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PRACTICE GUIDELINE

Elemental mercury exposure: An evidence-based consensus 

guideline for out-of-hospital management

Out-of-hospital management of mercury exposure

E. MARTIN CARAVATI, M.D., M.P.H., ANDREW R. ERDMAN, M.D., GWENN CHRISTIANSON, M.S.N., 
LEWIS S. NELSON, M.D., ALAN D. WOOLF, M.D., M.P.H., LISA L. BOOZE, PHARM.D., 
DANIEL J. COBAUGH, PHARM.D., PETER A. CHYKA, PHARM.D., ELIZABETH J. SCHARMAN, PHARM.D., 

ANTHONY S. MANOGUERRA, PHARM.D., and WILLIAM G. TROUTMAN, PHARM.D.

American Association of Poison Control Centers, Washington, District of Columbia, USA

The objective of this guideline is to assist poison center personnel in the out-of-hospital triage and initial management of patients with

suspected exposures to elemental mercury. An evidence-based expert consensus process was used to create this guideline. It is based on an
assessment of current scientific and clinical information. The panel recognizes that specific patient care decisions may be at variance with
this guideline and are the prerogative of the patient and health professionals providing care. The grade of recommendation is in parentheses.

Recommendations: 1) Patients with exposure due to suspected self-harm, abuse, misuse, or potentially malicious administration should be
referred to an emergency department immediately regardless of the exposure reported (Grade D). 2) Patients with symptoms of acute
elemental mercury poisoning (e.g., cough, dyspnea, chest pain) should be referred immediately to an emergency department for evaluation

regardless of the reported dose. Patients with symptoms of chronic toxicity (rash, tremor, weight loss, etc.) should be referred for healthcare
evaluation, the timing and location of which is guided by the severity of illness and circumstances of the exposure (Grade C). 3) If the
elemental mercury was recently heated (e.g., from stove top, oven, furnace) in an enclosed area, all people within the exposure area should

be evaluated at a healthcare facility due to the high risk of toxicity (Grade C). 4) If the elemental mercury was vacuumed or swept with a
broom, the health department should be contacted to perform an environmental assessment for mercury contamination. Consider healthcare
referral for those exposed to documented high air mercury concentrations (Grade C). 5) Patients ingesting more mercury than in a

household fever thermometer or those with abdominal pain after ingestion should be referred to an emergency department for evaluation
(Grade C). Do not induce emesis or administer activated charcoal. 6) Asymptomatic patients with brief, unintentional, low-dose vapor
exposures can be observed at home. Asymptomatic patients can be evaluated as non-urgent outpatients if there is concern for exposures to

high doses (e.g., more than contained in a thermometer) or for chronic duration (Grade D). 7) Pregnant patients unintentionally exposed to
elemental mercury and who are asymptomatic should be evaluated by their obstetrician or primary care provider as an outpatient.
Immediate referral to an ED is not required (Grade D). 8) Patients with elemental mercury deposited or injected into soft tissue should be

referred for evaluation of surgical removal (Grade C). 9) All elemental mercury spills should be properly cleaned up, including the small
amount of mercury from a broken thermometer. Brooms and vacuum cleaners should not be used to clean up elemental mercury. The clean-
up of any spill larger than a broken thermometer should be performed by a professional company, state health department, or the EPA.

Detailed instructions are provided on the EPA website: www.epa.gov/epaoswer/hazwaste/mercury/faq/spills.htm (Grade D). 10) Patients
with dermal exposures should remove all jewelry and wash the affected area with mild soap and water. Remove all contaminated clothing
and place these items in a sealed plastic double-bag for proper disposal (Grade D). 11) Do not discard elemental mercury in household

trash, plumbing drains, or sewer systems. Consult local authorities for the proper disposal of low-level elemental mercury-contaminated
household items and thermometers (Grade D).

Keywords Elemental mercury/poisoning; Poison control centers/standards; Practice guidelines

Introduction

Elemental mercury is used in manufacturing and industrial
processes (mining, smelting), household, medical and electri-
cal devices (e.g., thermometers, thermostats, electrical
switches, dental amalgam), and folk remedies. Thus, environ-
mental release of elemental mercury that results in human
exposure can occur in many different locations. The most
frequent are schools and universities (20%), homes (17%),

Received 9 April 2007; accepted 9 April 2007.
Guidelines for the Management of Poisoning is supported in full

by Cooperative Agreement 8 U4BHS00084 between the American
Association of Poison Control Centers and the Health Resources
and Services Administration, Department of Health and Human

Services.
Address correspondence to American Association of Poison

Control Centers, 3201 New Mexico Avenue NW, Suite 330,

Washington, DC 20016, USA. E-mail: info@aapcc.org

D
o
w

n
lo

ad
ed

 b
y
 [

2
1
6
.1

3
3
.7

8
.2

2
6
] 

at
 0

6
:1

3
 1

4
 J

u
ly

 2
0
1
6
 



2 E.M. Caravati et al.

healthcare facilities (17%), public utilities (13%), and
manufacturing facilities (10%) (1). Elemental mercury vola-
tilizes at room temperature, allowing human exposure via
inhalation, and accumulates in the ecosystem leading to pol-
lution of air, waterways, aquatic life, and eventually food for
human consumption. Elemental mercury vapor is a pulmo-
nary irritant, renal toxin, and cumulative neurotoxin. Envi-
ronmental release, whether in a home, workplace, or public
area, can result in acute and chronic health effects (2). Clean-
up of even small household spills can be time consuming and
costly (3). Poison centers are often contacted by the public
regarding the health risks, proper clean-up, and disposal of
small elemental mercury spills.

Scope of the problem and importance of the guideline

During the 5-year period of 2001–2005, there were 15,552
human exposures to elemental mercury, excluding thermom-
eters, reported to US poison centers. Of these exposures,
14,227 (91%) were unintentional and only 2,307 (15%)
occurred in children less than 6 years of age. Moderate or
major clinical outcomes, as defined by the Toxic Exposure
Surveillance System (TESS), occurred in 250 (1.6%) patients
(4). Three patients died, but only one case appeared to be
directly related to the exposure. A 60-year-old man devel-
oped acute pneumonitis after heating a gold-mercury
amalgam in an enclosed space and died of respiratory failure
16 days after exposure (personal communication, M. Lai,
AAPCC, 2006).

In 2001, TESS began reporting exposures specifically
involving mercury-containing thermometers. In that year
alone, there were 17,457 human exposures to these thermom-
eters voluntarily reported to US poison centers. Of these
exposures, 17,322 (99%) were unintentional, 7,465 (43%)
were in children less than 6 years of age, and only 1,025 (6%)
were referred to healthcare facilities. The reasons for health-
care facility referral were not reported. Since 2001, the
frequency of reported mercury thermometer exposures has
steadily declined resulting in 9,122 elemental mercury ther-
mometer exposures in 2005, a 48% decrease (4). There are
limitations in this data set as some exposures to mercury from
broken thermometers might be coded as “heavy metal-
elemental mercury” exposures rather than thermometer expo-
sures. In addition, many calls to poison centers concerning
spilled mercury from broken thermometers might be coded as
“information” calls and would not be reflected in the human
exposure data. No deaths from exposure to mercury
thermometers were reported to TESS during 2001–2005.

Due to the human and environmental risks associated with
elemental mercury contamination, many local and state gov-
ernments have banned the sale of medical devices that con-
tain elemental mercury. Many communities across the US
have organized mercury thermometer exchange programs in
order to remove this potential source of mercury. An
evidence-based, consensus poison center guideline for

elemental mercury was requested by members of AAPCC to
help with out-of-hospital triage and management.

Substances and definitions

This guideline addresses small spills and human exposures to
elemental mercury. Exposures to organic mercury com-
pounds (e.g., methylmercury) or inorganic mercuric salts
(e.g., mercuric chloride) are not included. In addition, this
guideline does not address chronic occupational exposure or
large industrial releases of elemental mercury. It focuses pri-
marily on small spills (typically less than 5 mL) that occur in
a home or public area. It does not address aspiration or intra-
venous exposure to elemental mercury.

The term “out-of-hospital” is the period before a patient
reaches a healthcare facility. To be consistent with TESS def-
initions, acute exposures are those occurring over a period of
up to 8 hours and chronic exposures are those that occur over
a period of more than 8 hours. A child is a person less than 6
years of age.

Background on elemental mercury

Elemental mercury (Hg°, CAS #7439-97-6, “quicksilver”)
is a dense, silver-white, odorless, heavy metal that is liquid
at room temperature. When spilled or swept with a broom, it
can break into very small droplets that penetrate small
spaces, which results in an increased surface area. Even
though it has a low vapor pressure (0.0012 mmHg at 20°C
[68°F]), it volatizes at room temperature and can accumu-
late indoors to concentrations that exceed safe airborne con-
centrations (5–8). Its vapor pressure increases with
temperature; thus, airborne concentrations increase when it
is heated. The density of elemental mercury is 13.5 g/mL
(water=1 at 25°C), so even the small volumes found in
devices available to the public represent relatively large
amounts of elemental mercury (Table 1). Elemental mer-
cury vapor is heavier than air (relative vapor density 6.93,
air=1) and can accumulate in poorly ventilated or low-lying
areas. This property can place children at increased risk of
exposure compared to adults because their breathing zone is
closer to the ground (9).

The absorption of elemental mercury from intact skin (10)
or the gastrointestinal tract is negligible (11). Elemental
mercury vapor is 70–80% absorbed by the lungs (12) and
inhalation is the primary route for systemic toxicity. It dis-
tributes into red blood cells, other tissues, and crosses the
blood-brain barrier to accumulate in the central nervous
system. It also crosses the placenta (13).

Elemental mercury is a cellular poison that disrupts multi-
ple enzymes, proteins, and cellular membrane functions. The
primary target organs are the central nervous system and kid-
neys. Skin or eye contact with elemental mercury can cause
local irritation and contact dermatitis (14). Acute inhalation
of high vapor concentrations, usually from heated elemental
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Out-of-hospital management of mercury exposure 3

mercury, can result in acute lung injury with symptoms of
cough, sore throat, shortness of breath, and chest pain. Other
symptoms include fever, chills, gastrointestinal complaints,
metallic taste, headache, and weakness. Chest radiography
can reveal infiltrates or pulmonary edema. Chronic inhalation
exposure over weeks to months, at air concentrations below
which acute effects are seen, can cause the gradual onset of
neurological symptoms. Symptoms include tremor, ataxia,
paresthesias, stocking-glove sensory loss, easy blushing, irri-
tability, fatigue, headaches, gingivitis, personality changes,
and anorexia. Acrodynia (“pink disease”) is a unique syn-
drome that can occur in children from chronic inhalation
exposure to elemental mercury. It is considered an idiosyn-
cratic hypersensitivity reaction. Clinical manifestations
include extremity pain, red face, red hands and feet, skin

rash, gingivitis, tachycardia, hypertension, diaphoresis,
photophobia, and irritability (15–23).

Exposure limits for workplace and home set by various
agencies are listed in Table 2.

Intended users of this guideline

The intended users of this guideline are personnel in US poi-
son control centers. It was developed for the conditions prev-
alent in the US. While the toxicity of elemental mercury is
not expected to vary in a clinically significant manner in
other nations, the out-of-hospital conditions could be much
different. Do not extrapolate this guideline to other settings
unless it has been determined that the conditions assumed in
this guideline are present.

This guideline also provides information for poison center
staff members and researchers who wish to further develop
the information base available for the development of guide-
lines for the out-of-hospital management of poisoning.

Objective of this guideline

The objective of this guideline is to assist poison center per-
sonnel in the appropriate out-of-hospital triage and initial out-
of-hospital management of patients with suspected exposures
to small amounts of elemental mercury by: 1) describing the
process by which a specialist in poison information should
evaluate an exposure to elemental mercury, 2) identifying the
key decision elements in managing cases of elemental
mercury exposure, 3) providing clear and practical recom-
mendations that reflect the current state of knowledge, and 4)
identifying needs for research.

This guideline is based on an assessment of current scientific
and clinical information. The expert consensus panel recognizes

Table 1. Amount of elemental mercury in selected devices
(118,119)

Device

Amount of 

elemental mercury

Fluorescent light 0.01–0.05 g
High intensity discharge lamp (HID, vapor) 0.02–0.25 g
Fever thermometer 0.5–0.7 g

Flame sensor (gas ranges) 1–2 g
Silent wall light switch (made before 1991) 2 g
Scientific/laboratory thermometer up to 3 g

Household thermostat 3 g per switch
Electrical (tilt) switch Small: 3.5 g 

Industrial: up to 

3600 g (8 lbs)
Gas flow regulator ( installed before 1961) 100 g
Sphygmomanometer 150 g

Manometer/barometer 100–900 g

Table 2. Reference elemental mercury airborne concentrations*

Airborne 
concentration 

(mg/m3) Comments Agency†

10 Immediately dangerous to life or health (IDLH) - maximum allowed for 30 min in an emergency NIOSH
0.1 Legal airborne permissible occupational exposure limit (PEL) OSHA
0.05 Recommended airborne exposure limit (REL) averaged over a 10-hr work shift NIOSH

0.025 Recommended airborne exposure limit (threshold limit value, TLV) averaged over an 8-hr work shift ACGIH
0.003 Recommended concentration after clean-up of commercial environment ATSDR
0.001 Recommended breathing zone (5 ft from floor) limit in a home after an elemental mercury spill - can 

re-occupy if less than this concentration

ATSDR

0.0003 An estimate of a continuous inhalation exposure that is likely to be without an appreciable risk of 
deleterious effects during a lifetime (Reference Concentration, RfC)

US EPA

0.0002 An estimate of the daily human exposure that is likely to be without appreciable risk of adverse 
non-cancer health effects over a specified duration of exposure (Minimum Risk Level, MRL)

ATSDR

*Adapted from the Wisconsin Division of Public Health, Department of Health and Family Services, State of Wisconsin. Human Health Hazards.

Responding to Mercury Spills: Small Spill Response. Accessed on August 29, 2006 at <http://dhfs.wisconsin.gov/eh/HlthHaz/pdf/hgtherm.pdf>.
†ACGIH: American Conference of Governmental Industrial Hygienists, ATSDR: Agency for Toxic Substances and Disease Registry, NIOSH: National

Institute for Occupational Safety and Health, US EPA: United States Environmental Protection Agency.

D
o
w

n
lo

ad
ed

 b
y
 [

2
1
6
.1

3
3
.7

8
.2

2
6
] 

at
 0

6
:1

3
 1

4
 J

u
ly

 2
0
1
6
 



4 E.M. Caravati et al.

that specific patient care decisions may be at variance with
this guideline and are the prerogative of the patient and the
health professionals providing care, considering all of the cir-
cumstances involved. This guideline does not substitute for
clinical judgment.

Methodology

The methodology used for the preparation of this guideline
was developed after reviewing the key elements of practice
guidelines (24,25). An expert consensus panel was estab-
lished to develop the guideline (Appendix 1). The American
Association of Poison Control Centers (AAPCC), the
American Academy of Clinical Toxicology (AACT), and the
American College of Medical Toxicology (ACMT)
appointed members of their organizations to serve as panel
members. To serve on the expert consensus panel, an individ-
ual had to have an exceptional record in clinical care and
scientific research in toxicology, board certification as a
clinical or medical toxicologist, significant US poison control
center experience, and be an opinion leader with broad
esteem. Two specialists in poison information were included
as full panel members to provide the viewpoint of the
end-users of the guideline.

Search strategy

A single investigator performed literature searches for
relevant articles. The National Library of Medicine’s
PubMed database was searched (through May 2006) using
elemental mercury poisoning as a MeSH term, limited to
humans. The PubMed database was further searched using
mercury as a text word (title, abstract, MeSH term, CAS reg-
istry) plus either poison* or overdos* or intox*, or toxic*
limited to humans. This process was repeated in International
Pharmaceutical Abstracts (1970–May 2006, excluding
abstracts of meeting presentations), Science Citation Index
(1977–May 2006), Database of Abstracts of Reviews of
Effects (accessed May 2006), Cochrane Database of System-
atic Reviews (accessed May 2006), and Cochrane Central
Register of Controlled Trials (accessed May 2006). Reactions
(1980–May 2006), the elemental mercury poisoning manage-
ment in Poisindex, and the bibliographies of recovered arti-
cles were reviewed to identify previously undiscovered
articles. Furthermore, NACCT abstracts published in the
Journal of Toxicology Clinical Toxicology (1995–2004) and
Clinical Toxicology (2005) were reviewed for original
human data.

Five major toxicology textbooks were reviewed for recom-
mendations on the management of elemental mercury poison-
ing and for citations of additional articles with original
human data in the chapter bibliographies. The Toxic Expo-
sure Surveillance System (TESS) maintained by the American
Association of Poison Control Centers was searched for

deaths resulting from unintentional elemental mercury poi-
soning. These cases were abstracted for review by panel
members. All US poison control centers were surveyed in
2006 to ascertain their out-of-hospital management and triage
practices for elemental mercury poisonings.

Criteria used to identify applicable studies

The recovered citations were entered into an EndNote library
and duplicate entries were eliminated. The abstracts of these
articles were reviewed, searching specifically for those that
dealt with estimations of doses with or without subsequent
signs or symptoms of toxicity and management techniques
that might be suitable for out-of-hospital use (e.g., gas-
trointestinal decontamination). Articles that did not meet
either of the preceding criteria, did not add new data (e.g.,
some reviews, editorials), or that exclusively described
inpatient-only procedures (e.g., dialysis) were excluded.

Data extraction process

A trained physician abstractor reviewed all articles that were
retrieved from the original search. The complete paper was
reviewed for original human data regarding the toxic effects
of elemental mercury or original human data directly relevant
to the out-of-hospital management of patients with elemental
mercury exposure. Relevant data (e.g., dose, effects, time of
onset of effects, therapeutic interventions or decontamination
measures provided, efficacy or results of any interventions,
and overall patient outcome) were compiled into a table and a
brief description of each article was written. This evidence
table is available at http://www.aapcc.org/DiscGuidelines/
mercury%20evidence%20table%202006-10-30.pdf. The table
of all abstracted articles was then forwarded to the panel
members for review and consideration in developing the
guideline. Efforts were made to locate foreign language arti-
cles and have their crucial information extracted, translated,
and tabulated. The abstractor created and distributed a written
summary of the data. All of the abstracted articles were made
available on a secure AAPCC website for reading by the
panel members.

Criteria used to assign levels of evidence

The articles were assigned level-of-evidence scores based on
the Grades of Recommendation table developed by the Cen-
tre for Evidence-Based Medicine at Oxford University
(Appendix 2). Single case reports and case series were
classified as level 4.

Guideline writing and review

The lead author (listed first) prepared a draft guideline. The
draft was submitted to the expert consensus panel for
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Out-of-hospital management of mercury exposure 5

comment. Using a modified Delphi process, comments from
the expert consensus panel members were collected, copied
into a table of comments, and submitted to the lead author for
response. The lead author responded to each comment in the
table and, when appropriate, the guideline draft was modified
to incorporate changes suggested by the panel. The panel
again reviewed the revised guideline draft and, if there was
no strong objection by any panelist to any of the changes
made by the lead author, the draft was prepared for the exter-
nal review process. External review of the second draft was
conducted by distributing it electronically to AAPCC,
AACT, and ACMT members and the secondary review
panel. The secondary review panel consisted of representa-
tives from the federal government, public health, emergency
services, pediatrics, pharmacy practice, and consumer organi-
zations (Appendix 3). Comments were submitted via a
discussion thread on the AAPCC web site or privately
through email communication to AAPCC staff. All submitted
comments were rendered anonymous, copied into a table of
comments, and reviewed by the expert consensus panel and
the lead author. The lead author responded to each comment
in the table and his responses and subsequent changes in the
guideline were reviewed and accepted by the panel.

Evaluation of evidence

Current poison control center practices

The expert consensus panel solicited local referral and man-
agement guidelines concerning elemental mercury from all
US poison centers in 2006 and received seven documents.
Guidance from these seven documents is in Table 3. Eight
other centers specifically replied that they did not have guide-
lines for elemental mercury exposures. The remaining centers
did not respond to the request. Review of the submitted guide-
lines revealed that five of seven centers considered spills from
fever thermometers to be potentially toxic and recommended
clean-up by the occupants of the area. All but one guideline
cautioned against vacuuming elemental mercury. Disposal
recommendations varied from double-bagging the elemental
mercury and placing it in the outdoor trash to treating it as
hazardous waste according to local ordinances. Guidance for
if and when the poison center should follow-up with a caller
concerning the exposure was absent from all of the guidelines.

In 2002, 70 poison centers were surveyed by telephone
concerning their clean-up advice for small elemental mercury
spills. No written protocols were available for 36% of the
centers. Poison center advice was variable and some poison
centers did not caution against vacuuming, aerosolization
risk, or disposal hazards (29).

Review of textbooks

Elemental mercury poisoning chapters in five toxicology
textbooks were reviewed for information on sources of

elemental mercury poisoning, risks associated with release of
elemental mercury from devices such as thermometers, and
clean-up and disposal recommendations (27–31). Two chap-
ters listed thermometers as potential sources of elemental
mercury but did not comment on the risk of toxicity if broken
and spilled in a home (30,31). Only one chapter supplied
clean-up recommendations and suggested the use of an ele-
mental mercury decontamination kit, removal of contami-
nated absorbent surfaces (e.g., carpets) from the area, and
cautioned against vacuuming spilled elemental mercury (30).
Two chapters listed selected agency recommendations for
airborne exposure limits (28,31), but none of the chapters
suggested the amount of elemental mercury that would be
required to attain such concentrations in a closed space.

Review of Poisindex

Poisindex, a computerized toxicology reference used by
poison control centers, cited cases of elemental mercury
poisoning associated with exposures to broken mercury ther-
mometers in homes. It also recommended a clean-up proce-
dure for small spills, specifically those associated with
broken thermometers. It described the use of granular zinc or
powdered sulfur as an absorbent then vacuuming the mixture.
It cautioned against using a household vacuum alone. It did
not detail the disposal method or whether spilled elemental
mercury should be treated as hazardous waste (32).

Review of TESS mortality data

Three deaths were identified in the American Association of
Poison Control Centers’ Toxic Exposure Surveillance System
(TESS) database associated with exposure to elemental
mercury from 2000 to 2005. One case was determined to be
unrelated to elemental mercury. One adult patient died after
heating a gold-mercury amalgam in an enclosed space, and a
72-year-old patient developed dementia after chronic inhala-
tion of elemental mercury and died after developing pneumonia.
The source of the elemental mercury was not reported in the
latter case No deaths were reported from mercury thermome-
ter exposure (personal communication, M. Lai, AAPCC,
2006).

Review of the literature

Most of the evidence consisted of case reports and case series
of individuals with acute and/or chronic elemental mercury
toxicity. The majority of reported cases were inhalations, but
there were also a number of articles describing gastrointestinal,
subcutaneous, and other types of exposures. Data on the
exposure amount and air concentrations of elemental mercury
resulting in clinical effects are summarized below and in
Tables 4–7. The data are divided into the following catego-
ries: spill investigations, routes of exposure, environmental
risk factors for increased exposure (e.g., heating, vacuuming),
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Out-of-hospital management of mercury exposure 7

and time to onset of toxicity. Mild adverse or toxic effects are
defined as those that did not require chelation or hospital
admission, moderate effects are defined as those that required
chelation or admission to a hospital; and severe effects are
those that were life-threatening (e.g., coma, seizures, respira-
tory distress, hypotension, dysrhythmias). In some cases,
assigning a severity level of effect required the subjective
medical judgment of the reviewer.

Small spill investigations

The literature was evaluated in order to determine if a small
spill of elemental mercury is a potential threat to human
health.

A small amount of elemental mercury (0.15 g) was placed
on a carpet in a small chamber (71.5×56×37 cm) and heated

to 30°C. The airborne concentrations were measured 30 cm
from the carpet surface and were 5, 6.3, 8.1, and 10 mg/m3 at
20, 40, 60, and 80 minutes after the spill, respectively (33).

In one report, an author investigated an elemental mercury
spill in his own home. A “clinical thermometer” was broken
on a vinyl-tiled kitchen floor with spillage of elemental mer-
cury. He gathered the visible mercury beads with a postcard
into one large globule and removed it from the house. Since it
was winter, all windows were closed and the house was
heated. Airborne elemental mercury concentrations were
measured in all rooms of the house “at face level” later the
same day and 7 days, 14 days, and 3 weeks after the spill. On
the day of the spill, mercury vapor was detected throughout
the house and the highest face-level concentration was 0.025
mg/m3 in the “landing.” However, readings from the hall car-
pet, which was close to the kitchen door, were much higher at
0.14 mg/m3. This was presumably from cross contamination

Table 4. Gastrointestinal mercury exposures with toxic effects and quantifiable exposure amounts

Approx. amount Age Mitigating circumstances Effect severity* Onset

Elevated urine 
and/or blood 

mercury† Reference (LOE)

∼3 mL 39 yr Peritoneal deposition of elemental mercury Death ∼23 d Yes 38 (4)

Up to 10 mL 68 yr Peritoneal deposition of elemental mercury Mod NR Yes 40 (6)
40 mL 26 yr NR Mild (local) <4 hr NR 42 (4)
60 mL 45 yr Peritoneal spillage of mercury; 

also aspirated ingested mercury

Mod NR Yes 41 (6)

80 mL 25 yr NT ? Mild (local) NT NR 43 (4)

220 mL (2 kg) 42 yr Potential chronic occupational exposure; 

history of tremors, forgetfulness, 
fatigue, irritability; diabetes

Mod NR Yes 39 (4)

*Mild=effects not requiring chelation or hospital admission; Mod=effects necessitating chelation and/or hospitalization; Severe=life-threatening effects

(e.g., seizures, respiratory depression, coma, hypotension); Local=GI effects (e.g., nausea, vomiting, diarrhea, abdominal pain) after ingestion or dermal

effects (e.g., wound, swelling, erythema) after subcutaneous exposure.
†Urine mercury ≥10 µg/L; blood mercury ≥10 µg/L; 24-hr urine mercury ≥15 µg (concentrations during chelation or after chelation challenge not considered).

NR: not reported.

NT: not fully translated.

Table 5. Soft tissue mercury exposures with toxic effects and quantifiable exposure amounts

Approx. amount Age
Mitigating 

circumstances Effect severity* Onset

Elevated urine 
and/or blood 

mercury† Reference (LOE)

Thermometer 15 yr NR Mod (local) Over 2 d NR 53 (4)

Thermometer 13 yr NR Mild (local) 2 yr NR 52 (4)
Thermometer 11 yr NR Mod (local) Over days NR 54 (4)

Thermometer 2 yr NR Mod (local) Over days Yes 55 (4)

*Mild=effects not requiring chelation or hospital admission; Mod=effects necessitating chelation and/or hospitalization; Severe=life threatening effects

(e.g., seizures, respiratory depression, coma, hypotension); Local=GI effects (e.g., nausea, vomiting, diarrhea, abdominal pain) after ingestion or dermal

effects (e.g., wound, swelling, erythema) after subcutaneous exposure.
†Urine mercury ≥10 µg/L; blood mercury ≥10 µg/L; 24-hr urine mercury ≥15 µg (concentrations during chelation or after chelation challenge not considered).

NR: not reported.
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8 E.M. Caravati et al.

from foot traffic. Mercury vapor was not detected in the
home 3 weeks after the spill (34).

One author measured air concentrations of elemental mer-
cury in three examination rooms of a physician’s office
where a “mercury thermometer was broken in the past.” The

concentrations ranged from 0.0045 to 0.0057 mg/m3 (35).
The airborne elemental mercury concentrations found in
these articles exceeded the recommended concentration after
clean-up of a commercial environment by the Agency for
Toxic Substances and Disease Registry (36) (Table 2).

Table 6. Inhalational mercury exposures with toxic effects and quantitative air levels reported

Maximum air 

concentration 
(mg/m3)*

Approx.
maximum 

exposure 
duration

Mitigating 
circumstances

No. with 
clinical effects Effect severity†

No. 
symptomatic 
with elevated 

urine and/or 
blood mercury‡ Age

Reference 
(LOE)

0.0042 NR Vacuumed 3 Mod 3 2–6 yr 64 (4)
0.0045 2 d Also ingested 

mercury

1 Mild/Mod 1 2 yr 57 (4)

0.01 NR NR NR Mild NR NR 57 (2b)
0.0238 NT Heated 2 Mod 2 22 & 28 yr 65 (4)

0.04 NR NR 2 Mod NR NR 8 (4)
0.03–0.7 (data from 

three incidents 

combined)

NR No symptomatic 
patients had 

elevated blood 
conc.

98 Mild NR NR 6 (2b)

0.05 NR Vacuumed 1 Mod 1 8 yr 15 (4)

>0.05 15 mo NR Several Mod Several 13 yr & NR 62 (4)
0.054 5 mo NR 1 Mild/Mod 1 23 mo 77 (4)
0.06 17 wk NR 1 Mod 1 3 yr 76 (4)

0.075 NR NR 10 Mild 10 NR 59 (2b)
0.075 2 mo Vacuumed 3 Mod 3 14–41 yr 71 (4)
0.078 6 wk Vacuumed 2 Mild 2 9 & 35 yr 69 (4)

0.1–1 4 mo Vacuumed 1 Mod 1 14 yr 78 (4)
0.14 3 mo NR 3 Mod–Severe 3 10–17 yr 5 (4)

0.14 1–2 mo Vacuumed 3 Mod–Severe 3 NR 68 (4)
0.15 1 wk NR Several Mild 7 NR 7 (2b)
0.15–1 51–176 d Vacuumed 8–12 Mild 11 12 yr, 14 yr, & NR 58 (2b)

0.193 NR Gold extraction 
(heated)

8 Mod–Death 8 45 d–58 yr 75 (4)

0.4 3 mo NR 2 Mod 2 11 & 15 yr 61 (4)

0.5 3–6 hr 
weekly×  

<1 yr

NR 2 Mild 2 17 & 37 yr 70 (4)

0.6 45 min Heated; 
underlying 

occupational 

exposure

1 Mod NR 50 yr 73 (4)

>0.7 (with oven on) NR Heated 1 Mod NR 27 yr 66 (4)
0.786 NR Heated 4 Death 4 40–88 yr 8 (4)

0.999 >3 d Heated 2 Mild–Mod 1 NR 74 (4)
>1 NR Vacuumed 2 Mod–Severe 2 4–11 yr 67 (4)
1.08 2½ mo NR 10–11 Mild–Mod 4–11 13 yr & 6–18 yr 60 (4)

8 NR NR 1 Mild 1 NR 82 (4)

*Breathing space measurements quoted whenever noted in article.
†Mild=effects not requiring chelation or hospital admission; Mod=effects necessitating chelation and/or hospitalization; Severe=life-threatening effects

(e.g., seizures, respiratory depression, coma, hypotension).
‡Urine mercury ≥10 µg/L; blood mercury ≥10 µg/L; 24-hr urine mercury ≥15 µg (concentrations during chelation or after chelation challenge not

considered).

NR: Not reported.

NT: Not fully translated.
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Out-of-hospital management of mercury exposure 9

The Illinois Department of Public Health did not find air
elemental mercury concentrations greater than 0.001 mg/m3

in response to investigations of seven small mercury spills
from broken thermometers or thermostats. Investigations that
were described included a thermometer that was dropped
down a heating duct with airborne mercury measured at less

than 0.001 mg/m3. A measurement directly above a bead of
elemental mercury from a broken thermostat found an air-
borne concentration of slightly more than 0.001 mg/m3 but it
was less than 0.001 mg/m3 “a few feet away.” Thus, the
author recommended that air monitoring is not needed for
broken thermometer or thermostat mercury spills (5).

Table 7. Inhalational mercury exposures with toxic effects and exposure amounts reported (quantified or semi-quantified)

Approx. amount

Approx. 
maximum 

exposure 
duration§

Mitigating 
circumstances

No. with 
clinical effects Effect severity*

No. 
symptomatic 
with elevated 

urine and/or 
blood mercury† Age

Reference 
(LOE)

Thermometer 2–8 wk Carpet 2 Mild–Mod 1 11 mo & 6 yr 23 (4)
Thermometer 3 mo NR 1 Mod 1 28 mo 16 (4)

Thermometer 4 mo Carpet, vacuumed 1 Mod 1 11 mo 18 (4)
Thermometer 8–9 mo Carpet, floor 

heating
3 Mod 1 20 mo–6 yr 84 (4)

Thermometer NT NT 2 Mild NT NT 85 (4)
Thermometer NT Carpet 1 Mod 1 (with 

captopril)
32 mo 79 (4)

Thermometer NR NR 1–5 Mod 1–5 ≥3 yr 21 (4)
Thermometer NR Heated 1 Mod NR 27 yr 66 (4)
1.1 g (from a 

broken 
thermometer)

18 hr Heated 3 Mod–Death 3 37–77 yr 80 (4)

10 g NR Heated 4 Mild–Death NR ≥1 yr 83 (4)

2.5–5 mL 4 mo Carpet, vacuumed 1 Mod 1 14 yr 78 (4)
5 mL 2 wk Carpet 1 Mod 1 20 mo 22 (6)
>1–2 tsp 6 wk Vacuumed 2 Mild 2 9 & 35 yr 69 (4)

0.5–1 oz NR Vacuumed? 2 Mod–Severe 2 4–11 yr 67 (4)
0.5 lb 45 min Heated; 

underlying 
occupational 
exposure

1 Mod NR 50 yr 73 (4)

20 cm3 NR Carpet 2 Mod NR NR 8 (4)
<1 oz NR NR 1 Mild 1 NR 72 (4)
<30 mL (data from 

three incidents 
combined)

NR No symptomatic 

patients had 
confirmed 
elevated blood 

conc.

98 Mild NR NR 6 (2b)

1 lb 3 mo NR 3 Mod–Severe 3 NR 5 (4)
1 lb 1–2 mo Vacuumed 3 Mod–Severe 3 NR 68 (4)

0.9 kg 1 wk NR Several Mild 7 NR 7 (2b)
2.3 kg 4 wk Vacuumed 3 Mod 3 ≥3½ yr 82 (4)
250 mL 2 mo Vacuumed 3 Mod 3 14–41 yr 71 (4)

300 mL 51–176 d Vacuumed 8–12 Mild 11 12 yr, 14 yr, & NR 58 (2b)
40 lb >3 d Heated 2 Mild–Mod 1 NR 74 (4)

Up to 5–10 L 
(70–100 kg)

NR Vacuumed 
(in some 

households)

13 Mild–Mod 13 One <6 yr, others 
>6 yr

81 (4)

*Mild=effects not requiring chelation or hospital admission; Mod=effects necessitating chelation and/or hospitalization; Severe=life-threatening effects

(e.g., seizures, respiratory depression, coma, hypotension).
†Urine mercury ≥10 µg/L; blood mercury ≥10 µg/L; 24-hr urine mercury ≥15 µg (concentrations during chelation or after chelation challenge not consid-

ered).

NR: Not reported.

NT: Not fully translated.
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10 E.M. Caravati et al.

An investigation by the Connecticut Department of Public
Health suggested that clean-up procedures for small amounts
of elemental mercury spilled on hard, intact surfaces are suc-
cessful in reducing mercury air concentrations. A volume of
0.05 mL of elemental mercury was dropped from a height of
36 inches onto various surfaces in an enclosed, non-venti-
lated, 640 cubic foot room. This was meant to approximate
the amount of mercury contained in a fever thermometer, but
a larger estimated amount has been reported (0.1 mL)
(11,37). The ambient air temperature ranged from 66 to 90°F
on various days of the experiment. Air concentrations of
mercury were measured at several distances from the spill
and at six different times up to 24 hours after the spill. Air
concentrations were measured again after spill clean-up,
which utilized an eyedropper, duct tape, and cardboard. Mea-
surable air concentrations were noted immediately after the
spill and during clean-up and were reduced to less than 0.005
mg/m3 after clean-up. They were unable to adequately clean
porous surfaces such as carpet and upholstery (personal com-
munication, A. Bracker et al., August 2006).

Routes of exposure

Gastrointestinal/ingestion

Large amounts of elemental mercury (e.g., 15 mL, 204 g)
have been ingested without adverse clinical effect (11). How-
ever, there were six articles (level 4 or 6 case reports) in
which quantifiable doses of elemental mercury resulted in
toxicity from the gastrointestinal route (Table 4) (38–43).

In one case, a Miller-Abbott tube containing elemental
mercury ruptured and spilled mercury into the peritoneum
postoperatively. The patient developed symptoms of toxicity
and died (38). A similar scenario occurred in another case in
which up to 10 mL of elemental mercury from a ruptured
Cantor tube spilled into the patient’s peritoneal cavity after a
surgical procedure, resulting in moderate effects (40). In a
third case, systemic symptoms developed after an appendec-
tomy and elemental mercury spilled in the peritoneum (41).

In the other four cases, amounts, ranging from 40 to 220
mL were ingested intentionally. In two of these cases, the
resulting clinical effects appeared to be mild and primarily
local (e.g., abdominal discomfort, vomiting, diarrhea) (42,43).
Urine mercury concentrations did not rise in one case and
were not reported in the other. A man developed symptoms
consistent with moderate toxicity, along with elevated blood
and urine mercury concentrations, after ingesting 220 mL of
elemental mercury but he also had a history of prior occupa-
tional exposure to elemental mercury with symptoms of toxic-
ity appearing to pre-date his ingestion (39). Ingestion of
elemental mercury has resulted in sequestration in the appen-
dix (11,44–46), one of which resulted in appendicitis (47).

There were case reports of individuals who ingested mer-
cury from broken thermometers but did not develop subse-
quent toxicity or elevated mercury concentrations. However,
in some cases prophylactic decontamination measures (e.g.,

laxatives, appendectomy) were performed (47–49). In addi-
tion, there was a letter reporting one poison center’s experi-
ence over 10 years in which there were no cases of toxicity
after ingestions of mercury from broken thermometers,
despite 20–25 calls per year (50). There was one report of a
patient who ingested mercury from a thermometer and subse-
quently had elevated urine mercury concentrations, but this
patient did not develop symptoms (51). In another case, a
21-month-old girl ingested mercury after biting a thermome-
ter. Elemental mercury accumulated in her appendix, and an
prophylactic appendectomy was performed (47). The articles
with quantifiable gastrointestinal exposure information are
summarized in Table 4.

Soft tissue injection (unintentional)

Intentional injections of elemental mercury were not
reviewed for this guideline. There were four articles in which
quantifiable amounts of elemental mercury resulted in toxic-
ity after unintentional soft tissue exposure, all of which were
level 4 case reports. All four cases resulted from subcutane-
ous elemental mercury deposition from broken mercury ther-
mometers. Symptoms remained local in all four patients (e.g.,
swelling, erythema, impaired wound healing, ulceration,
abscess, granuloma) (52–55). In one case, blood and urine
mercury concentrations were slightly elevated at 103 and
1560 µg/L, respectively (55). These exposures are
summarized in Table 5.

Dermal

Allergic contact dermatitis from handling metallic mercury is
reported but this appears to be a rare event (14,56).

Pulmonary/inhalation

Most clinically important exposures to small elemental mer-
cury spills occurred via inhalation and the remainder of the
evidence review is dedicated to this route. Because of the
limitations in using either estimated exposure amounts or
measured air mercury concentrations, the data for both are
summarized here.

There were several articles with retrospective data on air
concentrations associated with clinical effects, ranging from
cohort studies to case reports and case series. Specifically,
there were five level 2b articles (6,7,57–59) and 22 level 4
articles (5,8,15,60–78). The lowest air mercury concentration
associated with clinical effects was 0.0042 mg/m3. In this
instance, three children, aged 2–6 years, developed
symptoms of moderate toxicity (e.g., acrodynia, weight loss,
asthenia) after an exposure of unspecified duration (64). In
another report, a 2-year-old child developed “violent behav-
ior” after approximately 2 days of inhalational exposure with
air mercury concentrations later measured at 0.0045 mg/m3.
His blood mercury concentration was 10 µg/L (63).

A study of 1,363 homes in one metropolitan area looked for
elemental mercury contamination following replacement of
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Out-of-hospital management of mercury exposure 11

gas regulators by various contracting companies. Urine mer-
cury screening was offered to residents who believed that they
might have been exposed. Positive urine bioassays were more
strongly associated with maximum air mercury concentrations
greater than 0.01 mg/m3 on the first floors of the homes. How-
ever, symptoms were not reported for individuals in the
affected homes (69). Another study suggested that higher air
mercury concentrations correlated with higher urine mercury
concentrations among chronically exposed individuals but did
not suggest a threshold concentration. This study compared
urine mercury concentrations and home air mercury concen-
trations in 23 children of elemental mercury workers to those
in 39 children randomly selected from non-workers’ house-
holds. The median mercury concentration among workers’
children was higher than in non-workers’ children (25 versus
5 µg/L), and the median air mercury concentration was also
higher in workers’ homes (0.00024 versus 0.00005 mg/m3)
with air concentrations as high as 0.01 mg/m3. However,
symptoms, neurological findings, and urine protein measure-
ments did not differ between the groups (57).

As noted previously, using peak air concentrations to esti-
mate a patient’s mercury exposure can be problematic. The
actual concentration might have been higher or lower than the
measured amount, and a number of other factors affect the
amount of elemental mercury a patient absorbed (e.g., dura-
tion of exposure, minute ventilation). Therefore, such
measurements represent rough estimates of potential expo-
sure. Articles with specific air concentration/clinical effect
information are summarized in Table 6.

There were three level 2b articles (6,7,58) and 22 level 4
articles (5,8,16,18,21,23,66–69,71–74,78–85) with data on
spill amounts associated with clinical effects. The smallest
well-quantified amount of elemental mercury associated with
clinical effects was 1.1 g from a broken thermometer. In this
instance, the elemental mercury was heated and, within
3 hours, three patients developed symptoms of toxicity, two
of whom died (80). There were eight articles in which bro-
ken thermometers were reported to result in toxicity, but
none of them listed the thermometer size or elemental
mercury content. These articles described 16 patients
(aged 11 months to 27 years) who developed symptoms
(16,18,21,23,66,79,84,85). The exposure duration ranged
from 2 to 9 months in four articles. In three articles, some
heating or vacuuming of the elemental mercury occurred but,
in the other articles, such mitigating circumstances were
either not reported or not apparent from the translations. Five
cases of elemental mercury poisoning in two families were
reported from exposure to small amounts of mercury in their
homes. Four of the patients were children, aged 3–6 years,
with signs of acrodynia and documented elevated urinary
mercury concentrations (300–600 µg/L). The source of the
mercury was a “broken medical thermometer” for one family
and “small quantities” of elemental mercury brought home
from the workplace in the other family. Air concentrations of
mercury were not reported (21). A 28-month-old boy pre-
sented with symptoms consistent with acrodynia (irritability,

pain when walking, excessive sweating, rash) of 3 months dura-
tion and an elevated urine mercury concentration (19.6 µg/L).
His 17-month-old sister also had elevated urine mercury
(43.5 µg/L) but was asymptomatic. The mother recalled
breaking a thermometer (type not reported) in the kitchen
3 months earlier “just before” the development of symptoms
in her son (16). A 32-month-old girl developed signs and
symptoms of acrodynia over a 15-day period. Her 5½-year-
old sister, who slept in the same bedroom, was asymptomatic.
The source of the mercury was a broken thermometer with
spillage of the elemental mercury onto the carpet of the chil-
dren’s bedroom (79). An 11-month-old girl and her 6-year-
old sister developed symptoms consistent with elemental
mercury poisoning approximately 2 weeks after mercury
from a broken thermometer contaminated the carpet of their
bedroom. Elevated urine and hair mercury concentrations
were detected in the younger child, and she was diagnosed
with acrodynia (23). Three children, (aged 33 months, 20
months, and 6 years) were diagnosed with acrodynia 8
months after a thermometer had broken on the carpeted floor
of their bedroom (84). All of the articles with specific dose/
toxicity information are summarized in Table 7.

Environmental risk factors for elemental mercury 

poisoning

Heating elemental mercury

The vapor pressure of elemental mercury increases with
temperature. The fact that heating elemental mercury can
produce life-threatening air concentrations is demonstrated
by the following cases in the literature. Two adults devel-
oped acute pneumonitis and died after heating elemental
mercury from a broken thermometer (estimated 1.1 g) in
their home (80). A 5-month-old girl developed acute chemi-
cal pneumonitis several hours after her father heated an
elemental mercury and gold mixture at home (86). A
7-month-old girl died from respiratory failure after expo-
sure to elemental mercury vapor from heated elemental
mercury in her home (87). An 8-month-old girl developed
acute severe pneumonitis and systemic toxicity after an
unknown amount of elemental mercury was heated on the
kitchen stove the previous evening (88). A family of four
died from respiratory failure after heating elemental mer-
cury dental amalgam in an attempt to extract silver (89). A
14-year-old boy and his parents developed symptoms of
elemental mercury toxicity with elevated blood and urine
mercury concentrations after the boy poured an unknown
amount of elemental mercury into a portable electric coil
heater. Air concentrations in the home were not reported
(20). Acute elemental mercury poisoning and two deaths
occurred among several adults and children after exposure
to vapors from heating liquid mercury and gold ore in an
open pan on a kitchen stove. The elemental mercury vapor
concentration in one household was 0.193 mg/m3 at an
unknown time after exposure (75,91). Four adults died of
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12 E.M. Caravati et al.

elemental mercury poisoning associated with smelting den-
tal amalgam in a casting furnace in the basement (8).

Vacuuming elemental mercury

This method of clean-up resulted in increased urine mercury
concentrations in people using vacuum cleaners and in those
located in close proximity to the vacuumed area in a dental
office environment (91,92). Vacuum cleaners continued to
release high concentrations of elemental mercury vapor, even
after changing the collection bag, due to contamination of the
motor housing (91). A 14-year-old boy spilled approximately
5 mL of elemental mercury onto a carpet, collected about half
of it, and then vacuumed the rest. He used the same vacuum
cleaner every 2–3 weeks during the following 3 months. Four
months after the spill, he was hospitalized with elemental
mercury poisoning (serum mercury 37.3 µg/L, urine mercury
796 µg/L). An environmental assessment of the house
revealed mercury vapor in the vacuum cleaner of more than 1
mg/m3 and near his bed and carpet area of 0.1–0.7 mg/m3

(78). A 9-year-old boy developed elemental mercury poisoning
(serum mercury 200 µg/L, normal less than 6 µg/L) after an
unknown amount of elemental mercury from a sphygmoma-
nometer was spilled on his bed and carpet and was vacuumed
by his mother 2 days later. Environmental assessment found
“very high” airborne mercury concentration in his bedroom
(93). A 3-year-old boy was diagnosed with acrodynia, and his
parents and two siblings were also found to have elevated
urine mercury concentrations. Evaluation of his home
revealed elevated elemental mercury concentrations in
the vacuum cleaner hose (3020 and 5984 µg/g dust), near the
carpet of the children’s rooms (0.00425 mg/m3), and the
garage floor. The original source was not identified, but use
of a vacuum cleaner was thought to have facilitated the
spread of the elemental mercury in this household and to
have contributed to all family members being exposed to
mercury (64). An 11-month-old boy was diagnosed with
acrodynia approximately 6 weeks after a thermometer was
broken and spilled mercury onto the living room carpet in his
home. The carpet was vacuum cleaned only; mercury vapor
concentrations were not reported (18). A 23-month-old boy
was diagnosed with acrodynia approximately 5 months after
a “carton of 8-ft fluorescent bulbs” was broken in a potting
shed adjacent to his nursery. The glass was cleaned up, but
the child often played in the area. Air concentrations in the
child’s bedroom and household vacuum cleaner were 0.005–
0.011 mg/m3 and 0.062 mg/m3, respectively. An evaluation
by the health department found no evidence of elemental
mercury in the home. As part of the investigation, a fluores-
cent bulb was broken inside a plastic bag and the mercury
vapor concentrations reached 0.592 mg/m3 (77).

Onset of effects

It was difficult to assess the precise duration of exposure and
onset of effects in many of the reported cases. Most cases

appeared to be the result of exposures lasting more than 1 day
(5–8,15,16,18–21,23,57–64,67–72,74,76–78,81,82,84,85,93–
105). In general, the clinical effects associated with these rela-
tively low-level, longer duration exposures tended to be less
severe and slower in onset compared to high-dose exposures.

Clinical effects often developed within minutes or hours
following high intensity inhalational exposures (e.g., from
heating elemental mercury) and rapidly became severe
(65,66,73,75,80,83,86,88–90,106–110). For example, inhala-
tion of vapors from heated elemental mercury in a home
resulted in the onset of symptoms within 3 hours of exposure
in three adults (80). In such high-intensity exposures, respira-
tory effects (e.g., pneumonitis, pulmonary edema, pneumotho-
rax, respiratory failure) predominated and appeared to be more
frequent than with chronic exposures. However, neurological,
gastrointestinal, dermatological, and constitutional effects of
varying severity were also reported in many instances.

Exposure during pregnancy

There were no reported cases of fetal toxicity from maternal
exposure to elemental mercury in a home. There were two
case reports (level 4) of inhalation exposure with normal
pregnancies and full-term infants. A 19-year-old-woman
delivered a normal-term infant 26 days after acute exposure
to mercury vapor in her home after a tablespoonful of a mer-
cury-gold amalgam was heated in the kitchen. She developed
nausea, vomiting, and dyspnea 8 hours after exposure and
was chelated with penicillamine for 8 days. Her blood mer-
cury was 26 µg/dL the day of exposure and 3.8 µg/dL 25 days
after exposure. The infant’s blood mercury was 3 µg/dL at
birth (111). A 29-year-old-woman was chronically exposed
to mercury vapor in her home during the first 17 weeks of
gestation from mercury previously spilled on the carpet. The
exposure was discovered because her 3-year-old son became
symptomatic with anorexia, irritability, and myalgias.
Airborne mercury concentrations in the home ranged from 20
to 60 µg/m3. She was asymptomatic with a 24-hour urine
mercury of 230 µg/L. She delivered a normal-term infant
who had elevated neonatal hair total mercury (3 ng/g). The
child had a normal exam at 2 years of age (76). An asymp-
tomatic woman working in a mercury thermometer plant had
elevated urine inorganic mercury (875 µg/L) discovered
during routine screening. She was 15 weeks pregnant and
delivered a “viable male infant” (112).

An epidemiologic study of women working in dental surgery
in Poland (scalp hair mercury 0.51 mg/kg) had an increased risk
(24% versus 11%) of “adverse” pregnancy outcomes compared
to control women (scalp hair mercury 0.1 mg/kg) (113).

Potential out-of-hospital management

Decontamination measures

There were no controlled studies examining the efficacy of
any elemental mercury decontamination measures for
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Out-of-hospital management of mercury exposure 13

exposed patients. For ingestion, a number of case reports and
case series reported the use of such decontamination mea-
sures as activated charcoal, lavage, whole bowel irrigation,
cathartics, laxatives, and surgical decontamination in individ-
ual patients but, given the uncontrolled nature of the data,
their efficacy could not be determined. Studies evaluating the
ability of activated charcoal to bind elemental mercury were
not identified. In the case of dermal exposure, NIOSH
recommends washing the skin with soap and water (114).

Government and public health agencies have published
guidelines for decontamination of the environment. First
responders, rescuers, and bystanders are not at risk for sec-
ondary contamination from victims exposed to mercury
vapors. Cross-contamination of rescuers or the environment
can occur from elemental mercury on a victim’s skin or
clothing. Remove and double bag all contaminated items
including clothing, porous furniture, carpets, rugs, vacuums,
and furnace filters (36).

Treatment measures

There were no controlled studies examining the efficacy of
any treatment measures for elemental mercury toxicity.
A number of case reports and case series reported the use of
such specific treatments as chelation (e.g., dimercaprol, suc-
cimer, unithiol, penicillamine) or nonspecific supportive
measures such as antibiotics, antihypertensives, and fluids
but, given the uncontrolled nature of the data, their efficacy
could not be determined.

Type of healthcare facility and mode of travel

There were no studies that addressed the type of healthcare
facility or mode of transportation needed for management of
elemental mercury exposures.

Clean-up measures

There were no studies identified by the literature search that
examined the effectiveness of clean-up measures for small
spills of elemental mercury. Unpublished investigations by
the Connecticut Department of Health suggested that clean-
up procedures for small spills are effective in reducing
airborne mercury concentrations (personal communication,
A. Bracker et al., August 2006). The expert consensus panel
felt that some guidance on this topic was appropriate because
poison centers encounter this question.

The Illinois Department of Public Health considers any
spill larger than a broken thermometer or thermostat as a
“large spill” and advises that clean-up should be performed
by a professional company, state health department, or the
US Environmental Protection Agency (EPA) (5).

The EPA recommends three procedures depending on the
amount of elemental mercury spilled (115). Spills less than or
equal to the amount in a mercury fever thermometer can be
cleaned up by the public. Detailed instructions and checklist
of items needed to perform the clean-up are available on the

EPA website. General principles for small spill clean-up
include: do not allow children to have access to the contami-
nated areas; elemental mercury is easily removed from wood,
tile, linoleum, or similar hard surfaces by using cardboard
and eyedroppers; and the use of commercially available pow-
dered sulfur to absorb elemental mercury is optional. The
EPA has issued the following general precautions about
cleaning spills to avoid spreading the contamination.

1. Do not use a household vacuum cleaner or a broom to
clean up elemental mercury.

2. Do not pour elemental mercury down a drain.
3. Do not wash elemental mercury-contaminated items in a

washing machine.
4. Do not walk around if shoes might be contaminated.

Remove shoes and place them in a sealed plastic bag.

After cleaning, remove all contaminated item(s) with
porous surfaces (e.g., carpet, curtains, upholstery); only
the affected portion of a carpet needs to be removed.
Place the contaminated items in sealed and labeled plastic
bags. Consult the local municipal waste authority, health
department, or fire department for proper disposal
instructions. Disposal should comply with local, state,
and federal laws. The area should be ventilated to the out-
side after clean-up for at least 24 hours (open windows
and use supplementary fans to ventilate). Occupants
should leave after turning off any central heating, cooling,
or ventilation system and closing the door of the
affected area.

For a spill amount greater than a fever thermometer but
less than 2 tablespoonfuls (less than 1 pound), isolate the
area, open windows, turn down thermostat, and contact the
local or state health department or state environmental
agency.

If the spill is greater than 2 tablespoonfuls (1 pound), follow
the recommendations for a spill greater than a thermometer.
In addition, it is mandatory to call the National Response
Center (NRC) at 800-424-8802 (24 hours/day).

Disposal of thermometers

Advice to the public from local and state health officials on
how to dispose of a mercury fever thermometer has been
variable, ranging from throwing it in the trash to taking it to a
specific site for hazardous waste disposal (116).

Elemental mercury can be recycled. Low-level elemental
mercury contaminated household items can be transported as
non-hazardous waste to a hazardous or special waste landfill
(117).

Limitations of the literature

The elemental mercury literature suffered from many
potential limitations that could affect the interpretation of
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14 E.M. Caravati et al.

the data for this guideline. Most of the data were retro-
spective and estimates of spill or exposure amount, expo-
sure duration, and the nature or onset of symptoms were
usually based on patient or family recall, often several
weeks or months after the exposure originally occurred.
Exposure might have occurred by more than one route
(e.g. dermal, ingestion, inhalational) in a given individual,
but the extent to which each occurred was generally not
reported or might not have been known. The local environ-
mental conditions (e.g., location, temperature, ventilation,
vacuuming, heating) were not often reported with inhala-
tional exposures. Many of these factors can have a critical
impact on the amount of mercury inhaled and resulting
toxicity.

Air mercury measurements can help circumvent some of
the limitations in using quantitative assessments of expo-
sure amounts. However, they have their own limitations as
potential estimates of cumulative or peak exposure. Air
measurements represent only one point in time and space
and can fluctuate depending on a number of factors (e.g.,
higher concentrations generally associated with higher tem-
peratures, poorer ventilation, and vacuuming). Thus, their
interpretation depends on environmental context, which was
often not reported. In many instances, it was not clear when
the airborne mercury measurements were made in relation
to the spill/exposure, where in spatial proximity to the expo-
sure the air samples were obtained, or whether samples
were taken at the breathing space or surface level. Breathing
space concentrations are typically much lower than corre-
sponding measurements taken directly above an elemental
mercury spill or contaminated object. In addition, abate-
ment measurements were frequently performed after peak
exposure and might have underestimated the actual concen-
tration at the time of exposure. In some cases, air mercury
concentrations were reported but not exposure amounts or
vice versa.

Individuals can differ in their responses to similar
exposures because of inter-individual differences in
minute ventilation, toxicokinetics, or toxicodynamics.
Such potential differences make comparing the data
between patients, or extrapolating it to the broader popula-
tion, difficult. The symptoms of mild mercury poisoning
are nonspecific and its diagnosis might be under-reported
in the literature. Urine and blood mercury concentrations
are limited in their ability to confirm or rule out a signifi-
cant exposure. Depending on the circumstances (e.g., the
acuity of exposure, timing of measurements, laboratory
performance), urine or blood concentrations might not
reflect the actual exposure. In some cases, background
occupational exposure might have been present and could
have contributed to a patient’s reported symptoms or bio-
logical mercury measurements.

In cases describing mercury spills from broken thermome-
ters, the thermometer size, or volume of mercury was gener-
ally not reported. Different thermometers contain different
amounts of mercury.

In the few large cases series included in the evidence table,
elemental mercury exposure amounts, air concentrations, and
frequency or severity of subsequent effects were often
reported as a ranges, percentages or mean values, so that
individual doses resulting in specific effects could not be
distinguished.

In several instances, the quality of data might have been
lower than implied by the level of evidence score. For
example, an article classified as level 2b could have been a
cohort analysis of the relationship between urine mercury
concentrations and symptom severity, but the quality of
data relating to the more pertinent relationship of exposure
amount or air level vs. symptom severity might have been
only a level 4. Most studies reviewed were not designed to
specifically assess a toxic exposure threshold (i.e., the rela-
tionship between air concentration or spill amount and clin-
ical effects), yet this was a primary question that the
guideline panel sought to answer from the review of the
literature.

The number of articles reporting gastrointestinal or subcu-
taneous exposures was limited. This could be the result of the
infrequency of such exposures, an inherent lack of toxicity by
these routes, poor recognition of such cases, or simply a lack
of reporting. It was difficult to draw robust conclusions from
these data.

Conclusions

Key decision points for triage

The expert consensus panel determined that certain variables
were important to assess in order to make a sound triage
decision for a patient with elemental mercury exposure.
These variables are the patient’s intent, age, route of expo-
sure, presence of symptoms, time of exposure, duration of
exposure, intentional heating of elemental mercury, location
and ventilation of space contaminated with elemental mer-
cury, the amount of elemental mercury spilled, and clean-up
procedures initiated prior to contact with the poison center.
The expert consensus panel agreed that in each case, the
judgment of the specialist in poison information, the poison
center medical director, or other poison center-affiliated cli-
nicians might override any specific recommendation from
this guideline.

Patient intent

The panel concluded that all patients with suicidal intent or in
whom a malicious intent is suspected (e.g., child abuse or
neglect) should be promptly transported to an emergency
department, regardless of the exposure. Patients without these
characteristics (e.g., adults with definite unintentional expo-
sure or children below the age of 6 years in whom abuse is
not suspected) are candidates for more selective referral to
healthcare facilities.
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Out-of-hospital management of mercury exposure 15

Route of exposure

The inhalation route was associated with the vast majority of
systemic toxicity. Systemic toxicity from gastrointestinal
absorption was reported only if the integrity of the mucosa was
compromised and mercury entered the peritoneum (e.g., rup-
ture of mercury-weighted tubes after surgery). However, inges-
tion of small amounts can result in sequestration of elemental
mercury in the appendix and inflammation. Ingestion of more
than the amount contained in a mercury thermometer should be
evaluated in an emergency department. Deposition of elemen-
tal mercury in soft tissue results in injury and local toxicity
(e.g., abscess, granuloma) and should be surgically removed if
possible. Dermal contact only rarely produce dermatitis.

Toxic dose

Based on case report data, the amount of elemental mercury
from a broken thermometer spilled in a small, enclosed space
can cause systemic toxicity if not properly cleaned up. Poten-
tially toxic air concentrations have been demonstrated with
this amount in small spill investigations. Heating or vacuum-
ing elemental mercury increases airborne concentrations and
increases the risk of toxicity. The exposure duration required
for toxicity to develop from this low dose is typically weeks
to months. This appears to be a rare phenomenon, but chil-
dren are particularly susceptible to these low-dose exposures,
which can cause acrodynia. Clinical toxicity was not docu-
mented from any “small” spill that was cleaned up properly.
There were no reports of toxicity associated with ingesting
the amount of mercury from a fever thermometer.

Presence of symptoms, type of healthcare facility, 

and mode of travel

Refer patients who are symptomatic after an acute exposure
to an emergency department immediately for evaluation. If
the elemental mercury was heated, all people within the
exposure area should be evaluated at a healthcare facility
since severe toxicity and death can occur in this circum-
stance. Asymptomatic patients with brief, unintentional, low-
dose exposures can be observed at home. If there is concern
for exposure to a high dose (more than thermometer) or
chronic duration, asymptomatic patients can be evaluated on
a non-urgent outpatient basis. The patient’s clinical condi-
tion, local protocols, and transportation resources should
dictate the mode of transportation.

Time of onset of toxicity after exposure

The onset of toxic effects after inhalation exposure depends
on the airborne concentration and duration of exposure. High
intensity exposures to heated vapors produced symptoms
with hours, whereas repeated low-dose exposure can take
months before symptoms develop.

Heating, vacuuming, or sweeping elemental mercury

Patients acutely exposed to heated mercury (e.g., from stove
tops, ovens, furnaces) in an enclosed space should be referred
to an emergency department for evaluation due to the
increased risk of toxic exposure, even if asymptomatic. If the
mercury was vacuumed or swept with a broom and the
patient is asymptomatic, a referral to the ED is not required,
but an outpatient evaluation might be necessary if the patient
was exposed to high concentrations. In all of these cases, the
local health department or fire department should be
contacted regarding clean up and evaluation of airborne
contamination of the area.

Exposure during pregnancy

The panel concluded that a pregnant patient with uninten-
tional exposure to elemental mercury, as with any unintended
exposure to a drug or chemical, should be evaluated in follow-
up by her primary care physician or obstetrician. Immediate
referral to an ED is not necessary unless the patient is
symptomatic.

Potential out-of-hospital management

Decontamination

Patients with dermal exposures should remove all jewelry
and wash the affected area with mild soap and water. Remove
all contaminated clothing and place them in a sealed, plastic
double-bag for proper disposal. There was no evidence that
out-of-hospital gastrointestinal decontamination offers bene-
fit to patients who ingest elemental mercury.

Treatment

There are no effective treatment measures for out-of-hospital
management of elemental mercury toxicity beyond the rou-
tine supportive care provided by emergency medical services.

Clean-up and disposal

Spills less than or equal to the amount in a mercury thermometer
can be cleaned up by the public according to EPA guidelines.
A professional company, local authorized agencies, the state
health department, or the EPA should be contacted concern-
ing clean-up and evaluation of larger spills.

Recommendations

1. Patients with exposure due to suspected self-harm, abuse,
misuse, or potentially malicious administration should be
referred to an emergency department immediately regard-
less of the exposure reported (Grade D).

2. Patients with symptoms of acute elemental mercury
poisoning (e.g., cough, dyspnea, chest pain) should be
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16 E.M. Caravati et al.

referred immediately to an emergency department for
evaluation regardless of the reported dose. Patients
with symptoms of chronic toxicity (rash, tremor,
weight loss, etc.) should be referred for healthcare
evaluation, the timing and location of which is guided
by the severity of illness and circumstances of the
exposure (Grade C).

3. If the elemental mercury was recently heated (e.g.,
from stove top, oven, furnace) in an enclosed area, all
people within the exposure area should be evaluated at
a healthcare facility due to the high risk of toxicity
(Grade C).

4. If the elemental mercury was vacuumed or swept with a
broom, the health department should be contacted to
perform an environmental assessment for mercury con-
tamination. Consider healthcare referral for those
exposed to documented high air mercury concentrations
(Grade C).

5. Patients ingesting more mercury than in a household
fever thermometer or those with abdominal pain after
ingestion should be referred to an emergency department
for evaluation (Grade C). Do not induce emesis or admin-
ister activated charcoal.

6. Asymptomatic patients with brief, unintentional,
low-dose vapor exposures can be observed at home.
Asymptomatic patients can be evaluated as non-urgent
outpatients if there is concern for exposures to high doses
(e.g., more than contained in a thermometer) or for
chronic duration (Grade D).

7. Pregnant patients unintentionally exposed to elemental mer-
cury and who are asymptomatic should be evaluated by
their obstetrician or primary care provider as an outpatient.
Immediate referral to an ED is not required (Grade D).

8. Patients with elemental mercury deposited or injected
into soft tissue should be referred for evaluation of surgi-
cal removal (Grade C).

9. All elemental mercury spills should be properly cleaned
up, including the small amount of mercury from a broken
thermometer. Brooms and vacuum cleaners should not be
used to clean up elemental mercury. The clean-up of any
spill larger than a broken thermometer should be per-
formed by a professional company, state health depart-
ment, or the EPA. Detailed instructions are provided on
the EPA website: www.epa.gov/epaoswer/hazwaste/
mercury/faq/spills.htm (Grade D).

10. Patients with dermal exposures should remove all jew-
elry and wash the affected area with mild soap and
water. Remove all contaminated clothing and place
these items in a sealed plastic double-bag for proper dis-
posal (Grade D).

11. Do not discard elemental mercury in household trash,
plumbing drains, or sewer systems. Consult local authorities
for the proper disposal of low-level elemental mercury-
contaminated household items and thermometers (Grade D).

Triage recommendations are summarized in Appendix 4.

Implications for research

The panel identified the following topics where addi-
tional research or analysis of existing databases might be
useful.

1. Define the environmental conditions better (e.g., location,
temperature, degree of ventilation) that can have critical
impacts on the amount of elemental mercury inhaled and
result in toxicity.

2. Evaluate the effectiveness of simple clean-up procedures in
eliminating elemental mercury for small spills in the home.

3. Evaluate the risk of long-term neurodevelopmental, neu-
robehavioral, and cognitive effects associated with acute,
subacute, or chronic mercury exposures, particularly in
children.

4. Evaluate the role and effectiveness of chelation therapy in
the medical management of confirmed mercury poisoning.

Disclosure

There are no potential conflicts of interest reported by the
expert consensus panel or project staff regarding this
guideline.

References

1. Zeitz P, Orr MF, Daye WE. Public health consequences of mercury

spills: Hazardous Substances Emergency Events Surveillance System,

1993–1998. Environ Health Perspect 2002; 110:129–132.

2. Clarkson TW, Magos L, Myers GJ. The toxicology of mercury–current

exposures and clinical manifestations. N Engl J Med 2003; 349:1731–

1737.

3. Anon. Mercury spills-how much do they cost? Sustainable Hospitals

Project, 2003. Accessed on August 11, 2006 at <www.sustainablehos-

pitals.org>

4. Toxic Exposure Surveillance System (TESS). Washington (DC): Amer-

ican Association of Poison Control Centers, 2005. Database accessed

July 2006.

5. Baughman TA. Elemental mercury spills. Environ Health Perspect

2006; 114:147–152.

6. Gordon AT. Short-term elemental mercury exposures at three Arizona

schools: Public health lessons learned. J Toxicol Clin Toxicol 2004;

42:179–187.

7. Netterstrom B, Guldager B, Heeboll J. Acute mercury intoxication

examined with coordination ability and tremor. Neurotoxicol Teratol

1996; 18:505–509.

8. Taueg C, Sanfilippo DJ, Rowens B, Szejda J, Hesse JL. Acute and

chronic poisoning from residential exposures to elemental

mercury–Michigan, 1989–1990. J Toxicol Clin Toxicol 1992;

30:63–67.

9. Curtis HA, Ferguson SD, Kell RL, Samuel AH. Mercury as a health

hazard. Arch Dis Child 1987; 62:293–295.

10. Hursh JB, Clarkson TW, Miles EF, Goldsmith LA. Percutaneous

absorption of mercury vapor by man. Arch Environ Health. 1989;

44:120–127.

11. Wright N, Yeoman WB, Carter GF. Massive oral ingestion of elemental

mercury without poisoning. Lancet 1980; 1:206.

D
o
w

n
lo

ad
ed

 b
y
 [

2
1
6
.1

3
3
.7

8
.2

2
6
] 

at
 0

6
:1

3
 1

4
 J

u
ly

 2
0
1
6
 



Out-of-hospital management of mercury exposure 17

12. Hursh JB, Cherian MG, Clarkson TW, Vostal JJ, Mallie RV. Clear-

ance of mercury (HG-197, HG-203) vapor inhaled by human subjects.

Arch Environ Health 1976; 31:302–309.

13. Kuhnert M, Kuhnert RB, Denny E. Mercury in materal and cord

blood, and placental tissues. Am J Obstet Gynecol 1980;139:209–

213.

14. Boyd AS, Seger D, Vannucci S, Langley M, Abraham JL, King LE.

Mercury exposure and cutaneous disease. J Am Acad Dermatol 2000;

43:81–90.

15. Alexander JF, Rosario R. A case of mercury poisoning: Acrodynia in a

child of 8. Can Med Assoc J 1971; 104:929–930.

16. Baudouin V, Bocquet N, Rybojad M, Lissak N, Broux F, Grall M,

Loirat C. Clinical quiz. Mercury poisoning in children. Pediatr Neph-

rol 1997; 11:263–264.

17. Anon. Centers for Disease Control (CDC). Elemental mercury poison-

ing in a household–Ohio, 1989. MMWR Morb Mortal Wkly Rep

1990; 39:424–425.

18. Chrysochoou C, Rutishauser C, Rauber-Luthy C, Neuhaus T, Bolt-

shauser E, Superti-Furga A. An 11-month-old boy with psychomotor

regression and auto-aggressive behavior. Eur J Pediatr 2003; 162:559–

561.

19. Foulds DM, Copeland KC, Franks RC. Mercury poisoning and acro-

dynia. Am J Dis Child 1987; 141:124–125.

20. Henningsson C, Hoffmann S, McGonigle L, Winter JS. Acute mercury

poisoning (acrodynia) mimicking pheochromocytoma in an adoles-

cent. J Pediatr 1993; 122:252–253.

21. Laurans M, Brouard J, Arion A, Kauffmann D, Duhamel JF. Familial

mercury intoxication presenting with cardiovascular abnormalities and

acrodynia. Acta Paediatr 2001; 90:593–594.

22. Taylor CL, Caravati EM, Rollins DE. Pediatric poisoning from ele-

mental mercury in the home [abstract]. Vet Hum Toxicol 1981;

31:351.

23. Velzeboer SC, Frenkel J, de Wolff FA. A hypertensive toddler. Lancet

1997; 349:1810.

24. Shaneyfelt TM, Mayo-Smith MF, Rothwangl J. Are guidelines fol-

lowing guidelines? The methodological quality of clinical practice

guidelines in the peer-reviewed medical literature. JAMA 1999;

281:1900–1905.

25. Shiffman RN, Shekelle P, Overhage JM, Slutsky J, Grimshaw J,

Deshpande AM. Standardized reporting of clinical practice guidelines:

A proposal from the Conference on Guideline Standardization. Ann

Intern Med 2003; 139:493–498.

26. Button G, Vicas I. Household mercury (Hg) spills: variation in poison

centers (PC): Has anything changed [abstract]? J Toxicol Clin Toxicol

2003; 41:696.

27. Chiang WK. Mercury. In: Ford MD, Delaney KA, Ling J, Erickson T,

eds. Clinical Toxicology. Philadelphia: WB Saunders, 2001.

28. Dart RC, Sullivan JB. Mercury. In: Dart RC, ed. Medical Toxicology.

3rd ed. Philadelphia: Lippincott, Williams & Wilkins, 2004.

29. Goyer RA, Clarkson TW. Toxic Effects of Metals. In: Klaassen CD,

ed. Casarett and Doull’s Toxicology: The Basic Science of Poisons.

6th ed. New York: McGraw-Hill, 2001.

30. Sue Y-J. Mercury. In: Goldfrank LR, Flomenbaum NE, Hoffman

RS, Howland MA, Lewin NA, Nelson LS, eds. Goldfrank’s

Toxicologic Emergencies. 8th ed. New York: McGraw-Hill,

2006.

31. Yip L, Dart RC, Sullivan JB. Mercury. In: Sullivan JB, Krieger GR,

ed. Clinical Environmental Health and Toxic Exposures. 2nd ed.

Philadelphia, Lippincott, Williams & Wilkins, 2001.

32. Klasco RK, ed. Poisindex System. Thomson Micromedex, Greenwood

Village CO (Edition expires 9/2006).

33. Ye H, Katsumata M, Minami M. A study of metallic mercury pollut-

ing a room after being spilled from a sphygmomanometer. J Nippon

Med Sch 2000; 67:375–379.

34. Smart ER. Mercury vapour levels in a domestic environment follow-

ing breakage of a clinical thermometer. Sci Total Environ 1986;

57:99–103.

35. Foote RS. Mercury vapor concentrations inside buildings. Science

1972; 177:513–514.

36. ATSDR (Agency for Toxic Substances and Disease Registry). Medi-

cal Management Guidelines-Elemental Mercury. Version 2001.

Accessed on November 18, 2006 at <http://www.atsdr.cdc.gov/

MHMI/mmg46.html>

37. ATSDR (Agency for Toxic Substances and Disease Registry). Toxico-

logical Profile of Mercury (Update). Atlanta: ATSDR, 1999.

38. Bredfeldt JE, Moeller DD. Systemic mercury intoxication following

rupture of a Miller-Abbott tube. Am J Gastroenterol 1978; 69:478–

480.

39. Lin JL, Lim PS. Massive oral ingestion of elemental mercury. J Toxi-

col Clin Toxicol 1993; 31:487–492.

40. Lu H, Shih RD, Marcus SM. Mercury poisoning from peritoneal con-

tamination [abstract]. J Toxicol Clin Toxicol 1998; 36:496.

41. McVittie L, Berlin R. Massive ingestion of elemental mercury with

operative removal [abstract]. J Toxicol Clin Toxicol 1998; 36:496.

42. Singh S, Wig N, Kumari S. Massive metallic mercury ingestion with-

out toxicity. J Assoc Physicians India 1997; 45:897.

43. Szczepanski L, Gutka A. Metallic mercury in the lumen of the diges-

tive tract. Wiad Lek 1966; 19:1113–1115.

44. Birnbaum W. Inflammation of the vermiform appendix by metallic

mercury. Am J Surg 1947; 74:494–496.

45. Hoffman IL. Spontaneous evacuation of metallic mercury from the

vermiform appendix. Bull US Army Med Dept 1948; 8:802−803.

46. McKinney PE. Elemental mercury in the appendix: An unusual com-

plication of a Mexican-American folk remedy. J Toxicol Clin Toxicol

1999; 37:103–107.

47. Ernst E. Metallic mercury in the gastrointestinal tract. A case of

ingested thermometer mercury. Acta Chir Scand 1985; 151:651–652.

48. Emby D. Swallowing a thermometer bulb – is this clinical mishap dan-

gerous? S Afr Med J 2005; 95:744.

49. Martijn A, van Loon JK, Wood BP. Radiological case of the month.

Ingestion of mercury from a broken thermometer. Am J Dis Child

1990; 144:205–206.

50. Mofenson HC, Greensher J. Hazards of mercury thermometers. JAMA

1973; 223:559.

51. Kohn D, Schonfeld S. Broken thermometer and mercury absorption.

JAMA 1977; 237:2472.

52. Rachman R. Soft-tissue injury by mercury from a broken thermome-

ter. A case report and review of the literature. Am J Clin Pathol 1974;

61:296–300.

53. Smith SR, Jaffe DM, Skinner MA. Case report of metallic mercury

injury. Pediatr Emerg Care 1997; 13:114–116.

54. Theodorou SD, Vlachos P, Vamvasakis E. Knee joint injury by mer-

cury from a broken thermometer: Case report and review of the litera-

ture. Clin Orthop Relat Res 1981:159–162.

55. Yotsuyanagi T, Yokoi K, Sawada Y. Facial injury by mercury from a

broken thermometer. J Trauma 1996; 40:847–849.

56. Kanerva L, Komulainen M, Estlander T, Jolanki R. Occupational

allergic contact dermatitis from mercury. Contact Dermatitis 1993;

28:26–28.

57. Hudson PJ, Vogt RL, Brondum J, Witherell L, Myers G, Paschal DC.

Elemental mercury exposure among children of thermometer plant

workers. Pediatrics 1987; 79:935–938.

58. Sexton DJ, Powell KE, Liddle J, Smrek A, Smith JC, Clarkson TW.

A nonoccupational outbreak of inorganic mercury vapor poisoning.

Arch Environ Health 1978; 33:186–191.

59. Shaner A, Strasser A, Petrovic L. Potential health hazard of metallic

mercury in small plant. N Y State J Med 1970; 70:952–954.

60. Adler R, Boxstein D, Schaff P, Kelly D. Metallic mercury vapor poi-

soning simulating mucocutaneous lymph node syndrome. J Pediatr

1982; 101:967–968.

61. Anon. Elemental mercury poisoning in a household–Ohio, 1989.

MMWR Morb Mortal Wkly Rep 1990; 39:424–425.

62. Anon. Mercury exposure–Kentucky, 2004. MMWR Morb Mortal

Wkly Rep 2005; 54:797–799.

D
o
w

n
lo

ad
ed

 b
y
 [

2
1
6
.1

3
3
.7

8
.2

2
6
] 

at
 0

6
:1

3
 1

4
 J

u
ly

 2
0
1
6
 



18 E.M. Caravati et al.

63. ATSDR (Agency for Toxic Substances and Disease Registry). Health

Consultation. Mercury spill assist in Watervliet, Michigan. Accessed

on August 6, 2006 at <http://www.atsdr.cdc.gov/HAC/PHA/>

64. Bonhomme C, Gladyszaczak-Kholer J, Cadou A, Ilef D, Kadi Z. Mer-

cury poisoning by vacuum-cleaner aerosol. Lancet 1996; 347:115.

65. Candura F, Biscaldi G, Minoia C, Malamani T, Bosio E, Catenacci G,

Fonte R, Mattia M. Intossicazione acuta accidentale da vapori di mer-

curio in ambiente domestico. G Ital Med Lav 1989; 11:209–213.

66. Eastmond CJ, Holt S. A case of acute mercury vapour poisoning. Post-

grad Med J 1975; 51:428–430.

67. Florentine MJ, Sanfilippo DJ 2nd. Elemental mercury poisoning. Clin

Pharm 1991; 10:213–221.

68. Fuortes LJ, Weismann DN, Graeff ML, Bale JF Jr, Tannous R, Peters

C. Immune thrombocytopenia and elemental mercury poisoning. J

Toxicol Clin Toxicol 1995; 33:449–455.

69. Hryhorczuk D, Persky V, Piorkowski J, Davis J, Moomey CM, Krantz A,

Runkle KD, Saxer T, Baughman T, McCann K. Residential mercury

spills from gas regulators. Environ Health Perspect 2006; 114:848–852.

70. Ide CW. Mercury hazards arising from the repair of sphygmomanome-

ters. Br Med J (Clin Res Ed) 1986; 293:1409–1410.

71. McNeil NI, Issler HC, Olver RE, Wrong OM. Domestic metallic mer-

cury poisoning. Lancet 1984; 1:269–271.

72. Monroe CT, Pezzino G, Knoche LL, Henning L, Belt P. Public health

response to metallic mercury spills in Kansas. J Public Health Manag

Pract 1999; 5:13–17.

73. Natelson EA, Blumenthal BJ, Fred HL. Acute mercury vapor poison-

ing in the home. Chest 1971; 59:677–678.

74. Roach RR, Busch S. Mercury exposure aboard an ore boat. Environ

Health Perspect 2004; 112:910–913.

75. Solis MT, Yuen E, Cortez PS, Goebel PJ. Family poisoned by mercury

vapor inhalation. Am J Emerg Med 2000; 18:599–602.

76. Thorp JM, Jr., Boyette DD, Watson WJ, Cefalo RC. Elemental mer-

cury exposure in early pregnancy. Obstet Gynecol 1992; 79:874–876.

77. Tunnessen WW Jr, McMahon KJ, Baser M. Acrodynia: Exposure to

mercury from fluorescent light bulbs. Pediatrics 1987; 79:786–789.

78. Zelman M, Camfield P, Moss M, Camfield C, Sweet L. Toxicity from

vacuumed mercury: A household hazard. Clin Pediatr (Phila) 1991;

30:121–123.

79. Cloarec S, Deschenes G, Sagnier M, Rolland JC, Nivet H. Hyperten-

sion artérielle par intoxication au mercure: Intérêt diagnostique du

captopril. Arch Pediatr 1995; 2:43–46.

80. Jaeger A, Tempe JD, Haegy JM, Leroy M, Porte A, Mantz JM. Acci-

dental acute mercury vapor poisoning. Vet Hum Toxicol 1979; 21

Suppl:62–63.

81. MacLehose R, Pitt G, Will S, Jones A, Duane L, Flaherty S, Hannant D,

Stuttard B, Silverwood A, Snee K, Murray V, Syed Q, House I, Bellis

MA. Mercury contamination incident. J Public Health Med 2001;

23:18–22.

82. Schwartz JG, Snider TE, Montiel MM. Toxicity of a family from vac-

uumed mercury. Am J Emerg Med 1992; 10:258–261.

83. Soni JP, Singhania RU, Bansal A, Rathi G. Acute mercury vapor poi-

soning. Indian Pediatr 1992; 29:365–368.

84. von Muhlendahl KE. Intoxication from mercury spilled on carpets.

Lancet 1990; 336:1578.

85. Zimmer J, Grange F, Straub P, Haegy JM, Guillaume JC. Erytheme

mercuriel aprés exposition accidentelle à des vapeurs de mercure. Ann

Med Interne (Paris) 1997; 148:317–320.

86. Bhattacharya B, Banerjee S, Singhi S. Acute mercury vapour poison-

ing in an infant. Ann Trop Paediatr 1997; 17:57–60.

87. Moutinho ME, Tompkins AL, Rowland TW, Banson BB, Jackson

AH. Acute mercury vapor poisoning. Fatality in an infant. Am J Dis

Child 1981; 135:42–44.

88. Jaffe KM, Shurtleff DB, Robertson WO. Survival after acute mercury

vapor poisoning. Am J Dis Child 1983; 137:749–751.

89. Rowens B, Guerrero-Betancourt D, Gottlieb CA, Boyes RJ, Eichenhorn

MS. Respiratory failure and death following acute inhalation of mercury

vapor. A clinical and histologic perspective. Chest 1991; 99:185–190.

90. Snodgrass W, Sullivan JB Jr, Rumack BH, Hashimoto C. Mercury

poisoning from home gold ore processing. Use of penicillamine and

dimercaprol. JAMA 1981; 246:1929–1931.

91. Anon. (Massachusetts Department of Public Health). Mercury and the

hazards of vacuum cleaning. N Engl J Med 1975; 292:369.

92. Votaw AL, Zey J. Vacuuming a mercury-contaminated dental office

may be hazardous to your health. Dent Assist 1991; 60:27–29.

93. Rennie AC, McGregor-Schuerman M, Dale IM, Robinson C,

McWilliam R. Mercury poisoning after spillage at home from a

sphygmomanometer on loan from hospital. BMJ 1999; 319:366–367.

94. Anon. Mercury exposure in a residential community–Florida, 1994.

MMWR Morb Mortal Wkly Rep 1995; 44:436–437, 443.

95. Beck C, Krafchik B, Traubici J, Jacobson S. Mercury intoxication: It

still exists. Pediatr Dermatol 2004; 21:254–259.

96. Cherry D, Lowry L, Velez L, Cotrell C, Keyes DC. Elemental mercury

poisoning in a family of seven. Fam Community Health 2002; 24:1–8.

97. Goldwater LJ, Kleinfeld M, Berger AR. Mercury exposure in a univer-

sity laboratory. AMA Arch Ind Health 1956; 13:245–249.

98. Hodgman M, Benitz JG. Elemental mercury poisoning in a glass plant

[abstract]. J Toxicol Clin Toxicol 1998; 36:496.

99. Hadley C, Casavant M. Mercury poisoning from an abandoned metal

alloy factory [abstract]. J Toxicol Clin Toxicol 1998; 36:496.

100. Karpathios T, Zervoudakis A, Theodoridis C, Vlachos P,

Apostolopoulou E, Fretzayas A. Mercury vapor poisoning associated

with hyperthyroidism in a child. Acta Paediatr Scand 1991; 80:551–552.

101. Koyun M, Akman S, Guven AG. Mercury intoxication resulting from

school barometers in three unrelated adolescents. Eur J Pediatr 2004;

163:131–134.

102. Obara M. Assessment of the central nervous system in patients under-

going chronic exposure to mercury compounds [abstract]. J Toxicol

Clin Toxicol 1996; 34:589.

103. Swinehart LT. Elemental mercury exposure. Pediatrics 1988; 81:743–744.

104. Torres AD, Rai AN, Hardiek ML. Mercury intoxication and arterial

hypertension: Report of two patients and review of the literature. Pedi-

atrics 2000; 105:E34.

105. Vroom FQ, Greer M. Mercury vapour intoxication. Brain 1972;

95:305–318.

106. Garnier R, Fuster JM, Conso F, Dautzenberg B, Sors C, Fournier E.

Intoxication aiguë par inhalation de vapeurs de mercure. Toxicol Eur

Res 1981; 3:77–86.

107. Glass WI. Mercury fume fever. N Z Med J 1970; 71:297–298.

108. Hsu LF, Lee HS, Chia SE, Lam KN. Acute mercury vapour poisoning

in a shipyard worker–a case report. Ann Acad Med Singapore 1999;

28:294–298.

109. Jung RC, Aaronson J. Death following inhalation of mercury vapor at

home. West J Med 1980; 132:539–543.

110. Moromisato DY, Anas NG, Goodman G. Mercury inhalation poison-

ing and acute lung injury in a child. Use of high-frequency oscillatory

ventilation. Chest 1994; 105:613–615.

111. Lien DC, Todoruk DN, Rajani HR, Cook DA, Herbert FA. Accidental

inhalation of mercury vapour: Respiratory and toxicologic conse-

quences. Can Med Assoc J 1983;129:591–595.

112. Melkonian R, Baker D. Risks of industrial mercury exposure in preg-

nancy. Obstet Gynecol Surv 1988; 43:637–641.

113. Sikorski R, Juszkeiwicz T, Paszkowski T, Szprengier-Juszkiewicz T.

Women in dental surgeries: Reproductive hazards in occupational

expousre to metallic mercury. Int Arch Occup Environ Health 1987;

59:551–557.

114. NIOSH. International Chemical Safety Card. Mercury, 2004.

Accessed on August 4, 2006 at <http://www.cdc.gov/niosh/ipcsneng/

neng0056.html>

115. US EPA. Mercury spills. Accessed on November 14, 2006 at

<www.epa.gov/epaoswer/hazwaste/mercury/faq/spills.htm>

116. DiCarlo M, Ruck B, Marcus S. How should a fever mercury thermom-

eter be disposed of? A survey of those likely to be asked. Pediatrics

2002; 109:E71–71.

117. US EPA. US EPA Mercury Response Guidebook. 2001.

D
o
w

n
lo

ad
ed

 b
y
 [

2
1
6
.1

3
3
.7

8
.2

2
6
] 

at
 0

6
:1

3
 1

4
 J

u
ly

 2
0
1
6
 



Out-of-hospital management of mercury exposure 19

118. Accessed on August 14, 2006 at <www.doh.wa.gov/ehp/mercury/

products.htm>

119. Accessed on August 14, 2006 at <www.purdue.edu/dp/envirosoft/

merchuild/src/frame.htm>

Appendix 1

Expert consensus panel members
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Certified Specialist in Poison Information
Maryland Poison Center
University of Maryland School of Pharmacy
Baltimore, Maryland, USA

E. Martin Caravati, M.D., M.P.H., FACMT, FACEP
Professor of Surgery (Emergency Medicine)
University of Utah
Medical Director
Utah Poison Center
Salt Lake City, Utah, USA

Gwenn Christianson, R.N., M.S.N.
Certified Specialist in Poison Information
Indiana Poison Center
Indianapolis, Indiana, USA

Peter A. Chyka, Pharm.D., DABAT, FAACT
Professor, Department of Clinical Pharmacy
College of Pharmacy
University of Tennessee Health Science Center
Knoxville, Tennessee, USA

Daniel J. Cobaugh, Pharm.D., FAACT, DABAT
Director of Research and Program Development
ASHP Research and Education Foundation
Bethesda, Maryland, USA
Former Associate Director, American Association 

of Poison Control Centers

Daniel C. Keyes, M.D., M.P.H., FACEP, FACMT
Medical Director
Pine Bluff Chemical Demilitarization Facility
Associate Professor, Southwestern Toxicology Training Program
Dallas, Texas, USA

Anthony S. Manoguerra, Pharm.D., DABAT, FAACT
Professor of Clinical Pharmacy and Associate Dean
School of Pharmacy and Pharmaceutical Sciences
University of California San Diego
Former Director, California Poison Control System, San

Diego Division
San Diego, California, USA

Lewis S. Nelson, M.D., FACEP, FACMT, FACCT
Associate Professor of Emergency Medicine

New York University School of Medicine
Associate Medical Director
New York City Poison Control Center
New York, New York, USA

Elizabeth J. Scharman, Pharm.D., DABAT, BCPS, FAACT
Director, West Virginia Poison Center
Professor, West Virginia University School of Pharmacy
Department of Clinical Pharmacy
Charleston, West Virginia, USA

Paul M. Wax, M.D., FACMT
Attending Toxicologist
University of Texas Southwestern Medical Center
Dallas, Texas, USA

Alan D. Woolf, M.D., M.P.H., FACMT
Director, Program in Environmental Medicine
Children’s Hospital, Boston
Associate Professor of Pediatrics
Harvard Medical School
Boston, Massachusetts, USA

Appendix 2

Grades of recommendation and levels of evidence

Grade of 

recommendation

Level of 

evidence Description of study design

A 1a Systematic review (with 
homogeneity) of randomized 

clinical trials
1b Individual randomized clinical trials 

(with narrow confidence interval)

1c All or none (all patients died before 
the drug became available, but 
some now survive on it; or when 

some patients died before the drug 
became available, but none now 
die on it.)

B 2a Systematic review (with 
homogeneity) of cohort studies

2b Individual cohort study (including 

low quality randomized clinical 
trial)

2c “Outcomes” research

3a Systemic review (with homogeneity) 
of case-control studies

3b Individual case-control study

C 4 Case series, single case reports (and 
poor quality cohort and case 
control studies)

D 5 Expert opinion without explicit 
critical appraisal or based on 
physiology or bench research

Z 6 Abstracts
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Appendix 3

Secondary review panel organizations

Ambulatory Pediatric Association
American Academy of Breastfeeding Medicine
American Academy of Emergency Medicine
American Academy of Pediatrics
American Association for Health Education
American College of Clinical Pharmacy
American College of Emergency Physicians
American College of Occupational and Environmental

Medicine
American Pharmacists Association
American Public Health Association
American Society of Health-System Pharmacists
Association of Maternal and Child Health Programs
Association of Occupational and Environmental Clinics
Association of State and Territorial Health Officials
Canadian Association of Poison Control Centres

Centers for Disease Control and Prevention – National Center
for Injury Prevention and Control

Consumer Federation of America
Consumer Product Safety Commission
Department of Transportation
Emergency Medical Services for Children
Emergency Nurses Association
Environmental Protection Agency
Food and Drug Administration
National Association of Children’s Hospitals and Related

Institutions
National Association of Emergency Medical Services Physicians
National Association of Emergency Medical Technicians
National Association of School Nurses
National Association of State Emergency Medical Services

Directors
National Safe Kids Campaign
Teratology Society
World Health Organization International Programme on

Chemical Safety

Appendix 4

Triage algorithm for elemental mercury exposure

Is suicidal intent, self-harm, or malicious 
administration by another person suspected?

YES → Refer to emergency department.

NO ↓

Did patient ingest more than the amount 
contained in a household mercury thermometer?

YES → Refer to emergency department for evaluation.

NO ↓

Is the patient symptomatic? YES →

1. Acute inhalation exposure? 1. Refer to an emergency department for symptoms of acute inhalational exposure 
(e.g., cough, dyspnea, chest pain).

2. Gradual onset after chronic exposure? 2. Patients with gradual onset of symptoms from a chronic exposure (e.g., rash, 
irritability, weight loss) can be referred for non-emergent health care evaluation. 

The timing and location is dictated by the severity of symptoms and circumstances 
of the exposure.

3. Soft tissue deposition or injection? 3. Refer soft tissue mercury deposition (e.g., foreign body) for surgical removal.

4. Abdominal pain within days of an unintentional 
ingestion of mercury from broken thermometer?

4. Refer for evaluation of appendicitis or peritoneal irritation (rare events).

NO ↓

Is the home situation of concern (e.g., family/

caregiver seems unreliable)?

YES → Consider on-site evaluation by health department for environmental 

mercury contamination.

NO ↓

Was elemental mercury heated (e.g., stove top, 
oven, furnace) in a closed space?

YES → Refer all exposed to emergency department. Notify health department for 
on-site evaluation of mercury contamination.

NO ↓
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Was spilled elemental mercury vacuumed or 
swept with a broom prior to call?

YES → Seal off contaminated area and ventilate to outside. Bag and seal vacuum 
cleaner and/or broom. Refer to health department for on-site evaluation of mercury 
contamination. Consider referral for health care evaluation if potentially toxic 

airborne concentrations detected.

NO ↓

Was the amount spilled more than that 
contained in a fever thermometer (0.1 mL)?

YES → Seal off contaminated area and ventilate to outside. Refer to health 
department for on-site evaluation of mercury contamination.

NO ↓

Observe at home. Give home clean-up 

instructions for amounts equal to a thermometer 
or less. Consider EPA website recommendations 
for clean up procedures: www.epa.gov/epaoswer/

hazwaste/mercury/faq/spills.htm
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