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Abstract

Background: Quality of interaction has been applied as a kalicator of quality of care in both
institutional and community based settings. Quatdifyinteraction is conceptualized as existing on a
continuum between Positive Social to Negative Reste, the most to least desirable.

Objective: Quality of Interactions Training as proposed hisrapplicable and transferable to a range
of service user populations and a range of staffedkas, potentially family carers.

Methodology: Theoretically and practically speaking this worktss out the conditions, using
systematic role play as the means of delivering designing a proposed Quality of Interactions
Training program.

Results and ConclusionsThe Quality of Interactions Training program isalproposed to be cost
effective, measurable and flexible enough to matitie the feedback of those taking part.

Key Words: Staff Training, Quality of Interaction Training, &gmatic Role Play.

Background and Rationale for Quality of  treated forms a further indicator of the
Interactions Training quality and type of care provided.

Previous work has shown that Quality ofThe authors Symbolic Interactionist stance
Interaction between care staff and servicHewitt 1994), moves away from the
users can be reliably and consistentlpehaviourist perspective taken in this type of
observed and that recorded transcript datasearch where staff are observed as
can discriminate Quality of Interaction as asupporting task specific behaviours and
phenomenon both between individuals andngagement in meaningful activities for
across differing settings. Specific settingservice users (Collins and Toft 1987,
have included Psycho-Geriatric communityBrooker 1995)), that is behaviour is often
based and traditional institutional settingseduced to constituent and component parts
(Dean, Proudfoot and Lindesay 1993; Deamith little reflection on the internal
Briggs & Lindesay 1993, Skea & Lindesayexperiences, meanings and affective
1996, Lindesay and Skea 1997) andonsequences for those doing the caring and
community based day centres for adults witthose being cared for. Concepts such as
Learning Disabilities (Skea, 2007). reflective appraisal are brought into play here

Quality of Interaction is given an important(DenZin 1995) where quality of interaction is

role in terms of the observable behaviour%een as important in quality of life, since

: . w we are treated effects how we appraise
shown towards service users and is argued 0 PP

be a further indicator of quality of ”felcare_ourselves. The authors previous involvement

- - .Jn. evaluation research (Skea & Lindesay
for service users. Since the observed servni . )
users often have severe communicatio r(1‘996, Lindesay and Skea 1997) also included

roblems. ‘observing’ how service USers aereasuring staffs occupational satisfaction as
P ' g %t is proposed that poor quality interaction is
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not only inappropriate for those being caretielp you with that, you seem to be struggling
for but also unsatisfying for the carers/staffa bit’

Poor quality of interaction may also be N
factor in the burden that many carers
experience (Cook et al 2001). The authoiYou alright' Neutral interactions are usually
does not seek to criticise the behaviourisshort, cursory and not very involved with the
perspective (as it has produced a wealth skrvice user

valuable data) but to acknowledge
complementary and further role for thi
current perspective. 'X don't do that please' rather typical,

- . ._[nvolves concern/worry over the service
It is interesting that due to the transcripl g g safety or that of the staff or another
nature of QUIS data that the material may bgz

: . . ervice user, though does not explain that
useful in Discourse Analytic frameworksConcern fully
(Skea 2014, in preparation) '

eutral (Ne)

SENegative Protective (NP)

. . L . Negative Restrictive (NR) (lowest scoring)
Quality of interaction is seen as lying on a

qualitative continuum from most desirableX come and sit down' always said in a
Positive Social, to Positive Care, Neutral, negative way, control based interactions
Negative Protective and the least desirablewhere the service user/respondent is given no
Negative Restrictive (Dean, Proudfoot & explanation.

Lindesay 1993, Skea 2007) types OE

observed interactions using the Quality o eeds but over and above this, as the

Interactions Schedule (QUIS). development and maintenance of social
The method for the QUIS is that of prednteraction and this social interaction can be
prepared pen and paper transcript sheegserved as falling into the categories
giving the categories of interaction listed irhighlighted above. Ideally this quality of
the section below. A typical day is made ugnteraction takes place within a sustained
of discrete 20 minute periods of observatiorfelationship between the carer and the cared
usually randomly scheduled so that staff déor, a relationship that is consistent over
not literally expect the observer at certaitime; and that is with a specific member of
times of the day, it is thus important to obtairstaff (given the high turnover seen in many
open access to the observable areas. Orlgre sectors this is recognised presently as
public areas in the care home/hospital/dagomewhat an ideal scenario).

care centre are observed to retain the privagy 55 long been recognised in medicine
of clients. Time, location, the interaction, Hargie et al 1997) that effective

“hS“"?‘"V the_lnteracncgns category and ‘é"hdo terpersonal communication is essential to a
the interaction was between are recorded 83, quality of health care delivery. Hill &

near as possible to real time on the transcri bt (2006) point out that in psychotherapy
sheets. Range, Means and chi-square analy§igy counselling training, modelling/role play
are worked out between units over time an chniques outperform instruction  and

within units over time. feedback. More generally Lane & Rollnick’s
Examples of QUIS Interactions as observetR007) review points out interactive methods
in Day-centres for Adults with Learningsuch as role play and use of simulated
Disabilities are listed below (Skea 2007).  patients to develop communication skills are
more efficacious than purely didactic
methods & that the use of ‘simulated’
‘Are you going to the cinema tonight then X patients is now gaining popularity in nursing.
the one on y street, down town?’ This technique allows for increased
. experimentation, adjustment and replaying
Positive Care (PC) the required skills, the obvious further
'Shall we put that back in your Lunch-boxdimension is that those in the role of ‘cared
there you are some cream and jam, here cafol’ can feedback their experiences to the

uality of care is seen as involving physical

Positive Social (PS) (highest scoring)
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carer; this is intrinsic to the proposed Quality A Quality of Interactions Training
of Interactions Training Schedule. Programme applying systematic role play,

Training & awareness raising of issues Okmked to the above (Ments, 1989, 1999).

quality of interaction need not be theThe case is for both to be applied &
exclusive territory of health carecombined in this proposed Quality of
professionals and front line care staff. Thénteractions Training Schedule.

method could be used in support groups f
those who care for their relatives sufferin
from Dementia for instance. Cooke et al
(2001) review mentions that caregivePractically speaking the raising of staff's

burden in this population is getting increasedwareness would be in the form of a simple
recognition and the method may allow forl5 — 20 minute session in which the findings
support per se for relatives and increaseaf previous research using the Quality of

information and help with dealing with Interactions Schedule would be simply

relatives. The method is also adaptable f@resented using actual observation transcript
dealing with problem behaviours specific teexamples. Staff will become acquainted with

the target populations. the idea of quality of interaction and how it

It needs to be made clear that the method Eéan be viewed as types of interaction namely

adaptable to a range of differing targe Ositive social, positive care, neutral,
ptan 9 g tlarg egative protective and negative restrictive
populations, though so far quality of

interactions observational data is avz;\ilablt pes, as observed in various setfings,
for Learning Disabilities populations (Skea mphasised by what was said and done by

2007) and Psveho-geriatric Calrestaff within these settings. Within this brief
. y 9 c}alk the context will be set in which current
environments  (Dean, Proudfoot an

Lindesay 1993: Dean, Briggs & Lindesayand past knowledge consistently points to a

: : paucity of interaction between staff and
1993), it could be appl'led to aduilt and Chlldglients in a number of sectors of care.
mental health environments and as
highlighted above applied as an additionalhe aim here is to draw attention to the
resource for direct family carers. above factors in the minds of staff rather than

. . , cast any judgement on this consistent
Role play fits particularly well with accepte.dfinding. Indeed it would be posited that

knowledge in learning theory (Kolb 1984, Mresults like these are likely without the

Currie 1.995) mam!y & fundamentally' thatadequate provision of staff training; the
new skills (and in this case particular

interpersonal skills) are very difficult to learn2 ATE€NESS raising session and accompanying
: , . role play being the purpose of the
in a rote manner. In Kolb’s (1984) Ieam'ngsessions/programme

cycle the stages are delineated by the '
provision of new experience, followed byMethod
analysing key experiences/learning point
then planning and trying out new or change
behaviours. This process of checking an
modifying what has been learned andFigure 1 below leads the reader through the
people’s reflections is embedded in th&arying and necessary and sufficient stages
program (see below) and is an inherent paimvolved in systematic role play training, the
of role play methodology (Ments 1999). blue print for this is the work of Ments
f(01r989, 1999) using the systematic method.

%aising Staffs Awareness of Quality of
gnteraction. (Pre Role Play Session)

The Quality of Interactions Training
ystem

The present work seeks to set out a case
applying the Quality of Interactions Scheduldirstly one of the Quality of Interactions
(QUIS) as the material for training, in theTraining Schedule objectives is to follow on
shape of two inter-related processes below. from the awareness raising talk, participants
- : should be ‘primed’ and receptive to the

: Ralsmg.the awareness of staff regard'mg thfﬁndamental issues in quality of interaction
role quahty of Interaction has in quality Ofand have had the chance to meet one another,
careflife for service users feel at ease and ask questions.
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Though strictly a pragmatic issue the use of @educe  feelings of  exposure or
suitable ‘space’ for the role plays to occur i@mbarrassment. It would be expected that the
very important and is an important feature tebserver (which everyone in the triad gets a
ensure that enough space is allowed armhance to be) will make brief notes on the
noise pollution does not give issues (seypes of interactions observed. Though very
below and fig.1 overleaf on types andcost effective (only one trainer, but ideally
structure of role play/s). two, see later) one disadvantage
Thirdly, listing critical factors (see fig. 1) acknowledged here |s_the trainer/s cannot
observe all role plays simultaneously & one

basically entails noting, confirming and . L
elaborating (since this will have beenofthe points of this is to get people to reflect,

initially discussed in the pre role-playChange and try out new behaviours. The

: stematic approach outlined above (see fi
session) the roles of the key players and tf%( and the grrc)e-role play awareness(raising
types of interaction found with examples

taken from ‘real world’ research of each ofcooon @S vital to help counteract this

the types of interaction. This stage naturall ::gcgskgers\'/gzgntgﬁoj{gF;]ZTS',[SO Orr}mrsﬂelgt'grs
leads up to and includes a demonstration b ptop pay

the trainer of each of the types of interactio & observers to get a good deal more out of

with verbal and non-verbal component he multiple role play session. Another way

typically seen in Positive Social, Positive's to include another trainer observer in the

care, Neutral, Negative Protective &multlple role play session & use well trained

Negative Restrictive interaction types. Thé bservers (Ments 1999).

reflection will include seeking further The materials that fit into each type of
empathic understanding for how it may/camnteraction as typically observed using the
feel to be treated in the above ways. Th@Quality of Interactions Schedule would be
brief (see fig 1) is inherent in the pre roleprovided to each group with the explicit
play session and by this time thoughnstructions that they are a guide (see
participants will not yet have attempted roleppendix 1, for examples reproduced from
play they should be reasonably familiar wittSkea 2007). This allows people to try out
the materials in the form of types offurther variations and derivations of the types
interactions, their structure, verbal and nonef interactions, since, for instance, there are
verbal components, length, between who andany situations where Positive Care
typically where they are likely to be enacted.interactions can be observed, that is socials
The sine qua non of this work is the runnin%]teraCtion which .iS co.nsider_eql positive in
of the session, making sure this works out i ature .bl.Jt the main point of it IS to support
absolutely crucial to the efficacy of the?" exp!|C|t care behaviour, feeding, dressing,
program. protecting from harm, depe_ndent on _t_he
client group. The same applies to Positive
Though not without potential problems theSocial interactions, the main feature of these
author believes having the session ibeing explicit socialising with the person,
multiple groups of three where one person ieeminiscing, talking of their family, an
always observing one always playing caresuting and many others. Neutral interactions
and one always playing cared for and wheras stated elsewhere (Skea 2007) are short
all 3 participants rotate roles so everyone ioursory interactions with no apparent motive
the triadic arrangement gets an opportunitthat could be considered as caring or
to experience all roles. The author has sonsncialising, though they are not negative
experience  of applying this  with either. Negative protective interactions are
undergraduate psychology students regardigten seen when the carer wants to protect
learning semi-structured interviewingfrom harm, they are negative though due to a
techniques (see below). In this manner kck of explanation given and generally how
number of identical role plays take placehey are delivered eg. and sometimes seen
simultaneously. ‘don’'t do that’ ‘come back here, where are

One advantage of this is to minimis /ou going? gnd such like, note the most
audience size (1 or 2 observers) and th |§ely motive is to protect from harm, some
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would say perhaps cynically to contain, the@xplanation to restrict and give no
receiver is left in the dark though as to whyexplanation, they are rarely seen in
they are being interacted in this manner. Thebservational studies across various settings
least desirable on this continuum of types gfDean, Proudfoot & Lindesay 1993,
interactions is that described as Negativeindesay and Skea 1997, Skea 2007).
Restrictive these function without

Fig. 1 Training in Quality of Interaction

Systematic Role Play Adapted
Set objectives & To follow up from awareness raising
decide on how to integrate talk.

with teaching programme

l l

Determine external Suitable location/space set aside for
constraints a demonstration role play session &
multiple role play groups

l l

List critical factors Roles: carer & cared for. Interaction
of the problem types PS, PC, Ne, NP & NR
Decide on type or Demonstration & Reflection
Structure (followed by multiple 3 person
simultaneous small groups)
! J
Choose package or write Brief (intrinsic) in pre-role play
Briefs/material session, materials displayed
Run Session 2role players one observer in
multiple class groups of 3

l !

Debrief Clarification, correction, empathy,
conclusions, reinforcement, link with
past/future interactions

!

Follow up l

Final points, closure on session/s
gualitative & quantitative
guestionnaire

Adapted from Ment's (1989, 1999)
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Debriefing (fig. 1) serves an importantCollins G. J. & Toft S.L. (1999). A day in the
function and it is noted by Ments (1999) that life: a long term evaluation of a day service
many tutors relax at this point and have a for people with learning disabilitiesJournal

fairly loosely  structured  discussion. o !ef‘ming\;ji%b”izti% nlgjgg' health and
Debriefing should include a clarification of  3°¢@ care. vo - (2) PposSL
what has happened a correction Of.?ooke D, McNally K, Mulligan M, Harrison G &

misunderstandings and mistakes a dissipation Newman S (2001). Psychosocial 'ntervem'_ons
for caregivers of people with dementia: a

of anxigty/tensior_], a bringing out O,f systematic reviewAging & Mental Health.
assumptions, feelings and changes which \/g| 5 |ssue 2 pp 120-135.

have oqcurred, an opportunity_ for SehcCurrie G. (1995). Learning theory and the design
observation, a drawing of conclusions about f training in a health authorityHealth

behaviour a link with previous and the Manpower Management. Vol. 21, Number 2,
providing of a plan for future learning, pp 13-19.

players need importantly to be able to get ean R, Briggs K & Lindesay J. (1993). The
sense of closure with the role/s performed domus philosophy: A prospective evaluation
(adapted from Ments 1999). Further factors of two residential units for the elderly
important to debriefing are not containable mentally ill. International Journal of

within the size of this paper.

Geriatric Psychiatry. Vol 8, pp 807-817.

Dean R., Proudfoot R. & Lindesay J. (1993). The

Further importance should be given at this
debriefing stage regarding allowing people
to express any increases
understanding of what it must feel like to be
looked after and how it feels to be treated in
varying ways enacted

session/s. This is one of the fundamental

in empathic

Quality of Interactions Schedule (QUIS):
Development, Reliability and Use in the
Evaluation of Two Domus  Units.
International Journal of Geriatric Psychiatry.
Vol 10, pp. 819-826.

in the role playbenzin N. Chapter 2. Rethinking Symbolic

Interactionism, in Smith, J. Harre, R. &

aims of the session and one which it is hoped Langenhove, L. (1995Rethinking Methods

would lead to long term changes in
behaviour and increased quality
interaction for those and with those looked
after.

Finally for the continued development of the
method and to improve what is known

in Psychology. London. Sage

ofHargie O, Dickson D, Boohan M & Hughes K

(1997). A survey of communication skills
training in UK Schools of Medicine: present
practices and prospective proposdltedical
Education. Vol. 32, Number 1, January, pp 25
-34.

generally a questionnaire would be given tblewitt J. P. (1994)Self and Society: a symbolic

participants. One result of this could be

interactionist social psychology. Allyn and

suggestions from participants themselves as Bacon. Boston. London. Singapore.
to how the program/schedu|e could be hil" C & Lent R. (2006) A narrative and meta-

better experience for them. Part of this would
include a statement of what they think they

have learned and what they may take away

with them from the experience.

The author believes the program is cogfolb D.

analytic review of helping skills training:
Time to revive a dormant area of enquiry.
Psychotherapy:
Theory/Research/Practice/Training. Vol. 43,
Issue 2, Summer, pp 154-172.

(1984). Experiential learning:

efficient since other than basic materials, a experience as the source of learning and

room and an instructor, nothing else is
required.

development. Englewood Cliffs. Prentice-
Hall. New Jersey & London.

Lane C & Rollnick S. (2007). The use of
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Appendix 1.

Examples of QUIS Interactions as observed in Dayres for Adults with Learning Disabilities (Skea
2007).

Positive Social (PS) (highest scoring)

‘Are you going to the cinema tonight then X, theeam y street, down town?’

Positive Care (PC)

‘Shall we put that back in your Lunch-box, therel yoe some cream and jam, here can | help you with
that, you seem to be struggling a bit’

Neutral (Ne)

"You alright' Neutral interactions are usually gshoursory and not very involved with the servieeu

Negative Protective (NP)

'X don't do that please’ rather typical, involvesma@ern/worry over the service user’s safety or tifat
the staff or another service user, though doegxltain that concern fully.

Negative Restrictive (NR) (lowest scoring)

X come and sit down' always said in a negative ,wantrol based interactions where the service
user/respondent is given no explanation.
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