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Abstract

Background: Interest has increased in programs offering self-admission to inpatient treatment for patients with
severe psychiatric illness, whereby patients who are well-known to a service are afforded the opportunity to admit
themselves at will for a brief period of time. The aim of the present study was to examine patient experiences of
practical considerations during the start-up phase of a self-admission program in an eating disorder service.

Methods: Sixteen adult participants in a self-admission program at a specialist eating disorders service were
interviewed at 6 months about their experiences during the implementation phase. A qualitative content analysis
approach was applied in order to identify recurring themes.

Results: Six subcategories regarding implementation and logistics of self-admission were identified: “Start-up
problems”, “Problems associated with reserving a bed”, “Lack of staff continuity”, “Not enough emphasis on long-
term goals”, “Too demanding in terms of freedom and responsibility”, and “Suggestions for alternative models”.

Conclusions: Practical recommendations can be offered for the implementation of future self-admission programs,
such as thoroughly informing all participants about the rationale behind self-admission with particular emphasis on
patient accountability, establishing a waiting list procedure for occasions when all designated beds are occupied,
and assigning an individual contact staff member responsible for each self-admitted patient.

Trial registration: The study protocol is retrospectively registered at ClinicalTrials.gov as ID: NCT02937259 .
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Background
Self-admission to inpatient treatment for patients with
severe psychiatric illness has been offered in Norway
and the Netherlands for over a decade [1], and similar
pilot models have recently been introduced in Sweden
[2] and Denmark [3]. In self-admission, patients who are
well-known to a service are offered the possibility of
self-admission at will to inpatient treatment for a brief
period of time, usually 3-7 days. Patients are also free to
discharge at will. Self-admission is constructed as an
add-on tool rather than as a replacement of other treat-
ment options and admission through regular procedures
is still available if needed. The focus during the brief
self-admission episodes is usually on milieu therapeutic

effects of the hospital ward, such as increasing daily
structure, resting, and reducing loneliness; in many in-
stances, there is an explicit de-emphasis on medical in-
terventions during self-admission and medication
changes may be advised against [1].
The rationale behind self-admission is multifold, includ-

ing increasing patient autonomy and agency, promoting
self-monitoring and adequate help-seeking behaviors,
avoiding repeated visits to the emergency ward, reinfor-
cing the function of the inpatient ward as a safe haven, re-
ducing coercive interventions, and reducing total time
spent in inpatient treatment [1, 4, 5]. Generally, it is hy-
pothesized that if patients can learn to identify early signs
of psychiatric deterioration and act on them by admitting
themselves for a brief period of time, longer regular ad-
mission episodes may be avoided. Previous research has
shown promising results regarding several of these out-
comes, albeit studies have mostly been small and of lim-
ited evidence level [1]. In Norwegian qualitative studies,
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informants have emphasized how the novel perspective
offered by the self-admission approach in and of itself
could transform patients’ relationship to and use of health
care services [6, 7]. However, whereas previous quantita-
tive studies have reported dramatic reductions of the total
time spent in inpatient treatment [1], recent randomized
controlled Norwegian studies show no differences be-
tween self-admission and treatment as usual regarding pa-
tient activation and recovery at 4 months [8] or service
use at 12 months [9]; in the latter study, both groups re-
duced their service use equally.
Following the mostly promising results seen in re-

search on the Norwegian self-admission programs, there
is currently an intensified interest in self-admission in
other Scandinavian countries [2, 3, 10]. New self-
admission programs in psychiatry have been launched at
several sites in both Sweden and Denmark in the past
few years. However, despite this intensified interest, little
is known about practical and logistical considerations in
implementing new self-admission programs.

Methods
Aim
The aim of the present study was to examine patient expe-
riences of practical considerations during the start-up phase
of a self-admission program in an eating disorder service,
in order to be able to offer advice on “dos and don’ts” in
the implementation of similar programs in psychiatry.

Setting and participants
The present study took place at the Stockholm Centre
for Eating Disorders (SCÄ), which is a public specialist
eating disorder service run by the Stockholm County
Council. The catchment area is Metropolitan Stockholm
in Sweden with a population of 2.2 million. The details
of the self-admission program at SCÄ have been de-
scribed elsewhere [2]. In short, since August 2014, two
beds out of 11 at the adult inpatient ward have been re-
served for patients with a contract for self-admission. To
be eligible for the self-admission program, patients must
maintain continuous treatment contact at the adult out-
patient or day treatment units. They must also have had
a minimum of one treatment episode in the adult in-
patient ward during the past 3 years and thus be familiar
with the framework and routines at the ward. Exclusion
criteria are current suicidal or self-injurious behavior
and/or the presence of untreated substance use. Patients
may self-admit for up to 7 days at a time as often as they
want by contacting the ward directly. In contrast to
some other self-admission programs, there is no “quar-
antine period” between self-admissions during which ad-
mission is off limits. If both designated beds are
occupied by other patients, a waiting list is established.

Patients are offered a self-admission contract for 1 year
at a time, with the possibility of annual renewal.
At the time of this study, 18 patients were enrolled in

the program. All of them were asked to be interviewed
about their participation, and all but two agreed. Thus,
the informants in this study were 15 women and one
man with a mean age of 31 years (range 18-56, median
27) enrolled in the self-admission program at SCÄ.
Written informed consent was obtained. At inclusion, all
informants were diagnosed with anorexia nervosa and
they had been suffering from an eating disorder for a
mean of 15 years (range 3-42, median 11). During their
first 6 months in the program, 14 informants had made
use of the opportunity to self-admit, while two of them
had not; these two informants were also included in the
study. Previous research has shown that participants
who do not actually self-admit often find their participa-
tion meaningful nonetheless, because of increased feel-
ings of security in knowing that the opportunity exists
[1, 11]. Furthermore, when studying program implemen-
tation, it is necessary to investigate any barriers that may
have kept informants from making use of it. Of those
who had self-admitted, five informants had done so only
once whereas two of them had made use of the oppor-
tunity 14 times (mean 5.2, median 3).

Procedures and data analysis
All informants were interviewed about their experiences
in the program at 6 months after receiving their con-
tracts for self-admission. A semi-structured interview
guide was prepared, defining the research questions that
were to be investigated during the interviews (see Add-
itional file 1 for an English translation). Some questions
in the interview manual differed based on the individual
informants’ use of their contract; for example, those in-
formants who had never actually self-admitted during
their time in the program where asked specific questions
about the reasons behind this, whereas they could natur-
ally not be interviewed about their experiences of the ad-
mission process, etc. All interviews were conducted
face-to-face by a single interviewer (MS), who does clin-
ical work at SCÄ but is not directly involved in the treat-
ment at the inpatient ward. An open interview
technique was applied whereby all informants were
asked the same opening question (“Could you please tell
me about your experiences so far in the self-admission
program?”), after which the informants were asked
open-ended follow-up questions appropriate to the
topics brought up in the conversation (“Are there any
positive aspects of self-admission?”, “Are there any nega-
tive aspects of self-admission?”, “Do you have any sug-
gestions for changes to the program?”, etc.). The
interviews lasted for 25–75 min. All interviews were tape
recorded and transcribed verbatim by the interviewer.
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The verbatim-transcribed interviews were then analyzed
using the qualitative analysis software program NVivo
11. A conventional qualitative content analysis approach
was applied [12], whereby those excerpts of the inter-
view text that emerged as meaningful in relation to the
study aim were coded and labelled according to an in-
ductive “bottom-up” principle. There were no predefined
criteria (e.g., number of informant statements needed) to
aid in determining what would constitute a separate cat-
egory or subcategory; instead, after the initial coding had
yielded a number of statement topics, meaningful clus-
ters were identified and developed inductively by analyz-
ing patterns and interrelations and labelled so as to
reflect nuances within the data. The two authors mainly
responsible for data coding (MS and SAG) then jointly
reviewed these categories and grouped them into main
categories and subcategories. Having settled on a data
coding scheme, MS and SAG separately re-coded the in-
terviews in a “top-down” approach to make sure that the
coding scheme was accurate and reliable. An inter-rater
reliability of 91% was reached at this point. Whenever
MS and SAG differed in their coding, consensus was
reached through discussion.
Part of the study was aimed at identifying themes that

were specific for the clinical eating disorder treatment set-
ting, such as functions and obstacles of a nature inherent
to the anorexia nervosa diagnosis. These procedures and
results have been reported in detail elsewhere [11]. In
addition to this, the interviews yielded material of more
general interest regarding implementation and logistics of
the self-admission program. These data are presented in
the present study. Thus, this study does not constitute a
secondary analysis. Research questions on the topic of lo-
gistics and practicalities of the model were included in the
interview guide from the beginning (see Additional file 1)
and these data were chosen for separate presentation on
the grounds that they may provide practical guidance in
future implementation of self-admission programs regard-
less of the targeted patient group.
The study was conducted in accordance with the

Helsinki declaration and it was approved by the Regional
Ethical Review Board in Stockholm, Sweden (reference
no. 2014/1586-31/4 and 2015/1537-32). The study
protocol is registered at ClinicalTrials.gov as ID:
NCT02937259.

Results
Six subcategories regarding the overarching theme of
implementation and logistics of the self-admission pro-
gram were identified: “Start-up problems”, “Problems as-
sociated with reserving a bed”, “Lack of staff continuity”,
“Not enough emphasis on long-term goals”, “Too de-
manding in terms of freedom and responsibility”, and
“Suggestions for alternative models”. Informant quotes

illustrating the subcategories described below are pre-
sented in Table 1.

Start-up problems
The occurrence of start-up problems, i.e., problems related
to the initial implementation of the new routines at the
ward, is not surprising given that self-admission is in many

Table 1 Informant quotes
Start-up problems

a Patient 10: I called once and the person who answered – I’m not sure if she
was part of the regular staff at the ward – said something like: ‘No, I don’t
know, you’ll have to call back later’. And that could easily have made me not
call back at all, because I started hesitating.

b Patient 9: I was given a date and time when I should come in, and then that
same day I found out that they had offered that bed to somebody else. I felt
really bad, having planned it and all – yes, it was really hard. […] I think they
had forgotten that she was coming in that day. But then I was offered a bed
the next day, so it was sorted out.

Problems associated with reserving a bed

c Patient 1: It was so awkward, you were thinking about it every day: when is a
good time, how do I know when to call? I don’t want to call every day to
check if there’s a bed available because my illness doesn’t work that way.

d Patient 2: Actually, once I’ve finally decided to self-admit, as of lately both beds
have frequently been occupied.

e Patient 13: You have to be flexible in case others are also asking for a bed. If I
call now, although I really want to come in tomorrow morning so that I have
time to pack and get ready mentally, they might say ‘Ok, but someone else
called too so if you want the bed you’ll have to come tonight’.

Lack of staff continuity

f Patient 11: You’re assigned someone for the day and usually you find out who
that is at the morning meeting. Often they just say ‘Oh, you can come to any
one of us’ and that’s too intangible for me. It would make me feel safer to
know that this week, Anita is your contact nurse. She doesn’t work Wednesday
and Thursday, but then Lisa is your contact. […] But I know that some
patients like the fact that they don’t have a designated contact person – that
it makes them feel freer, that they don’t get that hospital ward feeling.

Not enough emphasis on long-term goals

g Patient 10: It’s just not possible to achieve that much in such a short amount
of time. The contract is for brief admissions and changing a behavior takes
time. It’s difficult to say how this could be improved.

Too demanding in terms of freedom and responsibility

h Patient 1: This thing about deciding a lot for yourself - perhaps you need to be
a little careful about that because if you get to decide for yourself, very often
it’ll be the illness talking. So maybe there needs to be an open dialogue so that
the staff is really responsive to what’s the illness and what’s favorable in order
to move ahead.

i Patient 2: If only I knew that I could handle it…I do think the freedom is a
large part of what’s positive about this concept.

j Patient 16: I asked for this opportuniy because I realized that it could be useful
to have if things didn’t work out so well. But then when it’s time to make use
of it - then it’s a whole different story. Then your will power needs to be even
stronger.

Suggestions for alternative models

k Patient 12: There are two beds. I’m thinking perhaps for one of them you could
sort of sign up intermittently for the next 2 months, sort of ‘I wish to come in
this week’.

l Patient 3: I would like to know that these 2 days – or five days – every month
are my days and I’m supposed to be at the ward.

m
Patient 3: I’ve been at the ward a whole week without actually sleeping there.
So then I’m occupying a bed although I’m not really using it. That feels so
wasteful – perhaps somebody else really needs the bed and I’m only there
during the days. So I think there should be a slot solely for day treatment
patients.
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ways a novel way of thinking about inpatient treatment. On
this subcategory, informants mentioned that they were
sometimes given contradictory information from different
staff members, which risked consolidating ambivalence
about admitting themselves (quote a). On at least one occa-
sion, a self-admission bed was “double-booked” because of
misunderstanding among staff members (quote b).

Problems associated with reserving a bed
The initial procedure whereby program participants
themselves were responsible for calling back to check if
one of the beds had become available was also seen as
stressful and potentially discouraging; however, this
problem was solved by the establishment of a separate
waiting list for the self-admission beds, whereby partici-
pants are now informed by phone when a bed is avail-
able for them (quote c). Informants generally spoke
about this issue as being a thing of the past and most of
these obstacles seemed to have been removed at the
time of the interviews.
Three informants had experienced that both desig-

nated beds had been occupied by other participants in
the program when they had called to see if they could
admit themselves (quote d). In addition, two informants
reported that they would sometimes feel stressed when
being informed that there was a bed available but that it
could not be held until the next day, meaning that they
would have to come to the ward immediately if they
wanted to make use of the bed (quote e).

Lack of staff continuity
Because of the brief nature of the self-admissions and
the scheduled rotation of staff members at the ward, it
had not been possible to assign a single personal contact
staff member who the participants could see continu-
ously for the entirety of their stay. Lack of staff continu-
ity was thus raised as an obstacle by some informants
who had previously appreciated having a fixed treatment
contact during their time at the ward and found this sys-
tem too vague (quote f ).

Not enough emphasis on long-term goals
On this subcategory, one informant noted that it was
simply not possible to reach any long-term treatment
goals during such brief admissions (quote g).

Too demanding in terms of freedom and responsibility
Several informants expressed that while they appreciated
the agency and flexibility of the self-admission model,
they were not always confident in handling this some-
what unfamiliar freedom and responsibility (quotes h
and i). In hindsight, some of them felt that they had en-
tered the program with unrealistic expectations about

the concept and their own current ability to make con-
structive use of it (quote j).

Suggestions for alternative models
Three informants mentioned that for them, it would be
useful to be able to plan their brief admissions ahead in-
stead of having to contact the ward on short notice each
time they wish to admit themselves (quote k). Generally,
these suggestions were raised in a context of discussing
ambivalence and difficulties in appraising one’s own
mental state and responding to signs of deterioration,
where having pre-booked brief admission dates was seen
as a helpful solution (quote l).
As a part of the self-admission model, there is an em-

phasis on flexibility whereby participants can choose to
keep going to work or school during the days even when
they are admitted or to spend the nights at home if they
merely wish to partake in the daytime routines at the
ward. One informant noted that she had felt guilty about
formally occupying a bed even though she chose to sleep
at home and suggested an additional day treatment self-
admission model for those patients who do not need an
actual bed at the ward (quote m).

Discussion
Although patients in the SCÄ self-admission program
were generally satisfied with their participation [11], they
identified a number of practical and logistical issues that
should be taken into account during the implementation
phase and made suggestion for improvements of the
model. A noteworthy finding is the delicate balance raised
by the informants between the positive aspects of in-
creased autonomy inherent to the self-admission model
[11] and the difficulties in handling this freedom and re-
sponsibility. Several of the informants noted that while
they appreciated self-admission as a tool that puts them in
charge of their treatment, they were not always confident
in their own ability to utilize this increased accountability
in a constructive manner. Thus, on one hand, informants
emphasized the novel aspects of self-admission (accessibil-
ity, autonomy, empowerment etc.) as crucial to the con-
cept; on the other hand, the improvements they suggested
were generally more closely aligned with traditional
models of inpatient treatment and in some cases, such as
the wish for more staff continuity, practically incompatible
with the brief admission model. For example, as previously
reported, informants expressed a need for an active dis-
cussion partner, such as an outpatient therapist, who is
well-informed of the model and who can act as a sounding
board in aiding participants decisions regarding when they
ought to make use of the self-admission opportunity [11].
While this may be a wise choice from a pragmatic point of
view, it could potentially run counter to the rationale be-
hind self-admission, such as increasing patient agency and
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promoting appropriate help-seeking. In the implementa-
tion of future self-admission programs, it is probably wise
to avoid a strict “all or nothing” approach regarding this
conflict between positive and negative aspects of increased
autonomy. It is not unreasonable for patients to experi-
ence some perplexity regarding the novelties of self-
admission and pragmatism is advisable in the transition
phase. Nonetheless, health care providers should be aware
of the potentially conflicted experiences of increased pa-
tient autonomy and accountability and plan for addressing
these issues if they arise.
The present results have potential clinical implications.

Based on the informants’ experiences, several practical
recommendations can be made for the implementation
of future self-admission programs, bearing in mind the
ambiguities raised above:

1. Ensure that all potential participants are thoroughly
informed about the rationale behind self-admission
and the emphasis on patient accountability in par-
ticular before they accept to participate in the pro-
gram. It is also advisable to discuss expectations and
worries beforehand, in order to instil a nuanced un-
derstanding of the concept.

2. All involved staff members (at the inpatient ward as
well as at associated outpatient facilities) must be
thoroughly informed of the self-admission routines
and provided with clear written reference material in
order to avoid contradictory information, which
could cause confusion and strengthen patient
ambivalence.

3. An explicit waiting list procedure should be
established for occasions when all designated beds
are occupied and an active outreach approach
applied in informing the patients who are on this
list, so that they know how long the current
maximum queuing time is and do not have to make
repeated calls to the ward.

4. The assignment of an individual contact staff
member to whom each self-admitted patient can
turn to should be a priority. Naturally, the brief na-
ture of self-admission episodes in combination with
regular staff rotation schedules at an inpatient ward
can make it difficult to achieve full continuity, but in
order to counteract any negative effects of this it
should nevertheless be clear who the patient’s
current individual contact person is at all times.

5. In order to avoid disappointment, ensure that
patients are aware of the fact that although a central
part of the self-admission concept is that they are
free to admit themselves for whatever reason, the
brief nature of these admissions makes it unlikely
that they will be able to achieve any long-term treat-
ment goals during any one stay. Instead, self-

admissions are probably best seen as booster oppor-
tunities or brief respites at times when the risk of re-
lapse is high.

Interestingly, only one informant described the brief
nature of self-admission episodes as an obstacle, and
most informants did not experience poor availablity of
the self-admission beds.
Some informants suggested that it should also be pos-

sible to sign up in advance for future self-admission epi-
sodes. Notably, brief preventive admissions on a pre-
planned basis have previously been evaluated for pa-
tients with borderline personality disorder with promis-
ing outcomes concerning viability and cost-effectiveness
[13]. While this model may very well be worth consider-
ing in certain settings, it differs conceptually from the
self-admission model described here; e.g., the aspects of
promoting self-monitoring and accurate help-seeking in
semi-acute situations would appear to be lost in the pre-
planned model.
It should be noted that the findings in this study rely

solely on patient experiences. Additionally, studying pro-
vider and clinician experiences could provide comple-
mentary aspects on the implementation of self-
admission. To this date, there is only one study that spe-
cifically addresses this topic [14]. As previously reported
[1], medical responsibility for patients self-admitting
without being assessed by a psychiatrist or emergency
doctor must be clearly outlined and routines for inter-
ventions in the event of medical complications or sui-
cidal ideation should be established.

Strengths and limitations
This study has a number of strengths and limitations.
Whereas previous qualitative studies have reported data
on patients’ general experiences of self-admission, this is
the first study to provide insight into practical and logis-
tical issues to be taken into account during the imple-
mentation phase of a self-admission program in
psychiatry. Participants were interviewed during ongoing
program participation, which allowed them to discuss
their experiences and suggestions in a “real-time” con-
text. However, the main interviewer is employed at SCÄ
(although in a different department) which could poten-
tially have affected participants’ responses. It should also
be emphasized that the SCÄ self-admission program is
exclusively targeted to patients with an eating disorder,
which may affect generalizability of the findings to
groups with other psychiatric illness; however, eating
disorder specific aspects of informants’ experiences have
previously been reported elsewhere [11] and the
present data was chosen to be presented separately
because of its more universal nature. In terms of se-
verity, quality of life (QoL) in patients with eating
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disorders has been shown to be equally or more im-
paired than in those with other psychiatric diagnoses
[15]. Improved QoL rather than remission of
disorder-specific symptoms is usually an explicit aim
in self-admission programs regardless of the targeted
patient group. The transferability of study findings
could thus be more closely related to level of QoL
impairment than to diagnosis. However, one add-
itional factor that may affect the ability to make con-
structive use of self-admission is ambivalence in help-
seeking; in this regard, patients with an eating dis-
order may be more reluctant to self-admit than other
groups [11]. Potential differences such as these need
to be considered in the design of future self-
admission programs.

Conclusion
This study is the first to provide patients’ experiences of
participating during the implementation phase of a self-
admission program in psychiatry. While informants were
generally satisfied with their participation in the program
they also identified a number of practical issues that
should be taken into account in order to optimize the
usefulness of the model. Since there is currently an in-
tensified interest in self-admission at other sites, a num-
ber of recommendations based on informant
experiences are provided to aid in the implementation of
future self-admission programs.
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