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Evaluation Description

Colorado State University (CSU) will evaluate Trust-Based Relational Intervention (TBRI)®- Caregiver
Training (“TBRI-Caregiver”) in hopes of moving its rating from “promising” to “well supported” in
the Title IV-E Prevention Services Clearinghouse (Clearinghouse). TBRI-Caregiver was prioritized for
evidence-building and potential inclusion in Colorado’s Five-Year Family First Prevention Services
Plan! “based on a review of gaps in the current Family First Services Array and the needs of
Colorado children, youth, and families,” as indicated in the Call for External Research Teams to
Conduct Rigorous Evaluations of Programs/Services under Colorado’s Family First Strategy
developed by the Colorado Evaluation & Action Lab (“Colorado Lab”) at the University of Denver.

Intervention

Children who have experienced foster care, child maltreatment, neglect, or institutionalization are
likely to have endured complex developmental trauma and be at-risk of adverse outcomes as a
result of these experiences.? Complex developmental trauma is described as “the experience of
multiple, chronic, and prolonged, developmentally adverse traumatic events, most often of an
interpersonal nature.”3 Children with exposure to early trauma may experience developmental
delays, dysfunctional or unhealthy coping mechanisms, and delays in social competencies?,
especially when coupled with a lack of supportive or nurturing relationships.>® Children who have
experienced trauma have unique, multi-faceted behavioral and physiological needs and can present
challenges to caregivers as a result. Traditionally, these children were served through the medical
model where caregivers played more of a peripheral role in treatment. However, due to resource
capacity, long waitlists, the need for specialized expertise in dealing with trauma, and, importantly,
the acknowledgement that caregivers can play a crucial role in healing relationship-based trauma,
the need for an alternative model of care arose.” TBRI®, a holistic, attachment-centered approach
specifically designed for “children who come from hard places,” was developed by the Karyn Purvis
Institute of Child Development at Texas Christian University (TCU) to address this need.®

TBRI® incorporates the three key pillars that are foundational to any model developed to address
complex trauma in children: 1) development of safety, 2) focus on healing relationships, and 3)
teaching of self-management and coping skills.®1° TBRI® is grounded in three core principles:
connection, empowerment, and correction. Connection principles seek to address relational and
attachments needs, more specifically awareness, engagement, and attunement between caregivers
and children. Empowerment principles seek to address the environmental and external needs as
well as the physiological needs of the child, including building self-regulation skills.** Correction
principles refer to addressing behavioral needs and building social competencies. TBRI® is designed
to address the following outcomes and behaviors in children: emotional regulation, aggression,
defiance, disruptive behaviors, attachment security, social skills development, self-advocacy of
needs and feelings, caregiver-child relationship, and resilience and coping strategies.

TBRI® principles can be applied in schools, homes, residential facilities, and other community
settings where children have experienced maltreatment, abuse, neglect, multiple home
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placements, and violence. TCU offers TBRI® Practitioner training for professionals such as
therapists, caseworkers, educators, medical professionals, and early childhood specialists. Once
trained, TBRI® practitioners can then train others/organizations on TBRI-Caregiver, which is the
focus of this evaluation.

TBRI-Caregiver was developed by TCU with a goal of helping caregivers of children who have
experienced trauma, neglect, or abuse.'? TBRI-Caregiver uses an attachment/relationship-based
and trauma-informed approach. It is important to note that TBRI® refers to the foundational
principles and curriculum developed by TCU, which initially focused on training delivered to
practitioners working with children, families, and systems impacted by trauma. TBRI-Caregiver is a
separate training developed specifically for caregivers based on implementation materials
developed by TCU including a TBRI® practitioner training notebook®3, TBRI® instructor workbook#,
and a TBRI® training slide deck.® The same version of these implementation materials, as used in
the Clearinghouse study, will be used in the proposed TBRI-Caregiver evaluation. The presentation
of the materials has been recently refreshed by TCU for enhanced accessibility.

In addition, the TBRI-Caregiver Training implementation materials do not specify guidance for
delivering TBRI-Caregiver virtually. TCU has provided a letter which confirms the approval for
implementation partners to provide TBRI-Caregiver in an in-person, virtual, or hybrid format
without compromising core program elements.

TBRI-Caregiver is a trauma-informed intervention for caregivers of children
ages 0 to 17 who have experienced abuse, neglect, or other forms of trauma.

TBRI-Caregiver includes eight modules spread over four days/sessions, six hours per day, for 24
hours in total. The training consists of one day each of TBRI® introduction and overview,
empowering, connecting, and correcting principles. Virtual trainings also consist of 24 hours of
content and can be completed on the participant’s timeline, but the expectation is that the training
is completed in one month. Trainings include standard presentations, participant workbooks,
interactive lectures, group discussions, and role play activities to demonstrate TBRI® principles.'®
See Table 1 for an overview of the TBRI-Caregiver Training Curriculum.

Table 1. Overview of the TBRI® Caregiver Training Curriculum?’

Module | Description |

Session 1: TBRI®: Introduction and Overview

1 ¢ Understanding TBRI®, Risk Factors and Brain Growth
e Overview of TBRI® Principles

2 ¢ Balancing Structure and Nurture
e Caregiving Styles
® Preparation for TBRI® Nurture Groups
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Module | Description |

Session 2: Connecting Principles

3 ¢ TBRI® Connecting Principles
e Attachment
4 e Mindfulness

e Adult Attachment
¢ TBRI® Engagement Strategies
Session 3: Empowering Principles and Correcting Principles: Proactive Strategies
5 ¢ TBRI® Empowering Principles
¢ Physiological Strategies
e Sensory input and needs
e Ecological Strategies
6 ¢ TBRI® Correcting Principles: Proactive Strategies
¢ Choices, Compromises, Sharing Power
e Life Value Terms
Session 4: Correcting Principles: Responsive Strategies

7 ¢ Review of Correcting Principles: Proactive Strategies
e The IDEAL® Response
8 e Levels of Response®

¢ Applications using case studies
® Graduation

TBRI-Caregiver trainings are conducted by certified TBRI® practitioners. To become a certified TBRI®
practitioner, individuals must complete 10 weeks of online coursework, attend five days of
intensive onsite training, and undergo an Adult Attachment Interview conducted by a trained
mental health professional.*® While formal credentials such as a degree or MSW are not required,
the TBRI® Practitioner Training is specifically designed for professionals with extensive experience
working with at-risk children and families. Once certified, TBRI® practitioners are qualified to lead
TBRI-Caregiver trainings in various formats, including in-person, online, or hybrid.

The proposed evaluation of TBRI-Caregiver is based on the TBRI® Caregiver
Training Curriculum and is aligned with the version currently rated by the
Clearinghouse.

Evaluation Target Population

The TBRI-Caregiver study submitted to the Clearinghouse included adoptive caregivers of children
who were domestically or internationally adopted, were between the ages of 5-12 at the start of
the study, had been in the adoptive home for at least one year, and who had not participated in
previous trainings by TCU.1? In hopes of furthering the understanding of the applicability of TBRI-
Caregiver to and relevance for a broader audience of caregivers and children, the current
evaluation’s target population will include current and new kinship (certified/uncertified), foster,
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and pre-adoptive (caregivers preparing or in the process of adopting), caregivers with children
between the ages of 2-17 in Jefferson and Larimer counties in Colorado. This caregiver target
population was selected because of its close alignment with proposed evaluation outcomes and
practice partner expertise on the higher likelihood of treatment uptake compared to a target
population of biological caregivers. This broader approach to caregiver and child inclusion criteria is
designed to make evidence-based programs in the Family First service array accessible to more
children, youth, and families in Colorado.

Existing Evidence

Empirical evidence shows initial promising outcomes for children whose caregivers received TBRI-
Caregiver. The TBRI-Caregiver study in the Clearinghouse reported one favorable outcome for child
well-being: behavioral and emotional functioning using the Strengths and Difficulties Questionnaire
(SDQ).%° At this time, two other TBRI-Caregiver studies were deemed ineligible for Clearinghouse
review.222 Thus, the evidence base for TBRI-Caregiver in the Clearinghouse has gaps for caregiver
type (only adoptive caregivers), adult well-being outcomes, and child age (only 5-12 years old).

Beyond these studies, additional evidence exists regarding the impact of TBRI® for children and
caregivers. TBRI® has been implemented in various settings including intensive home programs?3,
residential treatment centers?*, and schools.? Although these studies review the impact of TBRI®,
only some consider TBRI-Caregiver, while others consider TBRI® 101 or other TBRI® related
programs. Overall, children whose caregivers received some form of TBRI® intervention showed
improvements in behavioral regulation and trauma symptoms including reductions in conduct
problems, hyperactivity, emotional difficulties, and total problem behaviors.?%27:28 |n a study of
TBRI® implementation in a charter school, children exhibited decreased physical aggression, verbal
aggression, and disruptive behaviors following intervention.?® A study of Head Start programs found
that TBRI® implementation led to statistically significant improvements in prosocial behaviors and
emotional symptoms, specifically in children's ability to form relationships with adults, respond to
emotional cues, and balance personal needs with others' rights.3° Recent longitudinal research in a
daycare center indicated improvements in attachment security and mental health outcomes, with
reductions in anxiety, depression, social problems, and aggression after one year of TBRI®
implementation.3!

While current research primarily focuses on child outcomes, early TBRI® evidence also suggested
meaningful impacts on caregivers. Implementation of TBRI® in a therapeutic family camp setting
reduced parental anxiety and depression, increased attachment, attunement, and communication,
enhanced parenting confidence, and decreased relational frustration.3?33 Furthermore, caregiver
investment in the TBRI® model is associated with decreased parental stress, suggesting the
intervention's effectiveness may be influenced by caregiver engagement.3* Additional
implementation studies indicate that TBRI® provides caregivers with a common language for
communication and increases their capacity to support children's emotional regulation through
creating felt safety, controlling voice/inflection, and creating an encouraging process for
children.3>36:37
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Evaluation Purpose and Design Overview

Evaluation Purpose

The purpose of this evaluation is to build rigorous evidence on TBRI-Caregiver with the goal of
moving TBRI-Caregiver from its current “promising” rating to a “well-supported” Clearinghouse
rating. A randomized controlled trial (RCT) will be conducted to measure impact on child well-being,
adult well-being, child permanency outcomes. The evaluation will meet criteria outlined in the
Clearinghouse Handbook of Standards and Procedures, Version 2.0 for a high design and execution
rating. Specifically, the evaluation will feature an RCT that could demonstrate a sustained favorable
effect of at least 12 months beyond the end of treatment on at least one child permanency
outcome. In addition, a process evaluation (See Appendix A) will be conducted in three primary
areas: 1) referral and enrollment procedures; 2) intervention fidelity; 3) and applicability of the
intervention.

In partnership with project partners, the Colorado Lab and the Child Welfare Prevention Task Force,
learning goals were identified to inform program improvement, reach, and scale, above and beyond
Clearinghouse requirements.

Learning Goals

1. Explore the relationship between the effectiveness of TBRI-Caregiver and its different
modalities (e.g., in-person, virtual, and hybrid).

2. Explore the appropriateness of TBRI-Caregiver for different caregiver types (e.g., kinship,
foster, pre-adoptive).

3. Explore whether TBRI-Caregiver works differently for children in different age groups.

4. Explore whether TBRI-Caregiver works differently for children from communities of
color.

5. Explore what structural supports caregivers need to participate in TBRI-Caregiver training
(e.g., implementation supports and participant incentives).

Design Overview

The proposed evaluation design is informed by the TBRI-Caregiver study3® which earned a
“promising” rating from the Clearinghouse. That study employed a convenience sample design with
random assignment to an in-person TBRI-Caregiver group, an online treatment group, or a wait list
control group. Additionally, one of the validated child well-being instruments proposed in this
evaluation was used in that study. The TBRI-Caregiver developers at TCU will provide ongoing
consultation on the evaluation design and implementation. TCU also confirmed that the proposed
design is not duplicative of any ongoing studies.



D Colorado Evaluation and Action Lab

The evaluation design is an RCT of TBRI-Caregiver using a treatment as usual (TAU) control group
design (control group caregivers will receive “usual or typical services” they would receive anyway).
The unit of assignment is caregivers providing out-of-home care for children in the child welfare
system. Eligible kinship (certified or uncertified), foster, and pre-adoptive caregivers will be
randomly assigned by participating counties into treatment and control conditions.

The treatment group will receive TBRI-Caregiver training from Raise the Future (RTF) in Jefferson
County and CASA of Larimer County (CLC) in Larimer County (“Implementation Partners”). The
inclusion of two training providers will help avoid the n=1 administrative unit confound. The
optimal criteria for sufficient dosage to drive change in the desired outcomes is completion of the
24-hour training including all eight modules. However, program completion will not be required for
caregiver and child outcomes to be assessed in the treatment group to ensure an intent-to-treat
(ITT) analytic design. Dosage and completion rates will be considered in additional analyses.

The control group will receive TAU from participating counties, which could include trauma-
informed services. In Jefferson County, certified and uncertified kin caregivers receive Colorado
Kinnected services, which is an evidence-based kinship navigator program. In Larimer County,
certified and uncertified kin caregivers typically receive standard kinship supports. Across both
counties, foster caregivers receive pre-service and ongoing training services, and pre-adoptive
caregivers typically start as kinship or foster caregivers and thus receive services for those caregiver
types. It should be noted that caregivers assigned to the treatment group may also receive these
“usual or typical services” as part of their out-of-home care provider role.

The target outcomes for the evaluation are:

1. Child permanency as measured by secondary administrative data from the Colorado
Comprehensive Child Welfare Information System (Trails). Child permanency includes
planned permanent exit outcomes, least/more restrictive placement outcomes (e.g., move
from foster to kinship care or from kinship care to foster care), and placement stability
outcomes (i.e., number of placement moves). The planned permanent exit outcomes
include reunification, adoption, and guardianship/allocation of parental responsibilities
(APR).

2. Child well-being as measured by the Strengths & Difficulties Questionnaire (SDQ; Goodman
1997). Within the child well-being outcome domain, the SDQ will measure behavioral and
emotional functioning outcomes. The SDQ has three different age-level assessments, one
form for caregivers of children ages 2-4, one form for caregivers of children 4-10, and one
form for caregivers of children ages 11-17.

3. Adult well-being as measured by the BASC3 Parenting Relationship Questionnaire (PRQ;
Kamphaus & Reynolds, 2006).3° The PRQ subscales of attachment, communication,
discipline practices, and involvement measure specific parenting practices associated with
child attachment and supportive parental behavior (Adult Well-being Domain: Parenting
Practices Outcome). The subscale of relational frustration measures mental or emotional
health associated with caregiver and relationship stress (Adult Well-being Domain: Mental
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or Emotional Health Outcomes). The PRQ has two different age-level assessments, the PRQ-
Preschool (PRQ-P) Form for caregivers of children ages 2-5 and the PRQ-Child and
Adolescent (PRQ-CA) Form for caregivers of children ages 6-18. The PRQ was selected due
to its use in a previous TBRI study that showed positive results for caregivers and children°,
its close alignment with Clearinghouse definitions of adult well-being outcomes, and for its
alignment with the TBRI-Caregiver Theory of Change which emphasizes improved caregiver-
child relationships, decreased relational stress, and increased attachment and attunement.

The evaluation design will be piloted for two months to test and refine the
participant tracking, selection/eligibility, screening/recruitment, consent,
baseline assessment, randomization, enrollment, and training components to
ensure feasibility before full evaluation launch. Data from the pilot will not
be included in the full outcome evaluation.

Evaluation Questions

The outcome evaluation will consist of evaluation questions with a focus on three primary areas: (1)
child permanency, (2) child well-being, and (3) adult well-being.

1. Are there statistically significant differences between the treatment and control groups on
child permanency as measured by planned permanent exit outcomes, least/more restrictive
placement outcomes, and placement stability outcomes?

2. Are there statistically significant differences between the treatment and control groups on
change over time in child well-being as measured by the SDQ?

3. Are there statistically significant differences between the treatment and control groups on
change over time in adult well-being as measured by the PRQ?

Theory of Change

The CSU evaluation team collaborated with TCU to design a theory of change that explicates the
logic behind why the essential elements of TBRI-Caregiver are expected to lead to changes in the
desired outcomes of child well-being, child permanency, and adult well-being.

TBRI-Caregiver teaches adults to use connecting, empowering, and correcting principles to
understand and meet the needs of children who have experienced trauma. Using these principles
brings about emotional healing and change through three mechanisms: connection (healthy and
trusting relationships), felt-safety (disarming fear), and self-regulation (or coping; these are three
pillars of trauma-wise care). Children who experience caregiving where these three pillars are
prioritized will show lower trauma symptoms, exhibit more healthy attachment behaviors, and
have fewer mental and behavioral health challenges (e.g., depression, aggression, disruptive
behavior). Principles and strategies of TBRI® are rooted in scientific theory and empirical study. For
example, the connecting principles are rooted in attachment theory; the correcting principles in
cognitive and behavioral psychology (for example, shaping behavior through conditioning); and the
empowering principles are rooted in neuroscience (for example, the effects that stress hormones
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have on the developing and functioning brain). Table 2 displays the TBRI-Caregiver Theory of

Change.

Table 2. TBRI-Caregiver Theory of Change

e e e I

Children in the
child welfare
system are likely to
have experienced
complex
developmental
trauma

Trauma symptoms
account for
relationship
between early
adversity and
behavioral
problems

Evaluation Design

TBRI-Caregiver
is designed to
address the
three pillars for
trauma-
informed care
with caregivers
of children who
have
experienced
developmental
trauma

Increased
knowledge of
trauma and impacts
on behavior

Skill building around
caregiving strategies
to address/mitigate
behavioral
problems

Improved self-
regulation for
children and youth

Improved caregiver-
child interactions

Behavioral problems and
trauma symptoms will
decrease

Child’s self-regulation
and executive
functioning will be
improved/ strengthened

Child’s emotional and
social skills are enhanced
Child-caregiver
relationship is more
secure, trust is increased,
and relational frustration
is decreased

Caregivers show
increased attunement
and responsiveness to
child’s needs

Children in child welfare
experience greater
permanency and well-
being

Children with complex
developmental trauma
will have nurturing
relationships, stability,
and healing

Caregivers of children in
the child welfare system
will help children with
complex developmental
trauma experience
healing and develop
coping skills and
resilience

Improved long-term
well-being and life
trajectories for children
with challenging
backgrounds

The evaluation design section describes the sampling plan, inclusion/exclusion criteria, participant
tracking procedures, selection/eligibility procedures, screening/recruitment procedures, consent

procedures, measurement procedures, randomization procedures, enrollment procedures, impact
estimate, and design and execution considerations.
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Ensuring Design and Execution Standards are Met

The evaluation design and methods sections detail how the evaluation will meet relevant
Clearinghouse Design and Execution Standards, including standards for integrity of random
assignment, standards for low risk of joiner bias, attrition standards, baseline equivalence
standards, statistical model standards, measurement standards, design confound standards, and
missing data standards.

Sampling Plan

The outcome evaluation sample includes current and new kinship caregivers (certified/uncertified),
foster caregivers, and pre-adoptive caregivers (caregivers preparing to adopt or in the process of
adopting) from Jefferson and Larimer counties with at least one child (ages 2-17) placed in their
care. For the purposes of the evaluation, participating caregivers will be asked to identify a
“primary” child that will be the focus of well-being assessments and child welfare outcome
measurement. Although the caregiver will ultimately have discretion on which child to select,
consistent instructions will be provided to ensure alignment with study eligibility and associated
measures. Based on county and practice partner expertise, the following selection criteria will be
advised: the oldest child, the child who is newest to the home, the child with the most potential
interactions, or the child with an intellectual or developmental disability.

Table 3 displays the current kinship and foster caregiver population in Jefferson and Larimer
counties. For the current caregiver population, no children ages 2-17 have an OPPLA/emancipation
permanency goal, which should make all current cases eligible for the child permanency outcomes.
However, for 121 of the 247 current caregivers in the sample (49%), child(ren) have been with the
provider for over 270 days. Given the average length of removal of 11 months in Jefferson and
Larimer counties, these providers remain eligible for the evaluation but are not included in the
sample size calculation (details below).

Table 3. Current Caregiver Population in Jefferson and Larimer Counties*

Kin Non-Certified | _Kin Certified | __Foster | __Total __
72 17 33 122

Jefferson
Larimer 71 22 32 125
Total 143 39 65 247

*As of December 13, 2024

Table 4 displays the new caregiver population in Jefferson and Larimer counties based on a rolling
12-month total from October 2023 through September 2024. These sample numbers are used to
project new caregivers entering the system during the proposed 15-month RCT enrollment period.
On average, 18 new kinship caregivers, 2 new foster caregivers, and 5 new adoptive caregivers
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become out-of-home care providers for at least one child (ages 2-17) in the participating counties
every month.

Table 4. Data sharing with counties

| County | Kinship | Foster | _Adoptive | Total |
15 34 144

Jefferson 95
Larimer 126 10 23 159
Total 221 25 57 303

*Based on rolling 12-month total from October 1, 2023 to September 30, 2024

Inclusion/Exclusion Criteria

Inclusion Criteria
Evaluation inclusion criteria are as follows:

1. Current or new kinship, foster, or pre-adoptive caregivers in Jefferson or Larimer counties.
Some certified kin caregivers served by Jefferson but living in Arapahoe or Douglas counties
may also be eligible if they are part of the Collaborative Foster Care Program between
Jefferson, Arapahoe, and Douglas counties.

2. Caregivers must be 18 years of age or older.
3. Caregivers must speak either English or Spanish.*

4. Caregivers must have a child aged 2-17 who has been placed in their care for at least 30
days and placement closure is not imminent.

*The CSU evaluation team has the capacity and resources to provide recruitment, consent,
enrollment, and data collection materials in Spanish. Currently, the implementation partners offer
TBRI-Caregiver training in Spanish but are facing some challenges with available personnel and
adequate translation of curriculum materials; however, they are working on these issues to make
the training fully accessible in Spanish.

Exclusion Criteria
Evaluation exclusion criteria are as follows:
1. Current or new biological caregivers with open cases in Jefferson or Larimer counties.
2. Caregivers under the age of 18.
3. Caregivers who do not speak either English or Spanish.
4

Caregivers who do not have a child aged 2-17 who has been placed in their care for at least
30 days.

10
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5. Caregivers who have a child aged 2-17 who has been placed in their care for at least 30 days
but placement closure is imminent.

Participant Tracking Procedures

The Jefferson County data analyst, with support from the Larimer County data analyst, is developing
a web-based application (app) that will be hosted on the Jefferson County Department of Human
Services server. The app will be password protected and have permissions so users can only see
their county-specific information. The app will track participants through all stages of the evaluation
and document essential information for use in the intervention.

The app will be populated by a daily upload of Trails data that pulls in new out-of-home providers
that meet the inclusion criteria. The upload will include the name of the primary provider, case ID,
provider ID, county, placement date, placement type, children placed with the provider (with age
and gender), date of placement(s), length (span) of removal(s), contact information (address,
phone, email), and the associated caseworker(s) with their contact information.

The app is structured so providers are moved through a series of sequential queues based on
distinct actions documented (using yes/no picklists and date fields) by the CSU evaluation team, RTF
and CLC staff, and county caseworkers (information on these action steps is provided below).

1. The CSU evaluation team will click a “select” button to choose a cohort of providers each
month. This action will place these caregivers into the “pending eligibility” queue.

2. Staff from RTF and CLC will confirm the eligibility of selected caregivers by checking their
training logs for previous completion of TBRI-Caregiver. This action will place these
prospective participants into the “pending recruitment” queue.

3. Once a provider is selected and deemed eligible, an automated email will be sent to the
caseworker assigned to them with the instruction to send an email/text to the caregiver
with the recruitment script and recruitment video. Once the caseworker indicates that the
email/text was sent, this action will place these prospective participants into the “pending
consent queue”.

4. Caregivers will be asked to scan a QR code at the end of the recruitment video which will
launch the consent form in Qualtrics. Caregivers will choose to consent or decline consent
into the evaluation. Using an extract from Qualtrics, the CSU evaluation team will document
the consent status in the app and participants who consent will be placed into the “pending
pre-assessment” queue. Caregivers who decline consent will be removed from the
evaluation process.

5. The CSU evaluation team will send an email/text with the Qualtrics link for the pre-
assessment (baseline) to the consented participants. Once the pre-assessment is completed,
this action will place the participants into the “pending randomization” queue.

6. The CSU evaluation team will click the “randomizer” button to assign participants into the
treatment or control group. This action will place participants assigned to the treatment
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group into the “pending training” queue, while the participants assigned to the control
group will be placed into the “pending post-assessment” queue.

7. Staff from RTF or CLC will outreach to participants in the “pending training” queue to enroll
them in TBRI-Caregiver training and will document the training start date, training end date,
and number of training sessions completed in the app. Once the training is completed, this
action will place participants into the “pending post-assessment” queue.

8. The CSU evaluation team will outreach to participants in the “pending post-assessment”
queue” to schedule their post-assessments and then email/text the Qualtrics link. Once the
post-assessment is completed, this action will place the participants into the “pending
follow-up assessment” queue. The CSU evaluation will conduct the same procedures for the
completion of the follow-up assessment.

Selection/Eligibility Procedures

Selection

It is estimated that 30-35 caregivers across both counties will be selected for the evaluation each
month (based on sample size calculations detailed below). The CSU evaluation team will review all
caregivers who meet the inclusion criteria and will prioritize for selection current providers that
have a “primary” child with a shorter removal span and new providers who have just completed
their first month of caregiving. This “triage” strategy is needed for two reasons: (1) there is limited
capacity for participant training, so it is not feasible to recruit all caregivers at once; and (2) to
maximize the expected time horizon for the training to “take hold” and for the primary child to still
be in the provider’s care for the 6-month well-being assessment.

Eligibility

Current and new kinship caregivers (certified/uncertified), foster caregivers, and pre-adoptive
caregivers from Jefferson and Larimer counties will comprise the potentially eligible participants for
the evaluation. Specifically, the “primary” kinship or foster caregiver (i.e., the individual who is
identified in Trails as the out-of-home care provider) will be considered for eligibility. Data from
Trails will be used to determine the eligibility status of prospective participants based on the
inclusion criteria. Staff from RTF and CLC will cross-check caregivers in the “pending eligibility”
gueue with up-to-date training logs to identify caregivers who have previously completed TBRI-
Caregiver. Any current or new caregiver who has previously completed TBRI-Caregiver will not be
eligible for the evaluation.

Screening/Recruitment Procedures

Once selected by the CSU evaluation team and confirmed eligible by RTF and CLC, a cohort of
caregivers will be placed in the “pending recruitment” queue to be screened and recruited for the
evaluation. First, an automated email will be sent to the corresponding county caseworker working
with the provider. The email will request that the caseworker send a text or email (within a few
days period) to the provider with a link to the recruitment video produced by the CSU evaluation

12



D Colorado Evaluation and Action Lab

team. Caseworkers will also be provided with a recruitment script to use in the email/text
correspondence (they will be able to personalize the email/text language if they choose). As a
screen for the language inclusion criteria, caseworkers will have the option to indicate that the
recruitment email was not sent if they know that the prospective participant does not speak English
or Spanish. Additionally, caseworkers will have the option to indicate that the recruitment email
was not sent if they know that placement closure is imminent (this is applicable when there is only
one child placed with the provider). Automated reminder emails will be sent to the caseworker until
they indicate that the email/text was sent or not sent (they will indicate using an email link that will
populate a data field in the app).

Once the email/text is received, the prospective participant can read the recruitment script and
open the link to the recruitment video. If the caseworker is aware of any technological challenges
that may exist for the provider, they could offer technical support for opening/watching the video.
The provider could also reach out to the CSU evaluation team (contact information will be included
in the recruitment email) for assistance. The video will present the opportunity to participate in
TBRI-Caregiver or complete well-being assessments as part of the control group. It will be
emphasized that evaluation participation is voluntary, and caregivers will not lose any potential
benefits if they choose not to participate.

At the end of the recruitment video, there will be a QR code for prospective caregivers to scan
which will launch the informed consent form in Qualtrics. Because it is possible that caregivers
could have received TBRI-Caregiver from other providers for which training logs are not available,
potential participants will first be asked a screening question before they are presented with the
informed consent form. Specifically, prospective participants will be asked to self-report if they
have previously completed TBRI-Caregiver (the definition of “completed” will be provided as non-
or partial-completers will still be eligible). If prospective caregivers self-report that they have
completed TBRI-Caregiver, they will be ineligible for the evaluation (if they answer “yes” to the
screening question, they will be directed to a page that thanks them for their time).

Consent Procedures

Once the recruitment email/text is sent, prospective participants will be placed in the “pending
consent” queue, for which the CSU evaluation team will be responsible for securing informed
consent. Caregivers will be asked to review the consent language in the Qualtrics consent form and
“click through” that they consent to participate in the evaluation. Thus, a waiver of signed informed
consent will be submitted to the CSU Institutional Review Board (IRB), as the CSU evaluation team
will not have direct contact with caregivers to obtain a signed consent form. The consent form
cover letter may also be required (pending IRB review) for all administrations of the well-being
assessments and participants may revoke consent at any time without loss of benefits or services.
There are no literacy criteria for the evaluation. However, the assigned caseworker or CSU
evaluation team staff could read the consent form and/or well-being assessments to the
prospective participant upon request (these procedures will be included in the IRB protocol).
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Measurement Procedures

Once participants consent to the evaluation, they will be placed in the “pending pre-assessment”
queue. The CSU evaluation team will then send participants an email/text with a link to the baseline
well-being assessment in Qualtrics. If participants do not respond to this email/text outreach, the
CSU evaluation team will send two follow-up emails/texts to notify participants about their
scheduled baseline assessment. The CSU evaluation team may also reach out to the associated
caseworker to request that they contact the caregiver if the email/text reminders are not
successful. If a participant does not complete the baseline well-being assessment, they will be
removed from the evaluation before randomization.

For participants that complete the baseline well-being assessment, the same procedure detailed
above will be used to administer the 2-week post and 6-month follow-up assessments. Participants
will be asked to select the same “primary” child (through a question in Qualtrics with embedded
information from the app) for all administrations of the SDQ (if the primary child was not under the
provider’s care within the last 30 days before the follow-up period, the SDQ will not be
administered). Additionally, the same caregiver will be required to complete all administrations of
the PRQ. The SDQ is estimated to take 5-10 minutes and the PRQ is estimated to take 10-15
minutes for a total of 15-25 minutes per administration.

Consistency of Measurement between Treatment and Control Groups

To maintain consistency of measurement, participating caregivers from both the treatment and
control groups will complete the same child (SDQ) and adult (PRQ) well-being measures using the
same modality (online through Qualtrics web-based platform). Treatment group participants will
complete the well-being assessments (administered by the CSU evaluation team) before starting
TBRI-Caregiver (baseline assessment), two weeks after completing TBRI-Caregiver, which takes
approximately one month to complete (post-assessment), and 6-months after training completion
(follow-up assessment). As the administration of the baseline assessment occurs before
randomization, the timing between baseline assessment and the TBRI-Caregiver training for
treatment group participants will range, but the intention is for it to occur approximately two
weeks before. Control group participants will complete the well-being assessments (administered
by the CSU evaluation team) at approximately the same timeframes as the treatment group.

To ensure consistency in the timing of assessment administration, a similar starting point will be
used for caregivers assigned to the evaluation at the same time. Thus, caregivers assigned to the
control group will be aligned with caregivers assigned to the treatment group from the same
“cohort” (i.e., caregivers assigned to the evaluation within a few days to a week of each other).

Child permanency data will be extracted from Trails at 6-month and 12-month follow-up periods
beyond the end of treatment for caregivers from the treatment and control groups. The “end of
treatment” is defined as the date on which caregivers in the treatment group complete their last
session of the TBRI-Caregiver training. The end of treatment for caregivers in the control group will
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align with the end of treatment dates for treatment group caregivers in their “cohort.” The data will
be extracted by county data analysts using the same methodology.

Participant Compensation

Upon completion of each assessment administration (this includes both the SDQ and PRQ),
evaluation participants will be redirected in Qualtrics to a compensation page, where they can
indicate if they wish to receive a gift card and provide either an email (for an e-gift card) or an
address (for a mailed gift card). Participants will be compensated $30 for each administration of the
well-being assessments they complete (up to $90 dollars over the evaluation lifetime). Participants
will receive compensation if they skip questions on the well-being assessments, but not if they skip
an entire assessment. The CSU evaluation team will process the compensation requests by either
emailing an electronic gift card or sending a gift card through the mail.

Randomization Procedures

Once participants complete the pre-assessment, they will be placed into the “pending
randomization” queue where they will be randomized by the CSU evaluation team into the
treatment or control groups. Participants will receive an automated email upon randomization
informing them of their assignment status and next steps for the evaluation. As randomization will
occur after baseline assessment completion, it is not possible to employ stratified randomization as
selected participants within caregiver types (kinship, foster, pre-adoptive) will likely complete the
baseline assessment at different times. Thus, the CSU evaluation team will assess assignment rates
by caregiver type to ensure that there is an approximately equal number in each group.

Enrollment Procedures

Once caregivers are assigned to the treatment group, they will be placed in the “pending
enrollment” queue. Staff from RTF and CLC will access the contact information in the app to reach
out to schedule the TBRI-Caregiver training for participants assigned to the treatment group. For
participants assigned to the control group, the CSU evaluation team will access the contact
information in the app and reach out to schedule the post-assessment.

Impact Estimate

Measurement of Constructs

Table 5 below displays the domains, constructs, indicators, and measurement for the eligible
Clearinghouse outcomes for the evaluation. For child permanency, the eligible outcomes are
planned permanent exit, least/more restrictive placement, and placement stability. Planned
permanent exit is a binary outcome measured by a “yes” for permanency status (reunification,
adoption, guardianship/APR). Least/more restrictive placement is a binary outcome. For a primary
child in foster care, it is measured by a “yes” for least restrictive placement (move to kinship care)
or a “yes” for more restrictive placement (move to congregate care). For a primary child in kinship
care, it is measured by a “yes” for more restrictive placement (move to foster or congregate care).
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Placement stability is an interval outcome measured by the number of placement moves (with a
different provider) during the 6-month or 12-month time period.

For child well-being, the eligible outcomes are behavioral and emotional functioning as measured
by emotional problems, conduct problems, hyperactivity, peer problems, prosocial behavior, and

total problems as measured by the SDQ.

For adult well-being the eligible outcome is parenting practices as measured by the subscales of
attachment, communication, discipline practices, and involvement; and mental or emotional health

as measured by the subscale of relational frustration from the PRQ.

Table 5. Evaluation Outcome Domains, Constructs, Indicators, and Measurement

Outcome Outcome Outcome Indicator Outcome Measurement
Domain Construct

Child Planned permanent
permanency exit

Least/more
restrictive
placement

Placement stability

Behavioral and
emotional
functioning

Child well-being

Adult well-being  Parenting practices

Mental or
emotional health

Yes (reunification
adoption,
guardianship/APR)

Yes for least restrictive
(move to kinship care)
Yes for more restrictive
(move to foster care or
congregate care)

Number of placement
moves

Emotional problems,
conduct problems,
hyperactivity, peer
problems, prosocial
behavior, and total
problems

Child attachment and
supportive parental
behavior

Caregiver and relationship

stress

Removal end reason/case
closure end reason in Trails

New placement record with a
different provider in Trails
within 6- and 12-months

Number of new placement
records with a different
provider in Trails within 6- and
12-months

Change over time
(baseline/post and
baseline/follow-up) on
Strengths & Difficulties
Questionnaire (SDQ;
Goodman 1997)

Change over time
(baseline/post and
baseline/follow-up) on
Parenting Relationship
Questionnaire (PRQ;
Kamphaus & Reynolds, 2006)
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Contrasts

The RCT design aims to meet Clearinghouse standards for high support for causal evidence for each
contrast. The following are the contrasts for which Clearinghouse ratings will be applied:

1. Treatment group (TBRI-Caregiver) vs. control group (TAU) on child permanency outcomes at
6-month and 12-month follow-up time points.

2. Treatment group (TBRI-Caregiver) vs. control group (TAU) on child well-being 2-week post
and 6-month follow-up time points.

3. Treatment group (TBRI-Caregiver) vs. control group (TAU) on adult well-being 2-week post
and 6-month follow-up time points.

Design and Execution Considerations

Timeline and Key Milestones
In consultation with the Colorado Lab, Table 6 below displays the evaluation timeline and

milestones.

Table 6. Evaluation Timeline and Milestones

Fiscal Year  Milestones |

SFY25
(July 2024 — June 2025)

Develop, revise, and finalize Analytic Plan
Submit IRB protocol and receive approval
2-month pilot evaluation

3-months of caregiver enrollment and training (including
administration of well-being assessments)

® Process evaluation data collection
SFY26 e 12-months of caregiver enrollment and training (including
(July 2025 — June 2026) administration of well-being assessments)
6-month follow-up administration of well-being assessments
Preliminary well-being assessment data analysis

6-month follow-up of secondary administrative child welfare
outcome data

Preliminary child welfare outcome data analysis (6-month)
Process evaluation data collection
Preliminary process evaluation data analysis
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IU

Fiscal Year  Milestones |

SFY27 e 6-month follow-up administration of well-being assessments

(July 2026 —June 2027) o g.month follow-up of secondary administrative child welfare

outcome data
e 12-month follow-up of secondary administrative child welfare
outcome data

Preliminary child welfare outcome data analysis (12-month)
Process evaluation data collection

SFY28
(July 2027 — December
2027)

Final child welfare outcome data analysis (6-month/12-month)
Final well-being assessment data analysis

Final process evaluation data analysis

Process evaluation report writing

Outcome evaluation report writing

Clearinghouse submission

Steps for Building the Evidence

The proposed RCT is evaluating the same version of TBRI-Caregiver currently rated by the
Clearinghouse and building on this evidence. As such, the first three Colorado Lab’s Steps to
Building Evidence, program design, identify outputs, and assess outcomes, have already been
accomplished. The evaluation seeks to build additional causal evidence via Steps 4 and 5 for TBRI-
Caregiver.

Steps 4 & 5: Attain Causal Evidence

To reach steps 4 and 5 for building the evidence for TBRI-Caregiver, the CSU evaluation team will
design and implement a rigorous RCT with a high design and execution rating. Specifically, kinship,
foster, and pre-adoptive caregivers from two Colorado counties will be randomly assigned to the
treatment group (TBRI-Caregiver) or control group (treatment as usual) over a 15-month
enrollment period. The groups will be compared on child well-being, adult well-being, and child
permanency outcomes to determine the intervention’s efficacy.

Registering with the Open Science Framework

Upon review and approval of the analytic plan by the Colorado Lab and an external reviewer, and
review and approval of the IRB protocol by CSU, the CSU evaluation team will register the final
version with Open Science Framework (OSF). If changes are made to the analytic plan, the CSU
evaluation team will update OSF accordingly.

Methods

The methods section details the data collection activities and data analysis procedures for the
evaluation.
18
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Data Collection

The data collection activities include protocol and tool development, power analysis, sample size,
data sources, and data collection procedures.

Protocol and Tool Development
1. Obtain licensing for the SDQ (Goodman, 1997) and the PRQ (Kamphaus & Reynolds, 2006).

2. Integrate the child and adult well-being assessments into web-based survey software
(Qualtrics).

3. Design administrative data extract methodology for child permanency outcome data in
Trails.

Power Analysis
Methodology

To conduct the power analysis, the CSU evaluation team identified studies that used the SDQ and
PRQ instruments to evaluate an intervention and collected data on effect sizes and standard
deviations to estimate a minimum sample size needed to find statistically significant differences in
assessment scores. Where standard deviations were not recorded, they were reverse-extrapolated
using the means, sample sizes, and p-values. For primary power analysis calculations, the
probability of failing to find significant results that exist () was set at 20% according to accepted
practice. The significance level was set to 0.05 assuming a one-sided t-test. Under these
assumptions, effect sizes and standard deviations were taken from the studies and used to
calculate sample sizes.

SDQ Studies

The initial study used to inform the SDQ power analysis was the TBRI-Caregiver study submitted to
the Clearinghouse,** which focused on children who were adopted for at least one year by
caregivers with a likely higher median household income when compared to caregivers in the
proposed evaluation. However, the proposed TBRI-Caregiver evaluation employs a similar
intervention and experimental design. Table 7 displays the required minimum sample sizes for the
SDQ based on the Clearinghouse study. The CSU evaluation team used both the changes within the
treatment group and the difference between the treatment and comparison group as effect sizes to
inform the analysis (only the within-group differences are noted in the table). Sample sizes are
omitted where significant or near-significant results were not found.
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Table 7. Minimum Sample Sizes for SDQ*

m Minimum Sample (Treatment) Minimum Sample (Control)

Emotional Difficulties 63 N/A
Conduct Problems 125 N/A
Hyperactivity 84 >200
Peer Relationships N/A N/A
Prosocial Behaviors 20 92

Total Difficulties 92 >200

*The Trauma Symptom Checklist for Young Children (TSCYC) was also considered as a child well-being assessment
because of its use in the Clearinghouse study. Based on a power analysis, the TSCYC was removed from
consideration due to the high unlikelihood of it yielding statistically significant results given the projected study
sample size. Its more restrictive child age range (3-12) would also limit the potential sample size for the proposed
evaluation.

To address the sample differences with the Clearinghouse study, the CSU evaluation incorporated
four additional studies into the SDQ power analysis. The first study reported on multiple relevant
SDQ subscales for a therapeutic family camp intervention for adopted children (Hope Connection
2.0), which consisted of TBRI-Caregiver, TBRI® family activities, and sibling processing groups.*? This
sample is likely to be similar to the 6- to 9-year-old subset of children in the proposed evaluation,
but may be limited in utility by the difference in intervention dosage as compared to standalone
TBRI-Caregiver. The second study of developmental trauma and attachment programs utilized
compelling statistical methods but, like the Clearinghouse study, used a sample that is likely to be
significantly older on average than the sample used in the proposed evaluation.*?

A third study reported on caregiver and teacher implementation of the social-emotional learning
(SEL) model.** Although this study was conducted on students who did not necessarily suffer from
symptoms of complex developmental trauma, the results were the most comparable to the
Clearinghouse study in terms of initial scores and demographic variability. Furthermore, the age and
income ranges may be closer to those in the proposed evaluation. The CSU evaluation team used a
fourth study on a TBRI® intervention for children experiencing economic hardship because of its
comparable sample; however, this study only found significant results for two relevant subscales.*

The SEL study found similar results within n=10 on every SDQ scale except for prosocial behaviors,
which did not show statistically significant results.*® Although the study on children experiencing
economic hardship found similar results for emotional symptoms and prosocial behaviors,*” the
Hope Connection 2.0 study only found significant changes in peer relationships, which necessitated
a minimum sample size of 16.*8 However, baseline measures from that study suggest the sample is
likely not comparable to the other studies. The study of developmental trauma and attachment
programs, where only prosocial behaviors had a minimum sample size over 50, may suggest that
subset analyses of older children could find significant results even at smaller sample sizes.*®
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PRQ Studies

Although there are insufficient comparable studies that used the PRQ to conduct a complete power
analysis, one study provided comprehensive information including effect sizes on PRQ results to
allow for some conjectures on possible sample size requirements.>® Based on the difference found
between pre-treatment and 2-week post-treatment, 100 intervention cases were needed to detect
significant differences on the attachment subscale; 250 cases for the relational frustration subscale;
and 404 cases for communication. A significant difference between the intervention and
comparison groups would have required 372 cases for the attachment subscale and 290 cases for
communication; however, potential sample sizes were not realistically detectable for the relational
frustration subscale. Additionally, the study did not utilize the PRQ discipline practice or
involvement subscales, so estimated sample size requirements were not available.

Summary

Based on the power analysis, a sample of 100 or more for the pre/post SDQ is likely to find
significant results for most subscales with a B value of 20% or less. A sample of 150 or more
pre/post cases is likely to find significant results, if they exist, for every subscale of the SDQ, and for
many subscales with B < 10%. Similar results could be expected for follow-ups with a sample size
under 80, although information on this is limited. A sample of over 200 or more participants is likely
to achieve B of 10% or less for most subscales, and many subsets of the sample. A sample of 100 or
more for the pre/post PRQ is likely to find significant results for the attachment subscale.

Sample Size

The CSU evaluation team based the calculation of an estimated sample size on the number of
eligible caregivers and the projected attrition during the evaluation. Based on the current and
expected number of eligible caregivers in Jefferson and Larimer counties displayed in Tables 3 & 4,
there are 504 eligible caregivers (126 current caregivers which does not include the 121 caregivers
with removal spans over 270 days [although they still meet eligibility and inclusion criteria], and 378
new caregivers based on a 15-month enrollment period).

After a 60% uptake rate (based on county estimates) and a 75% follow-up assessment rate (based
on comparable data collection activities from the CSU evaluation team), the estimated sample size
for the well-being assessment outcomes for both the treatment and control groups is n=113. This
sample size generally aligns with the power analysis for all SDQ subscales and the attachment
subscale of the PRQ (although the communication, discipline practices, involvement, and relational
frustration subscales will still be measured). The estimated sample size for the child welfare
outcomes for both the treatment and control groups is n=151, which accounts for 100% of
secondary administrative data being available at 6- and 12-months. This estimated sample size also
aligns with past evaluations of child welfare administrative data outcomes in Colorado, including for
an evidence-based practice rated by the Clearinghouse.>!
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The estimated sample for the well-being assessment outcomes for both the
treatment and control groups is n=113. The estimated sample for the child
welfare outcomes for both the treatment and control groups is n=151.

Data Sources

The primary data source for the child behavioral and emotional functioning outcome measure is the
SDQ (Goodman, 1997) collected via a web-based survey on the Qualtrics platform administered by
the CSU evaluation team. The primary data source for the parenting practices and mental or
emotional health outcome measure is the PRQ (Kamphaus & Reynolds, 2006) collected via a web-
based survey on the Qualtrics platform administered by the CSU evaluation team. The secondary
data source for the child permanency outcomes is Trails with the data provided by data analysts
from Jefferson and Larimer counties.

SDQ Reliability

The SDQ child well-being assessment has demonstrated reliability according to several measures
across multiple validation studies. In a study of 9,948 parents of children aged 5-15 in England, the
inter-rater reliability (IRR) of all subscales was between 0.51 and 0.64. > A second study found
some SDQ subscales consistently averaging over 0.6.°3In a sample of 4,384 parent participants,
Cronbach’s alpha for the SDQ was above 0.7 for the total difficulties score and the hyperactivity
subscale and near above 0.6 for emotional symptoms and prosocial behaviors subscales across all
gender and education levels. ** While conduct problems and peer problems subscales had
Cronbach’s alpha scores closer to 0.5, these scores were consistent across gender and education
levels. A systematic review of multiple validation studies found that the test-retest reliability for
parents was above 0.7 for all SDQ subscales except for conduct problems (0.69) and was above 0.8
for total difficulties score, and the emotional symptoms and hyperactivity subscales. °°

PRQ, Reliability

The PRQ adult well-being assessment has demonstrated reliability based on a study of 228
children/youth with relatively evenly distributed ages. °® The internal consistency by Cronbach’s
alpha was above 0.8 for all subscales and all age groups, except for discipline practices for 16-18
males where it was 0.76. For the relational frustration subscale, Cronbach’s alpha was above 0.9 for
all age groups and genders. The test-retest reliability for the overall group was above 0.7 for all
subscales, and was above 0.8 for attachment, communication, and relational frustration.

Secondary Administrative Data Reliability

The secondary administrative child welfare data from Trails has presumed reliability. Table 5 also
provides support for face validity by aligning the indicators and measurement of the child welfare
outcomes with the child permanency constructs.
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Data Collection Procedures

Table 8 displays the data collection activities based on the outcome constructs, indicators, and data
sources. During the pilot period, a Trails extract will be generated to test administrative data
collection procedures, and the well-being assessments will be piloted with participating caregivers.

Table 8. Data Collection Procedures

Outcome Outcome Indicator Data Source Data Collection Activities
Construct

Planned
permanent exit

Least/more
restrictive
placement

Placement
stability

Behavioral and
emotional
functioning

Yes (reunification Trails
adoption,
guardianship/APR)

Yes for least restrictive
(move to kinship care)
Yes for more
restrictive (move to
foster care or
congregate care)

Number of placement
moves

Emotional problems, SDQ
conduct problems, (Goodman
hyperactivity, peer 1997)
problems, prosocial

behavior, and total

problems

The Jefferson and Larimer data analysts
will provide an extract from Trails with
caregiver demographics, case
characteristics, and child permanency
outcomes for 6-months and 12-months
for all participating caregivers in the
treatment and control groups.

The CSU evaluation team will
administer the SDQ via Qualtrics.
Treatment group participants will be
administered the pre-assessment
approximately 2 weeks before starting
TBRI-Caregiver, the post-assessment 2
weeks after finishing the training, and
then the follow-up assessment 6
months beyond the end of treatment.
Control group participants will be
administered the pre-, post-, and 6-
month assessments at approximately
the same time frames as the treatment

group.
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Outcome Outcome Indicator Data Source Data Collection Activities
Construct

Parenting Child attachment and The CSU evaluation team will
practices supportive parental (Kamphaus & administer the PRQ via Qualtrics.
behavior Reynolds, Treatment group participants will be
2006) administered the pre-assessment
Mental or Caregiver and approximately 2 weeks before starting
emotional health relationship stress TBRI-Caregiver, the post-assessment 2

weeks after finishing the training, and
then the follow-up assessment 6
months beyond the end of treatment.
Control group participants will be
administered the pre-, post-, and 6-
month assessments at approximately
the same time frames as the treatment

group.

Data Analysis

The data analysis procedures for well-being assessments, administrative outcome data, baseline
equivalence, attrition, missing data, data cleaning, and quality assurance (QA) and quality control
(QC) processes are detailed in this section. To ensure that randomization is not comprised, an
intent-to-treat (ITT) analysis will be used so caregivers assigned to TBRI-Caregiver will be analyzed in
the treatment condition and caregivers assigned to “treatment as usual” will be analyzed in the
control condition. Once participants are randomized into the treatment group they will be included
in the impact analysis regardless of training completion, as there is no way to model who from the
control group would have completed had they been offered TBRI-Caregiver.

Well-being Assessments

The CSU evaluation team will complete quantitative descriptive, comparative, and inferential data
analysis on the child and adult well-being assessment data. Assessment scores from the SDQ and
PRQ will be analyzed using a longitudinal mixed model with timepoints at baseline (2-weeks before
training), completion (2-weeks after training) and at follow-up (6-months after training).
Specifically, the SDQ and PRQ assessment scores will be analyzed as outcomes with respect to
timepoints, treatment group, any covariates that did not meet baseline equivalence, and a
potential random component for between child variability, up to model selection criteria. The
statistical significance of the time by intervention interaction will be reported (i.e., model-derived p-
values for end-of-treatment and 6-month follow-up). The proposed evaluation will incorporate an
equity analysis, as feasible, to explore potential differences in outcomes according to race and
ethnicity.
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Administrative Outcome Data

The CSU evaluation team will complete quantitative descriptive, comparative, and inferential data
analysis on the administrative outcome data. The number of placements (interval) within 6- and 12-
months beyond the end of treatment will be analyzed using an independent samples t-test or with
an equivalent regression model including any covariates that did not meet baseline equivalence.
For least/more restrictive placement (binary), primary children placed in kinship or foster care will
be analyzed separately (children in kinship care can only move to a more restrictive placement). The
proportion of primary children that moved to a least or more restrictive placement 6- and 12-
months beyond the end of treatment will be compared using a chi-square test. The planned
permanent exit outcome (binary) will be analyzed using a chi-square test for differences in
permanency rates between the two groups 6- and 12-months beyond the end of treatment.

Baseline Equivalence

The CSU evaluation team will assess baseline equivalence using the direct pre-test of the SDQ and
PRQ well-being assessments administered after participant consent but before randomization. The
number of previous out-of-home placements and level of placement restrictiveness (based on
kinship or foster care placement) for the primary child will also be assessed for baseline
equivalence. There is presumed baseline equivalence for the permanency outcome, as no primary
child will have permanency at baseline. The following demographic characteristics (all collected
from Trails at the time of participant selection) will also be tested for baseline equivalence:

1. Race (White, Black, Asian, American Indian/Alaska Native, Hawaiian/Other Pacific Islander)
2. Ethnicity (Hispanic origin or no Hispanic origin)

3. Socioeconomic status (Emergency Financial Support as measured in the Kinship Supports
Needs Assessment for kinship caregivers; currently no SES proxy exists for foster caregivers)

4. Family structure (married, unmarried partner, single, widowed)

5. Caregiver age (age of primary provider)

The CSU evaluation team will control for any demographics or case characteristics that do not meet
baseline equivalence directly in the model based on model selection criteria. Baseline equivalence
will be assessed on the analytic sample for each contrast by examining baseline differences
expressed in effect sizes. If baseline effect sizes are less than 0.05, no covariate adjustments will be
made; if baseline effect sizes are in the adjustment range between 0.05 and 0.25, those measures
will be incorporated as covariates into the model. The CSU evaluation team will monitor baseline
differences during the pilot and early enrollment period using regular Trails extracts on evaluation
participants. If baseline differences above 0.25 exist based on early monitoring, the CSU evaluation
team will adjust the assignment probabilities based on the unbalanced variables to reduce
differences between groups.
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Attrition

Attrition may occur at two points of the evaluation. First, consented caregivers assigned to the
treatment group may not agree to participate in the TBRI-Caregiver training while consented
caregivers assigned to the control group may not agree to participate in the well-being
assessments. Second, caregivers assigned to either the treatment or control group may not
complete well-being assessments at all three time points. Overall and differential attrition will be
calculated to determine if it falls below or above the boundary for “tolerable threat of bias under
cautious assumptions.” If attrition falls below the boundary, missingness at random will be
assessed. The data will be imputed using maximum likelihood imputation and bias will be assessed
using a pattern-mixture approach adjusting for the assessed missingness at random.>” According to
Clearinghouse standards, if attrition is at or above the boundary, then the same procedure will be
carried out with the understanding and acknowledgement that the quality of information may be
deprecated.

Missing Data

Given the voluntary nature of the child and adult well-being assessments (items will not “forced
response” in Qualtrics), missing values will be treated as intentionally missing. Thus, the
randomness of the missing data will be assessed using all available covariates and missing data will
be removed or imputed accordingly. Given the evaluation design, the secondary administrative
child welfare demographic, case, and outcome data from Trails should be complete for all
participants (if data are missing, procedures for exploring the missing data are detailed in the Data
Cleaning & QA/QC section below). As such, the most appropriate approach for meeting missing
data standards is multiple imputation using maximum likelihood. The specific approach will be
decided depending on whether the data are assessed to be missing at random.

Data Cleaning and QA/QC

The CSU evaluation team will clean data extracts from Qualtrics and Trails extracts for “illegal” or
miscoded values. Secondary administrative data from Trails will be checked for missingness or
illegal values. Using previously established quality assurance and quality control processes from
past and current evaluations with Jefferson and Larimer counties, missing and illegal values will be
explored with the Jefferson and Larimer data analysts and fixed if possible. Typically, this requires
the data analysts to check for any errors in their coding structure or to investigate case- or child-
level data in Trails. The data extracts will be updated based on the results from the QA/QC
processes.

Assumptions and Limitations

Assumptions

The evaluation approach is feasible within the current landscape, as Colorado has established the
rationale, framework, and infrastructure for building evidence in child welfare practice including the
use of RCT designs. With 15 years of experience with RCTs, the CSU evaluation team is well
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equipped to overcome anticipated challenges regarding the ethical considerations and practical
reality of randomized assignment to treatment and control conditions. Furthermore, the CSU
evaluation team has over 20 years of experience in accessing and analyzing Trails outcome data,
which has been a persistent challenge for evaluators and practitioners in Colorado. The CSU
evaluation team also has extensive expertise engaging evaluation participants in completing
assessments for evaluation purposes. To overcome the challenges associated with this type of data
collection, the CSU evaluation team plans to offer equitable and fair compensation for participants
in both treatment and control groups and enact tested methods of outreaching to participants to
support assessment completion.

Limitations
The following are potential limitations of the evaluation design and data collection methods.

1. Screening: Eligible caregivers will be asked to self-report their prior completion of TBRI-
Caregiver training through a question in Qualtrics (after they scan the QR code in the
recruitment video but before the consent form is reviewed). Self-reports carry some
uncertainty and could result in caregivers being assigned to either the treatment or control
group that have previously completed TBRI-Caregiver. To address this limitation, training
logs from RTF and CLC will be used to filter out any otherwise eligible caregivers who have
been trained by their agencies. This should account for a large majority of the previous
training available to the caregiver sample as they are the primary trainers in these counties.

2. Comparison Condition: There will be some variability in the comparison condition as
kinship, foster, and pre-adoptive caregivers may receive a different mix of treatments as
usual. While kinship caregivers typically receive a more consistent set of services and
supports, foster caregivers and pre-adoptive caregivers may have a larger continuum of
potential services and supports. Given the composition of kinship and foster caregivers in
the expected sample, random assignment should ensure that a comparable number from
each caregiver type are assigned to each group. The CSU evaluation team will track this
throughout the enrollment period and adjust the assignment probabilities if needed. The
process evaluation will also document the “treatment as usual” for the control group.

3. Attrition: This is perhaps the biggest challenge facing the evaluation. There may be attrition
at multiple levels of the evaluation. First, there will be attrition after the assignment stage
based on the participant uptake rates for a voluntary program (county partners project a
40% attrition rate). The opportunity to participate in a 24-hour training will be more
appealing to some caregivers and less appealing to others (e.g., uncertified kin are
traditionally less system involved). Second, there will be attrition at the assessment level,
particularly at 6-months, although there will likely be limited attrition for the pre- and 2-
week post assessments. In a current evaluation conducted by the CSU evaluation team
where caregivers are asked to complete a 6-month well-being assessment, the attrition rate
is close to 25%. To address this limitation from an implementation standpoint, attrition rates
will be closely tracked in the pilot evaluation to inform sample size calculations and
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5.

caregiver engagement strategies (analytic approach for attrition is detailed in the Data
Analysis section).

Measurement: The 6-month follow-up for the child well-being assessments poses a
challenge in that it is based on a caregiver self-report of their “primary” child’s well-being.
Thus, they need sufficient interactions and caregiving opportunities to make that
assessment. If the primary child was not under the provider’s care within the last 30 days
before the follow-up period, the 6-month SDQ will not be administered.

Joiner Bias: After a “primary” kinship, foster, or pre-adoptive caregiver (identified in Trails as
the out-of-home care provider) is assigned to TBRI-Caregiver, another caregiver (of the
same type) for the same child may choose to join the training (although this is an unlikely
occurrence per practice partners). Additionally, another caregiver for children in the
comparison or treatment group may be offered TBRI-Caregiver training from another
agency outside of RTF or CASA in a way that cannot be ascertained from available data
sources. The unit of assignment in this evaluation is the primary caregiver and the unit of
measurement is either the primary caregiver or the primary child, depending on the
outcome. Other children and caregivers are not incorporated as part of a cluster; therefore,
other caregivers are not joining as units of assignment or units of measurement and would
not be considered joiners. While this mitigates direct concerns about joiner bias, it is still
worth noting that children in either group may be exposed to additional caregivers who
have received TBRI-Caregiver training.

Design Confound: A possible “substantially different characteristics confound” could be
present if caregivers assigned to the control group had previously refused the offer of TBRI-
Caregiver, which could relate to motivation for change or need for services. Because the
screening question about TBRI-Caregiver completion (which affects both groups) is asked
before assignment, it is not feasible to also ask caregivers if they were previously offered
TBRI-Caregiver and declined (as an affirmative response would not impact the eligibility of
caregivers ultimately assigned to the treatment group). Thus, this potential design confound
will be explored in the process evaluation when caregivers are surveyed on barriers to
engagement including rationale for declining TBRI-Caregiver training.

Actionability and Dissemination
Actionability

For Year 1, the CSU evaluation team will prepare one progress memo with updates on: 1) pilot
evaluation; 2) process evaluation; and 3) outcome evaluation. The memo will be presented to the
Colorado Lab and shared with relevant project stakeholders to communicate evaluation progress
and to elicit expertise on actionability considerations. The CSU evaluation team will also prepare a
report on preliminary findings from the 2-month pilot evaluation, which will inform the feasibility of
the full evaluation design. The report will also include findings from the process evaluation for the
pilot evaluation including the fidelity assessment.
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Subsequent annual reports will further inform policy and decision making through the Colorado
Lab’s Family First Evidence-Building Hub. In annual reports, the CSU evaluation team will help
inform cultural responsiveness and a better understanding of TBRI-Caregiver for communities of
color by uplifting data equity principles and aligning with other ongoing evidence-building efforts
for these communities. Current research on TBRI® is limited in terms of its application with
communities of color.

Dissemination

The final presentation of results will be communicated to key audiences through a multi-modal
approach featuring reports, briefs, infographics, animated videos, webinars, and trainings.
Anticipated audiences include past and current caregivers from Jefferson and Larimer counties,
professionals from RTF, CLC, and TCU, the Child Welfare Prevention Services Task Group, and other
jurisdictions interested in implementing TBRI-Caregiver. To make the information easily accessible
to the public, evaluation findings will be available on OSF, ADA compliant websites, podcasts, and
social media platforms. If findings meet Clearinghouse standards, the evaluation will be submitted
for rating consideration. The evaluation will be incorporated into a manuscript that will be
submitted to a leading peer-reviewed journal in the child maltreatment prevention field.

Data Security, Privacy, Confidentiality, and IRB

Data Security and Privacy Procedures

The security and privacy of data used in the outcome and process evaluations are of utmost
priority to the CSU evaluation team. To this end, several data security and privacy measures will be
instituted. The evaluation plan will be conducted in accordance with Colorado Department of
Human Services (CDHS) requirements related to data protection and handling, safeguarding
personally identifiable information (PIl), cyber/network security, and privacy liability.

All data collected by and/or transferred to CSU are stored on the University’s secure network
drive, which is an NTFS file system, and backed-up regularly. The network is protected by the
University’s firewall and the College of Health and Human Sciences Information Technology (IT)
equipment is kept patched and protected with a variety of security tools. As an added layer of
security, access to drives is restricted to ensure only specified users on the evaluation are privy.

Identifiable data collected as part of primary or secondary data collection activities (e.g., well-
being assessments, administrative data from Trails, process evaluation interviews, focus groups, or
surveys), will be kept exclusively on Qualtrics or on the secure network drive. Access to these data
will be restricted and password protected by the CSU evaluation team. When identifiable data are
needed to match Trails data, then IronBox, a secure file transfer and sharing system approved by
the College of Health and Human Sciences’ IT Department, will be used to transfer files directly to
the county data analysts. The CSU evaluation team will also use IronBox to transfer Pll to and from
partner agencies and counties. Additionally, the availability of the data for retrieval is restricted
and set to expire within a reasonable amount of time, in accordance with evaluation parameters.
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Confidentiality Procedures

The CSU evaluation team will have exclusive access to Qualtrics survey data at all times. All survey
data will be reported in the aggregate and any potentially identifying details removed prior to
dissemination to protect participant confidentiality. To maintain the participant confidentiality in
survey responses, the compensation form will be completely separated from the survey itself. In
this way, the survey and compensation form will be entirely un-linked, thus maintaining the
confidentiality of survey responses. Concurrently, because of the auto re-direct and customized
end-of-survey message programmed into the Qualtrics survey and activated upon survey
submission, gift cards will be accurately distributed only to survey respondents.

The Trails database is administrative in nature and primarily maintained for programmatic
purposes; participants consented to have their information entered into these databases upon
being involved in the child welfare system and secondarily used for evaluation purposes. All
administrative data will be reported in the aggregate and any potentially identifying details
removed prior to dissemination to protect participant identity.

Programmatic data collected by implementation and county partners will be shared with the CSU
evaluation team with PIl to allow for the tracking of participants assigned to the treatment and
control group. This information will be kept confidential with the CSU evaluation team, RTF and CLC
staff, and county data analysts having access to the identifiable data stored in the password-
protected participant tracking app. In addition, all programmatic data will be reported in the
aggregate during dissemination to further protect participant confidentiality.

IRB Procedures

The CSU IRB will review and approve the evaluation design, methods, and data collection activities.
The approved IRB protocol will delineate procedures for participant consent, confidentiality
protections, and data security. It is anticipated that an expedited review will be pursued for the
evaluation. Once completed, the IRB protocol will be submitted for review. Typically, the IRB
requests additional information or asks for clarifications. Once revisions are made, the protocol is
re-submitted. Once approved, the IRB determines the timing of any continuing reviews. Typically,
amendments to the protocol are submitted if there are changes in data collection activities.
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Appendix A: Process Evaluation

The following section details the process evaluation design including an overview, evaluation
guestions, protocol and tool development, data collection procedures, and data analysis.

Overview

The process evaluation will focus on three primary areas: 1) engagement and enroliment
procedures; 2) intervention fidelity; 3) and applicability of the intervention.

Engagement and enrollment procedures (“Process Evaluation Component #1”) will address the
feasibility, replicability, and sustainability of participant engagement and enrollment procedures.
This component will explore strengths and challenges with the process for initial caregiver
engagement and TBRI-Caregiver enrollment (for treatment group caregivers). The CSU evaluation
team will explore the facilitators and barriers to engagement and enroliment, as well as the
administrative burden for partner sites. This component will seek to understand challenges to
sustainability and whether any changes were made to the engagement and enroliment
procedures throughout the course of the evaluation. Relatedly, the CSU evaluation team will
explore whether engagement and enrollment procedures differed by caregiver characteristics.

Intervention fidelity (“Process Evaluation Component #2”) will consider to what extent
participants complete the treatment as prescribed. This component will consider whether the
content, quality, and dosage of the intervention itself aligns with manualized protocols for TBRI-
Caregiver. The CSU evaluation team is partnering with TCU, RTF, and CLC to integrate the existing
fidelity assessment tools into the fidelity assessment approach for delivering the training in
Jefferson and Larimer counties. The process evaluation will evaluate the quality and process of
TBRI-Caregiver by collecting performance data and establishing a CQl system. This also includes
establishing the fidelity and equivalence of virtual, in-person, and hybrid delivery of TBRI-
Caregiver. For example, interviews will help determine if virtual and in-person trainings are
indistinguishable from the caregiver perspective.

This component will also assess facilitators and barriers to caregiver completion of the training,
including their perception of the impact of participant compensation on training completion.
Currently, CLC offers compensation for training completion, while RTF does not. Additionally, this
component will assess trainer effects on participant outcomes and trainer reported facilitators
and barriers to delivering the training to fidelity.

Applicability of the intervention (“Process Evaluation Component #3”) will focus on participants’
perceptions of the usefulness of TBRI-Caregiver. For example, this component will explore the
applicability of implementing concepts and skills learned in the training. Participant perspectives
will contribute to the identification of needed program and process improvements.
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Evaluation Questions

The process evaluation will consist of four key research questions (RQ) with a focus on three
primary areas: 1) Engagement and Enroliment Procedures, (2) Intervention Fidelity, and (3)
Applicability of the Intervention.

1. Are engagement and enrollment procedures feasible, replicable, and sustainable?

2. How did the participants’ engagement in the training compare with the prescribed
treatment plan?

3. To what extent was the training delivered to fidelity?

4. What were participants’ perceptions of their ability to implement learnings from the
intervention?

Protocol and Tool Development

The CSU evaluation team will develop the following protocols and tools for the process
evaluation.

1. Administrative data extracts provided by Larimer County and Jefferson County
Department of Human Services (DHS), CLC, and RTF

2. Engagement and Enrollment Survey (EES) with DHS, RTF, and CLC staff

3. Stakeholder Engagement Interviews (SEI) with caregivers and implementation and county
partner staff

4. LeSA TBRI® Participant Fidelity Checklist

Extracts for administrative data by DHS, CLC, and RTF will be sent securely to the CSU evaluation
team quarterly throughout the evaluation. Data extracts will be developed in collaboration with
evaluation partners to ensure all key variables and metrics will be represented.

The CSU evaluation team will develop the Engagement and Enroliment Survey (EES) with DHS,
RTF, and CLC staff in collaboration with implementation and county partners. Questions will focus
on engagement and enrollment procedures. Questions will ask about strengths and challenges,
feasibility, replicability, and sustainability of the procedures. Participants will also be asked to
provide recommendations for enhancing evaluation procedures. In addition, DHS, RTF, and CLC
staff will be asked to share their perspectives on why caregivers choose to enroll or decline to
participate in TBRI-Caregiver.

The CSU evaluation team will develop protocols for the Stakeholder Engagement Interviews (SEI)
with caregivers and implementation and county partner staff in collaboration with
implementation and county partners. Questions for caregivers will focus on their experience with
TBRI-Caregiver, including facilitators and barriers to participating and facilitators and barriers to
implementing concepts and skills from TBRI-Caregiver.
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The LeSA TBRI® Participant Fidelity Checklist is a preexisting tool developed by TCU to measure
fidelity of the trainings being administered. This tool was developed to be used by training
participants. With the checklist, participants rate their experience of key session objectives for
each of the eight TBRI® modules. This tool has been utilized in numerous studies and determined
by the program developers to be an appropriate measure of intervention content, quality, and
fidelity.

Data Collection Procedures

The following data collection procedures will be used for the process evaluation.

Administrative data. Administrative data will be collected by DHS, CLC, and RTF. County partners
will collect all standard caregiver data such as demographic characteristics and child welfare
outcome data. The implementation team will document training acceptance and decline rates
and treatment completion data using the participant tracking application. The implementation
team will also collect participant attendance data. The CSU evaluation team will receive these
data in accordance with evaluation milestones and timelines for reporting.

Engagement and Enroliment Survey. Target participants are county and implementation partner
staff who are involved in the evaluation’s engagement and enrollment procedures and can
provide feedback on strengths, challenges, and recommendations for improvement. Participants
will be recruited with help from county and implementation partners. Participants will be sent an
email invitation to participate in the evaluation with a link to complete the survey through
Qualtrics. Once the survey closes, the CSU evaluation team will download and securely store
survey data for analysis and inclusion in evaluation reports.

Stakeholder Engagement Interviews. The CSU evaluation team will conduct interviews in Year
Two. Treatment group caregivers will be recruited through the post-assessment process to
participate in data collection activities to solicit feedback on their experience with TBRI-Caregiver.
Participants will be compensated for participating in an interview. Participation in an interview
will be kept confidential; that is, county partners will not know which caregivers participate nor
will participation impact the services caregivers receive.

LeSA TBRI® Participant Fidelity Checklist. The LeSA TBRI® Participant Fidelity Checklist will be
used to measure fidelity to TBRI-Caregiver. The CSU evaluation team will input the fidelity
checklist into Qualtrics and provide RTF and CLC with a link that can be shared with participants.
The checklist will be completed online as part of the training. The CSU evaluation team will
maintain and securely store participant fidelity checklist data.

Data Analysis

Table Al displays all process evaluation components including evaluation questions, key
indicators, data sources, data collection, and data analysis procedures.

33



| D)

Colorado Evaluation and Action Lab

Table Al. Process Evaluation Summary

Evaluation Question Data Source Data Data
Collection Analysis

Engagement and Enrollment Procedures

RQ #1: Are engagement and enrollment procedures feasible, replicable, and

sustainable?

1.1: What are

the strengths and
challenges of the
TBRI-Caregiver
engagement and
enrollment process?

1.2 Is the
administrative burden
of TBRI-Caregiver
enrollment and
engagement
sustainable for
implementation and
county partner sites?

1.3 What are
demographic
differences for
caregivers enrolled in
TBRI-Caregiver vs
those who decline to
participate?

Identified strengths
of the engagement
and enrollment
process

Identified challenges
to the engagement
and enrollment
process

Identified challenges
to sustainability

Differences in
demographic
characteristics of
caregivers

EES

Staff SEI

EES

Staff SEI

Administrative
data collected
by DHS from
Trails

Qualtrics
survey
collected once
in Year 1

Interviews
conducted
once in Year 2

Qualtrics
survey
collected once
inYear 1

Interviews
conducted
once in Year 2

Csu
evaluation
team to
receive these
data quarterly

Data
evaluated at
both
engagement
and
enrollment
points

Descriptive
analysis

Inductive and
deductive
coding
strategies

Descriptive
analysis

Inductive and
deductive
coding
strategies

Descriptive
analysis
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Evaluation Question Data Source Data Data
Collection Analysis

1.4 What were the
facilitators or barriers
to enrollment for
caregivers?

1.5 What changes
were made that
improved the
feasibility, replicability,
or sustainability of
enrollment and
engagement
procedures?

Intervention Fidelity

Reason for declined
TBRI-Caregiver
enrollment

Identified facilitators
and barriers to
engagement

Changes to
engagement or
enrollment
procedures

Data recorded
by RTF and CLC
in the app

EES

EES

Staff SEI

evaluatlon
team to
receive
quarterly

Qualtrics
survey
collected once
inYear 1
Qualtrics
survey
collected once
in Year 1

Interviews
conducted
once in Year 2

Descriptive
analysis

Descriptive
analysis

Inductive and
deductive
coding
strategies

RQ #2: How did the participants’ engagement in the program compare with the prescribed

treatment plan?

2.1: To what extent
did program
participants complete
TBRI-Caregiver as
prescribed?

Percentage of TBRI-
Caregiver sessions
attended by each
caregiver*

*Full engagement in
TBRI-Caregiver
consists of
attendance at all 4
sessions (in-person)
or 8 modules (virtual)

Attendance
data collected
by RTF and CLC

Csu
evaluation
team to
receive
quarterly

Descriptive
analyses
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Evaluation Question Data Source Data Data
Collection Analysis

2.2: What facilitators Identified facilitators Qualtrics Inductive and
or barriers and barriers to survey deductive
contributed to engagement collected once coding
caregiver engagement inYear 1 strategies
in training as Staff and
prescribed? caregiver SE| Conduct

interviews

oncein Year 2

2.3: Did compensating Impact of Caregiver SEI Conduct Inductive and
caregivers for the compensation for interviews deductive
completion of TBRI- completion of onceinYear2 coding
Caregiver impact training strategies

completion or
attrition rates?

RQ #3: To what extent was the training delivered to fidelity?

3.1: What percentage  Percentage of LeSA TBRI® Caregivers Descriptive
of trainings were training modules that complete analyses
delivered to received an fidelity
“fidelity”? “acceptable” (60- checklist after
79%) or “high” (80% each of the 8
or higher) average training
fidelity score modules
(quarterly
data extracts)
3.2: What facilitators Identified facilitators ~ EES Qualtrics Descriptive
and barriers existed and barriers to TBRI- survey analysis
to delivering TBRI- Caregiver delivery collected once
Caregiver to fidelity? in Year 1
Staff SEI Inductive and
Conduct deductive
interviews coding

onceinYear 2 strategies
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Evaluation Question Data Source Data Data
Collection Analysis

3.3 To what extent

was program delivery

consistent across
training formats?

3.4 To what extent
were there trainer
effects on
participants'
outcomes?

Participant fidelity
checklist scores

Training format
(virtual, hybrid, in-
person)

Experiences of
training across
training formats

Training information

(site, trainer)

Child well-being and

permanency
outcomes and

caregiver well-being

Applicability of the Intervention

LeSA TBRI®
Participant
Fidelity
Checklist

Administrative
data provided
by CLC and RTF

Caregiver SEI

Administrative
data provided
by CLC and RTF

Administrative
data provided
by county data
analysts

TBRI-
Caregiver
participants
complete
fidelity
checklist after
each of the 8
training
modules

Quarterly
data extracts

Conduct
interviews
once in Year 2

Quarterly
data extracts

Quarterly
data extracts

Descriptive
analysis

Descriptive
analysis

Inductive and
deductive
coding
strategies

Comparative
and
inferential
data analysis

Comparative
and
inferential
data analysis

RQ# 4: What were participants’ perceptions of the ability to implement learnings from the

intervention?

4.1: What were the
facilitators and
barriers to applying

the concepts learned

in TBRI-Caregiver?

Identified facilitators

and barriers to
training
implementation

Caregiver SElI

Conduct
interviews
once in Year 2

Inductive and
deductive
coding
strategies
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