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What do we mean by “socialization to the model”? A Delphi study

Abstract

Background: The term ‘socialization to the model’ is frequently used in the Cognitive Behavioural Therapy (CBT) literature, but it is unclear exactly what constitutes socialization to the model and there is a paucity of research in this area.  

Aims: This study aimed to develop a working definition of ‘socialization to the model’. 

Method: A three round electronic Delphi technique was used to generate data and to achieve a consensus agreement amongst a panel of experts (N=9) in response to two questions pertaining to what constitutes ‘socialization to the model’.   

Results: All elements generated in response to the primary question at the first round were retained throughout and scored an IQR of ​<1 at the final round, indicating a consensus that all elements were either essential or important to accurately defining socialization to the model.   

The panel also reached a consensus on five elements which were considered to be ‘indicators’ of socialization to the model, the secondary question.  
Conclusions: A working definition of ‘Socialization to the model’ is presented and discussed. 

This definition has implications for both clinical practice and research. 
Introduction
The term ‘Socialization to the model’ is commonly used to describe a process which occurs in the early stages of psychological therapy, particularly in therapies deriving from a cognitive framework.  Although the term is frequently referenced within both academic and clinical research, this is done without defining precisely what the term means in the context of psychological therapies. It is necessary to develop a working definition of the term and gain an understanding of key indicators of socialization to the model in order to measure the clinical importance and value of socialization to the model as a predictor of outcome in treatment. 

Orne and Wender (1968) first suggested that an important factor in the success or failure of therapy is the degree to which patients understand what they called ‘the rules of the game’.  They suggested that ‘anticipatory socialization’ would increase the likely benefit from therapeutic input, and defined ‘anticipatory socialization’ as follows:  

‘Knowledge about the process, beliefs about its effectiveness, shared values about its importance and very specific role expectancies which allow [the patient] to understand the psychiatrists behaviour and provide appropriate responses’

Orne and Wender (1968) suggested that “anticipatory socialization” would be an important condition for success in any type of ‘psychotherapy’. A study by Walitzer, Dermen and Connors (1999) reviewed the use of preparatory techniques such as ‘anticipatory socialization’ in relation to attrition rates in psychotherapy. However there has been no specific research to date exploring whether socialization is a predictor of outcome. Walitzer et al. (1999) suggest that cognitive behavioural therapists would benefit from the systematic use of these strategies to enhance engagement and promote positive outcome. 
Beck (1995) recognised the importance of “socialization” in maintaining the structure of therapy and patient engagement, outlining that therapists need to ‘sharpen their skills at socialization’. Beck offered a 27 point checklist of how to socialize the patient to cognitive therapy without providing a definition of the term. The checklist, reflecting earlier work by Orne and Wender (1968), covers four domains of socialization (cognitive model; patient and therapist expectations; problem solving orientation; homework). The therapist can use the checklist to determine whether the patient is sufficiently socialized. Wells (1997) referred to socialization as ‘selling the cognitive model and providing a basic mental set for understanding the nature of treatment’. However, Wells (1997) did not provide a definition that could be utilised in research or clinical practice. This lack of a definition is particularly pertinent in the field of CBT where socialization is frequently referred to as an integral part of therapy both in general CBT texts (Westbrook, Kennerley and Kirk, 2007; Beck, 1995) and more specific clinician manuals (Lam, Jones, Hayward and Bright, 1999; Wells, 1997; Beck, Rush, Shaw and Emery,1979).

The purpose of the present study was to try to develop an up-to-date consensus definition of “socialization to the model” by drawing on the expertise and knowledge of professionals currently delivering psychological therapies. To do this, we used the Delphi technique. 

Delphi technique

The Delphi technique was developed by Dalkey and Helmer (1963), and was initially developed for business and economic forecasting. This method is used to systematically obtain relevant and intuitive insight of experts and attain an informed judgment on a topic as systematically as possible (Adler and Ziglio, 1996). For these reasons, the Delphi technique was deemed the most appropriate method to achieve the objective of operationally defining the term ‘socialization to the model.’   

The Delphi method uses a panel of experts in a group communication that usually takes the form of questionnaires or email, and in the present study, email. The questions posed to the panels are designed to elicit and develop individual responses and in further rounds enable the experts to anonymously refine their views as the group’s work progresses (Adler and Ziglio, 1996). Fowles (1978) identifies anonymity, controlled feedback, and a statistical response as the main characteristics of the Delphi. 

Participants

Clinical Psychologists with at least two years post-doctoral clinical experience who were either conducting research or teaching/lecturing at doctoral level, and who had either published on relevant clinical theory or interventions were invited to participate by email. Sixteen potential participants were identified and contacted via email. Nine of these self-selected to participate by responding to the first round. All nine of these participants then completed all three rounds. 

When the participants were asked to state their therapeutic orientation, eight out of nine participants considered their main therapeutic approach to be cognitively based (CBT, purely Cognitive, Cognitive Analytical Therapy) The remaining clinician identified his / her main approach as Social Constructionist. 

Participants represented all core clinical areas except the field of Learning Disability.  

Three out of 9 participants were female; no other demographic information was gathered. 

Procedure

In the first round, participants were emailed and asked to respond to two questions: (1) ‘What is socialization to the model’ and (2) ‘How do you know when a service-user is socialized to the model?’. 

The content of the 9 email free text responses received were analyzed by the principle investigator and a colleague. 

It was agreed by the principle investigator and colleague that three overall sections emerged: direct responses to question (1), direct responses to question (2) and in addition to this, a number of responses contained information regarding how the participant would socialize the service-user to the model: this was thereon treated as section 3 of 3.  

For question (1), 11 statements deemed to be in common to all nine responses were extracted and collapsed down to four elements representing the components of “socialization to the model.” 

Table 1     ‘What is socialization to the model?’

	Element

	1. The process of service-user and clinician negotiating a shared understanding of the presenting difficulty

	2. Service-user is provided with information concerning the practical implications of employing the model of intervention, e.g. stages of therapy, techniques employed, understanding of their role in the intervention and overall expectations of the intervention 

	3. Clinician explains how the model can explain psychological symptoms using metaphors, analogies and examples (but not necessarily the service-users personal material)

	4. Clinician and service-user identify hypotheses concerning the development of presenting problems specifically in relation to the model employed


For question (2) 27 statements in common to all nine responses were extracted, and collapsed down into 11 elements representing indicators that a service-user is socialized to the model. 

Table 2 ‘How do you know when a service-user is socialized to the model?’

	Elements 

	1. Service-user is able to explain main basis of model and conceptualisation when prompted

	2. Indicated by level of compliance with homework and intervention related tasks 

	3. Service-user engages and employs spontaneous and independent strategies which are congruent with the intervention model 

	4. Service-user uses own examples as evidence for the model or conceptualisation of difficulties

	5. Service-user uses ‘language’ specific to the model or type of intervention e.g. negative automatic thoughts,  safety behaviours, boom-bust cycle

	6. Service-user remains focused on therapeutic intervention during sessions e.g. minimal topic digression in session 

	7. Service-user displays active involvement in planning intervention 

	8. Service-user and clinician maintain shared understanding and agreement of the presenting difficulty and how this is explained in terms of the intervention model

	9. Through non-verbal cues from service-user

	10. Service-user makes spontaneous statements relating to understanding  and agreement with the chosen model of intervention 

	11. Service-user expresses a positive reaction to the model, e.g. increased motivation, increased engagement, general positive expression over feeling understood / hopeful of outcome


For section 3, 9 statements were collapsed down to 6 elements:

Table 3 ‘How would you socialize a service-user to the treatment model’

	Element

	1. Use techniques and examples to illustrate and provide support for chosen model of intervention/treatment

	2. Give an explanation of the historical development of the presenting difficulty using the chosen model of intervention

	3. Give written information regarding the model or type of intervention/treatment

	4. Encouraged shared decision making and plan of intervention/treatment

	5. Use strategies such as Socratic method of questioning to enhance service-user understanding of model 

	6. Give information about the expectations of the intervention, including course and outcome


The twenty-one elements derived were divided into the three sections and used to construct the second round Delphi questionnaire, in which participants were asked to rate each element on a five-point Likert scale ranging from ‘essential’=5 ‘unsure=3’ to ‘irrelevant’=1. This scale was used in both response rounds, 2 and 3. Based on feedback from a participant in round 2, an additional rating of ‘Not applicable’ was added to the rating system. 

Participants were also invited to suggest additions, deletions or edit the elements. 

After round 2 had been completed, one element was added in response to question 1:

5. Clinician explains how the model can explain psychological symptoms using metaphors, analogies and examples (but not necessarily the service-users personal material)

No other elements were added, although wording was edited by two participants.  

Median scores on each of the 21 five-point Likert scales were calculated. 

In round three of the Delphi study, participants were presented with information from round 2 in the form of the median score from the nine participants for each of the 21 elements. They were then asked to rate the elements for a second time, and to state their reasons for any rating which was more than one point different from the round 2 median rating.  This completed the Delphi study data collection.  

Analysis 

The median and inter-quartile range for each element was calculated for round 3 responses.  Based on an approach by Heather et al. 2004, elements with an Inter-Quartile Range (IQR) of <1 were defined as having consensus, and an IQR of 0 indicating very high consensus.  A median value of 5 indicated agreement that the element is ‘essential’, and a value of 4 indicated agreement that the element is ‘important’ to the development of the definition. 

Results 

1. ‘What is socialization to the model?

Criteria used for the development of a working definition were those elements rated as ‘essential’ and ‘important’ with an IQR <1. This included all five elements derived from the Delphi technique in response to the question ‘What is socialization to the model?’: 

‘Socialization to the model’ is the process by which a service user and clinician negotiate a shared understanding of the presenting difficulty. During the process, the clinician presents hypotheses and a formulation of the service-users’ symptoms and experience in terms of the model to be used for the intervention. The therapist provides information concerning the practical implications of the chosen model of therapeutic intervention, to allow the service-user to fully engage with and understand both the therapeutic process and the rationale for intervention.  
2. How do you know when a service-user is socialized to the model?

Five out of 11 indicators relating to question 2 of the Delphi questionnaire, were rated as ‘important’ indicators of socialization (see fig x), and also had IQR of <1.  Statements 1 and 2 had an IQR of 0 indicating high consensus.  

Participants reached consensus agreement (IQR <1) that ‘topic digression during sessions’ and ‘non-verbal behaviour’ were NOT indicators of socialization to the model.

The remaining four elements achieved a median rating of 3=unsure (2 elements) and 4=important (2 elements), however the level of agreement was >1 and thus these elements were withdrawn in the present study. 

Table 4. ‘Indicators of socialization to the model’ 
	Elements

	1.  Service-user makes spontaneous statements relating to understanding and agreement with the chosen model of intervention

	2. Service-user and clinician maintain shared understanding and agreement of the presenting difficulty and how this is explained in terms of the intervention model

	3. Service-user expresses a positive reaction to the model, e.g. increased motivation, increased engagement, general positive expression of feeling understood / hopeful of outcome

	4. Service-user engages and employs spontaneous and independent strategies which are congruent with the intervention model

	5. Service–user uses own examples as evidence for the model or conceptualisation of difficulties


3. How would you socialize a service-user to the model?

Only one element was rated as 5=essential to how they would socialize a service-user to the model of intervention. The IQR for this element was 0, indicating a high consensus amongst participants:

Table 5 ‘How to socialize a service-user to the model’ 

	Element

	1. Use techniques and examples to illustrate and provide support for chosen model of intervention/treatment. 


One element was rated as 4=important with an IQR of 1, indicating consensus agreement:

Table 6 ‘How to socialize a service-user to the model’ 

	Element

	6. Give information about the expectations of the intervention, including course and outcome


Of the remaining elements, elements 3-5 did not achieve a noted level of consensus, and element 2 achieved consensus (IQR=1), however the median reflected that the participant agreement was that they were ‘unsure’ (3) of its importance in socializing a service-user to the model.  

Discussion
The high level of overlap of data generated by each participant in response to the first round question 1, led to the development of a small number of elements. This indicates that it although it had not been defined, clinicians held a shared understanding of what constitutes ‘socialization to the model’. The shared understanding is further supported by the high level of consensus across each of the four elements of the definition by the end of the third Delphi round. There was a high level of agreement for question 2, ‘How do you know a patient is socialized?’ although there were no elements that were considered ‘essential’ by all.  

Clinical implications
The present operational definition can be used to clarify a concept in frequent use in clinical psychology and more specifically, Cognitive Behavioural Therapy. Moreover, the definition may influence clinical practice by defining the main components which can guide clinicians to socializing the patient adequately, complementing Beck’s (1995) checklist of ‘socializing the patient to cognitive therapy’ and Wells’ (1997) overview of socialization. This operational definition can be used further for research purposes to identify whether socialization to the treatment model is a predictor of outcome, particularly within a CBT framework. 

One of the participants in the study identified their orientation as Social Constructionist whereas the others adopted a predominantly CBT approach. In spite of this, there was a high level of agreement in the final round. While our study cannot claim to have a representative sample, it does suggest that there may be a shared understanding of the concept of socialization that extends to therapeutic approaches beyond the realm of CBT.

Research application 
The present Delphi study was designed to develop a working definition of socialization to the model, which could further be used to investigate and identify indicators of when a patient is socialized to the model and whether this is a predictor of outcome.  

Strengths and limitations

While our sample of experts was small, this may not be a problem for a study of this nature. Rowe and Wright (2001) suggest that the use of a small sample with the Delphi method is appropriate when the study aim is to generate new information on a topic that is generally understood but not specifically defined. Through the Delphi method, participants were able to give a considered and anonymous response to the research question whilst being offered the opportunity to review peer responses in latter rounds, allowing a natural evolution and development of understanding of a concept that was previously undefined. It is hoped that this may provide the beginning of a knowledge base which both informs therapeutic interventions and indeed provide a basis for more extensive clinically relevant research.  

A limitation of the Delphi technique is that the concept of socialization developed here can only reflect the participants who were approached and participated - other ‘experts’ may have influenced the development of the definition in a dissimilar way. Furthermore, it is observed that the Delphi technique relies heavily on the underlying assumption that participant responses are shaped through the Delphi process whilst genuine beliefs are retained, while critics suggest that the pressure of conformity could unduly influence participant responses. This supports the view that the Delphi is most suitable for preliminary investigations into areas of interest as yet unchartered.  

In summary, a three-round electronic Delphi technique was successfully used to develop a working definition of “socialization to the model” which may prove useful for both research and clinical practice.
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