
training. It is my experience that psychia-
tric trainees currently receive adequate
preparation for successful participation in
mental health review tribunals (MHRTs) via
on the job experience under consultant
supervision. However, the legal profession
has long employed ‘mooting’ in their
training. This involves a mock trial in which
lawyers argue the legal principles of a
fictitious case. The purpose is to improve
analytical skills, the presentation of infor-
mation and public speaking (http://
www.oup.co.uk/oxfordtextbooks/law/
mooting/more/). These principles can also
be applied to giving oral evidence at a
MHRT. Tribunals appear to be increasingly
legalistic. In forensic psychiatry it is not
uncommon for the patient to be repre-
sented by a senior barrister. Cross-exami-
nation of the doctor can be a lengthy,
complex and stressful experience. The
manner in which MHRTs are conducted in
general psychiatry may also be affected in
the future.
The proposed amendments to the

Mental Health Act 1983 focus the
doctor’s role on issues that relate to the
detention of patients and hence increase
the importance of adequate formal
training. Following the recent report of
the Barrett homicide inquiry (NHS London,
2006) consultants may provide the only
psychiatric input into MHRTs in the future,
thus lessening training experience at
work. Modified mooting or simulated
MHRTs should be provided as part of
psychiatric training, and should be intro-
duced into both basic and higher training.
Liaison with lawyers would be important
in designing these exercises. This might
also produce more mutual understanding
of professional roles.

NHS LONDON (2006) Report of the Independent
Inquiry in the Care andTreatment ofJohn Barrett. NHS
London.
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Incentives for medication
adherence
As members of an assertive outreach
team covering a socially deprived area of
south-west Dublin, we read with interest
the paper on money for medication by
Claassen et al (Psychiatric Bulletin, January
2007, 31, 4-7) and congratulate the
authors for applying contingency
management measures, which are useful
in other areas of medicine, in such an
innovative, pragmatic way. Our team has
not used financial incentives but has used
other incentives to improve adherence to

depot antipsychotics in a number of
patients with severe illness and a high
rate of hospitalisation. The incentives
were negotiated with the patient and
involved judicious and appropriate
prescription of low doses of medications
requested by the patient (such as low-
dose hypnotics).
We discerned that the key ethical issues

were undue influence and imbalance of
power.We accept Claassen et al’s
differentiation of offer and threat,
although we should point out that when a
patient is taking medication for payment,
an implicit threat exists in that failure to
continue results in a loss for the patient.
However, against a background of several
hospitalisations associated with serious
reduction in quality of life because of non-
adherence to effective medications, it
does appear reasonable and ethical to
regard the benefits to the patient of
adherence as overcoming such negative
factors as imperfect consent. We would
counsel that such arrangements be
subject to external review and monitoring.

*Guy Molyneux Specialist Registrar in Psychiatry,
Psychiatric Unit, Adelaide Meath National Children’s
Hospital, Dublin 24, email: guymoly@gmail.com,
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Meath National Children’s Hospital, Dublin
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Claassen et al bring ‘token economies’ into
the 21st century through offering financial
incentives for single depot injections. The
prejudices of the majority of team
managers were not explored in detail. Of
more interest is the process by which
their ‘operational policy’ was developed
and its progress through the local
research ethics committee. How were
the ethical considerations discussed by
the authors addressed by the
committee?
Two particular concerns arise from this

study: the possible unwanted outcomes
of payment and the process of disconti-
nuation. The amount of payments
‘depended on the frequency of depot
injections’. It is not clear whether more or
less frequent injections qualified for
higher sums. Differential rewarding might
have the unwanted effect of encouraging
patients to modify their presentations to
maximise payments. There is little possibi-
lity of discontinuation while payments are
given for adherence and concordance is
ignored. Claassen et al comment that
adherence achieved through use of
financial incentives may lead to greater
insight and concordance. In a financially
moribund National Health Service, it is
likely that the small cost of paying
patients to adhere to a treatment plan will
obviate the need to provide more costly
psychosocial interventions. This would be
counterproductive and damaging to the
clinical relationship.

Payments tied to a care plan that
included psychosocial work with the aim
of the patient moving into personally
rewarding and possibly paid occupation
would avoid problems associated with
immediate payment based on adherence
to medication. They could also provide an
impetus to establishing concordance
within a longer-term understanding of the
recovery process.

Solmaz Sadaghiani Senior House Officer in
Psychiatry, *Chris Fear Consultant Psychiatrist,
Gloucestershire Partnership NHS Trust,Wotton Lawn
Hospital, Horton Road, Gloucester GL13WL, email:
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Claassen et al state that financial incen-
tives to increase adherence to depot
medication should be considered further
and welcome a debate upon the ethical
implications of this management strategy.
They identify autonomy, as defined by
Beauchamp’s four-principles approach, as
a specific area of concern (Beauchamp,
2003). The key issue here therefore is
whether the payment is coercive or not. If
it is coercive, the individual’s ability to act
autonomously has been reduced. Claassen
et al use Wertheimer’s definition that
‘threats coerce but offers do not’, with a
threat being an action that makes the
individual worse off than a baseline
whereas an offer does not (Wertheimer,
1993). They argue that the offer is not
coercive and is therefore ethically neutral.
It can be argued, however, that routine
payment for receiving a depot will
become the new baseline, rendering the
removal of payment a threat. Removal of
payment therefore becomes coercive,
reducing autonomy.
The loss of money is minimised by

Claassen et al because they consider its
small value to mean that its removal is
seen as non-threatening. However, this
contradicts the hypothesis that it is the
money that encourages the individual to
accept the depot. Inevitably the use of
payment will be coercive for some groups,
reducing their autonomy. At the same
time payment promotes access to
essential treatment, in keeping with
Beauchamp’s principle of justice. A tension
clearly exists between the principles of
autonomy and justice; this is brought into
sharper focus for disenfranchised,
economically deprived groups.

BEAUCHAMP,T. L. (2003) Methods and principles
in biomedical ethics. Journal of Medical Ethics, 29,
269-274.

WERTHEIMER, A. (1993) A philosophical examination
of coercion for mental health issues. Behavioural
Sciences and the Law,11, 239-258.
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