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Abstract
Substance addiction has been historically conceived and widely researched as a brain 
disease. There have been ample criticisms of brain-centred approaches to addiction, 
and this paper aims to align with one such criticism by applying insights from phe-
nomenology of psychiatry. More precisely, this work will apply Merleau-Ponty’s 
insightful distinction between the biological and lived body. In this light, the disease 
model emerges as an incomplete account of substance addiction because it captures 
only its biological aspects. When considering addiction as a brain disorder, it will 
be shown that research fails to account for the contextual, functional, and emotional 
aspects inherent to subjective health. It is concluded that, while the disease model 
is fundamental to our understanding of what happens in the brain, its brain-centred 
approach is cure-oriented. Instead, we suggest a care-orientated approach, which 
understands and treats the psychological feel as bodily experience situated in an 
environment, allowing for a more encompassing therapeutic perspective.

Keywords Phenomenology of substance addiction · Lived body · Cure and care · 
Illness and disease

1 Introduction

Substance addiction is often linked to negative cultural stereotypes, such as being 
“good for nothing”, being lazy, being unable to align with a normal life, not hav-
ing the strength to quit, and being the result of a whim gone wrong, and this often 
results in heavy stigmatization of the subjects (Matthews, 2019; Earnshaw et  al., 
2013). This behaviour has two outputs: on the one side, the result of the stigma is 
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that the subject struggling with substance use is disempowered by public stigmatiza-
tion and this hampers her ability to seek help (Mincin, 2018; Matthews, 2019; Earn-
shaw et al., 2013). On the other hand, researchers rejecting addiction as self-chosen, 
emphasise biological reasons, motivating a brain-centred view of addiction. Dis-
carding self-responsibility leads to the hypothesis of brain dysfunctions. An anal-
ogy is useful here: in the case of Alzheimer’s disease, one would not make a person 
suffering from Alzheimer’s disease accountable for their fidgeting. The notion of 
accountability plays a key role in whether or not we deem some behaviour as a dis-
ease or as a misadjustment to a specific environment that can, given some condi-
tions, be overcome. Hence, the brain-centred model is intrinsically reductionist, try-
ing to reduce the phenomenon to its biological underpinnings. It implies that, once 
the underlying neural mechanisms are returned to a “normal” state, addiction would 
be cured (Ersche et  al., 2020; Zehra et  al., 2018; Zhang & Volkow, 2019; Heilig 
et al., 2021; Berridge, 2017). The brain-centred view or disease model of addiction 
is however increasingly contested in the literature as narrow and even a promoter of 
social injustice (Hart, 2017; Heather, 2017; Hellman et al., 2022).

This paper aims to show that reducing various aspects implicated in substance 
addiction to its neurobiological underpinnings, and neglecting the phenomenologi-
cal experience of being addicted, limits understanding, and importantly, treatment of 
the affliction. While existent pharmacological treatments are effective and necessary 
for treating substance addiction (Watson & Lingford-Hughes, 2007; Solinas et al., 
2021; Anderson et al., 2021; Heikkinen et al., 2022) over-reliance on them can nega-
tively impact the individual’s personal motivation for improving their addiction. On 
the subject’s side, there must be the motivation to adhere to the medication schedule 
including a willingness to change her activities and surrounding environment. On 
the medical side, there must be a willingness to understand each subject’s history of 
interactions with the world, from where addiction may have arisen. The predominant 
focus on pharmacological interventions results in overlooking these phenomenologi-
cal aspects and might result in relapse (Brandon et al., 2007; Melemis, 2015). To 
support this, the paper starts by introducing and characterizing the disease model of 
addiction and presenting classical criticisms against it. The second section turns to 
the phenomenological critique of reductionism. By applying insights from Merleau-
Ponty, it is possible to understand two aspects involved in addiction: the biological 
and the lived body or the disease and the illness, respectively. These insights will be 
further supported by empirical evidence. Section 3 focuses on the lived body aspects 
of addiction, detailing the dimensions of bodily subjectivity, bodily directedness, 
and bodily actions introduced by Merleau-Ponty. These reveal addiction as a gener-
ally diminished attenuation to the environment and loss of connection, which results 
in a ‘shrunken lived space’. This enables an understanding of addiction in a more 
encompassing way: as an illness (as opposed to reducing it to a biological disease). 
Treating the illness means treating the subject’s relationship with her social and 
physical world, suggesting that two important features of rehabilitation are motiva-
tion and generation of meaning or connection: the biological and the lived body. In 
conclusion, this dual aspect model of addiction – involving both the biological dis-
ease and the phenomenological illness – reveal brain-centred ‘cure’ approaches as 
insufficient and limited, for they eliminate the value of a subject’s discovery of new 
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and rewarding lived experiences on their journey to recovery. While in this work 
we frame the question of addiction as being either a disease or an illness, or both, 
it must be acknowledged that addiction has also been conceptualized as a disability 
(Maier, 2021), which neither sees it as a disease nor an illness.1 This we think is 
compatible with the phenomenological view of lived experience: the directedness 
towards the world and the ways in which to engage, attune and act upon the world, 
become fully conditioned and limited by addiction.

This account finds its cradle in the Embodied and Enactive Cognitive Science 
(EECS) (Gallagher, 2017, 2020; Di Paolo et al., 2018; Newen et al., 2018; Hutto & 
Myin, 2017; Varela et al., 2016), which are tightly aligned with naturalism (Over-
gaard et al., 2017; Carel & Meacham, 2013; Zahavi, 2010), even if this requires us 
to re-think the concept of nature to secure non-reductionist perspectives in cogni-
tive science (Gallagher, 2018; Glackin et al., 2021). EECS is especially relevant in 
the context of this paper for its recent work on care ethics (Di Paolo & De Jae-
gher, 2021; Werner & Kiełkowicz-Werner, 2021) and ethical inclusion (van Es & 
Bervoets, 2021; Hipólito et al., 2020). Moreover, our research, which is grounded 
in existentialist phenomenology, is tightly linked with Peg O’Connor (2016, 2022), 
who has published extensive work on understanding addiction as a meaning of life 
problem. She emphasizes why this problem does not allow for quick fixes, as it 
requires new skills and ways of living.

The brain disease model, while reductionist, has been fundamental for providing 
insights into addiction; therefore, the reader should not be surprised that we lever-
age biological evidence to support our thesis. There must not be an “either-or” kind 
of thinking, as one approach may account for the setbacks of the other, but tight 
cooperation between the brain cure-oriented model and the phenomenological care-
oriented model is needed. This work does not purport to have the final word about 
substance addiction but proposes a new program of research which does not overly 
commit to the biological body.

1 We thank an anonymous reviewer for pointing our attention to the work of Maier (2021) where addic-
tion is framed as a disability compatible with the disease and non-disease models. While Maier’s account 
does not speak directly to the issue of addiction being a disease, the argument made in this paper seems 
highly compatible with his account. Elucidation upon this would require a more thorough analysis than 
the one we can provide in this paper. One point raised by Maier is that, if addiction is counted as a dis-
ability, there is the possibility for ‘accommodation’, i.e., to work with the subject’s local environment for 
positive behavioural change: “altering the environment in which the addicted persons find themselves in 
a way that reduces the negative outcomes associated with addicted behaviour” (p. 474). Accommoda-
tion and care, we take, are similar insofar as they depict addiction, not as a matter of switching a lever 
on or off, but as lived in a specific environmental context. Open questions, then, concern how addic-
tion behaviour will play out in the individual narrative of someone who has overcome addiction. While 
further research is required, intuition would point towards the view that all misadjustments to a specific 
environmental setting can be seen as a disability, even if they are – as some researchers have claimed in 
neurodiversity studies – diverse cognitive styles: working ‘with the environment to make it more suitable 
to specific cognitive-behavioural goals (Rosqvist et al., 2020; van Es & Bervoets, 2022).
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2  Why the brain disease model of substance addiction?

Drug addiction is defined as a neurobiological disease characterized by compulsive 
drug use despite negative consequences (National institute of drug abuse [NIDA], 
2020). The idea that addiction is a disease is introduced by Alan Leshner (1997): 
“That addiction is tied to changes in brain structure and functions is what makes 
it, fundamentally, a brain disease” (p. 3). This reasoning is sustained by theoretical 
work on disease definition, Christopher Boorse (1997) for example defines disease2 
as a physical state that is statistically different from the species’ biological part-func-
tion. The rationale behind the disease hypothesis is that addiction changes the way 
the brain works, as diabetes changes the way the pancreas works. By analogy, since 
diabetes is a disease then it seems logical to maintain that addiction is also a disease. 
It is claimed that addicts seem to not have control over their own behaviour leading 
them to drug intake even when they do not want to; on the one hand, the impossibil-
ity to exert voluntary control over addiction makes it even more akin to a disease, 
“once you’ve got [addiction], you can’t just tell the addict, ‘Stop’, any more than you 
can tell the smoker ‘Don’t have emphysema’” (Leshner, 1997, as cited in Satel & 
Lilienfeld, 2014). On the other hand, it introduced the compulsive trait of addiction. 
Addiction was therefore considered an all-or-nothing process, where a “switch in 
the brain” (Leshner, 1997) affords no withdrawal from the disease. In a nutshell, the 
hypothesis that addiction is a brain disease was born, and thus the brain became the 
main locus of research.3

The brain approach is not without success, individuals with drug addiction show 
structural and functional changes in the reward system (VTA, NAcc) suggesting that 
drugs hijack these circuits altering the release of dopamine (Wise, 1996). Usually, 
dopamine cells show a decreased response after repeated consumption of a natu-
ral reward (e.g., food or sex). With drugs, on the contrary, the level of dopamine 
release is continuously increased leading to compulsive wanting (Volkow et  al., 
2016). Moreover, it has been shown that drug consumption triggers much smaller 
increases in dopamine when addiction is present, as a result, the brain reward system 
is less sensitive to any kind of reward, becoming less motivated by everyday stimuli 
(Volkow et al., 2016). This process results in an increased salience of drug cues and 
a discounting of any other healthy reward cues, and indeed subjects with drug addic-
tion show structural and functional changes in the salience network (OFC, rACC, 
dACC, anterior insula). Interestingly enough these effects do not disappear through 
simple termination of use (Volkow et al., 2016). Addiction has also effects on the 

2 We thank an anonymous reviewer for pointing out that there might be some confusion with the terms 
“disease” and “brain disease”. We don’t wish to distinguish between these terms in any fundamental way. 
The terms will therefore be used interchangeably in reference to reductionist approaches.
3 On the side of these two features the idea to place addiction on the same medical footing with conven-
tional brain disorders as Alzheimer’s and Parkinson’s bloomed in the USA thanks to NIDA whose direc-
tion was Leshner. NIDA thought that it would be easier to have the research founded by the congress and 
maybe to push insurance companies to extend their coverage if addiction was seen as a disease. Indeed, 
referring to addiction as a brain disease and showing congress members brain scans did increase funding 
for research (Satel & Lilienfeld, 2013).
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executive control network such as vlPFC and dlPFC and on the normal function-
ing of regions responsible for goal-seeking behaviour, such as the ventral and dorsal 
striatum (Goldstein & Volkow, 2011). This results in the diminishment of future-
oriented behaviours, excessive valorisation of the present moment (Kemp, 2020), 
and in loss of self-control, for example, poor control over the urge to take drugs 
(Goldstein & Volkow, 2011).

Findings that elucidate which brain structures have been disrupted and how they 
account for lack of control and compulsiveness, suggest the conceptualization of 
addiction as a disease. The biological evidence leads many to join Nora Volkow to 
claim that: “In 10 years we will be treating addiction as a disease, and that means 
with medicine” (Interlandi, 2008). However, not everybody agrees with the brain 
disease definition of addiction. In the next section, we will present some classical 
criticism against the brain disease model of addiction.

3  Criticisms and counterarguments against the brain disease model

The brain disease model (Barnett et al., 2018a; Barnett et al., 2018b; Lembke, 2018; 
Heilig et  al., 2021) surely has certain advantages; for example, pinpointing some 
brain areas where functioning is affected by drug intake. However, it also points 
towards a reductionist conception of addiction, one which might clash with a sub-
ject’s individual experience, especially if they feel they were never sick or have been 
cured (Lewis, 2017). Over the years, there have been heated arguments and counter-
arguments around the brain disease model (Heather et al., 2018; Field et al., 2019; 
Lewis, 2022; Alexander, 2022; Hall et  al., 2015; Volkow & Koob, 2015). In this 
work, we focus on selected objections which tackle the features highlighted above, 
namely, brain changes, disease definition, and compulsivity.

First, we can ask whether physical changes are always connected with disease 
onset. Marc Lewis (2017), a strong opponent of the brain disease model, stresses 
how brain changes themselves should not be taken as overarching evidence for a 
disease. Studying the brain of subjects with drug addiction and then comparing 
the structures against control patients will surely produce observable differences in 
structure and functional organization. Yet is this sufficient for the presence of a dis-
ease? Lewis proposes that if plasticity in the brain is “the rule, not the exception” 
(Lewis, 2017) then those studies are not shattering evidence for the disease model. 
The brain is supposed to change with new experiences and those changes will stabi-
lize and consolidate through repeated experience and exposure. Therefore, even sys-
tematic changes in the brain can be interpreted as the fruits of normal functioning in 
brain structures. Since subjects undergo different experiences, their brain will mirror 
those, thus it is not surprising that there are differences.

Secondly, the brain disease definition was introduced to tackle the idea that 
drug use is compulsive4 (Pickard, 2018). Is compulsiveness then a key feature of 

4 Here it must be noted that, even if the disease model was designed to account for compulsiveness, the 
lack of it is not enough to sustain that addiction is not a disease (Pickard, 2018)
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addiction? As stated above, compulsiveness implies that subjects cannot by any 
means control their choices. However, there is evidence that addicted individu-
als with drug addiction can make choices, suggesting that the compulsion model 
might be inappropriate. For example, addicts can “mature out” of substance mis-
use without clinical intervention, mostly around their late twenties and early thir-
ties, because incentives such as employment and family are enough to make them 
stop. Also, individuals with drug addiction can give up on drugs with the right 
incentive, for example, monetary rewards and small prizes on the condition of a 
drug-free urine sample (Zajac et al., 2018). These studies suggest that addiction 
should not be described as something over which subjects cannot have control, 
but as something over which subjects will not have control. However, this does 
not demonstrate beyond doubt that addiction is always about an absence of moti-
vation where the possibility to refrain is present since this seems to not be true 
for all addicts (Pickard, 2018). On the other hand, advocates of the brain disease 
model counter-argue that contingency management, small financial rewards, or 
incentives, work when they are immediate and when control has been eroded than 
altogether lost. Here they stress the importance of completely losing control, but 
it is not clear what that means or if it even happens, as the difference between 
“eroded” and “lost” are not clearly defined (Volkow et al., 2016). Even if compul-
sion might be present in some cases, it is more the exception than the rule. Addic-
tion might therefore be better characterized as an absence of motivation than as a 
compulsion, and this traces a cleaner line between addiction cases that are com-
monly conceived of to be brain diseases, in which incentives cannot override the 
disease.

Finally, it can be argued that addiction should not fall under the term “brain dis-
ease”. The grounding for such discussion rests on shaky foundations since there 
is no unequivocal definition of “brain disease”. For example, Satel and Lilienfeld 
(2013) stress another definition of disease which does not encompass addiction. 
They propose disease as a primary disruption in the functioning of physical pro-
cesses, which is not the result of deliberate behaviour, nor a condition that cannot 
be reversed through behavioural means (Satel & Lilienfeld, 2013). Lung cancer, for 
example, is a lung disease, not because an affected cell started to divide, but because 
it cannot be halted by patient-initiated behavioural changes. Similarly, schizophrenia 
is a disease because it is not caused by deliberate behaviour. In this case, addic-
tion does not meet these criteria: it can be the result of deliberate behaviour, and 
can be reversed through behavioural means. It must be acknowledged that also this 
definition can be criticized, indeed there is no agreement on a definition of disease, 
but exactly for this reason it must be treated extremely carefully. Therefore, claim-
ing that addiction is a disease because it falls under the definition given by Boorse 
(1997) is not a strong argument.

In this section, we have exposed some classic arguments about the disease model 
of addiction. Lewis (2017) proposes that addiction is not a disease. Pickard (2018) 
highlights that if the disease model is built upon the assumption of compulsion, it 
might need to consider motivational factors. The work of Satel and Lilienfeld (2013) 
indicates that addiction might not fall under the definition of disease depending on 
whether one considers addiction to involve deliberate behaviours. In what follows 
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we present our phenomenological model of addiction, one that does not reduce it to 
a biological disease.

4  Is a disease reducible to physical functioning?

The disease definition of drug addiction is controversial (Lewis, 2022; Field et al., 
2019; Volkow & Koob, 2015; Satel & Lilienfeld, 2014; Levy, 2013). Instead of 
focusing on whether substance addiction is, or it is not a disease, the issue we deal 
with is the tendency to characterize it solely as a disease, overlooking multiple 
aspects of addiction that do not reduce to one’s neurobiology. In this case, we argue 
for the more encompassing label of “illness”. This section claims for a revision of 
the reductive approach such that it should expand to cooperate with the fundamen-
tal phenomenological experience of living with a body craving. We will argue that 
this expansion can be comprehensively made by adopting Maurice Merleau-Ponty’s 
theory of the lived and biological body, which can then be strengthened through 
Havi Carel’s distinction between disease and illness; where disease corresponds to 
biology and illness refers to both biology and lived experience. Therefore, addic-
tion will be considered an illness which entails but does not reduce to the biological 
dimension. This extended account, we conclude, has important consequences both 
in treatment and research.

The reductionist view takes it that diseases should be “read off biological facts” 
(Boorse, 1997), that is iff there are biological reasons, we can pinpoint a disease. 
However, this view, clearly aligned with the brain disease model of addiction, com-
pletely overlooks the “what it is like” to be diseased. This is an important point 
because if there is no reason to be reductionist,5 because we understand the impor-
tance of phenomenological aspects, diseases should not be taken as merely biologi-
cal. The phenomenological view avoids reduction and accounts for the feeling of 
disease, which is imperative to fully delineating disease and illness, all while build-
ing on Merleau-Ponty’s distinction between the biological body and the lived body.

The biological body is an object that finds its place among other objective entities 
in the world. It is the understanding of our body through conscious reflection, which 
makes it a thing that can be divided into parts having a specific function within the 
whole. The lived body, on the other hand, is the pre-reflective medium interacting 
with the world. In short, it is the experience of our body: the lived body is the body 
lived as a subject. There is a fundamental difference between the feeling one has 
of her own body and the feeling one has of the surrounding objects, for which “my 
entire body is not for me an assemblage of organ juxtaposed in space [while all the 
other objects are exactly that]” (Merleau-Ponty, 2012, p. 100–101). The lived body 
is an intentional body to the extent that it is already directed towards the world to 

5 Here a remark is due, not being reductionist does not entail by any means dualism. We are not arguing 
that there is a dimension separated from the biological one. What we argue for is that reductionism tends 
to overlook, while not denying, the phenomenological experience, which is itself rooted in the biological 
body.
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perform possible or actual tasks. This helps to disentangle the idea of bodily subjec-
tivity: my hand is not next to me as my computer is, because my hand has intention-
ality, therefore my hand is directed towards possible actions in the world. The body, 
therefore, is not the container of the mind but the condition for having a world and 
displaying the various dimensions of one’s existence. In this sense the dimension of 
“I can” is more fundamental than the “I think” because it is through actions that I 
find myself situated, inhabiting, and giving meaning to the world. Situated existence 
consists of the interactions with the environment, in the sense that I am what I can 
do. These situational aspects are what make experiences ‘embodied’ and a living 
being an embodied entity, that is, to be primarily a body which is directed towards 
the world, and one which answers to the world through bodily actions, beyond the 
intellectual capacity of thinking the world.

The distinction between the biological and lived body is not ontological, but 
epistemic: there are not two distinctive aspects required to understand addiction, 
which should come under a unified explanatory model. This means that no model is 
reducible to the other: the lived body is biological, and the biological body is lived. 
The distinction is epistemic because there are two different ways in which the body 
can be experienced. Being an embodied entity, the body is experienced through its 
subjectivity, directedness, and action; one’s relation to one’s body does not take 
the body as a physical object. There are however cases in which a subject ceases 
to be an embodied entity and becomes a disembodied entity. Interestingly, it is not 
until something is ‘wrong’ and we cannot act upon the world that we direct atten-
tion to the body and inspect it as an object of scientific inquiry. This occurs when 
the dimensions of subjectivity, directedness, and action are disrupted. This has been 
referred to as ‘disembodiment’ in the phenomenology of psychiatry for symptoms 
reported by patients who are diagnosed with schizophrenia and depersonalisation 
disorder (Kessler & Braithwaite, 2016; de Haan & Fuchs, 2010). Given the lack of 
attunement with the world – otherwise given by the bodily experience – the body 
becomes experienced as an object, which then pushes the subjects to inquire about 
the body as an object to understand what is ‘wrong’ with it.

In the framework of disease, the difference between the biological body and lived 
body can be captured through the difference between disease and illness,6 where 
“disease is the physiological process while illness is the experience of that process” 
(Carel, 2016, p. 18). We experience the onset of a disease through our lived body, 
when the degree of embodiment changes, which implies a modification in the way 
a person is situated in the environment and directed towards the world (for example 
not being able to do some tasks that beforehand were routine). Reductionists claim 
that illness is reducible to disease, which is reducible to the biological dimension, 
and therefore, that tackling a disease means tackling its biological underpinnings. 
Yet, is a disease primarily the failure of a physiological system that only secondar-
ily affects the life of the ill subject? Merleau-Ponty suggests that a comprehensive 

6 While we are aware that the first distinction between disease and illness has been introduced by Boorse 
(1975) we wish to not cite this work because of its clear conflicts with our own and Carel’s proposal.
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account of disease must acknowledge the lived body dimension, and that a disease is 
not primarily a biological failure.

Havi Carel (2007) offers pragmatic reasons to accept this irreducibility. Notably, 
she shows that, on the one hand, there are cases where the biological body is dis-
eased, but the lived body is not felt as ill. These may be life-lasting diseases as per-
manent disabilities, where although the biological body is objectively diseased, the 
subject might carry out a life not marked at all by illness. At the beginning, a disease 
is felt as a restriction of the subjectivity, such as, directedness and possibilities to 
act, but eventually, the lived body is going to adapt to such restrictions until they 
are not felt as an illness anymore.7 On the other hand, we have cases where the bio-
logical body is not diseased, but the lived body is felt as ill. In these instances, it is 
not possible to find in the body anything which, once read “off of biological facts”, 
points towards the presence of a disease. Examples of this can be found in migraine 
and anorexia, but also in common conditions such as ageing and pregnancy, those 
we would not call diseases.

The first example highlights how it is possible to have a biological disease while 
not having the feeling of illness, thus dialling back those dimensions of subjectivity, 
directedness and action that characterize the healthy lived body. The latter highlights 
how the feeling of disembodiment, and therefore of illness,8 might be present while 
no biological underpinnings are evident. These examples show that the conception 
of disease as primarily physiological is simplistic and that reducing illness to disease 
seems a hasty move because illness is not always concomitant with a disease. There-
fore, it is plausible to claim that sometimes curing the biological body does not 
imply curing the lived body, and furthermore, that curing a disease does not always 
imply curing an illness. This entails that, framing a disease in biological terms might 
not be always sufficient, for it cannot directly answer questions like: how does ill-
ness impact the social and environmental interactions of the ill person? What is the 
experience of somebody who has a disrupted lived body? And, in the context of 
addiction: what is the relationship of subjects with drug addiction with their own 
bodies? How has addiction changed their life? What aspects affect them the most? 
How can we compensate for those? We will provide answers to these questions in 
the next section.

Given the necessity to act on these two dimensions, we propose a cure plus care 
approach (Engel, 1977), where disease can be linked with cure and illness with care. 
The rationale is that cure-oriented treatments rest on the principle of reductionism 
seeking to identify quantifiable physical symptoms and the causal mechanisms that 
give rise to the disease, a general approach applicable to the wider population (De 
Valck et  al., 2001; Sarto-Jackson, 2018). Care-oriented approaches, on the other 
hand, are particular and focus on the contextual, functional, and emotional aspects 

7 A clear case might be a prosthesis that with time becomes embedded in the body of the agent and is 
not felt anymore as an extraneous object.
8 This claim must be taken with caution because it might be read as implying that disembodiment always 
involves illness. However, that is not what I wish to convey. On the opposite, the claim is that illness 
involves a special kind of disembodiment which is not pleasurable, while disembodiment, when not 
induced by illness, might be a positive experience, for example in meditation.
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of each subject’s health. Care is interested in the experience of the subject, who is 
considered unique and embedded in a particular situation (Zhao et al., 2016; Tinetti 
et al., 2016). The difference between a cure-general and care-particular reflects the 
necessity of tackling different needs. Cure approaches are aimed at the needs of the 
subject to biologically understand their situation and reverse the course of the dis-
ease. However, reversing the course of a disease might require time or might not be 
possible, in these cases another need arises in the patients, namely the need to under-
stand how to live with the disease and how to tackle everyday challenges. A cure-
oriented approach is effective but looks at the subject as biological, as a compound 
of parts that can be fixed. Care-oriented approaches go beyond this conception and 
consider the subject in her situatedness and in her environmental interactions, with 
an aim to figure out subjective ways to be in the world with dignity. Given this char-
acterization, it is clear that the disease model of addiction is cure-oriented while the 
phenomenological approach is care-oriented.

In this section, we tackled the question of whether reducing a disease to its bio-
logical underpinnings is a comprehensive level of analysis and argued against this 
conception. Even if some might claim that we do not have a complete understanding 
of phenomena such as migraine or anorexia, or that ageing and pregnancy ought to 
fall under the definition of disease, it remains the fact that, given the possibility of a 
discrepancy between disease and illness, it is crucial to address both independently. 
We cannot take for granted that curing the biological side always implies curing the 
lived body, therefore, the dimension of care for the personal experience must com-
plement the dimension of cure for the biological body. In the next section, we will 
propose an exploratory lived body framework for drug addiction.

5  First‑person accounts of substance addiction disorder

Above we proposed questions that will shed light on the lived body experience in 
addiction. In this section, we will support them through first-person reports. Specifi-
cally, we won’t tackle the first two general questions which are extensively treated by 
Carel (2007, 2013, 2016), but focus only on those that are closely linked with addic-
tion. Our overarching purpose is to advance a new approach to substance addiction; 
hence this section’s aim is to highlight lived body disruptions in addiction. However, 
given that substance addiction can take many forms, it is not our aim to propose 
an exhaustive first-person account of all forms of substance addiction. Accordingly, 
this section will rather serve as a preliminary illustration to pave the way for further 
work. The working definition of lived body illness we propose is grounded upon the 
disruption of the pre-reflective relationship with the body. In line with recent devel-
opments in psychopathology in which mental conditions are not localized in the hid-
den convolutions of the brain nor in the hidden corners of the patient’s psyche, but 
rather in her lived experiences and relations with others (Fuchs et al., 2019), we aim 
to show how addiction disrupts the lived body. To achieve our aim, first, we tackle 
the dimensions of bodily intentionality and bodily actions. In particular, we explore 
a drug-addicted body’s diminished attunement to the environment, thereby lead-
ing to a subject’s perception of its ecological niche as constricted, fragmented and 
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unfitting, ultimately resulting in few actions performed. Building on this and follow-
ing both the theory that a healthy sense of self that is grounded in these three dimen-
sions being intact (Fuchs, 2007; de Haan & Fuchs, 2010; Ciaunica et al., 2021a, b) 
as well as the disruption of the sense of self in addiction (Kemp, 2019), we show 
that bodily subjectivity is also disrupted. This angle allows us to propose a novel tie 
between addiction, bodily subjectivity, and the sense of self.

We now proceed to argue that bodily intentionality, or bodily directedness 
towards possibilities in the world, is disrupted. Dennis (2017, 2020) uses the 
approach of body mapping to understand the relationship of subjects with their own 
body and the world. Dennis (2017) highlights how for the majority of subjects with 
drug addiction, the drug plays an important role in enabling everyday activities. For 
example, she highlights how drugs help subjects contain their sense which before 
use are overloaded by an outside world that moves in and comes too close for com-
fort “Everything is all ‘oh oh’ [makes sounds and gestures to show how things get 
too close] … it’s just like you can’t handle busy high streets” (Dennis, 2020, pp. 
12). The un-drugged body is therefore not a perfect medium to interact with the 
world, in her own words “bodies that have become-with drugs, are seen to lose their 
connectivity with the world in becoming focused and reliant on this one connection 
[drug]“(Dennis, 2020, pp. 2). This loss of connection is also highlighted by Kemp 
(2011), who describes how the drug-addicted body leads to a general withdrawal 
from the world with fewer and fewer social contacts resulting in avoidance of spaces 
and restriction of life in “safe” places: “I might call a friend [after using] but most of 
the day is just me on my own at home” (Kemp, 2011, p.4), “I am back [home] soon, 
as I want to avoid other people” (Kemp, 2011, p.3). Moreover, there is little differen-
tiation in contacts, with relationships characterized by dishonesty and manipulation 
(Hammer et al., 2012). The world is therefore perceived as overwhelming, uncon-
trollable, and scary. Transparent bodily mediation is achieved only when drugs are 
present with an increased capacity for “interest in something, on the radio or TV 
or books” (Dennis, 2020). However, this mediation does not fall under the socially 
accepted way of mediating, thus leading to a withdrawal from the world because of 
the feeling of being different and stigmatized (Mincin, 2018; Matthews, 2019; Earn-
shaw et al., 2013). It is therefore plausible to hypothesize that bodily directedness 
is narrowed down, which connects also to the third dimension of the pre-reflective 
body, namely action. Perceiving the world as overwhelming and having a transpar-
ent body only through drugs does not allow for many actions, thus inserting the sub-
jects in a loop of craving and “fixing” which lends itself to a few explorative efforts 
and thus to an existence enclosed always in the same patterns.

Given that the three dimensions of the lived body are naturally and tightly inter-
twined, a disruption in bodily intentionality and actions is a hint at exploring a 
change in bodily subjectivity. In the literature, a disruption in bodily subjectivity is 
often addressed through the description of the body as not belonging to the subject 
anymore for example in schizophrenia and depersonalization (Fuchs, 2007; Ciaunica 
et al., 2021b). However, this kind of disruption is at the end of a spectrum, as Carel 
(2007, 2013, 2016) highlights, the simply lived sensation that the mediating role of 
the body is disrupted is enough to spot a change in the degree of bodily subjectiv-
ity. While this conclusion is already supported by the evidence provided above, we 
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also argue that there are two more indicators of this. First, the drug-addicted body 
becomes a locus of pain. Kemp (2009) highlights how first-person reports suggest 
that “the subject seeks drugs to continue their existence without the pain of cravings 
and withdrawal. Pleasure may have been the initial driver, but now it is the avoid-
ance of pain, which dominates” (p. 11). His vision is also shared by Dennis (2020) 
who highlights how the bodies have learned to “become-with drugs, becoming anx-
ious in their absence” (p. 13) but re-energized when the preferred drug is present. 
The body is thus a locus of constant objectifying attention, because of the need to 
quell the pain as well as the feeling that the undrugged body does not mediate effi-
ciently anymore. This, moreover, “leads to a hatred and distrust of the body, which 
is no longer a foundation on which the self-project is founded, but an inconsistent 
and dishonourable host” (Kemp, 2009, p. 11). It is paradigmatic here the use of the 
word “host” which highlights how, far from being a subject, the body is considered 
an object. The rift between the body and the narrative subject is also traceable in 
first-person reports mirroring how the body imposes courses of action, for example 
seeking drugs, “Your body knows it too, but your brain will not accept it” (Tru-
jillo, 2004, p. 2), that are not always shared by the rational subject (Kemp, 2009, 
2020; Trujillo, 2004). Indeed, drug intake will always be privileged over any other 
environmental or subjective requirement, thus leading to the discounting of activi-
ties that before were deemed as fundamental. In extreme cases, subjects lose their 
jobs, their houses, and their loved ones. As a subject astonishingly puts it: “Crack 
helps you forget everything even your children” (Trujillo, 2004, p. 16). Crack is nat-
urally an extreme example, however, a discrepancy between the bodily wishes and 
the subjective wishes is highlighted by the feelings of shame, self-loathing, and guilt 
commonly reported by users of different drugs (Kemp, 2020). Secondly, the body 
has been described as less “mine” not only when in withdrawal and calling for its 
own relief, but equally when drugs are present, in moments of “loss of self” (Kemp, 
2009). Indeed, while drugs allow the body to work properly and thus not to be an 
object of inquiry, when they are taken there is a shift in the subjectivity. Subjects 
report that “as soon as I’ve had something I’m completely changed [..] totally differ-
ent” (Dennis, 2017, pp. 11) with others depicting this change of self “in drawing a 
picture of herself as superwoman” (Dennis, 2017, pp. 11). The result of bodily sub-
jectivity continuously passing from these two opposite points is leaving the subject 
with a confused sense of herself (Kemp, 2019).

To recapitulate, the aspects which change the most in the addicted life are the 
ones related to the interactions with the world, leading to fewer and fewer actions 
performed and to a little differentiation in actions, thus a shrunken horizon of pos-
sibilities. This results in a narrowed-down meaning of life until it encompasses only 
drugs. Drugs thus affect bodily health and social connections until the addict finds 
herself alone without connections with the outside world but the one provided by the 
drug. This is supported by other subjects reporting how drug intake, at least in the 
long run, leads subjects into an inward closure (Trujillo, 2004) with a life described 
as narrow, inactive, and chaotic (Kemp, 2020), that revolves around very little con-
tact with others. Regarding the subject’s relationship with her body, it seems that in 
drug addiction the body becomes more of an object than a subject because instead 
of being a transparent medium of what the world can offer, it is an opaque locus of 
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attentional need. There is a shift of attention from the world to the body in itself 
(Kemp, 2020).

The disruptions of the lived body are not only supported by first-person reports 
but also by disruptions in proprioception and interception which are fundamental for 
the sense of self (Kemp, 2020), as well as for bodily intentionality and actions.

Proprioception modulates the sense of body location, thereby playing an impor-
tant role in movement and interaction with the environment. For example, when we 
want to grasp a glass, we do not need to put conscious attention to the degree of the 
finger’s opening or the pressure necessary for holding it, as well as when we move 
it towards our mouth we do not need to track consciously where the movement is 
landing. Proprioception, furthermore, offers temporal situatedness that integrates the 
organism’s current states with future states to attain self-preservation, thus maintain-
ing bodily homeostasis. Homeostasis, on the other hand, is deeply intertwined with 
another perceptual system called interoception, which is “the ability of the organism 
to monitor and experience itself” (Kemp, 2020). This internal monitoring is neces-
sary for the organism to attend to its needs, like hunger, pain, etc. Interoception is 
also linked with the perception of time, especially the future, for example to expec-
tations and prediction. Interoception, generally, is related to self-awareness, the 
sense of the self, the sense of temporal continuity, agency, and intention.

The unity of proprioception and interoception is the biological ground for the 
body’s subjectiveness and directedness towards possible actions, and it is plausi-
ble to hypothesize that both are disrupted in some form of addiction. At the neuro-
biological level, it has been reported that drug-addicted individuals have impaired 
functioning in brain parts associated with interoception, for example in the insula, 
anterior cingulate cortex, and dorsal striatum (Goldstein et al., 2009) resulting in a 
generalized decreased ability for interoception (Sönmez et  al., 2017). The disrup-
tion of interoception has the effect of steering homeostasis away thus neglecting the 
needs of the body, which in extreme cases might lead to death. Moreover, interocep-
tion is affected by compromised awareness of bodily processes. This can be identi-
fied in episodes of failure to identify the illness or denial of it, and false belief that 
one is in control over drug-taking behaviour; shown by the discrepancy between ver-
bal reports, “I am going to quit”, and behaviour, intake of drugs.

Concerning proprioception, there is an overall absence of neurobiological evi-
dence, which might be due to the lack of interest in the dimension of action and 
interaction with the environment displayed by the disease model. However, from a 
phenomenological point of view, it is possible to hypothesize that proprioception is 
disrupted. Proprioception should be able to offer to the subject a spatial/temporal 
situatedness in the world so that the latter is seen as a horizon of possibilities. How-
ever, as was shown above, the world is not always experienced in such a manner.

The hypothesis that proprioception and interoception are disrupted is also sup-
ported by evidence of affected temporal dimension in addiction, which is deeply 
correlated with proprioception and interoception. The temporal dimension is now-
oriented while being future-closed (Kemp, 2020). The loss of future-oriented think-
ing causes the craving to be imagined as ceaseless and thus unbearable, there-
fore the impulse is satisfied despite long-term effects. The high concentration on 
the nowness of the moment, as well as their desire to accelerate time as it passes, 
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might explain the compulsivity in addiction, suggesting that other than incentives, 
the ability to foresee and plan meaningfully might help with the feeling of compul-
sion. Moreover, subjects with drug addiction often stress that their past is unclear 
to them as if the years passed never existed which is linked with a disruption of the 
sense of self (Kemp, 2019, 2020), for which both interoception and proprioception 
are fundamental.

Overall, it seems there are compelling reasons to think that, given the evidence of 
loss of bodily subjectivity, of bodily directedness and intentionality, as well as fewer 
actions performed, addiction can be considered a lived body disease. Highlighting 
and linking the disruption across these three dimensions was our aim in this paper. 
Yet, much is still to be considered with respect to its relationship with disembodi-
ment, particularly clear in the literature concerning schizophrenia and disembodi-
ment (Kessler & Braithwaite, 2016; de Haan & Fuchs, 2010). In light of the reason-
ing provided in this paper, future research should inquire whether disembodiment is 
present in addiction as a next natural step in the form of first-person reports (Dennis, 
2020, p.12).

In the next section, we will explicitly indicate how the link between bodily sub-
jectivity, directedness, and intentionality plays a crucial role in the treatment of 
addiction.

6  The phenomenological approach to substance addiction

In the previous section we showed that in drug addiction, it is possible to point out 
lived body disturbances and offered reasons to address the lived body dimension of 
addiction together with its biological one. This was possible through a phenomeno-
logical approach to addiction, which has the advantage of taking into consideration 
the subject and her experience, resulting in consequences both in the field of treat-
ment and of research, which we will now tackle in this order.

First, a phenomenological account takes motivation in high regard, which has 
two different sides. Primarily it allows us to answer the question: “Why do people 
take drugs in the first place?”. Müller and Schumann (2011) draw seven functions of 
drugs: 1) improved social interaction, 2) facilitated mating and sexual behaviour, 3) 
improved cognitive performance and counteracting fatigue, 4) facilitated recovery 
and coping with psychological stress, 5) self-medication for mental health problems, 
6) sensory curiosity, 7) euphoria and hedonia. As we see all these factors directly 
speak to the lived body and fulfil some valuable ends, hence the question: is phar-
macological treatment, as Volkow (Interlandi, 2008) suggests, the way to treat addic-
tion? If we take seriously the functions theorized by Müller and Schumann, pharma-
cological treatment might relieve the brain from being hijacked by drugs and give an 
alternative to solve temporarily the problems posed by the lived body, but in doing 
so, it is just substituting drugs while not acting on the reasons why subjects take 
them. The inability of the disease model to tackle those reasons might even impede 
subjects from recovering because it does not provide good motivations to stop. What 
is needed, instead, is to provide subjects with other means to fulfil the same aim.
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Second, a phenomenological account poses the question: why is motivation 
fundamental for quitting drugs? Motivation is fundamental to the extent that it 
diminishes the importance of drugs in comparison with other events. The ration-
ale behind this observation is the biological hypothesis that the disruption of the 
reward system caused by drugs acts on what is maintained as meaningful by the 
subject. While there is biological evidence for this, as noted above, the lived body 
framework also points toward this conclusion. Indeed, if we take meanings as being 
inherently bounded with sense-making (De Jaegher & Di Paolo, 2007), and we take 
sense-making as defined in the enactive literature as relational, which means that 
our environment is selectively created through our interactions with the world such 
that the organism is not passively receiving meaning from the environment but par-
ticipates in the creation of it, lived body disruptions affect the possibility of cre-
ating meanings. In other words, if meanings are generated through environmental 
interactions, but those are narrowed and biased by drugs, it is tenable to claim that 
in addiction there is a disruption of meaning, leading to a lived body incapable of 
finding meaningful connections with the environment. This results in a process of 
discounting activities deemed before as fundamental, such as sports, work, or fam-
ily. The life of a subject with drug addiction is portrayed by relationships character-
ized by dishonesty and manipulation (Hammer et al., 2012), an increase in negative 
emotions, and a deconstruction of the subject’s sense of self, enhancing self-loathing 
and shame (Kemp, 2020). This hypothesis suggests that meaning creation, as well as 
meaning maintenance, is fundamental for giving up on substance addiction and that 
motivation to create new meanings or to hold on to the ones already present is a key 
factor for recovery. This is sustained by reports which highlight how recovery, far 
from being attained only through pharmacology, involves processes of nurturing the 
self, creating a new identity, and developing a healthy relationship with time (Kemp, 
2019). The cornerstone of addiction treatment is meaning creation, which, as phe-
nomenology suggests, needs to be answered on the individual level.

Indeed, the second role phenomenology plays is to account for subjectivity. The 
disease model is interested in getting the person “clean”, which means, curing the 
biological underpinnings of addiction. In doing so they tend to unify all the experi-
ences and find a cure that is viable for everybody. However, this type of account 
neglects one of the most important features of addiction: it is intrinsically subjective. 
Thus, it is not able to account for the situatedness and the motivation that pushes 
subjects to take drugs. Subjects with drug addiction also need to be cared for, which 
means being helped individually in instantiating new meaningful connections with 
the world, which are ultimately rewarding without drugs. Even if pharmacologi-
cal treatments are of great help, it is not clear how they can permanently address a 
shrunken lived space or the failure to attune to the environment (Miller et al., 2020).

While many treatment centres already integrate this perspective, much research 
based on the brain disease model does not yet. A phenomenological account of 
addiction opens and motivates new lines of research in substance addiction treat-
ment (Copoeru, 2018). One question is how meaning is created in the relation-
ships we entertain in our environments, which leads to whether meaning should 
be considered a relational phenomenon and how addiction can diminish the mean-
ing of other activities so heavily. This question already has a biological answer, 
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and therefore it is important to inquire about it in relation to the lived experience 
of drug intake. Another line of research might be to inquire whether it is possible 
to attain the same level of discounting but in the opposite direction and if yes, 
through which nonpharmacological means? Lastly, as highlighted above there is a 
general lack of study about proprioception in addiction which, in the light of the 
reasoning in this paper, is fundamental.

7  Conclusion

The model presented in this paper claimed that substance addiction cannot be 
fully captured within a reductionist view. We proposed to take into considera-
tion the phenomenological approach and argued that reduction to the brain does 
not provide a comprehensive framework for understanding addiction. Further-
more, using the lived body as the methodology to inquire about the experience of 
drug addiction showed how it validates the thesis that substance addiction must 
be considered as a lived body disease next to its neurobiological underpinnings. 
Finally, leveraging the notion of motivation and meaning, we showed how drug 
addiction can be conceptualized as an inability to use the body to find meaningful 
connections with the environment. Therefore, we suggested that some questions 
which already have an answer at the biological level ought to be tackled at the 
lived body level to foster our understanding of processes, such as discounting and 
meaning creation.

The model we proposed has the advantage of being care-oriented, caring for the 
subject’s difficulties to break free from addiction, which is intrinsically subject-
related and cannot be reduced to general principles, as well as reversing cultural 
stereotypes and stigmatisation. The special attention to subjectivity proposed in this 
account promotes the message that treating addiction is not only about drugs, but 
also about anxiety, depression, and other psychological challenges in re-establishing 
a healthy relationship with the world. Moreover, what has been stressed is that phar-
macological treatments themselves are not enough and they should be pursued in 
parallel to a treatment that tackles the challenges faced at the level of interpersonal 
relations and the generation of meaning, let alone public policies. Thus, it is impor-
tant to adapt the clinical setting to these insights by finding new ways to treat addic-
tion while maintaining the dimension of care as primary.

Far from proposing to abandon the disease model of addiction altogether, this 
article suggests that the best way to tackle a complex phenomenon as addiction is 
a combination of the two approaches: the cure-oriented brain model and the care-
oriented phenomenological model. While biology and quantitative psychology 
can highlight the mechanisms at play in the brain, qualitative, phenomenological 
research might be able to provide means to reverse those mechanisms, which in 
turn, might provide powerful insights for the aforementioned.
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