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Introduction to Task-Centered Model
The task-centered model is a short-term, problem-solving approach to social work practice. It has been cited as a major approach in clinical social work (Germain 1983; Meyer 1983; Garvin and Seabury 1984; Turner 1986; Hepworth and Larsen 1986; Orcutt 1990). 

The model consists of three phases. The initial phase normally takes from one to two interviews although some cases may require more. It ends with setting up initial tasks. The middle phase starts with the next session. Changes in the problems and the outcome of the tasks are reviewed at the beginning of the interview. If tasks have been accomplished, new tasks are developed. If tasks have not been attained, an effort is made to identify obstacles to task accomplishment. Some obstacles may be resolved in the session, others may require tasks in their own right. Still others might prove insurmountable, in which case a different task strategy may be adopted. The heart of the typical session in the middle phase is devoted to the development of external client tasks, making use of task planning procedures. Although only one session (the final one) is devoted to termination, the process of terminating is actually begun in the initial phase when the duration of treatment is set. Reminders of number of sessions left as well as discussion of modifications of the original limits keep termination alive throughout the course of service. The final session is designed to emphasize what clients have learned and accomplished.

The task-centered approach is addressed to the resolution of psychosocial problems. These are problems that arise in people's interactions with their environments. They are defined by people's internal discomforts that relate to events in their external worlds. In our theory, problems reflect wants that all people have -- for peace of mind, satisfying relationships with others, adequate resources. When these wants are denied, problems arise.

Empirical Orientation

Preference is given to methods and theories tested and supported by empirical research; hypotheses and concepts about the client system need to be grounded in case data; speculative theorizing about the client's problems and behavior is avoided; assessment, process, and outcome data are systematically collected in each case; a sustained program of developmental research is used to improve the model.

Integrative Stance

The model draws selectively on empirically based theories and methods from compatible approaches -- e.g. problem- solving, cognitive-behavioral, cognitive, and structural.

Focus on Client Acknowledged Problems

Focus of service is on specific problems clients explicitly acknowledge as being of concern to them.

Systems and Contexts

Problems occur in a context of multiple systems; contextual change may be needed for problem resolution or to prevent problem recurrence; conversely, resolution of a problem may have beneficial effects on its context.

Planned Brevity

Service is generally planned short-term by design (6 to 12 weekly sessions within a four month period).

Collaborative Relationship

Relationships with clients emphasize a caring but collaborative effort; the practitioner shares assess- ment information, avoids hidden goals and agendas; extensive use is made of client's input in developing treatment strategies not only to devise more effective interventions, but to develop the client's problem-solving abilities.

Structure

The intervention program, including treatment sessions, is structured into well-defined sequences of activities.

Problem Solving Actions (Tasks)

Change is brought about primarily through problem-solving actions (tasks) undertaken by clients within and outside of the session. Particular emphasis is placed on mobilizing clients' actions in their own environments. The primary function of the treatment session is to lay the groundwork for such actions. In addition practitioner tasks provide a means of effecting environmental change in the client's interest.

As this body of research suggests, the task-centered model conforms to general criteria for empirical practice. However, it is reasonable to ask how it compares with behavioral approaches, the dominant form of empirical practice in social work today. The comparison is difficult given the many varieties of behavioral methods, as well as variations of the task-centered model.

Perhaps the comparison can be best approached from a historical point of view. Behavioral methods had their origins in experimental psychology. They were adapted to social work practice. These adaptions and the emergence of new technologies within the behavioral movement itself have led to an impressive array of successful forms of behavioral social work. Never- theless, certain aspects of the behavioral paradigm have been difficult to adapt to many forms of social work practice. We can cite its focus on behavior as the unit of attention, its reliance on learning theory, and its use of rigorous, costly, single-case research procedures, such as direct observation and coding of specific behaviors over time and delaying or interrupting intervention in order to obtain baseline data.

The task-centered model, on the other hand, had its origins in mainstream psychosocial and problem-solving casework of the late sixties (Perlman 1957; Hollis 1963). Also influential were such developments in social work as the emergence of planned, short term service (Parad and Parad 1968a, 1968b) and the notion of task as a treatment construct (Studt 1968). From its inception, therefore, the task-centered model was oriented to the field of social work. Compared to behavioral approaches, it encompasses a wider range of problems, including especially distinctive social work concerns involving clients relationships to diverse environmental systems. For example, problems involving homelessness, inadequate financial resources, discharge planning, and conflicts between clients and organizations have always been among the targets of the task-centered intervention, whereas they fall outside the usual range of behavioral approaches.

The concept of a task as an action, with its built-in notion of intent, results in a different emphasis than the concept of behavior (White 1973). One can modify peoples' behavior without their knowledge or consent; to enable people to take action requires their cooperation. Actions can refer to complex configurations of behaviors as well as discrete behaviors (acts). The concept of action in thus better suited for description of complex, undertakings -- leaving home, entering an institution, developing rules for children's behavior, and so on.

Moreover, the task-centered model is designed to be eclectic and integrative. It draws not only (and quite heavily) on behavioral methods, but also on a range of other intervention approaches and related theories. In particular, the task-centered does not accord the same primacy to learning theory as do behavioral approaches. While we see learning theory as useful in explaining some task completion, a broader theoretical perspective is needed, we think, to account for the many factors that drive problem-solving actions. 
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· Time Limits
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I. Initial Phase - Assessment, Exploration and Setting Goals
Explanation of Role, Purpose, and Treatment Procedures
Treatment begins with an explanation of role, purpose, and treatment procedures that will be used. An explanation of the treatment approach is given as a basis for involving the client as a collaborator. This explanation is often done incrementally as the initial phase proceeds. Part of explaining the treatment approach includes providing the client with an overview of the phases of the model and of the activities that are central to the treatment process.

Time Limits
The task-centered model uses a time limits of 6 to 12 sessions. This planned brevity is based on a considerable amount of research that has suggested that brief, time-limited treatment has outcomes at least as good as open-ended treatment of longer duration, and hence is more cost-effective (Reid & Shyne, 1969; Gelso & Johnson, 1983; Koss & Butcher, 1986). A short-term structure tends to mobilize efforts of both practitioner and client, forces a focus on attainable goals, and avoids dysfunctional relationship complexities often found in long-term treatment. Finally there is evidence that most change is likely to occur through interpersonal treatment rather early, within the limits of the present model (Howard, Kopta, Krause and Orlinsky 1986). In some cases, clients can profit from (usually limited) extensions of service. Recontracting for additional sessions is routinely done with clients who want more service and are making progress toward their goals.

Identifying Problems and Assessment
Whether the problem is brought up in an initial interview or further along in the case, practitioners attempt to determine how clients perceive their difficulties, to elicit relevant information about them, and to formulate problems in a way that clients find understandable and acceptable. There are basically three routes for problem identification. The most common is through client initiation. Clients express complaints which are then explored. A second route is interactive. Problems emerge through a dialog between the practitioner and client in which neither is a clear initiator. In the third route to problem identification the practitioner is clearly the initiator.

Psychosocial problems are imbedded in a context that influences and is influenced by the problem. Although the primary purpose of the model is to resolve target problems, significant and enduring change in these problems is usually not possible unless accompanied by some degree of contextual change. An important secondary purpose of the model is to bring about contextual change as a means of preventing recurrence of problems and of strengthening the functioning of the client system.

Problem exploration covers certain essentials: a factual description of typical occurrences of the problem; frequency of occurrence; the seriousness with which the client views it; its apparent origins; what clients have done to alleviate it, and how well these efforts have worked. The relevant context of the problem needs to be examined to locate possible causative factors, potential obstacles to problem solving action, and resources that might facilitate a solution. After some initial exploration, the problem may be formulated or defined with the client to determine if it is one the client wants to work on. Exploration may then be resumed. Problem exploration is the data gathering tool for assessment activities, which involve efforts to understand the dynamics of the problem and its contextual features as well as to delineate the frequency and severity of its occurrence. A largely cognitive process, assessment is led by the practitioner but should involve the client as collaborator. While the practitioner can contribute professional knowledge, the client has unique personal knowledge of the problem and its context.

Problem Identification
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Whether the problem is brought up in an initial interview or further along in the case, practitioners attempt to determine how clients perceive their difficulties, to elicit relevant information about them, and to formulate problems in a way that clients find understandable and acceptable. There are basically three routes by which problems become identified. The most common is through client initiation. Clients express complaints which are then explored. A second route is interactive. Problems emerge through a dialog between the practitioner and client in which neither is a clear initiator. For example, Mrs. Cross, referred because of the academic problems of her eleven year old daughter, Sheila, mentions in passing a recent argument she had with her husband about Sheila. In response to the practitioner's inquiry about the argument, Mrs. Cross mentions other quarrels about their daughter. The ensuing dialogue reveals a problem in the marital relationship that Mrs. Cross agrees needs attention -- now her acknowledged problem.

In the third route to problem identification the practitioner is clearly the initiator. In work with voluntary (help-seeking) clients the social worker may initiate exploration of areas that appear to be unacknowledged sources of difficulty for the clients or problems that the client has acknowledged but has not asked for help with. In pursuing the inquiry, the practitioner may probe for possible areas of concern. In the first interview with Mrs. Walters, who has sought help for depression, the social worker comments "I have noticed you've said a couple of times how hard it is to care for your mother. There are services that might be of help to you. Is this something you would like to talk about?" In these situations the practitioner's purpose is to elicit and clarify possible concerns that the client is in fact experiencing. With non-voluntary clients the practitioner may be more assertive in initiating problem identification. As Rooney (l988) has pointed out, clients may be involuntary in two senses: "social involuntary" clients do not seek help but are brought to the attention of social workers by schools, physicians, family members, or others in the client's social network. The client is seen for problems attributed by others. A very large segment of the clientele of social workers falls into this group -- recalcitrant children and youth, substance abusing spouses, elderly referred for protective care, are among the examples. "Legal involuntaries" are clients whose service is "court-ordered". These clients, who include abusing and neglectful parents, battering spouses and problem drinkers, are under court mandates to participate in counseling as a condition of probation, in lieu of sentences or fines, as a prerequisite to the return of their children, and so forth. In addition, the court decree may specify particular conditions (mandated problems) that must be corrected.

Both types of involuntary clients are under pressure from an external source, (e.g. school, family member, court) to change or face consequences, (e.g. suspension, divorce, loss of parental rights). Whatever problems they may have in their life, such clients usually have little to ask of a social worker, except to leave them alone. Obviously, problem identification must proceed on a different premise than with the client who actively seeks help for a problem. The practitioner needs to take up at the onset the reason for the contact, explaining why he or she has become part of the client's life and making clear what mandated problems, if any, they need to be concerned about.

As Rooney (l988) argues, the client's resonse to this unwelcome intrusion can be fruitfully understood through reactance theory (J. Brehm 1972; S. Brehm l976; S. Brehm and J. Brehm l98l), a social psychological theory that is concerned with people's responses to the loss of valued freedoms. In addition to providing empirically grounded formulations, reactance theory avoids the "client-blaming" connotations that have become attached to the concept of resistance.

Making use of reactance theory, practitioners should elicit from non-voluntary clients their views of the imposed or mandated problem and respond empathically to the client's expressions of these views (Rooney l988; S. Brehm l976). The client's right of choice, even in court-ordered contacts, should be emphasized. That is, clients can choose to accept the consequences of not accepting help for the imposed or mandated problem. Although these consequences may be grave (loss of parental rights or a jail term) clients should be free to consider and discuss them. Such an orientation is both ethical, since it maximizes client choice, and practical, since clients are more likely to be cooperative if given the freedom to express their views and make their own decisions. It articulates well the position of the task-centered approach.

In many cases clients will be eventually willing to acknowledge a mandated problem or one related to it. If not, the problem may be defined as the unwanted presence of the practitioner or others in the client's life. To solve this "problem," the client may be willing to do what is required to resolve the mandated problem.

Selecting Target Problems
Next, target problems are selected. Target Problems are those concerns that the practitioner and client explicitly agree will become the focus of their work together. These problems are based on what the client wants as these are examined and expressed in the initial encounters with the practitioner. In this process, the client's initial conception may undergo change or unexpressed difficulties may be brought to light. But, however the process unfolds, target problems are acknowledged problems, that is the client must explicitly agree that a concern is his or her problem to be solved.

Prioritizing Target Problems
After the client's problems are identified, they are ranked in order of importance to the client. This ranking is usually the basis for deciding in which order the target problems will be addressed.

Exploring Target Problems and Developing Problem Specification
Following problem identification and initial exploration, the practitioner attempts to formulating the problem. Usually practitioners initiate the process by stating the central concerns clients have expressed. This formulation is not a simple summary, however. Practitioners attempt to frame the problem in a way most likely to foster constructive problem-solving actions on the client's part while still reflecting the client's own concerns. To set the stage for client tasks, the problem statement should reflect how clients might act differently to obtain what they want.

Formulating the Problem
Following problem identification and initial exploration, the practitioner attempts to formulate the problem with the client to arrive at a mutual understanding of the target of their change efforts. Usually practitioners initiate the process by stating the central concerns clients have expressed. This formulation is not a simple summary, however. Practitioners attempt to frame the problem in a way most likely to foster constructive problem-solving actions on the client's part while still reflecting the client's own concerns. To set the stage for client tasks, the problem statement should reflect how clients might act differently to obtain what they want.

For example, Sarah Robbins has voiced many complaints about her aged mother, whom she takes care of (and who refuses to be seen). Mother still tries to run her life, doesn't show any appreciation of all she does for her, and loses her temper over the slightest provocation. At this general level the problem might be formulated in terms of the mother's difficult behavior, in terms of the strain between them, or in terms of Sarah's difficulty in coping with her mother. Clearly the last two formuations are preferable since they better prepare the way for the client to do something about the situation. This is not "blaming the victim" but rather putting the problem in the most solvable form. Sarah may be able and willing to initiate change, presumably in how she copes with her mother; the mother is more likely to change in response to what her daughter does rather than on her own initiative. The problem should also be formulated at an appropriate level of specificity. If the client expresses the problem in the form of a host of specific comlaints, the practitioner should identify a unifying theme, although the specific complaints can be used as examples. If the client's expression of the problem is general and vague, an attempt should be made to come up with concrete indicators of the difficulty. The practioner's tentative formulation is given to the client with a request for feedback from the client as to whether or not it accurately reflects the client's main concerns. The client then may agree with the formulation or offer suggestions for revision, which are normally incorporated.

Goals may be included as part of the problem formulation, depending on the nature of the problem and the client's readiness to engage in a goal-setting process. For some difficulties, a precise goal may be inappropriate. For example, a depressed person wants relief from his or her depression. To put this wish in the form of a specific goal would add little. Other problems lend themselves to the construction of goals. For an adolescent who is having academic difficulty, a goal might be to get C's or better in four of his five courses. For still other situations, the notion of a problem as a blocked goal may apply. The problem can be stated as a goal. "Mrs. Porter wants her children returned from foster care."

In general, the purpose of the problem formulation is to capture the clients' major concerns in a way to set the stage for them to begin to take remedial action. Formal considerations, e.g. degree of specificity or inclusion of goals, are secondary to this purpose.

Setting Goals
Finally, goals may be included as part of the problem formulation, depending on the nature of the problem and the client's readiness to engage in a goal-setting process. In general, the purpose of the problem formulation is to capture the clients' major concerns in a way to set the stage for them to begin to take remedial action.

Using Contracts
The client's acceptance of the final problem statement leads to a contract that will guide subsequent work. Both practitioner and client agree to work toward solution of the problem(s) as formulated.



II. Middle Phase - Task Planning and Implementation
Tasks
Within the framework of the model, tasks are planned problem solving actions. The most common and doubtless the most important class of tasks are those undertaken by clients outside the treatment session, i.e., client external tasks. A second type are session tasks, i.e., task completed by clients in the session usually to facilitate external tasks. Through practitioner tasks, a practitioner my facilitate a client task or may share the implementation of a task with the client.

Tasks involve the client in self-directed problem solving activity. Even if tasks are structured by the practitioner, clients should have some decision-making role in carrying them out or the tasks should lead, as in learning skills, to progressively greater client control over their implementation. At the very least, clients should be aware of the purpose of the task and how it will supposedly affect the problem to prepare the way for their doing it on their own. An ultimate goal in the use of tasks is client empowerment--to enable clients to design and effect their own problem-solving actions. 

External client tasks can be classified according to a variety of dimensions: assessment tasks, cognitive tasks, behavioral tasks, and situational tasks. A major division of external tasks concerns the number and interactions of task participants. An individual task is undertaken by a single client. Shared tasks involve a single undertaking carried out cooperatively by two or more participants, at least one of whom is a client. Reciprocal tasks involve two clients (or a client and another person) in an exchange of tasks. 

· Tasks as a Force for Change
· General versus Operational Tasks
· When to Use Tasks and When Not to
· Straightforward versus Paradoxical Tasks
· Completion and Non-Completion of Tasks
· Multiple Consequences of Tasks 

Client External Tasks
To make headway on their problems most clients, sooner or later, must take constructive action outside the counseling session. Family members must learn how to talk to one another without provoking arguments. Problem drinkers must act to control or give up their destructive habits. Phobic people must deal with the objects they fear. Delinquent adolescents must begin to conform to community norms. Granted, some problems may be dissolved in the social worker's office. Expressing feelings, developing self-under- standing, attaining new perspectives may suffice for certain difficulties. But, for every client who leaves the social worker's presence with problems solved, there are many more who leave with work to do, albeit the work may have been made easier by the catharsis and insight of the counseling session.

In the helping professions this work is called by many names -- tasks, homework, behavioral assignments, instigations, directives. It may be described as a process, such as generalization or putting insight into action.

In the present model these various notions become translated into client external tasks but they account for only part of our notion of task. The part they account for are the tasks that are used to reinforce or extend the accomplishments of the treatment hour (hence the term, "homework") and tasks that are practitioner generated (e.g. instigations, directives, behavioral assignments). What is not well accounted for are tasks which practitioners and clients design together and tasks that reflect major change efforts by clients that are culminations, not supplements, of treatment sessions. When these two kinds of tasks are put together, an ideal in the model, the result is a collaborative effort involving practitioner and client(s) that lead to tasks that strike at the heart of the problem.

Session Tasks
As noted, tasks done in the session normally involve two or more clients in face-to-face communication but may also consist of the practitioner and a single client if the client is engaged in a problem-solving action that mirrors actions in his or her life situation. The classification of session tasks is organized according to treatment purpose. To simplify presentation the participants will be referred to as clients (the usual case) although note will be made of tasks that usually involve the practitioner and a single client.

1. Facilitating Assessment. Tasks are designed to provide the practitioner with assessment information. Whatever therapeutic benefits the clients achieve are incidental. (a) Enactments: Clients are instructed to interact in accustomed ways in relation to a suggested issue (Aponte and Van Deusen 1981; Minuchin and Fishman 1981). 

(b) Standard tasks: A standard task, e.g., planning a picnic, is used to provide information on participants' interactive patterns (Watzlawick, Beavin and Jackson 1967)

2. Structured Problem Solving. Tasks involve rational give-and-take between two or more participants to solve a specific problem, negotiate a con- flict, make a decision, etc. While any task is a form of problem solving these tasks organize the process into a logical series of steps, which are briefly summarized below. (All steps are not necessarily used in all tasks.) 

(a) Problem definition: Clients identify and clarify issue(s) on which to work; 

(b) Clarifying positions: Clients reveal to another (or to one another) their point of view, rationale, motivations, expectations, etc. concerning an issue. (An elderly woman is asked to explain to her adult daughter why she wishes to continue to live in her own apartment. A husband and wife in turn tell each other what they expect in terms of their sexual relationship.) 

(c) Generating alienative solutions: Clients are asked to suggest potential solutions to their problem. Methods include brainstorming, i.e., emphasis on generating numerous alternatives without initially considering quality, followed by selecting the most promising (Osborn 1963) and free-flowing discussion, where solutions are developed through unstructured discussion by clients. 

(d) Making concessions: Clients are asked to offer concessions (usually behavior changes) in order to resolve a problem. 

(e) Selecting potential solution: Clients select solution to be implemented.

3. Planning actions. Tasks in the session may be used to plan actions to be carried out at home or in the family's environment (e.g., at school). These outside activities may be implementations of solutions reached through problem solving or may be suggested or stimulated by the practitioner. 

(a) General planning: An activity is planned "from scratch" in response to an unspecified need or suggestion. (A couple is asked to plan a mutually enjoyable activity.) The category includes long-range planning. (Parents discuss goals for their retarded child.) 

(b) Planning logistics: Details of an already agreed-upon activity are worked out. For example, parents lay out the specifics of a chore system for their children. 

(c) Identifying obstacles: Clients attempt to identify potential causes of failure in carrying out a task and to plan corrective measures (Birchler and Spinks 1981).

4. Expressing affect. The focus is on the expression of feelings. 

(a) Sharing feelings: Clients express their feelings about an emotional issue that has not been adequately discussed. (A mother and son discuss for the first time their feelings about the father's leaving home.) 

(b) Positive exchange: Clients are asked to reveal what they like or find attractive about one another.

5. Enhancing awareness. Tasks are set up to increase clients' awareness or understanding of their own or others' behavior, feelings, beliefs, etc. (without focus on a specific problem or on problem solving). 

(a) Informative discussion: Clients attempt to accomplish the above tasks through structured or unstructured discussion. (A husband and wife inform each other what pleases them; a son tells his adoptive parents about his life with his biological family.) 

(b) Reenactment: Clients attempt to reproduce an interaction that caused them difficulty in order to stimulate in each a greater awareness of motives or effects of behavior. The task may become paradoxical if clients are instructed to repeat interactions in ways that cannot be complied with. For example, clients may be asked to restage a quarrel with its original intensity of feeling, on the assumption that an effort to do so will cause each to see the inappropriateness of their original reactions.

(c) Experiencing the role of others: Clients take roles of others and act out scenes or discuss issues in order to gain a sense of the situations, perceptions, and feelings of others. Tasks may include role reversals as well as taking on roles of persons not present in the session and may be done by a practitioner and single client.

(d) Sculpting: Clients use nonverbal means to express feelings, attitudes, etc. (Papp 1976). (A couple learns about differing needs for closeness by taking turns approaching each other and stopping at a comfortable distance.)

6. Skills training. Tasks are designed to help clients acquire specific skills, which may be either cross-situational (e.g., communication, problem-solving) or situation specific (how to be appropriately assertive with a particular teacher). Emphasis is on improving performance rather than solving particular problems. 

(a) Rehearsal and guided practice: Clients or a single client rehearse or practice specific skills with practitioner playing the role of coach (Jacobson and Margolin 1979; Stuart 1980). 

(b) Parental modeling: Through playing the role of his or her child, a parent demonstrates skill in handling a situation to the child. (A father plays his son and demonstrates how to reply to an antagonistic peer, played by son.)

7. Anxiety and Stress Reduction. Procedures to relieve anxiety and stress, which usually involve the practitioner working with a single client, include relaxation training, systematic and in-vivo desensitization. They qualify as session tasks if they are construed as problem solving actions that the client can learn to do on his or her own.

Tasks as a Force For Change
Client tasks draw on a fundamental force in all therapeutic change -- the clients' effecting problem solutions through their own actions. This idea, expressed in different terms, is a major theme in most theories of interpersonal treatment. 

To start with, in behavior therapy, an obvious example, change is effected by the client trying new behaviors that are reinforced by outcomes that the client finds desirable. The form that the reinforcement takes -- a tangible reward, the attainment of a goal, etc. -- may vary. The constant factor is that the client has enacted a solution behavior that has met with success. Behavior that successfully reduces problems tends to be repeated, hence change occurs.

In the cognitive-behavior and cognitive therapies (Dobson 1988) in which mental processes play a larger role in change, the role of client action is still central. Change may result from new actions that are guided and appraised by cognitive operations. When cognitive change is given greater prominence, as in Beck's (1976) cognitive therapy, cognitions need to be tested through action outside the session. Thus clients may undertake actions to disconfirm existing cognitions or confirm new ones.

In systems-oriented family therapies, change is seen as a function of new patterns of action and interaction by family members. In some approaches, such as structural family therapy, changes in family interaction occurring during the session are stressed with tasks between sessions used to solidify and extend these changes. In strategic therapies, the major vehicles of change are directives (therapist-generated tasks) that instigate new behaviors by family members.

Psychodynamic therapies generally make less use of tasks than other treatment approaches. The primary change dynamics are thought to involve complex cognitive and emotional processes occurring within the session rather than actions outside it. Still many psychodynamic practitioners make use of tasks as "homework" to enable clients to put into action insight gained during treatment sessions. Also, it should be noted that a central force for change in psychodynamic treatment occurs during the "transference" phase of the relationship when the client exhibits behavior toward the therapist dictated by earlier relationships. The therapist declines to play, in Strupp's words, a "complementary role in the patient's scenarios" but instead communicates his or her understanding to the client of what the client is doing. By this means the client becomes aware of the inappropriateness of his or her reactions and begins to behave toward the therapist in a more realistic fashion, behavior that is strongly reinforced by the therapist. In this sense the client's actions lead to a successful resolution of problem behavior. Although such resolution of the transference in psychodynamic therapy is not viewed in terms of client tasks, it relies on the same principles of change that tasks do.

 

When to Use Tasks and When Not To
Use of external tasks in treatment has a broad range of application. Task-centered practice has been used successfully with most types of clients and problems treated by social workers (Reid 1990). However, in certain situations tasks may be particularly advantageous; in others they may be less productive.

Let us consider first the circumstances when tasks may be especially useful. First, many clients do better with an action-oriented mode of treatment than one that relies on catharsis, insight, reflection or other techniques that relate more to verbal, affective, and cognitive aspects. Less well-educated or less articulate clients are likely to fall into this group, but there are many people regardless of education or verbal facility who prefer an action-oriented mode of treatment. They may find introspection, self-revelation, or affective expression difficult or unproductive, but may do well with an approach that focuses on action inside and outside the session. Second, clients who prefer more introspective forms of treatment may find themselves unable to implement in their life situations what they have gained in their sessions. This impasse may be general or confined to a particular problem. Encouragement by the practitioner may not be sufficient. External tasks may be required to get the client moving. Finally, external tasks can often serve a dual diagnostic-treatment function early in treatment with clients who appear well motivated and ready to change. Tasks at this point can give clients the opportunity to make substantial inroads in their problems; however, failures can be informative diagnostically, especially if attention is given to how the failure occurs.

Because tasks have a possible function in virtually any case, there are no contradications to their use in respect to type of clients. However, under certain circumstances one might wish to defer their use or change the circumstances before using them. If there is doubt about whether or not the problem has been correctly formulated, tasks may be premature, at least tasks oriented toward change. (Tasks oriented towards gathering data to help define the problem may be in order, however). These distinctions, among others, will be discussed in detail in the next section when different type of tasks are considered.

When the focus is on helping the individual client work through existential dilemmas (e.g. sorting out one's life goals) or assuage painful feelings (e.g. in reaction to loss) tasks assume a subordinate role to other methods of treatment, such as exploration, empathic listening and interpretation (Reid 1978). However, tasks can serve an important ancillary function, especially cognitive tasks ( Ewalt 1977), in which clients can systematically use reflection and recording of thoughts and feelings between sessions.

In some situations, clients are unwilling to take action on their own behalf. The most common example in social work is the purely protective case. In these cases clients (or others seen) refuse to cooperate in altering conditions, such as child abuse, that the community finds intolerable. In such cases, however, the concept of practitioner task may provide a useful means of organizing the practitioner's activity.

Finally, certain problems may not respond directly to client action. The course of action to resolve the problem may not be clear, as in some psychosomatic disorders or client action may not be sufficient -- for example progressive alcoholics may not be able to complete tasks to stop or control their drinking. In such situations client and practitioner tasks may serve a subordinate, but often critical role, such as in enabling the client to secure needed help.

Straightforward versus "Paradoxical" Tasks
Tasks can be classified as either straightforward or paradoxical. Straightforward tasks are those in which the actions called for, would, if carried out, directly reduce the problem. Tasks used in most forms of treatment are straightforward. If Harry has a problem with school attendance, then a straightforward task might call for Harry to increase his attendance. The definition of a "paradoxical" task is more controversial because of difficulties with the meaning of "paradox" as it is used in an interpersonal treatment context (Dell 1981; Fisch, Weakland and Segal 1982; Ascher 1989). Although the term "paradoxical" may actually be a misnomer, it has become so well established by usage, it is pointless to invent another term. Actually a reasonable degree of consensus has been achieved in what "paradoxical" means at a practical level as applied to tasks. To use the words of Ascher and Efran (1978:547), "a paradoxical task is one that requires clients to perform responses that appear to be incompatible with the goal for which they are seeking assistance." The paradoxical element arises from the apparent incompatibility between response and goal. Thus if the goal is for Harry to increase class attendance, a paradoxical task would instruct him to stay away from school.

Paradoxical tasks can be divided into those based on assumptions of defiance and those based on assumptions of compliance (Rohrbaugh et al 1981). In defiance-based tasks, the assumption is that the task will achieve its goal because it will provoke the client into doing the opposite of what the task calls for. However, there is usually more than simple reverse psychology to defiance-based tasks. For example, by accepting a client's need to engage in dysfunctional behavior, a defiance-based task can free the client and perhaps family members from power-struggles, may help the client achieve a new perspective on the problem, and may stimulate new efforts at solutions. For example, if Harry is advised that cutting classes is a childish phase he needs to go through before he can reach a mature decision about what he really wants to do, and thus should continue to cut classes until this phase is over, he is not only provoked to prove he is over the childish phase, but may be stimulated to have some fresh thoughts about the pros and cons of missing school. (The example draws on an experiment by Kolko and Milan (1983) who found some empirical support for the use of such tasks with truant adolescents.)

In compliance-based paradoxical tasks, the client attempts to comply with a task running counter to the goal, with the expectation that positive benefits will result from the effort to comply. Having an insomniac attempt to stay awake is a familiar example. Attempts to produce a problem can yield a variety of beneficial results. Spontaneous behavior is made deliberate, thereby giving the client the chance to learn how to control it better. The client may see the behavior from a new perspective, perhaps gaining an awareness of its inappropriateness, or may simply become tired of it. For some problems such as difficulty falling asleep or achieving orgasm, trying too hard may make matters worse. By attempting to produce the problem, rather than directly solve it, the effect of trying too hard is removed and "paradoxically" a solution may appear. In learning theory terms, negative practice (practicing the problem) may lead to better self control or extinction may occur because of satiation or lack of reinforcement among others possibilities (Raskin and Klein 1976). Although learning theory provides useful (and demystifying) explanations, there is yet no agreement about which learning principles provide the best accounting.

In the task-centered approach straightforward tasks are definitely preferred. In fact, paradoxical tasks are used only when straightforward tasks appear to be getting nowhere. Evidence on the efficacy of paradoxical tasks is meager. Moreover straightforward tasks provide a better fit with the collaborative problem-solving orientation of the model. When a paradoxical task is used it is likely to be one based on assumptions of compliance. One reason is that the rationale for the task can be shared with the client, and, in fact, there is evidence that being open with clients about how such tasks are supposed to work can actually increase their effectiveness (Ascher & Turner 1978). By contrast the true rationale for defiance-based tasks must be withheld in order to mobilize the clients' oppositional tendencies.

Multiple Consequences
Most tasks have consequences beyond the attainment of their immediate goals. Thus a simple task for a child to clean his or her room requires the child to accept parental authority and follow rules; moreover, it has implications for the child's relationship with whomever supervises the task. Successful completion of the task may result in parental approval to which the child may respond positively, setting in motion a positive cycle of interaction. A task, then, simultaneously and sequentially affects multiple systems, and its possible outcomes must be viewed through multiple perspectives.

This principle can be used to therapeutic advantage in two ways. First, a task aimed at a target problem can be structured to simultaneously attain another objective, such as a contextual change. For example, Larry may agree to do his homework with parental help one hour each night as a means of improving grades in school. Suppose he has an over-close (enmeshed) rela- tionship with his mother but a distant relationship with his father and, suppose further, that this relationship pattern is seen as an obstacle to Larry's success at school as well as a possible cause of other problems. The parent selected to provide the help might then well be the father, on grounds that his helping Larry with his homework might bring them closer together. This aspect of the task could be reinforced by an agreement that mother would not participate in the helping, and that Dad and Larry would reward themselves after a week of homework sessions with some mutually enjoyable activity. The second way is the reverse of the first: a task is aimed at a contextual change which, if attained, would affect a target problem. For example in structural family therapy of anorexia it is assumed that excessive parental attention to the child's "sickness" is a means of avoiding parental conflict (Minuchin, Rosman and Baker 1978). Thus session and external tasks may be used to enable the parents to face these conflicts, thereby reducing dysfunctional preoccupation with their child's problem.

Practitioners also need to be alert to negative consequences (side effects) in their use of tasks. For example, providing children with tangible rewards for compliance to tasks is a staple of task-centered and behavioral practice. Although tangible regards can be effective in motivating children, one needs to be alert to possible negative aspects. Are the parents really comfortable with the idea or do they resent giving Kevin money or treats for what he should be doing anyway? If their attitude is begrudging, how will this affect their relationship with him? What about siblings who may cry "unfair" if they are expected to comply without pay. Anticipation of possible side effects can lead to steps to avoid or minimize them.

In using tasks practitioners should be continually alert for multiple consequences both positive and negative and be prepared to make use of them in task planning. In keeping with the principle of collaboration discussed earlier, practitioners involve clients in considering the possible outcomes of a task, including those that relate to contextual change. Thus if the practitioner thinks father should be the one to help Larry with his homework (in the example just given), the practitioner gives reasons for the choice and elicits reactions from the clients. As collaborators, clients can act in ways to make it more likely that desirable outcomes will happen and that side effects will be avoided.

 

Generating Task Alternatives
The first step in developing a plan is to generate ideas for possible tasks. These ideas come from either the practitioner or client(s). The practitioner generally starts the process by either inviting ideas from the client(s) or by suggesting task possibilities. Sometimes a single idea will provide the basis for the plan. However the process unfolds, it is important to involve the client from the outset as an active participant. In work with individuals, the client can be asked to review what he or she has tried to do about the problem and to come up with ideas based on these past efforts or the client can be simply asked to think of ideas. Ideas can be elicited and discussed one at a time or brainstorming techniques can be used. Even when task ideas come primarily from the client, the practitioner asks clarifying questions, suggests modifications, and so on. These methods can be applied to conjoint interviews. In addition, the practitioner can structure session tasks in which family members work out task ideas together in face-to-face dialogue.

Giving clients the initiative works best with well-motivated, resourceful clients or where tasks involve situations that are familiar to clients but may be difficult for the practitioner to grasp -- for example, it may be difficult for the practitioner to think of appropriate tasks involving technical or even social aspects of the client's work situation. A common practice is for social workers to elicit task possibilities which both the worker and client(s) modify or add to. This is perhaps the ideal mode of task development since it involves clients as collaborators in problem-solving, yet enables practitioners to make use of their own expert knowledge. Sometimes, however, clients can generate few ideas about possible tasks. In other situations the practitioner knows about proven task strategies that are well fitted to the clients' problem and circumstances. In still others, the practitioner may see an opportunity for critical action that may not occur to the client. In all these cases the practitioner becomes the primary source of task possibilities. Even if the practitioner offers a task as a suggestion, he or she makes sure to give its rationale and to elicit the client's reaction. Informed feedback from the client is a critical part of the development of practitioner-generated tasks. This does not prevent practitioner's from presenting tasks in an authoritative manner when they are reasonably sure that they are the best options for their clients or when their clients need direction in order to make headway on agreed upon problems. Even in such situations, however, it is important that the social worker determine the client's willingness and perceived ability to do the task and, when possible, to involve the client actively in planning details of implementation.

Tasks set up during the first interview can often capitalize on whatever initial determination to do something about their problems the clients might have at the onset of service. At the same time, it is important that the initial task be successful as a means of building the clients sense of self-efficacy or at least not terminate in a demoralizing failure. Thus, one might hope for an initial task capable of making a dent in the problem but with a low risk of precipitating a set-back. Clients might be asked to do something about the problem they have not been able to do. The step can be a small one, but with a chance for them to take additional steps if they are able. The task provides the opportunity for a larger gain; at the same time, it does not expose the client to a new kind of failure.

Selecting Tasks
An agreement on the task occurs after all alternatives have been sorted out and the best task is selected. Staying with the focus of the task-centered model, the selection of tasks is a joint activity of practitioner and client. The agreement at this time is concerned more with the general nature of the proposed action, rather than the details of implementing the tasks. After selecting a plan of action, practitioner and client collaboratively focus on the client's motivation, plan the details of implementing the tasks, and evaluate potential obstacles and the strategies to deal with them.

Establishing Incentives and Rationale
An essential resource for task accomplishment is an adequate degree of motivation. In the task-centered theory of motivation, a person's task behavior occurs in response to those unsatisfied wants that make up the problem. In order to undertake a task the person must want, something he or she does not have, or have an incentive. The task may not, in itself, satisfy the want, but the person must see it as a step in that direction. In other words the client must be able to perceive how doing the task will obtain what he or she wants. Such incentives provide the initial motivation for task performance.

If the task has a successful outcome and movement toward a desired goal occurs, the task actions are validated, or, to use the behavioral term, reinforced. The task participants register the success. This feedback alters incentives and hence motivation for future actions. A similar action may be tried or the next logical (or a more difficult) step may be attempted. Although goal attainment makes similar actions more likely in the future, failure may also be motivating. We learn from our mistakes and are willing to try again with greater effort, more skill, a new tack and so on.

The practitioner should make sure that projected tasks will enable clients to obtain what they themselves want. Further, clients should understand how the task at hand can help them achieve their goals. In this process, practitioners need to relate to the client's priorities and not their own goals. This distinction can become easily blurred as practitioners nudge clients in the direction of working on problems they (the practitioners) think are the most important. Cooperative clients may go along with this reprioritizing of their problem, but their motivation may be the weakest in just those areas where the practitioner is pressing the hardest. In setting up tasks, exploration of the clients' self-efficacy expectations may be indicated. How confident does the client feel about his or her ability to do the task? Attempts to heighten self-efficacy may include pointing out the clients' abilities, reminding the client of past successes in similar circumstances, use of role played rehearsals, and refocusing the task on a more easily attained subgoal.

Planning Details of Implementation
Most tasks require some detailed planning. Take a task as seemingly straightforward as "Bob will contact AAA Security to inquire about employment as a night watchman." Planning questions might include when and how will Bob make the inquiry. What information should he get? If the company is hiring, should he complete an application form? Planning not only helps prepare clients for the task but helps them learn how to plan, an important skill that many clients have not acquired. Finally, by giving attention to the particulars, task planning reinforces the importance of the task, increasing the likelihood that the client will remember it and attempt to do it.

In work with individual clients, the planning process generally proceeds largely through the practitioner's questions which stimulate the clients thinking about how the task is to be done. The questions may be supplemented by practical suggestions, usually phrased in tentative terms. In conjoint interviewing, the same approach can be used on clients who can do their own planning in face-to-face session tasks with the practitioner in the role of coach and facilitator. In helping clients with task planning a constant question is "How detailed should the plan be?" A good deal depends on the style and resourcefulness of the client and on the stage of treatment. Some clients react to planning as a constraint on their freedom of action and may be unable to relate to a plan that is too detailed. Others are sufficiently resourceful to do their own planning, especially in familiar areas.

In general, clients take on more of the planning responsibility as treatment progresses and as increasing emphasis is placed on strengthening client self-dependence. Despite these variations certain guidelines can be offered. In general, planning should go far enough so that clients can get a clear sense of how the task can be done, while allowing them sufficient flexibility to make modifications or to substitute a task that may be even more appropriate or effective. Unless readily apparent, the main "action verbs" of the task should be articulated. For example, if the task calls for clients to "back off" if they start to quarrel, some discussion of what "backing off" means, and how it can be done, would be indicated. Or if the task calls for a mother to show approval if her daughter cleans her room, ways of showing approval and what is meant by the room cleaning should be discussed.

Simulating Task by Using Session Tasks
Plans of any type are more likely to be implemented successfully if they can be tried out beforehand. Many task plans can be tried out in the session through rehearsals in which role plays are used to simulation the tasks. In single interviews, the practitioner can first take the role of the client and model appropriate task behavior with the client in the role the person (teacher, employer, co-worker, family member, etc.) to whom the behavior will be addressed. The client can then try the task in his or her own role while the practitioner assumes the role of the other person. While taking the role of the other, the practitioner can present the client with different contingencies -- enacting others as angry, provocative, uncooperative, and so on, depending on the likely challenges the client may face in doing the actual task. 

Simulation of Tasks
Conjoint interviews open up numerous other possibilities for role play rehearsals. The practitioner can take the role of different clients to demonstrate task behavior. The clients playing themselves can rehearse a reciprocal or shared task they will be doing together. Clients or the practitioner can also take roles of people outside the session. For example, a father can take the role of his son whose task is to deal with an antagonistic teacher without getting into trouble. The son (or practitioner) can assume the role of the teacher who proceeds to antagonize the son (played by father). The father can then demonstrate how the teacher could be responded to without the son's getting into trouble. The son can then try out this behavior with the father (or practitioner) in the role of the teacher. Although such varied involvements of clients in role plays may be difficult to pull off and sometimes may backfire, there are often gains beyond preparing clients for tasks. Thus, in the example given, the father may acquire some understanding of the difficulties faced by his son. The son, in turn, may appreciate his father's efforts to be helpful.

A rehearsal not only provides practice, but it may also reveal shortcomings in the client's performance as well as contingencies that have not been previously identified. This information provides feedback for additional planning which may result in revisions of the task.

By definition, simulations are not the real thing. While their portrayals may be intense and lifelike, the participants know they are acting. However, some tasks can be practiced in the session in pretty much the way they will be done elsewhere. Such tasks most commonly occur in conjoint family work. For example, tasks to improve communication and problem-solving skills can be done in the session using real problems as content.

In office sessions with individual clients there are fewer opportunities for clients to do more than simulated tasks. However, when sessions or treatment encounters occur outside the office, for example, in the client's home, school, residential setting, or other environment in which the client is having difficulty, clients can often practice tasks through actually doing them. For example, during home visits parents can practice new ways of handling demands of very young children, older children can practice home chores or disabled clients can practice self-care routines. In other settings, clients with their practitioners present can attempt a range of problem solving tasks: an agoraphobic can enter a crowded place and stay for a brief period; a retarded person can attempt to make a purchase at a store; an isolated and timid resident in a home for the aged can try to initiate a conversation with another resident during the "social hour."

Practitioners assume a coaching role in such practice efforts. They provide initial instructions encouragement and praise, and corrective feedback to improve performance. As in simulations, client performance can provide the basis for additional task planning.

Anticipating Potential Obstacles
In the task-centered model obstacles define what prevent clients from solving their problems. Obstacles may occur as impediments to projected or actual task plans, or more generally as barriers of any kind to problem solutions. Thus obstacles may preclude the development of task plans or block other kinds of problem-solving action. Also, some obstacles, such as lack of social skills or environmental resources may also occur as target problems. Strategies for resolving such an obstacle would remain the same if it was to be targeted as a problem -- that is, if its reduction was seen as an end goal of service.

In the initial planning phase an effort is made to anticipate potential obstacles that may interfere with task attainment. Many tasks call for exploration of "what if" questions, those dealing with important contingencies that may complicate task performance. For example, if a task calls for Janet to bring her boyfriend home so her parents can meet him, an obvious contingency is, "What if he doesn't want to come?" Through exploration of contingencies, practitioners and clients can identify potential obstacles and perhaps develop ways of resolving them. In addition to exploring contingencies as a means of identifying obstacles, practitioners can simply ask clients to indicate what they think might go wrong with their tasks. This anti-sabotage procedure, to use Birchler and Spinks' (1981) expression, can sometimes uncover obstacles that would otherwise go undetected since clients may be aware of potential pitfalls that may not be revealed in exploring contingencies.

Often the proposed task relates to previous efforts by the client's. Consideration of these efforts and how they may have fallen short can provide another means of identifying potential obstacles. For example, a task under consideration for Mrs. S. was to reward her son with praise and approval for coming directly home from school. Previous discussion of the mother-son relationship has revealed her difficulties in expressing positive sentiments toward the boy. Her difficulty in so doing might be identified as an obstacle.

· Strategies for Dealing with Potential or Actual Obstacles
· Strategies for Resolving Specific Obstacles
Strategies for Dealing with Actual or Potential Obstacles
The practitioner and client have four options in dealing with potential or actual obstacles within the framework of the model. First, they can attempt to resolve the obstacle. As noted common obstacles encountered and general strategies for their resolution are taken up in the chapter following. Second, the task can be modified in light of the obstacle. For example, Mr. G's task was to work out a budget as a way of getting on top of his financial problems. He was unable to make much headway because his "financial mess" was "too overwhelming". Whenever he would start to work on the budget he would become "depressed". He was able, however, to complete a down-scaled task which involved figuring out what he spent for recreation and making a budget for these expenditures. As in the example, tasks are frequently made easier to accommodate to obstacles. The intent would normally be to increase their "bite" the next time around. However, other possibilities occur. A task may need to be made more interesting, and perhaps more challenging if the obstacle is the client's boredom with doing it. In some cases a change of time or setting is needed.

Third, a different task may be substituted, one that may circumvent the obstacle but still achieves progress toward problem resolution. Because of convictions that children shouldn't be "bribed" to do what they are supposed to do, some parents are unable to complete tasks calling for tangible rewards contingent on their children's "good" behavior. However, they may be agreeable to using praise as a reward. They may also be willing to use more benign forms of punishment, such as withholding minor privileges when behavior is not "good" rather than more severe forms such as spanking or grounding for prolonged periods. Frequently more than one task is addressed to the problem. If an obstacle proves to formidable for one task, another may work.

The fourth and final option is used when all else fails. It consists of appraising the feasibility of continued work on the problem itself. Following procedures discussed previously, the practitioner and client consider whether the problem as formulated still makes sense to the client. Perhaps a reformulation may be in order. If the problem still has validity but remains intractable, they may decide to shift for the time being to another problem. The intractable problem may become more workable in response to progress made on another. But not all problems are amenable to change. It makes sense to concentrate on those that are.

Strategies for Resolving Obstacles
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In the task-centered model obstacles define what prevent clients from solving their problems. Obstacles may occur as impediments to projected or actual task plans, as discussed, or more generally as barriers of any kind to problem solutions. Thus obstacles may preclude the development of task plans or block other kinds of problem-solving action. Also, some obstacles, such as lack of social skills or environmental resources may also occur as target problems. Strategies for resolving such an obstacle would remain the same if it was to be targeted as a problem -- that is, if its reduction was seen as an end goal of service.

Obstacles Relating to Motivation
Establishing motivation, as noted, is a major component of task planning. Problems in motivation may appear while the task is being planned, or more commonly, after an unsuccessful attempt at implementation. Two frequently occurring obstacles arising in the client's motivation will be considered.

Conflicted Motives. 
The client's motivation to do the task may be blocked by conflicting motives. In other words, the client has incompatible wants. Gerald wants to be more assertive with an overbearing supervisor, but, at the same time, wants to stay on his good side. Because these conflicting wants offset one another, he is unable to bring himself to take action. Often, the wish to do something is the one that is apparent; the conflicting wish blocking the task may be hidden. When a task presents itself as the logical solution for a problem the client wants solved, but he or she is reluctant to do it, conflicted motives are usually at work.

A standard method in helping relationships is to try first to identify such ambivalence and then to help the client clarify it. In the task-centered approach, one proceeds in a similar vein. However, once this has been accomplished, the practitioner then uses one or both of two strategies to help clients resolve such conflicts. One strategy is to enable clients to figure out how their conflicting wants can be satisfied. The conflict is posed as a problem for solution. How can Gerald be more assertive with his supervisor and still remain on his good side? While some compromise between the conflicting wishes may be needed, the amount of compromising can be lessened by the careful construction of tasks sensitive to both sides of the ambivalence.

The other strategy applies to conflicts that cannot be satisfactorily compromised. Georgette cannot take steps to break off an unsatisfactory affair with Mike because she can't stand living without him: She wants both to end the relationship and continue it. When head-on conflicts occur the practitioner tries to help the client make the ensuing hard choices. One procedure is to have the client list the pro's and con's of each resolution and then do a rough cost-benefit analysis. Another, which may be more appropriate for emotionally-charged conflicts, is to ask clients to imagine as vividly as possible their future lives if they made one choice, then do the same, if they made the other. The practitioner's questions about the future can help the client add detail and realism to the imagery. After the alternative futures have been projected, the client is then asked to decide which seems preferable.

Conflict in motivation between family members can be an obstacle in shared, reciprocal, or other tasks requiring cooperative effort. A father agrees to help his son construct a tree house as a form of relationship- building activity. He wants to use the occasion to teach his son how to use tools; the boy is interested only in being with his dad and getting the treehouse built. He balks at being put in the role of a carpenter's apprentice and the activity ends in conflict. In setting up such tasks, practitioners need to be alert to the possibility that the participants may have different agendas that may put them at cross purposes even though they may agree on the content of the tasks. Exploration of what each participant hopes to gain from the task may be a useful step when there is reason to suppose that motives differ.

Low Motivation 
Inadequate motivation to do the task satisfactorily is one of the most common obstacles encountered in task-centered practice. It becomes apparent when tasks are forgotten, put off, or given half-hearted effort. In theory, this obstacle should arise less frequently than it does since tasks are presumably developed only from problems the client wishes to do something about. In practice the process is often not so straightforward. The clients' motivation may fall prey to lowered self-efficacy especially if previous tasks have failed or interest may abate if the problem appears to have changed for the better, even though the change may be ephemeral.

Moreover, clients may verbally agree to problems that they correctly deny. If not most, clients do not seek the social worker's help on their own initiative. They find their way to the social workers' doors (or social workers find their way to their doors) through referrals from schools, physicians, courts, social agencies, and so on or because of their membership in families. Some of these clients do have problems they would like professional help with; many do not. Under pressure by referring agencies, family members and perhaps practitioners, these clients may agree to problems they really do not think they own. Still other clients, including those who are mandated to accept social work treatment, may be unwilling to even acknowledge problems. Although resourceful practitioners may secure the client's agreement to work on specified problems, the client may still lack conviction.

If poor motivation appears to result from task failure and lowered self-efficacy, tasks should be scaled back until an attainable sub-goal is found. Jon may not be able to achieve his task of passing a math quiz but may be able to increase his number of correct answers. If motivation slackens because of apparent temporary improvement, the practitioner, can stress the need to continue task work as a means of keeping the problem from returning. When low motivation is caused by reactance, the practitioner can help the client express reservations about working on the problem. Options of not doing tasks to resolve it and the consequences that may follow should be openly discussed. It is important to relate to the client's point of view and avoid trying to persuade the client of the perils of inaction.

It may be necessary for the practitioner and client to reexamine the validity of the problem itself. Is the problem one the client really wishes to work on? Is it the client's problem or someone else's? Does it need to be rediscussed or redefined? Is some other issue of greater interest? Through questions of this kind practitioners can help clients focus on problems they really want to do something about -- problems where their real motivation lies. Motivation may also be adversely affected by dysfunctional beliefs, poor skills, and environmental stressors. These factors will be considered in subsequent sections.

Cognitive-Emotional Obstacles
In order to implement a task successfully, the client's cognitive functioning must be adequate to translate an abstract task plan into the actions necessary to carry it out. That is, clients must possess adequate intelligence, judgment, and foresight; beliefs about self and reality must be able to guide problem-solving action successfully and not obstruct it. In this section, we focus on obstacles to task implementation that relate to client beliefs. Such obstacles, in our view, command center stage not only because they are critical to task performance, but also because they are often more amenable to change than other cognitive factors.

Feelings as obstacles. 
Many obstacles appear to occur at an emotional or feeling level. Clients may not be able to carry out agreed on tasks because of anxiety, fear of loss, feelings of being overwhelmed, and so on. In the task-centered approach it is assumed that such reactions are controlled by beliefs in accordance with cognitive theories of emotions (Barlow 1988). That is, it is assumed that feelings can be most effectively changed by identifying and modifying controlling beliefs. Mrs. Hall, whose sight is failing, is unable to make an appointment with an opthalmologist because of her dread of "going to an eye doctor". It is important to help her identify the beliefs behind the anxiety. Perhaps Mrs. Hall has the belief that the doctor will find that she has an incurable disease leading to blindness or that he will become angry for not taking medication he prescribed on an earlier visit. From a task-centered perspective, helping her locate and alter such beliefs provides the key to enabling her to control her anxiety and to take constructive action. This key will work, however, only if she is enabled to express her fears to a caring and empathetic practitioner. To put it another way, eliciting feelings and responding empathetically to them sets the stage for helping the client do the necessary cognitive restructuring. They are a necessary but usually not sufficient condition for change.

Changing Beliefs. 
When a distorted belief appears to form an obstacle to progress on the problem or task, it is necessary to first help the client identify it in a way that the client finds understandable and acceptable. The practitioner attempts to pursue this objective collaboratively with the client through questions and tentative comments. As Mahoney (1974:56) has observed, "When individuals are allowed to examine and evaluate the rationality or coherence of their own beliefs, resulting cognitive changes are often more effective and enduring than when a didactic strategy is employed."

For example, a mother tends to exaggerate her son's lack of obedience: "He never does anything he is told." The practitioner may suggest it would be good to get a more detailed picture of his disobedience and that they examine together how he responds to different things he is asked to do. Through this exploration itself the mother may be helped to obtain a more realistic perception of her son. Thus, the process of identifying distortions may be enough to effect change.

When identification itself is not sufficient, the practitioner can direct the inquiry to areas likely to produce disconfirming evidence or may point out instances of such evidence revealed earlier. The practitioner may suggest tentative modifications of beliefs if clients have difficulty in making their own corrections.

The general principle is to help the clients obtain fresh input from their own reflection, from the practitioner, or from the environment. The goal is not to alter radically their belief systems, but rather to effect sufficient modification that may enable them to proceed with tasks.

External tasks provide a powerful means of modifying beliefs. Assessment tasks can be used by clients to gather evidence on particular beliefs. Is Kevin always the one to start fights with his siblings, as his mother believes? Keeping a simple record of fights and how they got started might prove revealing. Tasks can be directed at putting beliefs to experimental tests (Beck l976). Mrs. Daley, who is being seen individually, believes that her husband doesn't care how she feels, a belief that has persisted despite evidence that he has, in fact, become more responsive. She agrees to discuss a distressful situation at her job with him and, to note carefully how he responds, which she will later record. In this kind of testing it is assumed that the client's belief may be distorted and the experimental task will produce disconfirming evidence. In some cases, the clients' belief may be substantially valid, but tasks can be used to alter the reality on which the belief is based.

Client Beliefs as Sources of Obstacles
As suggested, beliefs about one's world and self may be open to modification through disconfirming evidence elicited in the interview or through disconfirming tasks done by the client in his or her life situation. Mrs. J. in the example may be able to recall, with the practitioner's help, instances when her husband did not behave in conformity with her where liquor was served. (A parallel task for the husband to control his drinking at the occasion would increase the chance of a favorable outcome.)

The client's participation in a new social situation may also lead to a change in beliefs. In their discussion of ways of modifying client belief systems, Levine and Lightburn (1989) report a case in which the client who had suffered a coronary was unable to undertake needed exercises because of his belief that physical exertion would precipitate another heart attack. He was referred to a support group in which members were actively engaged in exercise on the assumption that participation in that social situation would change his belief. The case also illustrates how a traditional social work method --linking clients to resources -- can be used strategically to help the client alter beliefs that constitute obstacles to task attainment.

When beliefs are too formidable to alter through such means the practitioner may need to work with tasks that are consonant with those beliefs. Yet, with some ingenuity tasks can still be designed that will move matters forward. While Mr. Z, the macho husband in the example, may not be able to be very empathic with his wife, he may still be able to listen to her and respond "kindly" ("real" men can do at least that!).

Attributions are of particular importance since the client's views of who or what is responsible for behavior and events are frequently at the heart of beliefs that form obstacles. For example, clients may have markedly different views of the causes of their problems than practitioners. Whereas, practitioners may think in terms of interactional and "blame-free" formulations, clients are more likely to attribute causation to other persons, to bad luck, forces beyond their control, or sometimes (excessively) to their own defects. Practitioners need to elicit such attributions, to question them if they pose obstacles, and to suggest alternatives.

A frequent occasion for intervention arises when obstacles take the form of low perceived self-control, when the client says, in effect, "I cannot control anything that happens to me." The principle of self-determination suggests that the maximization of client choice should be not only a perception but a reality. Moreover, there is research that suggests that client choice and participation generally result in better outcomes. Patient participation in decisions about care, discharge and relocation have been found to be positively associated with such outcomes as patient satisfaction, levels of activity and survival rates (Abramson 1988, 1990). There is also evidence that client self-direction results in persistence of learned behaviors following treatment -- as if self direction helped the clients integrate the behaviors into their own repertoires (Brehm and Smith 1986). However, emphasis on client control encounters risks if things turn out badly; the client is more likely to feel responsible for the poor outcome with lowered self-esteem or depression possible concomitants (Brehm and Smith 1986). However, preparation of the client for negative outcomes may help prevent untoward distress should they occur. For example, the client can be helped to explore negative outcomes and to develop plans for coping with them -- a process that Janis and Mann (1977) have described as "emotional inoculation."

Client tasks can provide an important means of increasing the clients' sense of self-control. Mrs. G. may have a point when she says she has little choice about what happens to her at the Care Center. Staff do see her as a passive person and make choices for her. Helping Mrs. G. to develop, articulate, and obtain a simple request may give her grounds for believing that she may have some choice after all. This small heightening of her sense of perceived self-control (and efficacy expectations) may encourage her to become more assertive.

How one perceives the intention of another and the persistence of whatever caused his or her behavior become of particular significance in work with clients who interact with one another. The practitioner is often confronted with the view that the intentions of another are malevolent ("She did it to hurt me.") and causes of the behavior as persistent ("He always been that way"). In dealing with such perceptions the practitioner may suggest reframes that may enable the client to construe the other's behavior in more positive terms. ("Perhaps she didn't realize it would hurt you. Maybe she thought her criticism would be helpful." "Do you think he may have reacted that way because of his problems at work?") As these examples suggest, the attempt is made to help clients think in terms of more benevolent intent and of more transient causation.

When beliefs are residuals from earlier experience, their origins can be explored. In this process the client is helped to separate the past from the present. For example, Ms. Rogers, an incest survivor, may see men as sexually exploitative. During her childhood the belief may have been quite functional but now is an impediment to developing heterosexual relationships.

Although these old beliefs may not fit new realities, they become, "self-sustaining", as Seagraves (1982) has pointed out. They persist in part because people tend to see what they already believe and may act on these beliefs in ways to call forth confirmatory reactions from others. Because he felt rejected by his father, Mr. W. believes that men in authority dislike him. Given this belief, he may interpret incorrectly the behavior of such men as signs of antipathy toward him. He may then respond with hostility which may invite counter-hostility in return. Now being treated with some genuine dislike by men in authority, he has received confirmation of his belief.

In conjoint interviews use can be made of session tasks in which clients, through face-to-face dialog, can clarify and correct distorted beliefs about each other. For example, Marcy, 16, had long resented her mother, Helen, for having left her father for Ted (her current step-father) when Marcy was 10. Marcy not only blamed Helen for the breakup but for having deceived her father by having an affair with Ted. Mother and daughter discussed these events for the first time in an emotional session task structured by the social worker. Helen did not deny that she had taken the initiative to end the marriage or even the affair, but calmly described her own struggles with Marcy's father --a problem drinker given to violent outbursts. Marcy had not heard this before, at least not in the way it was now presented. The task was a beginning step in a change in Marcy's image of her mother -- from seeing her as having betrayed her father to having some reasons for ending the marriage. The change seemed a part of a lessening in obstacles to an improved relationship between Marcy and Helen.

Automatic thoughts are not necessarily dysfunctional. However, when they consist of beliefs that impede task performance, they became insidious obstacles since they occur with little awareness and hence with little chance for self-correction. 

The presence of automatic thoughts can be elicited during the interview by asking the clients to focus on what goes on in their minds when certain events occur. Once they have been identified they can be treated like any other dysfunctional belief. Often simply making such thoughts explicit is enough to set change processes in motion.

Faulty information processing is an inevitable part of human cognition but one often difficult to identify. Much of it occurs in the form of automatic thoughts with little awareness of the process. Also, what is "faulty" and what is "correct" information processing is often difficult to discover since people usually have some basis for seeing things the way they do. Ultimately what is "faulty" if best decided by the client, perhaps in response to the practitioner's questions and comments.

Skill Performance as Obstacle
One's skill in performing a task becomes an issue if the task requires performance abilities that one does not possess. A retarded man may be unable to go to a sheltered workshop on his own because he lacks the skills necessary to take public transportation. In an assessment of skill, one needs to specify the actions required to complete a given task, then to determine if the client has the ability to perform these actions and what is needed to help the client acquire the ability. Most skills of interest in social work are social in nature, and most clients are already able to perform them to some extent. However, organizing such actions into skills provides clients with useful descriptions and sequences of actions that may well be more effective than their existing modes of response. Because they are likely to be familiar with the behavior required, most clients can achieve an intellectual grasp of these skills rather quickly and may be able to reproduce them quite well under the practitioner's guidance. Applying them in actual life situations is another matter. Often the skill requirements cannot be attained in the face of established response patterns and emotional needs.

When social skill deficits are viewed as obstacles to task performance, the strategy of choice is some form of social skills training. Such training fits well into the process of task planning and implementation presented in the previous chapter. The social skill to be learned is defined as the task. Given their expert knowledge of social skills, practitioners generally take more responsibility for shaping the task than is usually the case. The process remains collaborative, however. Relating to the client's goals is perhaps the best way to establish motivation. Clients must see the proposed skill as helping them obtain what they want rather than as a therapeutic exercise.

The practitioner and client explore together the situations in which lack of skill poses obstacles for the client and determine how, in fact, the client responds. The client's ideas about how his or her goals in such situations are obtained and used as the basis for development of skills to be learned. The client's ideas about how these goals can be met are elicited and incorporated into the task plan. As part of the task planning process, the client needs to obtain a cognitive grasp of what the skill entails, develop positive self-efficacy expectations, and address specific beliefs that may impede performance. For example, Mr. Renn believes that others will react with hostility if he becomes assertive. Ms. Borden believes that the job interviewer will react to her negatively because she is overweight. Once there is agreement on the skill (task) to be implemented, motivation established, and obstacles considered, different forms of simulation become the focus of the session. In the initial role plays(s) the practitioner demonstrates the skill with the client acting as "other". 

Next the client, playing him or herself, practices the skill with the practitioner in the role of "other". The practitioner praises constructive aspects of the client's performance and provides corrective feedback. Role plays involving practitioner demonstrations or client rehearsals are repeated until both are satisfied with the client's performance. Details of implementation of the skill are planned as necessary. The actual implementation by the client is gone over in the task review in the session following.

The review may suggest ways the skill may be performed more successfully; if so, the next task is to incorporate these modifications. Successful accomplishment of the skill may lead to a task calling for a more demanding level of the skill components of various social skills selected against the criterion of potential usefulness in social work. Most clients do better with some components than others. In the present model components are selected in relation to areas of client perceived need and difficulty. When simple-to-difficult hierarchies are used, the ordering is tailored to the client's pre-existing competence. The practitioner does not assume that clients are alike in what they will find easy or hard.

For some problems, skill training may be the dominant mode of intervention. For others, it may be used to work through a specific obstacle in a more broadly based strategy. Frequently, training is confined to interactions with one other person or to a particular social situation. For example, in work with wives of husbands with drinking problems, (chapter 8) the wife may be helped to request that the husband come home after work rather than go to a bar or that he control his drinking at home; further, the wife may be taught how to assert consequences if her husband continues to drink. Children in school settings may be taught how to respond to provocative or teasing behavior by peers in the classroom.

Communication skills, which may be regarded as a type of social skill are taken up in the following chapter. Skills in problem solving in social contexts are basically taught in any application of the task-centered model, which essentially follows a problem-solving format. Skill-learning aspects can be accentuated by making explicit the steps of the model before, during, and after its use and having the client apply the format as a home task.General references in social skill training include Hollin and Trower (1986) and L'Abate and Milan (1985).

Uncontrolled Anger and Aggression
Obstacles, as well as target problems, may concern the client's inability to control anger and its consequences. Inadequate control of anger is central to a wide range of difficulties addressed by social workers, including spouse battering, child abuse, and adjustment of children and adults in residential settings. Task-centered procedures for helping individuals control anger and aggression have drawn on the stress inoculation model (Novaco 1975, 1979; Meichenbaum 1985) as well as on training in social skills and problem solving (Bornstein, Bellack and Hersen 1980; Small and Schenke 1983). These approaches, like those presented previously, fit into the basic task planning and implementation framework of the model. 

In developing tasks for anger control, it is useful to examine recent episodes of uncontrolled anger. From this examination, the client is helped to track processes leading to anger. What situations or behaviors provoke it? What cues does the client have that the anger may be getting out of control? In this process, misattributions can be identified. Thus, the client's anger may be triggered by the belief that another's actions are the result of malevolence or not caring when other explanations may make as much, if not more, sense. Other dysfunctional aspects of beliefs need to be considered. The client's anger may relate to past beliefs that are being inappropriately applied to present situations "(When he does that -- it's like my father all over again"). Automatic thoughts may help explain immediate angry responses to apparently neutral stimuli.

The heart of planning tasks to control angry, aggressive responses is identifying alternative ways of coping with provocative situations. At a cognitive-emotional level, the client can attempt to replace anger arousing beliefs with those that may have a calming effect ("She is unresponsive because she has a lot on her mind, not because she doesn't care about me.") Self-talk that might increase one's sense of efficacy -- "I can stay in control" -- is often a helpful addition.

Uncontrolled anger or aggression often results from vicious cycles of interaction with another. Making "smart moves" early in these cycles may often be the best way of keeping them from reaching the point of no return. Thus in an example cited earlier (chapter 2) tasks such as avoiding name calling, asking before taking one another's things, and "backing off" when quarrelling started, were used to prevent conflict among three adolescent boys from erupting into violence.

As Stern and Fodor (1989:15) have observed, a task-orientation to provocative situations can facilitate adaptive responses. That is, the client should attempt to see the provocative situation "as a problem that calls for a solution rather than as a threat that calls for an attack". It is helpful for the client to have a repertoire of possible problem-solving responses to draw from -- e.g. ignoring, responding verbally rather than physically, getting help. Such repertoires can be developed with clients to fit the kind of provocative situations they are apt to encounter. By this means, the client is better prepared to handle the range of unexpected contingencies that may develop in anger-arousing situations.

Rehearsal of external tasks through role-plays follows formats previously discussed. In doing role plays, an attempt is made to expose the client to progressively greater provocation. The practitioner taking the role of the client may model appropriate responses which the client practices. Or the client may simply practice in response to the practitioner's feedback and coaching. As indicated, family members may serve as models or coaches.

External tasks may also be graded in difficulty with clients initially attempting to handle less provocative situations while hopefully avoiding those that might lead to uncontrolled responses. "Last resort" options, such as walking away before losing control, may be useful adjuncts to a plan. When the practitioner has some influence on the client's environment, as in a residential setting, caregivers may be brought into the plan. They may be able to help reduce the level of provocation in certain situations. With the client's awareness, they may also gradually attempt to increase the level of provocation to test the clients capacity to respond appropriately (Barth 1986).

The empirical basis of methods for helping people control anger is not yet a substantial one. Some studies have shown that these methods may have promise with a variety of client groups including adults with anger problems (Navaco l975), emotionally disturbed children (Small and Schinke 1983), violence-prone spouses (Deschner and McNeil l986), abusing parents (Whiteman, Fanshel and Grundy l987), and conflicted parents and teens (Stern in press). Because effects have been generally modest and there is no evidence that any one method is more effective than any other, it makes sense to use a multi-component approach combining, where possible, skill training, problem-solving, cognitive, and environmental approaches.

Physical Functioning
In some psychosocial problems, illness and disability may be an intrinsic part of the difficulty, as in emotional reactions to being sick or disabled. In some cases, however, illness and disability may arise as obstacles to the solution of problems in other domains. Thus, tasks to resolve problems of performance in work, marital, parental, and other roles may be blocked by obstacles in physical functioning. While health histories are not routinely obtained in problem assessment, practitioners are alert to the possibility of such obstacles. For example, they may inquire if physical causes have been assessed for problems where such causation is commonly present -- e.g. reading difficulties. Practitioners will regularly press for medical evaluations of actual or suspected obstacles in the physical domain and where feasible will obtain first hand data from the medical evaluation. It is important for practitioners who work with obstacles of this kind to have knowledge of medical and rehabilitation resources and to keep abreast of developments in these areas.

External Systems
The obstacles considered thus far have been centered primarily in the client system. We now turn to obstacles in the client's external systems. Where obstacles are located is somewhat arbitrary since any of the obstacles in the client's motivations, feelings, or beliefs are inevitably influenced by the larger systems of which the client is a part. Perhaps, the distinction makes sense largely in respect to actions required; when obstacles are situated in the microsystems or ecosystems, some change in those systems is required for the obstacle to change. To simplify discussion, I shall assume that the client is an individual. When the family (microsystem) is the unit of attention (as it is in the chapter following), the concept of the client system is enlarged and one's definition of external systems is modified accordingly.

When the clients are faced with obstacles in their external systems, there are basically three strategies that can be used, either singly or in combination: these are (1) expanding the intervention system; (2) empowering the client; and (3) independent practitioner tasks.

Expanding the intervention system. 

In this strategy, an attempt is made to bring those responsible for the external obstacle into some form of participation in intervention sessions with the practitioner and client. For example, the practitioner might suggest a joint session involving Mrs. L and her ex-husband to discuss support payments and visitation rights. Similarly, Rob, Tim's antagonist, might be seen along with Tim. A presentation by Mr. T of his requests to a staff member with the social worker there in a facilitative role might help avoid the "manipulative" stigma. Although it can be dramatically effective, this strategy entails the risks that the joint session may go awry and make matters worse. For this reason, the purpose and format of the session needs to be made clear to the person to be brought in, and some preliminary reading of his or her attitude should be obtained. This discussion, which might involve an individual session with the person, can be used as a basis for deciding whether or not to go ahead with the plan. In some cases, only one session may be involved; in others, the persons(s) brought in may become clients in a continuing relationship. The option is, of course, limited to situations which external obstacles can be identified with particular persons, who must also be willing to participate in at least one joint session with the client .

Empowering the Client
In this strategy, clients themselves tackle external obstacles drawing on help provided by the practitioner in the session. Essentially the means of change are tasks undertaken by the client. As usual, the tasks are planned collaboratively with the practitioner, but the practitioner may provide expert knowledge and coaching. For example, Mrs. L and the practitioner might consider different ways she could approach her ex-husband about support payments. Mrs. L's informing him about possible legal action and exploring ways of taking such action might be considered as tasks. The social worker might provide information about her rights and legal procedures. With Mrs. B, it might be decided that she should inform the different practitioners about the conflicting messages and ask them to work out some resolution. The practitioner may offer suggestions about how she might go about this. In helping clients deal with agencies, generally, Hasenfield (1987) suggests specific empowerment techniques, such as "providing clients with information about their entitlements and how to claim them." One rationale for client empowerment is that the client is often in the best position to resolve the obstacle. Another is to enhance the client's own capacities and skills to deal with obstacles. The second rationale suggests that client empowerment may make sense even when the practitioners themselves might be able to resolve the obstacle more efficiently. However, when grappling with the obstacle may prove too difficult or demanding for the client (who may already be overwhelmed), client tasks alone may not be the best course of action. (Mrs. N. may be a case in point) In such cases, the practitioner may use instead the third strategy, practitioner tasks, which as will be shown, may also foster client empowerment.

Independent Practitioner tasks. 

In this strategy practitioners themselves work directly on obstacles in external systems, either to pave the way for tasks by the client (facilitative practitioner tasks) or to attempt to resolve the obstacle without client action (independent practitioner tasks.) Client empowerment can be enhanced by facilitative tasks. For example, Mrs. N's task might be to contact another agency about getting help at home after the practitioner has made a preliminary inquiry to determine if the agency can deliver the service. Most practitioner activity that takes the form of mediation or brokerage can be structured to give the client meaningful tasks to do. In some cases, an independent task by the practitioner addressed to one obstacle can be combined with a client task addressed to another. Independent practitioner tasks are probably used most heavily when external obstacles are situated in organizations. The practitioner's knowledge of local agencies and relationships developed with their staffs may provide a kind of leverage that clients cannot attain. This is especially true when obstacles involve multiple service providers often spanning several organizations. Usually these obstacles reflect uncoordinated or conflicted activity among the providers, with the client caught in the middle. As discussed in the last chapter the practitioner may be able to take on a case coordinating or case management role -- e.g. setting up a case conference attended by the service providers (and if at all feasible) by the client(s). 

Summarizing and Task Agreement
Before the session ends, practitioners should go over with clients the essentials of the task plan. This step is particularly important when a task plan is complex, when there are several tasks, or when task performers are children. With children, and with some adults, the practitioner is well advised to have clients present their idea of what the plan is, giving the practitioner the opportunity to correct misperceptions or add pieces that have been omitted. Writing tasks down with a copy for the client and another for the practitioner is another useful technique, especially when tasks are complex or when several task performers are involved.

The practitioner should always obtain the client's explicit agreement to undertake the task. Sometimes this step is overlooked in the give-and-take of discussion about the task, or the practitioner may propose a task and assume that it is accepted by the clients unless they express opinions to the contrary. Silence may not necessarily mean assent; rather it may mean that clients have not heard or understood. Besides providing some assurance that the client is on board, an explicit agreement provides closure to a contract, in a sense committing the client to attempt the task. 

Implementation of Tasks Between Sessions
The next step is for clients to implement the task prior to the next session. Normally clients implement tasks on their own without involvement by the practitioner. There are some exceptions to this rule, however. In some cases the practitioner, or an assistant, may accompany clients when they do tasks. In such situations the practitioners role is to provide emotional support coaching, or advocacy. The tasks are usually those that pose considerable difficulty for clients, such as approaching a phobic situation or seeking service under circumstances clients may find confusing or frightening. Additionally, tasks done by clients in hospitals or residential settings may be assisted by social workers or caregivers when circumstances warrant. Sometimes clients may be helped by the practitioners' giving them telephoned reminders about their tasks. Because of the intrusiveness of this procedure the clients need to endorse it fully before it is used. 

Task Review at Beginning of Next Session
Tasks are generally reviewed toward the beginning of each session, a process that may be combined with review of the target problems. Task accomplishment or constructive efforts are praised. The practitioner responds to task failure with empathy for the clients unsuccessful effort, or with an appropriate inquiry if the task was not attempted. Failed tasks lead to consideration of obstacles and related options, as previously discussed. Task review (and consideration of obstacles, if any) is generally followed by generation of possibilities for the next task.

The task review provides the basis for assessing task progress. These assessments provide a way of measuring implementation of the central means of effecting change in the model. In so doing, they enable the empirically oriented practitioner to track the processes of change through accomplishment of tasks. This tracking provides the key to evaluating the effectiveness of task-centered interventions.

Review of Target Problems
Changes in the problem since the client was last seen are reviewed each session, preferably at the beginning. This problem review is normally done in conjunction with continued exploration and focusing of the problem. A continuous record of problem change is useful not only for case planning but also for evaluating the effectiveness of one's intervention. These session-to-session reviews culminate in a final review at the end of the case. Basically, the current status of the problem is explored, including its frequency and severity, as well as the clients' impressions of change and their perceptions of the role of the service in producing them. Evaluating changes in the target problem consists of aggregating and interpreting evidence on change from recording guides, RAIs, client questionnaires, and the like. Interpretation addresses the following questions: How much change has occurred? Is it sufficient from the perspective of client and practitioner? Are there indications that change will be durable? What has caused the change? Is there evidence that the efforts of practitioner and client have been instrumental in bringing the change about? Does analysis of change suggest a shift in treatment approach or that another kind of treatment may be indicated? Answers to these questions are needed for purposes of accountability to client and agency, of case planning, and of building the practitioner's knowledge of the effectiveness of his or her interventions.

RAIs
These materials are from Task-Strategies (Reid, 1992). Do not cite this website, but the orginial publication! 
Additional assessment data for both problem understanding and delineation can be derived from instruments completed by clients. A wide variety of standardized instruments are available for assessment of particular problems, such as anxiety, depression, poor self-esteem, and marital discord. Also, one can use a general instrument that may have subscales for the particular problem of interest. While any instrument can be used, practitioners prefer briefer ones, referred to as Rapid Assessment Instruments (RAIs). An RAI is brief (one or two pages) and quickly administered (usually in less than 10 minutes) (Levitt and Reid l98l). As a result, an RAI can be taken, and, if need be, scored in the session. A compilation of such instruments may be found in Corcoran and Fischer (l987). RAIs serve three functions in assessment (Reid and Smith l989). First, they provide a comprehensive survey of a problem, tapping areas that might not have occurred to the practitioner or that clients, especially in family interviews, might be reluctant to get into. Client answers to questions can often serve as the basis for probes in the interview. Second, for most tests, client scores can be evaluated against norms indicating the possible severity of the problem. Finally, repeated administrations of RAIs can be used as a basis for measurement of problem change.

Client Self-recording 
Client self-recording can also provide useful data. I have reference to devices clients may use to record occurrences of their own behavior or cognitions, or the behavior of famly members. These devices can take a variety of forms, including diaries, logs, and charts. Self-recording not only can be used to obtain baseline data but as a continuous means of monitoring problem change. It may also yield therapeutic benefits such as enhancing clients' awareness of their own behavior. While such therapeutic effects need to be taken into account in interpreting client self-recording, the data can still be quite useful in assessing problem behavior of the client and others. A greater difficulty is getting clients to do the observations in the first place. A good rule is to keep it simple. Another is not to expect too much. A comprehensive review of self-monitoring procedures may be found in Bornstein, Hamilton, and Bornstein, l986.

If Needed, Making Revisions or Developing New Tasks
Upon completion of the task review, the process may start afresh with the work on the next problem. If new tasks need to be developed, client and practitioner follow the same process of generating task alternatives, selecting, implementing, and reviewing tasks as described above. Alternatively, based on the task and the problem reviews, client and practitioner may decide to make revisions to existing tasks or develop new ones to address the problem just worked on. When a task has been attempted and attainment has been less than optimal, clients are asked to talk about whatever blocked successful implementation. This information flows into the revision of the tasks.



III. Termination Phase
Termination Session
Termination in the task-centered model begins in the first session, when client and practitioner set time limits for the intervention. Throughout the treatment process the practitioners regularly reminds the client of the time limits and the number of sessions left. It should be noted, however, that termination may occur before completion of the agreed upon number of sessions. For example, a closed task may have been successfully completed and may have lead to the desired changes in the problem. In such cases, in which the task work is completed ahead of schedule, an earlier termination may be indicated. The approach taken in the termination session(s) is usually the same for both scenarios.

If the client requests it, an extension may be made beyond the agreed upon time-limits. Such an extension should be warranted by the need for continued work on the client's problems, for example, if the extra sessions are expected to lead to significant additional progress. If an extension is made, practitioner and client contract on a small number of additional sessions, usually no more than four interviews. It should also be noted that such extensions occur in less than one fifth of the cases in most settings.

Final Task and Problem Review
Like the previous sessions, the termination session begins with a review of the task accomplishments made since the last interview. This is conducted in a similar format as in any of the treatment sessions in the middle phase of this model. This final task review is followed by the review of the progress made in the problems that were the focus of treatment. The final problem review should be made with the same specificity and attention to detail as the initial problem exploration. One focus of the problem review is an the evaluation of the progress made. This evaluation looks at what the problem was like, when the client started treatment, and what changes have since occurred. This is an important step, as clients and practitioner too easily forget what the problem was like when treatment began. This can lead to an "overly rosy or dreary view of current conditions" (Fortune 1985, p.23).

As discussed in the beginning of this tutorial, recording instruments, such as RAI's and other scales, can be used to monitor outcomes of the intervention. The termination session is usually a time when practitioner and client make use of the information gathered with the assistance of these recording devices. For example, if pre-intervention measurements were used to establish a baseline, the termination session would be the time to take a post-intervention measure and look at the changes in problem status. If practitioner and client used a single-subject design to measure improvements, they probably graphed and examined the problem changes as the treatment proceeded. This last session serves as another opportunity to review the changes and discuss the progress made. In addition to evaluation purposes, the problem review also provides the basis for the reinforcement of accomplishments made by the client, and the information gathered may also guide the discussion of the client's future plans.

Review of Accomplishments and Problem-Solving Skills
Any accomplishments made by the client are particularly stressed in the termination session. This emphasizing of the client's accomplishment serves as a reinforcer. In another final termination session activity, the practitioner assists the clients in identifying the problem-solving skills they have acquired during the treatment process. An effort is made to help clients generalize these problem-solving skills, so they can apply them to future problems they may encounter. In order to be helpful to clients, this review of learned problem-solving skills should use non-technical and understandable language. If not all problems were worked on, the client could be asked to think about possible ways to apply the learned skills to those problems that were nor addressed.

Future Plans
The client's problems may be of a nature that requires continued task work. Practitioner and client review the client's plan for continued implementation of such tasks. Often, the major problems will be addressed in the treatment process, but some problems or needs may continue to exist. The last session can serve as an opportunity to discuss future task work a client may plan to carry out to address these problems.

Whatever client and practitioner discuss in relation to the client's future plans, the termination session should be conducted with a positive outlook. Although the future plans play an important role in the last session, the emphasis should clearly be on the accomplishments and the achieved goals.
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