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• Required in multiple FOAs in the US NIH, AHRQ, CDC, and the VA

• >800 citations (Google Scholar, June 2026)
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IRLM Annual 
Citation 
Growth 
2020–2026

242

170

113
98

2
36

Cited by 800+

4

126
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Purposes of the IRLM

• Tool to integrate the necessary elements (more on this 
shortly) and multiple models and frameworks of 
implementation research

• Improve the specification of implementation phenomena 
necessary to inform our understanding of how 
implementation strategies work, for whom, under what 
determinant conditions, and on what implementation and 
clinical outcomes

• Aid in the specification of the conceptual and empirical 
relationships (logic) between elements of an implementation 
initiative or research project

Smith, Li, & Rafferty, 2020, Implement Sci
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Determinants Implementation Strategies Mechanisms

Implementation Research Logic Model (IRLM)
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Evidence-Based Innovation

Determinants/Contextual Factors Mechanisms Outcomes

Im
plem

entation
Service

Participant H
ealth

Implementation Strategies

Implementation Research Logic Model (IRLM) w/Innovation

Smith, Li, & Rafferty, 2020, Implement Sci
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Evidence-Based Innovation

Contextual Factors Mechanisms Outcomes

Im
plem

entation
H

ealth

Implementation Strategies

Generalized Theory of Implementation Research in the IRLM

Smith, Li, & Rafferty, 2020, Implement Sci

1. implementation 
strategies are 
related to the 

implementation 
context 

(determinants, 
barriers and 

facilitators) and a 
specific “thing”

2. strategies work 
through specific 
mechanisms to 

impact 
implementation 

outcomes

3. implementation 
outcomes are the 
direct, proximal 
impacts of the 
strategy, which 

then relate to the 
clinical outcomes 

of the EBP

CoSMOs linking (coined by Paul Estabrooks)

      Context à Implement. Strategy(ies) à Mechanism(s) à Implement. Outcomes
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Evidence-Based THING (innovation)

Determinants Mechanisms
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Outcomes

Im
plem

entation
Service

C
linical/Patient

Implementation Strategies

Plan

Educate

Finance

Restructure

Quality Management

Policy Context

Clinical or Preventive Intervention: 7 P’s
• Pill (PrEP)
• Program (PROMISE)
• Practice (routine HIV screening in clinical settings)
• Principle (HIV Treatment as Prevention)
• Product (condom)
• Policy (housing for people at high risk for HIV)
• Procedures (male circumcision)

Implementation Research Logic Model (IRLM)

Smith, Li, & Rafferty, 2020, Implement Sci
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IRLM Formats for Different 
Scenarios and Study Designs

12
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IRLM w/Intervention Mechanisms

Smith, Li, & Rafferty, 2020, Implement Sci
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Determinants Implementation Strategies Mechanisms

IRLM for Comparative Implementation 
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Smith, Li, & Rafferty, 2020, Implement Sci
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Determinants Implementation Strategies Mechanisms

IRLM for Multi-Context Implementation of Single Intervention
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Strategies for C
ontext #1

Strategies for C
ontext #2

Context #1 Context #2

Im
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entation
Service
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linical/Patient

Outcomes

Smith, Li, & Rafferty, 2020, Implement Sci
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Determinants Implementation Strategies Mechanisms

IRLM for Implementation Optimization Trial (4 clusters; 1 setting)
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P
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Smith, Li, & Rafferty, 2020, Implement Sci



17Citation Analysis and Systematic Scoping 
Review
• Aim: Assess the uptake, application, and adaptation of the IRLM. 
• Methods: Citation analysis and scoping review using a forward 

citation search of 331 articles citing Smith et al. (2020), and a 
separate scoping review of 124 additional studies using other logic 
models. Articles were coded for how the IRLM was used, phase of 
application, CoSMOs linking, sources of data used to populate the 
IRLM, degree of community engagement, and integration of IS and 
other frameworks. 

• Results: Of the 331 citing articles, 118 (36%) included a completed 
IRLM as a figure; 213 articles cited but did not include an IRLM.  

Merle et al. 2026, Implement Sci;  Protocol: Merle et al. 2025, Front Health Services
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Using the IRLM for Different 
Purposes and Stages of Research
Planning, Executing, Reporting, Synthesizing



19• Planning (68%)
• Work with community partners and/or organization stakeholders to fill 

in the implementation strategies (e.g., Feichtner et al. 2021; Knapp et 
al. 2022; Simmons et al. 2023; Smith, Agrawal, et al. 2023)

• Executing (6%)
• Completed IRLM can serve as ”protocol” and means of tracking what 

occurs, modifications, etc. (e.g., Fish et al. 2023; Tiruneh et al. 2022)
• Reporting (22%)

• Study results; facilitates communication of findings (Indraratna et al. 2022; 
Smith, Merle, et al. 2022)

• Synthesizing (4%)
• Draw conclusions for the implementation of an EBP/similar EBPs in a 

particular context/across contexts that are shared/generalizable to provide 
a guide for future implementation (Czosnek et al. 2022; Nelson et al. 
2023)

24% used IRLM across multiple phases/for multiple purposes

Smith, Li, & Rafferty, 2020, Implement Sci; Merle et al. 2026, Implement Sci
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Examples of Comprehensive 
IRLMs
(essentially) Fully worked IRLMs
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Disclaimers

• IRLMs are intended to be “living”
• Comprehensive IRLMs

• Great for guiding project teams
• Useful (sometimes) in grant applications
• Way to report many of the findings of implementation projects
• Not always necessary

• Examples shown required:
• Primary data collection
• Partner-engaged activities/work
• 10-20 hours of team meetings (+ any data collection/analysis time)
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Determinants

Healthy Weight Clinic

Mechanisms

IRLM for Healthy Weight Clinic Implementation in FQHCs
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Reach A, B, F, H, L 

• Clinic population
• HWC referrals (within provider)
• HWC enrollment
• Text Message Enrollment
Adoption A,D

• Training components
• Package elements C
Implementation F, J

• Acceptability (HWC, strategies) 
A,D

• Feasibility (HWC, strategies) A
• Fidelity (HWC, strategies) A, B, C, G

Maintenance/Sustainability B,D, E,F, G, I, J

Retention Rate (HWC) C, H, J

Budget Impact Analysis E, I

                  *BOLD = primary outcomes

BMI C, H, K, L

Quality of Life C, K, L

Family Health Behaviors C, K, L 
Binge Eating K, L

Stress C, K, L

Acceptability (HWC, strategies) K, L

Feasibility (HWC, strategies) K, L

Satisfaction (HWC, primary care) H, K, L

Retention/Completion (HWC) C, H, K, L

Cost Effectiveness I 

Equity (reach rates by race, age, BMI) 
E, H, L 

Timeliness (time from identification 
to HWC engagement) H, L

Outcomes

Im
plem

entation
Service

C
linical/Patient

Knowledge & Beliefs about Intervention +1 A 
Self-efficacy +1 B, F

Training +2 A, B, F, G, I, K

1. Individual/group visits
2. Multidisciplinary team

a. Centralized case 
management

b. Clinician champion 
3. 26+ Contact hours 
4. Adaptable curriculum 
5. On-site recruitment/enrollment  
6. Community Resources Guide 

7. EHR support tool build
a. BMI alert
b. Labs
c. Physical Activity/Nutrition 

Counseling
d. Internal Referral 

Knowledge and skill set improved for clinic 
staff (complexity) A, B (G, H, J, K, F, L) 

Self-efficacy improved of clinic staff B, K, F, H 

(G, J, L)

Flexibility of the package is continually 
adapted (adaptability, complexity) J (D, E)

Internal structural barriers are reduced 
(competing demands) D (K) 

External support for patient needs are 
identified, leveraged, and made 
available  (external policy and 
incentives) C (E)

External policies and incentives for 
reimbursement are accessed E (I)

                *primary (secondary)

Implementation Strategies
1. Training 

a. Training modules A

b. Virtual learning collaborative B
2. Community Resources Engagement – 

capturing local knowledge C

3. Engaging FQHC Leadership D

4. Engaging External, state-level 
organizations, national organizations E

5. Ongoing meetings F 
a. Technical Assistance 
b. Local champions (MS PCA)

6. Fidelity monitoring – quarterly checklist G

7. Data monitoring and feedback H

8. Utilize financial strategies (TBD) I
a. Making billing easier
b. Accessing funding?

9. Quality Improvement J
10. Identify and form new clinical teams K

11. Clinician reminders (BMI alerts, labs, 
counseling, referrals) L

Patient needs & resources -2 C
Cosmopolitanism 0/-1 B, C

External policy & incentives (ability to get reimbursed) I 
- RD +1 / MD +1 / CHW -2; (Nutritionist vs RD)
- State-wide initiatives/task forces, etc. +1 E

Intervention Source +2                 
Relative Advantage +2 

Evidence Strength &  
quality +2  

Competing demands -1 D,K

Evidence Based +1                    
Appropriate in primary 

care +2
Adaptability -1 B,F

Complexity (budget) -1 A, L

Design quality & packaging  
+1 L

Structural Characteristics +1
Networks & communications  

+1 K 
Readiness for Implementation J
- Leadership engagement     

+2 D
- Available Resources +1 

Implementation climate 
- Tension for change +1
- Compatibility – 
- Tangible fit +2 
- Alignment +1 

Workflow -1 L
- Learning climate +1

Engaging +1 
Opinion Leaders +2 D
Champions +2 A
Planning +1 F   

External Change Agents.   
+2 E

Reflecting & Evaluating     
+1 G, H, J

* Feichtner et al., 2021 Childhood Obesity, CDC U18DP006424 to Fiechtner



23Community Intervention to 
Reduce CardiovascuLar     
disease in Chicago 
Implementation Research Center

“What’s good for your heart, is good for your soul”

NIH/NHLBI DECIPHeR Alliance UG3/UH3HL154297 to Smith, Kho, & Davis



24

Community-Health System-Academic Partnership
• Faith-Based Organizations (FBOs) in the South Side Community

• Total Resource Community Development Organization (TRCDO)
• Pastors 4 Patient-Centered Outcomes Research (P4P) Community Health Outreach

• Community Health Center Networks
• ACCESS Community Health Network 
• Advocate Aurora Atrium Health

• Academic
• Northwestern University
• University of Utah
• University of Chicago
• Vanderbilt University Medical Center



25Chicago’s South Side

Right: Expanded view of 
CIRCL-Chicago study area 
with participating FBOs and 
CHCs from ACCESS 
Community Health and 
Advocate Aurora Atrium 
Health.



26Kaiser Permanente BP Control “Bundle” 
(Jaffe et al. 2013)

1. Patient registry (CHCs and community – Eureka)
2. Audit and feedback to implementers (BP control reports)
3. Accurate blood pressure measurement/monitoring
4. Simplified treatment regimens (single pill combination therapy)
5. HIT-facilitated care coordination between churches and CHCs

• Adaptations guided by our community
• Coordination between CHCs and FBOs

• Getting patients into care
• Coordination of community resources for health-related social needs (TRCDO)

• Delivery strategies/roles of local CHCs and Research Ministry Ambassadors from P4P
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IRLM for Multilevel Kaiser BP “Bundle” Intervention

Smith et al. 2025, Implement Sci; Smith, et al. 2023, Eth & Dis
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IRLM for Adjunctive Interventions

Smith et al. 2024, Implement Sci
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Methodology for using the IRLM 
for Implementation Planning
Selecting strategies and building out an IRLM for a study proposal/protocol
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Methods from Systematic Scoping Review
• Single method of data collection (n=55, 47%), multiple methods 

(n=54, 46%), unspecified data source (n=9, 8%)
• interviews with implementation and community partners (n=55)
• surveys (n=39)
• systematic, scoping, or literature reviews (n=27)
• focus groups (n=22)
• observational assessments (n=20)
• workshops or workgroups (n=14)
• advisory panels or other teams (n=10)

Merle et al. 2026, Implement Sci



31Involvement of Community/Partners

• Did not include or describe engagement with the community in the creation of 
use of their IRLM (39%)

Merle et al. 2026, Implement Sci

24% 19% 8% 9% 2%
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Under-diagnosis of pediatric 
hypertension (pHTN)

• Estimated population prevalence of pHTN is 
~4%

• 25-50% meeting diagnostic criteria for 
HTN receive a diagnosis

• Follow-up care is <50% for those with 
diagnosis

• pHTN persists into adulthood and is 
associated with an increased risk for heart 
failure/cardiovascular disease when 
untreated/uncontrolled

* Carroll et al. 2023, JAMA Netw



33American Academy of 
Pediatrics (AAP) 
2017 Clinical Practice 
Guidelines for 
Pediatric 
Hypertension

• 30 Key Action Statements + 
27 Additional Consensus 
Opinion Recommendations

• 3-page document
• Difficult to follow
• Referencing multiple 

tables

Flynn et al., 2017, Pediatrics



34Implementation of the AAP Pediatric 
Hypertension Guidelines in Urban 
Community Health Centers
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Step 1: Design 
Workshops
• Three Patient Workflows: 

• Vitals (BP measurement)
• Provider-Patient Encounter 

(when BP is elevated)
• End-of-visit Summary and 

Treatment Plan (for child with 
pHTN)



36Determinants & Strategies identified through 
Rapid Qualitative Analysis of Journey Mapping
• Barriers

• Poor adherence to CPG
• BP measurement technique
• Equipment and clinic structure/layout limitations
• MAs/nurses not aware of elevated BP values
• Communication between MA/nurse and provider
• Providers do not trust BP values
• Limited time for BP repeats
• Poor patient f/u
• Patients no-show/cancel
• Provider responsible for ensuring f/u
• Limited continuity of care
• Inconsistent use of diagnosis codes
• Coordination/consults for pHTN
• Patient/family not invested in health
• Lack of buy-in from clinic/organization
• Time to set up Population Health Tool
• Person to set up population health tool
• Providers have limited time

• Strategies
• Staff training
• Provider training
• Workflow changes
• Staffing changes / task shifting
• Visual 

reminders/guides/materials
• Population health tool
• HIT solutions/features
• HIT / data staff
• Leadership support
• Financial support (incentives, 

equipment)



37Steps 3-4: Barriers x Potential Strategies
BA

R
R

IE
R

S

STRATEGIES



38Steps 3-4: Barriers x Potential Strategies



39Step 6: Modified Delphi
Clinical partner survey

• Determinants:
• –2 = strong, negative impact on implementation (strong barrier)
• –1
• 0
• +1
• +2 = strong, positive impact on implementation (strong facilitator)

• Strategies:
• Effectiveness (1 to 4)
• Feasibility (1 to 4)
• Priority (1 to 4)

Tier 1 = High priority, high effectiveness, higher feasibility
Tier 2 = Moderate priority, moderate effectiveness, moderate feasibility
Tier 3 = Lower priority, moderate effectiveness, low feasibility

Damschroder et al. 2013, Translational Beh Med
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• Training
•Training of clinic staff A
•Training of providers B

• EHR reminders/features C
• Workflow changes D

• Leadership support E
• Visual reminders/materials

•For clinic staff F
•For patients/families H

• Population health tool
•Provider use of tool G
•Staff use of tool

•Day-to-day patient care I

• Identify at-risk patients L

• Bundling with UDS/HEDIS-related activities J
• Staffing changes

•New BP Champion position K

•Task shifting M

• Financial support
•Provider incentives N

•Accessing funding O

• Audit and feedback P

• Build on existing QI structure for adult HTN Q

C

Barriers & Facilitators

CPG for Pediatric HTN

Mechanisms

•Improved knowledge of pHTN 
CPG among clinic staff

•Increased skill set of clinic 
staff and pediatric providers 
on pHTN CPG roles and 
responsibilities

•Improved self-efficacy of clinic 
staff and pediatric providers

•Increased awareness of 
pHTN

•Greater organizational 
support for pHTN diagnosis 
and management

•Bundling pediatric HTN 
strategies with other health 
priorities (routinization)

•Accountability (via BP 
Champion, audit and 
feedback, and incentives) 

• Poor adherence to CPG for pediatric HTN -1 
A,B,C,D,E,F,J,N

• BP measurement technique -1 A,B,C,D,F,K,M,O

• Poor follow-up for elevated BP -1 A,B,C,D,G,I,J,K,L,M,N,O,P

• Time needed for population health tool -1* B,D,K,L,M

• Inconsistent use of diagnosis code -1 B,C,D,L,P
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• Equipment and clinic structure/layout -2 D,E,O

• Limited time for BP measurement -2 D,K,M,O

• Buy-in from organization/leadership -1* A,B,E,J,N,O,P,Q

• Staff availability for managing population health tool 
-1 E,K,M,O

• Limited continuity of care with same PCP -1 B,C,D,L

• Availability of internal funding sources +1*

• QI teams and processes in place +1

• Coordination and consults for specialty care 0 
B,C,D,G,I

• Patient/family not invested in health 0 B,C,D,H,O

• External sources of grant support 0*
• External quality benchmarks (e.g., UDS/HEDIS 
metrics) +1

• Cosmopolitanism (Alliance Chicago Network) +2
• Availability of local specialty care and referral 
network +2

• Providers have limited time -2 A,D,I,J,K,L,M,Q

• Limited knowledge of elevated BP values -1 A,C,D,F,O

• Providers are invested in pediatric BP +1

P
ro

ce
ss

•Reach: Individuals willing to 
participate

•Effectiveness: impact of 
intervention on important outcomes

•Adoption: settings and agents 
willing to initiate the program

• Implementation
•Acceptability
•Appropriateness 
•Cost
•Feasibility
•Fidelity

•Maintenance/Sustainability: 
extent to which a program is part of 
routine organizational practice

• Guideline-adherent diagnosis of 
pediatric HTN

• Guideline-adherent management 
of pediatric HTN
• Appropriate follow-up 
scheduled/completed

• Lifestyle counseling or 
pharmacologic therapy

• Cost effectiveness
• Population health tool usage
• (Distal: better HTN management, 
lifestyle management)

• Effectiveness
• Equity
• Timeliness
• Safety

• Patient-
centeredness

• Efficiency

Outcomes

Im
plem

entation
Service

C
linical/Patient

• Annual BP measurements for children/adolescents ≥3 years. 
• BP checks at every encounter for high-risk children/adolescents (e.g., obesity). 
• Diagnosis HTN in children/adolescents who have BP readings >95th percentile, based on 

sex, age, and height tables, at 3 different visits.
• Record a detailed history and physical examination for children/adolescents being evaluated 

for EBP to identify potential secondary causes of HTN. 
• Children/adolescents diagnosed with HTN should be counseled regarding lifestyle changes.
• Children/adolescents who fail lifestyle changes should be prescribed pharmacologic therapy. 
• Treatment goals are BP <90th percentile or <130/80 (≥13 years).

Implementation Strategies

Notes. *Significant variation between clinics. Tier 1 = High priority, high effectiveness, higher feasibility; Tier 2 = Moderate priority, moderate effectiveness, moderate feasibility; 
Tier 3 = Lower priority, moderate effectiveness, low feasibility. IRLM is incomplete per the guidelines of Smith, Li, & Rafferty (2020); depiction is accurate to the progress made 
with the Stakeholder Advisory Panel (SAP) to this stage of the project, as described in this article.

* Knapp et al. 2022, Implement Sci Comm

IRLM for Pediatric HTN Guideline Implementation in Primary Care
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Adapted Versions of the Method
Carroll et al. 2024, Families, 
Systems, and Health

Sanuade et al. 2026, Implement Sci 
Comm

41

• Focused on toddler social-emotional 
screening and referral in pediatrics

• Same core method but shortened to 3 
sessions / ~4 hours. 

• Added usability testing of the electronic 
screening tool

• Added explicit health equity probes and 
equity considerations during strategy 
specification

• Produced 16 determinants and 14 
strategies

• Applied the method to hypertension control 
in Ghanaian primary healthcare centers. 

• Expanded stakeholder base: patients, 
providers, policymakers, community 
leaders

• 5 meetings / ~13 hours over 9 months. 
• Engaged the work group in selecting and 

prioritizing implementation outcomes 
• Produced 45 determinants and 29 

strategies



42IRLM for the Mental Health, Earlier (MHE) Center

NIH/NIMH P50132503 to Smith & Wakschlag, * Carroll et al. 2024, Families, Systems, & Health
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Common Challenges (and a tip or two)
• Differentiating strategies from THE THING

• Sometimes THE THING involves strategies 🤔
• Clearly indicate which is which (differentiate health intervention from 

strategies – guidance in Smith et al. 2024, Implement Sci)
• Conceptual links and Relationships

• Just throw it all in the boxes 🤦 😖  
• CoSMOs linking in only 14%! (* Merle et al. under review)

• Consider indicating strategies at multiple levels, bundles, phase of 
deployment, outcome target, etc.

• EVERYONE struggles with mechanisms 
• Resources coming thanks to Rebecca and Rosemary 😊



44

IRLM in Grant Proposals?
• Purposes

• Way of organizing and visually displaying the many components of often 
complex studies

• Place to present preliminary data and pilot work findings
• Organizing theory (generalized theory of IR - CoSMOs)

• Considerations
• Non-IS reviewers – might be too much?
• A picture (might be) worth a thousand words

• Worth next to nothing if not done well and not properly presented/integrated
• Can always describe how IRLM has been or will be used without including the IRLM 

figure itself
• Be sure the IRLM is integrated throughout the proposal if you include it

• Comprehensive or abbreviated
• If not comprehensive, be sure to note this for reviewers!



45Interactive Web-Based IRLM Tool!

https://hivimpsci.northwestern.edu/implementation-research-logic-model/
45

https://hivimpsci.northwestern.edu/implementation-research-logic-model/
https://hivimpsci.northwestern.edu/implementation-research-logic-model/
https://hivimpsci.northwestern.edu/implementation-research-logic-model/
https://hivimpsci.northwestern.edu/implementation-research-logic-model/
https://hivimpsci.northwestern.edu/implementation-research-logic-model/
https://hivimpsci.northwestern.edu/implementation-research-logic-model/
https://hivimpsci.northwestern.edu/implementation-research-logic-model/
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Thank you!
jd.smith@hsc.utah.edu


