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yes How can it be considered 
perfectly ethical to lock up 
a patient with psychosis and 

force them to take drugs against their wishes 
and yet be “unacceptable” and “unethical”1 to 
offer them money to take the same drugs to 
stay well? Claassen and colleagues offered five 
assertive outreach patients, with whom they 
had failed to establish effective maintenance 
medication, £5-£15 for each injection of 
depot antipsychotic.1 Four accepted the offer 
and have done well; three have stayed out of 
hospital for two years of follow-up and one 
improved so much he demanded a pay rise. 
It doesn’t need a health economist to calculate 
that two years of such payment costs less than 
a day or two in hospital.

Rewards and coercion already exist
The intense opposition generated by Claas-
sen’s report of “money for medicines” should 
make us think about how we debate the moral 
problems of modern mental health care. It 
shows how inadequate our current language 
(locked into oversimplified polarities of “auton-
omy” and “coercion”) is for this task, and it 
may have flushed out some overly paternal-
istic attitudes.

There is a body of research investigating 
patients’ experiences of coercion, not just their 
legal status.2-4 More than half 
of “voluntary” patients don’t 
feel voluntary, and many 
“involuntary” patients do 
not feel particularly coerced. 
Patients acknowledge that 
our interactions involve a complex trade off 
between what they want, what their families 
want, and what doctors want. Choices are 
constrained—patients may not be legally com-
pelled to go along with us, but neither are they 
entirely free. Negotiation is a constant reality 
in mental health care. As for life in general, 
all relationships imply a constraint, whether 
imposed by respect, love, family duty, or 
other.

Rewarding patients to cooperate is not new. 
In a study of over 1000 public mental health 
patients in the United States, half reported an 
offer of either coercion (compulsory admission 

Is it acceptable for people to be paid  
to adhere to medication?

or a jail sentence) or a reward (housing, finan-
cial benefits, release from jail) if they adhered 
to psychiatric treatment.5 Our preliminary 
work in the United Kingdom found similar 
rates, although patterns may differ.6

Most mental health practitioners reward 
patients for “healthy” behaviour. Behaviour 
therapies are based on explicit and consistent 
rewards; positive therapeutic relationships pre-
dict outcomes from dynamic psychotherapies7 
to community care of patients with schizophre-
nia8; all services emphasise “engagement” and 
staff prize their skills in achieving it. We are so 
routinely involved in rewarding and shaping 
behaviour that we hardly register it.

Money for taking drugs has been explored 
in randomised controlled trials in physical 
disorders with good results and little contro-
versy9 and in some non-randomised mental 
health studies.10 11 People who criticise money 
for medicines emphasise the “exploitation of 
impoverished patients” and worries about how 
patients would spend the money. Defending the 
policy is not, however, a defence of an unfet-
tered free market—we must apply the same 
ethical sensitivity here as with any financial 
transaction. The sums involved in the studies 
were modest—far removed from the exploita-
tion involved in the sale of organs in the devel-
oping world. Neither is the money offered for 
an improper purpose (such as in prostitution), 
where it would be unethical, irrespective of 
the sum involved. It is a modest sum offered 

for a commonly accepted 
good—namely, helping a 
patient stay well. Whether 
a payment represents a just 
reward or immoral exploita-
tion depends on the circum-

stances not the transaction.
All of us who are employed accept payment 

to shape and reward our behaviour and we 
spend that money as we choose. Why should 
voluntary psychiatric patients have to spend 
their money any more wisely than we do?

Respectful and equal exchange
From the Macarthur group’s sustained 
research into coercion, Bonnie and 
 Monahan argue for adopting the lan-
guage of contract.12 A contract frame-
work permits a unifying examination of 
the ethics of leverage, coercion, or pay-

ment for taking medicines. Whether an offer 
is coercion or reward depends on the patient’s 
baseline. If a homeless patient is offered an 
apartment linked to treatment it is a reward, 
if threatened with eviction if he or she doesn’t 
take treatment it is coercion. Few patients 
offered mandatory mental health care instead 
of prison consider it coercion.5

The Macarthur studies found that a sense of 
fairness and “being heard” (procedural justice) 
can matter almost as much as treatment pres-
sures. A sense of fairness and respect (central 
to most human concepts of justice) needs to be 
included in any judgment of what is acceptable 
in treatments. It is hard to see how a relatively 
small financial inducement to take medicine 
to remain well, balanced against a high like-
lihood of relapse (and possible compulsory 
admission) would conflict with society’s view 
of fairness or justice. Its transparency is surely 
one of its ethical strengths. It is absolutely clear 
what is being offered and why; I tell you what 
I want you to do and offer you payment to do 
it. You can refuse for any reason you wish and 
that’s that.

Far from being unethical and unacceptable 
money for medication is a refreshingly honest 
acknowledgment of the different perspectives 
of the two parties involved. Rather than a way 
to manipulate patients to do what we want 
them to do it provides a model of respect-
ful and equal exchange. Claassen’s initiative 
should be applauded, extended, and further 
researched.
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On the contrary, it may convince me that 
my suspicions were justified (why would 
you pay me to do something that is in my 
 interests?) and make me want to get the cash 
without taking the pills.

As soon as money is introduced into the 
equation, we have created the conditions for 
fraud, so our first problem is one of policing. 

Where payment depends on 
physical consumption, super-
vised administration or testing 
is needed. Such systems are 
costly and cumbersome to 
administer. Arguably they 

also infringe personal privacy. Watching 
someone produce a urine sample to monitor 
adherence may not be as invasive as taking 
blood, but it may be even less appealing to 
health professionals.

Patient vulnerability
There is another group of patients to con-
sider. Where very ill people are not in a 
position to understand and make positive 
choices to take their drugs, although the 
medical benefits are clear, there is no ethi-
cal argument for payment.

Paying for adherence undermines the basis 
for informed agreement about the best treat-
ment for the individual, which should be at 
the heart of health care. Paying people to take 
medicines sends a signal that they need to be 
compensated for doing something that is not 
inherently in their own interests. It is coercion 
by carrot rather than stick, but coercion none 
the less. Can we imagine paying people to 
have lobotomies? Paying people to take drugs 
occupies the same ethical territory and is no 
more acceptable just because we don’t use 
the same explicit written consent processes 
for drugs as we do for some other medical 
 interventions.

Convincing people to accept treatment 
when they are reluctant to do so is a genuine 
problem, but paying for adherence, however 
seductive it may appear, will never be the way 
to solve it.
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No At first glance the idea of paying 
patients to take therapeutic drugs 
seems absurd. After reflecting on 

the high cost of non-adherence to individuals 
and society, however, it may not seem such a 
ridiculous idea after all. But don’t be fooled—
your first thought was right.

Given the known costs of non-adherence, 
paying certain people to take their drugs may 
look like sound economics. If health profes-
sionals are willing to take on a coercive role, 
and society is prepared to pay a hefty price, 
which includes considerable loss of personal 
dignity and privacy, the practical problems 
can be overcome. But payment for adherence 
is never the answer, because it creates perverse 
incentives and undermines the therapeutic 
alliance between patients and doctors that is 
needed for successful long term health care.

For anyone concerned about the conse-
quences of non-adherence, the possibility 
of paying certain people to take their drugs 
looks worthy of consideration. The cost of 
non-adherence to individuals and society has 
been documented extensively. It includes the 
value of the wasted drugs; the high cost to the 
National Health Service of avoidable events 
such as heart attacks and strokes; and prevent-
able complications of long term condi-
tions such as diabetes. With infectious 
diseases like tuberculosis, the public 
health consequences can be grave 
indeed. At the end of the 1980s, 
Rovelli et al showed that 18% 
of post-transplant patients 
did not adhere to anti-rejec-
tion drugs.1 In the non-
adherent group, 91% 
of patients lost the 
transplanted organ or 
died, compared with 
18% in the adherent 

group, showing how tragic non-adherence 
can be.

A large proportion of non-adherence is 
intentional—people make a conscious (even 
if illogical and ill informed) choice not to 
take the prescribed treatment. These are the 
patients for whom payment seems like a good 
option. There is no sense in paying people 
who want to take their drugs 
but cannot because they don’t 
understand the instructions, 
can’t get the tablets out of the 
packaging, or can’t remember 
when their dose is due. For 
intentional non-adherers in particular high 
cost groups, the economic case for paying for 
adherence looks attractive. But unless we can 
identify the people who would not otherwise 
adhere, we will end up paying everyone.

Wrong incentives
Paying for adherence, whether in the form of 
cash or non-financial benefits, creates all the 
wrong incentives because we cannot screen 
out people who would adhere anyway. By 
introducing payment, voluntary adherence 
will disappear.

Why should patients agree to take medi-
cines for nothing if they can be paid? Many 
doctors already complain that patients 
demand too many drugs. Prescriptions that 

come with payment attached will make 
this worse.

So paying everyone to take their 
drugs is a non-starter. But there may 
be particular groups of patients, whose 

non-adherence is so costly to them-
selves or society, that payment makes 

clear economic sense, even if we have to 
pay them all. Patients with infectious tuber-

culosis may be an example. However, even 
here the disadvantages of financial incentives 
outweigh the benefits.

Medicine taking behaviour is driven by the 
necessity-concerns equation.2 I may choose 
not to take drugs for treating my tuberculosis 
because they have unpleasant side effects3-5; 
because they affect how I feel about myself; 
or because I don’t trust doctors or drug com-
panies and I’m worried about immunity,6 
dependency, or the possibility of long term 
harm. Simply offering me money is unlikely 
to change my views.

WHERE DO YOU StAND ON tHE iSSUE? 
Vote now on bmj.com
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