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Do We Really Need Another Model?

essentially,
all models are wrong,




The Implementation Research Logic Model:
a method for planning, executing,
reporting, and synthesizing

implementation projects
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Five years of the Implementation Research
Logic Model: a citation analysis and
systematic scoping review of its use in

implementation research and practice
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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
iImplementation 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



Implementation Research Logic Model (IRLM)
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Implementation Research Logic Model (IRLM) w/Innovation

Determinants/Contextual Factors Implementation Strategies Mechanisms Outcomes
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Generalized Theory of Implementation Research in the IRLM
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Implementation Research Logic Model (IRLM)

Determinants Implementation Strategies Mechanisms Outcomes
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IRLM Formats for Different
Scenarios and Study Designs



IRLM w/Intervention Mechanisms
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IRLM for Comparative Implementation

Determinants Implementation Strategies Mechanisms Outcomes

Outer

Intervention
i

Characi

Characteristics

eristics

Setting
L# uonipuo) Absjens
uonejuswa|dwi|

¥
L 2
¥

wn
(0]
2
8
n
» =5
E & ¥
_'g «Q
= <
©
£ O ®)
— o =
5 35 35
Q o
= o
o =
S "
) o]
o —

Smith, Li, & Rafferty, 2020, Implement Sci



IRLM for Multi-Context Implementation of Single Intervention
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IRLM for Implementation Optimization Trial (4 clusters; 1 setting)

Determinants Implementation Strategies Mechanisms Outcomes
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Citation 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



Using the IRLM for Different
Purposes and Stages of Research

Planning, Executing, Reporting, Synthesizing



* 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

Sogzu:;gle for future implementation (Czosnek et al. 2022; Nelson et al.

24% used IRLM across multiple phases/for multiple purposes

Smith, Li, & Rafferty, 2020, Implement Sci; Merle et al. 2026, Implement Sci



Examples of Comprehensive
IRLMs

(essentially) Fully worked IRLMs



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)



IRLM for Healthy Weight Clinic Implementation in FQHCs

Determinants

Implementation Strategies

Mechanisms

Outcomes

Intervention
Characteristics

Char. of
Individuals

Inner Setting

Outer Setting

Process

Intervention Source +2 care +2

Relative Advantage +2 Adaptability -1 BF
Evidence Strength & Complexity (budgef
quality +2 Design quality & patRagme

Competing demands -1 PX +1t
Evidence Based +1
Appropriate in primary

Implementation climate
Tension for change +1
Compatibility —
Tangible fit +2
Alignment +1
Workflow -1t
Learning climate +1

Structural Characteristics +1

Networks & communications -
+1K -

Readiness for Implementation ! -

- Leadership engagement -
+20

- Available Resources +1 -

Patient needs & resources -2 ¢

Cosmopolitanism 0/-1 8¢

External policy & incentives (ability to get reimbursed) '
- RD+1/MD +1/CHW -2; (Nutritionist vs RD)

- State-wide initiatives/task forces, etc. +1 E

Reach A B FHL

< Clinic population

* HWC referrals (within provider)

* HWC enrollment

* Text Message Enrollment

Adoption AP

* Training components

* Package elements €

Implementation !

* Acceptability (HWC, strategies)
AD

* Feasibility (HWC, strategies) A

*  Fidelity (HWC, strategies) #8CG
Maintenance/Sustainability 80 EF. G,1,)
Retention Rate (HWC) G H)

Budget Impact Analysis &'
*BOLD = primary outcomes

Equity (reach rates by race, age, BMI)
EH,L

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

Knowledge & Beliefs about Intervention +1 A
Self-efficacy +1 B F
Training +2 ABFG LK

Engaging +1 External Change Agents.
Opinion Leaders +2 0 +2E

Champions +2 A Reflecting & Evaluating
Planning +1 F +1GHJ

1. Training Knowledge and skill set improved for clinic
a.  Training modul staff (complexity) ™ B(G H LK F,L)
b. Virtual learning collaborative 8 —
2. Community Resources Engagement — Self-efficacy improved of clinic staff & & FH
capturing local knowledge ¢ (G,4,1)
3. Engaging FQHC Leadership
4. Engaging External, state-level Flexibility of the package is continually
organizations, national organizations £ » adapted (adaptability, complexity) 4 ©:€)
5. Ongoing meetings f
a. Technical Assistance Internal structural barriers are reduced
b. Local champions (MS PCA) (competing demands) ® ()
6. Fidelity monitoring — quarterly checklist &
7. Data monitoring and feedback * Extfarnal'slupport for patient needs are
8. Utilize financial strategies (TBD) ' 'der?t'f'ed’ leveraged, a,nd made
. S . available (external policy and
a. Making billing easier ‘ .
> . incentives) (8
b.  Accessing funding?
i J
5 Qualle Improvement L External policies and incentives for
10. Identify and form new clinical teams ¥ ) Ed
. . reimbursement are accessed E()
11. Clinician reminders (BMl alerts, labs,
i L
counseling, referrals) *primary (secondary)
4 Healthy Weight Clinic
1. Individual/group visits
2. Multidisciplinary team 7. EHR support tool build
a.  Centralized case a. BMlalert
management b.  Labs
b.  Clinician champion c.  Physical Activity/Nutrition
3. 26+ Contact hours Counseling
4. Adaptable curriculum d. Internal Referral
5. On-site recruitment/enrollment
6. Community Resources Guide
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BMI CH,KL

Quality of Life G KL

Family Health Behaviors &K L

Binge Eating KL

Stress G KL

Acceptability (HWC, strategies) Xt
Feasibility (HWC, strategies) kL
Satisfaction (HWC, primary care) W&t
Retention/Completion (HWC) G H KL
Cost Effectiveness
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* Feichtner et al., 2021 Childhood Obesity, CDC U18DP006424 to Fiechtner




Community Intervention to
Reduce CardiovasculLar

disease in Chicago
Implementation Research Center

IRCL ssabills

HICAGO®

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

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



CIRCL(\
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
v,
v
>~

» Academic
* Northwestern University
 University of Utah
« University of Chicago
« Vanderbilt University Medical Center




Chicago’s South Side Chisiote

- & Chicago

1) [l ACCESS
[l AlianceChicago
[0 Churches

Left: Data from the
Chicago Health Atlas
demonstrating the higher
neighborhood rates of
HTN in Chicago’s South
Side neighborhoods.

Neighborhood estimates L ® Right: “xpanded view of
are%ased on Behavior e 0 -SH10G0 ST are2
Risk Factor Surveillance y i partcipafing T B0s and

) g " CHCs from ACCESS

v Glenwoo

data welghteq to represent e Community Health and
the surr.oundlng Approximate study Hee Advocate Aurora Atrium
population. catchment area @ < Health.



IRCL ziibllils
Kaiser Permanente BP Control “Bundle” &CHSICAG/@

(Jaffe et al. 2013)

Patient registry (CHCs and community — Eureka) ,
Audit and feedback to implementers (BP control reports) ‘/7 ,
Accurate blood pressure measurement/monitoring ) . /
Simplified treatment regimens (single pill combination therapy) //_ _
HIT-facilitated care coordination between churches and CHCs

o K DN~

« Adaptations guided by our community

e 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



IRLM for Multilevel Kaiser BP “Bundle” Intervention

C

Determinants Implementation Strategies Mechanisms Outcomes
Outer setting (Communigy-lgvgl? L Core strategies (across both arms) (hypothesized) -
:g‘g\’/st‘:g of hﬁper?e'f'é’” B + Community-engaged intervention Reach: number, proportion, and
. Unemp;oyr::r?t emic adaptation A « Increased confidence in representativeness of '
» Food insecurity/deserts + Education and training BP measurement © " © : Eartécl:lp/anlt.s -mhoerg?oe_“é%'ﬁﬂser
* Transportation challenges " & B « Pastors4PCOR members & st undie / eligioie . :
* Built environment (i.e., limited opportunities for community health workers ® - Recipient trust in health « Participants who receive !(alser
physical activity)  © . fe . S e bundle / registry & €. 0. €. G.I.L
- Safety « Practice facilitators train CHC staff ¢ care and clinicians © & Sdoslionnuis e 3
+ Limited health care options * & J. - * « Capacity building ° ‘ F,G,H,K,L » option: number, proportion an 3
A - G 4 : ol d capacity for representativeness of delll‘very agents | @

Inner setting (CHC) : Recruitment in and by the community ncrease p (CHC, FBO) A-B.C.D.E.F.G.H JKL 3
« Remote BP monitoring A € 7 G.H.1.J (Eureka platform) € community to support ' ) o
« Other hypertension initiatives (e.g., BP id ith Implementation =

measurement training of MAs) & - H.1.J i ilitati fea e o +CostD.F.G 1L 2
« Busy and complicated clinic workflows A C: D.F.L Practice facmtat‘lon (one arm) hypertension 4. 8. J. K S = binati 2
« Internal hypertension registries ©: . * Practice Tailoring ¥ * Increased links between . tr:erea[:));t‘(\?glggﬂ AL o 12
i * Program Tools & Materials © CHCs and FBOs A D.E. | bt : S
Inner setting (FBO .
* Health migiétry A-)B- D.E, /J\: Lo « Practice-level Facilitation Activities s;gf(')'g’ﬂ‘%_%fi"ﬂ"f T(acllltanon
+ Research engagement * & . &
+ Community connections * £ Strategies within the Multilevel Intervention Health Intervention Components Perceptual & Antecedent Factors

Implementer-level (CHC . . + Acceptability A B. C.E.F. H K L
. %ntihypertensive (medigation prescribing A ©. 7.1 1L Adapted Kaiser Hypertension Bundle - Appropriateness A B C.E K.L
5 icati : " . ; ‘ ibility A B. C.E.F. H, I, L

gq_rr?{nunlcanng with patients re: behavior change Hypertension registry (Eureka & EHR) ! Feasibility

Implementer-level (FBO) Distribution of an evidence-based, AHA auideli

Sk . idelines for BP
* Trusted leaders community-informed BP control = ntrglu Geinas o ‘

R-e f:ig ionr::: ?l (IthOICHCIcg?TuniM P » Promotion of single-pill S (50 cone ey rate. n-?
it Distribution of BP control reports combination thera * BP level (systolic BP) =
« Medical distrust A . E. K (CHCs) and BP control dashboard Py * Guideline concordant diagnosis | §
* Misunderstanding of treatment options * % ¢ £ (FBOs) ¥ « Community resources * Pr ovision of single-dose -
* Medication hesitancy * & © 7 - Physician-supervised follow-up visits accessed via UniteUs combination therapy g
i ggr/#;;d;:t'gs"ed ' for BP measurement and management (new component) + Utilization of community 5
 Technology literacy * & by physician and medical assistants - eaEces

Notes. Color coding indicates strategies in the Kaiser bundle multilevel intervention (red), strategies across both arms of the parallel

IRCL

(LHICAGO

cluster randomized trial (blue), and strategies in the practice facilitation arm of the trial (green). Superscripts indicate causal paths
associated with each strategy as the anchor. AHA = American Heart Association, BP = blood pressure, CHC = community health
center, EHR = electronic health record, FBO = faith-based organization.
Smith et al. 2025, Implement Sci; Smith, et al. 2023, Eth & Dis



IRLM for Adjunctive Interventions

Determinants Implementation Strategies Mechanisms Implementation Outcomes
Implementation Determinants System & Implementer-Focused Strategies " For Health Intervention System & Implementer-Focused
‘ + Provider training increa: i Effects of Strategles
Quter setting For Health Intervention s N - .90 ”‘pf;g’b ity R -5
+ Harmonizing partnerships and * Provider training on when to prescribe PrEP - . &R s nbehap mu- o b smp For Health Intervention
data } « EHR prompts to counsel on PrEP when HIV test is b pm":lt‘b (re rs). +  Adoption of PrEP
« Strong partnerships ! negative nging clin + Implementation of PrEP
« Intensity of client needs ¢ + Modifying clinic workflows to incorporate PrEP opportunity « Sustainment of PrEP
+ Funding and funder priorities s ' ‘
M ol . For Adjunctive Interventions For Adjunctive Intervention :
+ Staffing and administration » For Adjunctive Interventions
burden § . w:od lr;znhg on M + Training increases capability and Motivational Interviewing
* Flexible models ! ¢ motivation; CME credit targets «+ Adoption of MI
Ot ataciiioa ol ronsddac + MI practice facilitation with feedback WSS motivation; practice faciitation targets sl + Implementation of M with fidelity
+ Passion and dedication of staff : ospability Patient navigation
Process * Involving leadership + Adoption of patient navigation
« Recruiting and retaining clients ! * Integration of CHWs via case conferencing « Involving leadership and new funding + Implementation of patient
* New funding for CHWs targets opportunity; case conferencing navigation with fidelity
+ Hiring and training of CHWs and training targets capability
*
Innovation Determinants Recipient-Focused Interventions Recipient-Level Outcomes
- > . ijncttn Interventions Adjunctive Interventions For Adjunctive Interventions
. rceration ¢ Motivational Interviewing
. mfﬁdormsurance ' After a negative HIV test, provider conducts PrEP * Increases motivation to use PrEP » Uptake of PrEP
+ Expensivelunreliable education and counseling using MI to increase uptake Patient navigation
transportation ! of PrEP Palienl Navigation * Recipient visits
« Immigration status ¢ # ) * Removes barriers and facilitates pu - Self-reported adherence
+ Family and other social support ! Patient Navigation retention in care (i.e., targets » Pharmacological assay of drug
« Stigmas (e.g., HIV, substance After uptake, CHW sets appointments, sends opportunity, capability, motivation) to levels
uss. inoarceration. SOG) ¢ reminders, and assists recipient with navigation to ensure adherence
. Con'peﬂng e activities support services needed to overcome barriers to
« Mental illness, substance use ! adherence
* Resilience 1
Characteristics of providers
« Sensitivity to SOGI and other Health Intervention } Health Intervention Mechanism For Health Intervention
stigmas ' HIV pre-exposure prophylaxis s . Prevents virus replication » Remains HIV negative
+ Good provider-patient J
relationship !

Smith et al. 2024, Implement Sci



Methodology for using the IRLM
for Implementation Planning

Selecting strategies and building out an IRLM for a study proposal/protocol



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



Involvement of Community/Partners

Increasing Level of Community Involvement, Impact, Trust, and Communication Flow

24%

Outreach

Some Community
Involvement

Communication flows
from one to the other, to
inform

Provides community with
information.

Entities coexist.

Outcomes: Optimally,
establishes communica-
tion channels and chan-
nels for outreach.

19%

Consult

More Community
Involvement

Communication flows to
the community and then
back, answer seeking

Gets information or feed-

back from the community.

Entities share information.

Outcomes: Develops con-
nections.

8%

Involve

Better Community
Involvement

Communication flows
both ways, participatory
form of communication

Involves more participa-
tion with community on
issues.

Entities cooperate with
each other.

Outcomes: Visibility of
partnership established
with increased coopera-
tion.

Reference: Modified by the authors from the International Association for Public Participation.

9%

Collaborate

Community Involvement

Communication flow is
bidirectional

Forms partnerships with
community on each
aspect of project from
development to solution.

Entities form bidirectional

communication channels.

Outcomes: Partnership
building, trust building.

2%
Shared Leadership

Strong Bidirectional
Relationship

Final decision making is
at community level.

Entities have formed
strong partnership
structures.

Outcomes: Broader

health outcomes affect-

ing broader community.

gtr(l)ng bidirectional trust
uilt.

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

Merle et al. 2026, Implement Sci



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




American 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



IRLM used before, during
and after Session 7

Implementation of the AAP Pediatric
Hypertension Guidelines in Urban
Community Health Centers




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)




Determinants & Strategies identified through
Rapid Qualitative Analysis of Journey Mapping

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

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)



Steps 3-4: Barriers x Potential Strategies
STRATEGIES

BARRIERS
J




Steps 3-4: Barriers x Potential Strategies

IDENTIFIED BARRIER

BP measurement technique
(Providers do not trust BP
measurements/values)

Potential solutions (Implementation strategies)
Staff training

Training/education
for MAs/nurses in 1)
measurement
technique (more
frequent due to high
turnover) and 2)

appropriate context

Visual reminders/
Audit & Staffing chan
Provider training Workflow changes 6 ges/ HIT/ data staff| guides/ materials
Feedback task shifting
(non-digital)
Designated BP
Training in Spot-check of g K Infographic/poster
. champion . i
appropriate MAs/nurses for BP A with appropriate
K Designated K . R
techniques for accuracy ider/staff techniques visualized
rovider/sta
measuring in Select primary BP P located in vitals area
X member to do follow-| o
child/adolescent values (in view of parents)
up BP checks

HIT solutions/
features

provide context for
measurement (e.g.,
pain scores, patient
disposition)
Select primary BP
values

Populati?n Builder laadershlup .support R STt
(population health |(for pediatric HTN as e o e
tool) priority) quip

Funding for position (BP
checker, BP champion)
and/or training




Step 6: Modified Delphi

Clinical partner survey

* Determinants:
« —2 = strong, negative impact on implementation (strong barrier)
« -1
0
e +1
« +2 = strong, positive impact on implementation (strong facilitator)

 Strategies:
* Effectiveness (1 to 4) Tier 1 = High priority, high effectiveness, higher feasibility

 Feasibility (1 to 4) = Moderate priority, moderate effectiveness, moderate feasibility
.. Tier 3 = Lower priority, moderate effectiveness, low feasibility
* Priority (1 to 4)

Damschroder et al. 2013, Translational Beh Med



IRLM for Pediatric HTN Guideline Implementation in Primary Care

Barriers & Facilitators Implementation Strategies Mechanisms Outcomes
” herence to CPG for pediatric HTN -1 * Training . A «Improved knowledge of pHTN + Reach: Individuals willing to
5 8 N * Training of clinic staff CPG amona clinic staff participate
=2 | .BP measurement technique -1 ABCD.FKMO « Training of providers B 9 N L . « Effectiveness: impact of —
cg q + EHR reminders/features € *Increased skill set of clinic
gl - Poor follow-up for elevated BP -1 ABCD.GIJKLMN.OP remingers/teatures . . intervention on important outcomes 3
g8 « Workflow changes D staff and pediatric providers - Adoption: settings and agents =k
€ 8| -Time needed for population health tool -1* BDKLM ; E s I~ )
£5 - Leadership support on pHTN CPG roles and willing to initiate the program 3
* Inconsistent use of diagnosis code -1 B.CDLP * Visual reminders/materials responsibilities « Implementation [0}
«For clinic staffF . . - +Acceptability =3
» Equipment and clinic structure/layout -2 D.EO H Z;%%Z?;:g;gfgﬁg;;:;?lC *Appropriateness g’,
« Limited time for BP measurement -2 D<M0 + Population health tool +Cost 8
‘ > m ' «Provider use of tool & - Increased awareness of «Feasibility >
* Buy-in from organization/leadership -1* ABE/N.OP.Q - Staff use of tool PHTN -Fidelity
« Staff availability for managing population health tool I « Greater organizational * Maintenance/Sustainability:
-1 EKMO ; ; ; L . . extent to which a program is part of
+Identify at-risk patients support for pHTN diagnosis . 1@ program IS p
+ Limited continuity of care with same PCP -1 BCDL an’;pmana Zment g routine organizational practice
« Availability of internal funding sources +1* + Staffing changes -Bundling pgediatric HTN ‘
* Coordination and consults for specialty care 0 *Task shifting M strategies with other health . Effectiveness -« Patient- %)
. + Financial support priorities (routinization) « Equity centeredness 3
« Patient/family not invested in health 0 8.¢.0.7.0 *Provider incentives N « Accountability (via BP « Timeliness - Efficiency 3
+ External sources of grant support 0* * Accessing fundFi’ng ° Champion, audit and * Safety ®
: « Audit and feedback ’ p . ‘
« External quality benchmarks (e.g., UDS/HEDIS
metrics) 31 y (e « Build on existing QI structure for adult HTN @ feedback, and mcentlves)
« Guideline-adh t di is of
» Cosmopolitanism (Alliance Chicago Network) +2 HTN p:(;i;;ir;eH:i\I_Neren fagnosis o
« Availability of local specialty care and referral I « Guideline-adherent management o
2 . network +2 Annual BP measurements for children/adolescenf§=3 years of pediatric HTN 5
5 E] ) o DKM BP checks at every encounter for high-risk childrgffadolescents (e.g., obesity). *Appropriate follow-up o
52| ° Providers have limited time -2 /5L Diagnosis HTN in children/adolescents who havellIP readings >95! percentile, based on scheduled/completed 2
§ 5| -Limited knowledge of elevated BP values -1 /GO sex, age, and height tables, at 3 different visits. * Lifestyle counseling or o
g 5 | - Providers are invested in pediatric BP +1 Record a detailed history and physical examinatigi¥ for children/adolescents being evaluated ngfgf]fqea;io\:gggstsherapy %
for EBP to identify potential secondary causes of flI'N. ° ;
@ Children/adolescents diagnosed with HTN shoulde counseled regarding lifestyle changes. * Population health tool usage =
§ +Ql teams and processes in place +1 Children/adolescents who fail lifestyle changes sflild be prescribed pharmacologic therapy. * (Distal: better HTN management,
& Treatment goals are BP <90t percentile or <130/ (213 years). lifestyle management)

Notes. *Significant variation between clinics. Tier 1 = High priority, high effectiveness, higher feasibility; = 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



Adapted Versions of the Method

Carroll et al. 2024, Families,
Systems, and Health

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

Sanuade et al. 2026, Implement Sci

Comm

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
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Determinants (Barriers/Facilitators)

IRLM for the Mental Health, Earlier (MHE) Center

Implementation Strategies

Strategy Mechanisms

Outcomes

System-level
Current screening process 0 ©
Distribution of CAT-based irritability
screener =1 G 1!
Intemal behavioral health resources +1 ©

Clinician-level

Pediatric clinicians’ comfort level discussing
mental health risk +1 & 0.5 F.H
Pediatric clinicians’ buy-in +1

« of CAT-based irritability screener

B,C,D,E, F,M

« of FCUOnlin & 0. & F. 1.1
Pediatric clinicians’ decisional uncertainty
regarding risk and referral 0 & 0.5
Pediatric clinicians’ knowledge of next
steps and solutions 0 B2 E.F.H.¢

Family-level
Accessibility of electronic devices, data,
and Wi-Fi -1 ¢ 6%t
Family buy-in +1 A 8.¢
Family circumstances/context -1 &
Family follow-up on referral =1 A.8.0.%
Family health and tech literacy =1 *

Outer setting
External behavioral health resources -1
Insurance coverage for behavioral health/
prevention services -1 ©

Tier 1: Cluster 1 strategy “bundle”
» Patient-friendly resources *
» Clinician/staff training (SP?2ARC?) in toddler
mental health, screening, and intervention &
+ Automated process for CAT-based irritability
screener and decision tool ©
» Decision tool and referral decision tree °
» Practice champion £

Feasibility for routine administration of CAT-
based irritability screened(RP1)Jf &~ 1 ©

Acceptability of irritability screener (e.g.,
perceived value)* (RP1) 4 C.0.F

Perceived as low burden by caregiver (RP1) ©*

Acceptability, Feasibility, and Usability of
Prevention System Components*
a. CAT-based irritability screener (RP1) ¢ ¢
b. Risk calculator, decision tool (RP2) & 2. E.F.H
¢. FCUOnline satisfaction (SP) "

Adoption*

« Increased clinician motivation (RP1) & 0. £ F. a. Clinicians using CAT-based irritability 3
* Reimbursement approach for mental health « Aligned with caregiver preference (RP1) A & * screener (RP1) B¢ i
risk (€.g., CPT code) * + Increased clinician confidence in young b. Clinicians using decision tool(RP2) § © © g
+ Send screener to families via link © children’s mental health (RP2) & 0.E.F. ¥ ¢. Clinicians refer to FCUOnline (SP) ™ ®
. FCUQnIine coordinated referrql process " + Clinician patient-centeredness* (RP2) * & £ & d. Families engage in FCUOnline (SP) " * =
» Caregiver engagement strategies « Caregiver-clinician communication* (RP2) & * Reach* 5
+ FCUOnline Training & Supervision Model ¥ « Decreased decisional conflict* (RP2) &0 ¢ a. Iritability screening rate (RP1) &% - =]
Tier 2: Strategy options for Clusters 2 & 3 « Clinician comfort with referral to FCUOnline b. FCUOnline referral rate (SP) " *
» In-clinic facilitator for intervention referrals and (RP2)BO.EF.HU Fidelity to FCUOnline (SP) *:"
Al L ) « Caregiver trust in health care (all) * & & Cost (all) "
* QR code to administer irritability screener « Caregiver engagement in FCUOnline Sustainability of MHE Prevention System and its
» Designated devices (e.g., iPads) in-clinic to ) o specific components (all) * ¢ 7. !
administer irritability screener™ *Caregiver and Clinician
Anidit and feadhank N *Will be evaluated for representativeness (race/
« Audit and feedback L
e e e s A=y 7 ethnicity, gender, language preference)
+ Voice administration of irritabi ly screener
E MHE Prevention System Components ¥
RP1:fimplementation of CAT screener for irritability * Child irrtability - (_:?'
RP2:Jimplementation of automated risk calculator of young children’s mental health risk and decision tools + Child mental health problems/diagnosis e
or clinicians « Child irritability-related impairment n-';l
RP3:[Tailored engagement regarding receptivity to MHE prevention system * Child self-regulation 3
SP: limplementation of FCUOnline using centralized referral-based delivery model + Parenting skills <

NIH/NIMH P50132503 to Smith & Wakschlag, * Carroll et al. 2024, Families, Systems, & Health




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 @



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!




Interactive Web-Based IRLM Tool!

HIV Implementation Science
Cox a

nation Initiative

Tools v EHE Supplement Harmonization v IS Navigation News & Events v Resources Contact Q

Implementation
Research Logic Model

The Implementation Research Logic Model (IRLM) is an organizing tool developed to improve
the specification, rigor, reproducibility, and transparency of implementation research projects
of various study designs and at various stages of research. The IRLM is a required component
of the FY2020 1- and 2-year Ending the HIV Epidemic ARC/CFAR supplement announcement. To

assist you in developing an IRLM for your project, we've curated a number of tools and
resources here

Templates and Guides HIV Implementation Science

, 4 Coordination Initiative
Logic Model for Implementation Research

Templates

-Fillable PDF (standard format)

Mechaniama Outcomes.
3

-Blank PPTs (various formats; updated 4/15/2020) EE

Worksheets il 1
i i

~IRLM Guide and Example (updated 3/27/20)
H - » »

-IRLM Worksheet - Outcomes (updated 3/30/20) §

~IRLM Worksheet - Determinants (updated 3/30/20)

-IRLM Worksheet - Strategies (updated 3/30/20)

e

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



