved the final draft.

Competing interests
The authors declare that they have no competing interests.

Consent for publication
No details on individuals are reported within the manuscript.

Ethics approval and consent to participate
The study was approved by Ethics Committee of Quhua Hospital.


[image: Creative Commons]
                           Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Sheridan RL, Ryan CM, Quinby Jr WC, Blair J, Tompkins RG, Burke JF. Emergency management of major hydrofluoric acid exposures. Burns. 1995;21(1):62–4.CrossRefPubMed

2.
Kirkpatrick JJ, Enion DS, Burd DA. Hydrofluoric acid burns: a review. Burns. 1995;21(7):483–93.CrossRefPubMed

3.
Hatzifotis M, Williams A, Muller M, Pegg S. Hydrofluoric acid burns. Burns. 2004;30(2):156–9.CrossRefPubMed

4.
Bertolini JC. Hydrofluoric acid: a review of toxicity. J Emerg Med. 1992;10(2):163–8.CrossRefPubMed

5.
Tepperman PB. Fatality due to acute systemic fluoride poisoning following a hydrofluoric acid skin burn. J Occup Med. 1980;22(10):691–2.CrossRefPubMed

6.
Ricketts S, Kimble FW. Chemical injuries: the Tasmanian Burns Unit experience. ANZ J Surg. 2003;73(1–2):45–8.CrossRefPubMed

7.
Xie Y, Tan Y, Tang S. Epidemiology of 377 patients with chemical burns in Guangdong province. Burns. 2004;30(6):569–72.CrossRefPubMed

8.
Zhang YH, Han CM, Chen GX, Ye CJ, Jiang RM, Liu LP, et al. Factors associated with chemical burns in Zhejiang province, China: an epidemiological study. BMC Public Health. 2011;11:746.CrossRefPubMedPubMedCentral

9.
Ozcan M, Allahbeickaraghi A, Dundar M. Possible hazardous effects of hydrofluoric acid and recommendations for treatment approach: a review. Clin Oral Investig. 2012;16(1):15–23.CrossRefPubMed

10.
Ye C, Wang X, Zhang Y, Ni L, Jiang R, Liu L, et al. Ten-year epidemiology of chemical burns in Western Zhejiang Province of China. Burns. 2016;42(3):668–74.CrossRefPubMed

11.
Zhang Y, Wang X, Sharma K, Mao X, Qiu X, Ni L, et al. Injuries following a serious hydrofluoric acid leak: first aid and lessons. Burns. 2015;41(7):1593–8.CrossRefPubMed

12.
Qiu X, Han C, Wang Y, Wang Q, Zhan W, Lu Z, et al. Hydrofluoric acid burns of 48 cases in batches. Chin J Emerg Med. 2010;10(4):422–3.

13.
Wang X, Zhang Y, Ni L, You C, Ye C, Jiang R, et al. A review of treatment strategies for hydrofluoric acid burns: current status and future prospects. Burns. 2014;40(8):1447–57.CrossRefPubMed

14.
Zhang Y, Wang X, Ye C, Liu L, Jiang R, Ni L, et al. The clinical effectiveness of the intravenous infusion of calcium gluconate for treatment of hydrofluoric acid burn of distal limbs. Burns. 2014;40(4):e26–30.CrossRefPubMed

15.
Yuanhai Z, Liangfang N, Xingang W, Ruiming J, Liping L, Chunjiang Y, et al. Clinical arterial infusion of calcium gluconate: the preferred method for treating hydrofluoric acid burns of distal human limbs. Int J Occup Med Environ Health. 2014;27(1):104–13.PubMed

16.
Pitkanen J, Al-Qattan MM. Epidemiology of domestic chemical burns in Saudi Arabia. Burns. 2001;27(4):376–8.CrossRefPubMed

17.
Stuke LE, Arnoldo BD, Hunt JL, Purdue GF. Hydrofluoric acid burns: a 15-year experience. J Burn Care Res. 2008;29(6):893–6.CrossRefPubMed

18.
Wu ML, Yang CC, Ger J, Tsai WJ, Deng JF. Acute hydrofluoric acid exposure reported to Taiwan Poison Control Center, 1991–2010. Hum Exp Toxicol. 2014;33(5):449-454.

19.
Zhang Y, Ni L, Ye C, Zhang J, Wang X. A rare case of chemical burns caused by a mixture of sulphuric acid and hydrofluoric acid. Clin Toxicol. 2015;53(7):785.CrossRef

20.
Burkhart KK, Brent J, Kirk MA, Baker DC, Kulig KW. Comparison of topical magnesium and calcium treatment for dermal hydrofluoric acid burns. Ann Emerg Med. 1994;24(1):9–13.CrossRefPubMed

21.
Dowbak G, Rose K, Rohrich RJ. A biochemical and histologic rationale for the treatment of hydrofluoric acid burns with calcium gluconate. J Burn Care Rehabil. 1994;15(4):323–7.CrossRefPubMed

22.
Wu ML, Deng JF, Fan JS. Survival after hypocalcemia, hypomagnesemia, hypokalemia and cardiac arrest following mild hydrofluoric acid burn. Clin Toxicol. 2010;48(9):953–5.CrossRef

23.
Dalamaga M, Karmaniolas K, Nikolaidou A, Papadavid E. Hypocalcemia, hypomagnesemia, and hypokalemia following hydrofluoric acid chemical injury. J Burn Care Res. 2008;29(3):541–3.CrossRefPubMed

24.
Gallerani M, Bettoli V, Peron L, Manfredini R. Systemic and topical effects of intradermal hydrofluoric acid. Am J Emerg Med. 1998;16(5):521–2.CrossRefPubMed

25.
Greco RJ, Hartford CE, Haith Jr LR, Patton ML. Hydrofluoric acid-induced hypocalcemia. J Trauma. 1988;28(11):1593–6.CrossRefPubMed

26.
Graudins A, Burns MJ, Aaron CK. Regional intravenous infusion of calcium gluconate for hydrofluoric acid burns of the upper extremity. Ann Emerg Med. 1997;30(5):604–7.CrossRefPubMed

27.
Brent J. Water-based solutions are the best decontaminating fluids for dermal corrosive exposures: a mini review. Clin Toxicol. 2013;51(8):731–6.CrossRef

28.
Wang X, Han C. Re-emphasizing the role of copious water irrigation in the first aid treatment of chemical burns. Burns. 2014;40(4):779–80.CrossRefPubMed

29.
Soderberg K, Kuusinen P, Mathieu L, Hall AH. An improved method for emergent decontamination of ocular and dermal hydrofluoric acid splashes. Vet Hum Toxicol. 2004;46(4):216–8.PubMed




OEBPS/sidebar.gif





OEBPS/A12995_2016_144_Fig2_HTML.gif
iliteracy and primary school
sunior middleschoo
= High midle school

= Collge and higher
aualfications






OEBPS/A12995_2016_144_Fig5_HTML.gif
‘wspring (Month 1-3)
Summer (Month 4-6)

= Autumn (Month 7-5)

= Winter (Month 10-12)






OEBPS/A12995_2016_144_Fig4_HTML.gif
Head-neck
aHand
warm
Trunk
uButtock
nleg

Foot





OEBPS/cc-by.png
() _®





OEBPS/A12995_2016_144_Fig1_HTML.gif
o

4

ocuwud8h3dhdGd

2004

2005 2006 2007 2008 2009

2010 2011 2012 2013






OEBPS/contact.gif





OEBPS/A12995_2016_144_Fig3_HTML.gif
inadequate protection
= Machine problems
inapproprite operation
mDaily exposure

Trafic accidents

Others





OEBPS/A12995_2016_144_Fig6_HTML.gif
<10min

=10-20min

#20-30min

=>30min

Without irgation





