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Executive Summary 

Upgrade Program for Counseling-Treatment Units (CTUs) 
Children at high risk in Israel are served by 11 Emergency Centers for short-term care and 
immediate protection. Eight of these have two complementary units working side by side: a 
residential (internal) child protection unit offering diagnostics and short-term intervention for the 
duration of a child's stay there; and an (external) Counseling-Treatment Unit (CTU) for 
assessment and treatment of children and families in the community. The purpose of CTUs is to 
provide a relatively long-term response (12 months extendable to 18) in high-risk cases that do 
not warrant immediate removal from home and through the unit's professional intervention have a 
fair chance of preventing out-of-home placement. At times, CTUs serve as a framework for 
continued family support and treatment after a child's stay at an internal unit. Another function of 
CTUs is to improve the ability of community professionals to treat children and families at high 
risk by means of counseling and guidance.  

CTUs are part of a broader array of services responding to the needs of children and families at 
risk in the community. Addressing children at the far end of the risk continuum, their goals are to 
provide: comprehensive, in-depth assessment of a family's potential to eliminate the risk; 
therapeutic intervention; and, in some cases, to prepare a family for out-of-home placement. 
Though there are other services that treat children and families at risk, such as Child-Parent 
Centers, these deal with families whose problems are less complex and who are motivated and 
ready for change rather than with families with multiple needs. Moreover, Child-Parent Centers 
are not concerned with assessment of a family's abilities or preparations for out-of-home 
placement. 

Over the years, the Emergency Centers became well-established, with special emphasis on 
development of the internal units. Assisted by JDC-Israel and Ashalim, the Ministry of Social 
Services established and developed the Service for Children and Youth, leading to assimilation 
and standardization at the national level. In contrast, CTUs were not available at all Emergency 
Centers, their activities were limited, and they varied greatly in resources, inputs and work 
patterns (e.g., proximity to the internal units, manpower resources and size of clientele). This 
variation and the need for a response to high-risk children and families that did not involve 
removal from home prompted a decision to upgrade the CTUs and add units at Emergency 
Centers that did not yet have them.  

Program Goals 
 To improve the ability of CTUs to provide a response to children and families at high risk, 

without removing children from the home 

 To create, formulate and disseminate a working model for all CTUs: target population, 
goals, work patterns, rules and regulations. 
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Program Components: 

 Changing the basis of the CTU budget from global and annual to the number of families in 
treatment 

 Increasing the number of families in simultaneous treatment at all CTUs from 15 to some 40 

 Increasing the manpower quotas at CTUsExpanding the training, enrichment and support of 
unit staff to deal with high-risk clients: training directors in management and substantive 
areas, particularly as regards the CTUs, and training staff to deal with sexual offenses in the 
family and other relevant concerns (with the funding of the Schusterman Foundation, 
Machon Haruv and Ashalim) Implementing new intervention models such as group, art or 
animal-assisted therapies, accompanied by documentation and evaluation  

 Disseminating knowledge on the treatment of high-risk children and families and expanding 
assistance to additional frameworks in the community 

 Establishing three new CTUs close to internal Emergency Centers (with the assistance of 
Ashalim and the National Insurance Institute) 

 Investigating the possibility of expanding the service to respond to additional communities 
by means of mobile staff units providing therapy and counseling to professional agencies in 
the community 

The program was planned for three years in five existing, and three new, units. 

As noted, the upgrade program involved a transition from a global, annual budget presented at the 
end of the year to one based on the number of families treated by the unit (the "allocations"*).  
The global budget was able to finance staff training and refresher courses, counseling of 
professionals in the community, and the establishment of parent groups at the units. Budgeting by 
the number of allocations applied only to family interventions, not to counseling community 
professionals. Upon the implementation of the upgrade program, each CTU received 3.5 
manpower positions (for psycho-social staff). Paramedical workers could also be employed in 
these positions.   

Evaluation Study 
The CTU upgrade was accompanied by a study to examine the unit work in light of the program 
and to furnish information for decisions about service improvement and expansion. The study 
was conducted in 2008-11: data were collected after the changes in the budgeting system, the 
increase in approved manpower positions and the expected increase in the number of families 
treated. The other components were implemented during the evaluation. 

The study utilized a variety of quantitative and qualitative tools: 

                                                 
*  Allocation is a process whereby the unit commits to filling in a placement form for every family treated 

and is remunerated according to the number of families in treatment.  
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 A questionnaire for CTU therapists about the family at the end of intervention – 133 were 
completed on 133 families 

 A follow-up questionnaire for Youth Law/ Family social workers at the end of intervention – 
59 were completed on 59 families and 71 children, three to nine months after CTU treatment 

 A documentation form on staff activities (occupational analysis) – the form was completed 
over two weeks on activities performed at two points in time: upon the introduction of the 
upgrade program in November 2008 and some two years later, in May-June 2010. At the 
first point, 33 out of 36 CTU therapists completed the form; at the second point – 60 out of 
75 completed the form. 

 A feedback questionnaire for center staff completing a training course (the first cohort) on 
sexual abuse within the family  – 13 questionnaires were completed by participants at the 
last session of the course 

 In-depth semi-structured interviews with unit professionals at two points in time: upon the 
program's introduction, five interviews were conducted with CTU directors and some two 
years later, 16 interviews were conducted with district Youth Law social workers (3), CTU 
directors (5), CTU coordinators (3), therapists (3) and NGO representatives (2) 

 In-depth semi-structured telephone interviews with parents some six to nine months after the 
end of intervention (12 interviews). 

The Population in Treatment and Referrals to the Unit 
Population size – Every unit was asked to meet a monthly treatment quota of 40 families (since 
an average family consisted of three people, the quota was 120 people). According to the monthly 
reports of CTU directors to the Ministry of Social Services, the number of families treated 
simultaneously per month in 2010 ranged from 28 to 40. This marked a notable increase in the 
number of families treated by the units. However, not all the units reached the quota. The claim 
was made that the quota was based on the oldest units and not suitable for them all. Some 
interviewees contended that the amount and size of families they were asked to treat were 
unrealistic given the unit's approved manpower positions. One unit that did manage to reach the 
quota attributed this to the addition of manpower in the form of students. The quota was based on 
an average of three-person families and one therapist per family, regardless of differences of 
family size among different populations and not taking into consideration that some families 
require more than one therapist. 

Characteristics of the population treated by the units – Half the families treated were single-
parent; about a third (28%) had no breadwinner; about a quarter (24%) were large families with at 
least four children. In about a quarter (26%), at least one of the parents had functional problems 
as an adult, for example: mental illness, personality disorder, suicidal tendencies (13%), addiction 
(6%), law-breaking, prostitution or imprisonment (6%) or mental retardation (1%). The families 
in question had additional needs apart from poor parenting. According to unit professionals, one 
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prominent change was the increase in the number of families in divorce disputes. The 
professionals felt that more time and expertise were needed to treat them – responses not 
available in the units.  

Reasons for and Ways of Referral to the Units 
Family characteristics that led to treatment referrals – More than two-thirds (66%) of the 
families were referred due to poor parenting, a third (29%) – due to severe neglect and 
abandonment, close to a quarter (23%) – due to family violence, and a fifth (22%) – due to sexual 
abuse. More than two-thirds (68%) of the families were referred for more than one reason. 

Ways of referral to CTUs – In almost all cases (91%) families were referred to CTUs following 
discussion by a Ministry of Social Services Treatment Planning and Evaluation Committee, 
which decides on referral to a unit, endorsing a family's suitability. Referrals are subject to the 
approval of the district Youth Law social worker while unit professionals may use their discretion 
about accepting a family for treatment. Out of 133 families completing treatment, 15% were 
referred by an explicit court order and 14% – following treatment at an internal unit. 

Family waiting time before entering a unit – Most families were admitted to the unit up to three 
months from the time of the committee discussion before entering the unit. Reasons for the 
waiting time were a family's lack of cooperation, problems in arranging allocations, and lack of 
room at the unit.  

Intervention Stages and Working Modes 
Family reception at the units – According to the interviews, at the time of reception, some units 
held a three-way meeting with family members, the unit director or coordinator, and the family 
social worker or Child Protection Officer treating the family at social services. The purpose of the 
meeting was to make the initial acquaintance between the family and the unit, to introduce the 
unit to the family, to discuss the family's expectations from treatment and obtain its commitment 
to persevere in treatment. 

Intake – The purpose of intake (a comprehensive assessment) was to deepen a therapist's 
knowledge of the family and to assess a child's place in the family, the family's strengths and 
potential for change. According to the professionals, intake took a different form at different 
units. 

Formulating a treatment plan and signing a therapeutic contract – A treatment program is 
formulated together with the family, stipulating which members would be in treatment, what the 
treatment would consist of, what kind of treatment it would be and who would be the therapists. 
Before treatment actually begins, an additional three-way meeting is held of the "partners": the 
family in treatment, a staff member from the treatment unit, and the social worker/Youth Law 
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social worker from social services. This meeting is directed at the signing of a treatment contract 
by the three parties, based on the recommended program of intervention. 

The intervention – The substance of treatment: most families (82%) received individual therapy; 
about a third (34%) were treated in dyads (a parent and child together); about a fifth (18%) – 
family treatment, and another fifth (17%) – couple therapy. 

Types of therapy: the common form of treatment is psychotherapy, which most families (78%) 
received. Half (49%) the families received play therapy; 14% – art therapy; 2% – psychodrama or 
animal-assisted therapy; and only 1% were treated in group-work. Interviewees mentioned a need 
to expand the types of therapy. 

Number of therapists per family: At some centers, therapy of a parent and child was provided by 
a number of therapists; at others, each family was generally treated by a single therapist; in a few 
cases, in which a family was treated by several therapists, one of them would serve as case 
manager. 

A family's cooperation and commitment to the therapeutic process: More than two-thirds of the 
mothers and children (72% and 70%, respectively) regularly attended meetings at the unit in 
contrast to slightly more than half of the fathers (58%) for whom intake ended with a decision to 
participate in treatment. For over a third (43%) of the families, there were no periods of 
absenteeism from meetings throughout the treatment. For about a quarter (26%), there was one 
such period ranging from 1-3 months; for about a fifth (23%), there were several such periods. 
The steps taken by therapists to encourage a family's cooperation were telephone reminders, 
meetings with the families, consultation meetings with a family worker from social services, 
multi-disciplinary meetings, and home visits.  

The end of intervention – Duration of treatment: As noted, the duration of CTU treatment is a 
year with the possibility of extension. The end-of-intervention questionnaires revealed that about 
a third (34%) of the families concluded treatment at the appointed time, 40% – before the 
appointed time, and 22% received an extension of an additional six months. 

For half the families (51%), therapists reported that the duration of treatment had been suitable; 
for more than a third (36%), the treatment was reportedly too short.  

Formulating a plan for continued treatment: For more than two-thirds of the families (65%), a 
plan for continued treatment was formulated at the end of CTU intervention. In most cases 
(90%), unit therapists were involved in formulating the plan at the Treatment Planning and 
Evaluation Committee of social services. For 76% of the parents, the decision was continued 
follow-up and treatment at social services, as needed; 32% were offered financial assistance; 27% 
were offered regular psychotherapy with a family social worker; a quarter were offered responses 
outside of the Social Services Department; 10% were offered participation in parenting programs; 
10% were offered domestic assistance; and an additional 10% were offered another response or 
service. As regards children, the decision was continued follow-up and treatment at social 
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services, as needed (69%): follow-up by a Child Protection Officer (54%); placement in an after-
school framework (31%) or a therapeutic response outside of the Social Services Department 
(25%); for a quarter of the children, the decision was out-of-home placement in foster care or 
boarding facilities; and 10% were referred to internal units. Social workers reported that most of 
the decisions were carried out for most families. The families and children treated at the units did 
seem to receive follow-up and attention in the community. 

The tasks of CTU therapists – Therapists devoted 8% of their time to reception of a family to the 
unit, in intake;27% to direct therapy; 18% – to guidance and internal discussions on the families; 
15% – to administration (documentation and writing reports); 9% – to contact with community 
agencies about the families; and a mere 3% to one of the main topics stipulated for the units: 
counseling professionals in the community. Only 1% of the therapists' time was devoted to 
follow-up after families completed treatment; this task too was meant to take up a larger 
percentage of their time. Further, they devote only 3% of their time to what was defined as one of 
the units' main roles – counseling professionals in the community.   

Contact and Cooperation between CTUs and Professional Agencies in the 
Community 
Responses received by the families outside of the CTUs – While in the the CTUs, 43% of the 
families (whether all or some members) were also treated by additional agencies in the 
community: mainly by Social Service Departments (25%), but also by mental health clinics (6%, 
mostly mothers), by schools (4%), and a few percent by one of several other community services. 

Contact and cooperation with agencies treating children outside of the CTUs – CTU therapists 
are in contact with various agencies regarding the families in treatment, particularly with family 
social workers from social services (for 98% of the families), with education representatives (for 
47% of the families), with a psychologist from the Psychology Service of the Ministry of 
Education (12% of the families) and with a contact person in the after-school programs. 

CTU therapists maintain relatively intensive contact with family social workers about the families 
in treatment. In the case of most families (90%), CTU therapists and family social workers from 
social services both reported satisfaction with their cooperation and joint work.  

CTU contact and work with district Youth Law social workers – There is no clear model of 
supervision by district Youth Law social workers of the CTUs and various parties are currently 
busy developing one. The work of district Youth Law social workers is twofold:  

 They support and are partner to the planning of the implementation of the units: for older 
units, this means mainly organizing staff and dividing the labor between internal units and 
CTUs; for newer units – mainly recruiting staff.  

  They supervise and regulate the Centers' work modes, quality of work, contact of CTUs 
and Social Service Departments, and type of families reaching the units. 
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Interaction of CTUs and Internal Units 
Existing organizational-structural models in the different units – in the absence of a uniform, 
binding organizational model of the interaction of CTUs and internal units, each center developed 
a model based on its own unit experience and the directors all consider their own models optimal. 
If we placed the models on a continuum, we would find that they range from two integrated units 
comprising a single structural unit (sharing premises, administration, staff and training) to two 
totally separate units. Note that the units are still in the process of development and learning. 

Advantages of Integrated Units, according to the unit directors and staff:  

 Expanding options along a continuum of therapy: children returning to their parents at the 
end of a stay in the internal unit would be able to receive or continue treatment at a CTU 
with the same therapist; children treated at a CTU, whose situation deteriorated, would be 
able to continue at the internal unit with the same therapist.  

 Developing professionalism and specialization for Emergency Centers: integrated units 
enable professionals at Emergency Centers to develop specialization in the treatment of at-
risk children, abusive families, and candidates for out-of-home placement. 

 Internal-organizational advantages: the possibility of staff mobility, professional diversity 
and the prevention of burnout, as well as mutual enrichment. Joint training and staff 
meetings allow for the mutual enrichment of therapists who have developed expertise in 
various therapeutic areas in the units. In addition, variations and differences between 
therapists make it possible to choose from a larger pool of professionals and better match 
therapists to families.  

 Promoting family commitment to therapy: integrated units imply physical proximity, which 
exposes the CTU families to the possibility that the child be removed from home if they fail 
to cooperate.  

Advantages of Separate Units, according to the unit directors and staff: 

 Each unit has an opportunity to develop its own special expertise: in some views, the two 
units differ in terms of clientele, required treatment methods, therapist characteristics and 
requisite training. Accordingly, it is felt that the units should be separate, that each should 
develop a clear, professional expertise and identity and, in advance, choose the personnel 
suited to it. 

 Intra-organizational advantages: separate units may reduce the staff's sense of overload and 
feeling that there is no one to turn to, and lessen the relative time devoted to coordinating 
joint staff meetings. 

 Preventing family difficulties stemming from exposure to an Emergency Center: the 
connection of the two units exposed families attending CTU therapy to what transpires in an 
internal unit, stirring concern and unease about their visits to the Centers.  
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Unit Staff and Work Changes in Light of the Upgrade Program 
Staff characteristics – the therapeutic staff at the Centers consists mainly of clinical 
psychologists and social workers. About two-thirds of them hold or are studying towards an MA; 
less than a tenth are BA students. On average, staff experience amounts to 7.7 years of work with 
children and families. Work experience ranges from 0 (mainly among students) to 28 years. In 
other words, the staff are highly experienced in working with families and children. More than 
two-thirds work also in the internal units. 

Impact of implementing components of the upgrade program on unit staff and staff work – The 
impact of the upgrade program on CTUs had a number of components: changing the budget 
format of the units and transition to a budget based on the number of families in treatment, 
increasing the number of families treated by a unit, expanding the number of unit positions, 
training directors and staff and attempting to vary the types of therapy. The program also  
explored the possibility of solving problems of remote communities through staff mobility (to 
date this has been attempted at only two Centers). The interviews with unit therapists and 
directors mentioned these impacts of the components of implementation: 

Professional advancement: the development of a therapeutic unit (establishing a new unit or 
expanding an existing one) provided the psycho-social staff of a Center with an opportunity for 
professional advancement. Moreover, as part of the upgrade program, unit staff participated in 
courses on sexual abuse in the family and, in general, expressed satisfaction with the course and 
stated that they were applying what they had learned.  

Work diversity: Where unit development obliged staff to work in both internal and CTU units, the 
work was more diverse in terms of type of family and course of treatment. 

Sense of overwork, overload and burnout: Unit psycho-social staff felt overworked, and suffered 
emotional overload and burnout especially because of the increase in families treated and, in 
some units, because of the exertions of establishing a new unit.  

The added difficulty of "wearing two hats" at work:  Increasing the therapists' workload in both 
units (the internal and CTUs) hampered the division of labor between the two, among other 
things, because each unit demands particular professional and emotional capabilities. Some 
interviewees reported emotional overload as a result, a sense of there being no one to turn to, and 
a sense of guilt.  

Sense of loneliness: Following the increase in the workload of therapists working in both units 
and of therapists working only in the CTUs, staff felt a sense of loneliness and a need for a forum 
of colleagues. In the CTUs, each therapist is responsible for the families in her/his care and 
though there are ongoing guidance and staff meetings, the therapist bears the weight of 
responsibility. In contrast, in internal units, there is a shared sense of staff responsibility for the 
wellbeing of a child in treatment. The interviewees noted the need for a forum of colleagues.  
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Need for training and guidance: Though CTU therapists receive individual and group training, 
they felt a need for more to improve their professional capabilities.   

Terms of staff employment: Staff that moved over to CTU work only reported a drop in salary as 
they were no longer asked to be on call and there was no remuneration for overtime. Furthermore, 
CTU work took place at less convenient hours, in the afternoon and evening. 

Impact of implementation of program components on the directors and their work at 
Emergency Centers – Greater workload: the increase in the number of therapists, families and 
tasks following the development of CTUs increased the directors' workload. 

Need for the position of CTU coordinator: The upgrading of CTUs did not include additional 
positions for the management of the developing units. Thus, some directors found themselves 
heading an Emergency Center and managing both parallel units. Organizationally, they felt that 
this was not right and that a coordinator should be hired to manage the CTU. 

Change in the form of management and interaction with staff: Unit directors reported that 
whereas formerly, they had been completely involved in the treatment of all cases, this was now 
impossible due to the increase in the number of families, a situation that demanded a new form of 
management. One consequence was a change in their interaction with staff. In some places, 
directors reported that their interaction with staff revolved around regulating and supervising the 
work. This was a source of frustration for some therapists and there was not always time to work 
through these feelings.  

Professional development: The changes in the role of director following the establishment/ 
expansion of CTUs demanded new professional skills with respect to both management and 
therapy.  

Changes in the Situation of Families and their Satisfaction with CTU 
Intervention  
Progress of children and parents – Social workers from social services handling the families 
were asked to assess the extent of progress the children and parents had made following CTU 
intervention. They reported that: 

 63% of the children showed some emotional improvement  

 54% showed some improvement in the child-mother relationship 

 40% showed some improvement in the child-father relationship 

 38% showed some improvement in sibling relations.  

The family social workers also reported improvement among parents: 

 Improvement was evident especially in the parents' ability to cope with their children's 
behavior and set limits and in their relationships with the children (60% and 61% 
respectively).  
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 49%) showed some improvement in their relations with educational frameworks. 

 48% showed some improvement in their ability to ensure that the children received the 
services they needed.  

 Among 39% to 44% of the families, there was some improvement in preventing physical, 
emotional or sexual abuse.  

According to CTU therapists who were asked about the benefit of treatment to families:  60% 
derived benefit (to a great or very great extent) whereas 33% of the families derived hardly any or 
no benefit (6% did not answer the question). In the opinion of social workers from social 
services, 70% of the families derived benefit (to a great or very great extent) from CTU treatment 
whereas 17%  derived hardly any (13% were unable to assess the benefit to families). 

Parents' satisfaction with CTUs – As noted, some six to nine months after CTU treatment ended, 
we held in-depth interviews with the parents who received treatment. The interviewed parents 
reported general satisfaction with all the treatment components: the physical conditions and 
accessibility of the service, duration of sessions, permanence and stability of the therapist, and the 
atmosphere and attitude of the psycho-social staff. They described the changes that had occurred 
in the functioning of their children and in their own functioning as parents and adults. 
Nevertheless, some still felt that they needed additional therapy and support. 

The Unit – as Consultant for Professionals in the Community 
CTUs function mainly as therapeutic units rather than counseling units for community 
professionals. Even units that in the past served in a consultation capacity, holding study days and 
group training for community professionals, such as social service social workers or school 
guidance counselors, have curtailed this type of work since the start of the upgrade program. In 
fact, in most places today, there is no systematic work program that includes counseling 
community professionals. Though unit therapists do advise, their advice generally relates to 
specific cases and they are sought out mostly in informal professional contacts. The units have 
not yet become centers of knowledge development, consultation, learning, and staff training 
regarding children and families at high risk. The two main reasons for the decrease in 
consultation to community professionals since the implementation of the upgrade program are a 
lack of budgeting for consultation and lack of time by unit staff who are currently busy 
developing the therapeutic function.   

Programmatic Directions 
The following recommendations emerge from the findings: 

 Transition to a broader community service: 

 The upgrade program saw an increase in the amount of families in CTU treatment. 
Though the program involved the addition of manpower, staff feel overworked and a 
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sense of emotional overload. The manpower-client ratio should be checked to see 
whether it is appropriate.  

 Duration of treatment: Due to the complexity of the needs of the CTU population, as 
well as the findings that for about a quarter of the families treatment was extended and 
for a third, treatment was too short (according to social service social workers),the 
stipulated time span should be reviewed as to whether it is appropriate for families in 
CTU treatment. 

 Range of therapies: one component of the upgrade program is the implementation of 
new intervention models, such as group-work, art therapy and animal-assisted therapy. 
The findings show that the types of therapy are not sufficiently varied. Consideration 
should be given to the expansion of the range of therapies. 

 Because of the difficulty in forming parent groups, there is a question as to whether 
there is a need to promote the establishment of parent groups within the units. 

 Working with families in divorce disputes: The increase in the number of families 
reaching the CTUs from a background of divorce disputes raises the question of 
whether they should be accepted into the unit for intervention and treatment. Such 
treatment calls for special expertise and suitable responses.  

 Unit management: The findings show a need for CTU directors to develop management 
skills to deal with the growth of the units and the administrative changes that this 
entails. Similarly, at Emergency Centers where one director manages both an internal 
unit and a CTU, it is recommended that the position of coordinator be budgeted to assist 
the director and make the Center more efficient. 

 Integrating the unit into the system of community services for children and families at 
risk: In wake of the upgrade program, CTUs are no longer merely a service 
complementing the internal units. They have become an important service responding 
to children at risk in the community. Ways should be found to integrate them in the 
overall network of services for children and youth at risk in the community. 

 Unit staff: 

- Interviewed staff reported great emotional overload and a sense of difficulty in 
ensuring protection for the children in their care. Thought should be given to the 
special difficulties involved in treating families with complex needs in the setting 
of a community service and to offering therapists suitable support and guidance. 

- In addition to the contribution of the course dealing with sexual abuse, unit 
therapists require further training, guidance and participation in peer groups to 
acquire the necessary professional proficiencies to cope with the emotional 
difficulties of their jobs. 
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 Constructing a uniform model for unit work: 

 The different units developed different intervention approaches at different stages, 
especially at the early stages of acceptance to a unit from the intake stage. Thought 
should be given to the need for a uniform model of unit intervention. 

 Thought should be given to the need for a uniform model for the interaction of internal 
units and CTUs. The findings reveal the advantages and disadvantages of existing 
models and the directors hold a variety of views on the subject. In the event that it is 
decided that there is no need for a uniform model, responses must be forthcoming for 
the challenges arising from the different models, such as: 

- Coping with the duplication of roles and of the demands made of therapists at 
Centers where they work concurrently in both types of unit  

- Deterioration of the terms of employment of therapists in the CTUs – this topic 
deserves consideration, including of ways to deal with it.  

 There is a need to construct a clearer model of the supervisory role of the district Youth 
Law social workers for accepting cases to the unit and of their work with the unit.  

 The CTU as counselor to professionals in the community 

The CTUs function mainly as treatment units rather than as consultants for professionals in 
the community, mostly because of lack of budget for consultations as well as lack of time  (as 
the staff are currently involved in developing the therapy side of the units). Consideration 
should be given to ways to implement the role of the unit as a consultant to professionals in 
the community. 

 The budgeting of the CTUs 

Following the upgrade program, the units moved from global, single-year budgeting to 
budgeting by number of families in treatment (on the assumption of three-person families). 
This type of budgeting does not take into consideration differences in family size in different 
populations, or the unit's designated role as advisor to professionals in the community.   
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