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Prescribing Stimulants in College Populations: Clinical and Ethical Challenges  
 
Abstract: 
 
In the United States, stimulant prescriptions are increasing as more children are 
diagnosed with attention-deficit/hyperactivity disorder (ADHD) and prescribed stimulant 
medication to treat their symptoms.  Despite the increase in diagnosing ADHD in 
childhood, some people with a high intelligence quotient (IQ) and adaptive compensatory 
skills remain undetected until college when the elevated work demands uncover 
symptoms.  Because a greater population of college age students are diagnosed with 
ADHD and have access to stimulants, increasing concern exists regarding non-
prescription use of stimulants in college populations such as for perceived enhancement 
of cognition and subsequent improved academic performance or for recreational 
purposes.  Some college students are feigning ADHD symptoms as a means to receive 
prescriptions for stimulant medications. Psychiatrists face serious clinical challenges in 
making a new diagnosis of adult ADHD in college-age patients and distinguishing 
between students who have legitimate ADHD symptoms that have been largely hidden in 
earlier school settings versus students seeking secondary gain in the form of cognitive 
enhancement, recreational use, or other perceived benefit.  A hypothetical case will 
illustrate those challenges and an ethical framework will be applied to the case to show 
how the competing considerations can be balanced to inform a resolution for this and 
other dilemmas encountered in psychiatric practice.  
Introduction: 
 
Population surveys suggest up to 5% children (Polanczyk et al. 2007) and about 2.5% 
adults (Simon et al. 2009) meet diagnostic criteria for ADHD in most cultures.  In the 
United States, prescriptions for medications to treat children with ADHD increased by 
46% from 2002 to 2010 (Chai et al. 2012) and correlate with the Centers for Disease 
Control and Prevention estimated number of US children aged 3 to 17 years reported to 
have ADHD increasing from 4.4 million (7% of the population) in 2002 to 5 million 
children (8% of the population) in year 2010.   
 
Even as more children are being diagnosed with ADHD, many persons with ADHD will 
remain undiagnosed until they enter college.  Weyandt et al. (1995) addressed this issue 
and asserted that a subset of highly intelligent ADHD patients with adaptive skills will 
not be identified until college when their compensatory skills are no longer sufficient to 
deal with the increased academic demands, more rigorous work, with less supervision 
and structure than in high school.  
 
DuPaul et al. 2001 demonstrated that the identification of ADHD increases as a function 
of age-adjusted diagnostic criteria.  The changes made in diagnosing ADHD in adults 
from the Diagnostic and Statistical Manual of Mental Disorders (DSM) IV-TR (2000) to 
DSM 5 (2013) reflect this consideration as the onset criterion changed from “symptoms 
that caused impairment were present before age 7 years” to “several inattentive or 
hyperactive-impulsive symptoms were present prior to age 12” and the symptom 
threshold was reduced to 5 symptoms in either category (inattention or 
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hyperactivity/impulsivity) instead of the 6 required for persons younger than 17 years 
old.  As such, an increased number of college students will meet the new DSM 5 criteria 
for ADHD and fewer diagnoses will be missed (Rigler et al. 2016). 
 
Despite increased interest and research into ADHD diagnostic tests, no gold standard 
exists and an accurate diagnosis rests primarily on clinical judgment with consideration 
of patient report, collateral from family or significant others, direct observation in 
multiple settings, as well as performance on objective tests of cognitive abilities.   
Diagnoses made exclusively from self-report have shown high rates of false positives 
(Mannuzza et al. 2002).  The validity of “objective” tests is likely to be compromised 
when patients are motivated by secondary gains such as access to stimulant medications 
or academic accommodations. 
 
The misuse, which will be defined in this paper as any non-prescription use, of stimulant 
medications among college students has become a more significant concern as more 
students diagnosed with ADHD matriculate into college with prescriptions for stimulants 
(DuPaul et al. 2001). A meta-analysis from 30 studies found that the rate of stimulant 
misuse among college students was 17% (Benson et al. 2015).  Although interpretation of 
these findings is limited by a lack of standard “misuse” definition as well as the non-
existence of validated tools for measuring stimulant misuse, the meta-analysis 
highlighted several important facets regarding non-prescription use of stimulants.  
 
Benson et al. 2015 found that college students who misuse stimulant medications 
commonly endorse academic motives and have a lower perceived risk of adverse effects 
or problems related to stimulant use than those who do not misuse.  Additionally, this 
meta-analysis showed that students who misuse stimulant medications are more likely to 
be male gender, in a fraternity or sorority, have lower grade point averages (GPAs) and 
academic problems, high sensation-seeking, have depressive symptoms, and use illicit 
drugs.  One study from Arria and Dupont reported that many students use stimulant 
medication to enhance their experience partying and intoxication on other substances 
(2010), but the Benson et al. 2015 meta-analysis found that this group of misusers is 
much smaller than those who report misusing for academic reasons. 
 
Although most misusers report taking stimulant medication to improve academic 
outcomes, nonusers appear to actually be more successful in academics. Benson et al. 
hypothesized several theories for this relationship:  

“(1) misuse of stimulant medication is not actually an effective strategy for 
improving academic functioning (i.e., students may inaccurately perceive that 
misuse of stimulant medication helps with their academic functioning), (2) 
students who are doing more poorly in school may turn to stimulant medication 
misuse in an attempt to improve their academic outcomes, and/or (3) other 
psychological factors, such as ADHD symptoms, may relate to both poorer 
academic performance as well as attempts to self-medicate symptoms by misusing 
stimulant medications.”  
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A Booksh et al. 2010 study demonstrated the ability of college students to simulate 
ADHD symptoms on objective (attention-laden tasks) and self–report measures. In this 
study, ADHD simulators fail traditional malingering tests at a higher rate compared to 
controls.  Thus, Booksh et al. argued for higher scrutiny with symptom validity testing 
for college students with clear external incentives and especially for those that perform in 
the extremely impaired range on computer tests of attention – as to be suggestive of 
malingering.   
 
A hypothetical case will be presented and analyzed to illustrate the diagnostic challenges 
faced by psychiatrists assessing college students with possible symptoms of ADHD.  
After addressing the clinical obstacles in forming an accurate diagnosis in these 
populations, the ethical issues related to prescribing stimulant medications for sub-
threshold ADHD in college patients will be examined. Dialectical principlism, an ethical 
framework, will be applied to the hypothetical to 1) outline the competing ethics 
principles, 2) demonstrate how weight is assigned to these principles based on the 
primary treatment duty of the psychiatrist, the context of the situation, and the 
psychiatrist’s unique narrative, and 3) balance these weighted principles against each 
other to direct a psychiatrist’s most ethical action – emphasizing that for complex ethics 
dilemmas, the “right” thing to do will be specific for the individual and the context and 
not necessarily generalizable to inform a rigid, universal guideline. 
 
 
Hypothetical Case: 
 
Jason is 19-year-old Caucasian male freshman who presents for an intake psychiatric 
evaluation at his college’s psychiatric services with the chief complaint:  “I can’t focus 
or pay attention on schoolwork and my grades are suffering. I got away with it in high 
school but now I’m really having trouble.” 
 
Psychiatric Review of Symptoms 
Jason has no formal psychiatric history of any kind and has never been prescribed 
psychotropic medications. He endorses poor concentration, but denies depressed mood, 
anhedonia, excessive guilt, sleep or appetite disturbance, hopelessness, and suicidal 
ideation. He endorses restlessness but denies excessive worries. Jason endorses 
distractibility, mild impulsivity and occasional irritability at times. He describes that he 
is more “talkative and energetic than most” but that this is his “baseline” denying any 
association with neuroexcitatory symptoms of decreased need for sleep, elevated mood or 
energy, grandiosity, or flight of ideas. He denies any history or current psychotic 
symptoms.  
 
Jason endorses difficulty sustaining attention in lectures, reading assignments for class, 
and even sometimes during conversations with friends. He notes that he is “easily 
distracted by other thoughts” or environmental stimuli. Jason also says that he avoids 
starting papers, studying for exams, often procrastinates and is forced to “cram last 
minute” for tests or “pull all-nighters” to complete assignments (which now is affecting 
his GPA more so than in high school). Jason makes careless errors on papers and exams 
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but it is unclear if this happens in papers in which he did not procrastinate or tests that 
he was not sleep-deprived due to “cramming.” 
   
Review of ADHD Inattention Symptoms  
He denies forgetfulness, though he delays and procrastinates starting his course work. 
He denies losing materials necessary for school and for other tasks or activities.  He 
notes he does not have difficulty meeting school or other deadlines such as completing 
required chores and duties for his fraternity. Specifically, he describes that his 
schoolwork is “shoddy” as a result of poor time management and some disorganization. 
He takes “messy” and disorganized notes but in other areas he considers himself more 
orderly and organized.  For example, his room and desk are “kept tidy.” He denies 
lacking persistent effort in his endeavors including schoolwork but he can get “off task” 
when he does not have an immediate deadline.  
 
Review of ADHD Hyperactivity and Impulsivity Symptoms  
Jason often feels restless with “high energy” and often fidgets when sitting for long 
periods of time, but his close friends and family do not report that he “wears them out” 
with his activity.  He is “more talkative than most” and sometimes will answer a question 
in class before being called upon but denies that he interrupts people excessively and is 
able to wait his turn appropriately in social conversations.  He says that he has a hard 
time turning down parties and social opportunities with friends even when he feels he 
would be better served long-term by using that time for his schoolwork. The patient 
denies impulsive actions with high risk for harm “except sometimes when I’m drinking” 
but considers himself adventurous and novelty seeking.  
 
Substance Use History  
 Jason is a member of a fraternity and endorses binge alcohol use on the weekends up to 
6-8 drinks and has “blacked out a couple of times” but denies legal/school/relational 
problems or impairments as a result of drinking.  He smokes marijuana “a few times a 
month” but denies other illicit or recreational drug use.  Jason states he took his friend’s 
Adderall on five occasions and it “really helped me focus on writing my papers” but 
otherwise denies prescription medication misuse (e.g. other stimulant, opiate, 
benzodiazepine, sedative use). 
 
Collateral Information  
With the patient’s permission, you contact his mother for collateral who reports: 
 “Jason was slightly underweight at 5lbs and 6 oz. but was delivered without 
complication.”  He had some exposure in utero to tobacco as his mother was in the 
process of weaning and quitting smoking but no exposure to alcohol or environmental 
toxicants. His mother continues: “Jason was a ‘hyper’ kid especially in pre-school/early 
elementary years at home and school but never to the point of being a major disciplinary 
issue at school and seemed to grow out of it as he got older. ” Teachers would comment 
at various times when he was younger that he would seem to “space out” and need 
additional prompts to complete his work but he made good and excellent grades in 
middle and HS, respectively with no complaints and only positive remarks from teachers. 
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Family History  
Per Jason and his mother, he has no first-degree relatives with ADHD; mother notes that 
he has a paternal first cousin with ADHD who responded well to stimulants. Jason’s 
mother has mild anxiety has been in therapy before but never treated with medication. 
His father has had mild depressive symptoms in past per his mother but was never 
treated or formerly diagnosed. Jason’s paternal grandfather had a history of 
“alcoholism” and otherwise Jason and his mother denies a family history of mental 
illness, substance use disorders, or suicide. 
 
Objective Testing 
Prior to the intake, a psychologist evaluated Jason at his college administering the 
Conners Adult ADHD behavioral rating scale and a continuous performance test.  The 
results were inconclusive with a 50% chance of being consistent with ADHD and a 50% 
chance of not being consistent with that diagnosis.  The psychologist was uncertain of the 
diagnosis and made the referral to the psychiatrist.  
 
Final Comments 
Jason reports “I know that I did much better writing my papers and studying for exams 
when I took my friend’s Adderall; it was like night and day. I’m having so much stress 
with school performance and it’s starting to cause problems in other areas of my life 
because my GPA is dropping.”  Jason mother states “he has always been high-achieving 
but I’m concerned he needs stimulants (like a family friend’s son we know who had this 
happen) to stay on track with his pre-med classes, otherwise he will fall behind and not 
have the GPA to be accepted to medical school. He never made B minuses before.” 
 
Questions Raised 

1. Does Jason meet the adult ADHD diagnostic criteria? 
2. Would you prescribe stimulant medication even though Jason does not seem to 

meet full criteria for ADHD or maybe under the rationale that he is “close 
enough” such as with a diagnosis of Other Specified ADHD with insufficient 
inattention symptoms?  

3. If stimulant medication improves cognition in “healthy” persons, then is it ethical 
to prescribe these medications for this purpose when the person is articulating a 
rational choice with a demonstration of a clear understanding of risks, benefits, 
alternatives and other considerations? And would it depend on the effect size of 
cognitive improvement, concern for potential misuse or other adverse effects of 
stimulants, or whether external influence from the mother or society is believed to 
be impacting this decision? 

 
Analysis of the Hypothetical Case: 
 

1. Does Jason meet the adult ADHD diagnostic criteria? 
The evidence in support of an ADHD diagnosis from the hypothetical include that he 
endorses inattentive symptoms of trouble sustaining attention, is easily distracted, avoids 
tasks that require sustained attention, has some trouble with organization, and makes 
careless mistakes in schoolwork.  Yet, although he endorses the five inattentive 



Copyright © William Connor Darby, MD 6 

symptoms required for persons older than 17, some of these symptoms are questionable 
as to meeting the required threshold.  Additionally, while the inattentive symptoms 
persisted for over 6 months to a degree inconsistent with his developmental level, the 
symptoms causing impairment are localized to only one setting related to academic 
activities and not generalizable to other domains such as his social activities with his 
fraternity. 
 
As far as hyperactivity and impulsivity symptoms, Jason describes being restless, fidgety, 
talkative, and that he sometimes impulsively answers questions before being called on in 
class.  Jason’s symptoms, however, are below the symptom severity threshold, as he does 
not exhibit extreme restlessness, that is, he is “not wearing out others."  He is “talkative” 
but not talking excessively and is able to refrain from interrupting others and 
appropriately waits his turn to speak in social settings.  Also, his reported impaired 
behavioral inhibition only occurs when he is intoxicated secondary to alcohol use.  
Although collateral from his mother indicates that his inattention and 
hyperactivity/impulsivity symptoms were present prior to age twelve, ambiguity exists 
regarding whether these symptoms were inconsistent with his developmental level at the 
time. 
 
Jason has some risk factors for ADHD in his presentation but other factors connote little 
additional risk for ADHD. His low birth weight was not low enough (3.3lbs or less) to 
convey the two-to-three factor increase in his relative risk for ADHD (APA, 2013). The 
risk for ADHD is elevated in first-degree biological relatives (Stawicki et al. 2006) but 
Jason only has a first cousin carrying an ADHD diagnosis.  While risk for ADHD is 
correlated with tobacco smoking in utero, this risk is associated more with a common 
genetic risk than the tobacco exposure itself and a thus a causal interpretation is less 
likely or the effect smaller when controlling for confounders  (Thapar and Rutter, 2009).   
 
Thus, factoring all the clinical information available to the psychiatrist, Jason does not 
meet the required symptom threshold for a diagnosis of ADHD especially considering 
that he does not have the necessary number of inattentive or hyperactivity/impulsivity 
symptoms, that his symptoms occur in only one domain: school, and that it is 
questionable whether his symptoms were inconsistent with his developmental level when 
he was a child.  Despite not reaching full criteria for a diagnosis of ADHD, if viewed on a 
spectrum of normal functioning to functioning impaired by ADHD symptoms, it appears 
that Jason falls just short of a diagnosis.   
 

2. Would you prescribe stimulant medication even though Jason does not seem to 
meet full criteria for ADHD or maybe under the rationale that he is “close 
enough”?  

 
3. If stimulant medication improves cognition in “healthy” persons, then is it ethical 

to prescribe these medications for this purpose when the person is articulating a 
rational choice with a demonstration of a clear understanding of risks, benefits, 
alternatives and other considerations?  And would it depend on the effect size of 
cognitive improvement, concern for potential misuse or other adverse effects of 
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stimulants, or whether external influence from the mother or society is believed to 
be impacting this decision? 

 
To help resolve the ethical dilemma raised by these questions, the dialectical principlism 
framework will be applied to this hypothetical.  Dialectical principlism is a method of 
analyzing the ethics of situations when faced with conflicting considerations as it is 
impossible in certain scenarios to satisfy one obligation without to some degree 
impinging on another (Weinstock, 2015; Darby and Weinstock, 2017). 
 
First Step: The first step under the dialectical principlism model is to start with the 
context to determine the presumptive primary duties as well as any relevant secondary 
duties.  The role is a treatment one, which is distinguished from other potential roles for 
psychiatrists, such as researcher, forensic expert, managed care reviewer, etc.  The 
primary duty in the treatment role centers on patient welfare with special consideration of 
the Beauchamp and Childress principles of respect for autonomy, beneficence, and 
nonmaleficence (Beauchamp and Childress, 2013).  Secondary duties in the treatment 
role include concern for third parties’ safety and welfare, societal considerations 
including distributive justice relating to allocation of resources (Beauchamp and 
Childress, 2013), and the individual psychiatrist’s own personal ethics, values, and 
societal expectations for physicians. The principles related to primary duties are generally 
given more weight than secondary ones in the balancing process; however, an especially 
strong secondary duty can override a weaker primary one in certain contexts.  An 
example of this occurs when a psychiatrist in a treatment setting breaches patient 
confidentiality to report child or elder abuse as the consideration for the vulnerable 
person’s safety outweighs the potential legal or other harm that may be suffered by the 
patient as a result. 
 
Second Step: The second step under the framework is to extract relevant ethics principles 
from the situation prioritized by primary versus secondary duties. The primary duty 
principles are related to patient welfare and include autonomy, non-maleficence, and 
beneficence considerations.  Autonomy refers to an individual’s right to make decisions 
without coercion and emphasizes the importance of respect for persons.  Adhering strictly 
to the autonomy principle may lead to prescribing the stimulant medication if it is 
believed that Jason is requesting this and articulating a choice with a demonstration of 
understanding the risks, benefits, and alternatives to this option.  But concern exists for 
how much his mother is influencing or exerting pressure on this decision for medication 
and further exploration is needed to ascertain whether this choice is fully consistent with 
Jason’s values.  Some practitioners and ethicists may believe that patient autonomy 
should be the overriding guiding principle in clinical situations and argue that more 
weight be given to this principle than others as a way to avoid problems related to 
paternalism.  
  
The principle of non-maleficence or not doing harm, would favor not prescribing the 
stimulant medication which carries risks of adverse side effects such as dry mouth, 
insomnia, edginess and irritability, dysphoria, diminished appetite, weight loss, and 
headache (Santosh, Sattar, and Canagaratnam 2011).  In addition to those more common 
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side effects, potential for misuse and addiction of stimulants is a higher for Jason given 
his risk factors of male gender, fraternity membership, low GPA, sensation seeking, and 
current binge alcohol and cannabis use (Benson et al. 2015). Psychosis would be a very 
low risk for Jason as he does not appear to have genetic or environmental vulnerability 
such as those with a psychotic disorder diagnosis, history of psychotic symptoms, or a 
history of amphetamine-induced psychosis (Bramness et al. 2012). Stimulant medication 
is also associated with cardiovascular effects like elevations in pulse and blood pressure. 
Yet, the relationship of serious cardiac events and stimulant treatment has been mixed to 
date (Habel et al. 2011; Schelleman et al. 2012).  
  
It can be argued that the beneficence principle will be maximized by prescribing 
stimulant medication as a means to appropriately addressing and treating the patient’s 
underlying symptomatology, albeit below threshold of an ADHD diagnosis. The efficacy 
of stimulant medication for adults with diagnosed ADHD is well established. One meta 
analysis of six short-term clinical trials comparing stimulant versus placebo in adults with 
ADHD found greater improvement in ADHD symptoms compared to placebo with an 
estimated effect size in the medium-high range d=0.67 (Mesazaros et al. 2009). Short-
term randomized control trials show significant benefits of stimulants in adults with 
ADHD (e.g. on measures of attention, on-task behaviors, vocational/interpersonal 
performance) but data on long-term benefits are largely limited (Volkow and Swanson, 
2013).  
 
After analysis of the hypothetical, it was determined that Jason fell just below meeting 
criteria for an ADHD diagnosis, but the question remains as to whether benefits exist in 
persons without ADHD taking stimulant medication.  Several studies have addressed the 
potential for cognitive enhancing or other beneficial effects in non-ADHD adults who 
take stimulants. One such meta-analysis (Ilieva, Hook, Farah 2015) found only small 
while significant enhancement effects on executive functioning, inhibitory control, and 
short-term episodic memory in persons without ADHD.  Additionally, the sociologist 
Vrecko (2013) suggested that students may be using stimulants to treat depressive 
symptoms citing non-cognitive factors of motivation and mood effects for reasons 
interviewees used Adderall for schoolwork. Ilevia and Farah (2013) confirmed that non-
prescribed stimulant use was more strongly related to compromised study habits, low 
motivation, depressed mood, and subjective perception of attention problems than to 
objective attention performance measures.  Thus, this suggested that perceived – not real 
or measurable – benefits drove the behavior to use stimulants in these non-ADHD 
populations and that greater benefit would be achievable by addressing these underlying 
problems via other therapeutic interventions that carry fewer risks than stimulants. 
  
One of the most significant secondary duties for the psychiatrist in this hypothetical 
involves societal considerations and distributive justice relating to allocation of resources. 
Greely et al. (2008) discussed issues of “fairness” related to use of cognitive-enhancing 
drugs by healthy (i.e. non-ADHD) persons. They asserted that the unfairness is dependent 
both on the access and the nature of the effect on cognitive enhancement.  That is, greater 
“unfairness” exists if the beneficial effect is more significant and if fewer people have 
access to stimulant medications. They also consider whether potential societal benefits 
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via improving an individual’s cognition suggest that this unfairness is not a zero-sums 
game as it would be for athletes taking performance-enhancing drugs in competition.  
Another allocation issue regards the scarcity of psychiatrists.  Given this limited resource, 
it could be argued that psychiatrists’ time would be better served treating 
psychopathology and illness rather than helping people enhance their cognitions. 
 
Another secondary duty consideration raised by the case includes the individual 
psychiatrist’s own personal ethics, values, and societal expectations for physicians. For 
example, the weight applied to the aforementioned principles will depend partly on 
whether the psychiatrist subscribes to a more consequentialist (basing the morality of 
one’s actions on what promotes the greatest good or utility) versus deontological (not 
violating moral obligations or rules) philosophy. The psychiatrist’s societal expectations 
of the role of the physician along the spectrum of “strict paternalism” on one side and 
being “gatekeepers” or passive advisers to “patient-centered care” on the other side will 
similarly affect the weight of the primary duty principles in the balancing process.  
  
Third Step: The third step involves weighing and balancing the competing principles.  On 
the side favoring prescribing stimulants to Jason, the autonomy principle would favor 
respecting a patient’s rational choice in determining health decisions after being provided 
clear informed consent and confirming that he understands the potential and relevant 
risks, benefits, and alternatives.  Jason indicates an understanding of the risks of the 
stimulant and consents nonetheless.  This also assumes that he is not being coerced or 
otherwise influenced unduly by his mother. He will be monitored for side effects and 
contracts that he will not abuse the medication for recreational purposes, take with 
alcohol or illicit drugs, or take more than prescribed.   
 
The beneficence principle holds that Jason would benefit with improved attention, 
motivation, and improvement in academic performance even if he does not meet full 
ADHD criteria.  And it could be further argued that he would likely benefit more than 
others who were not as close to meeting diagnostic criteria for ADHD as he was.  
Secondary duty considerations that would also favor prescribing stimulants, include 
consequentialist arguments for promoting the greatest utility for the individual and 
society with the cognitive-enhancing effects of stimulants.  Additionally, the societal 
expectation of a physician as an adviser to patient-centered care is best achieved with this 
action. 
 
Conversely, the argument against prescribing Jason stimulant medication is that 
physicians are not merely gatekeepers to medications but also have responsibilities to 
prescribe medications for specific ailments, diseases, illnesses when it is warranted from 
a medical perspective.  That is, medications should not be prescribed for recreational use 
or “enhancement.”  The non-maleficence principle sides with not prescribing as serious 
adverse risks exist such as abuse of the medication, psychosis, cardiovascular effects, 
appetite and sleep problems, among others. While beneficial effects exist for patients 
with ADHD taking stimulants, it is less clear for healthy individuals.  Only a small effect 
has been reported in several studies to date that arguably do not outweigh the risks 
inherent in taking the medication to merit its use.  Stated another way, the patient’s 
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perception of benefit or subjective improvement in academic performance is not 
consistent with the current evidence of healthy persons taking stimulants.  Additionally, 
an argument can be made that this would go against secondary duty considerations as an 
unfair allocation of resources, as only those who have the resources to manipulate the 
medical system obtain access to cognitive-enhancing stimulant medications when no 
medical indication exists. Psychiatrists with more deontological-based value systems and 
beliefs in a more paternalistic societal role for physicians will weigh these non-
maleficence considerations higher and assign lower weight to autonomy and beneficence 
factors supporting prescribing stimulants. 
  
Fourth Step: The final step is to apply the weighted criteria to determine the most ethical 
action.  Our primary duty in the treatment role is given more weight in the balancing 
process most of the time, but there is a conflict here between the primary principles: 
autonomy and beneficence on the side for prescribing Jason stimulants versus non-
maleficence supporting not prescribing him this medication. The context of the situation 
is used to assign weight to the primary principles.  Significant non-maleficence 
considerations exist that are heightened by risk factors for abuse potential and also would 
be given more weight if it were determined that Jason underestimated the risks or side 
effects of stimulant medication.   
 
Additionally, the limited to negligible positive effect of stimulants in “healthy” persons 
would reduce the weight assigned to the principle of beneficence in favor of prescribing 
Jason stimulants.  Autonomy considerations are weighed less since he does not meet 
ADHD diagnostic criteria and likely has misperceived expectations of the benefit of the 
medication based on his subjective experience.  That is, he is unaware or minimizes the 
risks involved and his perceived benefit is inconsistent with the current evidence that 
suggests only a small improvements in executive functioning, inhibitory control, and 
short-term episodic memory for persons without ADHD (Ilieva, Hook, Farah 2015).  It 
would be important to further explore the possible external pressure from his mother that 
could be impinging on his true autonomy by influencing him to pursue stimulant 
medication because of an exaggerated expectation it will have on his academic 
performance.   
 
When balanced, in the opinion of the author, these weighted considerations in totality 
would favor not prescribing stimulants to Jason in this situation. Others might come to 
the opposite conclusion using dialectical principlism because Jason is close to meeting 
diagnostic criteria for ADHD and still might benefit despite limited efficacy in studies of 
groups of persons without ADHD.  Thus, others may weigh more heavily the 
considerations of beneficence and autonomy that would tip the balance to support 
prescribing stimulants.  
 
Conclusion: 
 
Stimulant use in college students is on the rise with more students being diagnosed with 
ADHD and others having greater access and misusing for perceived enhancement of 
cognition or recreational purposes.  Psychiatrists encounter challenges in determining 
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what to do in situations involving patients who lack a clinical diagnosis of ADHD, but 
seek stimulants nonetheless with the perception of extreme benefit and low risk.  For 
some of these individuals, they may benefit significantly as to warrant prescription while 
others may not and will be vulnerable to serious deleterious effects including addiction, 
psychosis, cardiovascular problems, and other more common side effects. The 
hypothetical case highlighted the conflicting ethical principles in this dilemma.  The 
method of dialectical principlism was applied to illustrate how to identify, prioritize, and 
balance the competing considerations in order to determine the most ethical action.  For 
this example, the competing ethics considerations were balanced in a manner to favor not 
prescribing stimulant medication.  It is consistent within the model of dialectical 
principlism, however, that psychiatrists may come to either solution regarding this 
hypothetical depending on their own unique narrative and set of values and subsequently 
how they may weigh and balance the conflicting criteria differently.  
 
Although dialectical principlism cannot prescribe what to do for all possible dilemmas 
that may arise in practice, it enables psychiatrists to lay out the criteria that should be 
considered in an ethics analysis. It frames how to weigh the relative significance of the 
criteria based on the specific role, situational context, and the individual’s personal 
narrative.  Situations in which various ethical considerations conflict with one another are 
plentiful in the practice of psychiatry and it becomes impossible to satisfy one ethical 
principle without violating another.  Similarly, ethics guidelines from medical and 
psychiatric organizations are limited in range and will also conflict so are not always 
helpful in determining what is most ethical for the multitude of unique situations that 
arise in practice.  
 
It becomes important for psychiatrists in these situations to be equipped with a 
framework to properly analyze the ethical issues as to be able to justify a course of 
action.  That is, how the individual psychiatrist determined what was most ethical for that 
particular situation.  This is especially useful in the event that this clinical decision is 
challenged since a delineation of the various factors considered and rationale can be an 
effective way to avoid professional and legal consequences.  But dialectical principlism is 
primarily an aspirational model for psychiatrists with the goal of empowering them with 
a systematic approach to determine the best way to resolve a complex ethics dilemma for 
that individual psychiatrist, given a particular role (e.g. treatment, researcher, forensic, 
or administrator), and in a specific context. 
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