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Humanism as a Common Factor in Psychotherapy
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There are many forms of psychotherapies, each distinctive in its own way. From the origins of
psychotherapy, it has been suggested that psychotherapy is effective through factors that are common to
all therapies. In this article, I suggest that the commonalities that are at the core of psychotherapy are
related to evolved human characteristics, which include (a) making sense of the world, (b) influencing
through social means, and (c) connectedness, expectation, and mastery. In this way, all psychotherapies

are humanistic.
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Over the years, many common factors of psychotherapy have
been proposed, including relationship, alliance, expectation, myth
and ritual, corrective experience, and insight (Frank & Frank,
1991; Grencavage & Norcross, 1990; Imel & Wampold, 2008;
Tracey, Lichtenberg, Goodyear, Claiborn, & Wampold, 2003;
Wampold, 2001b). There have been many attempts to classify the
common factors, each based on a different conceptual scheme. In this
article, I make the case that the factors that make all therapies effective
(i.e., the common factors) are ones that are uniquely human
(Wampold, 2007). That is to say, all psychotherapies are humanistic.
Actually, humans evolved to respond to psychotherapy—or better
put, psychotherapy evolved as a culturally imbedded healing practice
because of human traits.

The Humanistic Components of Psychotherapy

The idea that psychotherapy is a culturally imbedded healing
practice has been discussed, almost from the beginning of psycho-
therapy (Caplan, 1998; Fancher, 1995; Langman, 1997; Morris,
1998; Painter, 1913; Taylor, 1999; Wampold, 2001a). Indeed, it
seems that healing practices are uniquely human and exist in every
society, historically and currently (Frank & Frank, 1991; Wilson,
1978), and is one of the defining feature of humans (Wilson,
1978). There is something intimate between being human and
using healing practices—the connection is made through the vec-
tor of sociality. Although the evolution of social groups in pri-
mates, and particular humans, is not completely understood, it is
clear that humans’ survival is intricately linked to the ability to
form social groups for survival (Dunbar & Shultz, 2007; Shultz,
Opie, & Atkinson, 2011). There is a hypothesis that fitness of
humans depended, in part, in being able to heal through social
means (Benedetti, 2011; Papakostas & Daras, 2001; Williams,
2002). There is good evidence that human facial expression of pain
is a means to elicit assistance of others—in time of need, the
assistance of others in the social network is particularly important.
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So, clearly, humans are social, survival depends on others in the
social network, healing practices are ubiquitous, and healing
through the social means is critical. In this article, I will discuss
several critical aspects of humans that render psychotherapy ef-
fective.

Making Sense of the World

Humans have a propensity to make interpretations about the
world—that is to say, they are curious about events, their anteced-
ents, and their consequences. The interpretations may be meta-
physical (e.g., religion) or scientific, two very different explana-
tory systems, to say the least. Of course, this propensity to make
interpretations is used to explain illness, mental and physical, and
is one of the reasons that healing practices originated, according to
Shapiro and Shapiro (1997). Of course, competing explanatory
systems for the same phenomenon exist—for example, some pre-
fer evolution to creationism, and some not. When applied to the
human mind, the explanation of mental events, those of one’s own
and of others, is called theory of the mind, folk psychology, or
mentalization. Basically, all humans make inferences about the
internal states of one self and of others, particularly goals, desires,
motivations, and beliefs (Boyer & Barrett, 2005; Hutto, 2004;
Stich & Ravenscroft, 1994; Thomas, 2001). This human ability is
adaptive because it allows humans to develop a “coalitional alli-
ance, based on a computation of other agents’ commitments to a
particular purpose . . . as well as the development of friendship as
an insurance policy against variance in resources” (Boyer & Bar-
rett, 2005, p. 109).

Unfortunately, not everyone’s folk psychology is adaptive.
There are times when one’s explanations, particularly around
psychological problems, are not adaptive, as the explanation alien-
ates the person from family, work setting, or community, prevents
finding solutions to problems, or creates internal distress. It is
critical to be aware that what is important here is not whether the
person’s folk psychological explanations are scientific, but
whether they are adaptive. As Boyer and Barrett (2005) put it, the
“human brain’s intuitive ontology is philosophically incorrect” (p.
99). Indeed, by the standards of scientific psychology currently,
people in previous generations and most people today have beliefs
about human behavior broadly conceived that are scientifically
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incorrect. But the purpose of the folk beliefs is to regulate social
relations and internal states in order to survive, not to be scientif-
ically correct. Indeed, theories of mind have cultural variations
(Cohen, Nisbett, Bowdle, & Schwarz, 1996; Lillard, 1998;
Thomas, 2001), with the variations often serving various purposes
(see, e.g., Cohen et al., 1996). As well, certain nonscientific
beliefs, such as religion, may serve a psychological function, such
as to ease existential angst and manage the anxiety related to the
awareness of one’s mortality (Vail et al., 2010).

One of features of the various forms of psychotherapy is that
each gives a particularly compelling story for the client’s com-
plaints. Jerome Frank (Frank & Frank, 1991) referred to the
healing myth, not to disparage healing practices, but to refer to the
fact that all healing practices provide the person an explanation for
their complaints and that the scientific basis of the explanation is
not what is important. More explicitly, the scientific basis of the
explanation is irrelevant (Wampold, 2007; Wampold & Budge, in
press; Wampold, Imel, Bhati, & Johnson Jennings, 2006); what is
important is that the explanation is accepted and that it is adaptive.
This is well understood by therapists from a range of perspectives,
including cognitive—behavioral therapy:

As part of the therapy rationale, the therapist conceptualized each
client’s anxiety in terms of Schacter’s model of emotional arousal
(Schacter, 1996) . ... After laying this groundwork, the therapist
noted that the client’s fear seemed to fit Schacter’s theory that an
emotional state such as fear is in large part determined by the
thoughts in which the client engages when physically aroused . . . .
Although the theory and research upon which it is based have been
criticized . . . the theory has an aura of plausibility that the clients
tend to accept. The logic of the treatment plan is clear to clients in
light of this conceptualization (Meichenbaum, 1986, p. 370).

The process of transmitting the explanation to the client occurs
in the social interaction between therapist and client.

Social Influence

Humans evolved to be influenced by others and to influence
others (see, e.g., Zimbardo & Leippe, 1991). This influence is
linguistic, nonverbal, and contextual. Tightly woven into the no-
tion of social influence is the phenomenon of social contagion,
defined as “the spread of affect, attitude, or behavior from Person
A (the “initiator”) to Person B (the “recipient”), where the recip-
ient does not perceive an intentional influence attempt on the part
of the initiator” (Levy & Nail, 1993, p. 266). Interestingly, mental
and behavioral health statuses are transmitted through this means.
For example, people with friends who smoke are more likely to
smoke, after controlling for the fact that smokers tend to associate
with other smokers. Similarly, obesity, loneliness, and depression
propagate through social networks (Cacioppo, Fowler, & Christa-
kis, 2009; Christakis & Fowler, 2007, 2008; Fowler & Christakis,
2009, 2010; Rosenquist, Fowler, & Christakis, 2011). That is to
say, people are likely to modify their behavior based on their
relationship with trusted others. Indeed, we are evolved to make
quick decisions about trust—humans, based on visual appraisal of
faces, make trust determinations within 100 to 500 ms (Benedetti,
2011).

Of course, clients come to therapy primed to be socially influ-
enced, generally speaking. First, they are seeking help because

they are distressed, they are using psychotherapy presumably
because they believe it will be helpful, and they have chosen this
particular therapist because he or she will be helpful. The empathic
stance of the therapist facilitates the emotional connection and
increases the likelihood of influence (Benedetti, 2011; de Waal,
2008).

In all therapies, the therapist uses social influence, through the
verbal transactions of the therapy, to induce acceptance of the
explanation provided by the treatment method (Imel & Wampold,
2008; Wampold & Budge, in press; Wampold et al., 2006). How-
ever, the skilled therapist will provide an explanation that is likely
to be accepted—there are several considerations that improve the
likelihood of acceptance. The first consideration is that recipients
of a healing practice expect the explanation to be congruent with
the philosophical bases of the practice—for example, patients in
Western medicine expect biological explanations for their disor-
ders. Similarly, clients of psychotherapy expect psychological
explanations. Second, the explanation should not be too discrepant
from the folk beliefs of the client. In this regard, cultural beliefs
and attitudes are critically important, as there are differences in
folk psychology across cultures (Lillard, 1998). It seems to be the
case that culturally adapted treatments are more effective than
nonadapted treatments, particularly if the adaptation is around the
construction of the explanation (Benish, Quintana, & Wampold,
2011). Third, treatments that match certain personality character-
istics have been found to be more effective; for example, clients
with characterological resistance do better in nonstructured treat-
ments while the opposite is true for less resistant clients (Beutler,
Harwood, Michelson, Song, & Holman, 2011).

We now have several pieces of the psychotherapy puzzle. Peo-
ple seek explanations for internal and external events in their lives,
and thus are predisposed to create such explanations for mental
distress. Put in the context of sociality, this gives rise to healing
practices, in which the healer has a particular influence over the
recipient of the practice. Endemic to the practice is the provision
of an explanation, which is accepted and is adaptive. To this point,
the meaning of the term adaptive has been a bit unclear, but leads
us to the final piece of the puzzle—how these characteristics of
healing practices in general, and psychotherapy in particular, lead
to change.

Connectedness, Expectation, and Mastery

Psychotherapy creates change through connectedness, expecta-
tion, and mastery. It is well established that belongingness is an
evolved characteristic of humans and is essential for survival
(Baumeister, 2005). Attached individuals are more mentally and
physically fit than unattached individuals. Indeed, the evidence
“suggests that individuals in higher quality relations benefit from
greater regulatory effects on the neural system involved in nega-
tive emotions, for example, the affective components of pain”
(Benedetti, 2011, p. 149). In all psychotherapies, there is a real
relationship between the therapist and the client (Gelso, 2011).
This bond is unique—the therapist is expected to remain in this
relationship, empathic and caring, despite what the client might
divulge (with some exceptions of course, e.g., danger to self or
others). This real relationship, which brings to the client belong-
ingness, is in and of itself therapeutic—human connections are
essential to well-being. This is particularly the case for clients with
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poor attachment histories and impoverished social support net-
works.

The second process essential to psychotherapy is the creation of
expectations. Although clients seek explanations, as they are ex-
pected in healing practices, the power of the explanation is the
creation of expectations. The client’s explanation (i.e., the folk
psychology) for the disorder affords no possible way to change (or
they would have changed already); in its place, the therapist
provides a cogent explanation, based on psychological principles,
that provides opportunities to change, provided the patient follows
the treatment protocol (Wampold & Budge, in press). In Jerome
Frank’s term, therapy is remoralizing (Frank & Frank, 1991).

The power of expectations should not be underestimated. The
effects of placebo medications are quite remarkable, often account-
ing for most (and sometimes all) of the effect of many medical
procedures (Benedetti, 2009, 2011; Kirsch, 2002; Price, Finniss, &
Benedetti, 2008; Wampold, Minami, Tierney, Baskin, & Bhati,
2005). The effects extend well beyond subjective reports, includ-
ing documented neural changes, and occurs for many disorders not
thought to be amenable to placebo, such as diabetes, Parkinson’s
disorder, and cardiac conditions (Benedetti, 2009, 2011; Simpson
et al., 2006). Placebo effects most likely occur when the person is
motivated to have the placebo work (e.g., is in pain, or experienc-
ing distress) and the expectation that the placebo will work is
induced (Price et al., 2008). Not surprising given that the discus-
sion about healing through social means, the expectations are
typically (and powerfully) created through the interaction of the
administrator and the placebo recipient. However, the recipient is
not passively provided a “placebo” and an explanation that it will
work—the explanation itself must be convincing. That is, the
patient actively processes the explanation to determine if it makes
sense, within his or her frame, and assesses the implications. The
implications of an adaptive explanation are positive—that is, the
explanation foreshadows a solution, and hence provides hope and
positive expectations (Moerman & Jones, 2002).

Each type of psychotherapy elaborately provides the explana-
tion, delivered by a culturally sanctioned and trusted healer (i.e.,
the therapist), to a client seeking help, who will be attempting to
make sense of therapy in relation to their problems. Is psychother-
apy simply then a placebo? This is not a useful question, in my
mind. The mechanisms of placebos have much to tell us about
change and provide insight into how psychotherapy works (for a
discussion of this issue see Kirsch, 2005).

But there is more. As Frank and Frank (1991) have discussed, to
the “myth” must be added rifual—therapeutic actions. All forms of
psychotherapy have treatment actions, loosely or not so loosely
defined. The explanation is not sufficient: Explanation X suggests
that if the client enacts Y, he or she will feel better. The treatment
induces the patient to do something that is healthy—think about
the world more adaptively, expand social networks, reinterpret
past events in a constructive way, take another person’s perspec-
tive, express repressed affect, and so forth. Healthy behavior is a
strong predictor of well-being, something that is often ignored
(Walsh, 2011). But performing the therapeutic actions goes a step
further: As the client copes with problems, a sense of mastery is
created (Liberman, 1978). That is, the client has a belief that he or
she has control over events, particularly internal events, such as
anxiety and depression—Kirsch discusses how psychotherapy
(and placebos) creates a change in response expectancies (Kirsch,

1985), and Bandura discusses a change in self-efficacy (Bandura,
1999). Again, however, the client is not a passive recipient, but
rather it is the belief that one’s own efforts are responsible for the
control over one’s problems that are critical. If a client is led to
believe that their symptomatic relief is due to an external source
rather than their own actions, then they are likely to relapse
(Liberman, 1978; Powers, Smits, Whitley, Bystritsky, & Telch,
2008).

Conclusions

In this article, the characteristics of humans that “make” psy-
chotherapy work have been discussed. To me, that implies that
psychotherapy is a “humanistic” activity, at its very essence.
However, does that beg the question about whether all forms of
psychotherapy are essentially humanistic? Schneider and Langle
(this issue) noted, “In psychotherapy, humanism places special
emphasis on the personal, interpersonal, and contextual dimen-
sions of therapy and on clients’ reflections on their relationship
with self, others, and the larger psychosocial world.” I would make
the claim that this description of humanistic approaches to psy-
chotherapy is exactly the essence of all psychotherapies, as I have
discussed. Psychotherapy clients are not passive recipients of
treatment—even in the most structured therapies imaginable, the
client is actively processing the meaning of the explanation and its
acceptability and gauging the effects of therapeutic actions, all the
time, making attributions about the situation and his or her role in
that situation.

The fact that all forms of psychotherapy are—at least in my
opinion— humanistic should not be interpreted as a victory for
humanism, as a school of psychotherapy. The goal is not to
privilege one approach over another, but rather to understand
how psychotherapy works, to improve the quality of the care we
provide, and to train therapists to be effective. However, it is
clear that a humanistic stance is at the very core of all psycho-
therapies. The therapist, whether one is a humanistic, psychody-
namic, interpersonal, or cognitive—behavioral therapist, needs
to appreciate that psychotherapy is a deeply humanistic expe-
rience— two humans in a room, in an intense interpersonal
interaction.
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