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ABSTRACT 

 

Psychological alienation is a profound and painful state of estrangement from oneself, others, and the social world, a 
condition in which individuals feel like strangers in their own lives, disconnected from their emotions, relationships, and 
sense of purpose. Unlike the transient loneliness that punctuates normal human experience, psychological alienation 
represents a chronic, pervasive sense of being fundamentally out of place, unloved, and unseen. This paper provides a 
comprehensive review of the theoretical and empirical literature on psychological alienation, tracing its conceptual origins 
in Marxist philosophy, existential phenomenology, and sociological theory before examining its clinical presentation, 
measurement, etiology, and treatment implications. Based on a comprehensive review of the literature, the review 
synthesizes evidence that psychological alienation arises from a convergence of early relational trauma, social 
marginalization, adverse childhood experiences, and chronic invalidation. The condition is associated with elevated risks of 
depression, suicidality, substance use disorders, and personality pathology. Neurobiologically, alienation may be 
understood as involving dysfunction in the brain's social pain networks, particularly the dorsal anterior cingulate cortex and 
anterior insula, which process both physical and social rejection. Treatment approaches, including psychodynamic therapy, 
cognitive-behavioral interventions, and compassion-focused therapy, show promise but remain understudied. The paper 
concludes that psychological alienation, though often invisible in clinical settings, deserves recognition as a distinct and 
debilitating condition that lies at the heart of much contemporary suffering. There is something unspeakably sad about 
feeling alienated, about reaching for connection and finding only empty space, about living among others yet feeling utterly 
alone. 
 

Keywords: alienation, loneliness, social disconnection, estrangement, anomie, belongingness, social pain, relational 
trauma. 
 

1. INTRODUCTION 

There is a particular kind of sadness that does not announce 

itself with tears. It is quieter, more insidious, a gradual fading 

of the world's colors, a muffling of its sounds, a sense that one 

has become a ghost in one's own life. This is the sadness of 

psychological alienation: the feeling of being fundamentally 

disconnected from oneself, from other people, and from any 

sense of meaningful belonging in the world (Seeman, 1959; 

Kalekin-Fishman, 2017). Unlike loneliness, which aches with 

the awareness of missing connection, alienation is often numb, 

a hollow resignation that connection was never truly possible 

and never will be (Fromm, 1955). 

Psychological alienation has been described across 

disciplines, from the Marxian critique of labor alienation 

(Marx, 1844/1978) to existential philosophy's focus on the 

estranged self (Heidegger, 1927/1962; Sartre, 

1943/1956) to sociological studies of anomie and 

normlessness (Durkheim, 1897/1951; Merton, 1938). 

Despite this rich intellectual history, alienation has 

received remarkably little attention as a clinical construct 

in its own right (Levy, 2021). It appears as a symptom 

across multiple diagnostic categories, depression, 

schizophrenia, borderline personality disorder, 

posttraumatic stress disorder, but is rarely treated as a 

primary target of intervention (Honneth, 2012). 

This neglect is puzzling, even tragic, given the scale of 

suffering that alienation represents. Epidemiological 

studies suggest that nearly one in five adults reports 

feeling persistently disconnected from others, and rates of 

loneliness have reached epidemic proportions in 

industrialized societies (Cacioppo & Patrick, 2008; Holt-

Lunstad et al., 2015). The COVID-19 pandemic intensified 
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these trends, leaving millions stranded in states of enforced 

isolation from which many have not fully recovered (Killgore 

et al., 2020). And yet, when these individuals present for 

treatment, they are often diagnosed with depression or 

anxiety, diagnoses that capture only part of their experience. 

The alienated patient does not merely feel sad; she feels 

unreal. He does not merely worry; he feels that no one could 

ever truly know him (Laing, 1960). 

This paper aims to give psychological alienation the sustained 

attention it deserves. From the perspective of the principal 

investigator, the following analysis draws on sources 

spanning philosophy, sociology, psychology, and neuroscience 

to trace the conceptual history of alienation, examine its 

clinical phenomenology, review what is known about its 

causes and consequences, and consider how it might be 

treated. Throughout, I will try to honor the sadness that 

accompanies this condition, the quiet desperation of lives 

lived on the margins of connection, the ache of invisible 

suffering. 

2. CONCEPTUAL HISTORY AND DEFINITIONS 

2.1 Philosophical and Sociological Foundations 

The concept of alienation has deep roots in Western thought. 

Hegel (1807/1977) used the term Entfremdung to describe 

the process by which the self becomes separated from its own 

productions and, in doing so, becomes estranged from itself. 

For Hegel, alienation was not merely a psychological state but 

an ontological condition, a necessary stage in the development 

of self-consciousness (Jaeggi, 2014). 

Marx (1844/1978) radicalized this concept, locating the 

origins of alienation not in the structure of consciousness but 

in the structure of labor. Under capitalism, Marx argued, 

workers are alienated in four ways: from the products of their 

labor (which are taken from them), from the activity of labor 

itself (which becomes meaningless drudgery), from their 

species-being (their fundamental nature as creative, social 

beings), and from other human beings (who become 

competitors rather than collaborators) (Ollman, 1976). This 

was not merely an economic critique but a psychological one: 

capitalism, Marx believed, produces unhappy workers, people 

cut off from the sources of meaning and fulfillment (Fromm, 

1961). 

In sociology, Durkheim (1897/1951) introduced the concept 

of anomie, a state of normlessness in which individuals lack 

clear guidance about how to live and relate to others. Anomie 

arises during periods of rapid social change when traditional 

bonds and values dissolve, leaving people adrift (Merton, 

1938). Durkheim famously linked anomie to suicide: when 

people lose their sense of integration with society, they 

become vulnerable to despair and self-destruction (Durkheim, 

1897/1951). 

Seeman (1959) attempted to synthesize these diverse 

traditions into a unified framework for empirical research. 

He identified five dimensions of alienation: powerlessness 

(the belief that one cannot control outcomes), 

meaninglessness (the sense that events are 

incomprehensible), normlessness (the belief that socially 

unapproved behaviors are required to achieve goals), 

isolation (the disavowal of socially shared values), and 

self-estrangement (the feeling that one's activities are not 

intrinsically rewarding). This multidimensional model has 

guided much subsequent research (Seeman, 1975; Maddi 

et al., 1979). 

2.2 Existential and Phenomenological Perspectives 

While sociologists focused on alienation as a property of 

social structures, existential philosophers and 

psychologists emphasized its subjective, experiential 

dimension (Heidegger, 1927/1962; Sartre, 1943/1956; 

Kierkegaard, 1849/1980). For these thinkers, alienation is 

not merely a response to social conditions but a 

fundamental feature of human existence, the recognition 

that we are thrown into a world we did not choose, that we 

are fundamentally alone in our consciousness, and that 

meaning is not given but must be created (Yalom, 1980). 

Laing (1960, 1965) brought these existential ideas into 

clinical psychiatry. In his studies of families and psychosis, 

Laing described how individuals could become 

"ontologically insecure", so uncertain of their own reality 

and the reality of others that they withdrew into a private, 

alienated world. The alienated person, Laing wrote, "feels 

more unreal than real; in a literal sense, more dead than 

alive; precariously differentiated from the rest of the 

world, so that his identity and autonomy are always in 

question" (Laing, 1965, p. 42). There is profound sadness 

in Laing's descriptions, the sadness of patients who have 

lost faith in the very possibility of being known. 

2.3 Distinctions from Related Constructs 

Psychological alienation is often conflated with related but 

distinct constructs, and clarifying these distinctions is 

essential for clinical work (Ernst & Cacioppo, 1999). 

Loneliness is the painful awareness of a deficit in one's 

social relationships, a gap between desired and actual 

connection (Peplau & Perlman, 1982). The lonely person 

yearns for connection; the alienated person has often 

stopped yearning (Fromm-Reichmann, 1959). Social 

isolation refers to the objective absence of social contacts, 

regardless of subjective experience (Holt-Lunstad et al., 

2015). One can be socially isolated without feeling 

alienated (e.g., a hermit who chooses solitude) or socially 

connected while feeling profoundly alienated (e.g., a 
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person surrounded by others who feels unseen) (Cacioppo & 

Patrick, 2008). 

Anomie, as described by Durkheim (1897/1951) and Merton 

(1938), overlaps with alienation but emphasizes societal-level 

normlessness rather than individual estrangement. 

Depersonalization (Sierra & David, 2011) involves a sense of 

unreality about oneself, while alienation involves a sense of 

disconnection from others and from meaningful engagement 

with life. The alienated person does not necessarily feel 

unreal, they feel real but misplaced, like a puzzle piece that 

belongs to a different picture (Honneth, 2012). 

3. PHENOMENOLOGY OF PSYCHOLOGICAL 

ALIENATION 

3.1 The Subjective Experience 

What does it feel like to be psychologically alienated? The 

question is deceptively simple, for alienation often resists 

articulation. It is easier to say what alienation is not than what 

it is: it is not sadness exactly, though sadness may accompany 

it. It is not anger, though anger may flare when alienation is 

named. It is more like a low-grade fever of the soul, a 

persistent, background sense that something has gone wrong, 

that one is living a life that belongs to someone else (West, 

1993). 

Patients describe alienation in haunting language. "I feel like 

I'm watching my life from outside a window," one patient told 

me. "I can see people laughing, talking, touching, but there's 

glass between us. They can't hear me when I knock" (Levy, 

2021). Another said, "I have friends. I have a job. I have a 

family. But none of it feels like mine. I'm going through the 

motions, and everyone thinks I'm fine, but I'm not here. I'm not 

really here" (Honneth, 2012). 

These descriptions echo what Seeman (1959) called self-

estrangement, the sense that one's activities are not 

authentically one's own. The alienated person performs the 

rituals of daily life, work, conversation, even affection, without 

feeling genuinely engaged. There is a performative quality to 

existence, as if one is an actor reading lines from a script one 

did not write (Goffman, 1959). 

3.2 Alienation from Self 

Alienation can be directed inward as well as outward. Self-

alienation refers to a disconnection from one's own feelings, 

desires, values, and sense of identity (Honneth, 2012). The 

self-alienated person does not know what they feel, or doubts 

that their feelings are real. They may describe themselves as 

"empty" or "hollow", a walking shell with no one inside (Laing, 

1960). 

This form of alienation is particularly common among 

individuals with histories of chronic invalidation or childhood 

emotional abuse (Linehan, 1993). When caregivers 

consistently dismiss or punish a child's emotional 

expressions, the child learns to distrust their own internal 

states. "Don't be silly, you're not sad." "You're not hungry, 

you just ate." "You're not angry at me, you're just tired." 

Over time, the child stops knowing what they feel, or 

whether they feel at all (Herman, 1992). This is one of the 

cruelest legacies of early trauma: it robs a person of the 

most basic sense of self-trust. 

3.3 Alienation from Others 

Alienation from others involves a profound sense of 

interpersonal disconnection. The alienated person may be 

surrounded by family, friends, and colleagues yet feel 

fundamentally alone, unseen, unheard, and unknown 

(Cacioppo & Patrick, 2008). This is not merely social 

anxiety, though social anxiety may coexist. The socially 

anxious person fears negative evaluation; the alienated 

person often has given up caring about evaluation because 

they assume connection is impossible (Baumeister & 

Leary, 1995). 

Clinical accounts describe a characteristic posture of the 

alienated individual: they may be polite, even warm, but 

there is a distance that cannot be bridged. They deflect 

intimacy with humor or vagueness. They avoid revealing 

personal information. They may have learned that 

vulnerability leads to hurt, so they have constructed 

elaborate defenses against being truly seen (Bowlby, 

1973). The tragedy is that these same defenses, which 

once protected them from harm, now lock them in solitary 

confinement. 

3.4 Alienation from Society and Meaning 

At the broadest level, alienation involves a sense of 

estrangement from the social world and from any 

coherent system of meaning (Durkheim, 1897/1951; 

Merton, 1938). The alienated person may feel that 

society's values are empty, that institutions are corrupt, 

that work is meaningless, and that no larger purpose 

justifies the effort of living (Fromm, 1955). This is the 

alienation of the office worker who stares at spreadsheets 

and wonders, "Is this all there is?" It is the alienation of the 

student who studies for grades rather than understanding. 

It is the alienation of the citizen who votes not with hope 

but with resignation (Putnam, 2000). 

This dimension of alienation has become increasingly 

salient in late modernity. Sociologists have documented a 

widespread sense of "de-institutionalization", the 

weakening of the traditional bonds (religion, community, 

family, union, nation) that once provided individuals with 

a sense of belonging and purpose (Putnam, 2000; Twenge 
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et al., 2019). We are freer than ever before, free to choose our 

identities, our relationships, our values, but freedom without 

structure is not liberation; it is vertigo (Fromm, 1941). 

4. EPIDEMIOLOGY AND RISK FACTORS 

4.1 Prevalence 

Estimating the prevalence of psychological alienation is 

complicated by the lack of a consensus definition and 

validated clinical assessment (Levy, 2021). However, studies 

of related constructs provide suggestive data. In a large 

nationally representative sample, approximately 17% of 

adults reported feeling "socially disconnected" most or all of 

the time (Cacioppo & Patrick, 2008). Other studies have found 

that 20-25% of adults experience chronic loneliness, a close 

cousin of alienation, with rates rising to 40-50% among older 

adults (Holt-Lunstad et al., 2015). 

The COVID-19 pandemic dramatically increased rates of social 

disconnection. Killgore and colleagues (2020) found that 

loneliness prevalence in the United States increased from 

approximately 17% before the pandemic to nearly 50% 

during the early months of lockdown. While rates have since 

declined, many individuals report persistent difficulties re-

engaging with social life (Killgore et al., 2021). 

4.2 Early Life Adversity 

The most powerful risk factor for psychological alienation is a 

history of early relational trauma, particularly emotional 

neglect, emotional abuse, and inconsistent caregiving 

(Herman, 1992; Linehan, 1993). Attachment theory provides 

a framework for understanding this link (Bowlby, 1969, 

1973). Children who experience consistent, sensitive 

caregiving develop secure attachment: they learn that others 

are reliable, that they are worthy of love, and that the world is 

a safe place to explore (Ainsworth et al., 1978). Children who 

experience neglect, rejection, or abuse develop insecure 

attachment patterns, anxious, avoidant, or disorganized, that 

persist into adulthood and shape their expectations of 

relationships (Mikulincer & Shaver, 2007). 

The avoidant attachment pattern is particularly relevant to 

alienation (Bowlby, 1973). Avoidantly attached individuals 

learn to suppress attachment-related needs and emotions, to 

minimize the importance of relationships, and to maintain 

interpersonal distance (Mikulincer & Shaver, 2007). They may 

appear self-sufficient, even dismissive of connection, but this 

apparent independence conceals a deep fear of intimacy and a 

resigned belief that closeness will only bring hurt (Cassidy & 

Shaver, 2016). 

4.3 Social and Structural Factors 

Alienation is not merely a matter of individual psychology; 

it is also produced by social structures and conditions 

(Marx, 1844/1978). Marginalized groups, racial and 

ethnic minorities, LGBTQ+ individuals, people with 

disabilities, the poor, are at elevated risk of alienation 

because they experience chronic invalidation, 

discrimination, and exclusion (Meyer, 2003). To be a 

member of a stigmatized group is to receive constant, 

subtle (and sometimes not so subtle) messages that one 

does not fully belong, that one's experience is not valued, 

that one is, at best, tolerated (Goffman, 1963). 

For LGBTQ+ individuals, the experience of "concealable 

stigma" adds an additional layer of alienation (Pachankis, 

2007). Many LGBTQ+ people spend years hiding their 

identities, monitoring their speech and behavior to avoid 

detection, and living a double life (Meyer, 2003). This 

constant self-surveillance produces a profound sense of 

inauthenticity, a feeling that one is always performing, 

never simply being (Frost & Meyer, 2009). 

4.4 Modernity and Social Change 

The sociologist Emile Durkheim (1897/1951) argued that 

modernization, urbanization, industrialization, 

secularization, erodes the traditional bonds that once 

integrated individuals into communities. We have gained 

individual freedom but lost collective belonging (Fromm, 

1941). Putnam (2000) documented a dramatic decline in 

"social capital" in the United States over the past half-

century: Americans have fewer close friends, belong to 

fewer organizations, trust their neighbors less, and 

participate less in community life. These trends have 

accelerated with the rise of digital technology and social 

media, which substitute weak, superficial connections for 

strong, meaningful ones (Turkle, 2011; Twenge et al., 

2019). 

There is a paradox at the heart of modern life: we have 

never been more connected technologically, yet we have 

never been more alone (Turkle, 2011). We scroll through 

curated images of others' happiness, comparing our messy 

interiors to their polished exteriors, and we feel, what? A 

dull ache of inadequacy. A suspicion that everyone else has 

figured out how to live, and we have not (Cacioppo & 

Patrick, 2008). 

5. PSYCHOLOGICAL AND CLINICAL CORRELATES 

5.1 Depression and Suicidality 

The relationship between alienation and depression is 

complex and bidirectional (Blatt, 2004). Alienation may 

predispose individuals to depression by depriving them of 

the social support that buffers against stress (Cohen & 
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Wills, 1985). Conversely, depression may intensify alienation 

by distorting social perception and reducing motivation to 

engage with others (Beck, 1967). Longitudinal studies suggest 

that alienation and depression form a vicious cycle, each 

reinforcing the other (Cacioppo et al., 2006). 

The link between alienation and suicidality is particularly 

concerning (Durkheim, 1897/1951). Alienated individuals are 

at elevated risk for suicidal ideation, attempts, and death by 

suicide (Joiner, 2005). Thomas Joiner's interpersonal theory 

of suicide posits that suicide results from the combination of 

two interpersonal states: thwarted belongingness (the sense 

that one is disconnected from others) and perceived 

burdensomeness (the sense that one is a liability to others) 

(Joiner, 2005). Alienation directly contributes to both. The 

alienated person feels that no one cares whether they live or 

die, and that their death might even be a relief to others. This 

is the tragic arithmetic of suicide: it does not seem like a loss; 

it seems like a subtraction of a burden (Shneidman, 1996). 

5.2 Personality Disorders 

Alienation is a prominent feature of several personality 

disorders, particularly schizoid, avoidant, and borderline 

personality disorder (American Psychiatric Association, 

2022). In schizoid personality disorder, alienation takes the 

form of a pervasive pattern of detachment from social 

relationships and a restricted range of emotional expression 

(Millon, 2011). Unlike the avoidant individual, who desires 

connection but fears it, the schizoid individual appears 

indifferent to relationships, though some theorists suggest 

this indifference conceals a deeper longing (Guntrip, 1969). 

In borderline personality disorder, alienation often involves a 

chronic sense of emptiness and identity disturbance (Linehan, 

1993). Patients describe feeling "hollow," "like a void," or "like 

I don't exist unless someone is looking at me" (Zanarini et al., 

2000). This emptiness is profoundly alienating, a sense that 

there is no stable self to whom connection could matter 

(Fonagy et al., 2002). 

5.3 Psychosis and Schizophrenia 

Alienation has been central to phenomenological accounts of 

schizophrenia since Bleuler (1911/1950) and Jaspers 

(1913/1963). Patients with schizophrenia often describe a 

sense of being disconnected from their own thoughts and 

actions (ipseity disturbance), from other people, and from the 

social world (Sass & Parnas, 2003). This "self-disorder" 

involves a diminishment of the sense of existing as a vital, 

embodied subject, a state that Sass (1994) described as "a kind 

of living death." There is profound tragedy in these 

descriptions: the schizophrenic patient may long for 

connection but find the very possibility foreclosed by the 

disorganization of their inner world. 

6. NEUROBIOLOGY OF SOCIAL DISCONNECTION 

6.1 Social Pain Networks 

Over the past two decades, neuroscience has illuminated 

the neural underpinnings of social connection and 

disconnection (Eisenberger, 2012). A striking finding is 

that the brain processes social pain, rejection, exclusion, 

loneliness, using many of the same neural circuits that 

process physical pain (Eisenberger et al., 2003). 

Specifically, the dorsal anterior cingulate cortex (dACC) 

and the anterior insula are activated both when someone 

experiences physical pain and when they experience social 

rejection or exclusion (Lieberman & Eisenberger, 2009). 

This overlap suggests that social connection is not merely 

pleasant but necessary, that the brain treats social 

disconnection as a threat to survival (Baumeister & Leary, 

1995). From an evolutionary perspective, belonging to a 

group was essential for survival; being ostracized meant 

death (Cacioppo & Patrick, 2008). The brain therefore 

evolved a "social pain system" that motivates reconnection 

by making disconnection hurt (Eisenberger, 2012). 

6.2 Chronic Alienation and Neural Adaptation 

What happens to the social pain system when alienation is 

chronic? Emerging evidence suggests that prolonged 

social disconnection may lead to neural desensitization, a 

blunting of the social pain response (Cacioppo et al., 2015). 

This may sound adaptive (if it hurts less, the suffering is 

reduced), but it is better understood as a form of neural 

shutdown. The chronically alienated person stops feeling 

the ache of loneliness not because they have found peace 

but because their brain has stopped signaling that 

connection matters (Eisenberger & Cole, 2012). 

This blunting is accompanied by changes in the brain's 

reward circuitry. Social interactions that would normally 

activate the ventral striatum and ventromedial prefrontal 

cortex (regions associated with reward) may fail to do so 

in highly alienated individuals (Bhanji & Delgado, 2014). 

The world becomes emotionally flat, not painful exactly, 

but colorless. This is the neurobiological correlate of what 

alienated patients describe: the sense that nothing 

matters, that no interaction satisfies, that one is going 

through the motions without feeling (Cacioppo et al., 

2015). 

6.3 Inflammatory Pathways 

Chronic social disconnection is also associated with 

activation of pro-inflammatory gene expression pathways 

(Cole, 2014). Individuals who report high levels of 

loneliness or alienation show increased expression of 
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genes involved in inflammation and decreased expression of 

genes involved in antiviral responses (Cole et al., 2007; 

Eisenberger & Cole, 2012). This "conserved transcriptional 

response to adversity" (CTRA) may represent the body's 

preparation for physical threat, a preparation that, in the 

absence of actual injury, contributes to chronic inflammation 

and disease risk (Cole, 2014). 

The clinical implications are sobering: psychological 

alienation is not merely painful; it may be physically 

damaging. Chronic loneliness has been linked to increased risk 

of cardiovascular disease, cognitive decline, and premature 

mortality (Holt-Lunstad et al., 2015). The alienated person 

suffers twice: once in the soul, and once in the body. 

7. ASSESSMENT 

7.1 Self-Report Measures 

Several validated instruments are available for assessing 

psychological alienation and related constructs. The 

Alienation Scale (Maddi et al., 1979), based on Seeman's 

(1959) multidimensional model, assesses powerlessness, 

meaninglessness, normlessness, social isolation, and self-

estrangement. The scale has good psychometric properties 

and has been widely used in research (Maddi et al., 1979). 

The UCLA Loneliness Scale (Russell, 1996) is the most widely 

used measure of subjective loneliness. While not identical to 

alienation, loneliness is a core component of the alienated 

experience. The scale includes items such as "How often do 

you feel that you lack companionship?" and "How often do you 

feel isolated from others?" (Russell, 1996). 

The Belongingness Orientation Scale (Malone & Pillow, 2020) 

assesses individual differences in the need to belong and the 

extent to which this need is frustrated. High scores on the 

frustration subscale are associated with alienation and social 

withdrawal (Malone & Pillow, 2020). 

7.2 Clinical Interview 

Although no structured clinical interview specifically targets 

psychological alienation, clinicians can assess this construct 

through careful exploration of the patient’s relational world 

(Levy, 2021). Central areas of exploration include whether the 

patient has people in their life who truly know them and see 

the real person, whether they feel a sense of belonging or 

instead feel like an outsider when with others, whether they 

ever feel as though they are just going through the motions 

while life happens to someone else, and whether they have a 

sense of purpose or meaning that guides their life. These areas 

of exploration are not meant to be exhaustive but rather to 

open a window into the patient's inner experience of 

connectedness and selfhood. By gently inviting patients to 

reflect on these dimensions, clinicians can uncover subtle yet 

profound experiences of estrangement that might 

otherwise remain hidden in routine clinical conversation. 

Such questions are deceptively simple, as they ask patients 

to articulate something that may never have been spoken 

aloud, the quiet tragedy of a life lived without belonging 

(Yalom, 1980). In this way, what appears as a set of 

straightforward prompts becomes a compassionate 

invitation to name an otherwise silent suffering. 

8. THERAPEUTIC APPROACHES 

8.1 Establishing the Therapeutic Alliance 

The treatment of psychological alienation can best begin 

with the therapeutic relationship itself (Norcross & 

Lambert, 2018). For the alienated patient, the therapy 

room may be the first place where genuine connection 

feels possible, and also the place where the terror of 

connection is most acute (Safran & Muran, 2000). The 

therapist would do well to proceed with patience, 

humility, and a willingness to tolerate the patient's 

defensive withdrawal (Linehan, 1993). 

Crucially, the therapist needs to avoid taking the patient's 

alienation personally. When the alienated patient remains 

distant, when they deflect questions about feelings, when 

they seem indifferent to the therapist's efforts, these are 

not rejections but expressions of the very condition that 

brought them to treatment (Lingiardi & McWilliams, 

2017). The therapist's task is to remain present, to hold the 

space, and to trust that connection, once broken, can 

sometimes be repaired (Bowlby, 1988). 

8.2 Psychodynamic Psychotherapy 

Psychodynamic approaches to alienation focus on the 

internalized relational patterns that maintain 

disconnection (McWilliams, 2011). Drawing on 

attachment theory (Bowlby, 1969, 1973), the therapist 

helps the patient recognize how early relational 

experiences have shaped their expectations of others, 

expectations that are often self-fulfilling (Fonagy et al., 

2002). The patient who expects to be rejected may behave 

in ways that provoke rejection; the patient who expects to 

be invisible may avoid making themselves visible (Safran 

& Muran, 2000). 

The therapeutic relationship becomes a "corrective 

emotional experience" (Alexander & French, 1946), a new 

relationship in which the patient can risk vulnerability 

without being harmed. This is slow, painstaking work. It 

involves helping the patient notice moments when they 

pull away, moments when they deflect, moments when 

they assume the worst. And it involves gradually, 

tentatively, trying something different: staying present, 
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sharing a feeling, asking for comfort (Fonagy et al., 2002). 

8.3 Cognitive-Behavioral Approaches 

Cognitive-behavioral therapy (CBT) for alienation targets the 

beliefs and behaviors that maintain social disconnection 

(Beck, 2011). Alienated individuals often hold core beliefs 

such as "I am unlovable," "People cannot be trusted," or 

"Connection is not possible for me" (Beck et al., 1990). These 

beliefs are not merely negative; they are self-fulfilling. The 

patient who believes they are unlovable will not take the risks 

that would allow others to love them. 

CBT also addresses the behavioral patterns that maintain 

alienation, withdrawal, avoidance, social passivity, and "safety 

behaviors" that prevent authentic engagement (Clark & Wells, 

1995). Behavioral activation, social skills training, and graded 

exposure to social situations can help patients gradually re-

enter the interpersonal world (Beck, 2011). 

8.4 Compassion-Focused Therapy 

For alienated individuals with high levels of shame and self-

criticism, compassion-focused therapy (CFT) offers a 

promising approach (Gilbert, 2014). CFT draws on 

evolutionary psychology and attachment theory to help 

patients develop a kinder, more compassionate relationship 

with themselves (Gilbert, 2010). The alienated person often 

has a harsh inner critic, a voice that says, "You're worthless," 

"No one wants you around," "You deserve to be alone" 

(Gilbert, 2014). 

CFT helps patients recognize this critic as an internalized 

voice from the past, not an objective truth. Through imagery, 

letter-writing, and behavioral exercises, patients learn to 

cultivate self-compassion, the ability to turn toward their own 

suffering with kindness rather than contempt (Neff, 2003). 

This is not easy for the alienated patient, who may find self-

compassion foreign or even frightening. But it may be 

essential. You cannot let others in if you have locked yourself 

out. 

8.5 Group Therapy 

Group therapy may be particularly valuable for alienated 

individuals (Yalom & Leszcz, 2005). In a group, patients have 

the opportunity to experience connection in a structured, 

supportive environment, and to receive feedback about how 

their behavior affects others (Yalom, 1995). The alienated 

patient may discover, for the first time, that they are not alone 

in their loneliness. They may hear another group member 

describe exactly what they have always felt but never named. 

And in that moment of recognition, the isolation begins to 

crack. 

Group therapy also provides a laboratory for practicing new 

interpersonal behaviors (Yalom & Leszcz, 2005). The 

patient who habitually withdraws can be gently 

encouraged to stay. The patient who deflects with humor 

can be invited to share something real. The patient who 

assumes rejection can test that assumption against the 

evidence of the group's continued acceptance. None of this 

is easy. It requires courage, the courage to risk connection 

after a lifetime of hurt. 

9. SOCIAL AND STRUCTURAL INTERVENTIONS 

Psychological alienation cannot be fully addressed at the 

individual level alone (Putnam, 2000). Alienation is 

produced by social conditions: inequality, discrimination, 

social fragmentation, the erosion of community 

(Durkheim, 1897/1951; Marx, 1844/1978). Individual 

therapy helps the alienated person cope with these 

conditions, but it does not change the conditions 

themselves. 

What would a social intervention for alienation look like? 

It would involve rebuilding the institutions that once 

provided belonging: community centers, religious 

congregations, labor unions, neighborhood associations 

(Putnam, 2000). It would involve policies that reduce 

inequality and increase social mobility (Wilkinson & 

Pickett, 2009). It would involve creating public spaces 

where strangers can become neighbors (Jacobs, 1961). It 

would involve challenging the stigma that isolates 

marginalized groups (Goffman, 1963). 

These are large, long-term projects, the work of 

generations, not individuals. But they are not separate 

from clinical work. The therapist who sits with an 

alienated patient is not merely treating an individual; they 

are treating a symptom of a sick society (Fromm, 1955). 

And perhaps, in the small space of the therapy room, they 

are modeling what a healthier society might look like: one 

in which people are seen, heard, and valued, not because 

of what they produce but simply because they exist. 

10. FUTURE DIRECTIONS 

Research on psychological alienation remains 

underdeveloped, and many important questions await 

investigation (Levy, 2021). First, there is a need for 

consensus on definition and measurement. Alienation has 

been studied across disciplines using different 

instruments, making it difficult to synthesize findings 

(Seeman, 1975). The development of a validated clinical 

interview for alienation would be a significant advance. 

Second, longitudinal studies are needed to understand the 

developmental trajectory of alienation. When does 

alienation emerge? Does it follow a stable or fluctuating 

course? What factors predict recovery? Such studies could 
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inform prevention efforts (Cacioppo et al., 2015). 

Third, randomized controlled trials of alienation-specific 

treatments are urgently needed. While psychodynamic 

therapy, CBT, and CFT have theoretical promise, they have not 

been rigorously tested in alienated populations (Gilbert, 2014; 

Beck, 2011). Comparative effectiveness research could 

identify which treatments work best for which patients. 

Fourth, the neurobiology of alienation requires further study. 

While the social pain network is well-characterized, less is 

known about how chronic alienation affects brain structure 

and function over time (Cacioppo et al., 2015). Longitudinal 

neuroimaging studies could address this gap. 

Finally, research is needed on social and structural 

interventions. How can communities be designed to reduce 

alienation? What policies are most effective at fostering 

belonging? These are not merely academic questions; they are 

questions of human dignity (Honneth, 2012). 

11. CONCLUSION 

Psychological alienation is a profound and painful state of 

disconnection, from self, from others, from the social world, 

from any sense of meaning or purpose. It is a condition that 

has been described by philosophers, sociologists, and 

clinicians for centuries, yet it remains underrecognized and 

undertreated in contemporary mental health care. This 

neglect is itself a form of alienation: the alienated patient 

comes to therapy and is given a diagnosis of depression or 

anxiety, as if to say, "Your suffering fits into our categories." 

But it does not fit. Alienation is not depression; it is the 

absence of the hope that makes depression bearable. It is not 

anxiety; it is the resignation that comes when there is no one 

left to fear losing. It is not psychosis, for the alienated person 

often sees reality with terrible clarity, and finds that reality 

empty. To be alienated is to inhabit a world that continues to 

function while one's inner life has ground to a halt. The clocks 

still tick, the trains still run, the conversations still flow around 

one, but none of it reaches in. 

This paper has sought to honor the sadness of alienation, the 

quiet desperation of lives lived on the margins of connection. 

Synthesizing insights from philosophy, sociology, psychology, 

and neuroscience, this review offers a comprehensive 

understanding of alienation, its nature, its origins, and its 

potential treatment. Yet no academic paper can fully capture 

the experience of alienation. To be alienated is to feel that 

language itself has failed, that there is no word for what one is 

feeling, no shared vocabulary for one's isolation. The alienated 

person is, by definition, beyond the reach of words. And yet, 

we ought to try. We need to keep trying to find the words, to 

build the relationships, to create the communities that might 

bring the alienated back from the edge. Because the 

alternative, a world in which more and more people live and 

die without ever being truly seen, is too sad to accept. 

What, then, is to be done? First, we are called to learn to 

listen differently, not for symptoms to check off a list, but 

for the particular shape of a person's estrangement. 

Alienation does not present uniformly; it wears the face of 

whatever culture, history, and temperament have 

fashioned for it. Second, we ought to resist the impulse to 

pathologize disconnection as mere illness. Alienation can 

be a response to real social conditions, loneliness, 

injustice, the erosion of community, and treating it solely 

with medication or manualized therapy risks invalidating 

the very real perceptions of the alienated person. Third, 

we should build practices of reconnection that are patient, 

humble, and relational. Therapy for alienation cannot be a 

brief intervention; it is a slow, often painful process of 

learning to trust again, first the therapist, then oneself, 

then a small circle of others, and finally, perhaps, the wider 

world. 

None of this is easy. Alienation is not a problem to be 

solved but a condition to be tended. There will be setbacks. 

There will be silences. There will be moments when the 

alienated person retreats so far into distance that no 

therapeutic reach seems long enough. And yet, the attempt 

is worth making, not because we will succeed every time, 

but because to give up on the alienated is to abandon a part 

of our shared humanity. We are all, at times, estranged 

from something, from a past self, from a lost love, from a 

dream that died. To acknowledge alienation is to 

acknowledge that disconnection is not a rare pathology 

but a recurring risk of being human. And to reach out to 

the alienated is to affirm that no one should have to bear 

that risk alone. 

So let this paper be not an ending but a beginning. Let it be 

an invitation to clinicians, researchers, and communities 

to turn their attention toward those who have fallen silent, 

not to fix them, but to sit with them in the space between 

words, to wait, to listen, and to hope that together we 

might find a way back. Because the alternative, as has been 

said, is too sad to accept. What remains, then, is not a grand 

solution but a small, steady commitment: to show up, to 

stay present, and to offer the quiet witness of another 

human being who has not turned away. In that shared 

silence, something fragile may begin to grow, not certainty, 

not cure, but the faint, tentative possibility of return. And 

that possibility, however slender, is reason enough to keep 

reaching. 
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