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Executive Summary 
Colorado State University (CSU) is evaluating 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). 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. 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 to address this need. 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. Correction principles refer to 
addressing behavioral needs and building social competencies. 
 
The evaluation design is a randomized controlled trial (RCT) of TBRI-Caregiver using a treatment 
as usual (TAU) control group design (control group caregivers 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 are randomly assigned by participating counties into treatment and control 
conditions. 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) with at least one child (ages 2–17) placed in their care.  
The evaluation outcomes include: (1) child well-being as measured by the Strengths & Difficulties 
Questionnaire; (2) adult well-being as measured by the Behavior Assessment System for Children, 
Third Edition Parenting Relationship Questionnaire; and (3) child permanency as measured by 
number of placements within 6 and 12 months beyond the end of treatment, rate of moves to a 
less or more restrictive placement 6 and 12 months beyond the end of treatment, and 
permanency rates 6 and 12 months beyond the end of treatment.  
 
The full evaluation was launched in September 2025. During the 9-month full evaluation period 
covered by this report, 152 of the 191 selected caregivers were ultimately eligible for the 
evaluation, with 20.4% deemed ineligible because of previous TBRI-Caregiver training completion, 
placement at imminent risk of closure, or caregiver language criteria. Of the 152 eligible 
caregivers, 40 (26.3%) consented and completed the pre-assessment and were enrolled in the full 
evaluation, with 19 assigned to the treatment group and 21 assigned to the control group. Of the 
19 caregivers in the treatment group, two caregivers completed TBRI-Caregiver training, four 
caregivers partially completed training, two caregivers were in process with training, three 
caregivers were still being scheduled for training, two caregivers were scheduled but did not 
complete any training before the placement closed, and 6 caregivers declined training after 
repeated unsuccessful attempts to schedule.  
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Overall, 18 enrolled caregivers completed both the pre- and post-assessment (nine in the 
treatment group and nine in the control group). Although there were no statistically significant 
differences on the well-being assessments, there were sizeable differences between the groups 
on adult attachment, communication, involvement, and relational frustration with the treatment 
group showing improvement on these scales.  
 
During the full evaluation to date, 16 fidelity checklists have been completed during the full 
evaluation. Adherence among the eight TBRI® modules for which checklists were completed was 
relatively high, indicating that facilitators felt they were covering the material as outlined in the 
manual. Session quality was also rated highly, indicating that facilitators were able to establish a 
safe and supportive environment, model TBRI to participants through interactions with others, 
and provide space to practice skills. Training adherence and quality and participant 
responsiveness met preliminary fidelity benchmarks using the TBRI® Fidelity Checklist.  
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Introduction  
Study Description  
Colorado State University (CSU) is rigorously evaluating Trust-Based Relational Intervention (TBRI)®- 
Caregiver Training (TBRI-Caregiver). TBRI-Caregiver was prioritized for evidence-building and potential 
inclusion in Colorado’s 5-Year Family First Prevention Services Plan1 due to its promise as a mental health 
service that supports the caregiver-child holistically. The evaluation design will meet criteria outlined in 
the Clearinghouse Handbook of Standards and Procedures, Version 2.0 (Clearinghouse) for a high design 
and execution rating.  
 
Research Problem 
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.2 Children with exposure to early trauma may experience developmental delays, 
dysfunctional or unhealthy coping mechanisms, and delays in social competencies,3 especially when 
coupled with a lack of supportive or nurturing relationships.4, 5 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.6 
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.7 
 
Existing Evidence 
Empirical evidence shows initial promising outcomes for children ages 5–12 whose adoptive 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).8 At the time of the last Clearinghouse review of TBRI® in December 2020, one other 
TBRI-Caregiver study was deemed ineligible for Clearinghouse review due to it not being a study of the 
program under review (Handbook Version 1.0, Section 4.1.6).9, 10 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,11 
residential treatment centers,12 and schools.13 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 
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difficulties, and total problem behaviors.14, 15, 16 In a study of TBRI® implementation in a charter school, 
children exhibited decreased physical aggression, verbal aggression, and disruptive behaviors following 
intervention.17 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.18 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 1 year of TBRI® implementation.19 
 
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.20, 21 Furthermore, caregiver investment in the 
TBRI® model is associated with decreased parental stress, suggesting that the intervention's effectiveness 
may be influenced by caregiver engagement.22 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.23, 24, 25 

 

Study Significance 
The Colorado Evaluation and Action Lab (Colorado Lab) serves as the Family First Evidence-Building Hub 
to coordinate rigorous evaluation efforts on behalf of the Colorado Department of Human Services 
(CDHS). In this role, the Colorado Lab coordinates the pipeline of evidence building for Family First 
programs/services positioned to meet the needs of children, youth, and families in Colorado. Together 
with cross-system prevention partners, the Colorado Lab co-creates a strategic vision for evidence 
building, communicated annually in the annual strategy report. 
 
 

 
Program/Service Description 

TBRI®, a holistic, attachment-centered approach, 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.26, 27 
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 physiological needs of the child, including 
building self-regulation skills.28 Correction principles refer to addressing behavioral needs and 
building social competencies. TBRI® principles can be applied in schools, homes, residential 
facilities, and other community settings where children have experienced maltreatment, abuse, 
neglect, multiple home 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 train others/organizations on TBRI-
Caregiver, which is the focus of this evaluation.  
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Study Description 
Evaluation Purpose 
The purpose of this evaluation is to build rigorous evidence on TBRI-Caregiver with the goal of moving 
the intervention from its current “promising” rating to a “well-supported” Clearinghouse rating. A 
randomized controlled trial (RCT) is being conducted to measure program impact on child well-being, 
adult well-being, and child permanency outcomes for children/youth ages 2–17 placed with kinship, 
foster, or pre-adoptive caregivers. Specifically, the evaluation seeks to demonstrate a sustained favorable 
effect of at least 12 months beyond the end of treatment on at least one target outcome.  

Learning Goals 
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, and 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).  

 
Research Questions 
The outcome evaluation focuses 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, less/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 Strengths and Difficulties Questionnaire 
(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 Parenting Relationship Questionnaire 
(PRQ)? 
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Impact Estimate 
Measurement of Constructs 
Table 1 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, less/more restrictive placement, and placement stability. 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 1. Evaluation Outcome Domains, Constructs, Indicators, and Measurement 

Outcome 
Domain 

Outcome 
Construct 

Outcome Indicator Outcome Measurement 

Child 
permanency  

Planned permanent 
exit 
 
Less/more 
restrictive 
placement 
 
 
 

 
Placement stability 

Yes (reunification 
adoption, 
guardianship/Allocation of 
Parental Responsibilities).  
 
Yes for less restrictive 
(move to kinship care)  
Yes for more restrictive 
(move to foster care or 
congregate care). 
 
Number of placement 
moves. 

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. 

Child well-being  Behavioral and 
emotional 
functioning  

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

Change over time 
(baseline/post and 
baseline/follow-up) on SDQ29 

Adult well-being Parenting practices 
 

 
Mental or 
emotional health  

Child attachment and 
supportive parental 
behavior. 
 
Caregiver and relationship 
stress. 

Change over time 
(baseline/post and 
baseline/follow-up) on PRQ.30 
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Steps to Building Evidence 
This RCT is evaluating the same version of TBRI-Caregiver currently rated by the Clearinghouse and 
building on existing evidence. As such, the first three steps of the Colorado Steps to Building Evidence 
(program design, identify outputs, and assess outcomes) were already accomplished. The evaluation 
seeks to build additional causal evidence via Steps 4 and 5 for TBRI-Caregiver. 

 
Steps 4 and 5: Attain Causal Evidence 

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

https://coloradolab.org/our-approach/#stepstobuildingevidence
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Methods 
Design Overview 
The evaluation design is an RCT of TBRI-Caregiver using a treatment as usual (TAU) control group 
design (control group caregivers 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 are randomly assigned 
by participating counties into treatment and control conditions.  

The treatment group receives TBRI-Caregiver training from Raise the Future (RTF) in the 
Collaborative Foster Care Program (CFCP) counties, which includes Jefferson, Arapahoe, and 
Douglas, and CASA of Larimer County (CLC) in Larimer County (“Implementation Partners”). The 
inclusion of two training providers helps 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 is not required for caregiver and 
child outcomes to be assessed because an intent-to-treat (ITT) analytic design is used. Dosage and 
completion rates will be considered in additional analyses. 

The control group receives TAU from participating counties, which could include trauma-informed 
services. Some certified and uncertified kin caregivers receive Colorado Kinnected services (an 
evidence-based kinship navigator program), while others typically receive standard kinship 
supports. Across all 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. Caregivers assigned to the treatment group may also receive these “usual 
or typical services” as part of their out-of-home care provider role. 
 
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 the CFCP counties and Larimer County with at least one child (ages 2-17) placed in 
their care. For the purposes of the evaluation, participating caregivers are asked to identify a 
“primary” child that is the focus of well-being assessments and child welfare outcomes. Although 
the caregiver ultimately has discretion on which child to select, consistent instructions are provided 
to ensure alignment with study eligibility and associated measures.  
 
Data Analysis 
To ensure that randomization is not comprised, an ITT analysis is used so caregivers assigned to 
TBRI-Caregiver are analyzed in the treatment condition and caregivers assigned to “treatment as 
usual” are analyzed in the control condition. Once participants are randomized into the treatment 
group they are 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. 
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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). 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 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 evaluation will incorporate an analysis of differential reach and access to 
help meet Colorado’s learning goals, as sample size allows. 
 
Administrative Outcome Data 
The CSU evaluation team will complete quantitative descriptive, comparative, and inferential data 
analysis on the administrative outcome data on child permanency. The number of placements 
(interval) within 6 and 12 months beyond end of treatment will be analyzed using independent 
samples t-test or an equivalent regression model including any covariates that did not meet 
baseline equivalence. For less/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 less or more restrictive 
placement 6 and 12 months beyond 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 at 6 and 12 months beyond tend of treatment.  
 
Limitations 
The following are potential limitations of the evaluation design and data collection methods.  

1. Screening: Eligible caregivers are 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 are 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 supports, foster 
caregivers and pre-adoptive caregivers may have a larger continuum of potential 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. This will be tracked throughout the enrollment period and the assignment 
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probabilities adjusted if needed. The process evaluation will also document the “treatment 
as usual” conditions for the control group.  

3. Attrition: There may be attrition at multiple levels of the evaluation. First, there is attrition 
after the assignment stage based on the participant uptake rates for a voluntary program. 
The opportunity to participate in a 24-hour training is more appealing to some caregivers 
than others. Second, there will be attrition at the assessment level, particularly at 6 months. 
To address this limitation, attrition rates are closely tracked during the evaluation to inform 
caregiver engagement strategies.  

4. 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. As such, the 6-month SDQ will be administered if the primary child was under 
the caregiver’s care for any time within the 6 months before the follow-up period.   

5. 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 is asked before assignment, it is not 
feasible to also ask caregivers if they were previously offered TBRI-Caregiver and declined. 

 

Data Sources 
The full evaluation uses outcome data from two sources:  

1. Child well-being as measured by the Strengths & Difficulties Questionnaire (SDQ).31 Within 
the child well-being outcome domain, the SDQ measures behavioral and emotional 
functioning outcomes. The SDQ has three different age-level assessments: caregivers of 
children ages 2–4, caregivers of children 4–10, and caregivers of children ages 11–17. 

2. Adult well-being as measured by the Behavior Assessment System for Children, Third 
Edition, Parenting Relationship Questionnaire (PRQ).32 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 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 full evaluation will use process data from one source:  

1. TBRI® Fidelity Checklist. The TBRI® Fidelity Checklist was used to measure fidelity to TBRI-
Caregiver. With the checklist, participants rate their experience of key session objectives for 
each of the eight TBRI® modules. As shown by the Clearinghouse, this tool has been utilized 
in numerous studies and determined by program developers to be an appropriate measure 
of intervention content, quality, and fidelity. 
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Results 
Finding #1 

 The caregiver enrollment rate was 26.3% for the first nine cohorts of the 
full evaluation with 53.2% of selected and eligible family foster caregivers 
enrolling and 14.3% of kinship caregivers enrolling. 

 

Selection 
• As of May 31, 2026, 191 caregivers across nine cohorts (September 2025–May 2026) were 

selected for the full evaluation. The CSU evaluation team selected a representative 
distribution of caregivers across the four placement types: family foster care, kinship 
foster care, kinship care (DHS custody), and kinship care (non-DHS custody); and across 
seven length-of-stay ranges: 30–60 days, 61–90, 91–120, 121–180, 181–240, 241–360, 
and 360+. The selection process accounted for workload by ensuring that caseworkers 
received a maximum of one selected caregiver for each cohort. 

 
Eligibility  

• After the three secondary eligibility screens (RTF and CLC cross-checking selected 
caregivers with their training logs, caseworkers determining if the current placement was 
closing “imminently” or if the caregiver did not speak English or Spanish, and caregivers 
self-reporting completion of TBRI-Caregiver from other sources), 39 caregivers were 
deemed ineligible for the evaluation: 6 previously completed TBRI-Caregiver, 31 
placements were imminently closing, and 2 caregivers did not speak English or Spanish. 
152 of the 191 selected caregivers were eligible for the evaluation (79.6% eligibility rate). 

 
Enrollment 

• As of May 31, 2026, 40 of the 152 selected and eligible caregivers consented and 
completed the pre-assessment and thus were enrolled (26.3%). 112 did not consent 
(73.6%). The enrollment rate was 22% in the pilot evaluation. 

• As displayed in Table 2, 53.2% of eligible family foster caregivers enrolled in the RCT while 
only 15.4% of eligible kinship foster caregivers, 15.4% of eligible kinship caregivers (DHS 
custody), and 7.1% of eligible kinship caregivers (non-DHS custody) enrolled. 

 
Table 2. Preliminary Enrollment Rates by Placement Type 

Placement Type Selected Eligible Enrolled 

Family Foster Care 51 47 25 

Kinship Foster Care 80 65 10 
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Placement Type Selected Eligible Enrolled 

Kinship Care (DHS 
Custody) 

35 26 4 

Kinship Care (Non-
DHS Custody) 

25 14 1 

Total 191 152 40 

 
Assignment 

• As of May 31, 2026, 19 caregivers were randomized into the treatment group and 21 
caregivers were randomized into the control group.  

 
Training 

• As of May 31, 2026, two caregivers completed training, four caregivers partially 
completed training, two caregivers were in process with training, three caregivers were 
still being scheduled for training, two caregivers scheduled but did not complete any 
training before the placement closed, and six caregivers declined training after repeated 
unsuccessful attempts to schedule. 

 
Assessment 

• As of May 31, 2026, 18 caregivers completed the post-assessment (nine in the treatment 
group and nine in the control group) and five were pending completion (the post-
assessment is being administered approximately 4 months after assignment).  

 
Baseline Equivalence 
The CSU evaluation team assessed preliminary baseline equivalence for the full evaluation sample 
using the direct pre-test of the SDQ and PRQ well-being assessments, the number and type of 
previous out-of-home placements and level of placement restrictiveness (based on kinship or 
foster care placement) for the primary child. The following demographic characteristics (all 
collected from Trails at the time of participant randomization) were tested for baseline 
equivalence: 

1. Caregiver and primary child race/ethnicity (White, Black, Hispanic, Asian, American 
Indian/Alaska Native, and Hawaiian/Other Pacific Islander). 

2. Caregiver family structure (couple, single, and widowed). 

3. Caregiver and primary child age. 
 
For the pilot baseline equivalence analysis, socioeconomic status was not included because there 
is currently no socioeconomic status (SES) proxy variables for foster caregivers. This is a limitation 
that will be addressed in the full evaluation. For the final full evaluation analysis, the CSU 
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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. 

 
As displayed in Table 3, baseline equivalence (between -0.05 and 0.05) was achieved for 
Caregiver Age, PRQ-Attachment, and PRQ-Relational Frustration. The following variables fell into 
the adjustment range between 0.05 and 0.25 or -0.05 and -0.25: Child Age, Caregiver Caucasian, 
Caregiver Hispanic, Prior Placement, PRQ-Discipline Practices, PRQ-Involvement, PRQ-
Communication, SDQ-Conduct Difficulties, SDQ- Emotional Difficulties, SDQ-Peer Difficulties, and 
SDQ-Hyperactivity. All other variables fell outside of the adjustment range, but this is likely due to 
the small sample size in the preliminary stage of the full evaluation. 
 
Table 3. Preliminary Baseline Equivalence (N = 40) 

Variable Standardized Mean Difference 

Child age 0.21 

Caregiver age 0.05 

Foster -0.367 

Kinship 0.612 

Caregiver Caucasian 0.111 

Caregiver Hispanic 0.123 

Caregiver African American -0.626 

Single -0.961 

Couple 0.961 

Child Caucasian -0.257 

Child Hispanic 0.46 

Child African American -0.626 

Financial Stress -0.407 

Prior Placement (Any) -0.14 

Prior Foster Placement -0.435 

Prior Kinship Placement 0.435 

Prior Congregate DYS Placement -0.626 

PRQ - Attachment 0.017 
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Variable Standardized Mean Difference 

PRQ – Discipline Practices -0.177 

PRQ – Involvement  -0.117 

PRQ – Relational Frustration -0.049 

PRQ - Communication -0.056 

SDQ – Conduct Difficulties -0.198 

SDQ – Emotional Difficulties 0.141 

SDQ – Peer Difficulties 0.125 

SDQ - Prosocial 0.553 

SDQ - Hyperactivity -0.221 

 
Finding #2 

 Full evaluation updates consisted of implementing refinements made for 
eligibility, recruitment, and training processes. 

 

Eligibility Process  
• Arapahoe County agreed to include their non-certified kinship caregiver population in 

the full evaluation. The CSU evaluation team onboarded their caseworker team to 
prepare for a July 2026 cohort to be selected. This approach was approved by the 
Colorado Lab’s methodological consultant. To further increase the pool of eligible kinship 
and foster caregivers, the CSU evaluation team is in conversation with Denver County to 
include them in the full evaluation with Larimer, Jefferson, Arapahoe, and Douglas 
counties. Adams County declined participation in the evaluation. 

Recruitment Process  
• The CSU evaluation team attended caseworker and supervisor meetings and collected 

feedback on what caseworkers hear from caregivers about recruitment and outreach. 
 
Training Process  

• Caseworkers support the training teams from RTF and CLC by reaching out to caregivers 
who experience challenges in scheduling and completing TBRI-Caregiver training. 

• The CSU evaluation team is exploring the option of RTF and CLC offering an informational 
meeting so that caregivers assigned to the treatment group can get a better sense of the 
benefits of TBRI-Caregiver training. 
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Finding #3 
 There were no statistically significant differences between the treatment 

and control groups on the PRQ, although there were sizeable differences 
on attachment, communication, involvement, and relational frustration 
with the treatment group showing improvement on these scales. There 
were no statistically significant differences between the treatment and 
control groups on the SDQ scales. 

 
As of May 31, 2026, 18 enrolled caregivers completed both the pre- and post-assessment (nine in 
the treatment group and nine in the control group). The group pre/post difference represents the 
difference in score from pre-to-post for the treatment group minus the difference in score from 
pre-to-post for the control group. An increase from pre-to-post indicates an improvement on the 
attachment, communication, involvement, and relational frustration scales, while a decrease 
from pre-to-post indicates an improvement on the discipline practice scale.  
 
As displayed in Table 4, there were no statistically significant differences on the PRQ scales. There 
were sizeable differences between the groups on attachment, communication, involvement, and 
relational frustration with the treatment group showing improvement on these scales.  
 
Table 4. Preliminary PRQ Pre/Post Difference Results (N = 18) 

Scale Control 
Pre/Post 

Difference 

Treatment 
Pre/Post 

Difference 

Group Pre/Post 
Difference 

P Value 

Attachment -1.3 0.6 1.9 0.39 

Communication 
(ages 6-17 only) 

-0.7 1.4 2.1 0.16 

Discipline 
practices 

2.2 0.6 -1.6 0.24 

Involvement -1.6 -0.2 1.4 0.49 

Relational 
frustration 

0.0 2.0 2.0 0.45 

 
As displayed in Table 5, there were no statistically significant differences on any of the SDQ 
scales. An increase from pre-to-post on any of the scales indicates an improvement. There was a 
sizeable difference between the groups on emotional difficulties with the treatment group 
showing improvement on this scale. 
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Table 5. Preliminary SDQ Pre/Post Difference Results (N = 18) 

Scale Control 
Pre/Post 

Difference 

Treatment 
Pre/Post 

Difference 

Group Pre/Post 
Difference 

P Value 

Conduct 
difficulties  

-0.2 -0.3 -0.1 0.84 

Emotional 
difficulties  

-0.7 0.5 1.2 0.2 

Hyperactivity 0.5 1.0 0.5 0.36 

Peer difficulties  -0.1 0.3 0.4 0.45 

Prosocial  -0.2 -0.2 -0.1 0.92 

 
Finding #4 

 Sixteen TBRI® fidelity checklists were completed to date during the full 
evaluation. Overall, training adherence and quality and participant 
responsiveness met fidelity based on ratings by the RTF and CLC trainers. 

 
The TBRI® Participant Fidelity Checklist (“Fidelity Checklist”) was developed by TCU to regularly 
assess the fidelity of trainings being delivered to study participants. The Fidelity Checklist also 
allows for establishing fidelity across virtual, in-person, and hybrid delivery of TBRI-Caregiver. 
Each checklist assesses three main components of the training: 1) adherence to the model, 2) 
session quality, and 3) participant responsiveness. Adherence measures how well the 
curriculum/module was covered, in accordance with the TBRI-Caregiver Package, the training 
manual developed by TCU. Session quality measures how effective/skillful the facilitator delivered 
the module. Participant responsiveness measures participant engagement with the material and 
behavior during the training. Facilitators respond to questions under each of the three 
components with a rating of 0 (none/not at all) to 3 (all/very). For all three components, an 
overall rating is generated based on the average of responses for that category. According to TCU, 
a mean score of 2 meets fidelity standards based on the following scale: (0) poor (1) fair (2) good 
(3) excellent. 
 
As of May 31, 2026, 16 fidelity checklists were completed during the full evaluation. As displayed 
in Table 6, adherence among the eight modules for which checklists were completed was 
relatively high (2.94 out of 3 total points), indicating that facilitators felt they were covering the 
material as outlined in the manual. Session quality was also rated highly (2.91 out of 3 total 
points), indicating that facilitators were able to establish a safe and supportive environment, 
model TBRI to participants through interactions with others, and provide space to practice skills. 
Participant responsiveness was rated the lowest (2.64 out of 3 total points), indicating some room 
for improvement with caregiver engagement. Overall, these results indicate that fidelity was met 
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for training adherence and quality and participant responsiveness based on the TCU threshold. 
While only two fidelity checklists have been completed for in-person training delivery, scores 
were consistent with the training modules delivered virtually. The CSU Evaluation Team shared 
preliminary results from the Fidelity Checklists with RTF and CASA of Larimer County to facilitate 
conversations about training strategies to maintain fidelity of TBRI-Caregiver. 
 
Table 6. Preliminary Fidelity Checklist Results (N = 16) 

Module # of 
Completed 

Checklists 

Mode of 
Delivery 

Overall 
Adherence 

Overall 
Session 
Quality 

Overall 
Participant 

Responsiven
ess 

1  3 In-person 
(1)/ Virtual 
(2) 

3 2.9 3 

2  2 In-person 
(1)/ Virtual 
(2) 

2.8 3 2.83 

3  1 Virtual 3 3 2.5 

4 1 Virtual 2.9 3 2.5 

5 2 Virtual (2) 2.95 2.7 2 

6 2 Virtual (2) 2.95 2.85 2.75 

7 2 Virtual (2) 2.95 3 3 

8 2 Virtual (2) 2.95 2.85 2.5 

Total 16  2.94 2.91 2.64 



 

 

 
 

 
 

Making Data Actionable 
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Making Data Actionable 
This Hub model advances Colorado’s vision for Evidence-Based Decision-Making (EBDM). EBDM 
recognizes that research evidence is not the only contributing factor to policy and budget 
decisions. It is the intersection of the best available research evidence, community needs and 
implementation context, and decision-makers’ expertise. As detailed below, lessons learned 
capture actionable insights primarily based on the best available research evidence. This report 
can be paired with community needs, implementation context, and decision makers’ expertise to 
make these findings more actionable for Colorado’s children, youth, and families. 
 
Recommendations/Implications 
There are no recommendations or implications from the preliminary findings for the child welfare 
field in terms of research, programs, practice, or policies. However, there are several notable 
lessons learned.  
 
Lessons Learned 
Variable levels of enrollment by placement type 
Through the first 9 months of the full evaluation, it appears that family foster caregivers are more 
likely to enroll than are kinship caregivers of all types. This has implications for achieving the 
requisite sample size for the evaluation, as kinship caregivers comprise a larger percentage of 
eligible caregivers from participating counties. It also has implications for caregiver engagement 
processes, as caseworkers may need to provide additional support and encouragement to kinship 
caregivers who may face additional barriers to participating in voluntary services. 
 
Persistent challenges in training engagement 
The training teams from RTF and CASA of Larimer County continue to face challenges in 
scheduling treatment group caregivers for TBRI-Caregiver training. Even though RTF adjusted 
their training schedule to allow for a cohort model that has been effective for CLC, caregivers 
from the CFCP are still struggling to commit to training options that fit their busy schedules. 
Furthermore, caregivers who begin the training sequence are taking longer than expected to 
complete as life circumstances (e.g., health challenges, work schedules) create pauses in 
scheduling future training modules. 
 
Kinship care placement at higher risk for ineligibility 
As displayed above in Table 2, 25% of kinship placements were deemed ineligible during the 
secondary screening process with the primary reason being imminent closure. This makes sense 
given the more temporary nature of kinship placements but has implications for the selection of 
kinship caregivers for the full evaluation. The CSU evaluation team is sensitive to the tenuous 
nature of kinship placements and tries to ensure sufficient transition time for the caregivers 
before selection. However, this may lead to more placements being at imminent risk of closure 

https://coloradolab.org/evidence-based-decision-making/
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when ultimately selected for the evaluation. Relatedly, some kinship and non-relative foster care 
placements ended before caregivers could schedule or complete TBRI-Caregiver training, which 
may impact the robustness of the ITT design. 
 

Conclusions 
The following are conclusions that intersect the challenges, preliminary findings, and lessons 
learned from the full evaluation. 

1. The full evaluation demonstrated the strengths of the evaluation design, sampling plan, 
recruitment, enrollment, randomization procedures, assessment data collection 
processes, baseline equivalence analyses, and collaborative practices.  

2. Preliminary results from the PRQ show potential to find statistically significant differences 
between the treatment and control groups as the overall sample size grows. The well-
being assessment process is working as designed with enrolled caregivers completing the 
post-assessment when prompted. 

3. The leadership team and county caseworkers continued to be fully engaged in the full 
evaluation by supporting the recruitment of selected caregivers and documenting 
multiple touchpoints to support and encourage caregivers to enroll in the evaluation.  

4. The training teams from RTF and CLC remain committed to supporting caregivers in the 
training process and are open to enhancement such as caseworkers outreaching to 
caregivers to assist in training scheduling and completion. The CSU evaluation team 
continues to work closely with TCU to troubleshoot and problem solve the identified 
training challenges. Additionally, the TBRI-Caregiver trainers are demonstrating training 
adherence, quality, and participant responsiveness that meet fidelity standards based on 
preliminary results from the TBRI® fidelity checklists.
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