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Abstract 

Background: Individuals with self-inflicted burns are a small but consistent group among 

burn patients, with large injuries and conflicting findings regarding their in-hospital mortality. 

Overall, burn survivors have a shorter life expectancy, as compared with national controls, but 
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long-term mortality after self-inflicted burns is understudied. The aim of this retrospective 

study was to investigate possible differences in long-term mortality among survivors after 

self-inflicted and accidental burns. 

Methods: All adult patients with burns admitted at the Linköping Burn Centre and discharged 

alive between 2000 and 2017 were included, and end of follow up was April 26, 2021. Those 

with unknown survival status at that time were excluded. A Cox proportional hazards 

regression model, adjusted for age and sex, was used to analyse long term mortality.  

Results: Among the 930 patients included in this study, 37 had self-inflicted burns. Overall, 

median follow up period was 8.8 years and crude mortality was 24.7%. After adjustment for 

age and sex, self-inflicted burns were independently associated with long-term mortality, 

Hazard Ratio= 2.08 (95% CI 1.13–3.83). Post hoc analysis showed that the effect was most 

pronounced during the first years after discharge although it was noticeable over the whole 

study period.  

Conclusion: Long-term risk of mortality after discharge from a burn centre was higher in 

patients with self-inflicted burns than in patients with accidental burns. The effect was 

noticeable over the whole study period although it was most pronounced during the first years 

after discharge.  
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Introduction 

Worldwide, individuals with self-inflicted burns are a relatively uncommon, but consistent 

subgroup among burn injuries, counting for approximately less than 3% of all admissions1-4, 

and are characterized by larger burn size and higher crude in-hospital mortality, as compared 

to accidental injuries 5,6.  

In-hospital mortality in this subgroup has been largely analysed and with conflicting results, 

with some authors reporting that patients with self-inflicted burns are not more likely to die of 

their injuries than those with accidental burns, and some claiming the opposite  1,7-16. 

However, few studies have investigated their mortality after discharge. Recently, Gueler et al. 

have shown that patients with self-inflicted burns after discharge have higher incidence of 

mental issues, such as anxiety and depression, as compared with accidental injuries, and that 

self-inflicted burns was an independent factor for mortality two years after discharge 17.  

The overrepresentation of mental disorders among individuals with burns is well studied, both 

as risk-factors and as long-term consequences 18-21; furthermore, the risk of new self-harm 

behaviours has been described among those who have survived self-inflicted burns although it 

is difficult to get a comprehensive overview due to the small numbers and varying results 20,22-

26. Daigeler et al. reported that the proportion of new suicide attempts was 40% (6/15) within 

one year after a previous self-inflicted burn. None of these new attempts were, however, done 

by burning, and none died of that second attempt 22. Ali et al. reported that 21% (12/56) of 

those surviving a self-inflicted burn had done new attempts after discharge, and that one third 

of the new attempts were new burns 23. The increased risk of death by suicide after surviving 

a first attempt has been shown to decline over time although the time frame is considerable. 

Jokinen et al. who studied long-term outcome among all adults in Sweden treated in-hospital 

for the first suicide attempt (regardless type of suicide) found that about 20% of the total 



mortality within 10 years was associated with suicide while this proportion was 5% within 40 

years after the first attempt 27. 

In Scandinavia, suicide attempts among burn survivors have been previously observed 26, and 

indeed the rates of violent deaths among them were considerably higher than that in the 

national population. 25. Furthermore, a Canadian study found that the lifetime risk of suicide 

attempts among childhood burn survivors was five times higher than the general population 

24.  

Overall, long-term risk to die is increased among burn survivors as compared with national 

controls, particularly in elderly 28,29. Yet, little is known about long-term mortality among 

individuals with self-inflicted burns. The aim of this paper was therefore to investigate 

possible differences in long-term mortality among survivors after self-inflicted and accidental 

burns. 

 

Method 

Participants and sampling procedure 

In this retrospective study, all in-hospital admissions for acute burns at the Linköping Burn 

Centre between 2000 and 2017 were screened. Following variables have been prospectively 

collected in the Burn Unit Database (BUD) and analysed retrospectively: age, sex, cause of 

injury (scalds, contact, chemical, flame, electricity, other cause), mechanism of burns 

(accidental, self-inflicted), percentage total body surface area burned (TBSA%), burns depth, 

and duration of stay at the Burn Unit. Inclusion criteria were adult (18 years and older) 

patients alive at discharge and known survival status at the end of follow up, which was set to 

26th April 2021. Data of death after discharge and up to the end of the follow up was retrieved 



from the electronic medical record system. Exclusion criteria were patients who died during 

the admission for burn treatment and patients with unknown survival status at the end of the 

follow up, such as those who were citizens of other countries, Swedish inhabitants who 

emigrated after discharge, or Swedish inhabitants at discharge with unknown location and 

status at the end of follow up.  

Outcomes 

Discharge from the burn centre was set as time zero. Outcomes of interest were calculated as 

following: 

Time to event measured among those patients who died before the study end (26th April 

2021)= time between date of discharge and date of death. 

Follow up time measured among those who were alive at the end of the study (26th April 

2021)= time between date of discharge (time zero) and study end.  

Years of Life Lost (YLL) measured among those who died before reaching their life 

expectancy= difference between life expectancy (age) and age at death.  

Years of Life Gained (YLG) measured among those who died during the study period but had 

exceeded their life expectancy before death, and those who were alive at the end of the study 

and had exceeded their life expectancy at that time= period of years exceeding life expectancy 

(Figure 1).  

Calculated remaining life expectancy (rLE) has previously been used as a method to estimate 

excess mortality among suicide attempters 27. National data over life span was retrieved from 

the open database provided by Statistics Sweden, remaining mean life expectancy by sex and 

age at the year of discharge was used for calculations 30. 

 



Subgroup analysis of the patients with repeated self-inflicted injuries was performed. All 

admissions for repeated burns were used as separate events for the calculations done in this 

subgroup analysis. Each patient with repeated burns was calculated as one patient in the 

study. 

The study was approved by the Regional Ethics Review Board in Linköping, Dnr 2013/341-

31.  

Statistics 

Data have been presented as median (25th–75th centiles) and n (%) unless otherwise stated. 

Distribution was tested with the Lilliefors test. The significance of differences between groups 

was assessed using the Mann Whitney U, and the chi-squared tests, or Fisher’s exact test 

when appropriate. A multivariable Cox proportional hazards regression was used to analyse 

long-term mortality after discharge adjusted for age and sex. Data were analysed with the help 

of STATA (STATA v12.0, Stata Corp. LP, TX, USA). Probabilities of less than 0.05 were 

accepted as significant. 

Results 

A total of 930 patients were included in this study (Figure 2). Overall, median (25th – 75th 

centile) age at discharge was 47.4 (31.7–62.6) years (min-max 18.0–97.7), 74.8% were male, 

4.0% (n= 37) had self-inflicted burns, crude mortality was 24.7%, and median follow up 

period was 8.8 years (corresponding to 3201 days) (Table 1).  

Almost all patients in the group of self-inflicted burns had flame burns (n= 36). Total burn 

size as well as the size of deep burns were larger, duration of hospital stay was longer, and 

they showed a more equal sex ratio, as compared to accidental burns. The group of patients 

with self-inflicted burns were younger at discharge, and thus, their remaining life expectancy 



was longer, while those who died during the study period died at younger age. Among those 

who died after discharge, there was no difference between groups regarding time to event 

(Table 1). Supplemental Table S1 shows cumulative crude mortality over time (years) after 

discharge. 

Subgroup analysis of those who died before reaching their rLE showed that the proportion 

was marginally larger among the group of patients with self-inflicted burns (p=0.47) (Figure 

3). As compared to patients with accidental burns who died before reaching rLE, the group of 

those with self-inflicted burns died at younger age, had more than twice as many YLL, 

median (IQR) were 29.8 (12.5–45.9) YLL and 12.0 (5.1–21.4) YLL, respectively, p=0.007, 

whereas there were no significant differences in sex ratio, burn size and depth, Baux score, 

duration of hospital stay, and number of years between discharge and death (Table 2). 

Only 26 patients reached and exceeded their life expectancy: nine of them were individuals 

with accidental burns who were alive at the end of the study, gaining a median (IQR) of 1.3 

(0.9–3.5) YLG at that time, and 16 with accidental burns were dead before the end of the 

follow up, gaining a median (IQR) of 7.4 (3.7–11.0) YLG. The YLG was similar, 7.5 years, 

for the only one who had died in the group of self-inflicted burns. However, no one in the 

group of patients with self-inflicted burns who had exceeded their life expectancy was alive at 

the end of the study (Table 3). 

Most of those who were alive at the end of the study had not reached their life expectancy yet. 

Table 4 shows a similar pattern of differences as for the total study group (Table 1), total burn 

size as well as the size of deep burns were larger in the group of patients with self-inflicted 

burns, the duration of hospital stay was longer, and they showed a more equal sex ratio. There 

was no difference between the groups regarding years between discharge and study end 

(Table 4). 



 

The risk adjusted long-term mortality analysis (Cox regression) showed that self-inflicted 

burns was an independent factor with a Hazard Ratio of 2.08 (95% CI 1.13–3.83) (Table 5). 

Post hoc analysis showed that the increased risk adjusted mortality in individuals after self-

inflicted burns was significant during the first two years after discharge (HR 3.68 and 3.17, 

p=0.03) as well as during the seventh and eighth years (HR 2.46 and 2.24, p=0.01 and 0.03), 

the 11th and 16th to 20th years after discharge (HR between 1.95 and 2.08, p values between 

0.02 and 0.041). During the years in between (third to sixth years and the ninth to 15th years) 

there was a tendency of increased risk (HR between 1.84 and 2.69, p values between 0.05 and 

0.08). Age at discharge was an independent factor for mortality in all the yearly analyses. HR 

for age was 1.07 for half of the years and 1.08 for the other half (p<0.001). The variable sex 

was not significant in any of the post hoc analyses. Supplemental Table S2 shows Cox 

regression HR for patients with self-inflicted burns in a yearly analysis of cumulative 

mortality over time after discharge. Figure 4 shows the Kaplan-Meier survival estimates by 

accidental and self-inflicted burns. 

The subgroup analysis of patients with a pattern of self-injury behaviour showed two patients, 

one male and one female, age 31 and 47 years, who taken together had 12 in-hospital 

admissions for new burns. Median (25th to 75th centile) burn size of all admissions was 0.7% 

(0.5–2.0) TBSA%, and duration of hospital stay was 2.5 (2.0–7.5) days. The admissions 

occurred during an extended period; the patient with the most frequent admissions had 9 over 

2.7 years while the other patient had 3 admissions over 9.5 months. Both died during the 

study period (before reaching their rLE) with YLL 30 and 52 years, respectively, one died less 

than 2 months after the last discharge, and one died 3.6 years after the last discharge.  



Discussion 

Long-term mortality among patients with self-inflicted burns has rarely been addressed in 

previous studies, and therefore we aimed to investigate it among those discharged alive from 

the Linköping Burn Centre during an 18 years long period, finding that self-inflicted burns 

was an independent factor for increased risk of mortality, as compared to accidental burns. 

The effect was noticeable over the whole study period although it was most pronounced 

during the first years after discharge. Ten of the 11 patients who died among the group of self-

inflicted burns lost a median of 30 years of life, as compared to the national expected mean 

lifespan by age, year of birth, and sex, which was more than twice of the 12 years lost among 

the group of accidental burns who died prematurely. 

In a recent study, Gueler et. al followed 125 adults with self-inflicted burns up to ten years 

after discharge, showing an increased risk of mortality (OR = 4.71, p=0.01) during the first 

two years after discharge. Furthermore former patients had more anxiety two years after 

discharge, a higher incidence of suicidal thoughts at five years, and a tendency of worse 

depression at 10 years after discharge, as compared with individuals discharged after 

accidental burns, which could explain an higher risk for long-term mortality 17. In our study, 

we also found that the increased risk of mortality was most pronounced during the first two 

years after discharge, although, the effect was evident up to 20 years after. Mean age in our 

study was somewhat older than that in Gueler et al., 41 years compared with 37 years in their 

group of patients with self-inflicted burns and 49 years compared with 43 years in their group 

of patients with accidental burns 17. One possible reason for difference on long-term mortality 

findings between our studies could be that they used a logistic regression which makes the 

analysis susceptible to attrition regarding duration of follow up, including loss of participants 

during the follow-up period.  



Although several attempts have been made to characterise the group of individuals with self-

inflicted burns 31-34, getting a comprehensive overview is prevented by the fact that 

populations can differ substantially between burn centres, and by the relatively small numbers 

of observation, which hinders to recognize different patterns9,35. As example, the smaller burn 

size observed among our patients differed notably from the size of burns observed in self-

inflicted burns treated in burn intensive care 36. Moreover, only 37 adult patients with self-

inflicted burns were discharged from our Burn Centre during the study period, whereas larger 

numbers could been presented by an American study that included 5253 adults admitted for 

self-harm burns, merging data from three national databases 31. The age in the American 

cohort (43 years) mirrored the age of the group of patients with self-inflicted burns admitted 

at our centre that included in-hospital deaths (42 years), whereas median age in those 

discharged alive from our centre was lower (34 years)31 1. As previously shown17, we 

confirmed flame being the most frequent cause of injury among patients treated for self-

inflicted burns, with exception of those patients admitted repeatedly for burns of small size, 

who get burns with diverse means, such as contact burns, scalds, chemicals, electrical, cold 

injury, and less frequently flame burns 3,32,35. The tendency towards a more equal sex ratio 

among individuals with self-inflicted burns observed in our study has been reported 

previously 3,6,31,35 although the proportion of female patients can vary considerably (28% to 

91%) between countries 6. 

Presence of psychiatric comorbidity and suicide attempt have been indicated as two important 

risk predictor for in-hospital death in these patients 34,37, who even require more surgery, 

intensive burn care 2,3,32,38 and repeated re-admittances for new burns 3,32. We agree that 

severe injuries and high in-hospital mortality might been explained by the intention of suicide 

in the short perspective, whereas we have some reservation regarding the prediction value on 

long-term outcome in patients with self-injury behaviour 39. Only two individuals were 



admitted for repeated burns in our study, too few for drawing any conclusion on their long-

term outcome. However, the premature deaths (YLL 30 and 52 years) supported the idea that 

long-term outcome can be similar to that after evident suicide attempts. This is in line with the 

observation that patients with self-injury behaviour (including minor burns) have increased 

risk of premature mortality 3,36 39.  

 

Finally, increased mortality among burn survivors has previously been described 25,29 and we 

found that the increased long-term risk after discharge was even higher in the subgroup of 

patients with self-inflicted burns. Alcohol and/or substance misuse and mental illness have 

frequently been observed among both patients with accidental and self-inflicted burns, and in 

our opinion, they might be the reasons behind the high post burn mortality 18,40. In particular, 

the presence of psychiatric disorders among burn survivors increased their risk of self-harm 

behaviour 20,26,41, and  vice versa, higher occurrence of mental disorders and drug or alcohol 

abuse was observed among young adults who had had severe burns as children, as compared 

with matched control group 21. Furthermore, presence of mental disorders among burn 

survivors had been associated with the severity of the injury 26. Burn care clinicians should be 

aware that patients with self-inflicted burns represent an easily identifiable group of patients 

who are at increased risk to die young. Future research should explore causes of death and 

implementation of preventive follow-up strategies. It seems reasonable that close multi-

professional follow-up should be offered to these patients. 

 

Limitations  

The relatively small study sample and the single-centre approach reduces the generalizability 

of our conclusions. Further, it would have been interesting to stratify for cause of death and to 



analyse the effect of coexisting physical and psychiatric morbidity, but unfortunately, we have 

neither data on cause of death, nor on pre-existing psychiatric disorders, nor information on 

treatment efforts. Finally, the attempt to use national data over life span to standardise the 

comparison between individuals with accidental and self-inflicted burns was done with 

reasonably satisfactory results in the subgroup analysis of those who had died earlier than 

expected, but the group who had reached and exceeded their expected lifespan was too small 

and included only one patient with self-inflicted burns. We added these subgroup analyses in 

the result section as descriptive information and the Cox regression should be considered as 

the main analysis. 

 

Conclusion 

Patients with self-inflicted injuries constitute a small group among all patients with burns 

admitted for specialized burn care. We found that the long-term risk of mortality after 

discharge from a burn centre was higher in the subgroup of individuals with self-inflicted 

burns compared with those with accidental burns. The effect was noticeable over the whole 

study period although it was most pronounced during the first years after discharge.  
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Table 1 – Details of patients  

Patients with accidental 
burns= 893 

Patients with self-inflicted 
burns= 37 

P 

 N (%) N (%)  
Sex, male 674 (75%) 22 (59%) 0.03 
Burn type   <0.001 
     Scalds 120 (13%) 0  
     Contact burn 95 (11%) 0  
     Chemical 62 (7%) 0  
     Flame burn 517 (58%) 36 (97%)  
     Electricity 50 (6%) 1 (3%)  
     Other 49 (5%) 0  
Mortality after discharge 219 (25%) 11 (30%) 0.47 
 Median (25th – 75th 

centiles) 
Median (25th – 75th 

centiles) 
 

Total burn size, TBSA% 6.0 (2.1–14.5) 15.0 (8.0–35.0) <0.001 
     Superficial dermal burns, BSA% 1.2 (0.0–5.5) 2.0 (0.0–5.5) 0.64 
     Deep dermal burns, BSA% 0.7 (0.0–3.5) 5.0 (2.0–11.5) <0.001 
     Full thickness burns, BSA 0.1 (0.0–2.5) 1.3 (0.0–12.0) 0.04 
     Baux score 58.3 (40.0–76.0) 61.0 (46.9–77.0) 0.29 
Duration of hospital stay, days 10.0 (2.0–22.0) 33.0 (17.0–50.0) <0.001 
Age at discharge, years 47.5 (32.0–62.8) 38.3 (27.6–51.5) 0.03 
rLE at discharge, years 33.9 (20.6–48.9) 44.0 (30.5–52.6) 0.02 
Time variable for cox, days 3201 (1931–4906) 3062 (1873–4317) 0.93 
Age at death, years 74.2 (62.2–83.9) 52.1 (33.1–73.8) 0.01 
Years after discharge until death 4.4 (1.4–7.6) 4.1 (0.9–10.8) 0.72 
Years after discharge among survivors  9.8 (7.1–15.0) 9.1 (7.2–16.6) 0.90 
Data are median (25th – 75th centiles) or n (%). Body surface area= BSA. Baux score= age + TBSA%. remaining Life 
Expectancy= rLE. Time variable for cox regression (follow up time) was calculated as the period between discharge and 



study end (for those alive at that time) or time at death. Min–max age at discharge was 18.0–97.7 years in the accidental 
group and 18.0–77.1 years in the group of self-inflicted burns. Min–max age at death was 29.0–100.5 years in the accidental 
group and 32.0–88.2 years in the group of self-inflicted burns. 

 



Table 2 – Death before reached rLE 
 

Accidental burns= 

203 

Self-inflicted 

burns= 10 

P 

Sex, male 145 (71.4%) 7 (70.0%) 0.92 

Total burn size, TBSA% 8.0 (3.0–19.0) 12.5 (6.5–36.5) 0.135 

Superficial dermal burns, BSA% 0.3 (0.0–3.5) 1.5 (0.0–5.0) 0.774 

Deep dermal burns, BSA% 1.0 (0.0–3.5) 4.0 (0.5–17.0) 0.102 

Full thickness burns, BSA 2.0 (0.0–7.0) 1.0 (0.0–11.5) 0.762 

Baux score 78.7 (63.5–89.0) 73.0 (46.9–86.0) 0.479 

Duration of hospital stay, days 17.0 (7.0–32.0) 30.0 (11.0–45.0) 0.124 

Age at discharge, years 67.6 (54.3–77.8) 48.1 (31.7–58.2) 0.003 

rLE at discharge, years 17.0 (9.9–28.1) 34.9 (23.4–50.3) 0.003 

Time variable for cox, days 1476 (443–2682) 1408 (340–2334) 0.924 

Age at death, years 73.1 (60.4–83.1) 51.4 (33.1–69.6) 0.004 

Years after discharge until death 4.0 (1.2–7.3) 3.9 (0.9–6.4) 0.924 

YLL, Years of Life Lost 12.0 (5.1–21.4) 29.8 (12.5–45.9) 0.007 

Data are presented as median (25th to 75th centiles) or n (%). Body surface area= BSA. 

Baux score= age + TBSA%. remaining Life Expectancy= rLE. Min–max age at 

discharge was 21.7–96.7 years in the accidental group and 26.8–77.1 years in the group 

of self-inflicted burns. Min–max age at death was 29.0–99.0 years in the accidental 

group and 32.0–78.9 years in the group of self-inflicted burns. 

 



Table 3 – Reached and exceeded rLE 
 

Accident Self-inflicted 

 Alive at study end Dead at study end Dead at study end 

No. of patients 9 16 1 

Sex, male 6 (66.7%) 10 (62.5%) 1 

Total burn size, TBSA% 3.0 (2.0–3.5) 6.8 (1.8–12.0) 6.0 

Superficial dermal burns, BSA% 2.0 (0.0–3.5) 1.0 (0.0–4.0) 2.0 

Deep dermal burns, BSA% 0.0 (0.0–0.0) 0.8 (0.0–5.8) 2.0 

Full thickness burns, BSA 1.0 (0.0–3.0) 1.5 (0.0–3.0) 2.0 

Baux score 81.8 (68.7–83.2) 93.2 (86.2–104.6) 78.3 

Duration of hospital stay, days 7.0 (4.0–10.0) 16.5 (5.0–27.5) 34.0 

Age at discharge, years 78.5 (66.7–79.3) 86.2 (82.7–90.0) 72.3 

rLE at discharge, years 10.2 (8.4–15.9) 5.5 (4.0–7.2) 11.9 

Time variable for cox, days 4320 (3629–6107) 2564 (1770–3919) 5793 

Age at death, years  93.7 (91.8–95.2) 88.2 

Years after discharge until death  7.0 (4.8–10.7) 15.9 



YLG, Years of Life Gained* 1.3 (0.9–3.5) 7.4 (3.7–11.0) 7.5 

Years after discharge among survivors 11.8 (9.9–16.7) 
  

Data are presented as median (25th to 75th centiles) or n (%). Body surface area= BSA. Baux score= 

age + TBSA%. remaining Life Expectancy= rLE. *Years of Life Gained in relation to rLE = the period 

between the date of life expectancy after discharge and death, among those who died, or the end of the 

study, among those who were alive. Min–max age at discharge was 63.1–85.4 years in the accidental 

group alive at study end and 63.6–94.7 years in the accidental group dead at study end. Min–max age at 

death was 84.2–100.5 years in the accidental group dead at study end. 

 



Table 4 – Alive not reached rLE 
 

Accident Self-inflicted 
 

No. of patients 665 26 P 

Sex, male 513 (77.1%) 14 (53.8%) 0.006 

Total burn size, TBSA% 5.6 (2.0–13.3) 18.5 (9.0–35.0) <0.001 

Superficial dermal burns, BSA% 1.7 (0.0–6.0) 1.8 (0.0–8.8) 0.71 

Deep dermal burns, BSA% 0.5 (0.0–3.5) 7.0 (2.0–11.5) <0.001 

Full thickness burns, BSA 0.0 (0.0–1.5) 0.9 (0.0–13.0) 0.02 

Baux score 51.5 (35.2–67.0) 60.5 (41.0–75.8) 0.06 

Duration of hospital stay, days 8.0 (2.0–19.0) 37.0 (17.0–51.0) <0.001 

Age at discharge, years 40.9 (27.9–54.5) 34.3 (25.9–49.1) 0.16 

rLE at discharge, years 40.3 (27.7–52.8) 47.1 (33.2–54.5) 0.09 

Years after discharge among survivors 9.8 (7.1–14.9) 9.1 (7.2–16.6) 0.92 

Data are presented as median (25th to 75th centiles) or n (%). Body surface area= BSA. 

Baux score= age + TBSA%. remaining Life Expectancy= rLE. Min–max age at discharge 

was 18.0–88.3 years in the accidental group and 18.0–66.2 years in the group of self-

inflicted burns.  

 



Table 5 – Multivariable Cox regression for mortality after discharge 
 

HR 95% CI p 

Age, years 1.08 1.07–1.09 <0.001 

Intention, self-inflicted 2.08 1.13–3.83 0.019 

Sex, female  0.89 0.67–1.19 0.432 

HR, Hazard Ratio. Model p <0.001. Total n=930, mortality 25% 

(230/930), total time at risk 8877 years. 

 





Figure 1 – Outline of time related variables and different life patterns over the study period. 

Discharge= time zero. YLL= Years of Life Lost. YLG= Years of Life Gained. Study end= 26th April 2021. 

 





Figure 2 – Selection of patients among those admitted during 2000–2017. Study group n= 930. 

Missing = patients with unknown survival status; patients from other countries (n=25), Swedish 

inhabitants who emigrated after discharge (n=9), Swedish inhabitants at discharge with unknown 

location and status at the end of follow up (n=2). rLE, remaining Life Expectancy. 

 





Figure 3 –The two pie charts in the upper row show crude mortality during the follow up period after 

discharge from the burn centre: 24.5% among patients with accidental burns and 29.7% among the 

group of patients with self-inflicted burns (p=0.47). The two pie charts in the lower row show the 

proportion of death before reaching remaining life expectancy (rLE): 22.7% among patients with 

accidental burns and 27.0% among those with self-inflicted burns (p=0.54). Three percent in each 

group of patients (25/868 of those with accidental burns and 1/37 among those with self-inflicted 

burns) had exceeded their rLE before death or end of the study (p=1.00). 

 





Figure 4 – Kaplan-Meier survival es�mates by inten�on (accidental burn or self-inflicted). There were 

219 (25%) deaths a�er discharge in the group of pa�ents with accidental burns and 11 (30%) deaths 

in the group of pa�ents with self-inflicted burns. 
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