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Executive Summary 

Intensive Alternative Family Treatment (IAFT®) provides an intensive, community-based 
treatment environment for youth presenting with complex emotional, behavioral, and mental 
health needs. A foundational clinical benchmark of the IAFT model is an intended treatment 
duration of 8 to 9 months. However, empirical evaluation of whether this specific timeframe 
maximizes clinical efficacy across varying levels of baseline youth severity has not previously 
been established. 

Using programmatic discharge records spanning 2014 through 2026 (𝑁 = 1,750), this study 
evaluates the relationship between Length of Stay (LOS) and successful discharge to a lower 
level of care. Utilizing restricted cubic spline (RCS) logistic regression adjusted for baseline 
severity via prior placement classification, we tested whether treatment benefits plateau near the 
9-month window and whether youth entering with higher baseline severity require different 
treatment durations. 

Our findings demonstrate strong empirical support for the 8-to-9 month guideline: 

 Plateau of Therapeutic Return: The predicted probability of stepping down to a lower 
level of care rises rapidly through the first 6 months, slows between months 6 and 8 
(reaching 76.8% at 243 days), and reaches a clear performance plateau by month 9 
(78.4% at 274 days). Extensions of stay beyond 9 months yield virtually no additional 
statistical gain in successful discharge probability. 

 Parallel Recovery Trajectories: Baseline severity (measured by prior placement type) 
significantly impacts total success rates (𝑝 < 0.0001). Youth entering from family 
settings achieve the highest overall success rates, followed by youth from intermediate 
foster care, and lastly youth from institutional/residential facilities. 

 Universal Sweet Spot: Testing for interaction effects between baseline severity and the 
non-linear spline curve revealed no statistically significant difference (𝑝 = 0.438). The 
functional shape of the recovery curve is identical across all severity tiers. Higher-
severity youth benefit from the same 8-to-9 month operational window as lower-severity 
youth, dispelling the assumption that higher-complexity youth require prolonged stays in 
IAFT to achieve maximum model benefit. 

  



1. Introduction 

Child welfare and behavioral health systems face a continuous challenge: balancing sufficient 
clinical dosage with the risk of institutional or out-of-home drift. Intensive Alternative Family 
Treatment (IAFT) was designed to serve youth whose clinical complexity historically resulted in 
prolonged residential stays, psychiatric hospitalization, or placement disruption. By pairing 
specialized, highly trained treatment parents with intensive clinical oversight and family-focused 
interventions, IAFT aims to stabilize youth rapidly and transition them safely to less restrictive, 
family-based environments. 

A core operational principle of the IAFT model is its targeted length of stay of 8 to 9 months 
(243 to 274 days). This window was conceptualized to provide sufficient time for key 
therapeutic milestones: establishing behavioral stability, developing co-regulation and coping 
strategies, generalizing skills to home settings, and preparing birth or long-term family 
placements for successful reunification. 

Despite wide implementation, stakeholders often debate whether rigid adherence to an 8-to-9 
month window is clinically optimal for all participants. Two main questions frequently arise in 
utilization management: 

1. Does treatment efficacy continue to accrue beyond 9 months? If probability of 
successful discharge continues to climb past 270 days, programmatic guidelines limiting 
stay lengths might truncate clinical gains. Conversely, if gains plateau early, extended 
stays risk institutional dependency without clinical return. 

2. Do higher-severity youth require longer stays to achieve successful outcomes? 
Clinicians often assume that youth stepping down from highly restrictive settings (such as 
PRTFs or community hospitals) require longer treatment durations to reach the same 
likelihood of success as youth entering from community settings. 

To provide clear, focused answers to these questions, this study analyzes 12 years of IAFT 
discharge data (2014–2026). By applying flexible non-linear modeling techniques (restricted 
cubic splines) to length-of-stay data and controlling for pre-admission placement environments 
as a proxy for intake severity, we evaluate the empirical validity of the 8-to-9 month clinical 
guideline. 

2. Methodology 

2.1 Dataset and Inclusion Criteria 

The analysis evaluated 𝑁 = 1,750 youth discharge records collected across IAFT 
implementation sites between 2014 and 2026. Data hygiene protocols removed records missing 
primary placement indicators, invalid outcome designations, or non-positive length-of-stay 
values (LOS ≤ 0). 

2.2 Variables & Definitions 



Primary Outcome: Successful Discharge (lower_discharge) 

Discharge outcomes were classified binarily based on post-IAFT placement destination: 

 Success (1): Discharge to a lower level of care (e.g., family home, biological parents, 
traditional foster care, thereapudic foster care, kinship careguardianship, adoption, 
independent living). 

 Unfavorable (0): Escalation to a higher level of care (e.g., PRTF, residential treatment 
center, acute inpatient hospital, detention facility). 

Across the cleaned sample (𝑁 = 1,750), 65.6% (𝑛 = 1,148) achieved a successful step-down, 
while 34.4% (𝑛 = 602) moved to a higher or equivalent level of care. 

Primary Predictor: Length of Stay (LOS) 

Length of stay was measured continuously in calendar days from admission to formal discharge 
date. To account for positive skew typical in healthcare duration data, LOS was natural log-
transformed within non-linear model functions (log(LOS)). 

Risk Adjustment Proxy: Prior Placement Group (Placement_Grouped) 

Because diagnostic and behavioral severity metrics were heterogeneous across the 12-year 
dataset, prior placement setting immediately preceding IAFT admission was utilized as the 
primary proxy for intake severity. To maximize statistical power and maintain clear, un-dull 
messages for policy evaluation, 23 distinct historical placement types were recoded into three 
clinical severity tiers: 

1. From Family (𝑛 = 146): Low-to-moderate baseline system involvement. Includes youth 
admitted from At Home, With Relatives, Kinship Care, or With Non-family Member. 

2. Treatment-based Foster Care (𝑛 = 886): Moderate baseline severity. Includes youth 
admitted from Therapeutic Foster Care (TFC), IAFT Home, Specialized Foster Care, 
Family Foster Care (DSS), Emergency Foster Care, and Independent Living – Foster 
Care. 

3. From Residential Care (𝑛 = 718): High baseline severity. Includes youth admitted 
from PRTF, Hospital, Level 3 Moderate Residential, Level 4 High Residential, 
Residential Treatment, Respite Care, Emergency Care – Residential, Shelter, and Other. 

2.3 Statistical Modeling Framework 

Traditional logistic regression assumes a linear relationship between the continuous predictor (or 
its log-odds) and the probability of success. In clinical duration studies, this assumption fails 
because therapeutic gains rarely accumulate at a constant rate forever; treatment effect curves 
usually display steep early gains followed by diminishing returns. 

To capture non-linearities without imposing artificial curve structures, we employed Restricted 
Cubic Splines (RCS) using the rms package in R. Restricted cubic splines fit piecewise cubic 



polynomials between designated numerical points (knots), forcing the function to remain smooth 
at the boundaries and linear in the tails to prevent erratic boundary behavior. 

Knot Selection Procedure 

We evaluated candidate spline models ranging from 3 to 7 knots fitted to log(LOS). Model 
selection was governed by Akaike Information Criterion (AIC), Bayesian Information Criterion 
(BIC), and Likelihood Ratio Tests (LRT). 

================================================================================== 
                      KNOT SELECTION EVALUATION METRICS 
================================================================================== 
Knots    Degrees of Freedom      AIC         BIC    
---------------------------------------------------------------------------------- 
  3              2              2123.65      2140.06       
  4              3              2110.82      2132.69       
  5              4              2112.85      2140.18       
  6              5              2114.74      2147.55       
  7              6              2114.12      2152.39       
================================================================================== 

 Moving from 3 knots to 4 knots yielded a highly significant improvement in model fit 
(LRT 𝜒ଶ(1) = 14.84, 𝑝 = 0.000117). 

 Increasing knots from 4 to 5, 6, or 7 increased AIC and BIC penalization without 
significant Chi-Square gains. 

 Selection: The 4-knot spline was chosen as the optimal functional form. 

Model Specifications 

Three primary models were constructed to evaluate severity confounding and moderation 
(interaction): 

Model 1 (Unadjusted): logit(𝑃) = 𝛽଴ + rcs(log(LOS) , 4) 
Model 2 (Severity-Adjusted): logit(𝑃) = 𝛽଴ + rcs(log(LOS) , 4) + Placement_Grouped 

Model 3 (Moderated/Interaction): logit(𝑃) = 𝛽଴ + rcs(log(LOS) , 4) × Placement_Grouped 

3. Results 

3.1 Descriptive Summary of Sample 

The overall median Length of Stay across the 𝑁 = 1,750 cohort was 169 days (IQR = 242.8, 
Mean = 250.9 days, SD = 257.2). 

When broken down by discharge outcome: 

 Youth stepping down (Success): Median LOS = 218 days (Mean = 288.0, SD =
265.0). 

 Youth escalating (Higher Care): Median LOS = 110 days (Mean = 179.0, SD =
224.0). 



================================================================================== 
                      LENGTH OF STAY (DAYS) BY PRIOR PLACEMENT TIER 
================================================================================== 
Placement Group          N       Mean LOS    SD LOS     Median LOS  
From Family              146       214.2       171.8         163.0       
Treatment-based Foster  886       263.1       266.3         173.0  
From Residential Care   718       236.4       248.8         161.0 
---------------------------------------------------------------------------------------- 
Overall Sample          1750       250.9       257.2         169.0       
================================================================================== 

3.2 Hypothesis Testing & Model Comparisons 

Test 1: Baseline Severity Confounding 

To test whether controlling for prior placement type significantly improves prediction of 
successful discharge over length of stay alone, we performed a Likelihood Ratio Test comparing 
Model 1 (Unadjusted) and Model 2 (Adjusted). 

 L.R. Chi-Square: 33.89 (d.f. = 2) 
 p-value: 4.37 × 10ି଼ (𝑝 < 0.0001) 

Finding: Prior placement setting is a highly significant predictor of discharge success. Baseline 
severity must be included to avoid confounding the LOS outcome curve. 

Test 2: Moderation / Interaction (Differential Sweet Spots) 

To determine whether youth entering from higher-severity settings require a different treatment 
length or exhibit a different spline shape than lower-severity youth, we compared Model 2 (Main 
Effects) against Model 3 (Interaction Model). 

 L.R. Chi-Square: 5.87 (d.f. = 6) 
 p-value: 0.4384 

Finding: The interaction term is statistically non-significant. The non-linear relationship 
between length of stay and step-down probability does not vary by baseline placement severity. 
The recovery trajectory is parallel across all severity tiers. 

Final Model Analysis of Variance (ANOVA) 

The Wald ANOVA breakdown for the final severity-adjusted model (Model 2) highlights the 
strength of both predictors: 

================================================================================== 
              ANOVA OF FINAL SEVERITY-ADJUSTED LOGISTIC REGRESSION MODEL 
================================================================================== 
Factor                        Wald Chi-Square         d.f.             p-value 
---------------------------------------------------------------------------------- 
Length of Stay (LOS)              140.19               3               < 0.0001 
  Non-linear component             15.98               2                 0.0003 



Placement Group                    29.26               2               < 0.0001 
---------------------------------------------------------------------------------- 
TOTAL MODEL CHISQ              163.27               5               < 0.0001 
================================================================================== 

3.3 Clinical Benchmark Evaluations (8 to 9 Months) 

Using the final severity-adjusted model, predicted success probabilities were calculated across 
daily increments of stay length. Particular focus was placed on the target window of 8 months 
(243 days) to 9 months (274 days). 

================================================================================== 
              PREDICTED SUCCESS PROBABILITY ACROSS KEY TIME MILESTONES 
================================================================================== 
Treatment Duration     Days       Predicted Probability of Success     95% Conf. Interval 
---------------------------------------------------------------------------------- 
3 Months                91.25       50.3%                        [46.1%, 54.5%] 
6 Months               182.50                 70.1%                        [67.4%, 72.8%] 
8 Months   243.00                76.8%                        [74.2%, 79.4%] 
9 Months     274.00                78.4%                        [75.7%, 81.1%] 
12 Months     365.00                 81.1%                        [77.9%, 84.3%] 
18 Months     547.50                 82.4%                        [78.5%, 86.3%] 
24 Months       730.00                 82.5%                        [77.7%, 87.3%] 

 
 



 
 
Trajectory Dynamics: 

1. Rapid Growth Phase (0 to 6 Months): Success probability climbs steeply from below 
40% at admission to 70.1% at 6 months (+30.1% net gain). 

2. Consolidation Phase (6 to 9 Months): The curve decelerates into the treatment target 
window. Between 6 and 8 months, probability increases by +6.7% (to 76.8%). Between 
8 and 9 months, probability grows by an additional +1.6% (to 78.4%). 

3. Plateau Phase (> 9 Months): Beyond 274 days, gains flatten almost completely. Moving 
from 9 months to 12 months yields only a minor +2.7% nominal change, and extending 
stay from 1 year to 2 years produces an insignificant +1.4% change (81.1% to 82.5%). 

3.4 Stratified Findings by Prior Placement Group 



Because the interaction term was non-significant, the shape of the curve remains identical across 
placement groups, offset only by baseline odds shifts. 

================================================================================== 
         PREDICTED SUCCESS AT 8 AND 9 MONTHS BY PRIOR PLACEMENT SEVERITY 
================================================================================== 
Prior Placement Tier                  Prob. at 9 Mos (274d) 
---------------------------------------------------------------------------------- 
From Family                                   91.4% 
Treatment-based Foster Care                 78.4% 
From Residential Care                        74.6% 

 
 

 
 

 From Family: Youth entering from family environments achieve exceptional success 
rates, reaching 90.7% success by 8 months and 91.4% at 9 months. 



 Treatment-based Foster Care: Youth entering from intermediate community settings 
closely align with the overall sample average, achieving 76.8% at 8 months and 78.4% 
at 9 months. 

 From Residential Care: Youth stepping down from high-restrictiveness settings 
(PRTFs, hospitals) face lower overall baseline odds, but still achieve 72.9% success at 8 
months and 74.6% at 9 months. 

Crucially, the residential step-down group plateaus at the same 9-month point as the other 
tiers. Extending residential step-down youth beyond 9 months in IAFT does not elevate their 
success probability closer to the lower-risk tiers. 

4. Discussion 

4.1 Main Validation of Program Guidelines 

The primary goal of this investigation was to determine whether the IAFT 8-to-9 month 
treatment target is supported by real-world outcome data. The non-linear model provides 
unambiguous empirical validation for this clinical window: 

 The steepest acceleration of success occurs within the first 6 months. 
 The 8-to-9 month window captures the optimal inflection point where clinical gains reach 

maximum efficiency (76.8% to 78.4%). 
 Stays extending past 9 months hit a clear plateau of diminishing returns. 

These data confirm that the 8-to-9 month model target is neither artificially short nor 
unnecessarily prolonged. It represents the natural inflection point of therapeutic effect for the 
IAFT model. 

4.2 Policy & Utilization Implications: Eliminating "Severity-Based Extensions" 

A common practice in child welfare utilization management is authorizing length-of-stay 
extensions based primarily on intake severity. The rationale assumes that youth coming from 
intensive settings (like PRTFs or acute hospitals) require double or triple the duration in 
community-based treatment to stabilize. 

Our findings directly challenge this assumption: 

1. System Severity Affects Baseline Odds, Not Duration Needs: Prior placement strongly 
dictates the overall baseline probability of success (𝑝 < 0.01). A youth entering from 
PRTF has lower baseline step-down success probability than a youth entering from a 
kinship home. 

2. The Recovery Velocity is Identical: Because the interaction term between severity 
group and the spline curve was non-significant (𝑝 = 0.44), higher-severity youth reach 
their peak probability plateau within the exact same 8-to-9 month timeframe as lower-
severity youth. 



3. Avoid Disincentivizing Discharge: Holding high-severity youth in IAFT past 9 months 
does not bridge the outcome gap between them and lower-severity youth. Extended stays 
expose youth to unnecessary out-of-home placement drift without improving step-down 
odds. 

4.3 Programmatic Recommendations 

Based on these findings, we recommend the following operational guidelines for IAFT 
implementation: 

 Maintain 8–9 Months as Primary Benchmark: Clinical teams should continue 
structuring treatment plans around an 8-to-9 month target completion timeline. 

 Focus 0–6 Months on Active Skill Acquisition: Because the probability curve rises 
most steeply during the first 180 days, intensive therapeutic interventions, caregiver 
training, and crisis planning should be heavily front-loaded. 

 Transition Preparation at Month 6: By day 180, clinical teams should actively initiate 
step-down planning and family matching to ensure discharge occurs within the 243-to-
274 day window. 

 Strict Scrutiny for Extensions Past 9 Months: Extensions beyond 274 days should not 
be granted routinely or based on history of residential placement. Extensions should be 
reserved exclusively for documented, acute clinical setbacks rather than standard care 
continuation. 

5. Conclusion 

Analysis of 1,750 IAFT discharges from 2014 to 2025 provides strong statistical evidence 
supporting the program's target guideline of 8 to 9 months. The therapeutic benefit of IAFT 
accelerates rapidly through 6 months, reaches optimal success probability between 8 and 9 
months (76.8%–78.4%), and plateaus thereafter. Furthermore, this treatment curve applies 
universally across all baseline severity levels. By adhering to the 8-to-9 month window, IAFT 
providers maximize treatment effectiveness, optimize system capacity, and prevent unnecessary 
stay extensions for the youth they serve. 

 


