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Recent pharmacoepidemiologic studies suggest that pharmacological neuroenhancement (pNE) and mood enhancement are
globally expanding phenomena with distinctly different regional characteristics. Sociocultural and regulatory aspects, as well as
health policies, play a central role in addition to medical care and prescription practices. The users mainly display self-involved
motivations related to cognitive enhancement, emotional stability, and adaptivity. Natural stimulants, as well as drugs, represent
substance abuse groups. The latter comprise purines, methylxanthines, phenylethylamines, modafinil, nootropics,
antidepressants but also benzodiazepines, β-adrenoceptor antagonists, and cannabis. Predominant pharmacodynamic target
structures of these substances are the noradrenergic/dopaminergic and cholinergic receptor/transporter systems. Further targets
comprise adenosine, serotonin, and glutamate receptors. Meta-analyses of randomized-controlled studies in healthy individuals
show no or very limited verifiability of positive effects of pNE on attention, vigilance, learning, and memory. Only some
members of the substance abuse groups, i.e., phenylethylamines and modafinil, display positive effects on attention and vigilance
that are comparable to caffeinated drinks. However, the development of new antidementia drugs will increase the availability
and the potential abuse of pNE. Social education, restrictive regulatory measures, and consistent medical prescription practices
are essential to restrict the phenomenon of neuroenhancement with its social, medical, and ethical implications. This review
provides a comprehensive overview of the highly dynamic field of pharmacological neuroenhancement and elaborates the
dramatic challenges for the medical, sociocultural, and ethical fundaments of society.

1. Definition and Social
Implications of Neuroenhancemen

1.1. General Aspects. Neuroenhancement or “brain-doping”
has gained increasing social and media attention and has

dominated scientific research in the field in recent years [1–
3]. Different, partly popular scientific terminology and para-
phrases such as neuroenhancement, neuropusher, brain
booster, mind doping, smart drugs, viagra for the brain, botox
for the brain, cognitive enhancement, brain doping, arms race
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in the head, nootropics, cosmetic neurology, cosmetic pharma-
cology, and psychopharmaceuticalization of society demon-
strate a far-reaching conceptual blurring (Figure 1). For a
scientifically based approach to the phenomenon of neuroen-
hancement, a consensus definition is indispensable [4–6]. As
a core definition, pharmacological neuroenhancement (pNE)
implies the attempt of healthy individuals to augment atten-
tion and vigilance, learning and memory, mood, and behav-
ior, among others, by taking prescription drugs.
Furthermore, intake of pNE drugs is neither medically indi-
cated (primary prevention) nor is it reasonable as secondary
prevention in healthy individuals [7–10]. Thus, the pharma-
cologically active compounds used for pNE are not supposed
to be medically prescribed, and consumption is not for rea-
sons of pleasure [6, 11]. The enjoyment and/or enhancement
character of pNE drugs is defined by teleology, motivation,
and dosage, which is of special relevance for the disputable
pNE categorization of nonprescription drugs and/or herbal
ingredients, such as caffeine (in coffee, energy drinks, etc.)
and ginkgo biloba extracts, but also food supplements, nico-
tine, and alcohol. In addition, illicit soft and hard drugs, e.g.,
amphetamines, lysergic acid diethylamide (LSD), heroin,
cocaine, 3-methylmethcathinone (3MMC), psychedelic
mushrooms, synthetic cannabinoids, and dimethyltrypta-
mine (DMT), might also be used for pNE. Thus, gray areas
exist in the definition of pNE, since a clear distinction
between enjoyment and enhancement is only partially possi-
ble due to their conceptual and content blurring [12, 13]. It
should be mentioned that other definitions of pNE also exist
which include usage in people suffering from illnesses [14].
However, as legal aspects are of central relevance in pNE
drug abuse, our primary focus is on prescription drugs used
in individuals without a related diagnosable ICD (Interna-
tional Classification of Diseases) or DSM-5 (Diagnostic and
Statistical Manual of Mental Disorders 5) defined condition.

Notably, pNE is a highly controversial topic in public
health discussions, and an increasing number of scientific
publications are dealing with pNE and related topics. The
overall annual number of articles in the field displays expo-
nential characteristics since 2000 with a flattening tendency
in recent years (Figure 1). A more detailed quantitative pub-
lication analysis further reveals that some pNE aspects are
more strongly represented in literature, such as epidemiol-
ogy, accessibility and pNE distribution patterns, pharmacol-
ogy, and ethics, for example (Figure 2).

The controversy of pNE mainly results from changing
definitions of health and disease, the gradual transition from
natural stimulants to pharmacotherapeutics used for pNE,
differences in the interpretation of benefit/risk aspects, and
different attitudes regarding ethical concerns. This review
will first elaborate the concept of health and disease, as this
is fundamental for the pharmacological, legal, regulatory,
and ethical status of pNE. We then concentrate on the differ-
ent motivations for pNE and potential expectations and con-
cerns of users. Afterwards, we show
pharmacoepidemiological data about the worldwide use of
pNE, and how pNE drugs are acquired by users. We finally
present pharmacodynamic, pharmacokinetic, risk and effi-
cacy data on the major substance groups utilized as pNE

drugs, and comment on recent advances in drug research
and development and potential candidates “in the pipeline”
that might be misused/abused for pNE in the future. This
aspect is integrated into the final consideration of ethics in
pNE.

1.2. The Concept of Health and Disease and Its Relevance for
pNE. The current World Health Organization (WHO) defi-
nition formulated in 1946 defines health as a “state of com-
plete physical, mental, and social well-being and not merely
the absence of disease or infirmity” (https://www.who.int/
about/who-we-are/constitution). It is widely noted that this
definition no longer fits the current purposes of health poli-
cies. Instead, it has been suggested to change the emphasis
towards the ability to adapt and self-manage in the face of
physical, social, and emotional challenges [15]. Importantly,
it overcame the negative, exclusive definition of health as
the absence of disease and incorporated the relevance of
physical, social, and mental domains.

More than 70 years later, criticism of the original defini-
tion of health is on the rise due to significant changes in
demography, disease patterns, and public health care sys-
tems, which render the original definition counterproductive
[15–19].

A central criticism of the WHO’s health definition is
related to the absoluteness of the term “complete” concern-
ing well-being, which contributes to an unintentional medi-
calization of society. The absolutism of well-being is indeed
largely “impracticable” because “complete” is neither opera-
tional nor measurable, and even an optimist would have to
accept the impossibility of risk-free well-being [16, 19]. Thus,
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Figure 1: Annual number of publications in the field of
pharmacological neuroenhancement. The results of a PubMed
literature search using the individual keywords
“neuroenhancement,” “cognitive enhancement,” “mood
enhancement,” “mind doping,” and “brain doping” are displayed
from 1980 to 2020 (1527 publications in total). Note that there is a
nearly exponential increase in the overall publication rate till 2013
which became stable within the last years.
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health is hardly a “state of complete physical, social, and
mental well-being” nor is it “merely the absence of disease
or infirmity”. It was supposed to provide a transformative
view of “health for all,” which went beyond the prevailing

negative conception of health based on an “absence” of
pathology.

The struggle to achieve complete health “would indicate
that most of us are unhealthy most of the time,” which is of

neuroenhancement OR cognitive
enhancement OR mood enhancement

OR mind doping
OR brain doping -1527

AND ethics - 220

AND regulation - 199
AND law - 48

AND availability - 123
AND accessibility - 37

AND addiction - 100

AND prescription - 104

AND new drugs - 7
AND drug research - 5

AND perspectives - 30

AND epidemiology - 91
AND prevalence - 167
AND incidence - 100
AND distribution - 50

AND countries - 23

AND health policy - 5

AND school - 554
AND college - 195

AND university - 1125
AND profession - 17

AND motivation - 138

AND pharmacology - 569

AND purines - 26
AND caffeine - 34

AND phenylethylamine - 41
AND methylphenidate - 113

AND amphetamine - 73

AND modafinil - 86

AND cocaine - 26

AND nootropics - 267

AND ginkgo biloba - 9

AND benzodiazepine - 14

AND alcohol - 84

AND adrenoceptor antagonists - 3

AND cannabis - 21

AND vitamins - 20

AND antidepressants - 56

Figure 2: Number of publications in pNE and related subfields. Results of a PubMed literature search using relevant keywords for pNE and
pNE subtopics. Publications till 11/2020 are considered in this query. Based on the number of articles, some aspects, such as epidemiology,
accessibility and diversion strategies, pharmacology, and ethics, seem to attract specific scientific attention (highlighted in yellow).
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high relevance for the interpretation of pNE [19]. This
approach generally supports the current tendencies of aca-
demic institutions, drug research and development indus-
tries, and other stakeholders to redefine “diseases” and to
expand the general scope of healthcare systems. As a conse-
quence, this interpretation can also lead to the detection of
abnormalities or deficiencies at levels that might never cause
or be an illness. Further, pharmaceutical companies produce
drugs for “conditions” that have not been previously
defined as health issues, or these drugs are used off-label
or are abused/misused not to restore a pathological state
but to improve further or optimize a physiological state
as holds true for pNE. The considerable changes in the
demography of populations in the last decades and the
nature of chronic neuropsychiatric and neurodegenerative
diseases, for example, have enhanced related drugresearch
and development and aggravated the phenomenon of
pNE. The number of people living with chronic neurode-
generative diseases such as Alzheimer’s disease (AD) is
increasing worldwide for decades. Thus, aging with
chronic illnesses has become the norm, and chronic dis-
eases, such as AD, account for most of the expenditures
of the healthcare system. Based on the WHO definition,
individuals suffering from chronic diseases and disabilities,
but also those who feel unpleasant or suboptimal in their
performance, are termed ill. This view, including aspects
of quality of life, largely ignores the role of the human
capacity to cope with ever-changing physical, emotional,
and social challenges and to function with fulfillment
and a feeling of well-being either with a chronic disease/-
disability or cognitive challenges as in pNE.

It should also be considered that the definition of health
severely affects health policies and is affected by cultural
aspects and future scientific and technological advances.
Thus, the interpretations of health are highly context-depen-
dent, as human disease states only exist in relation to people
in varied cultural environments. Results from medical
anthropology and sociology have illustrated that whether
people believe themselves to be ill, varies with gender, social
class/economics, ethnic group, proximity to family support,
historical time, and the associated increasing expectations
of health-related improvements in diagnostics, but mostly
for a mixture of social and economic reasons [20]. Thus,
health definitions have an impact on prevention programs,
health care issues, and the determination of outcome mea-
sures. Consequently, the definition of health has to meet
the demands of practical life and measurement purposes.
Importantly, there is a strong effort to shift the current static
formulation towards a more dynamic one, prioritizing social
skills and the resilience or capacity to cope, maintain, and
restore individual integrity, equilibrium, and sense of well-
being rather than improved survival rates and complete
recovery [15, 20]. Alternative concepts of health that have
been proposed, provide more emphasis on the ability to
adapt and to self-manage in the three domains of health
(physical, mental, and social) [21–24].

To discriminate health, it is worth having a look at the
definition of disease too. A standard definition states that dis-
ease is “a definite pathological process having a characteristic

set of signs and symptoms. It may affect the whole body or
any of its parts, and its etiology, pathology, and prognosis
may be known or unknown” [25]. Another definition was
suggested by Campbell et al. (1979): “in medical discourse,
the name of a disease refers to the sum of the abnormal phe-
nomena displayed by a group of living organisms in associa-
tion with a specified common characteristic or set of
characteristics by which they differ from the norm of their
species in such a way as to place them at a biological disad-
vantage.” [26]. Disease can refer to a combination of signs
and symptoms, phenomena associated with a disorder of
function or structure, or illness associated with a specific
cause. There are, however, no universally accepted criteria
for defining “disease” [27].

In summary, it is generally accepted that pNE is used by
healthy individuals, although we are aware that the term
“health” is subject to wide-spread interpretations. On the
other hand, drugs used for pNE are designated to treat
defined disease states, and motivating factors for pNE, as out-
lined below, do not meet these criteria.

1.3. Nonpharmacological NE. In addition to the pNE men-
tioned above, there are further enhancement strategies that
are based on surgical, neurotechnological methods (low-fre-
quency repetitive transcranial magnetic stimulation (LF-
rTMS), transcranial direct current stimulation (tDCS), deep
brain stimulation with depth electrodes, and CNS interface)
or behavioral approaches [12]. While surgical and neuro/-
magnetic stimulatory enhancement was mostly experimental
or fictive in the past, it has become increasingly feasible in
recent years, particularly in association with brain-
computer interface technology or the man-machine hybrid
(cybernetic organism).

Media presentation often dramatizes real conditions,
especially on pNE [28]. For example, pNE was characterized
as a habitual procedure among healthy students and ranked
as an alarm signal [29]. In some cases, scientific evidence
for such an increased usage of pNE is still limited. Unfortu-
nately, inadequate and inconsistent definitions of pNE have
impaired its significance and prevalence evaluations in many
large-scale surveys and cross-cultural considerations [30].

For example, lifetime prevalence data for the nonmedi-
cally indicated use of US prescription stimulants vary from
5% to 35% [31, 32], without determining the specific per-
sonal goals and expectations of the application. Surveys
from Germany suggest a lower prevalence, ranging from
0.8% [4] to 2.0%, e.g., for university students [33].
Detailed epidemiological studies considering the motiva-
tional background for pNE are thus mandatory and pre-
sented below.

2. Motivational Basics for pNE

The main motivations for healthy individuals to apply pNE
can be systematically categorized as follows [12]:

(i) so-called cognitive neuroenhancement: the
enhancement of mental performance parameters in
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the field of attention, vigilance, learning and mem-
ory, as well as concentration, is in the foreground

(ii) so-called emotional neuroenhancement (mood
enhancement): an optimized mood and/or a modu-
lation of personality traits such as social skills are in
the focus of this approach. Users also anticipate an
accompanying positive effect on cognitive
parameters

(iii) so-called moral neuroenhancement and negative
neuroenhancement: moral enhancement is gaining
increasing attention. In the trauma therapeutic field,
the inhibition of consolidation of new potentially
traumatic memory engrams, as well as the extinction
of existing traumatic memories, is a promising field
of application. Also, empathic limitation (empathic
fatigue) due to physical and/or mental exhaustion
is a potential application field. As with cognitive
and emotional enhancement, the dangers of direct
and indirect moral enhancement are manifold,
including limitation of freedom and autonomy, fail-
ure, and moral degradation [34].

We are currently facing a highly competitive working
environment and demanding culture in combination with
the idealization of a fulfilled private reality. This requires
an outstanding, enduring motivation and performance at
the cognitive level as well as emotional stability, particu-
larly under stressful situations. In professional life, omni-
present evaluation and rating processes, which seem to
make human productivity transparent in a simple way,
strongly contribute to these real and/or perceived stress
scenarios. Moreover, there are sociomedia indoctrinated
expectations and idealization processes to a seemingly ful-
filled professional and family life. Thus, the maximum
development of possible talents and abilities, which are
not limited by individual physical and mental deficiencies,
turns out to be the highest maxim to act upon.

A central, novel motivational aspect in pNE is related to
the increasing demands of the digital society, where informa-
tion technology has resulted in fundamental societal shifts. It
led to substantially new organizing principles for private
agents and public institutions and has fundamentally rear-
ranged the private and public sector [35].

Information technology became the Holy Grail in
information transfer, storage, and sharing in the multidi-
mensional digital society. Individual skills are now focused
on keeping pace with knowledge development and knowl-
edge management in terms of access, processing, and
interpretation in the omnipresent online environment
[35]. This knowledge is infrastructured in a dynamic ten-
tative national or global online architecture that is accessi-
ble to individual users via various search tools and engines
and related operative algorithms. All these groundbreaking
alterations in our digital society request for exceptional
novel personal skills in qualified, critical, and continuous
decision-making in an all-encompassing ever-changing
knowledge fluid [36–38]. In contrast, this development
undermines and questions traditional past patterns of rem-

iniscence, leaving individuals in an atmosphere of reduced
secureness and degree of reliance.

Altogether, current society is the most sophisticated,
high-tech, and high-cost with the permanent need to learn
and update skills and knowledge to be able to manage one’s
own lives. As digital society is based on software that is con-
tinuously updated, digital navigation skills are a hallmark for
navigating through life, and knowledge became a crucial
quality in current society. For an increasing number of indi-
viduals, pNE, therefore, represents a potential escape strategy
from this scenario of sociocultural oppressiveness [1, 39–43].

The application patterns of pNE do not seem to differ sig-
nificantly between men and women. Besides classical oral
uptake, other, non-oral routes of application were also
described, such as injections and intranasal administration,
with the latter being more common than injections [44–
47]. These para-oral routes of administration often seem to
be associated with the use of other illicit drugs, e.g., ecstasy,
cocaine, cannabis, and amphetamine [48, 49]. While differ-
ences in application patterns between men and women are
not evident, there are gender-specific differences in motiva-
tion [50]. Improved performance in studies, occupation,
and social interaction is often mentioned, as well as an
improvement in concentration and stamina, reduction of
fatigue, but also the induction of an ecstasy-like state, reduc-
tion of boredom, coping strategies, reduction of emotional
stress (distress), improvement of relaxation, increased sexual
performance, and weight loss. Women predominantly apply
pNE for learning support to strengthen their stamina and to
reduce fatigue, stress, and weight. In men, however, the
induction of an ecstasy-like state and a supposedly better sex-
ual performance play a decisive role [50].

Many of the original studies were carried out in college
students and revealed that academic motivations play a
major role. In most surveys, for example, 50-89% of college
students reported that academic reasons were the most com-
mon motivations [45, 47, 51–70]. The overall aim to be more
productive was cited by 40% of adults reporting nonmedical
use in a US survey [71]. The desire to improve academic
and/or work performance was named by 38-57% of the US
adults who admitted nonmedical use of stimulants [72].
Importantly, recreation turned out to be the second most
commonly cited motivation, and “getting high” was a central
motivation for nonmedical use of stimulants by 2-31% of col-
lege students [47, 51–53, 55, 57, 60, 62, 73, 74]. Another sur-
vey of 4,580 college students elicited that 31% of nonmedical
users of psychostimulants tried to “get high.” Notably, there
are region and race-specific differences. For African-
American students, for example, “getting high” was not a
predominant motivation [60]. Besides academic/work
improvement and recreation, curiosity is another relevant
motivation. Among college students, 17-31% stated that they
were curious or simply wanted to experiment with psychosti-
mulants [51, 53, 54, 60, 61]. Further motivations among col-
lege students include the enhancement of alcohol effects,
enhancing social situations, and improving socialization
[51, 56, 62, 63]. Enhancing stamina while partying with
friends turned out to be another important motivation for
nonmedical use of stimulants among college students [45,
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51, 53–59]. Astonishingly, 12% [52] and 4% [57] of the US
college students reported misuse of psychostimulants due to
a self-medicated and undiagnosed ADHD. In parents with
suspected or diagnosed ADHD, there was a 2.6 times higher
chance to use or to have used their child’s stimulants [75].
Finally, weight loss also turned out to be a motivation for
nonmedical use, with rates among the US college populations
ranging from 3.5 to 11.7% [51, 52, 76–78]. Among the US
women in the college age who either suffered from an eating
disorder or were at risk for it, 17% stated that controlling of
body shape and body weight were major motivations for
use of psychostimulant [79]. Notably, many students have
disclosed the use of pNEs to their parents, and the latter were
reported to facilitate or encourage their children to continue
using them, often with the intention to improve their aca-
demic outcome [80]. It cannot be excluded that some parents
urge or even force their children to use pNE as they finan-
cially invest in the academic/professional success of their
children. Up to now, there are no common, accepted rules/-
measures that control or forbid the use of pNE in an aca-
demic setting.

In addition to the exclusively self-related motivations
outlined above, altruistic motives for pNE are also relevant.
The latter applies to specific occupational groups such as sol-
diers and physicians, in rare emergencies, such as pandemics.
From ethical standards, these fields of application require a
differentiated consideration.

3. Positive Expectations and Critical
Reflection of pNE

Positive and negative expectations are of specific relevance in
the field of pNE. According to a national report of a German
health insurance company from 2009, 25% of respondents
consider brain doping as an acceptable approach [81]. While
50% still fear that the risks of pNE intake could outweigh the
benefits, i.e., negative benefit/risk ratio, 20% estimate the
benefits higher than the risks, i.e., positive benefit/risk ratio.
About 60% of respondents categorically refuse brain doping,
but only 3% due to ethical reasons, i.e., because of an unde-
served advantage. Despite a substantial increase in applica-
tion rates (see below), many individuals are concerned
about the safety of pNE application. In the EU study, NERRI
(Neuroenhancement—Responsible Research and Innovation
2013-2016), 76% of participants stated that pNE should not
be used in children/adolescents, and 74% remarked that there
should be regulatory control and monitoring of pNE [14].
Interestingly, 69% and 66% of the respondents, respectively,
favored the appreciation of individual achievements without
pNE support and suggested a decrease in working occupa-
tional burden [14]. Paradoxically, however, 68% of study par-
ticipants interpret pNE usage as an intrinsic feature of
human nature to overcome the physiological limitations of
the central nervous system (CNS) and 71% to cope with the
increasing demands of life. Furthermore, 43% believe that
from a pharmacovigilance perspective, a “safe” neuroenhan-
cer should be available as a consumer product [14]. These
statistics demonstrate the ambivalent relationship of respon-
dents to brain doping. Many individuals seem to feel com-

pelled to pNE by their professional and private reality of
life, although their general attitude to pNE is negative. In
Germany, about 83% of the working population reject pNE
[82]. Notably, 21.6% of users report that, e.g., psychostimu-
lants did not meet their expectations, 50.4% were satisfied,
and in about 25%, pNE exceeded their expectations [50].
From a regulatory point of view, it should be noted that the
benefit/risk ratio for pNE is always negative by definition,
as each psychostimulant has more or less dominant side
effects, but is medically not indicated in healthy individuals.
Therefore, the usage of pNE cannot have a disease-related
benefit from a regulatory or drug law perspective.

4. Pharmacoepidemiological
Characteristics of pNE

The practicing clientele of pNE typically comprises individ-
uals with high intellectual and/or emotional/social demand
for performance, which is often intrinsically motivated but
may also be extrinsically imposed. pNE users and susceptible
groups primarily involve students and employees with pre-
dominantly cognitive activity conducting either sporadic sit-
uational or habitual pNE. In addition, professions with
predominant night work, shift, or extended work are also
affected, as pNE is supposed to attenuate the effects of sleep
deprivation and increasing workloads [83]. Notably, the mis-
use of pNE drugs can also increase the susceptibility to use
alcohol and illicit substances [44, 47, 49, 84–90].

In 2009, a German health insurance company presented
results of a survey of 20,000 employees aged 20-50 years,
which demonstrated that 5% of respondents had taken
“drugs for brain doping” at least once in the past; 50% indi-
cated to carry out pNE to improve mood and 43% to counter-
act anxiety symptoms [81]. Importantly, 2% of all
respondents admitted regular brain doping, resulting in an
extrapolated total number of 800,000-2,000,000 pNE users
in Germany. Additional subsequent evaluation in 2015
exhibited an increased prevalence of pNE compared to the
2009 survey. Almost 7% of respondents stated that they had
utilized pNE once in their lifetime. Including the estimated
number of unreported cases, however, a total fraction of
12% is more likely. Furthermore, the survey suggested that
the fraction of current users (at the time point of evaluation)
was 3% and up to 6% including the estimated number of
unreported cases [82]. Two percent of the survey respon-
dents confirmed habitual consumption of pNE related drugs.
Including the estimated number of unreported cases, the
number increases up to 3.5% [82].

A 2008 survey in 60 countries by the Journal Nature
revealed that 20% of respondents had already tried pNE,
80% endorsed brain doping, and 34% had received pNE
medication from the internet, 14% from a pharmacy, and
52% from a physician. A US study from 2006 further ascer-
tained that 8.1% of students had taken prescription drugs
for pNE once in their lifetime and 5.4% within the last year
[42]. In a German survey among 1,000 students and 500
pupils, 1-2% had carried out brain doping at least once,
10% categorically refused brain doping, and 80% requested
as a prerequisite that brain doping does not cause side effects,
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long-term damage, and addiction [6]. Further surveys dem-
onstrated that 17-25% of the US students use psychostimu-
lants [42], 7-25% of Americans regularly take
antidepressants, and 20 million Americans regularly con-
sume fluoxetine [5, 6, 91–93]. Additional national surveys
include the “HISBUS” study [94, 95] and the “Kolibri study”
of the Robert Koch Institute (Germany) [96].

A recent survey in Germany from 2018 revealed pNE
prevalences of 4.3% for prescription drugs without medical
indication, 10.2% for illicit drugs, 20.3% for mood enhancers,
and 23.4% for cannabis [7]. In this study, it became apparent
that the use of pNE is also associated with reduced psycho-
logical resilience [7].

In the university educational system, not all faculties
seem to be equally affected by pNE. An Austrian study ascer-
tained that students of technical courses and computer sci-
ences are the least affected by pNE (5.4%). The percentage
of users increased in natural sciences (11.5%), social sciences
(11.5%), economics and law (12.5%), and finally culminated
in the field of medicine, pharmacy, and psychology with
14,9% [8].

The web-based Global Drug Survey (GDS) from 2015
and 2017 investigated pNE practices in various countries
throughout the world [50, 97]. The GDS is of particular rele-
vance as it collects numerous parameters. These include
sociocultural differences (country-specific economics, educa-
tion systems, performance society, etc.) and differences in
health care and national regulations (legal and illegal access
to medicines, prescriptive practices, restrictive or permissive
handling of stimulants/drugs, etc.). It also suggests how these
factors could influence and/or aggravate the spread of pNE.

For the nonprescriptive use of psychostimulants such as
methylphenidate, or dexamphetamine, the GDS 2015-2017
demonstrates that pNE with prescription stimulants has the
highest prevalence in the US (18.7% and 21.6%, respectively),
followed by Canada (8.7% and 12.5%, respectively), the
Netherlands (8.2% and 13.5%, respectively), and Belgium
(3.6% and 12.4%, respectively). Furthermore, a dramatic
increase in pNE was observed within the two-year evaluation
period. In Germany, the statistics are still comparatively low
ranging from 1.5% to 3.0%, respectively. The lowest preva-
lence was observed in Austria with 0.8% and 2.3%, respec-
tively [50, 97]. An interesting phenomenon was observed in
Iceland for which earlier evaluations from 2010 to 2011
revealed a steep increase in methylphenidate use. The per
capita prescription rates exceeded those in the US by that
time and turned out to be the highest prescription rate per
capita in the world [44, 98]. As outlined below, national spec-
ificities contribute to these findings.

The nonprescriptive misuse of modafinil for pNE 2015-
2017 is dominated by the UK (3.2% and 10.0%, respectively),
Australia (2.1% and 5.5%, respectively), and Canada (0,8%
and 2.7%, respectively). In the US, modafinil is common for
pNE (1.4% and 4.1%, respectively), as well as in Germany
(0.2% and 1.1%, respectively). However, with very few excep-
tions, prevalences are rising significantly in almost all coun-
tries surveyed. With 0.1% and 1.0% application rates for
modafinil, Austria again exhibits the lowest prevalences in
GDS statistics [50].

For illegal psychostimulants such as cocaine, amphet-
amine, and methamphetamine, the GDS 2015-2017 reveals
high application rates in the US (4.4% and 14.7%, respec-
tively), Canada (3.3% and 12.4%, respectively), the UK
(1.9% and 13.3%, respectively), France (2.3% and 12.7%),
the Netherlands (4.2% and 14.1%, respectively), Belgium
(2.7% and 10.8%, respectively), and Hungary (2.8% and
10.7%, respectively). New Zealand (0.7% and 3.3%, respec-
tively), Portugal (1.0% and 5.8%, respectively), and the
German-speaking countries (Germany, (1.7% and 5.5%,
respectively), Austria (1.5% and 6.7%, respectively), and
Switzerland (1.4% and 5.9%, respectively)) exhibit the lowest
prevalences [50, 97].

In summary, the GDS suggests a global prevalence of
pNE using legal and illegal drugs of 4.9% in 2015. In 2017,
the global prevalence had already risen by 180% to 13.7%
and by more than 300% in “pNE hot spot countries”.

Interestingly, about 25% of pNE applicants in the GDS
survey stated that they would reduce drug intake for pNE
in the following year, but less than 3% would seek for profes-
sional help. Two-thirds of pNE users report habitual han-
dling with up to 10 applications per year, whereas sporadic
intake of psychostimulants rarely occurred. High-frequency
applications (>100 applications/year) were typically observed
in men (13.5%), whereas women are less affected (4.4%) [50,
97]. Most users were reported to apply pNE for a period of 1-
2 weeks, e.g., for examinations or to compensate workload
peaks 1-2 times a year [50].

5. Availability/Accessibility of pNE

Some of the drugs used for pNE such as methylphenidate and
dexamphetamine (see below) are internationally classified as
controlled drugs in many countries and classified as the high-
est category of abuse/dependence risk that can be assigned to
a drug of medical benefit [99]. Given this potential for phar-
maceutical stimulants to be abused, one of the major con-
cerns about the prescription of these drugs is the risk of
diversion and misuse. Per definition, diversion characterizes
the transfer of medication from the person for whom it is
prescribed to a person for whom it is not prescribed [44].
Diversion is in close proximity to misuse as the latter includes
the use of stimulants not prescribed to the individual, but also
the use of related medications in ways other than actually
prescribed, e.g., via application of increased dosages and/or
higher frequency intake [44]. Detailed national information
on diversion and misuse of pharmaceutical stimulants from
different regions in the world are limited [44]. To date, a
major evidence for pharmaceutical stimulant misuse/diver-
sion arises from studies of student populations in North
America and Europe [32, 100]. Of the 21 studies identified
by Wilens et al. (2008) [32], 71% were based on school and
college students and diversion strategies predominately seem
to occur here. Students are very much aware of related prac-
tices. For example, Weyandt et al. (2009) [65] reported that
7.5% of college students claimed use of psychostimulants
within the past 30 days, whereas 60%were aware of other stu-
dents who misused/distributed such stimulants. At least half
of the study respondents confirmed that psychostimulants
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are easy to acquire on the campus [57, 65, 101]. Our specific
knowledge on the prevalence of diversion, its potential
regional specificities, and its underlying strategies is limited.
Life-time data on diversion range from 11 to 29% in some
publications [32, 88, 102–106]. Recently, however, even
higher rates of 17–62% have been reported [46, 47, 107,
108]. Other studies have proposed a diversion prevalence
for students with prescriptions being asked to sell, trade, or
give away their medication, in the range of 23-84% [32, 44].
A major source (50–90%) for diversion was reported to be
friends, peers, and family members [51]. Besides, many indi-
viduals (4–35%) reported nonmedical use of their own pre-
scription stimulant [51]. It turned out that personal
experience of diversion seems to be far less prevalent than
the knowledge of diversion among others [32]. As an exam-
ple, only 8% of students admitted to having sold or given
away medication themselves. In contrast, 63% were aware
of someone else who had distributed, e.g., psychostimulants,
and 67% were aware of others who had used such stimulants
for recreational purposes [101].

Various risk factors for diversion and misuse were
described in different studies. The latter include being male,
Caucasian, college student, suffering from a conduct and/or
substance use disorder, using immediate-release drug formu-
lations, and being a fraternity/sorority member [44, 58, 109,
110]. Importantly, gender differences have not always been
detected consistently [85, 109, 111]. This risk factor analysis
however might be biased, as related research was predomi-
nantly carried out in college students [44].

A survey among German employees who perform pNE
revealed that 53.8% acquired drugs for pNE via a regular
medical prescription, whereas 22.4% obtained drugs from a
pharmacy without prescription [82]. These acquisition pat-
terns can also be observed in other countries. Some individ-
uals feign ADHD symptoms to receive a prescription from
their health care provider [51]. Furthermore, 20% of the US
adults who admitted past-year nonmedical use stated that
they got prescriptions fraudulently from a doctor [51]. In
general, these results are irritating, as most pNE-related
drugs are prescription-only and/or listed as narcotic sub-
stances, and therefore should not occur at all in lege artis pre-
scriptions for healthy individuals. Consequently, pNE
applicants either purport a fictive medical need to the attend-
ing physician or directly consult their doctors for prescrip-
tion of pharmacological neuroenhancers. The latter was
reported by 40.8% of general practitioners [112]. It should
be stated again that from a prescriptive point of view, these
cases should not exist, and doctors should not service these
accessibility strategies.

Another essential acquisition path is so-called e-
commerce [6]. Whereas diversion of prescription medicines
to third parties makes up, e.g., 14.1%, e-commerce accounts
for only 8.5% of pNE cases in Germany [82]. However, the
EAASM (European Alliance for Access of Safe Medicines,
http://www.eaasm.eu) stated in 2008 that 90% of internet
pharmacies offer prescription drug delivery without a pre-
scription (formally not available, e.g., at German online phar-
macies). The US National Center on Addiction and
Substance Abuse (CASA, http://www.casacolumbia.org)

stated in 2008 that 85% of internet pharmacies ignore funda-
mental prescription requirements. These pharmacies are
illicit online pharmacies (IOPs) in contrast to legitimate
online pharmacies (LOPs). Online pharmacies are a huge
economic factor and have dramatically grown recently
[113]. The market has increased at an annual rate of 17.7%
with US $29.35 billion in 2014 and an anticipated global vol-
ume of US $128 billion in 2023 [113, 114]. The motivation to
order from online pharmacies is mainly based on lower
prices [115, 116], convenience, and the possibility to access
drugs that are unavailable or difficult to obtain [113, 117,
118]. However, most users are not aware of the high percent-
age of IOPs which is in the range of 67-75% of web-based
drug merchants [119]. This development is critical, as it
opens the doors to uncontrolled access to prescription and/or
controlled drugs and undermines professional and regulatory
measures to guarantee high qualitative drug standards, drug
supply chains, and the health of patients [113, 120, 121].

In general, individuals are advised to acquire medicines
only from online retailers registered with the national com-
petent authorities (e.g., in the EU Member States). This
reduces the risk of buying medicines that are substandard
or falsified. If pNE drugs are acquired via nonregistered
online pharmacies without prescription, there are major
safety concerns. The latter may contain ingredients of low
quality with toxic impurities and wrong doses. They may be
deliberately and fraudulently mislabeled as regards identity
and source. Fake packaging and wrong or low levels of ingre-
dients might further trigger misuse of the drugs. Notably,
there is a black market with substances of highly questionable
composition, pharmaceutical quality/purity with no legal and
controlled production. In addition, such drugs may be harm-
ful with unexpected and/or severe side effects and may exert
potentially dangerous interactions with other medicines the
patient is already taking.

Compared to the USA, the prescription regulations in
Germany seem to be less undermined by diversion strategies
and e-commerce than by nonindicated medical
prescriptions.

Internationally, the GDS portraits a different picture:
diversion strategies, e.g., via relatives and friends, account
for 47.8% of pNE cases. In 11.8%, pNE drugs were acquired
from a dealer; in 9.1%, drugs were obtained from the internet.
Family members with prescriptions appeared in 6.1% for
procurement, physicians only in 3.8%. It should also be noted
that, in 25%, the physicians involved did not inform appli-
cants about potential risks and side effects of pNE-related
drugs [50].

6. Substance Groups

The fundamental physiological basics of attention and vigi-
lance and learning and memory, as well as emotions, are dis-
cussed in detail elsewhere. Below, the most important classes
of pNE drugs are characterized in terms of pharmacody-
namic properties, effectiveness as potential neuroenhancers,
and their side-effect profile (see also Table 1). Concerning
national regulatory peculiarities, reference should be made
to the corresponding documentation of the
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national/international regulatory authorities. It should be
noted that the drug classes listed below primarily represent
drugs with intentional use for pNE. They are a common sub-
ject of pNE research and pNE related surveys [50, 97].

6.1. Purines and Methylxanthine Derivatives. The best-
known methylxanthines include caffeine, theophylline, and
theobromine as part of many natural stimulants, as well as
other derivatives such as bromotheophylline, chlorotheo-
phylline, aminophylline, dipropylcyclopentylxanthine, doxo-
fylline, and paraxanthine. Among others, caffeine can be
found in coffee beans (coffea arabica: 0.96–2%), leaves of
black tea (thea sinensis, 3-5%), mate (lex paraguarensis:
1.63%), kola nuts (cola niida, 1-2%), cocoa beans (theobroma
cacao: 0.05-0.36%), and guarana (paullinia species: approx.
10%). Theophylline is a central ingredient in tea leaves
(0.1%). Theobromine makes up the main alkaloid of cocoa
beans (1.5-3%). The level of caffeine is 30mg/0.33 ltr. Coca
Cola, about 60-150mg/cup of coffee, and around
80mg/250ml in commercial energy drinks. Caffeine tablets
contain up to 200mg/tablet [5, 122].

Pharmacodynamically, methylxanthines are adenosine
receptor antagonists. The targeted A1 receptors display pre-
and postsynaptic localization and mediate inhibitory effects.
Thus, the disinhibition of adenosine receptors in the intrala-
minar mediothalamic thalamus improves cortical perfor-
mance [5]. The inhibitory effect of methylxanthines on
cAMP phosphodiesterase (PDE), however, plays only a
minor role in the CNS at average plasma concentrations.
Mobilization of Ca2+ from internal stores with an increase
in [Ca2+]i, e.g., in the striatum and the reticular formation,
has also been suggested.

Caffeine, the most important representative of “soft-
enhancers,” exerts antagonistic effects on A1, A2A, A2B,
and A3 receptors, inhibits IP3 receptors (IP3R1), and is an
activator of ryanodine receptors (RyR1-3). Physiologically,
a task-related increase in cerebral blood flow also seems to
contribute to the caffeine effect [123].

The side effect profile of methylxanthines is dose- and
user-dependent, including, i.a., agitation, irritability, tremor,
angina pectoris, dysrhythmia, nausea, gastrointestinal com-
plaints, lack of appetite, dyspepsia, and vomiting. Conse-
quently, hypertension, hyperthyroidism, epilepsy, mania,
schizophrenia, gastric, and duodenal ulcer are contraindica-
tions for methylxanthine ingestion [122, 124].

Meta-analyses of pivotal randomized controlled trials
(RCTs) in healthy individuals revealed an increase in vigi-
lance and attention, as well as—partly questionable—-
improvement in reaction rate and fatigue. However, a
positive effect on memory performance and mood could
not be proven [5]. Likewise, the subjective self-assessment
does not seem to ameliorate [5]. It should be noted that caf-
feine is a prototypic ingredient of “soft-enhancers,”which are
widely legitimated in society, e.g., for historical or traditional
reasons.

6.2. Phenylethylamine Derivatives. Typical phenylethylamine
derivatives include, i.a., dexamphetamine, lisdexampheta-
mine, amphetamine, methamphetamine, phenmetrazine,

methylphenidate, fenethylline, pemoline, ephedrine, nore-
phedrine, levopropylhexedrine, amfepramone, mefenorex,
fenfluramine, and fenproporex. Pharmacodynamically,
phenylethylamines act as modulators of the dopaminergic
and noradrenergic system. Some promote the release of
dopamine and norepinephrine from presynaptic nerve end-
ings (so-called indirect dopaminergic and noradrenergic
effects) and/or inhibit the reuptake of dopamine and norepi-
nephrine into presynaptic nerve terminals [5, 125]. For some
phenylethylamines, the molecular targets have been charac-
terized in detail due to their great pharmacotherapeutic rele-
vance. Methylphenidate, for example, serves as an inhibitor
of the dopamine transporter (DAT, protein SLC6A3) and
the noradrenaline transporter (NET, protein SLC6A2),
which mediates the reuptake of both transmitters into pre-
synaptic endings [126, 127]. Some phenylethylamines have
been used as psychoanaleptics and anorectics. From a phar-
macotherapeutic and regulatory perspective, the use of meth-
ylphenidate, dexamphetamine, and lisdexamphetamine is
particularly relevant in the treatment of ADHD.

The side effect profile of phenylethylamines includes, i.a.,
euphoria, increased self-confidence, increased activity,
reduction of fatigue and drowsiness, motor restlessness, and
logorrhoea. Dysphoric states of anxiety and tension, as well
as vegetative disorders, may also occur. However, we still lack
reliable data concerning the long-term side effects of phenyl-
ethylamine ingestion [128]. Animal experiments, for exam-
ple, provided evidence that high doses of methylphenidate
could impair cerebral maturation [129].

In Germany, the prescribing rate for methylphenidate
increased 10-fold from 1998 to 2008 (1998: 5 million defined
daily doses (DDD); 2008: 53 million DDD) [130]. This steady
increase up to 2012 has slightly declined since then, reaching
52 million DDD in 2017 [131]. By contrast, the prescribing
rates for atomoxetine, the efficacy of which is estimated much
lower than for methylphenidate, are stable at low levels
(2017: 2 million DDD) [131]. Atomoxetine is largely irrele-
vant for pNE. Lisdexamphetamine, a prodrug of dexamphe-
tamine with delayed-release kinetics for ADHD therapy,
has experienced a strong annual increase in prescribing rates
in Germany since its launch in 2013 (9 million DDD in 2017)
[131]. The same holds true for dexamphetamine, which was
approved in Germany for ADHD therapy in 2015 (0.48 mil-
lion DDD in the year 2017, +51.7% compared to 2016) [131].

Although epidemiological studies suggest no augmented
ADHD prevalence over the last decades, health insurance
data indicate an increase in both diagnosed and treated
ADHD patients over the last 25 years [132]. This increase
seems to be largely attributable to adults with diagnosed
ADHD, as the symptoms can persist in adulthood and old
age [132, 133]. ADHD is a good example of the problem to
distinguish properly between real diseases, and human
behaviors or characteristics that we might happen to find dis-
turbing [20, 134]. In the past 15 years, diagnoses of children
with ADHD have also dramatically increased [135], as have
prescriptions for drugs to control it. Critics argue that the
diagnosis of ADHD is also about badly behaved children
who cannot be controlled by parents and teachers. Propo-
nents, on the contrary, state that children misbehave or act
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upon because they suffer from a disease that requires phar-
macotherapeutic intervention [20]. As business literature
illustrates, clinical diagnoses like ADHD are often well-
accepted also as opportunities for market growth [136,
137]. In general, the thresholds for pharmacotherapeutic
interventions tend to be lowered as becomes apparent, for
example, in neuropsychiatric diseases (e.g., ADHD). The rig-
orous emphasis on complete physical well-being motivates
individuals, whether they suffer from a defined disease or
not, to try expensive and/or potentially harmful interven-
tions. This might result in higher levels of medical depen-
dency and risk and has a direct link to the use of pNE.

In Germany, the prescribing rate of psychostimulants in
children and adolescents with ADHD (between 2009 and
2014) tends to decrease. However, in adults with persistent
ADHD symptoms (approximately 25-60% of affected adoles-
cents), the number is strongly increasing, particularly for
methylphenidate-containing drugs [133, 138]. It is unclear,
to which extend pNE related misuse of methylphenidate con-
tributes to this phenomenon.

Undeniably, methylphenidate is one of the most com-
monly used psychostimulants for pNE [9, 33, 139, 140].
The percentage of non-ADHD individuals with alleged
methylphenidate benefit is low [9, 141]. Non-ADHD diag-
nosed users of methylphenidate with a positive pNE-related
experience typically exhibit high behavioral impulsiveness
[9, 141] and are seven times more likely to be symptomatic
for ADHD than control groups [59]. Psychostimulants such
as methylphenidate are also used as self-medication in psy-
chic alterations and sleep deprivation [142]. However, a clear
distinction between a specific medical need for indicated
treatment and (self-) medicated pNE is often sophisticated
[3]. Moreover, the global pharmaceutical market for ADHD
therapeutics is growing faster than expected, based on the
rapidly expanding markets, mainly in the USA, Canada,
and Australia [143].

The national diversities in epidemiology, drug regulation,
and pharmacotherapeutic strategies in ADHD have raised
concerns regarding the validity of ADHD diagnostics [144].
Differences include diagnostic thresholds, treatment expecta-
tions of clinicians, health insurers, teachers, parents, and
treatment seekers [144, 145]. A recent systematic review
revealed no evidence for a current increase in the number
of children who strictly meet ADHD diagnostic criteria
[146]. However, there are indisputable national specificities,
e.g., in the USA, where ADHD is diagnosed more often as a
condition requiring treatment in children (10.1% for ages 5
to 17 years, National Center for Health Statistics, 2015). In
France, by contrast, the prevalence is only 3.5%-5.6% [147],
and ADHD is treated predominantly psychosocially rather
than pharmacologically [148]. Interestingly, in Iceland,
methylphenidate prescription dramatically increased in
2010-2011 based on the increasing knowledge and awareness
of ADHD in both the public and scientific/medical commu-
nities [44, 149, 150]. In addition, a high prevalence of intrave-
nous methylphenidate abuse has also been reported, stressing
the high abuse risk of methylphenidate in countries with
increasing prescription rates [98]. National measures by the
Directorate of Health of Iceland were taken to restrict pre-

scription privileges to psychiatrists, neurologists, and pedia-
tricians [98].

Country-specific differences might thus originate from
specificities in national health care systems, drug licensing,
and medical prescription [151–153] and accessibility to pre-
scription psychostimulants [154]. Adderall™ (dexampheta-
mine, amphetamine), for example, is approved for the
treatment of ADHD in the USA and is also prevalent among
American students for pNE [154]. In most European coun-
tries, however, the drug is not authorized in this combination
of active components because of its side-effect profile. While
amphetamine improves attention and alertness in non-
ADHD users, creativity is likely to be adversely affected
[155]. As with other psychostimulants, these effects are
highly dose-dependent [156].

RCT-based meta-analyses in healthy volunteers sug-
gested that methylphenidate and dexamphetamine exert
beneficial effects on attention and vigilance as well as on reac-
tion rate. However, there was no clear improvement in mem-
ory performance [5, 6]. Mood and subjective self-assessments
are also not positively affected, whereas high doses cause
euphoria [5, 126].

6.3. Modafinil. Pharmacodynamically, modafinil is an atypi-
cal dopamine reuptake inhibitor of presynaptic DAT (dopa-
mine transporter). In addition, modafinil was reported to
serve as an inhibitor of the norepinephrine transporter
(NET) [157]. Furthermore, modafinil modulates GABAergic
and glutamatergic neurotransmission. Collectively, modulat-
ing all of these targets finally promotes attention and vigi-
lance. Therapeutic indications for modafinil are narcolepsy,
chronic shift worker syndrome, and sleep apnea syndrome
with excessive daytime sleepiness (when other measures like
continuous positive airway pressure (CPAP) are inappropri-
ate) [158]. The side effects include, i.a., tachycardia, hyper-
tension, palpitation, tremor, restlessness, headache,
dizziness, dry mouth, gastrointestinal disorders (vomiting,
nausea, diarrhea), visual impairment, drowsiness, insomnia,
Stevens-Johnson syndrome (SJS), toxic epidermal necrolysis
(TEN), and Drug Rash with Eosinophilia and Systemic
Symptoms (DRESS) [159, 160].

While modafinil is rarely used as a cognitive neuroenhan-
cer in German-speaking countries, [30, 139] modafinil is the
most widely used neuroenhancer in the UK [140]. RCTs in
healthy volunteers suggest a eugeroic effect with increased
attention and vigilance, reduction in response time, and
fatigue. Evidence for positive cognitive effects in healthy indi-
viduals has been reported [161, 162]. Also, modafinil seems
to affect mood and emotional processing positively [5, 91,
92, 163–165].

6.4. Cocaine. Pharmacodynamically, cocaine acts via inhibi-
tion of dopamine and noradrenaline reuptake on DAT and
NET in presynaptic nerve terminals. Antagonistic effects on
the serotonin receptors 5-HT3A and 5-HT3AB have also
been described. Cocaine uptake increases physical perfor-
mance and causes psychomotor stimulation and euphoria.
Due to its strong addictive potential, cocaine is not therapeu-
tically relevant.
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6.5. Nootropics (Antidementia Drugs, Psychoenergetics).
Pharmacodynamically, nootropics such as donepezil, tacrine,
and rivastigmine act as acetylcholinesterase (AChE) inhibi-
tors. In addition, tacrine and rivastigmine also serve as butyr-
ylcholinesterase (BChE) inhibitors and mediate increased
ACh levels at central synapses. Furthermore, tacrine is an
allosteric modulator of muscarinic M1 and M2 ACh-
receptors. In addition to AChE inhibition, galantamine leads
to allosteric modulation of the nicotinic ACh-receptor
(AChN-R) with enhanced endogenous ACh-activity. Noo-
tropics are typically used in moderate Alzheimer’s disease
and mild to moderate dementia associated with Parkinson’s
disease. The side-effect profile of this group includes
substance-specific gastrointestinal disorders (nausea, vomit-
ing, diarrhea), headache, tremor, loss of appetite, urinary
incontinence, dose-related hallucinations, agitation, and
aggressiveness.

Other important nootropics are piracetam, pyritinol, vin-
pocetine, and deanol. Piracetam is a positive allosteric mod-
ulator of GluA1, GluA2, GluA3, and GluA4 receptors
(ionotropic glutamate receptors). Pyritinol acts as a pyridox-
ine (vitamin B6) derivative. It influences cerebral metabo-
lism, as well as glucose uptake and protein metabolism,
promotes stabilization of cell membranes, increases ACh-
synthesis and ACh-release, and improves microcirculation
in the CNS.

Vinpocetine, a derivative of the vinca alkaloid vincamine,
is a PDE 1A and 1C inhibitor. It aims to improve cerebral
blood flow and mediate neuroprotective effects via inhibition
of voltage-gated Ca2+ channels (Cav).

Recently, memantine has gained special attention as psy-
choenergetic. Memantine is a noncompetitive, partial
NMDA-receptor antagonist for the treatment of moderate
to severe Alzheimer’s disease. Adverse reactions include
hypertension, headache, dizziness, somnolence, constipation,
and in overdosed amounts, fatigue, drowsiness, weakness,
agitation, and gastrointestinal disorders. The prescribing
rates for cholinesterase inhibitors are highest among antide-
mentia drugs and have been rising almost linearly since
2005. This also holds true for memantine. However, the pre-
scribing rates have been relatively stable since 2014 (2017: 34
million DDD in Germany). The dominant cholinesterase
inhibitors in Germany (2017: 63 million DDD) are donepezil
(2017: 36 million DDD, +9.3% compared to 2016), rivastig-
mine (2017: 13.9 million DDD, -1.2% compared to 2016),
and galantamine (2017: 7.5 million DDD, +0.8% compared
to 2016) [131]. Prescribing rates for piracetam are decreasing
(2017: 7 million DDD) [131]; for nicergoline, however, there
is an increase (2017: 1 million DDD) [131]. In general, pre-
scription rules and regulatory frameworks affect these devel-
opments in prescription rates [166]. In Germany, for
example, the decrease in piracetam prescription rate was
related to a Cochrane review that stated that the efficacy of
piracetam in the treatment of dementia and cognitive deficits
was not supported by literature [167]. In addition, the Ger-
man S3 guideline for dementia did not recommend pirace-
tam treatment due to a lack of evidence of efficacy.

For donepezil, rivastigmine, and memantine, RCT-based
meta-analyses in healthy individuals did not reveal clear evi-

dence of positive effects on attention, vigilance, response
time, fatigue, and memory [5, 92, 168]. For donepezil, deteri-
oration of memory function in elderly volunteers has been
described [169].

6.6. Ginkgo Biloba. The standardized ginkgo biloba extract
EGb761 contains approximately 22-27% flavone glycosides;
5-7% terpene lactones such as the diterpenes ginkgolide A,
B, C, J, and M; sesquiterpene bilobalide; and several other
components [170]. Pharmacodynamically, the ginkgo biloba
extract was supposed to serve as a polyvalent free radical
scavenger [171], to enhance microperfusion, to reduce blood
viscosity by inhibition of platelet-activating factor [170], to
improve cholinergic, dopaminergic, and glutamatergic neu-
rotransmission [172], and to attenuate β-amyloid aggrega-
tion [173]. The prescribing rates for ginkgo biloba extracts
are stable since 2008 and remain at a much lower level com-
pared to nootropics [131]. The efficacy of ginkgo biloba
extracts in patients with dementia or mild cognitive impair-
ment is still a question of debate. A 2009 Cochrane analysis
did not see any clear evidence of a clinical benefit for patients
suffering from AD [170, 174, 175]. However, recent meta-
analyses suggest positive effects of gingko biloba extracts in
dementia with only minor side-effect profile [176, 177].
Meta-analyses of pivotal RCTs in healthy volunteers revealed
potential positive effects in attention and vigilance, response
rate, fatigue, and memory, however, to a lesser extent.

6.7. Alcohol and Benzodiazepines. Alcohol and benzodiaze-
pines play a minor role in pNE (indirect pNE) as they can
reduce anxiety and tension. The GDS 2017 revealed the high-
est prevalence for alcohol in Hungary (29.4%), France
(22.8%), Canada (22.7%), Brazil (21.4%), and the USA
(20.9%). Germany displayed a lower rate of 10.3%. For anxi-
olytic benzodiazepines, German-speaking countries exhibit
low prevalences (Germany 1.9%, Austria 2.7%, Switzerland
2.9%), while Brazil and the USA dominate with 11.5% and
14.0%, respectively [50, 97].

6.8. Beta-Adrenoceptor Antagonists. Beta-blockers, which
among others can mitigate the somatic concomitants of
stress and tension, are slightly represented among pNE. In
Germany, according to GDS 2017, 0.5% of the participants
make use of them. In Brazil (2.0%), the US (2.0%) and Portu-
gal (3.3%), the numbers are higher [50, 97].

6.9. Cannabis. Similar to alcohol, benzodiazepines, and beta-
adrenoceptor antagonists, cannabis and its ingredients (can-
nabinoids) are used for indirect cognitive pNE. They are sup-
posed to cause a reduction in nervousness and anxiety and to
improve relaxation and performance on the following day [2,
30, 50, 95, 139]. According to the GDS 2017, cannabis intake
for indirect pNE is highest in the USA (52.5%) and Canada
(42.5%), lowest in New Zealand (14.6%), Australia (17.4%),
and in German-speaking countries, i.e., Germany (11.0%),
Austria (17.6%), and Switzerland (15.1%) [50, 97]. In the lat-
ter, restrictions in availability and accessibility of cannabi-
noids confine the use of cannabis, also for indirect pNE.
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6.10. Other Potential Enhancers. Two attractive candidates
include the neuropeptide Cerebrolysin® [178] and Montelu-
kast, which is a leukotriene receptor antagonist for the treat-
ment of bronchial asthma. In animal experiments,
montelukast induced a significant enhancement in learning
and memory as well as increased neurogenesis in older ani-
mals [179]. Besides, other “soft enhancers” such as dietary
supplements/phytotherapeutics are gaining increasing atten-
tion by pNE users. Although vitamins (e.g., Vit. A, Vit. B
complex, Vit. E) are mandatory for proper development
and function of the CNS and vitamin deficiencies can result
in devastating disorders, excessive ingestion beyond the rec-
ommended DDD does not increase cognitive performance
in healthy individuals [180].

6.11. Antidepressants: Mood Enhancers. Current pharmaceu-
ticals used for mood enhancement include, i.a., fluoxetine,
citalopram, dapoxetine, escitalopram, fluvoxamine, paroxe-
tine, sertraline, and venlafaxine. Pharmacodynamically, rele-
vant subgroups contain the selective serotonin reuptake
inhibitors (SSRIs), selective norepinephrine reuptake inhibi-
tors (SNRIs), and selective serotonin-norepinephrine reup-
take inhibitors (SSNRIs). The main side effects of these
antidepressants include gastrointestinal disorders (nausea,
vomiting, diarrhea, constipation), nervousness, insomnia,
and drowsiness. Overdose may cause a serotonergic syn-
drome with tachycardia, hypertension, nausea, vomiting,
diarrhea, restlessness, hallucinations, tremor, hyperreflexia,
and seizures.

Notably, prescribing rates for antidepressants are steadily
increasing, with 1,491 million DDD in 2017 in Germany.
This development is mainly based on SSRI and SNRI pre-
scribing rates, with 677 million DDD and 280 million
DDD, respectively, for 2017. Prescribing rates for tricyclic
antidepressants (TCAs), on the other hand, are slowly
decreasing with 248 million DDD in 2017 [131].

In general, prescribing rates can be substance and region-
specific and are affected, i.a., by regional traditions, market-
ing strategies, but even more important by regulatory means.
For TCAs, for example, it turned out that they are potentially
inappropriate medications in the elderly and several guide-
lines do not recommend TCA use in the elderly. Based on
the Beers criteria [181, 182], PRISCUS list [183], Norwegian
General Practice (NORGEP) criteria [184], and French con-
sensus panel list [185], TCAs are potentially inappropriate
medications for the elderly regardless of the disease. Similar
official suggestions were made in South Korea [186]. In Can-
ada, on the other hand, TCA prescription increased (in chil-
dren) from 2012 to 2016. Consistent with the Canadian data,
from 2005 to 2012 antidepressant prescriptions for young
patients have increased from 2005 to 2012 in the United
States, the United Kingdom, Denmark, Germany, and the
Netherlands [187, 188]. There have also been recent reports
of increasing prescription rates in the United Kingdom and
Australia [189–191]. These and other examples, e.g., from
SSRIs [192], illustrate how official recommendations from
professional health committees and regulatory bodies can
influence prescription rates.

In the context of neurorehabilitation, antidepressants
were reported to exert positive effects on neuroplasticity
[193]. However, there is also evidence that SSRIs adversely
affect neural connectivity between cortical and subcortical
areas [194]. The predominant motivation for healthy indi-
viduals to ingest antidepressants is to improve mood and
social interaction/social skills, to reduce or abolish social anx-
iety, and to eliminate insecure behavior. RCT-based meta-
analyses in healthy volunteers, however, did not prove any
positive effects on mental performance/cognition. In con-
trast, there are reports that some antidepressants might
impair cognition. Importantly, no positive effects on mood
became evident in healthy individuals [5, 92].

7. Experimental Approaches and Drug
Development: Novel Potential Cognitive
Enhancers at the Prelicensure Stage

Examples of experimental cognitive enhancers are rolipram,
D-cycloserine, and ampakine. Pharmacodynamically, roli-
pram acts via inhibition of PDE 4A, 4B, 4C, and 4D, leading
to an increase in cytosolic cAMP and to enhanced CREB
activity. D-cycloserine serves as a partial agonist at NMDA-
receptors associated with LTP enhancement and anxiety
extinction. Efficacy was demonstrated in acrophobia and
studies on exposure-based psychotherapy [91, 195]. Ampa-
kines are positive allosteric modulators of AMPA- (non-
NMDA) receptors. They increase glutamatergic activity in
the CNS and mediate an increase in growth factor levels
(e.g., BDNF). One representative is aniracetam, which exerts
anxiolytic effects by interaction with D2 receptors, nicotinic
acetylcholine receptors (AChN-R), and 5-HT2A receptors.
Furthermore, aniracetam causes an allosteric potentiation
of AMPA-receptor (GluA1-4 receptor) activation.

Multiple, potentially innovative pharmaceutical
approaches in treating dementia have failed in recent years.
Nevertheless, the development of new antidementia drugs
in the future might aggravate the potential misuse of pNE.
A survey of clinicaltrials.gov revealed that as of January 30,
2018, a total of 112 new drugs for the treatment of Alzhei-
mer’s dementia were in phase I-III of clinical trials. 63% were
so-called disease-modifying drugs, 12% were used for the
treatment of neuropsychiatric symptoms associated with
dementia and behavioral disorders, and 22% were classified
as symptomatic cognitive enhancers [196].

Biosynthetic recombinant human insulin (rHI) for intra-
nasal administration is being tested in phase III and is sup-
posed to increase cellular signaling and neurogenesis at the
metabolic level to enhance cognition. Another cognitive
enhancer in phase III is octohydroaminoacridine, a new
AChE inhibitor. Other novel phase III components target
Sigma- and NMDA-receptors, the serotonergic, noradrener-
gic, and orexin systems. The latter are supposed to improve
neuropsychiatric symptoms, such as agitation and sleep dis-
orders [196].

Twenty-one potential cognitive enhancers are listed in
phase II clinical trials. They affect the sigma and muscarinic
receptor system as well as glycine transporters. Other novel
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components include modulators of protein kinases (PKC,
tyrosine kinase Fyn), PDE 3 antagonists, AChE inhibitors,
NMDA modulators, and modulators of neurogenic peptide
hormones, growth factors, and oxidative stress [196].

Phase I studies include four cognitive enhancers, which
serve as GABA modulators, AChE- and BChE-inhibitors,
and muscarinic and serotonin receptor modulators [196]. It
remains to be determined how many antidementia drugs
with potential cognitive enhancement character will eventu-
ally be licensed and marketed [196, 197]. Another recent
update on novel cognitive enhancers was provided by Napo-
letano et al. (2020) [198].

Undoubtedly, drug research and development in demen-
tia will increase the repertoire of potentially available drugs
for pNE in healthy individuals in the future.

8. Ethical Aspects of pNE

An all-encompassing discussion of ethical aspects in pNE is
clearly beyond the scope of this work. However, it seems jus-
tified to pinpoint some central ethical aspects that can be sub-
ject to further discussion.

The numerous advantages of pNE for an individual are
apparent: increase in cognitive performance, sleep reduction,
mood enhancement, improvement of executive functions,
reduction of psychosomatic side effects, increase in efficiency
and controllability of mental processes, hedonism, an indi-
vidual complication-free adaptation to external and internal
requirements, and no “hardships of learning” [83, 199,
200]. Further advantages might include benefits for the soci-
ety due to reduced resting periods, greater competitiveness,
increased productivity and efficiency, advantages on the job
market, and related higher living standards [83, 201]. The
economic and social benefits could be dependent on reliable,
consistent, and sustainable cognitive performance, emotional
stability, and intellectual creativity and innovation [83].

In contrast, there are numerous, partially fatal disadvan-
tages of pNE, such as negative consequences on individual
and public somatic and mental health, furthermore the dis-
solving of a clear distinction between work and life under-
mining work-life balance. Uncontrolled competition among
students, academics, and other employees, related physical
and mental health implications; globalization of social life;
and a consumer-focused society with disintegration of tradi-
tional moral conceptions are other major concerns [83].

The futuristic horror scenario of an “enhanced society”
causes several dilemmas, which have been addressed in part,
in the sections above, but which are elaborated here in a
broader context.

The apparent ethical dilemma seems to be a theoretical
one at the first glance. It directly affects the philosophical
concepts of brain-mind relation [83, 202, 203]. From a neu-
roethical point of view, the exceptional ethical implications
of pharmacological brain modulation by pNE have to be con-
sidered, in specific, the questioning of human subject quality
and its authenticity [200]. Pharmacological neuroenhance-
ment can change personality and human image. In addition,
the rapidly increasing qualitative and quantitative intellectual

requirements of modern society which we are facing today
are beyond our original evolutionary adaptation [204].

In contrast to this basic philosophical discussion, there
are more concrete ethical implications. One is the social
dilemma originating from pNE use. There is hardly any
doubt that pNE can deteriorate the meaningfulness of effort.
It can create unfair competition and do substantial harm to
the community and solidarity, promote social injustices,
and cause group dynamic constraints. In general, pNE is clas-
sified as “fraud,” particularly if it is not available to everyone
[200]. Some authors have thus specifically focused on the
question of drug distribution (availability/accessibility, see
Section 5) and initiated a discussion about making pNE
drugs freely available upon request [42] and legalize the
pNE market.

As outlined above, there are currently numerous, pre-
dominantly illicit ways to acquire pNE drugs, e.g., via local
distribution or IOPs. Importantly, it is highly questionable
whether pNE drugs obtained from friends/dealers or IOPs
meet the quality criteria of originally prescribed medication,
and thus, the black market per se poses a tremendous risk
to the health of individuals and public health in general. It
might be tempting to speculate that legalization of the pNE
market could reduce or eliminate a black market and be ben-
eficial for safety aspects of pNE use. However, this potential
positive effect of legalization seems to be shortsighted for sev-
eral reasons. Practically, it is illusionary that there will be a
worldwide agreement in the legalization of the pNE market.
There are fundamental country and region-specific differ-
ences in tradition, attitude, and philosophy regarding the
aspect of neuroenhancement and its pharmacological modu-
lation. Furthermore, there are still regulatory/legal differ-
ences as well, although there are attempts of harmonization
in general. Enhancing accessibility by legalization of the mar-
ket would be like the bursting of a dam with uncontrolled use
and without consultation of a physician who could inform
the potential user about adverse effects and contraindica-
tions. In addition, there would be no systematic monitoring
of potentially harmful long-term effects of pNE drug use,
and we are still lacking the most relevant information.
Another concern is the interaction with other medications
which might have devastating consequences for patients;
particularly, as pNE is normally performed without supervi-
sion or advice by a physician. As a worst-case scenario—with
users suffering from preexisting conditions—short- and
long-term adverse effects of pNE use could result in acute
life-threatening conditions or exert chronic somatic and/or
mental damage. Based on our knowledge today, we are
clearly lacking substantial information of long-term effects
of pNE use on cognition, affection, and the somatic field in
healthy individuals.

Importantly, regulatory restrictions and recommenda-
tions from professional health committees have the power
to influence the use of pNE drugs as shown in Section 6. Fur-
thermore, countries with restrictive handling of pNE drugs
exhibit lower prevalences than those with less restrictive reg-
ulations (see Section 4).

It should also be considered that free accessibility to pNE
drugs might enhance a shift from using “soft”
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neuroenhancers to “hard” neuroenhancers. Currently, many
potential users still fear the risks of prescription pNE drugs
and focus on, e.g., methylxanthines containing products or
appropriate physical activities, meditation, and yoga. Nowa-
days, they might still try to change their lifestyle by gaining
sufficient amounts of rest and sleep, improve the quality of
nutrition, or use computing devices or brain training soft-
ware [83, 205]. Alleviation of accessibility would likely
enhance the usage of “hard” enhancers.

However, a high percentage of students, academics, and
other employees does not want to use pNE drugs, but they
might feel forced to take them in order to successfully com-
pete with pNE users, particularly in their professional life.
This kind of social dilemma generates a societal conformity
pressure and potential avoidance strategies and has substan-
tial implications on the individual freedom of decision-
making.

A special, not self-related ethical issue of pNE is related to
its altruistic use by, e.g., physicians, surgeons, nurses, care-
takers, soldiers, pilots, flight controllers, police officers, and
firefighters in national or global emergencies/catastrophes.
This aspect became urgent these days in the worldwide
COVID-19 (Coronavirus SARS-CoV-2) pandemic. Even
under such circumstances, however, it must be clear to exec-
utives, persons in charge, and involved professionals that
pNE can pose severe health risks upon use.

The different views on ethics and related medical, legal,
and social issues have been discussed controversially in the
past, and the ethical aspects and dilemmas associated with
pNE in healthy individuals are subject of an ongoing debate
[83].

9. Conclusions

Although pNE can serve the restitution of physical, mental,
and social health under specific disease-related circum-
stances, its use in healthy individuals does not serve these cri-
teria. The fact that our current sociocultural environment
forces people to use pNE to cope with the physical, mental,
and social implications in a rapidly changing digital world,
it suggests that our current work-life environment is patho-
genic. Each individual is characterized by her/his specific
physiological, physical, and mental capabilities. pNE shifts
these physiological conditions to overcome individual
restrictions in an unphysiological/superphysiological man-
ner. Notably, the consequences of “physiology at its limits”
on the somatic and mental level remain unknown. One nec-
essary consequence would be to redefine and adapt our work-
life philosophy and to provide and implement powerful and
effective tools of resilience systematically. Clearly, with the
exception of emergency situations, pNE is not an option in
healthy individuals, considering the potential side effects of
drug intake, sociocultural consequences, and ethical implica-
tions. Again, from a drug regulatory point of view, the bene-
fit/risk is always negative as the risks, i.e., the potential side
effects always outweigh the benefit in this case, particularly
as side effects might cause disease states that need further
medical attention and treatment. pNE for the sake of opti-
mized skills to meet excessive social, educational, or eco-

nomic demands should step back behind the physical and
mental integrity of the individual. This should be the highest
maxim.

Current RCTs suggest that only methylphenidate,
amphetamines, and modafinil exert a verifiable positive effect
on attention and vigilance in healthy individuals. However,
improvements in memory function and mood—as antici-
pated by users—cannot be verified by meta-analyses in
healthy volunteers. Neuropsychological comparative studies
with caffeine, dexamphetamine, and modafinil in young,
healthy individuals reveal no significant differences in atten-
tion and vigilance [206, 207]. Considering that socially “legit-
imated enhancers,” e.g., caffeinated drinks produce
comparable effects on attention and vigilance, the latter
exhibit a superior “benefit/risk” ratio. However, this may
change in the future with the development of new nootropics.

Recent pharmacoepidemiological studies demonstrate
that pNE is increasing globally. In the USA/UK, the overall
prevalence is the highest. In Germany, the prevalence is still
low, but also increasing. Country-specific sociocultural
aspects and peculiarities of national health care systems have
a central effect on this development. In Germany, the high
level of education among applicants, the critical attitude
towards the risks of neuroenhancers, and restrictions in
availability/accessibility contribute to the rather low preva-
lence. Nevertheless, a significant proportion of pNE appli-
cants obtains neuroenhancers via medical prescription,
which undermines regulatory restrictions. Adhering to regu-
latory rules is one way to limit an uncontrolled spread of
pNE.

An important question is whether societally, academi-
cally, or legally prescribed values and theoretical positions
on pNE are also reflected in lay people’s empirical under-
standings and perceptions of mind doping. Given the interre-
lation of pNE and health definition outlined above, it seems
mandatory that health professionals, politicians, and other
stakeholders know what the people perceive as the most rel-
evant aspects regarding health, in particular, what health is,
and which factors in people’s lives constitute health. A con-
tinuing ethical and social debate, pharmacoepidemiologic
and pharmacovigilance studies, integration of expert knowl-
edge, and international regulations are urgently needed in
order to prevent pNE from escalating globally.

Data Availability

This is a review article and thus a data availability statement
is not applicable.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

Acknowledgments

This research was funded by the Federal Institute for Drugs
and Medical Devices (Bundesinstitut für Arzneimittel und
Medizinprodukte, BfArM, Bonn, Germany).

20 Neural Plasticity



References

[1] V. Cakic, “Smart drugs for cognitive enhancement: ethical
and pragmatic considerations in the era of cosmetic neurol-
ogy,” Journal of Medical Ethics, vol. 35, pp. 611–615, 2009.

[2] E. Liakoni, M. P. Schaub, L. J. Maier, G. V. Glauser, and M. E.
Liechti, “The use of prescription drugs, recreational drugs,
and “soft enhancers” for cognitive enhancement among Swiss
secondary school students,” PLoS One, vol. 10, article
e0141289, 2015.

[3] H. Maslen, N. Faulmuller, and J. Savulescu, “Pharmacological
cognitive enhancement how neuroscientific research could
advance ethical debate,” Frontiers in Systems Neuroscience,
vol. 8, p. 107, 2014.

[4] A. G. Franke, C. Bonertz, M. Christmann et al., “Non-medical
use of prescription stimulants and illicit use of stimulants for
cognitive enhancement in pupils and students in Germany,”
Pharmacopsychiatry, vol. 44, pp. 60–66, 2011.

[5] A. G. Franke and K. Lieb, “Pharmacological neuroenhance-
ment and brain doping: Chances and risks,” Bundesgesund-
heitsblatt Gesundheitsforschung Gesundheitsschutz, vol. 53,
pp. 853–859, 2010.

[6] K. Lieb, Hirndoping: Warum wir nicht alles schlucken sollten,
Artemis & Winkler, Mannheim, 2010.

[7] C. Bagusat, A. Kunzler, J. Schlecht, A. G. Franke,
A. Chmitorz, and K. Lieb, “Pharmacological neuroenhance-
ment and the ability to recover from stress - a representative
cross-sectional survey among the German population,” Sub-
stance Abuse Treatment, Prevention, and Policy, vol. 13,
p. 37, 2018.

[8] P. Dietz, B. Iberl, E. Schuett, M. van Poppel, R. Ulrich, and
M. C. Sattler, “Prevalence estimates for pharmacological neu-
roenhancement in Austrian university students: its relation to
health-related risk attitude and the framing effect of caffeine
tablets,” Frontiers in Pharmacology, vol. 9, p. 494, 2018.

[9] L. J. Maier, S. Haug, and M. P. Schaub, “The importance of
stress, self-efficacy, and self-medication for pharmacological
neuroenhancement among employees and students,” Drug
and Alcohol Dependence, vol. 156, pp. 221–227, 2015.

[10] P. Dietz, M. Soyka, and A. G. Franke, “Pharmacological neu-
roenhancement in the field of economics-poll results from an
online survey,” Frontiers in Psychology, vol. 7, p. 520, 2016.

[11] C. Coenen, S. Gammel, R. Heil, and A. Woyke, Die Debatte
über “Human Enhancement”, transcript Verlag, Bielefeld,
2010.

[12] E. Hildt, Neuroethik, UTB, 2012.

[13] M. D. Garasic and A. Lavazza, “Moral and social reasons to
acknowledge the use of cognitive enhancers in competitive-
selective contexts,” BMC Medical Ethics, vol. 17, p. 18, 2016.

[14] I. Bard, G. Gaskell, A. Allansdottir et al., “Bottom up ethics-
neuroenhancement in education and employment,” Neu-
roethics, vol. 11, pp. 309–322, 2018.

[15] M. Huber, J. A. Knottnerus, L. Green et al., “How should we
define health?,” BMJ, vol. 343, article d4163, 2011.

[16] A. R. Jadad and L. O’Grady, “How should health be defined?,”
BMJ, vol. 337, article a2900, 2008.

[17] J. S. Larson, “The conceptualization of health,” Medical Care
Research and Review, vol. 56, pp. 123–136, 1999.

[18] “What is health? The ability to adapt,” Lancet, vol. 373,
no. 9666, p. 781, 2009.

[19] M. E. Tinetti and T. Fried, “The end of the disease era,” The
American Journal of Medicine, vol. 116, pp. 179–185, 2004.

[20] J. L. Scully, “What is a disease?,” EMBO Reports, vol. 5,
pp. 650–653, 2004.

[21] J. Schulkin, Allostasis, homeostasis, and the costs of physiolog-
ical adaptation, Cambridge University Press, 2004.

[22] B. S. McEwen, “Interacting mediators of allostasis and allo-
static load: towards an understanding of resilience in aging,”
Metabolism, vol. 52, pp. 10–16, 2003.

[23] B. S. McEwen and J. C. Wingfield, “The concept of allostasis
in biology and biomedicine,” Hormones and Behavior,
vol. 43, pp. 2–15, 2003.

[24] A. Antonovsky, “The life cycle, mental health and the sense of
coherence,” Israel Journal of Psychiatry and Related Sciences,
vol. 22, pp. 273–280, 1985.

[25] N. D. WA, Dorland’s Illustrated Medical Dictionary, WB
Saunders, 28th edition, 1994.

[26] E. J. Campbell, J. G. Scadding, and R. S. Roberts, “The concept
of disease,” British Medical Journal, vol. 2, pp. 757–762, 1979.

[27] K. A. Tikkinen, J. S. Leinonen, G. H. Guyatt, S. Ebrahim, and
T. L. Jarvinen, “What is a disease? Perspectives of the public,
health professionals and legislators,” BMJ Open, vol. 2, no. 6,
article e001632, 2012.

[28] S. Schleim and B. B. Quednow, “How realistic are the scien-
tific assumptions of the neuroenhancement debate? Asses-
sing the pharmacological optimism and neuroenhancement
prevalence hypotheses,” Frontiers in Pharmacology, vol. 9,
p. 3, 2018.

[29] B. J. Partridge, S. K. Bell, J. C. Lucke, S. Yeates, and W. D.
Hall, “Smart drugs “as common as coffee”: media hype about
neuroenhancement,” PLoS One, vol. 6, article e28416, 2011.

[30] L. J. Maier, S. Haug, and M. P. Schaub, “Prevalence of and
motives for pharmacological neuroenhancement in Switzer-
land–results from a national Internet panel,” Addiction,
vol. 111, no. 2, pp. 280–295, 2016.

[31] T. E. Wilens, “The nature of the relationship between atten-
tion-deficit/hyperactivity disorder and substance use,” Jour-
nal of Clinical Psychiatry, vol. 68, Suppementl 11, pp. 4–8,
2007.

[32] T. E. Wilens, L. A. Adler, J. Adams et al., “Misuse and diver-
sion of stimulants prescribed for ADHD: a systematic review
of the literature,” Journal of the American Academy of Child
and Adolescent Psychiatry, vol. 47, pp. 21–31, 2008.

[33] S. Mache, P. Eickenhorst, K. Vitzthum, B. F. Klapp, and
D. A. Groneberg, “Cognitive-enhancing substance use at
German universities: frequency, reasons and gender differ-
ences,” Wiener Medizinische Wochenschrift, vol. 162,
pp. 262–271, 2012.

[34] B. D. Earp, T. Douglas, and J. Savulescu, Moral Neuroen-
hancement, L. S. M. Johnson and K. S. Rommelfanger, Eds.,
The Routledge Handbook of Neuroethics, New York (NY,
2017.

[35] A. L. Svalastog, D. Donev, N. Jahren Kristoffersen, and
S. Gajovic, “Concepts and definitions of health and
health-related values in the knowledge landscapes of the
digital society,” Croatian Medical Journal, vol. 58,
pp. 431–435, 2017.

[36] A. L. Svalastog, J. Allgaier, L. Martinelli, and S. Gajovic, “Dis-
tortion, confusion, and impasses: could a public dialogue
within Knowledge Landscapes contribute to better

21Neural Plasticity



communication and understanding of innovative knowl-
edge?,” Croatian Medical Journal, vol. 55, pp. 54–60, 2014.

[37] S. Gajovic and A. L. Svalastog, “When communicating
health-related knowledge, beware of the black holes of the
knowledge landscapes geography,” Croatian Medical Journal,
vol. 57, pp. 504–509, 2016.

[38] A. L. Svalastog, J. Allgaier, and S. Gajovic, “Navigating knowl-
edge landscapes: on health, science, communication, media,
and society,” Croatian Medical Journal, vol. 56, pp. 321–
323, 2015.

[39] E. J. Vargo and A. Petroczi, ““It was me on a good day”:
exploring the smart drug use phenomenon in England,”
Frontiers in Psychology, vol. 7, p. 779, 2016.

[40] J. Goodman, P. E. Lovejoy, and A. Sherratt, Consuming
habits: global and historical perspectives on how cultures
define drugs, Routledge, New York, NY, 1996.

[41] M. J. Howes and P. J. Houghton, “Plants used in Chinese and
Indian traditional medicine for improvement of memory and
cognitive function,” Pharmacology Biochemistry and Behav-
ior, vol. 75, pp. 513–527, 2003.

[42] H. Greely, B. Sahakian, J. Harris et al., “Towards responsible
use of cognitive-enhancing drugs by the healthy,” Nature,
vol. 456, pp. 702–705, 2008.

[43] M. J. Farah, M. E. Smith, I. Ilieva, and R. H. Hamilton, “Cog-
nitive enhancement,”Wiley Interdisciplinary Reviews: Cogni-
tive Science, vol. 5, pp. 95–103, 2014.

[44] S. Kaye and S. Darke, “The diversion and misuse of pharma-
ceutical stimulants: what do we know and why should we
care?,” Addiction, vol. 107, pp. 467–477, 2012.

[45] R. L. Dupont, J. J. Coleman, R. H. Bucher, and B. B. Wilford,
“Characteristics and motives of college students who engage
in nonmedical use of methylphenidate,” American Journal
on Addictions, vol. 17, pp. 167–171, 2008.

[46] G. M. Bright, “Abuse of medications employed for the treat-
ment of ADHD: results from a large-scale community sur-
vey,” Medscape Journal of Medicine, vol. 10, p. 111, 2008.

[47] D. L. Rabiner, A. D. Anastopoulos, E. J. Costello, R. H. Hoyle,
S. E. McCabe, and H. S. Swartzwelder, “Themisuse and diver-
sion of prescribed ADHD medications by college students,”
Journal of Attention Disorders, vol. 13, pp. 144–153, 2009.

[48] E. Silins, J. Copeland, and P. Dillon, “Patterns and harms of
pharmaceutical drug use among ecstasy users in Australia,”
Adicciones, vol. 21, no. 4, pp. 347–362, 2009.

[49] S. P. Barrett, C. Darredeau, L. E. Bordy, and R. O. Pihl, “Char-
acteristics of methylphenidate misuse in a university student
sample,” Canadian Journal of Psychiatry, vol. 50, pp. 457–
461, 2005.

[50] L. J. Maier, J. A. Ferris, and A. R. Winstock, “Pharmacological
cognitive enhancement among non-ADHD individuals-A
cross-sectional study in 15 countries,” International Journal
of Drug Policy, vol. 58, pp. 104–112, 2018.

[51] S. V. Faraone, A. L. Rostain, C. B. Montano, O. Mason, K. M.
Antshel, and J. H. Newcorn, “Systematic review: nonmedical
use of prescription stimulants: risk factors, outcomes, and
risk reduction strategies,” Journal of the American Academy
of Child and Adolescent Psychiatry, vol. 59, no. 1, pp. 100–
112, 2020.

[52] C. D. Advokat, D. Guidry, and L. Martino, “Licit and illicit
use of medications for Attention-Deficit Hyperactivity Disor-
der in undergraduate college students,” Journal of American
College Health, vol. 56, pp. 601–606, 2008.

[53] A. M. Arria, K. M. Caldeira, K. E. O'Grady, K. B. Vincent,
E. P. Johnson, and E. D. Wish, “Nonmedical use of prescrip-
tion stimulants among college students: associations with
attention-deficit-hyperactivity disorder and polydrug use,”
Pharmacotherapy, vol. 28, pp. 156–169, 2008.

[54] N. Bavarian, B. R. Flay, P. L. Ketcham, and E. Smit, “Illicit use
of prescription stimulants in a college student sample: a
theory-guided analysis,” Drug and Alcohol Dependence,
vol. 132, pp. 665–673, 2013.

[55] A. Desantis, S. M. Noar, and E. M. Webb, “Nonmedical
ADHD stimulant use in fraternities,” Journal of Studies on
Alcohol and Drugs Drugs, vol. 70, no. 6, pp. 952–954, 2009.

[56] A. DeSantis, S. M. Noar, and E. M. Webb, “Speeding through
the frat house: a qualitative exploration of nonmedical
ADHD stimulant use in fraternities,” Journal of Drug Educa-
tion, vol. 40, pp. 157–171, 2010.

[57] A. D. DeSantis, E. M. Webb, and S. M. Noar, “Illicit use of
prescription ADHDmedications on a college campus: a mul-
timethodological approach,” Journal of American College
Health, vol. 57, no. 3, pp. 315–324, 2008.

[58] K. M. Hall, M. M. Irwin, K. A. Bowman, W. Frankenberger,
and D. C. Jewett, “Illicit use of prescribed stimulant medica-
tion among college students,” Journal of American College
Health, vol. 53, pp. 167–174, 2005.

[59] A. L. Peterkin, C. C. Crone, M. J. Sheridan, and T. N. Wise,
“Cognitive performance enhancement: misuse or self-treat-
ment?,” Journal of Attention Disorders, vol. 15, pp. 263–268,
2011.

[60] C. J. Teter, S. E. McCabe, K. LaGrange, J. A. Cranford, and
C. J. Boyd, “Illicit use of specific prescription stimulants
among college students: prevalence, motives, and routes of
administration,” Pharmacotherapy, vol. 26, pp. 1501–1510,
2006.

[61] A. Habibzadeh, M. Alizadeh, A. Malek, L. Maghbooli, M. M.
Shoja, and K. Ghabili, “Illicit methylphenidate use among
Iranian medical students: prevalence and knowledge,” Drug
Design, Development and Therapy, vol. 5, pp. 71–76, 2011.

[62] G. Verdi, L. L. Weyandt, and B. M. Zavras, “Non-medical
prescription stimulant use in graduate students: relationship
with academic self-efficacy and psychological variables,”
Journal of Attention Disorders, vol. 20, no. 9, pp. 741–753,
2016.

[63] D. L. Rabiner, A. D. Anastopoulos, E. J. Costello, R. H. Hoyle,
S. E. McCabe, and H. S. Swartzwelder, “Motives and per-
ceived consequences of nonmedical ADHD medication use
by college students: are students treating themselves for
attention problems?,” Journal of Attention Disorders,
vol. 13, pp. 259–270, 2009.

[64] K. Benson, D. T. Woodlief, K. Flory, E. R. Siceloff,
K. Coleman, and A. Lamont, “Is ADHD, independent of
ODD, associated with whether and why college students mis-
use stimulant medication?,” Experimental and Clinical Psy-
chopharmacology, vol. 26, pp. 476–487, 2018.

[65] L. L. Weyandt, G. Janusis, K. G. Wilson et al., “Nonmedical
prescription stimulant use among a sample of college stu-
dents: relationship with psychological variables,” Journal of
Attention Disorders, vol. 13, pp. 284–296, 2009.

[66] J. P. Tuttle, N. E. Scheurich, and J. Ranseen, “Prevalence of
ADHD diagnosis and nonmedical prescription stimulant
use in medical students,” Academic Psychiatry, vol. 34,
pp. 220–223, 2010.

22 Neural Plasticity



[67] C. J. Teter, S. E. McCabe, J. A. Cranford, C. J. Boyd, and S. K.
Guthrie, “Prevalence and motives for illicit use of prescrip-
tion stimulants in an undergraduate student sample,” Journal
of American College Health, vol. 53, pp. 253–262, 2005.

[68] M. L. Stock, D. M. Litt, V. Arlt, L. M. Peterson, and
J. Sommerville, “The prototype/willingness model, academic
versus health-risk information, and risk cognitions associated
with nonmedical prescription stimulant use among college
students,” British Journal of Health Psychology, vol. 18,
pp. 490–507, 2013.

[69] A. D. McNiel, K. B. Muzzin, J. P. DeWald et al., “The non-
medical use of prescription stimulants among dental and
dental hygiene students,” Journal of Drug Education,
vol. 75, pp. 365–376, 2011.

[70] L. M. Garnier-Dykstra, K. M. Caldeira, K. B. Vincent, K. E.
O'Grady, and A. M. Arria, “Nonmedical use of prescription
stimulants during college: four-year trends in exposure
opportunity, use, motives, and sources,” Journal of American
College Health, vol. 60, pp. 226–234, 2012.

[71] S. P. Novak, L. A. Kroutil, R. L. Williams, and D. L. Van
Brunt, “The nonmedical use of prescription ADHD medica-
tions: results from a national Internet panel,” Substance
Abuse Treatment, Prevention, and Policy, vol. 2, p. 32, 2007.

[72] T. A. Cassidy, S. Varughese, L. Russo, S. H. Budman, T. A.
Eaton, and S. F. Butler, “Nonmedical use and diversion of
ADHD stimulants among U.S. adults ages 18-49: a national
internet survey,” Journal of Attention Disorders, vol. 19,
pp. 630–640, 2015.

[73] A. R. Gallucci, R. J. Martin, and S. L. Usdan, “The diversion of
stimulant medications among a convenience sample of col-
lege students with current prescriptions,” Psychology of
Addictive Behaviors, vol. 29, pp. 154–161, 2015.

[74] C. M. Hartung, W. H. Canu, C. S. Cleveland et al., “Stimulant
medication use in college students: comparison of appropri-
ate users, misusers, and nonusers,” Psychology of Addictive
Behaviors, vol. 27, pp. 832–840, 2013.

[75] T. Pham, R. Milanaik, A. Kaplan, H. Papaioannou, and
A. Adesman, “Household diversion of prescription stimu-
lants: medication misuse by parents of children with atten-
tion-deficit/hyperactivity disorder,” Journal of Child and
Adolescent Psychopharmacology, vol. 27, pp. 741–746, 2017.

[76] A. Jeffers, E. G. Benotsch, and S. Koester, “Misuse of prescrip-
tion stimulants for weight loss, psychosocial variables, and
eating disordered behaviors,” Appetite, vol. 65, pp. 8–13,
2013.

[77] A. J. Jeffers and E. G. Benotsch, “Non-medical use of pre-
scription stimulants for weight loss, disordered eating, and
body image,” Eating Behaviors, vol. 15, pp. 414–418, 2014.

[78] W. M. Compton, B. Han, C. Blanco, K. Johnson, and C. M.
Jones, “Prevalence and correlates of prescription stimulant
use, misuse, use disorders, and motivations for misuse among
adults in the United States,” American Journal of Psychiatry,
vol. 175, pp. 741–755, 2018.

[79] E. L. Gibbs, A. E. Kass, D. M. Eichen, E. E. Fitzsimmons-
Craft, M. Trockel, and D. E. Wilfley, “Attention-deficit/hy-
peractivity disorder-specific stimulant misuse, mood, anxiety,
and stress in college-age women at high risk for or with eating
disorders,” Journal of American College Health, vol. 64,
pp. 300–308, 2016.

[80] A. M. Arria, H. C. Wilcox, K. M. Caldeira, K. B. Vincent,
L. M. Garnier-Dykstra, and K. E. O’Grady, “Dispelling the
myth of “smart drugs”: cannabis and alcohol use problems

predict nonmedical use of prescription stimulants for study-
ing,” Addictive Behaviors, vol. 38, pp. 1643–1650, 2013.

[81] DAK, DAK Gesundheitsreport, Medhochzwei, 2009.
[82] DAK, DAK-Gesundheitsreport, Medhochzwei, 2015.
[83] T. Tomazic and A. K. Celofiga, “Ethical aspects of the abuse

of pharmaceutical enhancements by healthy people in the
context of improving cognitive functions,” Philosophy, Ethics,
and Humanities in Medicine, vol. 14, p. 7, 2019.

[84] S. Lord, G. Downs, P. Furtaw et al., “Nonmedical use of pre-
scription opioids and stimulants among student pharma-
cists,” Journal of the American Pharmacists Association
(2003), vol. 49, pp. 519–528, 2009.

[85] C. J. Teter, S. E. McCabe, C. J. Boyd, and S. K. Guthrie, “Illicit
methylphenidate use in an undergraduate student sample:
prevalence and risk factors,” Pharmacotherapy, vol. 23,
pp. 609–617, 2003.

[86] S. E. McCabe and C. J. Teter, “Drug use related problems
among nonmedical users of prescription stimulants: a web-
based survey of college students from a Midwestern univer-
sity,” Drug and Alcohol Dependence, vol. 91, pp. 69–76, 2007.

[87] E. G. Benotsch, S. Koester, D. Luckman, A. M. Martin, and
A. Cejka, “Non-medical use of prescription drugs and sexual
risk behavior in young adults,” Addictive Behaviors, vol. 36,
pp. 152–155, 2011.

[88] C. Poulin, “Medical and nonmedical stimulant use among
adolescents: from sanctioned to unsanctioned use,” CMAJ,
vol. 165, no. 8, pp. 1039–1044, 2001.

[89] K. B. Kaloyanides, S. E. McCabe, J. A. Cranford, and C. J.
Teter, “Prevalence of illicit use and abuse of prescription
stimulants, alcohol, and other drugs among college students:
relationship with age at initiation of prescription stimulants,”
Pharmacotherapy, vol. 27, no. 5, pp. 666–674, 2007.

[90] B. Jardin, A. Looby, and M. Earleywine, “Characteristics of
college students with attention-deficit hyperactivity disorder
symptoms who misuse their medications,” Journal of Ameri-
can College Health, vol. 59, pp. 373–377, 2011.

[91] C. Normann and M. Berger, “Neuroenhancement: status quo
and perspectives,” European Archives of Psychiatry and Clin-
ical Neuroscience, vol. 258, Supplement 5, pp. 110–114, 2008.

[92] C. Normann, J. Boldt, G. Maio, and M. Berger, “Options,
limits and ethics of pharmacological neuroenhancement,”
Nervenarzt, vol. 81, pp. 66–74, 2010.

[93] G. Paslakis, F. Kiefer, A. Diehl, B. Alm, and E. Sobanski,
“Methylphenidate. Therapy option for adults with ADHD
and comorbid substance use disorder?,” Nervenarzt, vol. 81,
pp. 277–288, 2010.

[94] E. Middendorff and J. Poskowsky, “Hirndoping bei Studier-
enden in Deutschland,” in Hirndoping-Der große Schwindel,
R. Gaßmann, M. Merchelewicz, and A. Koeppe, Eds., p. 12,
Betz Juventa, Weinheim, BAsel, 2013.

[95] E. Middendorff, J. Poskowsky, and W. Isserstedt, Formen der
Stresskompensation und Leistungssteigerung bei Studieren-
den, Hochschul-Informations-System GmbH, Hannover,
2012.

[96] RKI, Kolibri-Studie zum Konsum leistungsbeeinflussender
Mittel in Alltag und Freizeit - Ergebnisbericht, RKI, Berlin,
2011.

[97] M. J. Barratt, J. A. Ferris, R. Zahnow, J. J. Palamar, L. J. Maier,
and A. R. Winstock, “Moving on from representativeness:
testing the utility of the Global Drug Survey,” Substance
Abuse, vol. 11, 2017.

23Neural Plasticity



[98] G. D. Bjarnadottir, H. M. Haraldsson, B. O. Rafnar et al.,
“Prevalent intravenous abuse of methylphenidate among
treatment-seeking patients with substance abuse disorders: a
descriptive population-based study,” Journal of Addiction
Medicine, vol. 9, pp. 188–194, 2015.

[99] D. J. Heal, S. C. Cheetham, and S. L. Smith, “The neuro-
pharmacology of ADHD drugs in vivo: insights on efficacy
and safety,” Neuropharmacology, vol. 57, pp. 608–618,
2009.

[100] K. E. Bogle and B. H. Smith, “Illicit methylphenidate use: a
review of prevalence, availability, pharmacology, and conse-
quences,” Current Drug Abuse Reviews, vol. 2, pp. 157–176,
2009.

[101] J. T. Sharp and L. A. Rosén, “Recreational stimulant use
among college students,” Journal of Substance Use, vol. 12,
pp. 71–82, 2007.

[102] C. J. Musser, P. A. Ahmann, F. W. Theye, P. Mundt, S. K.
Broste, and N. Mueller-Rizner, “Stimulant use and the poten-
tial for abuse in Wisconsin as reported by school administra-
tors and longitudinally followed children,” Journal of
Developmental and Behavioral Pediatrics, vol. 19, pp. 187–
192, 1998.

[103] C. Poulin, “From attention-deficit/hyperactivity disorder to
medical stimulant use to the diversion of prescribed stimu-
lants to non-medical stimulant use: connecting the dots,”
Addiction, vol. 102, pp. 740–751, 2007.

[104] T. E. Wilens, M. Gignac, A. Swezey, M. C. Monuteaux, and
J. Biederman, “Characteristics of adolescents and young
adults with ADHD who divert or misuse their prescribed
medications,” Journal of the American Academy of Child
and Adolescent Psychiatry, vol. 45, pp. 408–414, 2006.

[105] S. E. McCabe, C. J. Teter, and C. J. Boyd, “The use, misuse and
diversion of prescription stimulants among middle and high
school students,” Substance Use & Misuse, vol. 39,
pp. 1095–1116, 2004.

[106] H. P. Upadhyaya, K. Rose, W. Wang et al., “Attention-defi-
cit/hyperactivity disorder, medication treatment, and sub-
stance use patterns among adolescents and young adults,”
Journal of Child and Adolescent Psychopharmacology,
vol. 15, pp. 799–809, 2005.

[107] C. Darredeau, S. P. Barrett, B. Jardin, and R. O. Pihl, “Patterns
and predictors of medication compliance, diversion, and mis-
use in adult prescribed methylphenidate users,” Human Psy-
chopharmacology, vol. 22, pp. 529–536, 2007.

[108] L. M. Garnier, A. M. Arria, K. M. Caldeira, K. B. Vincent,
K. E. O’Grady, and E. D. Wish, “Sharing and selling of pre-
scription medications in a college student sample,” Journal
of Clinical Psychiatry, vol. 71, pp. 262–269, 2010.

[109] M. A. Herman-Stahl, C. P. Krebs, L. A. Kroutil, and D. C.
Heller, “Risk and protective factors for methamphetamine
use and nonmedical use of prescription stimulants among
young adults aged 18 to 25,” Addictive Behaviors, vol. 32,
pp. 1003–1015, 2007.

[110] S. V. Faraone and H. P. Upadhyaya, “The effect of stimulant
treatment for ADHD on later substance abuse and the poten-
tial for medication misuse, abuse, and diversion,” Journal of
Clinical Psychiatry, vol. 68, no. 11, p. e28, 2007.

[111] B. P.White, K. A. Becker-Blease, and K. Grace-Bishop, “Stim-
ulant medication use, misuse, and abuse in an undergraduate
and graduate student sample,” Journal of American College
Health, vol. 54, pp. 261–268, 2006.

[112] A. G. Franke, C. Papenburg, E. Schotten, P. B. Reiner, and
K. Lieb, “Attitudes towards prescribing cognitive enhancers
among primary care physicians in Germany,” BMC Family
Practice, vol. 15, p. 3, 2014.

[113] H. Zhao, S. Muthupandi, and S. Kumara, “Managing illicit
online pharmacies: web analytics and predictive models
study,” Journal of Medical Internet Research, vol. 22, article
e17239, 2020.

[114] ePharmacy Market, “Transparency Market Research,” 2015,
http://www.transparencymarketresearch.com/epharmacies-
market.html.

[115] B. A. Liang and T. K. Mackey, “Prevalence and Global Health
implications of social media in direct-to-consumer drug
advertising,” Journal of Medical Internet Research, vol. 13,
p. e64, 2011.

[116] B. S. Quon, R. Firszt, and M. J. Eisenberg, “A comparison of
brand-name drug prices between Canadian-based Internet
pharmacies and major U.S. drug chain pharmacies,” Annals
of Internal Medicine, vol. 143, pp. 397–403, 2005.

[117] B. A. Liang and T. K. Mackey, “Online availability and safety
of drugs in shortage: a descriptive study of internet vendor
characteristics,” Journal of Medical Internet Research,
vol. 14, p. e27, 2012.

[118] T. K. Mackey, P. Aung, and B. A. Liang, “Illicit Internet avail-
ability of drugs subject to recall and patient safety conse-
quences,” International Journal of Clinical Pharmacy,
vol. 37, no. 6, pp. 1076–1085, 2015.

[119] “The Internet Pharmacy Market in 2016: Trends, Challenges
and Opportunities,” 2016, https://safemedsonline.org/
resource/the-internet-pharmacy-market-in-2016-trends-
challenges-and-opportunities/.

[120] A. B. Jena and D. P. Goldman, “Growing Internet use may
help explain the rise in prescription drug abuse in the United
States,” Health Affairs, vol. 30, no. 6, pp. 1192–1199, 2011.

[121] A. B. Jena, D. P. Goldman, S. E. Foster, and J. A. Califano Jr.,
“Prescription medication abuse and illegitimate internet-
based pharmacies,” Annals of Internal Medicine, vol. 155,
no. 12, pp. 848–850, 2011.

[122] B. Iglseder, “Doping for the brain,” Zeitschrift für Gerontolo-
gie und Geriatrie, vol. 51, no. 2, pp. 143–148, 2018.

[123] T. A. Mulderink, D. R. Gitelman, M. M. Mesulam, and T. B.
Parrish, “On the use of caffeine as a contrast booster for
BOLD fMRI studies,” NeuroImage, vol. 15, no. 1, pp. 37–44,
2002.

[124] J. L. Temple, C. Bernard, S. E. Lipshultz, J. D. Czachor, J. A.
Westphal, and M. A. Mestre, “The safety of ingested caffeine:
a comprehensive review,” Frontiers in Psychiatry, vol. 8, p. 80,
2017.

[125] K. F. Foley, “Mechanism of action and therapeutic uses of
psychostimulants,” Clinical Laboratory Science, vol. 18,
no. 2, pp. 107–113, 2005.

[126] F. Paolo Busardò, C. Kyriakou, L. Cipolloni, S. Zaami, and
P. Frati, “From clinical application to cognitive enhancement:
the example of methylphenidate,” Current Neuropharmacol-
ogy, vol. 14, no. 1, pp. 17–27, 2016.

[127] M. D. Rosenberg, S. Zhang, W. T. Hsu et al., “Methylpheni-
date modulates functional network connectivity to enhance
attention,” Journal of Neuroscience, vol. 36, no. 37,
pp. 9547–9557, 2016.

[128] M. U. Allroggen, P. T. Udvardi, P. L. Pleuer, M. Kölch, J. M.
Fegert, and A. G. Ludolph, “Langzeiteffekte von

24 Neural Plasticity

http://www.transparencymarketresearch.com/epharmacies-market.html
http://www.transparencymarketresearch.com/epharmacies-market.html
https://safemedsonline.org/resource/the-internet-pharmacy-market-in-2016-trends-challenges-and-opportunities/
https://safemedsonline.org/resource/the-internet-pharmacy-market-in-2016-trends-challenges-and-opportunities/
https://safemedsonline.org/resource/the-internet-pharmacy-market-in-2016-trends-challenges-and-opportunities/


Psychostimulanzien-Welche Auswirkungen sind uns aus
prä-/klinischen Studien bekannt,” Psychopharmakotherapie,
vol. 17, p. 7, 2010.

[129] T. Grund, K. Lehmann, N. Bock, A. Rothenberger, and
G. Teuchert-Noodt, “Influence of methylphenidate on brain
development–an update of recent animal experiments,”
Behavioral and Brain Functions, vol. 2, no. 1, p. 2, 2006.

[130] U. P. Schwabe and D. Arzneimittelverordnungs-Report,
“Aktuelle Daten,” Kosten, Trends und Kommentare,
vol. 2009, 2009.

[131] U. P. Schwabe and D. Arzneimittelverordnungs-Report,
“Aktuelle Zahlen,” Kosten, Trends und Kommentare,
vol. 2015, 2015.

[132] I. Schubert and G. Lehmkuhl, “The natural course and treat-
ment of ADHD, and its place in adulthood,” Deutsches Ärzte-
blatt International, vol. 114, no. 9, pp. 139-140, 2017.

[133] S. Dalsgaard, S. D. Ostergaard, J. F. Leckman, P. B. Morten-
sen, and M. G. Pedersen, “Mortality in children, adolescents,
and adults with attention deficit hyperactivity disorder: a
nationwide cohort study,” The Lancet, vol. 385, no. 9983,
pp. 2190–2196, 2015.

[134] M. Zwi, P. Ramchandani, and C. Joughin, “Evidence and
belief in ADHD,” BMJ, vol. 321, no. 7267, pp. 975-976, 2000.

[135] S. Gottlieb, “1.6 million elementary school children have
ADHD, says report,” BMJ, vol. 324, no. 7349, p. 1296, 2002.

[136] R. Moynihan, “Drug firms hype disease as sales ploy, industry
chief claims,” BMJ, vol. 324, no. 7342, p. 867, 2002.

[137] R. Moynihan, I. Heath, and D. Henry, “Selling sickness: the
pharmaceutical industry and disease mongering,” BMJ,
vol. 324, no. 7342, pp. 886–891, 2002.

[138] C. J. Bachmann, A. Philipsen, and F. Hoffmann, “ADHD in
Germany: trends in diagnosis and pharmacotherapy,”
Deutsches Aerzteblatt Online, vol. 114, pp. 141–148, 2017.

[139] L. J. Maier, M. E. Liechti, F. Herzig, and M. P. Schaub, “To
dope or not to dope: neuroenhancement with prescription
drugs and drugs of abuse among Swiss university students,”
PLoS One, vol. 8, no. 11, article e77967, 2013.

[140] I. Singh, I. Bard, and J. Jackson, “Robust resilience and sub-
stantial interest: a survey of pharmacological cognitive
enhancement among university students in the UK and Ire-
land,” PLoS One, vol. 9, no. 10, article e105969, 2014.

[141] L. J. Maier, M. D. Wunderli, M. Vonmoos et al., “Pharmaco-
logical cognitive enhancement in healthy individuals: a com-
pensation for cognitive deficits or a question of personality?,”
PLoS One, vol. 10, no. 6, article e0129805, 2015.

[142] E. J. Khantzian, “The self-medication hypothesis of substance
use disorders: a reconsideration and recent applications,”
Harvard Review of Psychiatry, vol. 4, no. 5, pp. 231–244, 1997.

[143] R. M. Scheffler, S. P. Hinshaw, S. Modrek, and P. Levine, “The
global market for ADHD medications,” Health Affairs,
vol. 26, no. 2, pp. 450–457, 2007.

[144] I. Singh, A. M. Filipe, I. Bard, M. Bergey, and L. Baker, “Glob-
alization and cognitive enhancement: emerging social and
ethical challenges for ADHD clinicians,” Current Psychiatry
Reports, vol. 15, no. 9, p. 385, 2013.

[145] A. M. Hamed, A. J. Kauer, and H. E. Stevens, “Why the diag-
nosis of attention deficit hyperactivity disorder matters,”
Frontiers in Psychiatry, vol. 6, p. 168, 2015.

[146] G. V. Polanczyk, E. G. Willcutt, G. A. Salum, C. Kieling, and
L. A. Rohde, “ADHD prevalence estimates across three
decades: an updated systematic review and meta-regression

analysis,” International Journal of Epidemiology, vol. 43,
no. 2, pp. 434–442, 2014.

[147] M. Lecendreux, E. Konofal, and S. V. Faraone, “Prevalence of
attention deficit hyperactivity disorder and associated fea-
tures among children in France,” Journal of Attention Disor-
ders, vol. 15, no. 6, pp. 516–524, 2010.

[148] P. Conrad andM. R. Bergey, “The impending globalization of
ADHD: notes on the expansion and growth of a medicalized
disorder,” Social Science & Medicine, vol. 122, pp. 31–43,
2014.

[149] L. Castle, R. E. Aubert, R. R. Verbrugge, M. Khalid, and R. S.
Epstein, “Trends in medication treatment for ADHD,” Jour-
nal of Attention Disorders, vol. 10, no. 4, pp. 335–342, 2016.

[150] P. D. Riggs, T. Winhusen, R. D. Davies et al., “Randomized
Controlled Trial of Osmotic-Release Methylphenidate With
Cognitive- Behavioral Therapy in Adolescents With Atten-
tion-Deficit/Hyperactivity Disorder and Substance Use Dis-
orders,” Journal of the American Academy of Child &
Adolescent Psychiatry, vol. 50, no. 9, pp. 903–914, 2011.

[151] O. C. Banjo, R. Nadler, and P. B. Reiner, “Physician attitudes
towards pharmacological cognitive enhancement: safety con-
cerns are paramount,” PLoS One, vol. 5, no. 12, article e14322,
2010.

[152] T. D. Hotze, K. Shah, E. E. Anderson, and M. K. Wynia,
““Doctor, Would You Prescribe a Pill to Help Me … ?” A
National Survey of Physicians on Using Medicine for Human
Enhancement,” The American Journal of Bioethics, vol. 11,
no. 1, pp. 3–13, 2011.

[153] R. Ott, C. Lenk, N. Miller, B. Neuhaus, and N. Biller-
Andorno, “Neuroenhancement - perspectives of Swiss psy-
chiatrists and general practitioners,” Swiss Medical Weekly,
vol. 142, p. w13707, 2012.

[154] M. D. Varga, “Adderall abuse on college campuses: a compre-
hensive literature review,” Journal of Evidence-Based Social
Work, vol. 9, no. 3, pp. 293–313, 2012.

[155] M. J. Farah, C. Haimm, G. Sankoorikal, M. E. Smith, and
A. Chatterjee, “When we enhance cognition with Adderall,
do we sacrifice creativity? A preliminary study,” Journal of
Evidence-Based Social Work, vol. 202, no. 1-3, pp. 541–547,
2009.

[156] M. Husain and M. A. Mehta, “Cognitive enhancement by
drugs in health and disease,” Trends in Cognitive Sciences,
vol. 15, no. 1, pp. 28–36, 2011.

[157] M. J. Minzenberg and C. S. Carter, “Modafinil: a review of
neurochemical actions and effects on cognition,” Neuropsy-
chopharmacology, vol. 33, no. 7, pp. 1477–1502, 2008.

[158] J. S. Ballon and D. Feifel, “A systematic review of Modafinil,”
The Journal of Clinical Psychiatry, vol. 67, no. 4, pp. 554–566,
2006.

[159] J. J. Mariani and C. L. Hart, “Psychosis associated with mod-
afinil and shift work,” American Journal of Psychiatry,
vol. 162, no. 10, article 1983, 2005.

[160] A. L. Pelissier-Alicot, M. D. Piercecchi-Marti, C. Bartoli et al.,
“Abusive prescription of psychostimulants: a study of two
cases,” Journal of Forensic Sciences, vol. 51, no. 2, pp. 407–
410, 2006.

[161] R. Esposito, F. Cilli, V. Pieramico et al., “Acute effects of mod-
afinil on brain resting state networks in young healthy sub-
jects,” PLoS One, vol. 8, no. 7, article e69224, 2013.

[162] D. Repantis, O. Laisney, and I. Heuser, “Acetylcholinesterase
inhibitors and memantine for neuroenhancement in healthy

25Neural Plasticity



individuals: a systematic review,” Pharmacological Research,
vol. 61, no. 6, pp. 473–481, 2010.

[163] R. M. Battleday and A. K. Brem, “Modafinil for cognitive neu-
roenhancement in healthy non-sleep-deprived subjects: a
systematic review,” European Neuropsychopharmacology,
vol. 26, no. 2, p. 391, 2016.

[164] Z. A. Cope, A. Minassian, D. Kreitner et al., “Modafinil
improves attentional performance in healthy, non-sleep
deprived humans at doses not inducing hyperarousal across
species,” Neuropharmacology, vol. 125, pp. 254–262, 2017.

[165] A. Schmidt, F. Muller, P. C. Dolder et al., “Acute effects of
methylphenidate, modafinil, and MDMA on negative emo-
tion processing,” International Journal of Neuropsychophar-
macology, vol. 21, no. 4, pp. 345–354, 2018.

[166] W. Wilms, M. Woźniak-Karczewska, P. F. Corvini, and
L. Chrzanowski, “Nootropic drugs: methylphenidate, moda-
finil and piracetam - population use trends, occurrence in
the environment, ecotoxicity and removal methods - a
review,” Chemosphere, vol. 233, pp. 771–785, 2019.

[167] L. Flicker and J. Grimley Evans, “Piracetam for dementia or
cognitive impairment,” Cochrane Database of Systematic
Reviews, no. article CD001011, 2004.

[168] K. C. Morasch, C. L. Aaron, J. E. Moon, and R. K. Gordon,
“Physiological and neurobehavioral effects of cholinesterase
inhibition in healthy adults,” Physiology & Behavior,
vol. 138, pp. 165–172, 2015.

[169] J. H. Balsters, R. G. O'Connell, M. P. Martin et al., “Donepezil
impairs memory in healthy older subjects: behavioural, EEG
and simultaneous EEG/fMRI biomarkers,” PLoS One, vol. 6,
no. 9, article e24126, 2011.

[170] G. Yang, Y. Wang, J. Sun, K. Zhang, and J. Liu, “Ginkgo
Biloba for Mild cognitive impairment and Alzheimer’s dis-
ease: a systematic review and meta-analysis of randomized
controlled trials,” Current Topics in Medicinal Chemistry,
vol. 16, no. 5, pp. 520–528, 2016.

[171] A. Kampkotter, T. Pielarski, R. Rohrig et al., “The Ginkgo
biloba extract EGb761 reduces stress sensitivity, ROS accu-
mulation and expression of catalase and glutathione S-trans-
ferase 4 in Caenorhabditis elegans,” Pharmacological
Research, vol. 55, no. 2, pp. 139–147, 2007.

[172] J. Kehr, S. Yoshitake, S. Ijiri, E. Koch, M. Nöldner, and
T. Yoshitake, “Ginkgo bilobaleaf extract (EGb 761®) and its
specific acylated flavonol constituents increase dopamine
and acetylcholine levels in the rat medial prefrontal cortex:
possible implications for the cognitive enhancing properties
of EGb 761®,” International Psychogeriatrics, vol. 24, Supple-
ment 1, pp. S25–S34, 2012.

[173] Charles Ramassamy, Fanny Longpre, and Yves Christen,
“Ginkgo biloba extract (EGb 761) in Alzheimer’s disease: is
there any evidence?,” Current Alzheimer Research, vol. 4,
no. 3, pp. 253–262, 2007.

[174] J. Birks and J. Grimley Evans, “Ginkgo biloba for cognitive
impairment and dementia,” Cochrane Database of Systematic
Reviews, no. article CD003120, 2009.

[175] B. Vellas, N. Coley, P. J. Ousset et al., “Long-term use of stan-
dardised ginkgo biloba extract for the prevention of Alzhei-
mer's disease (GuidAge): a randomised placebo-controlled
trial,” The Lancet Neurology, vol. 11, no. 10, pp. 851–859,
2012.

[176] M. Hashiguchi, Y. Ohta, M. Shimizu, J. Maruyama, and
M. Mochizuki, “Meta-analysis of the efficacy and safety of

Ginkgo biloba extract for the treatment of dementia,” Journal
of Pharmaceutical Health Care and Sciences, vol. 1, no. 1,
p. 14, 2015.

[177] Q. Yuan, C. W. Wang, J. Shi, and Z. X. Lin, “Effects of Ginkgo
biloba on dementia: An overview of systematic reviews,”
Journal of Ethnopharmacology, vol. 195, pp. 1–9, 2017.

[178] E. Masliah and E. Diez-Tejedor, “The pharmacology of neu-
rotrophic treatment with Cerebrolysin: brain protection and
repair to counteract pathologies of acute and chronic neuro-
logical disorders,” Drugs of today (Barcelona, Spain: 1998),
vol. 48, Supplement A, pp. 3–24, 2012.

[179] J. Marschallinger, I. Schäffner, B. Klein et al., “Structural and
functional rejuvenation of the aged brain by an approved
anti-asthmatic drug,” Nature Communications, vol. 6, no. 1,
article 8466, 2015.

[180] R. L. Kane, M. Butler, H. A. Fink et al., In Interventions to Pre-
vent Age-Related Cognitive Decline, Mild Cognitive Impair-
ment, and Clinical Alzheimer’s-Type Dementia, Rockville
(MD), 2017.

[181] S. R. Counsell, “2015 updated AGS Beers Criteria offer guide
for safer medication use among older adults,” Geriatric Nurs-
ing, vol. 36, no. 6, pp. 488-489, 2015.

[182] A. J. Davidoff, G. E. Miller, E. M. Sarpong, E. Yang, N. Brandt,
and D. M. Fick, “Prevalence of potentially inappropriate
medication use in older adults using the 2012 Beers criteria,”
Journal of the American Geriatrics Society, vol. 63, no. 3,
pp. 486–500, 2015.

[183] S. Holt, S. Schmiedl, and P. A. Thürmann, “Potentially inap-
propriate medications in the Elderly,” Deutsches Aerzteblatt
Online, vol. 107, pp. 543–551, 2010.

[184] S. Rognstad, M. Brekke, A. Fetveit, O. Spigset, T. B. Wyller,
and J. Straand, “The Norwegian General Practice (NORGEP)
criteria for assessing potentially inappropriate prescriptions
to elderly patients. A modified Delphi study,” Scandinavian
Journal of Primary Health Care, vol. 27, no. 3, pp. 153–159,
2009.

[185] M. L. Laroche, J. P. Charmes, and L. Merle, “Potentially inap-
propriate medications in the elderly: a French consensus
panel list,” European Journal of Clinical Pharmacology,
vol. 63, no. 8, pp. 725–731, 2007.

[186] N. S. Park, Y. Jang, and D. A. Chiriboga, “Willingness to use
mental health counseling and antidepressants in older
Korean Americans: the role of beliefs and stigma about
depression,” Ethnicity & Health, vol. 23, no. 1, pp. 97–110,
2016.

[187] C. J. Bachmann, L. Aagaard, M. Burcu et al., “Trends and pat-
terns of antidepressant use in children and adolescents from
five western countries, 2005-2012,” European Neuropsycho-
pharmacology, vol. 26, no. 3, pp. 411–419, 2016.

[188] A. Lukmanji, T. Pringsheim, A. G. Bulloch et al., “Antide-
pressant prescriptions, including tricyclics, continue to
increase in Canadian children,” Journal of Child and Ado-
lescent Psychopharmacology, vol. 30, no. 6, pp. 381–388,
2020.

[189] E. A. Karanges, C. P. Stephenson, and I. S. McGregor, “Lon-
gitudinal trends in the dispensing of psychotropic medica-
tions in Australia from 2009-2012: focus on children,
adolescents and prescriber specialty,”Australian &New Zeal-
and Journal of Psychiatry, vol. 48, no. 10, pp. 917–931, 2014.

[190] A. John, A. L. Marchant, D. L. Fone et al., “Recent trends in
primary-care antidepressant prescribing to children and

26 Neural Plasticity



young people: an e-cohort study,” Psychological Medicine,
vol. 46, no. 16, pp. 3315–3327, 2016.

[191] J. Sarginson, R. T. Webb, S. J. Stocks, A. Esmail, S. Garg, and
D. M. Ashcroft, “Temporal trends in antidepressant prescrib-
ing to children in UK primary care, 2000-2015,” Journal of
Affective Disorders, vol. 210, pp. 312–318, 2017.

[192] L. P. M. M. Wijlaars, I. Nazareth, and I. Petersen, “Trends
in depression and antidepressant prescribing in children
and adolescents: a cohort study in The Health Improve-
ment Network (THIN),” PLoS One, vol. 7, no. 3, article
e33181, 2012.

[193] G. E. Mead, C. F. Hsieh, R. Lee et al., “Selective serotonin reup-
take inhibitors (SSRIs) for stroke recovery,” Cochrane Data-
base of Systematic Reviews, vol. 11, article CD009286, 2012.

[194] A. Schaefer, I. Burmann, R. Regenthal et al., “Serotonergic
modulation of intrinsic functional connectivity,” Current
Biology, vol. 24, no. 19, pp. 2314–2318, 2014.

[195] K. J. Ressler, B. O. Rothbaum, L. Tannenbaum et al., “Cogni-
tive enhancers as adjuncts to psychotherapy: use of D-
cycloserine in phobic individuals to facilitate extinction of
fear,” Archives of General Psychiatry, vol. 61, no. 11,
pp. 1136–1144, 2004.

[196] J. Cummings, G. Lee, A. Ritter, and K. Zhong, “Alzheimer’s
disease drug development pipeline: 2018,” Alzheimer's &
Dementia, vol. 4, no. 1, pp. 195–214, 2018.

[197] D. P. Goldman, H. Fillit, and P. Neumann, “Accelerating Alz-
heimer’s disease drug innovations from the research pipeline
to patients,” Alzheimer's & Dementia, vol. 14, no. 6, pp. 833–
836, 2018.

[198] F. Napoletano, F. Schifano, J. M. Corkery et al., “The psycho-
nauts’ world of cognitive enhancers,” Frontiers in Psychiatry,
vol. 11, article 546796, 2020.

[199] D. J. Stein, “Psychopharmacological enhancement: a concep-
tual framework,” Philosophy, Ethics, and Humanities in Med-
icine, vol. 7, no. 1, p. 5, 2012.

[200] S. E. Verkiel, “Amoral enhancement,” Journal of Medical
Ethics, vol. 43, pp. 52–55, 2016.

[201] W. Glannon, “Neuroethics,” Bioethics, vol. 20, no. 1, pp. 37–
52, 2006.

[202] J. R. Shook and J. Giordano, “A principled and cosmopolitan
neuroethics: considerations for international relevance,” Phi-
losophy, Ethics, and Humanities inMedicine, vol. 9, no. 1, p. 1,
2014.

[203] S. Alam, J. Patel, and J. Giordano, “Working towards a new
psychiatry - neuroscience, technology and the DSM-5,” Phi-
losophy, Ethics, and Humanities in Medicine, vol. 7, no. 1,
p. 1, 2012.

[204] N. Bostrom and A. Sandberg, “Cognitive enhancement:
methods, ethics, regulatory challenges,” Science and Engi-
neering Ethics, vol. 15, no. 3, pp. 311–341, 2009.

[205] M. Dresler, A. Sandberg, K. Ohla et al., “Non-pharmacologi-
cal cognitive enhancement,” Neuropharmacology, vol. 64,
pp. 529–543, 2013.

[206] W. D. S. Killgore, E. T. Kahn-Greene, N. L. Grugle, D. B. Kill-
gore, and T. J. Balkin, “Sustaining executive functions during
sleep deprivation: a comparison of caffeine, dextroamphet-
amine, and modafinil,” Sleep, vol. 32, no. 2, pp. 205–216, 2009.

[207] N. J. Wesensten, W. D. S. Killgore, and T. J. Balkin, “Perfor-
mance and alertness effects of caffeine, dextroamphetamine,
and modafinil during sleep deprivation,” Journal of Sleep
Research, vol. 14, no. 3, pp. 255–266, 2005.

27Neural Plasticity


	Pharmacological Neuroenhancement: Current Aspects of Categorization, Epidemiology, Pharmacology, Drug Development, Ethics, and Future Perspectives
	1. Definition and Social Implications of Neuroenhancemen
	1.1. General Aspects
	1.2. The Concept of Health and Disease and Its Relevance for pNE
	1.3. Nonpharmacological NE

	2. Motivational Basics for pNE
	3. Positive Expectations and Critical Reflection of pNE
	4. Pharmacoepidemiological Characteristics of pNE
	5. Availability/Accessibility of pNE
	6. Substance Groups
	6.1. Purines and Methylxanthine Derivatives
	6.2. Phenylethylamine Derivatives
	6.3. Modafinil
	6.4. Cocaine
	6.5. Nootropics (Antidementia Drugs, Psychoenergetics)
	6.6. Ginkgo Biloba
	6.7. Alcohol and Benzodiazepines
	6.8. Beta-Adrenoceptor Antagonists
	6.9. Cannabis
	6.10. Other Potential Enhancers
	6.11. Antidepressants: Mood Enhancers

	7. Experimental Approaches and Drug Development: Novel Potential Cognitive Enhancers at the Prelicensure Stage
	8. Ethical Aspects of pNE
	9. Conclusions
	Data Availability
	Conflicts of Interest
	Acknowledgments

