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Chapter 6. Practitioner-administered measures as 

boundary objects between research and practice: The 

case of an actuarial risk assessment tool for Child and 

Youth Protection Services5 

Abstract 

Practitioner-administered measures are increasingly used to evaluate performance and 

outcomes as well as effectiveness of interventions of public sector organisations, such 

as routine-outcome measurements in (mental) healthcare. Despite availability of 

frameworks for enhancing their feasibility, low implementation rates jeopardise their 

potential. This study introduces the concept of boundary object to reconceptualise the 

relationship between research and practice as shaped by routine-outcome measures. It 

studies the introduction of an actuarial risk assessment tool in the practice of a child 

and youth protection agency. It is found that the concept allows for a more symmetric 

consideration of the relation between research and practice throughout the phases of 

design, administering and data analyses. It refutes the image of practitioners primarily 

gathering data for research or management purposes, and provides clues to enhance 

feasibility, such as the inclusion of experimental items and the construction of a shared 

research agenda. The study holds lessons for the field of evaluation regarding bridging 

the gaps between research and practice, and contributes more broadly to the scholarly 

debate about accountability versus learning in the field of evaluation.  

                                                      
5 This chapter is based on an article that is under review of Evaluation: B.J. Regeer, J.S.M. van 

Veelen, I. Busschers, M.A.H.M. Dinkgreve & J.E.W. Broerse (under review). Practitioner-administered 
measures as boundary objects between research and practice: The case of an actuarial risk assessment tool 
for Child and Youth Protection Services. Evaluation. 
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6.1 Introduction 

A strong proliferation of performance and outcome measurement has been witnessed 

in the public sector in the wake of the New Public Management discourse (Van Thiel 

& Leeuw, 2002). In order to make public sector processes more efficient and effective, 

hospitals, educational institutions, police, child welfare organisations and the like are 

expected to implement a range of performance and outcome measures in order to track 

progress and show results. In many instances, the number of organisational units 

responsible for evaluation has increased in the public sector (Van Thiel & Leeuw, 2002). 

At the same time, those involved in the execution of policies are asked to deliver data 

and information to inform management. A pertinent example is the increasing use of 

routine outcome measurement (ROM) in healthcare since the 1990s (Lambert et al., 

2003; Veerbeek, Oude Voshaar, & Pot, 2012). ROM involves the systematic and routine 

collection of data about patients’ functioning and well-being, in order to allow for the 

large-scale accumulating of clinical and outcome data (e.g. Hall et al., 2014; Lambert et 

al., 2003; Slade, Thornicroft, & Glover, 1999). Practitioners (clinicians, nurses) are 

expected to administer a selection of validated scales during their clinical practice. 

Resulting data can be used for adjusting treatment plans, evaluating interventions or 

monitoring organisational performance. 

Despite many efforts to embed ROM into practice, uptake remains a challenge (e.g. 

Boswell, Kraus, Miller, & Lambert, 2015; Hancock, Scanlan, Honey, Bundy, & O’Shea, 

2015; Hatfield & Ogles, 2004; Kightley, Einfeld, & Hancock, 2010; Thornicroft & Slade, 

2014). Besides system level challenges (e.g. lack of financial compensation, supporting 

IT systems, and management commitment, see Boswell et al., 2015), uptake is impeded 

by clinicians’ resistance. First, it takes time. Slade et al. (1999), referring to Marks (1998), 

state that in practice it takes 15 minutes to rate and record a ten-item scale, adding up 

to 45 minutes when taking measures pre-treatment, post-treatment and at follow-up 

(see also Batty et al., 2013; Boswell et al., 2015; Hall et al., 2014). This is considered time 

taken off from the core business of clinical practice; engaging with patients, making a 

treatment plan, administering treatment, etc. Second, it is often unclear to what extent 

administering the measures adds value to both the clinician and the client. Clinicians 

often assume that outcome monitoring is a distraction rather than an aid to treatment 

(Boswell et al., 2015; Hatfield & Ogles, 2004; Martin, Fishman, Baxter, & Ford, 2011), 

despite the empirical evidence of its added value in providing clinicians with actionable 



Boundary objects between research and practice 

 
159 

data, providing service users with insight into change over time, supporting therapeutic 

alliance, improving early detection of treatment resistance, and improving treatment 

outcomes (Boswell et al., 2015; C. L. Hall et al., 2014; Lambert et al., 2003; Norman, 

Dean, Hansford, & Ford, 2014). Third, appropriate measures may not be available (C. 

L. Hall et al., 2014) or not acceptable to professionals, because of their quantitative, 

systematic approach to increasing understanding (Harnett, Loxton, Sadler, Hides, & 

Baldwin, 2005; Johnson, 2013). Finally, the ROM purpose may not always be acceptable 

to professionals; in that performance assessment may be considered undesired 

judgement, and services could be unfairly compared by managers and commissioners 

(Callaly, Hyland, Coombs, & Trauer, 2006; Slade et al., 1999). 

Solutions that are suggested to overcome these implementation challenges often 

emphasise that trade-offs should be made between requirements originating in the 

world of research and in the world of practice. Wolpert et al. (2012, p. 129) state that 

“reliability has to be balanced against questionnaire length, [and] specificity of problems has to be 

balanced against sufficient generality”. In this article, we take an alternative position, by 

conceptualising routine outcome measures as boundary objects, simultaneously fulfilling 

research and practice requirements.  

This conceptualisation provides a way of overcoming the evaluation-utilization gap, and 

may therefore hold important lessons for evaluation research. Considering the increased 

demands on public sector institutions to provide data and information on the 

effectiveness and efficacy of their services and the strains this places on resources (Van 

Thiel & Leeuw, 2002), in this article we explore how a practitioner-administered 

measure may be constructed, administered and analysed in such a way that it can act as 

a boundary object between research and practice. In this way, complying with 

accountability demands can be combined with improving field-level practice. Given the 

continuous challenge of acquiring performance and outcome data from professionals, 

improving its perceived usability in practice is an important pathway to explore. 

Moreover, it contributes to the efforts of those public services that are trying to find 

ways to improve the efficacy of their services in order to enhance their contribution to 

social change in areas such as child and youth protection, criminality, quality of 

healthcare, public housing and education, by introducing learning and reflection into 

their work approach (Seddon, 2008). 
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This study takes place in the context of the agency Child and Youth Protection Services 

Amsterdam (CYPSA) in the Netherlands. Over the past five years, the organisation has 

introduced and implemented a new work approach for integrated child protection and 

youth parole services called Intensive Family Case Management (IFCM), which builds 

on the principles of Functional Family Parole and Probation Services (FFP) (Busschers 

et al., 2016). The primary process of case managers changed from working with 

individual children or young people, to also including their families. Furthermore, it 

changed from controlling and referring, to facilitating change within families and 

connecting families to appropriate local services. A radical organisational 

transformation accompanied the new work approach, creating organisational structures 

to support the new way of working (Van Veelen et al., 2017). With case managers 

trained, and new organisational structures in place, in 2014 the board of directors 

commissioned a consortium of researchers, from outside and within the organisation, 

to embark on the evaluation of the effectiveness of IFCM. One important requirement 

was given: the evaluation had to align with the core principles of IFCM itself, in terms 

of its aspiration to evoke learning at all levels (family, case managers, organisation, 

network partners); it was to be a Learning-oriented Effectiveness Study. This implies 

that the measures that are used to assess the effectiveness of IFCM at the same time 

have to contribute to the core processes of the practitioners in the organisation. We 

therefore consider the measures acting in two different social worlds: the world of 

research/management and of child welfare practice. In this context, we conducted an 

in-depth analysis of one such measure: a child safety and risk assessment instrument 

called the Actuarial Risk Assessment Instrument for Youth Protection (in Dutch 

Actuarieel Risicotaxatie Instrument voor Jeugdbescherming, ARIJ, Van der Put, Assink, 

& Stams, 2015). 

In the next section, we will review the implementation of practitioner-administered 

measures and introduce the concept of measures as boundary objects between research 

and practice.  

6.2 Theoretical background 

6.2.1 Adjusting practice to the tool (strategy 1) 

Considering literature on the implementation of practitioner-administered measures, we 

observe that measures usually originate in the world of research, where they are 
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developed and validated, after which they need to be implemented in the world of 

practice. Typically, implementation efforts are geared towards assuring continued 

validity and reliability of the measurements (e.g. Martinez, Lewis, & Weiner, 2014). To 

give an example: a reconstruction of the implementation perspective found in a study 

on the implementation of an actuarial risk assessment instrument for case managers of 

criminal offenders in the USA (Johnson, 2013) leads to a research-based perspective on 

the implementation of practitioner-administered measures. Johnson (2013) states that 

after selection of the instrument, the instrument should be validated for use with the 

intended population and the inter-rater reliability should be tested. Next, practitioners 

need to be trained in how to score the instrument in a reliable way. To overcome 

resistance, training should also focus on the rationale, theory and research that supports 

the use of the instrument (Johnson, 2013; Latessa & Lovins, 2010). As Johnson 

indicates, “training is crucial to staff buy-in” (2013, p. 42). Other means to tackle staff 

resistance include the support of supervisors, as “line staff (…) will follow suit if supervisors 

are less than enthusiastic about the instrument and risk assessment process” (2013, p. 42), and the 

use of overrides, allowing practitioners to use their “clinical judgment in the decision-making 

process” (2013, p. 44). Furthermore, implementation of a new instrument involves setting 

up quality assurance measures. These include periodic audits by trained auditors, yearly 

inter-rater reliability studies to ensure consistent scoring by staff, and five-yearly re-

validation of the instrument (Johnson, 2013). Quality assurance measures are important 

as they “prevent deterioration of staff skills which typically results in deterioration of the risk assessment 

process as a whole” (Johnson, 2013, p. 42). 

In all, we see that the validity and reliability of the instrument are the primary concern 

in the implementation process; the instrument is defined by the norms ascribed to it by 

the world of science. Any aspect that may harm the validity or reliability of the findings, 

such as low completion rates because of staff resistance, or deterioration of staff skills, 

needs to be mitigated. The strategy that is used in this science-based perspective on the 

implementation of practitioner-administered measures, is adjusting practice to the 

measure (see Figure 6.1, strategy 1), through (repeated) training and through quality 

assurance measures. The norms and values from the world of practice hardly play a role 

in this conception (except for the aspects that jeopardise its validity and reliability in 

practice). 
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Figure 6.1: Two strategies to bridge the implementation gap of practitioner-administered 
measures 

6.2.2 Adjusting the tool to practice (strategy 2) 

Evidence shows that the strategy of adjusting the practice to the tool through staff training 

and motivation is no guarantee for its uptake; embedding practitioner-administered 

measures in practices still faces challenges, as discussed in the introduction. To 

overcome implementation challenges, scholars have conceptualised characteristics of 

feasibility of instruments and assessment schedules. Hall et al. for instance state that 

“measures should be simple and quick to complete, cost-effective and easy to interpret” (2014, p. 239, 

referring to Fitzpatrick, Davey, Buxton, & Jones, 1998). Similarly, Slade et al. (1999) 

argue that to increase feasibility of assessments that take place in a routine manner in 

clinical settings (i.e. by staff that do not normally conduct research), it is important for 

the measure to be brief, simple, available, acceptable and valuable. Slade et al. (1999) 

provide a check-list with these criteria for investigating the feasibility of a standardised 

measure and a framework for introducing these measures into practice. Subsequently, 

this work has been used subsequently by other scholars to adjust measures to practice 

and make their use in routine practice more feasible. Thus, the second strategy for the 

implementation of practitioner-administered measures is to adjust the tool to practice 

(see Figure 6.1, strategy 2). 

Despite these efforts and despite the availability of a framework for feasibility, 

completion rates, even of mandated outcome measures, remain variable (e.g. Hancock 

et al., 2015). It is suggested that the lack of perceived value and poor acceptability by 

practitioners are reasons for poor ‘compliance’ in outcome measurement (Garland, 
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Kruse, & Aarons, 2003; Hancock et al., 2015; Patterson, Matthey, & Baker, 2006; 

Trauer, Callaly, & Herrman, 2009). Relevant outcome measures may vary between 

patients, whereas from a research or management point of view, standardised measures 

are preferred as they allow for comparisons across study populations (Fitzpatrick et al., 

1998; Thornicroft & Slade, 2014). Thus, the different sets of criteria for both science 

and practice seem to place unrealistic demands on the instrument and limit chances of 

success. This may be overcome by employing two separate versions of outcome 

measures, one for clinical use and one for research (Slade et al., 1999), but in this article, 

we explore an alternative, third, route. 

6.2.3 Measures as boundary objects (strategy 3) 

There is much evidence to suggest that brevity (e.g. it looks short), simplicity (e.g. easy 

to use) and availability (e.g. easily accessible) are indeed important criteria that influence 

whether practitioners will or will not administer the measure in practice. It is, however, 

not self-evident that the criteria of acceptability (e.g. language and concepts salient to 

practitioners) and value (e.g. supporting clinical decision-making) should only be 

applicable to the realm of practice; also for researchers an instrument must be 

acceptable and valuable. Reliability and validity increase acceptability from a researchers’ 

point of view and measures that yield insight into researchers’ fields of study increase 

value for researchers. We therefore suggest to consider these two criteria applicable to 

both the realm of practice and the realm of research. Rather than starting with valid and 

reliable instruments and making them applicable in practice (through strategies 1 and 

2), we will consider practitioner-administered measures as boundary objects bridging the 

realms of research and practice (see Figure 6.2, strategy 3). We expect that the concept 

of boundary objects will provide us with clues on how to make measures acceptable 

and valuable, concomitantly for science and practice. 

Introduced by Star and Griesemer (1989), the concept of boundary objects is increasingly 

used to better understand the gap between research and practice and facilitate 

collaboration between actors from different social worlds (e.g. Akkerman & Bakker, 

2011; Cash et al., 2003). Boundary objects are defined as those objects that cross the 

boundaries between multiple social worlds, used within and adapted to many of them 

“simultaneously” (Star & Griesemer, 1989, p. 408). They can be seen as “sit(ting) in the 

middle of a group of actors with divergent viewpoints” (Star, 1990, p. 46). These objects adapt to 

local needs within a social world, yet are “robust enough to maintain a common identity across 
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sites” (Star, 1990, p. 46). In this article, we suggest that for practitioner-administered 

measures to be effective and to overcome the implementation challenges mentioned 

earlier, it is beneficial to consider these measures as boundary objects: with a common 

identity, but at the same time adaptable to the needs and constraints of the parties 

employing them. The question we aim to answer is: how can a practitioner-administered 

measure be constructed, administered and analysed in such a way that it can act as a 

boundary object between research and practice? 

 

 

 

 

 

 

 

 

 

 

 

Figure 6.2: Measures as boundary objects between research and practice 

6.3 Methodology 

To explore practitioner-administered measures as boundary objects we used a 

qualitative case study design, which is frequently used in the social sciences to study 

complex, context-specific phenomena and is considered valuable for evaluation 

purposes (Baxter & Jack, 2008). A carefully selected case, studied with a robust research 

design, may contribute to theory building or the further specification of a theory 

(Flyvbjerg, 2016). Keeping this in mind, we will introduce our case and elaborate on the 

qualitative research methods used to explore practitioner-administered measures as 

boundary objects.  
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6.3.1 Data collection 

Data were collected between March 2015 and July 2016 using qualitative research 

methods (interviews and focus group discussions (FGDs)). 

Interviews with researchers 

The interviews were conducted by the first and second author. Interviews were 

conducted with six members of the Learning Effectiveness Study team to learn about 

their requirements for practitioner-administered measures from the realm of research 

and their views on measures functioning as boundary objects to increase the 

acceptability and value of these measures. The insights of all members were used for a 

broader understanding of the research topic, while the insights of the researchers 

involved in constructing the ARIJ (referred to as R1 and R2) were specifically used to 

answer the research questions of this study. 

Interviews with psychologists and case managers 

Interviews with two psychologists (both female, work experience of 8 and 9 years at 

CYPSA, referred to as P1 and P2) and six case managers (4 female and 2 male, work 

experience between 2 and 8 years at CYPSA, referred to as CM1 to CM6) were 

conducted by a researcher assistant, trained by and under supervision of the third and 

fourth author, to explore the experiences of the participants regarding the 

implementation, the use and the added value of the new practitioner-administered 

measure, ARIJ. In addition, participants were asked what they would further need to 

anchor the use of the ARIJ in their daily practice. Participants were recruited by an open 

invitation on the organisation’s intranet, the only requirement was being an employee 

for at least two years to ensure that participants had solid experience with both the old 

and the new measures. To avoid overlapping experiences, the psychologists and case 

managers all worked in different teams and regions.  

Focus group discussions with psychologists and case managers  

To enrich the data collected in the interviews, two FGDs took place. In these sessions, 

participants were asked to reflect on good-practices and obstacles from their experience 

of working with the new measures in comparison to the old measures. Moreover, the 

participants shared their ideas on the new measures functioning as boundary objects 

between research and practice. Participants were again recruited by an open invitation 
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on the organisation’s intranet. To avoid power differentials, the FGDs took place in 

two homogeneous groups, FGD1 was attended by three psychologists, while FGD2 

was attended by five case managers.  Both discussions took 90 minutes and were 

organised by a research assistant, in collaboration with the first and second author. 

6.3.2 Data analysis 

Interviews were audiotaped and transcribed verbatim to allow for in-depth, structured 

analysis. The FGDs were summarised based on the audiotapes. The interview 

transcripts and the discussion summaries were uploaded and coded by the first author 

in the qualitative data analysis software program ATLAS.ti, using the conceptual 

framework presented in Figure 6.2. During the coding process the conceptual 

framework was substantiated by three questions: (1) what are the requirements for a 

practitioner-administered measure from the realm of research, (2) what are the 

requirements for a practitioner-administered measure from the realm of practice, and 

(3) what makes the ARIJ, as a boundary object, acceptable and valuable. The coding 

was checked by the second author on consistency and completeness, followed by a 

discussion between the authors about interpretation and semantics.  

6.3.3 Ethical considerations 

In a formal introduction during the interviews and FGDs, participants were further 

informed about the content of the study and the procedure. Participants were notified 

that participation was voluntary and they could leave at any moment without giving 

reason and without further consequences. Verbal permission to audiotape, transcribe 

and analyse both the interviews and the FGDs was granted by all participants upon 

request; their anonymity was guaranteed. After the interviews, participants were updated 

on the findings of the interviews in a general monthly meeting, giving them the 

opportunity to verify the interpretation and provide feedback. In addition, summaries 

of the interviews with psychologists and case managers were sent to the participants for 

member check. Moreover, all employees of CYPSA were informed about research 

proceedings on the organisation’s intranet. Given the non-medical and non-invasive 

nature of this study, formal approval of a medical ethical committee was not required 

according to the Dutch law. No client-specific details, such as client treatment histories, 

were asked for by the researchers, nor shared by the participants.  
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6.4 Results 

From an implementation perspective (strategy 1 and 2 above), we can distinguish three 

phases in employing measures: (1) the phase of tool development, where primacy is 

with researchers; (2) data collection, where the primacy is with practitioners; and (3) 

data analysis where the primacy is again with the researchers to generate findings based 

on the collected data. In our case study of the ARIJ, rather than considering the measure 

as a tool to be implemented, we study in what sense the tool can be considered a 

boundary object between the worlds of research and practice.  

A measure, as a boundary object, needs to be both acceptable and valuable in the realms 

of research and practice. Practitioner-administered measures are special in that data 

collection happens by practitioners as part of routine practice. In essence, value is taken 

by practitioners during data collection itself (phase 2 – administration of the measure), 

whereas researchers gain value after data is collected (phase 3). Hence, our discussion 

of value in phase 2 will focus mainly on the realm of practice. Figure 6.3 summarises 

the study results, displaying ways in which a practitioner-administered measure can act 

as a boundary object, based on the concurrent criteria for acceptability and value for 

research and practice in phases 1-3. In our presentation of the findings, whilst following 

the three phases, we highlight that the concept data collection in the realm of research is 

termed use in practice in the realm of practice, and data analysis in the realm of research, is 

named making sense in the realm of practice. 

Although it can be argued that a risk assessment instrument that assists practitioners in 

taking decisions regarding the safety of the children under their supervision is, by 

definition, practice- rather than research-oriented, experience with the previous risk 

assessment tool, used in CYPSA (the LIRIK), shows that practitioners considered it an 

obligation. This was noted by one of the researchers:  

The LIRIK was seen by many practitioners as an obligation. Quickly answering the different 

questions, like … yes, … yes, …yes, …no, …yes, ….no, and then rapidly to the next step. 

[R1]   

The ARIJ is different in various respects. Rather than being an instrument that is 

imposed on practitioners, the ARIJ was developed based on the idea that the instrument 

should be an integral part of practice. At the same time, for researchers the instrument 

gives insight into risk factors and effectiveness of interventions. Herein, we will describe 
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how a practitioner-administered measure can be constructed (section 6.4.1), 

administered (section 6.4.2) and utilised (section 6.4.3) in such a way that it can act as a 

boundary object between research and practice. 

 

Figure 6.3: Boundary features of the ARIJ; acceptability and value for research and practice 

6.4.1 Constructing an actuarial risk assessment tool  

For an instrument to be valuable in the realm of research, it needs to be fit for purpose. 

As the value for researchers is not gained until data analysis, we will discuss the value 

from the perspective of research in phase 3. For an instrument to be acceptable in the 

realm of research, it first and foremost needs to be valid. Researchers involved in 

developing the ARIJ emphasised the importance of basing the instrument on scientific 

knowledge and empirical evidence to increase its validity. Hence, the design of the 

instrument was based on research which highlights that actuarial assessment 

instruments perform better than clinical judgement (e.g. Andrews, Bonta, & Wormith, 

2006; Hannah-Moffat, 2013). Risk assessment can be achieved by clinical judgment 

(subjective scoring of risk factors) or by actuarial risk assessment (weighted risk factors 

according to a fixed algorithm). In the latter case, different professionals reach the same 

outcome, regardless of their expertise (e.g. Dawes, Faust, & Meehl, 1989; Gambrill & 
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Shlonsky, 2001). One of the researchers stresses the importance of basing the 

instrument on evidence from literature, rather than clinical judgement: 

Some items were not necessarily recognised as useful by the practitioners. For instance, from 

literature it is very convincing that the item ‘have there been cases of maltreatment before in 

this family?’ is very predictive for future maltreatment. The past remains a very important 

predictor. In clinical practice, this is often not included in the assessment. While statistics say 

that if it happened before, the chances are that it happens again. [R1] 

To identify relevant risk factors, and to develop the algorithm to weigh them, the 

researchers first utilised the items of the former instrument (LIRIK). Predictive value 

was then determined by a retrospective analysis of cases in which LIRIK was used and 

outcomes were known (recurrence of child unsafety - manifested by return to CYPSA 

- was considered the primary outcome measure, see also Van der Put et al., 2015 for an 

overview). 

To determine the items, first the LIRIK was evaluated. So, to start with, we were limited to 

the variables in the old instrument, but of course there are many more. [R2] 

The selected items were discussed with practitioners: 

Based on this discussion, the number of items was reduced and we ran the entire analysis 

again. [R1]  

Moreover, a meta-analysis of literature identified risk factors that were not included in 

the LIRIK and hence not incorporated in the empirical research on the association 

between risk factors and recurrence, but are potential predictors for child maltreatment. 

We also added a number of experimental items, ten I believe. (…) Those were items purely 

from literature, they were not included in the LIRIK. [R1]  

For an instrument to be a boundary object, evidence needs to be interpreted as originally 

intended by the term evidence-based; integrating scientific knowledge, empirical 

evidence and clinical expertise (Sackett et al., 1996). Additional items were included 

resulting from an analysis of case files and conversations with a psychologist who was 

part of the team. 

 I had a group of students who coded 200 family files. The clinical perspective of the case 

managers is described in the files; they write about the risks they see for unsafety. So, I asked 

the students to code the variables in the files, besides the variables that were already covered 
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by the LIRIK. A few new variables came out (…), one was whether there had been police 

contact in the past. That is an important predictor for maltreatment that also follows from 

literature. These items were added as experimental items. [R2] 

As predictive power for these additional items was unknown, they are included as 

experimental items and not incorporated in the weighing of the factors.  

Item formulation was adapted based on discussions in development sessions. Some 

items were perceived ambiguous (e.g. items with double negatives), other items were 

considered to be vague. 

For example the safety check, it says: ‘Has there been severe physical abuse over the last 

period?’ There has been severe physical abuse in the past, but what do they mean by ‘over the 

last period’? Do we need to think about the last half year, our the last four, three or two 

weeks? It just keeps me wondering. [CM1]  

The term parent was replaced by child raiser. Twelve items were adapted and the 

formulation of all three conclusions was adapted:  

In our conversations with the behavioural expert, it was indicated what worked, what would 

be useful, or ‘this should be formulated differently’. (…) So, designing the tool happened in 

interaction between us and practice. [R2]  

The approach resulted in an instrument with 8 items for child safety assessment and 37 

items for risk assessment (see Box 6.1).  

To conclude this section, we will reflect on the question how a practitioner-administered 

measure can be constructed to bridge practice-research chasm. From this case, we learn 

that a participatory approach to constructing an instrument enhances its capacity to be 

meaningful in both social worlds. Through interaction, researchers became more 

acquainted with the practitioner language and understanding, and were able to adapt 

instrument formulation and lay-out to their needs.  Employing a participatory approach 

to overcome the practice-research gap is, however, not novel and alludes more to 

strategy 2 than to strategy 3. A more salient feature of the ARIJ case is that values from 

both worlds are inscribed in the object, particularly through the experimental items 

included in the instrument. Experimental items are acceptable to practitioners because 

they are based on their clinical judgement and hence recognisable and in accordance 

with their perspective. At the same time, by signifying them as experimental, they could 
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be omitted from the algorithm, making the conclusion (based solely on weighing the 

predictive items) evidence-based and hence acceptable to researchers. The inclusion of 

experimental items thus contributes to making the ARIJ a boundary object, adapting to 

the perspectives of two different worlds while maintaining a common identity across 

sites. 

Box 6.1: Description of the ARIJ actuarial risk and safety assessment tool: 

The ARIJ includes two distinct assessments: 1) an assessment of immediate child safety (safety 

assessment), and 2) a prediction of future child maltreatment (risk assessment) to determine 

intervention urgency and intensity. 

It is an actuarial assessment instrument, which means that the risk factors are weighted 

according to a fixed algorithm and result in a conclusion.  

The safety assessment contains 8 items that can be answered with yes, no, unknown. 

Examples are: 

1. There is an (acute threat of) (serious) physical violence 

2. There is severe self-injury, suicide threat and / or acute psychosis 

3. There is a refusal of necessary and acute medical or psychological care 

After completing the safety assessment, one of the following three conclusions appears: 

 Protect child immediately  

 No current concerns about acute safety 

 Immediately complement safety assessment (when one or more factors are left 

blank) 

The risk assessment contains 37 items that can be answered with yes, no, unknown.  

Examples are: 

Are there indications of: 

1. Mental impairment of child raiser     

2. Child raiser himself is a victim of child abuse 

3. A problematic partner relationship  

In the analysis of the risk assessment, a distinction is made between dynamic (changeable) 

and static (unchangeable) risk factors. Weighing these factors, according to an algorithm 

based on empirical evidence, leads to the following conclusions:  

 The probability of future child unsafety (based on all risk factors) is: High / Medium 

/ Low 

 The extent to which this risk can be influenced, based on the above risk factors, is: 

High / Medium / Low 
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6.4.2 Administering the measure / using the measure in practice 

Post-construction, the ARIJ was implemented through repeated trainings, a video 

featuring an explanation by a psychologist, and a factsheet along with additional 

information on the organisation’s intranet. Case managers are expected to administer 

the safety and risk assessment with ARIJ when a family is first assigned, and repeatedly 

in the subsequent phases of case management. In weekly team meetings, or whenever 

a case is discussed, the ARIJ needs to be up to date to support decision making. Six 

months after implementation of the ARIJ, interviews were conducted with practitioners 

working at CYPSA, about their experiences with using the ARIJ in practice. 

Acceptability of the ARIJ in phase 2 

Acceptability of an instrument for researchers is not necessarily the same as for 

practitioners. An instrument needs reliability in order to be acceptable to researchers. 

Concerns about the reliability – and by extension validity - of the instrument are 

expressed when it is implemented in practice:  

Validity is much higher if you let researchers do the scoring, the predictive power can be really 

high then. But it is always a question what happens when a practitioner fills in such a 

questionnaire. [R1] 

Researchers indicate that they feel the process of developing the ARIJ contributed to 

its validity:  

Precisely because we have aligned the description of the items, thinking of a formulation that 

was understandable for both researchers and practitioners, the interrater reliability has increased. 

It also has to do with validity. If you have not correctly formulated the items, you are not 

measuring the things you want to measure. [R2]  

Psychologists, being academically trained, share the researchers’ perspective that data 

from administring the instruments should be reliable: 

It is important to consider the interrater reliability. That is why I regularly take a look at the 

ARIJ, at how they are filled in by the case managers, to see whether they understood the items 

correctly. [P1] 

For acceptability of an instrument by case managers, reliability is not the first concern. 

Rather, an instrument’s immediate apprehendability should be high. If an instrument 

raises doubt, or if it looks time-consuming, practitioners will be reluctant to use it. 
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However, beyond adjusting the instrument for brevity, clarity and simplicity (strategy 

2), we also see that the instrument evokes discussions that are inherent to something as 

difficult as assessing safety and risk.  

They ask for domestic violence. That makes me doubt. Yes, there was domestic violence a few 

months ago, but not recently. What should you fill in then? And when do we consider it to 

be domestic violence and when a regular brother-sister fight? [CM1] 

In order to deal with these doubts, the instrument is occassionally completed by all team 

members, and disparities are discussed in weekly interprofessional team meetings. A 

case manager indicates:  

We all filled in the ARIJ for one family and we discussed the outcomes in our weekly team 

meeting. You see that often there is discussion about how to score certain items. … We regularly 

discuss these things because one person thinks A, the other thinks B. It all depends on the 

practitioner’s perception of ‘acute’ or ‘psychiatric’. [CM1] 

Another case manager indicates:  

I really appreciate that, because in this way we help each other. We read each other’s family 

reports and then fill in the ARIJ together, which means that you help each other, that you don’t 

have to do it all by yourself. [CM4] 

The requirements of acceptability for researchers do not directly correspond to those 

of practitioners. However, the discussion of practitioners over disparities, with 

subsequent mutual assistance and learning puts requirements of reliability in practice 

(i.e. through interrater reliability discussions). Researcher- versus practioner-

perspectives regarding reliability are not directly corresponding nor conflicting, rather, 

they can be seen as congruent. 

Value of the ARIJ in daily practice 

Besides the instrument being acceptable to the practitioners whom it is administered by, 

it also needs to be of value; it should be useful in daily work. Our analysis shows that 

according to practitioners, there are three factors at play that make the instrument 

valuable: (1) The ARIJ confirms or identifies blind spots in clinical judgment; (2) it 

provides a concrete action perspective; and (3) this action perspective accords with 

clinical practice.  
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- Confirms or identifies blind spots in clinical judgment 

Practitioners indicate that they value the ARIJ because it confirms their intuition. But 

more often, practitioners indicate that they value that the ARIJ highlights potential blind 

spots:   

I have noticed a few times that I have missed, or unintentionally ignored, some things which 

were identified by the ARIJ. [CM5]  

It makes that you are really focused, also because the instrument provides you with a 

conclusion. You may think low risk, it is not that bad, and the ARIJ tells you to secure the 

child right away, because of a high-risk outcome. [CM1] 

- Provides action perspective 

All interviewees praised the instrument for providing a concrete action perspective. 

They indicate that it is a useful tool to determine what step to take next. Rather than 

leaving the practitioner to draw a conclusion based on scoring the different items, the 

instrument outputs concrete advice; it indicates the level of acute safety in a family, the 

risks of maltreatment of the children as well as the potential to mitigate these risks in 

the family. It thus helps them to formulate objectives and develop a concrete action 

plan, together with the family. 

With the core questions of the safety analysis, I know right away whether it is safe or not, 

whether I have to secure the child and whether I have to develop a safety plan.. I know better 

when I can lean back and when I have to take action. [CM5] 

You can relate the outcomes of the ARIJ directly to your action plan. … You have more 

insight into the underlying causes of the unsafety in a family and you know what goals have 

to be set. It makes it all clearer and more explicit than before [P2] 

It also indicates what additional information is needed: 

When I fill in an ARIJ and it shows that many things are unknown, it can scare me. I 

thought that I knew the family, but still I do not know about the issues that really matter. 

The ARIJ gives me leads for a new meeting with the family, about what information I still 

need regarding safety and risks. [CM4] 

A senior case manager indicates that she involves families in completing the ARIJ, 

which builds rapport with families: 
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I see it as a tool, yes. (…) I use it to be transparent towards the family, saying ‘shall we fill 

it in together?’. It makes them aware what I am looking for. [CM6] 

Although practitioners value the fact that the ARIJ provides a clear advice, they also 

indicate that its suggestions are not always feasible. Action perspectives that are in 

accordance with clinical practice are essential for the instrument to be of value. 

- Action perspective accords with clinical practice 

The instrument also needs to be acceptable in terms of its accordance with the 

practitioners’ perspective. Not only should the items that are scored make sense to the 

practitioners, they should also be able to follow the reasoning behind the outcome, in 

order for such outcome to be acceptable. 

Some difficulty was experienced with understanding the outcome in relation to the way 

items were scored. In the risk assessment, the instrument distinguishes between static 

(low potential for change) and dynamic (high potential) risk factors, and on that basis 

advises the professional what the potential for improvement is. Not all case managers 

understand the distinction between static and dynamic risk factors and the 

consequences on the score for potential for change (low, medium, high). One psychologist 

indicates:  

Case managers have asked me many questions on how [the score on potential  for change] can 

be, saying that it must be the other way around. They say: ‘potential for change is high, but I 

see so many problems in this family so I actually think potential for change is low’. (…) For 

them the outcome does not correspond to how they scored the items of the instrument. [P1] 

Pracitioners also indicate that if multiple risk factors are identified, and each of them 

can potentially be alleviated, they do not know where to start. Or if specific risk factors 

can be alleviated in theory, it does not mean that they can also be alleviated in practice. 

For instance, housing is considered a dynamic (changeable) risk factor, but in 

Amsterdam housing is a big problem. And working on financial problems is equally 

difficult, as practitioners know from experience.  

So the ARIJ may tell you that changeability is high, but to what extent can you really 

accomplish these things in practice? [P1] 
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Another diffulty practitioners face is when risk factors are static and not easy to change. 

If the outcomes are not in accordance with the practitioners’ perspective, this may result 

in a low acceptability of the instrument:  

Then I think, well, it’s all nice, but I have my own opinion about what this family needs and 

how to take away risks. [CM1]  

In all, we can conclude that in order for an instrument to act as a boundary object during 

administering it, it needs to be acceptable to both researchers and practitioners, and 

valuable to practitioners. As we are concerned here with pracitioner-administered 

instruments, the value for researchers during the phase of data collection is less salient; 

value for researchers becomes more pertinent during the phase of data analysis.   

6.4.3 Data analysis / Learning from findings 

Finally, we will explore the question of how a practitioner-administered measure can be 

analysed in such a way that it can act as a boundary object between research and practice. 

After data has been collected by practitioners, researchers will be able to analyse it. In 

the case of the ARIJ, researchers have indicated that there are two aspects they would 

use the data for: (1) measure effectiveness of the IFCM approach, and (2) generate new 

knowledge on risk factors and improve the instrument.  

If we do measures at baseline, t1, t2 etcetera, we will measure where we see risks increase and 

decrease. So, we will measure improvement [i.e. decrease of risks] over time. [R1] 

Combined with measures of program fidelity, this can help assess the effectiveness of 

the IFCM approach; information that is essential for program developers, management 

and funders. At the same time, researchers are interested in gaining more insight into 

the significance of specific risks for the overall risk: 

 We also want to know what changes in specific risks mean for the overall risk, for child 

safety. So, for instance, if we see that maltreatment of pets is reduced, do we then also see child 

safety improve? So, what is the contribution of the risks to the safety of the children? For 

instance, if parents are no longer unemployed, do we see risk of maltreatment go down? Or if 

there is a decrease in alcohol abuse, and so on. [R1] 

Generating knowledge on factors contributing to child (un)safety leads to advances in 

their field of research (and hence, publishable results, a prerequisite for career 
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development and acquiring funds as a researcher) and at the same time it can be used 

to improve the instrument. 

Learning about which factors are most predictive is relevant to practitioners too. While 

practitioners indicated that they value the instrument for identifying blind spots and 

thus adjust their ‘potentially misleading’ clinical judgment, they do not follow the 

instrument blindly. They would like to know what the outcomes are based on, especially 

if they are not in accordance with their perspective. For instance, one of the FGD 

participants explains that it is unclear to him what the significance is of the cultural 

background of a family;  

What is the weight of the different cultural backgrounds; what effect does it have on the risk 

if a family is of Moroccan or Suriname descent? [FGD2] 

Another participant wonders why a problematic partner relationship is reason for 

concern, for how long it remains a concern, and what other risk factors it effects. Thus, 

while practitioners appreciate the fact that the ARIJ draws a conclusion and provides 

an advice, which is based on an algorithm weighing all risk factors in a certain way, this 

does not imply that they just treat it as a black box. Opening the black box may help to 

bring clinical judgment more in accordance with empirical evidence.   

Hence, whereas researchers value the knowledge that is generated on risk factors by 

administering the instrument, practitioners would value more insight into the risk factors 

and how they are weighed, enhancing the acceptability of the instrument. Moreover, 

practitioners make suggestions to broaden the evidence base by including additional 

factors as experimental items.  

Some factors did not make it [on to the list of experimental items]. Some dynamic factors, 

such as the influence (positive or negative) of the environment. (…) And also items related to 

sexuality and sexual abuse. I am not sure exactly, but around 4 or 5 out of 10 has to deal 

with these issues and in only 1 out of 10 cases we find out. So that could perhaps be included 

in the ARIJ. [CM5] 

Conducting more research on the experimental items is in concurrence with the 

researchers’ perspective: 

We added experimental items. Later, we will evaluate how well they predict maltreatment. 

We will do a meta-analysis to identify the most predictive factors, so that we can improve the 
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whole thing again. [R1] 

Another question practitioners have is about the evolving of outcomes in families that 

return to CYPSA or that stay with CYPSA for multiple generations. Multiple 

practitioners expressed their interest in learning about the differentiation of risks across 

regions of Amsterdam: 

We all work in different regions with different types of problems. As case managers, we would 

be very interested in getting an overview of the kinds of issues that are prevalent in certain 

regions. [FGD2] 

In all, these findings suggest that for the instrument to act as a boundary object between 

research and practice in the phase of data analysis, a shared research agenda may be 

constructed, comprising research questions that are considered salient by researchers 

and practitioners alike. Some questions may overlap, others may complement each 

other. Involving practitioners in the analysis (e.g. through mutual sense-making 

sessions) seems important for the ‘black box’ of the instrument to be opened. 

6.5 Conclusion and discussion 

The ARIJ is a Routine-Outcome-Measure that is regularly administered by case 

managers in the Amsterdam Child Protection Agency, CYPSA. With the case study of 

the ARIJ, we aimed to explore features of the instrument that enable it to act as a 

boundary object. We did this by studying the conditions in which the instrument would 

be acceptable and valuable to both researchers and practitioners. If we consider the 

researchers’ perspective (Figure 6.3, left-hand side), the regular story of implementing a 

measure in a clinical or professional setting unfolds. To generate knowledge on e.g. the 

effectiveness of an intervention, a ROM is developed and implemented. Researchers 

concern themselves with validating the instrument for the specific population. Data 

were generated by administering the instrument in practice (after carefully testing for 

user-friendliness and apprehendability, and training). Analysing the data delivers value 

for researchers, management and practitioners alike. 

In our analysis, we looked beyond the position that ROM has inherent value for practice 

by delivering data that can be used to evaluate and improve practices. This long research-

practice cycle is undeniably important in the search for an evidence base, but it is not a 

sufficient condition for successful ROM implementation. Instead, we investigated the 



Boundary objects between research and practice 

 
179 

acceptability and value of measures from the perspective of practice and its congruency 

with the research viewpoint.  

We found that there is a variety of conditions under which an instrument can be of 

value and acceptable to practitioners (Figure 6.3, right-hand side). Ease of use and 

apprehendability enhanced instrument acceptability. Specifically, reflection of clinical 

experience and outcomes in accordance with clinical practice were found as important 

factors. Value-enhancing factors for practitioners, whilst administering the instrument, 

are provision of concrete action perspectives, identification of blind spots and enabling 

of team member interaction. Thus, the phase of administering the measure holds value 

beyond gathering data for research, by strengthening the primary process of 

practitioners, which may be strengthened in the phase of data analysis by mutual sense-

making around shared research questions.    

We also identified four features that can align researchers’ and practitioners’ 

perspectives across the three phases. First, we found that experimental items make the 

instrument acceptable to both researchers and practitioners, by recognising the 

importance of clinical experience without jeopardizing scientific criteria. Second, 

integration of the instrument in the structures and systems of the organisation evoked 

regular team discussion on scoring the different items – a natural form of inter-rater 

reliability discussions – making these team meetings respond to a need in practice (dealing 

with doubts, helping each other) and a need in research (increasing reliability) at the 

same time. Third, we found that a practice-orientation of the tool, contributing directly to 

the primary process of the practitioners naturally adds value to practitioners, but it is 

also important in overcoming practitioner resistance, thus generating data for research. 

Finally, a shared research agenda containing questions that are pertinent to both researchers 

and practitioners, is a boundary object in itself, with its ability to unite diverse 

perspectives (reflected in range of different questions) whilst maintaining a common 

identity (in its manifestation as a research agenda).  

6.5.1 Reconceptualising feasibility 

In sum, completion rates are a challenge in the application of ROM. In some cases, 

research assistants are employed to solve time constraints and make the procedure 

feasible (e.g. De Beurs et al., 2011; Veerbeek et al., 2012), posing challenges of 

sustainability (Dixon-Woods, McNicol, & Martin, 2012). In other cases, two separate 



Chapter 6 

 
180 

measures for clinical and research use are developed and implemented. In this article, 

we have approached the feasibility of implementing ROM in clinical practice differently. 

Rather than perceiving a ROM as something to be implemented using feasibility criteria 

(e.g. Slade et al., 1999), we have introduced the notion of ROM as a boundary object 

between science and practice. This reconceptualises the notion of feasibility, by finding 

common ground in the operationalisation of acceptability and value for practice and 

research. As such, choosing and implementing a measure can be seen as mutually 

beneficial, rather than involving trade-offs, between clinical relevance and scientific 

validity. It entails making measures “part of clinically meaningful conversations and develop a 

stance of curiosity towards what information they may provide” (Wolpert et al., 2012, p. 129, 

referring to Law, 2012). Similarly, a recent study on the co-production of the Child 

Index in Dutch child welfare also shows the importance of alignment between a 

measure and professionals’ daily practice (Lecluijze, Penders, Feron, & Horstman, 

2015). It also implies that next to the long research-practice cycle, in which ROM data is used 

to guide decision-making regarding delivered services, or to learn about effectiveness of 

interventions outside controlled settings (McKay, Coombs, & Pirkis, 2012), ROM may 

enhance a short research-practice cycle, supporting professionals in becoming reflective 

practitioners (e.g. Van Veelen et al., 2017). This requires a direct connection between the 

outcome measures employed and the information needed in daily practice. It is not only 

the information that is generated that enhances the individual practitioners’ practice, 

e.g. earlier identification of non-response to treatment (Boswell et al., 2015), but also 

the act of administering the measure as well as reflective discussions in the team.  

It must be noted that the research presented here is conceptual in nature, rather than 

evaluative. Our intention was not to evaluate to what extent the ARIJ was implemented 

in accordance with a feasibility framework nor to assess whether the ARIJ functions as 

a boundary object between research and practice. Rather, our intention was to identify 

features that can potentially make ROM a boundary object. It provides an alternative 

framework for enhancing feasibility of ROM in practice that can be used in designing, 

implementing and evaluating routine outcome measures in practice. Nevertheless, 

during our study we have found indications that initial trade-offs, for instance between 

completeness of items (from the perspective of research), and brevity (from the 

perspective of practice) were resolved through multiple interactions between 

researchers and practitioners, and that the current tool is better aligned to practice and 
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valuable in supporting decision-making than the previous tool, as result of the 

participative development and implementation process. 

6.5.2 Boundary objects as an alternative to overcoming the practice-

research chasm 

While scholarly literature on ROM in the field of evaluation is scarce, there are multiple 

areas of relevance for the field of evaluation. Ever since the publication of Patton’s 

(1978) widely cited utilization-focused evaluation, scholars and practitioners alike have 

reported on the many difficulties faced when attempting to enhance the use of evaluation 

in professional practice, be it policy, education, care or development. There is 

widespread agreement that too often evaluation results are not used (Brown Urban & 

Trochim, 2009; Forss, Rebien, & Carlsson, 2002; Lehtonen, 2005) and the body of 

evidence to support this is growing. Whilst learning from evaluation by practitioners 

remains limited, a steep learning curve is seen on the part of the evaluation team, being 

deeply involved in the gathering and analysing of data from the field for an extended 

period of time (Regeer et al., 2009). Or, “[t]hose who learn from evaluation are those who do the 

evaluation, very few others learn to any significant extent” (Forss et al., 2002). The separation of 

evaluation from programme development and execution, in terms of timing, 

organisational embedding and human resources, amplifies the learning potential in 

favour of evaluators. The role of practitioners in evaluation seems relevant, making 

practitioner-administered measures an interesting case in casu bridging the evaluation-

utilisation gap. Next to practitioner-administered measures, we can identify at least two 

other movements of bridging the gaps between evaluation and practice, with a different 

role for practitioners in each of them: participatory evaluation approaches and 

practitioner-based research. 

In the past two decades, participatory evaluation practices have proliferated under banners 

ranging from fourth generation evaluation (Guba & Lincoln, 1989), participatory 

evaluation (Cousins & Earl, 1992; Rossignoli, Giani, Di Iacovo, Moruzzo, & Scarpellini, 

2017), responsive evaluation (Abma & Stake, 2001), and empowerment evaluation 

(Fetterman, 1994). Actively involving stakeholders throughout the evaluation process 

enriches the evaluation with relevant field level insights, but more importantly it bridges 

the gap between evaluation and practice, and stimulates use of evaluation results as well 

as process use by practitioners (e.g. Roseland, Lawrenz, & Thao, 2015). Increasingly, 
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funders of evaluation studies stimulate the involvement of end-users. However, these 

pleas still put primacy on the evaluation study; practitioners are invited to join the 

research team, not the other way around.  

Next to participatory evaluation practices, we see pleas for practitioner-based research, 

where original research is conducted by practitioners in their own practice settings (see 

e.g. Rolfe, 1998; Thyer, 2014). It is argued that practitioners should be taught evaluation 

designs that are suitable to answer pragmatic, practice-related questions (Thyer, 2014), 

such as single case research (Rolfe, 1998) and pre-experimental and quasi-experimental 

designs (Thyer, 2014). The premise here is that rather than involving practitioners in an 

evaluator-driven inquiry, the practitioners themselves are best placed to conduct 

research, leading to knowledge on which to base decisions in their practice. Examples 

can be found in the fields of nursing and social work.  

 Role practitioner Primacy 

Participative 

evaluation 

Practitioner participates Primacy with evaluator’s inquiry 

(n=multiple) 

Practitioner-

based research 

Practitioner collects data Primacy with practitioner’s 

inquiry (n=1) 

Regular ROM Practitioner collects data Primacy with evaluator’s inquiry 

(n=multiple) 

ROM as 

boundary object 

Practitioner collects data and 

participates in design and sense-

making 

Combines evaluator’s inquiry 

with practitioner’s inquiry (n=1-

multiple) 

Table 6.1: Three approaches to bridging research and practice 

If we compare the three approaches (see Table 6.1), we observe that practitioner-

administered measures have the potential to combine the strength of participative 

evaluation with the strength of practitioner-based research. The conception of a 

practitioner-administered measure as a boundary object may be applicable to non-

routine evaluations outside of the clinical setting. For instance, programme staff 

collecting data for their funders (e.g. Benjamin, 2012), could be served by making the 

collection of data part of their primary process and internal learning process. 

Participative evaluation methods, such as outcome mapping (Earl, Carden, & Smutylo, 

2001) and theory of change (Connell & Kubisch, 1998), are increasingly used in this 
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area. However, no attention is paid to the role of practitioners in collecting data and the 

relationship between the long and large-scale (with N=multiple) and short and small-

scale (with N=1) learning cycle. 

This connection has also been made in recent discussions on evaluation, accountability 

and learning. Regeer et al. (2016) for instance have argued for expanding the concept of 

accountability, from upward (being accountable to funders and commissioners) to 

horizontal (being accountable to relevant stakeholders, including beneficiaries), as well 

as including internal accountability (being accountable to one’s own vision and 

aspirations) (see also Ebrahim, 2005). Similarly, McKay et al. (2012) provide a 

framework for exploring the potential of ROM, distinguishing different users, ranging 

from funders and policy makers, to service managers, clinicians, consumers and carers. 

Especially internal accountability integrates the learning needs of organisations and 

professionals into the new conception of accountability (see also Balasubramanian et 

al., 2015). It helps us change our perspective on performance and outcome 

measurement, and changes the question from: what do we wish to measure and how can we 

best implement these measures in practice? to what challenges does a professional face in practice and 

how can they be supported in addressing these challenges through the process of administering measures? 

This also relates to discussions on the role of internal (as opposed to external) 

evaluations in the scholarly field of evaluation (Christie, Ross, & Klein, 2004; Yusa, 

Hynie, & Mitchell, 2016). 

In sum, we have introduced the concept of practitioner-administered measures as 

boundary objects, which offers a framework for reconciling needs of various 

stakeholders involved in ROM, notably researchers and practitioners. Insights gained 

may serve beneficial to evaluation practices beyond ROM, and contribute more broadly 

to the scholarly debate about accountability versus learning in the field of evaluation.  
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