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Intentional practice: a common
language, approach and set of
methods to design, adapt and
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wellbeing solutions
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Reducing the “science-to-practice” gap has gained significant attention across
multi-disciplinary settings, including school psychology and student wellbeing,
trauma-informed practice, community and human services, and clinically
focused health care. There has been increasing calls for complexity and
contextualisation to be integrated within the implementation science literature.
This includes the design and implementation of interventions spanning “systems”
(whole-of-community capacity building initiatives), “programs” (e.g., evidence-
based programs, clinical interventions) and “moment-to-moment” support or
care. The latter includes responses and communication designed to deliver
specific learning, growth or wellbeing outcomes, as personalised to an
individual’s presenting needs and context (e.g., trauma-informed practice).
Collectively, this paper refers to these interventions as “wellbeing solutions”.
While the implementation science literature offers a range of theories, models
and approaches to reduce the science-to-practice gap in wellbeing solution
design and implementation, they do not operationalise interventions into the
“moment”, in a manner that honours both complexity and contextualisation.
Furthermore, the literature’s language and content is largely targeted towards
scientific or professional audiences. This paper makes the argument that both
best-practice science, and the frameworks that underpin their implementation,
need to be “sticky”, practical and visible for both scientific and non-scientific
knowledge users. In response to these points, this paper introduces “intentional
practice” as a common language, approach and set of methods, founded upon
non-scientific language, to guide the design, adaptation and implementation of
both simple and complex wellbeing solutions. It offers a bridge between
scientists and knowledge users in the translation, refinement and
contextualisation of interventions designed to deliver clinical, wellbeing, growth,
therapeutic and behavioural outcomes. A definitional, contextual and applied
overview of intentional practice is provided, including its purported application
across educational, wellbeing, cross-cultural, clinical, therapeutic, programmatic
and community capacity building contexts.
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1. Introduction

There is wide acceptance that evidence-based practices deliver

stronger consumer outcomes and optimise the delivery of finite

health, care, wellbeing and clinical resources. Implementation

science has developed as a multi-disciplinary body of literature to

reduce the “science-to-practice” gap in the delivery of clinical,

trauma-informed and growth-focused services across health, care,

therapeutic, education and community-based settings (1–4). The

literature has evolved to identify scientific methods, models and

processes that intentionally seek to strengthen intervention

delivery and outcomes (5).

Despite increasing multi-disciplinary interest, the accumulation

of scientific knowledge within the implementation science

literature remains slow, with few new insights in the last decade

(4). An overarching intent of this paper is to both introduce and

inspire novel insights that tap the interface between theory and

application within real-world contexts, a key area of development

for the field (5). The paper introduces “intentional practice” as a

common language, approach and set of methods that is

purported to support the design, adaptation and implementation

of both simple and complex wellbeing solutions (from the

“system” to the “moment”). By definition, a “wellbeing solution”

is any strategy, intervention, program or response that is

designed to deliver a wellbeing, growth, learning, developmental,

behavioural or therapeutic outcome. Intentional practice is

designed to bring together scientific and non-scientific audiences

around a “shared intent” in wellbeing solution design and

implementation. This responds to a call within the

implementation science literature to embrace complexity and

contextualisation (6, 7), and the important role of participatory

processes to aide this outcome (8, 9).

To set the context for introducing intentional practice, the

paper will define wellbeing solutions, and then introduce the

language of “stickiness” as a non-scientifically worded construct

to operationalise the desired outcome of optimal wellbeing

solution design and implementation. The paper will then detail

the heterogenous nature of wellbeing solutions across

educational, trauma-informed, community services and clinically

focused health care, and articulate key considerations for

implementation scientists across these disciplines. Intentional

practice is then introduced as a design and planning process to

respond to gaps in existing implementation science models,

including: (1) the heterogenous nature of wellbeing solutions

(“system” to the “moment”), (2) complexity and

contextualisation, and (3) engaging all knowledge users in

implementation science constructs and approaches.
2. What are wellbeing solutions?

Intentional practice was first conceptualised as a method to

guide caregivers, teachers, practitioners, researchers and

program developers to deliver growth outcomes, and reduce

unintentional harm, through the design and implementation
Frontiers in Health Services 02
of clinical and non-clinical interventions. This intent remains

current, however the term “intervention” which was prevalent

in early writings (10–12) has been replaced with “wellbeing

solution”. The language of intervention was found to be a key

barrier to accessibility, notably within the Australian context

where the term is associated with the suppression of

Aboriginal people through government-led “interventions”.

By definition, a wellbeing solution is any strategy, intervention,

program or response that is designed to deliver a wellbeing, growth,

learning, developmental, behavioural or therapeutic outcome. In

other words, intentional practice supports the design, adaptation

and implementation of interventions or responses across multi-

disciplinary settings; both clinical and non-clinical. Table 1

summarises the heterogenous and multi-levelled nature of

wellbeing solutions in which intentional practice is purported to

offer utility, and the diversity of knowledge users who are

potentially engaged in their design, adaptation and

implementation. It is possible intentional practice offers value

beyond these applications, but the paper limits itself to this

restricted focus.
3. Contextual foundations of
intentional practice

Intentional practice has been refined through a participatory

process, spanning 10 years, involving numerous scholarly and

applied collaborations. The conceptualisation and refinement has

been strongly grounded in the knowledge translation and

implementation science literatures, and the deconstruction of

scientific evidence for non-scientific audiences (e.g., 13).
3.1. Knowledge translation and
implementation science

Knowledge translation can be defined as the exchange of

scientific evidence across relationships and systems, which

involves a process of synthesis, dissemination and application of

best-practice knowledge (4, 9, 14). Straus et al. argue this should

be both targeted and intentional; supported through an iterative

process between knowledge creation and its implementation.

Knowledge translation includes the co-production of knowledge

and its strategic communication through resourced and

intentional strategies (15).

In contrast, implementation science brings focus to “how to

implement” an intervention or scientific knowledge, and it

represents the “to” in science-to-practice (16). It articulates

scientific methods that promote the uptake of evidence-based

approaches into service delivery and care, as operationalised

through organisational, structural, financial and professional

strategies (17). The implementation literature is made practical

through a range of models, theories and approaches (see 5), and

best practice summary guidelines (e.g., 18).
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TABLE 1 Wellbeing solutions and associated knowledge users.

Setting Wellbeing solutions Knowledge users
Trauma-
informed
practice

• Milieu-based program model
• Practice framework
• Trauma-focused
interventions

• Behaviour, growth, care
and safety planning

• Intentional coaching and
restorative practice
conversations

• Moment-to-moment
trauma-informed practice

Leaders, program developers,
psychologists, practitioners,
residential care workers,
support workers, foster carers,
educators, clients

School
psychology and
wellbeing

• Whole-of-school wellbeing
approach

• Psychological and
developmentally responsive
interventions

• Social-emotional learning
(SEL) programs and
wellbeing curriculum

• Positive psychology
interventions (PPIs)

• Positive behavioural
support

• Behaviour, growth and
safety planning

• Intentional coaching and
restorative practice
conversations

• Moment-to-moment
trauma-informed practice

Principals, site leaders,
educators, administration staff,
school psychologists and
counsellors, wellbeing leaders,
families, students

Community
and human
services

• Practice framework
(therapeutic or trauma-
informed)

• Evidence-based
interventions
individualised to local
need/context

• Case management and
planning

• Behaviour, growth and
safety planning

• Intentional coaching and
reflective conversations

• Moment-to-moment
trauma-informed practice

Policy makers, program
developers, agency leaders,
social workers, youth workers,
support workers, foster carers,
families, clients, allied health
practitioners

Clinically
focused health
care

• Clinical practice framework
• Clinical interventions
• Psychological interventions
• Case formulation,
management and planning

• Care planning
• Moment-to-moment
trauma-informed practice

Doctors, nursing staff,
clinicians, allied health
practitioners, leaders, policy
makers, administration staff,
non-clinical support workers,
clients, families
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3.2. “Stickiness” as a desired outcome of
knowledge translation

The desired outcome of implementation science and knowledge

translation is that evidence-based constructs “stick” in practice. In

other words, scientifically grounded processes and methods

become “sticky” in the minds, decision making and actions of

individual and collective knowledge users. The construct of

stickiness is drawn from the positive education literature. White

(19) discusses the reasons and rationale for why positive
Frontiers in Health Services 03
psychology content and processes (e.g., science of wellbeing,

positive psychology interventions) did not translate nor “stick”

across a whole-of-school wellbeing initiative. Stickiness represents

a cognitive framing element or non-scientific cue that can be

applied by all knowledge users to identify the desired outcome of

implementation and knowledge translation. The knowledge

translation literature highlights the key role of “mental short-cuts”

and framing elements to support the uptake and application of

scientific-based constructs (13). The iterative development of

intentional practice has been motivated by implementation science

methods and processes becoming sticky in the decision making

processes of diverse knowledge users.
3.3. Multi-disciplinary and multi-levelled
applications

The conceptualisation of intentional practice has been

informed by implementation science applications across multi-

disciplinary domains, including trauma-informed practice, school

psychology and wellbeing, community and human services, and

clinically focused health care. This section reviews these domains

and summarises key underpinning themes.

3.3.1. Trauma-informed practice
Trauma is an event or experience that overwhelms an

individual’s coping ability; often associated with the absence of

emotional and/or physical safety. Trauma-informed practice has

emerged as a set of best-practice principles that are brought to

focus in the care, support and teaching of people with trauma

backgrounds (20). These principles include safety, trust, choice,

collaboration and empowerment (20, 21), and they are designed

to be operationalised to individual and collective context. Context

is a key consideration in trauma-based intervention planning. To

illustrate this point, the impact of childhood abuse and trauma is

strongly mediated by a child’s developmental age (22). Trauma

interventions should therefore be responsive to a child’s

individual developmental needs and context (23, 24).

Trauma-informed practices are being increasingly embedded

across human and community services (20), education (25), and

residential care and in-patient treatment settings (21). Improving

implementation quality has been highlighted across the literature

(26). At the core of trauma-informed practice is the role of

“deeply personal, human relationships” (27, p. 97), which

support both growth and healing (28). Evidence-based trauma

interventions for children and young people focus on the

rebuilding of healthy attachment and self-regulation capacity.

This is delivered by caregivers, teachers and clinicians through

individualised moment-to-moment support, care and coaching

(29). The focus of intervention is to respond to the child’s

unique needs and context in the moment of support. To

demonstrate, consider a child presenting with elevated emotions.

The supporting adult is required to develop a personalised

response or intervention that responds to the child’s specific

needs and context, in that moment of time (30). In short,

trauma-informed practice can be operationalised as thousands of
frontiersin.org

https://doi.org/10.3389/frhs.2023.963029
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/


Raymond 10.3389/frhs.2023.963029
micro contextualised interventions (or learning or teaching

moments) that collectively deliver larger self-regulation and

attachment outcomes.

As illustrated in Table 1, trauma-informed practice can be

operationalised through a variety of wellbeing solutions,

including: whole-of-site (or agency, school, program) to moment-

to-moment support, care and teaching. Both clinical and non-

clinical knowledge users have key roles in the design and

implementation of trauma-informed care. The trauma science

themes of contextualisation, diversity of knowledge users,

operationalising wellbeing solutions into the moment, and

psychological safety were foundational considerations in the early

conceptualisation of intentional practice.

3.3.2. School psychology and wellbeing
Schools and education providers deliver a range of strategies,

programs and responses that meet broader student developmental

and growth needs (e.g., trauma, disability, wellbeing, mental

health). This is captured within diverse literatures such as school

psychology, positive education, trauma-informed education and

school connectedness. Implementation science remains within its

infancy across the school psychology literature, with increased

literacy and application warranted (2, 31). In a recent review,

Shoesmith, Hall (32) conducted a review of the facilitators and

barriers of implementing health behaviour interventions within an

educational setting. In this study, supported by others (33), local

school-based contextual factors were identified as having a key

role to explain intervention stickiness.

Schools represent complex eco-systems, and evidence-based

practices can be applied at multiple layers and by diverse

knowledge users (see Table 1). This includes through the

implementation of whole-of-school approaches to wellbeing,

specific strategies and principles to respond to cohorts of students

(e.g., trauma, disability), evidence-based psychological and

developmental interventions, social-emotional learning programs,

and individualised student behaviour management or growth

planning. The school-based themes of contextualisation, multi-

levelled wellbeing solutions and diverse knowledge users were key

considerations in the conceptualisation of intentional practice.

3.3.3. Community and human services
Community services deliver support, care, case management and

interventions by a diversity of skilled and semi-skilled personnel (see

Table 1). Across these settings, “the practitioner is the intervention”

(34, p. 532), where scientific constructs require embedding into

systems and service delivery (35). This systemic implementation is

often facilitated through practice frameworks or logic models (36,

37), with purveyors and third party experts having a key role to

guide and support systemic implementation (34, 38). As seen in

Table 1, community and human service settings also include a

number of nested interventions. These include evidence-based

packages or programs, trauma-informed practice, and

individualised case planning which are nested within broader

practice or therapeutic frameworks. The themes of the “practitioner

as the intervention” and nested interventions were highly

influential in the early conceptualisation of intentional practice.
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3.3.4. Clinically focused health care
The role of implementation science is well established within

the health care literature. This includes the delivery of evidence-

based practices across general practice, in-patient and out-patient

services, psychology and psychiatry, and allied health (3, 4). The

breadth of evidence-based interventions and knowledge users is

summarised in Table 1. Health care has become significantly

complex, where contextualisation remains at the forefront of

service delivery (39). Across the psychological literature there are

frameworks and methods to navigate complexity and

contextualisation. For example, cognitive-behavioural therapy

(CBT), an evidence-based clinical intervention, is designed to be

adapted and implemented through an individualised “case

formulation process” (40). Le, Eschliman (41) describes a current

feature of mental health care is “task sharing”. This is where

non-clinicians (e.g., support workers, case managers) are being

asked to be active in the planning and implementation of mental

health and wellbeing services. The operationalisation of task-

sharing was an early design feature of intentional practice.
3.3.5. Summary and application to current
implementation models

Three key themes are brought forward from the previous

sections. These are reviewed against the degree current

implementation science models respond to key features of the

theme. Summary reviews of implementation models are not

offered in this section, but are available elsewhere, specific to

generalised applications (5), as well as therapeutic residential care

(26) and child welfare and mental health services (42).

An overarching theme is that complexity and contextualisation

are foundational considerations in the design, adaptation and

implementation of wellbeing solutions. While traditional

implementation models have been founded upon a pipeline or

linear model (6), there has been increasing scholarly interest to

embrace complexity in the design, operationalisation and

implementation of interventions (2, 6, 7, 43–46). Intentional

practice responds to this call.

A second theme is the heterogenous and multi-levelled

spectrum of wellbeing solutions. Evidence-based wellbeing

solutions are often embedded or nested within broader

interventions, and intervention design and implementation can

be operationalised into moment-to-moment processes. This

includes the building of emotional and psychological safety in

the moment of care (e.g., trauma-informed practice). Existing

implementation models and theories do not guide intervention

planning within moment-to-moment support, where

interventions are contextualised to changing support needs and

presentation. This remains a unique feature of intentional practice.

The final theme is that knowledge users are diverse, and both

scientific and non-scientific voices (see Table 1) are often

required to come together in wellbeing solution design and

implementation. Traditional implementation models and theories

are largely operationalised through scientific or professional

language and methods, with the constructs not tailored to non-

scientists (e.g., teachers, caregivers, support workers).
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Implementation strategies, frameworks and models are not

routinely visible to all knowledge users. Drawing upon the words

of Nilsen (5): “theorizing about implementation should therefore

not be an abstract academic exercise unconnected to the real

world of implementation practice”. This paper makes the case

that implementation science constructs should be tailored, visible

and sticky for all knowledge users. This remains a key

motivational design feature of intentional practice.
4. Introducing the language, approach
and methods of intentional practice

In this section intentional practice is introduced to guide the

planning and implementation of wellbeing solutions, in a

manner that upholds:

• The heterogenous nature of wellbeing solutions (“system” to the

“moment”).

• Complexity and contextualisation.

• Engaging all knowledge users in implementation science and

knowledge translation constructs and approaches.

4.1. Positioning definition

To date, intentional practice has not been coherently and

consistently defined within the literature. Earlier scholarly

writings brought a definitional focus to its “application” (10–12),
FIGURE 1

Examples of wellbeing solutions spanning the “system” to the “moment”.
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which did not provide guidance in how intentional practice was

positioned within the broader scientific literature. This impacted

on its translational capacity. Today intentional practice has

consolidated its definition as follows:

“intentional practice is a common mindfulness-based language,

approach and set of methods to design, adapt and implement

safe and high impact wellbeing solutions from the system to

the moment”.

This positioning definition is systematically explored.
4.2. Wellbeing solutions from the “system”
to the “moment”

Intentional practice categorises wellbeing solutions as spanning

the “system” to the “moment” (see Figure 1). The term “system” is

applied to denote a wellbeing solution that brings focus to multiple

people or at a community or collective level. System-based

wellbeing solutions include whole-of-school approaches and

community capacity building initiatives. In contrast, the term

“moment” refers to a wellbeing solution or response that is

delivered through interactions between two or more people. For

example, this may include a parent providing support to a child

in distress, or a coaching or counselling intervention. Intentional

practice upholds the potential of moment-to-moment

interactions or support between two humans, even if it is only
frontiersin.org
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TABLE 2 Foundational language and definitions of intentional practice.
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brief, to have a powerful effect (positive or negative) on human

wellbeing and functioning.

Construct Definition
Intentional practice (in
application)

The bringing of mindful awareness to the “what” and
the “how” within the design, adaptation and
implementation of the wellbeing solution.

Wellbeing solution Any strategy, intervention, program or response that
brings an intent to deliver a wellbeing, growth,
learning, developmental, behavioural or therapeutic
outcome.

System A wellbeing solution that spans an entire community,
school or agency, and includes multi-levelled or nested
wellbeing solutions.

Moment A wellbeing solution or response that is delivered or
operationalised through the interactions between two
or more people.

Approach (principles and
lens)

The worldview, mindset and energy brought to the
design, adaptation and implementation of wellbeing
solutions.

Mindful awareness Open, curious and non-judgemental lens that is
brought to the design, adaptation and implementation
of wellbeing solutions.

Intent (“What”) The purpose, aim or desired outcome of the wellbeing
solution.

Components (“How”) The actions, strategies, scripts, language and
programmatic features that are designed to deliver the
intent of the wellbeing solution.

Growth intent A person, program or community brings an intent and
energy to “growth”, or building the capacity of
individuals and communities for improved whole-of-
life outcomes.

Shared intent A community or group has a shared and co-created
awareness of: (1) what is happening in the wellbeing
solution context, (2) what is the intent or desired
outcomes of the wellbeing solution and (3) how this
will be collectively actioned.

Building blocks Smaller domains of growth competencies or intent that
are operationalised through the language of: (1)
awareness, (2) skills and (3) mindsets, and are aligned
to larger growth outcomes or goals.
4.3. Safe and higher impact wellbeing
solutions

The early conceptualisation of intentional practice was

informed by the implementation science literature. This included

a scholarly focus to isolating intervention features (or covariates)

associated with stronger effect sizes. Following a review of cross-

disciplinary meta-analyses (e.g., 18, 47, 48), Raymond (11)

proposed five principles associated with interventions delivering

stronger social, emotional and psychological outcomes. These

principles underpinned the conceptualisation of intentional

practice and key foundational models. In response, intentional

practice has been designed to support the delivery of “higher

impact” wellbeing solutions, or the delivery of simple and

complex wellbeing solutions associated stronger outcomes or

effect sizes.

Following conceptualisation, early testing and refinement

occurred across child welfare settings, with intentional practice

guiding the responses of adults and programs supporting

children with complex trauma backgrounds. The trauma-

informed literature was highly significant in this developmental

process in two main ways. First, it uplifted the role and

importance of emotional and psychological “safety” within the

design, adaptation and implementation of wellbeing solutions (or

contextualised interventions). Second, it brought focus to the

importance of the “moment” or singular interactions, between

two or more people, as being meaningful interventions in their

own right (as previously discussed).

Set of methods The way in which the intentional practice approach is

applied, operationalised or used across different
contexts or situations. This includes through models,
process steps and critical questions.

Awareness Knowledge and insight about self, others, world and
future.

Skills Actions that take knowledge into action through
coping responses and behaviours.

Mindsets The attitude or beliefs related to how someone sees
themselves, others, their capacity, their world and
future.

Critical questions Questions that are designed to “ground” the design,
adaptation and implementation of the wellbeing
solution, and bring people and communities back to
4.4. Intentional practice as a language

Intentional practice has been designed to offer a common

language to support and guide multiple knowledge users to

design, adapt and implement wellbeing solutions. Table 2

provides a glossary of foundational language and definitions

which are designed to be sticky in the minds of knowledge users.

These definitions are further operationalised in subsequent

sections.
critical intentional practice design principles and
planning features.

Life Buoyancy Model A foundational model of intentional practice. It is
operationalised as a logic model of short-, medium-
and long-term outcomes (“what”), and associated
intervention or wellbeing solution components
(“how”).
4.5. Intentional practice as an approach

In early writings, intentional practice was described as both an

“approach” (11) and “methodology” (10, 12, 30, 49), with the terms

conflated. Intentional practice is now defined as both, with each

term having a distinct meaning. The term “approach” can be

described as the way individuals, programs or communities

approach the design, adaptation and implementation of wellbeing

solutions through worldview, mindset and energy. It represents the

direction, angle or lens that is brought to wellbeing solution

formulation and delivery. In contrast, “methodology” operationalises
Frontiers in Health Services 06
the process or the way in which wellbeing solutions are formulated

through modelling, critical questions and process-based steps.

As an approach, intentional practice is analogous to the

magnifying glass (see Figure 2). A magnifying glass has both a
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FIGURE 2

Intentional practice as an approach and set of methods to design, adapt and implement wellbeing solutions.
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frame and a lens. The frame is represented by seven key principles

that “frame” intentional practice as an approach. In other words,

individuals, programs and systems “hold onto” these principles

in the design, adaptation and implementation of wellbeing

solutions or contextualised interventions. These principles are

named and defined in Table 3.

The principles are written in language that is designed to be

understood and applied by non-scientific audiences. They align

to the epistemological, political and ethical assumptions of

Systems Informed Positive Psychology (SIPP; see Table 1 in 45).

Furthermore, at the heart of both intentional practice and SIPP

is “interdependency”, or the co-existent or symbiotic relationship

between humans, community, environment and wider systems.

This reflects the call for increased integration of the complexity

and implementation science literatures (6, 7).

As symbolised in Figure 2, intentional practice as an approach

can also be represented as a “lens”. This captures the worldview,

mindset and energy individuals, programs and systems constantly

hold in their mind through the design, adaptation and

implementation of wellbeing solutions. There are three key

features of this lens.
4.5.1. Mindfulness (mindful awareness)
The central lens of intentional practice is mindfulness, or

mindful awareness. For this reason, intentional practice is defined

as a “mindfulness-based approach”. Mindfulness represents an

open, non-judgemental and curious awareness to any experience
Frontiers in Health Services 07
or event (50, 51); underpinned by focused attention (52).

Mindfulness upholds a flexible and adaptive processing of

information (53), and being willing to shift and change one’s

worldview or frame of reference. Within intentional practice, the

features of openness, non-judgemental awareness and curiosity

are continually brought to focus in the design, adaptation and

implementation of wellbeing solutions.
4.5.2. Intentionality
“Intentionality” can be understood as a unifying term that

offers a “cognitive shortcut(s) that nonscientists bring to the

discussion of complex issues” (13, p. 30). The term “intent”

describes the purpose and aim associated with a wellbeing

solution, including its desired outcomes (“what”). In application,

intentional practice can be defined or operationalised as the

bringing of “mindful awareness to the “what” and the “how”

(e.g., strategies, responses, methods) within the design, adaptation

and implementation of the wellbeing solution”. This applied

definition is further operationalised through the following key

questions:

• What is the intent, energy or philosophy driving the wellbeing

solution (or strategy, response, program, intervention)?

• What outcome is at the focus of the wellbeing solution (or

intervention)?

• How, or by which method or process, is this outcome being

achieved?
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TABLE 3 Principles underpinning and framing intentional practice.

Key principles
(frame)

Definition

Embrace complexity and
diversity

Wellbeing solutions should embrace complexity,
human diversity and multiple worldviews, and move
away from one-size-fits-all or reductionism.

Integrate wisdom and
evidence

Wellbeing solutions should uplift and value both
local wisdom (individual and community voice) with
external world evidence (best-practice science,
external sources).

Side-by-side co-creation Wellbeing solutions should be co-designed and co-
created with multiple voices positioned in a side-by-
side manner or with equal power relationships,
including the intended audience of the wellbeing
solution.

Personalisation
(contextualisation)

Wellbeing solutions should be intentionally
personalised or tailored to the unique context and
needs of individual and community; drawing upon
an ecological, systems or broad-based understanding
of human functioning.

Do no harm (strengthen
activation)

Wellbeing solutions should seek to minimise
unintentional “harm”. The potential impact of
wellbeing solutions can range on a continuum from
activating (building capacity for thriving outcomes)
to suppressing (causing harm). The one wellbeing
solution has the potential to be experienced in both
ways, and strengthening the activating properties of
wellbeing solutions remains paramount.

Implicit and explicit
solutions

Wellbeing solutions should draw upon a range of
intentionally delivered strategies and responses
drawn from both implicit (e.g., indirect learning
processes, role modelling) and explicit learning
approaches (e.g., training, coaching).

Interdependency Wellbeing solutions should express a commitment to
a symbiotic or interdependent relationship between
people, their community, nature and the broader
systems around them.
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4.5.3. Growth focus (or growth intent)
The question “what is the intent, energy or philosophy driving

the wellbeing solution?” is foundational within intentional practice,

and ensuring that wellbeing solutions have increased potential to

have an activating (or growth effect), as opposed to causing

unintentional harm (suppressing in nature). The reason

intentional practice explicitly uplifts “growth” as an intent is that

many wellbeing solutions or interventions are embedded within

agencies and systems that have competing needs and different

intents. For example, if we consider the implementation of an

evidence-based social-emotional program delivered by educators

for students with self-regulation problems. The intent educators

bring to the implementation of the intervention could be to: (1)

“change student behaviour”, (2) “manage student behaviour and

risk impact on other students”, (3) “fix the problem”, (4) “punish

or consequence student behaviour” or (5) “grow student self-

regulation capacity”. Each of these underlined categories brings a

different intent, energy and focus to the implementation of the

wellbeing solution. By naming “growth” as an intent, strength

focused practice philosophies, as aligned to positive psychology

(54), are both magnified and illuminated in the implementation

(10). This point highlights the importance of implementation

strategies bringing “alignment” between the intervention and the
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characteristics of an organisation, agency or community (55),

including prevailing community attitudes and values (33, 56).

In short, intentional practice uplifts a growth-focused lens to

the design, adaptation and implementation of wellbeing

solutions. The intent or purpose of interventions are to “grow”

(or build) the capacity of individuals and communities for

improved whole-of-life outcomes (11). This growth-focused

orientation is operationalised as individuals and programs

adopting a “growth intent”. The construct of growth intent has

been drawn from the positive psychology literature on optimal

functioning (54), self-determination (57) and growth mindset

(58). In intentional practice, this can be made practical through

the critical question: “what is the growth intent of my support,

this program or wellbeing solution?”.
4.6. Intentional practice as a set of methods

Intentional practice as a “set of methods” (or methodology)

represents the way the approach is applied, operationalised or

used across different contexts or situations. Drawing upon the

metaphor in Figure 2, this symbolises how the magnifying glass

is moved or applied. Intentional practice as a set of methods is

currently operationalised in three ways: (1) models, (2) process

steps and (3) critical questions.

4.6.1. Models
Models provide a method to guide the operationalisation of

wellbeing solutions and make the “approach” practical for

context. Models conceptually organise the relationship between

outcomes (“what”) and “how” this is actioned through locally

contextualised responses, strategies and intervention components.

4.6.1.1. Life buoyancy model (LBM): growth-focused model
of intentional practice
This is the foundational model underpinning intentional practice

(described in detail: 10, 11, 30). It is framed and categorised as a

program logic model, which includes a hierarchy of short-, medium-

and long-term outcomes (“what”), with associated intervention

components (“how”) and process-based features that operationalise

how growth outcomes are delivered. This model supports the

deconstruction of interventions into “common elements” or “core

components”. This modular or common elements approach seeks to

identify the “main ingredients” of an intervention (59), and has been

drawn from both the therapeutic (59, 60) and the program design

and implementation literatures (61, 62). The LBM model is designed

to be populated with contextualised content, and provides a method

to articulate an intervention’s “theory of change or growth”. This

model has been adapted from established implementation science

logic modelling (see 11, 30).

4.6.1.2. Building block model
This model graphically operationalises “growth intent” through a

building-block metaphor and the descriptors of: (1) awareness,

(2) skills and (3) mindsets. These descriptors deconstruct larger

growth outcomes (e.g., resilience), social-emotional skills (e.g.,
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TABLE 4 Critical questions underpinning the design, adaptation and
implementation of wellbeing solutions.

Intentional
support (moment)

Evidence-based
program (EBP)

Whole-of-
community
(system)a

What is my intent right
now?

What is the intent of this
EBP?

What is the intent of this
whole-of-community
approach (e.g., wellbeing
strategy, therapeutic
framework)?

What outcomes am I
working towards?

What are the intended
outcomes of this EBP?

What are the outcomes we
want to achieve?

How am I working to
achieve these outcomes?

What are the core
components or active
ingredients of this EBP?

What are the core
components that are central
to the delivery of our whole-
of-community approach?

What energy am I
bringing to this
supporting role?

What energy or intent
am I bringing to this
EBP?

What energy or intent
underpins our whole-of-
community approach?

Am I being “growth-
focused” or bringing a
“growth intent”?

Am I holding onto a
“growth-focused” intent
in the delivery of this
EBP?

To what degree is “growth”
as an approach, energy or
intent visible in our service
delivery?

Is my support having an
activating or growth
effect?

Is this EBP delivering
growth outcomes?

Are our services and
responses having an
activating or growth effect?

Is it possible I could be
causing unintentional
harm (suppressing
effects)?

In what ways could this
EBP cause unintentional
harm (suppressing
effects)?

Is it possible that any of our
services, responses and
practice approaches are
causing unintentional harm
(suppressing effects)?

aAdapted from Raymond (30).
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mindfulness) or goals (e.g., strengthened wellbeing) into “building

blocks of growth intent”. It supports a scaffolded and targeted

approach to the design and delivery of contextualised wellbeing

solutions (see 49).

4.6.1.3. Other models
There are other models that operationalise intentional practice to

context. This includes two key models (What-What-How®,

Activation Cycle) that translate intentional practice within moment-

to-moment supporting relationship (e.g., intentional caregiving,

teaching or support) and shared growth planning. These models are

embedded within a competency-based training program (63).
4.6.2. Process steps
Intentional practice can be operationalised through process-

based steps to guide the design, adaptation and implementation

of wellbeing solutions across different contexts. These process

steps draw upon both the approach and key models (e.g., LBM).

Process based steps and case examples are provided in the

literature as follows:

• Trauma-informed care environments (30).

• The design and implementation of complex or multi-

component wellbeing and resilience programs (10).

• The personalisation of social-emotional learning programs

across educational settings (11).

• The integration of strategies and components to build

wellbeing and environmental outcomes (64).
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• Case planning and formulation within counselling, coaching

and clinical interventions (12).
4.6.3. Critical questions
Intentional practice can be applied in both highly simple and

complex ways. In its simplest manner, intentional practice can be

readily operationalised as “critical questions” that are brought to

the design, review and implementation of existing or new wellbeing

solutions. Table 4 identifies a selection of critical questions that can

be wrapped around the design and implementation of: (1) moment-

to-moment support, (2) evidence-based programs and (3) whole-of-

community interventions (e.g., practice framework). These critical

questions are designed to “ground” the wellbeing solution in its

design, adaptation and implementation. In its most simplest

manner, intentional practice can be operationalised simply as: “what

is the intent of this intervention or wellbeing solution?” and “how

am I actioning this intent?”.
5. Applications

This section is dedicated to summarising the purported

applications of intentional practice across real-world settings. No

conclusions regarding the relative effectiveness (or lack of

effectiveness) of intentional practice is formally offered. The

section moves from generalised to contextualised applications.
5.1. Generalised applications:
complementary vs. standalone

Intentional practice can be applied to support the design,

adaptation and implementation of wellbeing solutions in either a

“complementary” or “standalone” manner. When it is applied in a

complementary manner, intentional practice is designed to be an

adjunct to other implementation or knowledge translation models.

In this complementary application, individual features of

intentional practice are applied at the discretion of the knowledge

user or community. For example, individual (or collective)

intentional practice features such as language (Table 2), principles

(Table 3), approach, critical questions (Table 4) or models (e.g.,

LBM) can be overlaid existing intervention planning processes.

In contrast, when intentional practice is applied in a standalone

manner, then the design, adaptation or implementation process is

founded upon the following features:

• Intentional practice principles and language.

• Ongoing attention being paid to the lens or approach of

mindfulness, intentionality and growth.

• Critical questions.

• A clear logic or intent between the outcomes (“what”) and the

“how” and this is documented in a logic model or framework

(e.g., Life Buoyancy Model, What-What-How® or other

implementation science logic models).
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The following section details a range of contextual applications of

intentional practice, which draws more heavily upon its

complementary functions.

5.2. Clinical, teaching and caregiving roles

Intentional practice asks supporting adults (e.g., caregivers,

teachers, counsellors, practitioners, coaches, clinicians) to bring a

lens of mindfulness, intentionality and growth to their support,

and their moment-to-moment interactions. It uplifts the potential

of every interaction being an opportunity for growth and learning

within the support and care provided to others. In application,

this can be framed as “intentional caregiving” or “intentional

teaching”, or the formal role descriptor of “intentional

practitioner”. In its simplest application, it can be operationalised

as a supporting adult asking the critical question: “what is my

intent right now in the care and support provided?”. For a

clinician or practitioner, critical questions might include: “what

outcomes am I working towards with my client during this

contact?” and “how will I act to support the delivery of these

outcomes?”. In other words, the practitioner brings ongoing

mindful awareness to the “what” and the “how” within the design

and delivery of the contextualised intervention, or the moment-to-

moment support and care provided to another.

Intentional practice, as operationalised as a set of methods

through the LBM, offers a case formulation framework to design

(and co-design with a client) a clinical or non-clinical intervention

or support plan (12). It supports the design of contextualised

interventions similar in function to the “case formulation process”

associated with cognitive behavioural therapy (40). The modelling

provides a method for clinical and non-clinical personnel to work

together and develop a “shared intent” in the design and

formulation of a contextualised mental health and wellbeing

solution. This may offer utility in “task sharing” contexts where

non-clinicians (e.g., support workers, case managers) are being

increasingly asked to be active in the planning and implementation

of mental health and wellbeing interventions. As the language of

“intent” is not linked to a specific discipline, it offers a common

language for multi-disciplinary teams (e.g., doctors, nurses, social

workers, support workers) to co-construct contextualised

interventions. In this shared planning, there may still be key roles

for content experts or knowledge brokers (e.g., psychologist,

psychiatrist) to lead the knowledge transfer process (65).
5.3. Strengthening the implementation of
existing evidence-based programs

Intentional practice was conceptualised to support the design

and delivery of safe and higher impact wellbeing solutions (or

interventions). The language, approach and methods can be

overlaid existing interventions (in an umbrella fashion). In its

most simplest manner, it can be operationalised as critical

questions such as: “what is the intent of this intervention?”,

“what outcomes are we working towards?”, and “how are we

actioning this intent?”. These critical questions are designed to be
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embedded within agency or team reflective and communication

processes, and when this occurs, it is postulated this will

strengthen the delivery of existing evidence-based programs.

Through its logic modelling framework (LBM), intentional

practice provides a method to deconstruct existing evidence-based

interventions, where the relationship between the outcomes

(“what”) and the core intervention components (or “how”) are

named and articulated. This provides an opportunity to name the

intent of individual evidence-based programs, and describe how

they position and integrate alongside other interventions, where

they exist. For example, the intent and associated outcomes of a

program designed to manage aggressive client behaviour vs. an

intervention designed to build social-emotional skill capacity (see 30).
5.4. Culturally responsive wellbeing solution
design and implementation

Cultural determinants are a key intervention design

consideration. Within an Australian context, there are significant

socio-cultural, institutional and historical factors that impact on

Aboriginal people, which must be uplifted into the design,

adaptation and implementation of wellbeing solutions (66).

Culturally responsive interventions uphold the principles of

empowerment, co-design, self-determination and validating

existing knowledge systems in the design and implementation of

responses, care and programs impacting on Aboriginal people

(see 67). The underpinning approach and principles of

intentional practice, for example: “embrace complexity and

diversity”, “side-by-side co-creation”, and “integrate wisdom and

evidence” (see Table 3), share alignment with culturally

responsive design principles. It is therefore postulated that

intentional practice may offer a culturally responsive approach

and set of methods to capture and magnify the knowledge

systems of Aboriginal people in the design and implementation

of Aboriginal led wellbeing solutions. In an early case example,

Raymond and Lappin (68) describe the development of a

contextualised wilderness-adventure program for young people

with offending backgrounds, with very high Aboriginal

representation. The program integrated best-practice trauma-

informed principles with local cultural knowledge systems, as

documented through the LBM logic model, and underpinned by

the shared language of “intentionality”.
5.5. Contextualised delivery of
trauma-informed practice

Trauma-informed practice is characterised by a set of best-

practice principles that are actioned through care, support and

teaching processes (20). There is a lack of consistent literature

guidance in terms of how trauma-informed practice can be

operationalised by systems, agencies and individuals to respond

to the contextualised needs of people with trauma-based

backgrounds. Intentional practice offers some unique methods

and insights here (30).
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Drawing upon the foundational principles in Table 3,

intentional practice upholds the importance of: (1) individual

understandings of trauma impact, (2) developing personalised

wellbeing solutions that integrate best-practice trauma-informed

principles with local knowledge systems, and (3) the co-creation

of trauma-informed responses and interventions, such that a

shared intent for healing and growth is articulated within a

support community. As noted by Raymond (30), this can be

practically operationalised through the design and implementation

of whole-of-program trauma-informed frameworks (or therapeutic

practice approaches), adaptation of evidence-based trauma

interventions, and ultimately through moment-to-moment care and

support. The latter includes the delivery of personalised responses

(or micro interventions) that individually responds to the needs and

context of the person being supported, in any moment of time.
5.6. Contextualised wellbeing solutions with
fidelity

The paper has highlighted the importance of evidence-based

interventions being adapted to context. Adaptation should occur

in an intentional and evidence-based manner (35), which requires

balancing both “flexibility” (or contextualisation) and “fidelity”

within intervention design and implementation (69). Intentional

practice is postulated to offer utility in this regard. This is

explained as follows.

Intentional practice is “process” driven. It is focused on

intentional program design by “describing” the process to design

and implement wellbeing solutions, as opposed to “prescribing”

specific interventions or programs. In other words, it brings

fidelity to process, where wellbeing solutions are developed and

adapted through a lens of high awareness, growth and

intentionality, and integrating best-practice science into

intervention design through a logic model framework and co-

construction (wherever possible). In other words, it offers a

“flexible method for program developers to bring creative flair to

their work, but within a framework of intentionality and

awareness of intent, desired outcomes (“what”) and method

(“how”)” (10, p. 52). When a contextualised wellbeing solution is

documented through the LBM logic model, the opportunity exists

for “contextualised fidelity” (quality delivery) to be operationalised

and assessed against the documented logic model (for further

discussion see 10).
5.7. Complex programming and community
capacity building

Intentional practice has been applied to support the design and

implementation of complex programming. These are programs that

include multiple intervention components, are delivered across

multiple layers (individual, workgroup/classroom and organisation/

school) or agency sites, and include cohorts with heterogeneous or

complex needs (e.g., trauma). There are published examples of

intentional practice informing the design and implementation of
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these programs across positive psychology (10), wilderness

programming (68) and trauma-based residential care settings (30).

Other applications include across positive education, community

services and community-based mental health.

A feature of complex programs is that wellbeing solutions (or

evidence-based programs) are nested within wellbeing solutions.

This is representative of a community capacity building program

targeting mental health and wellbeing outcomes. The community

may be a school, agency or geographic area. A complex program

of this type can be operationalised through a whole-of-community

wellbeing framework, an evidence-based social-emotional learning

(SEL) or wellbeing program, and moment-to-moment trauma-

informed practice. Intentional practice offers a common language,

approach and set of methods that spans the design, adaptation

and implementation of all nested wellbeing solutions.

A literature example of a nested complex program is Resilient

Futures (10, 49). This was a multi-site delivery of a wellbeing and

mental health program which included the contextualised delivery

of wellbeing and resilience skills to over 1,400 young people from

disadvantaged backgrounds and agencies spanning alternative

education, health, child welfare and mental health. Intentional

practice operationalised the: (1) program logic model framework

(10), (2) delivery of localised interventions for wellbeing and

resilience skill development, and (3) delivery of intentional case

management and trauma-informed coaching support. The

Resilient Futures’ case example provided preliminary evidence

that intentional practice was highly translatable and practical

across multi-disciplinary settings, and a central driver of the

program’s purported success (49).
5.8. Cross-discipline integration

Across diverse literatures, there is increasing call for

approaches that support conceptual, methodology and functional

integration of scientific disciplines (70, 71). Intentional practice

responds to this need by offering a non-discipline aligned

language, approach and set of methods.

An example of intentional practice’s potential to foster

inter-disciplinary integration is demonstrated through a case-

study wellbeing solution that brought together the wellbeing

(positive psychology) and sustainability literatures. Raymond and

Raymond (64) conceptualised a program designed to increase

landowner tree planting, as well as promote higher levels of

subjective wellbeing. Intentional practice, as operationalised

through the LBM logic modelling, brought together outcomes

and intervention components drawn from both disciplines. This

included: (1) mindfulness training in nature, (2) nature exposure,

(3) education, (4) value clarification processes and (5)

environmentally driven call-to-action activities.
6. Discussion

Reducing the “science-to-practice” gap in the delivery of

clinical, trauma-informed and growth-focused services (or
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wellbeing solutions) has attracted increasing interest across multi-

disciplinary settings. The accumulation of new scientific

knowledge within the implementation science literature remains

slow (4), and this paper has sought to introduce and inspire

novel insights that tap the interface between theory and

application, a key area of development for the field (5). To this

effect, this paper offers the following higher-level insights.

First, the paper offers broader understandings of the multi-

levelled nature of interventions, as operationalised from the

system, programmatic and moment-to-moment levels. This

represents a more granular and nuanced construction of wellbeing

solution design and implementation than is traditionally seen in

the implementation science literature. The moment-to-moment

level, a key feature for implementing trauma-informed practice

(30), highlights the role of individual cognitive activities (or the

intent of a practitioner, teacher, caregiver etc) in the process of

intervention design and implementation (in the moment). It

brings awareness to the interface between “intent” and “actions”,

and associated decision making processes.

Second, the paper offers further support for the integration of

the complexity and implementation science literatures (6, 7), and

the role of “context” to understand the degree best-practice science

becomes “sticky” in application. It upholds the importance of

fidelity of “process” in the design, adaptation and implementation

of interventions (or wellbeing solutions). This includes a focus on

“describing” key methods to develop wellbeing solutions, as

opposed to “prescribing” an individual intervention. For this

reason, drawing upon the implementation model categories

proposed by Nilsen (5), intentional practice is most closely aligned

to the “process model” category.

The paper also supports the importance of iterative and

dynamic planning processes within knowledge translation (15).

The argument is made that the embracement of complexity

within implementation science will require people, programs and

communities to come together in “shared intent”, through

iterative and participatory communication, to design and

implement contextualised interventions (8). The bringing

together of people is the hallmark of best-practice knowledge

translation, and this paper has introduced the possible role of

common language and approaches (founded upon intentionality)

to aide this process.

Fourth, the paper has highlighted the importance of

deconstructing scientific knowledge in practical terms (13), such

that it is accessible for non-scientific knowledge users. It has

introduced the cognitive short-cuts of “stickiness” (or “sticky”)

and “intentionality” (or “intent”) to operationalise the outcomes

and processes of implementation science, respectfully. These

examples invite implementation scientists to consider what other

key concepts can be deconstructed and made sticky in action for

both scientific and non-scientific audiences.

At the most practical level, the paper has introduced

“intentional practice” as a common language, approach and set

of methods that is purported to support the design, adaptation

and implementation of wellbeing solutions (from the “system” to

the “moment”). Developed from the implementation science

literature, it has been iterated and refined through participatory
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processes, which remains ongoing today. Intentional practice as

an “approach” asks knowledge users to hold onto principles of

complexity and contextuality, and bring a lens of mindful

awareness, growth and intentionality to everything they do. As a

set of methods (“methodology”), it offers models, critical

questions and process-based steps to design and implement

wellbeing solutions that integrate the science of wellbeing,

resilience, growth and trauma-informed practice (etc) with local

knowledge systems and existing interventions. In application, the

features (e.g., language, principles, approach or methods) can be

applied either in a standalone or complementary manner.

Intentional practice does not seek to replace existing knowledge

systems or implementation frameworks, but instead, offers a way

to contextualise and strengthen the implementation of existing

tools, approaches and evidence-based programs in a manner that

is postulated to deliver safer and higher impact outcomes.

The paper has highlighted the potential value for both

scientists and non-scientists in having a shared language,

approach and set of methods. Of most importance, it aides

both collaboration and “task sharing” (41). Across mental

health settings, non-clinicians (e.g., support workers, case

managers) are being increasingly asked to be active in the

planning and implementation of mental health and wellbeing

services. Having a shared language and set of methods (e.g.,

critical questions) between clinicians and support workers can

aide rapid information sharing, knowledge translation, and

intervention planning and design processes. Intentional

practice may offer utility for content experts (65) and purveyor

organisations (38) in knowledge translation activities. These

brokers and purveyors may draw upon intentional practice

language, approaches and critical questions (singularly or

collectively) to organise the design and articulation of

wellbeing solutions, as co-constructed with the members of the

community they are supporting.

Intentional practice can be trained to caregivers, teachers,

practitioners, coaches, clinicians, program developers and

researchers. There has been a call for wider dissemination and

training of implementation science constructs (72), and the

inclusive language and processes of intentional practice may offer

utility in this regard. Preliminary research provides optimism that

the language, approach and methods are both sticky and practical

for non-scientist knowledge users, and can significantly aide the

design, adaptation and implementation of contextualised wellbeing

solutions (49). However, this paper makes no conclusions

regarding its relative effectiveness or value, alongside existing

implementation science models. Intentional practice would appear

to offer most utility as a process model to complement (rather

than replace) existing implementation science and knowledge

translation frameworks. Further empirical analysis is required with

consideration to the following priority questions:

• To what degree is the language of intentional practice “sticky”

for multi-disciplinary scientific and non-scientific knowledge

users?

• How do diverse knowledge users construct and apply

intentional practice?
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• To what degree can intentional practice become a common

language, approach and set of methods across systems,

programs and communities?

• What are the barriers and facilitators of embedding

intentional practice across systems and communities?

• What is the complementary value of intentional practice

alongside other implementation models, approaches and

theories?

7. Summary

The move towards valuing complexity and contextualisation in

the design and implementation of wellbeing solutions will require

innovative models and approaches that empower people,

programs and communities to come together in “shared intent”. In

other words, to have a shared understanding of the intervention

context, what is the intent of the wellbeing solution and its

implementation, and how this can be collectively actioned and

delivered. This paper points to the potential role of common

language and approaches that build a bridge between science and

practice, and scientists andnon-scientists alike, todeliver this outcome.
Data availability statement

Theoriginal contributionspresented in the studyare included in the

article, further inquiries can be directed to the corresponding author.
Ethics statement

Ethical review and approval was not required for this study in

accordance with the local legislation and institutional requirements.
Frontiers in Health Services 13
Author contributions

The author confirms being the sole contributor of this work

and has approved it for publication.
Acknowledgments

The author acknowledges that intentional practice has been
conceptualised, refined and tested through numerous individual
and agency collaborations. Grateful acknowledgment is offered
to all contributors and supporters, as well as the valuable
feedback of all reviewers. The author offers specific thanks to
David Kelly for his crucial feedback and support in this
developmental process.
Conflict of interest

IR was contracted by LBI Foundation. IR also

declares receipt of payment for training packages and

resources related to content referenced in this article.
Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their

affiliated organizations, or those of the publisher, the

editors and the reviewers. Any product that may be

evaluated in this article, or claim that may be made by

its manufacturer, is not guaranteed or endorsed by the

publisher.
References
1. Cabassa LJ. Implementation science: why it matters for the future of social work.
J Soc Work Educ. (2016) 52(sup1):S38–50. doi: 10.1080/10437797.2016.1174648

2. Forman SG, Shapiro ES, Codding RS, Gonzales JE, Reddy LA, Rosenfield SA, et al.
Implementation science and school psychology. Sch Psychol Q. (2013) 28(2):77–100.
doi: 10.1037/spq0000019

3. Williams NJ, Beidas RS. Annual research review: the state of implementation
science in child psychology and psychiatry: a review and suggestions to advance the
field. J Child Psychol Psychiatry. (2019) 60(4):430–50. doi: 10.1111/jcpp.12960

4. Wensing M, Grol R. Knowledge translation in health: how implementation science
could contribute more. BMC Med. (2019) 17(1):88. doi: 10.1186/s12916-019-1322-9

5. Nilsen P. Making sense of implementation theories, models and frameworks.
Implement Sci. (2015) 10(1):53. doi: 10.1186/s13012-015-0242-0

6. Braithwaite J, Churruca K, Long JC, Ellis LA, Herkes J. When complexity science
meets implementation science: a theoretical and empirical analysis of systems change.
BMC Med. (2018) 16(1):63. doi: 10.1186/s12916-018-1057-z

7. Pfadenhauer LM, Gerhardus A, Mozygemba K, Lysdahl KB, Booth A, Hofmann
B, et al. Making sense of complexity in context and implementation: the context and
implementation of complex interventions (CICI) framework. Implement Sci. (2017) 12
(1):21. doi: 10.1186/s13012-017-0552-5

8. Haynes A, Brennan S, Redman S, Williamson A, Gallego G, Butow P, et al.
Figuring out fidelity: a worked example of the methods used to identify, critique
and revise the essential elements of a contextualised intervention in health policy
agencies. Implement Sci. (2016) 11(1):23. doi: 10.1186/s13012-016-0378-6
9. Straus SE, Tetroe J, Graham I. Defining knowledge translation. Can Med Assoc J.
(2009) 181(3-4):165–8. doi: 10.1503/cmaj.081229

10. Raymond I, Iasiello M, Kelly D, Jarden A. Program logic modelling and complex
positive psychology intervention design and implementation: the “resilient futures” case
example. Int J Appl Posit Psychol. (2019) 3(1):43–67. doi: 10.1007/s41042-019-00014-7

11. Raymond IJ. A programme logic framework designed to strengthen the impact
and fidelity of wellbeing and behavioural interventions. In: Slee P, Skrzypiec G, Cefai
C, editors. Child and adolescent well-being and violence prevention in schools. London:
Routledge (2018). p. 199–208.

12. Raymond IJ. Intentional practice: a positive psychology intervention planning
and implementation method. Clin Appl Posit Psychol. (2018). Available at: https://
lbi.org.au/intentional-practice-and-clinical-counselling-and-coaching-roles/

13. Shonkoff JP, Bales SN. Science does not speak for itself: translating child
development research for the public and its policymakers. Child Dev. (2011) 82
(1):17–32. doi: 10.1111/j.1467-8624.2010.01538.x

14. Grimshaw JM, Eccles MP, Lavis JN, Hill SJ, Squires JE. Knowledge translation of
research findings. Implement Sci. (2012) 7(1):50. doi: 10.1186/1748-5908-7-50

15. Holmes BJ, Best A, Davies H, Hunter D, Kelly MP, Marshall M, et al. Mobilising
knowledge in complex health systems: a call to action. Evid Policy. (2017) 13
(3):539–60. doi: 10.1332/174426416X14712553750311

16. Fixsen DL, Blase KA, Duda MA, Naoom SF, Van Dyke M. Implementation of
evidence-based treatments for children and adolescents: research findings and their
implications for the future. In: Weisz JR, Kazdin AE, editors. Evidence-based
frontiersin.org

https://doi.org/10.1080/10437797.2016.1174648
https://doi.org/10.1037/spq0000019
https://doi.org/10.1111/jcpp.12960
https://doi.org/10.1186/s12916-019-1322-9
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1186/s12916-018-1057-z
https://doi.org/10.1186/s13012-017-0552-5
https://doi.org/10.1186/s13012-016-0378-6
https://doi.org/10.1503/cmaj.081229
https://doi.org/10.1007/s41042-019-00014-7
https://lbi.org.au/intentional-practice-and-clinical-counselling-and-coaching-roles/
https://lbi.org.au/intentional-practice-and-clinical-counselling-and-coaching-roles/
https://doi.org/10.1111/j.1467-8624.2010.01538.x
https://doi.org/10.1186/1748-5908-7-50
https://doi.org/10.1332/174426416X14712553750311
https://doi.org/10.3389/frhs.2023.963029
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/


Raymond 10.3389/frhs.2023.963029
psychotherapies for children and adolescents, 2nd ed. New York: The Guilford Press
(2010). p. 435–50.

17. Albrecht L, Archibald M, Arseneau D, Scott SD. Development of a checklist to
assess the quality of reporting of knowledge translation interventions using the
workgroup for intervention development and evaluation research (WIDER)
recommendations. Implement Sci. (2013) 8:52. doi: 10.1186/1748-5908-8-52

18. Fixsen DL, Naoom SF, Blase KA, Friedman RM, Wallace F. Implementation
research: A synthesis of the literature. Tampa, FL: University of South Florida, Louis
de la Parte Florida Mental Health Institute, The National Implementation Research
Network (FMHI Publication # 231) (2005).

19. White MA. Why won’t it stick? Positive psychology and positive education.
Psychol Well Being. (2016) 6(1):2. doi: 10.1186/s13612-016-0039-1

20. Levenson J. Trauma-informed social work practice. Soc Work. (2017) 62(2):105–13.
doi: 10.1093/sw/swx001

21. Bryson SA, Gauvin E, Jamieson A, Rathgeber M, Faulkner-Gibson L, Bell S, et al.
What are effective strategies for implementing trauma-informed care in youth
inpatient psychiatric and residential treatment settings? A realist systematic review.
Int J Ment Health Syst. (2017) 11(1):36. doi: 10.1186/s13033-017-0137-3

22. Perry BD. The neurodevelopmental impact of violence in childhood. In: Schetky
D, Benedek E, editors. Textbook of child and adolescent psychiatry. Washington, DC:
American Psychiatric Press (2001). p. 221–38.

23. Kagan R. Rebuilding attachments with traumatized children: healing from losses,
violence, abuse, and neglect. New York: Routledge (2014).

24. Malti T, Noam GG, Beelmann A, Sommer S. Toward dynamic adaptation of
psychological interventions for child and adolescent development and mental health.
J Clin Child Adolesc Psychol. (2016) 45(6):827–36. doi: 10.1080/15374416.2016.1239539

25. Brunzell T, Stokes H, Waters L. Trauma-informed positive education: using
positive psychology to strengthen vulnerable students. Contemp Sch Psychol. (2016)
20(1):63–83. doi: 10.1007/s40688-015-0070-x

26. James S, Thompson RW, Ringle JL. The implementation of evidence-based
practices in residential care: outcomes, processes, and barriers. J Emot Behav Disord.
(2017) 25(1):4–18. doi: 10.1177/1063426616687083

27. Whittaker JK, Holmes L, del Valle JF, Ainsworth F, Andreassen T, Anglin J, et al.
Therapeutic residential care for children and youth: a consensus statement of the
international work group on therapeutic residential care. Resid Treat Child Youth.
(2016) 33(2):89–106. doi: 10.1080/0886571X.2016.1215755

28. Siegel DJ. Interpersonal neurobiology as a lens into the development of wellbeing
and reslience. Child Aust. (2015) 40(2):160–4. doi: 10.1017/cha.2015.7

29. Hughes D, Golding KS, Hudson J. Dyadic developmental psychotherapy (DDP):
the development of the theory, practice and research base. Adoption Fostering. (2015)
39(4):356–65. doi: 10.1177/0308575915610943

30. Raymond IJ. Intentional practice as a method to reduce the implementation gap
between science and practice in the delivery of trauma-informed residential care.
Residential Treat Child Youth. (2020) 37(1):20–45. doi: 10.1080/0886571X.2019.1633985

31. Hagermoser Sanetti LM, Collier-Meek MA. Increasing implementation science
literacy to address the research-to-practice gap in school psychology. J Sch Psychol.
(2019) 76:33–47. doi: 10.1016/j.jsp.2019.07.008

32. Shoesmith A, Hall A, Wolfenden L, Shelton RC, Powell BJ, Brown H, et al.
Barriers and facilitators influencing the sustainment of health behaviour
interventions in schools and childcare services: a systematic review. Implement Sci.
(2021) 16(1):62. doi: 10.1186/s13012-021-01134-y

33. Carlson C, Namy S, Nakuti J, Mufson L, Ikenberg C, Musoni O, et al. Student,
teacher, and caregiver perceptions on implementing mental health interventions in
Ugandan schools. Implement Res Pract. (2021) 2:1–10. doi: 10.1177/26334895211051290

34. Fixsen DL, Blase KA, Naoom SF, Wallace F. Core implementation components.
Res Soc Work Pract. (2009) 19(5):531–40. doi: 10.1177/1049731509335549

35. Ghate D. From programs to systems: deploying implementation science and practice
for sustained real world effectiveness in services for children and families. J Clin Child
Adolesc Psychol. (2016) 45(6):812–26. doi: 10.1080/15374416.2015.1077449

36. Bertram RM, Blase KA, Fixsen DL, Parrish DE. Improving programs and
outcomes: implementing frameworks and organisational change. Res Soc Work
Pract. (2015) 25(4):477–87. doi: 10.1177/1049731514537687

37. Fixsen DL, Blase KA, Metz A, Van Dyke M. Statewide implementation of
evidence-based programs. Except Child. (2013) 79(2):213–30. doi: 10.1177/
0014402913079002071

38. Proctor E, Hooley C, Morse A, McCrary S, Kim H, Kohl PL. Intermediary/
purveyor organizations for evidence-based interventions in the US child mental
health: characteristics and implementation strategies. Implement Sci. (2019) 14(1):3.
doi: 10.1186/s13012-018-0845-3

39. Plsek PE, Greenhalgh T. The challenge of complexity in health care. Br Med J.
(2001) 323(7313):625–8. doi: 10.1136/bmj.323.7313.625

40. Persons JB. The case formulation approach to cognitive-behavior therapy.
New York: Guilford Press (2012).

41. Le PD, Eschliman EL, Grivel MM, Tang J, Cho YG, Yang X, et al. Barriers and
facilitators to implementation of evidence-based task-sharing mental health
Frontiers in Health Services 14
interventions in low- and middle-income countries: a systematic review using
implementation science frameworks. Implement Sci. (2022) 17(1):4. doi: 10.1186/
s13012-021-01179-z

42. Hanson RF, Self-Brown S, Rostad WL, Jackson MC. The what, when, and why of
implementation frameworks for evidence-based practices in child welfare and child
mental health service systems. Child Abuse Negl. (2016) 53:51–63. doi: 10.1016/j.
chiabu.2015.09.014

43. Craig P, Dieppe P, Macintyre S, Michie S, Nazareth I, Petticrew M. Developing
and evaluating complex interventions: the new medical research council guidance.
BMJ. (2008) 337:a1655. doi: 10.1136/bmj.a1655

44. Hamling K, Jarden R, Jarden A, Synard J. Epistemological fruit salad: broadening
methodology in positive psychology research to develop contextualised interventions
and understandings of well-being. J Posit Psychol. (2020) 15(5):670–4. doi: 10.1080/
17439760.2020.1789708

45. Kern ML, Williams P, Spong C, Colla R, Sharma K, Downie A, et al. Systems
informed positive psychology. J Posit Psychol. (2020) 15(6):705–15. doi: 10.1080/
17439760.2019.1639799

46. Michie S, Fixsen D, Grimshaw JM, Eccles MP. Specifying and reporting complex
behaviour change interventions: the need for a scientific method. Implement Sci.
(2009) 4(1):40. doi: 10.1186/1748-5908-4-40

47. Lipsey MW. The primary factors that characterize effective interventions with
juvenile offenders: a meta-analytic overview. VictOffender. (2009) 4(2):124–47.
doi: 10.1080/15564880802612573

48. Durlak JA, DuPre EP. Implementation matters: a review of research on the
influence of implementation on program outcomes and the factors affecting
implementation. Am J Community Psychol. (2008) 41(3-4):327–50. doi: 10.1007/
s10464-008-9165-0

49. Raymond IJ, Iasiello M, Jarden A, Kelly D. Resilient futures: an individual and
system-level approach to improve the well-being and resilience of disadvantaged
young Australians. Trans Issues Psychol Sci. (2018) 4(3):228–44. doi: 10.1037/
tps0000169

50. Shapiro SL, Carlson LE. The art and science of mindfulness: integrating
mindfulness into psychology and the helping professions. Washington, DC: American
Psychological Association (2009).

51. Siegel DJ. The mindful therapist: a clinician’s guide to mindsight and neural
integration. New York: Norton (2010).

52. Bishop SR, Lau M, Shapiro S, Carlson L, Anderson ND, Carmody J, et al.
Mindfulness: a proposed operational definition. Clin Psychol (New York). (2004) 11
(3):230–41. doi: 10.1093/clipsy.bph077

53. Siegel DJ. Mindful awareness, mindsight, and neural integration. Hum Psychol.
(2009) 37(2):137–58. doi: 10.1080/08873260902892220

54. Seligman M, Csikszentmihalyi M. Positive psychology: an introduction. Am
Psychol. (2000) 55(1):5–14. doi: 10.1037/0003-066X.55.1.5

55. Lundmark R, Hasson H, Richter A, Khachatryan E, Åkesson A, Eriksson L.
Alignment in implementation of evidence-based interventions: a scoping review.
Implement Sci. (2021) 16(1):93. doi: 10.1186/s13012-021-01160-w

56. Fishman J, Yang C, Mandell D. Attitude theory and measurement in
implementation science: a secondary review of empirical studies and opportunities
for advancement. Implement Sci. (2021) 16(1):87. doi: 10.1186/s13012-021-01153-9

57. Deci EL, Ryan RM. The “what” and “why” of goal pursuits: human needs and
the self-determination of behavior. Psychol Inq. (2000) 11(4):227–68. doi: 10.1207/
S15327965PLI1104_01

58. Dweck C. Mindset: how you can fulfil your potential. London: Constable &
Robinson (2012).

59. Chorpita BF, Daleiden EL, Weisz JR. Modularity in the design and application of
therapeutic interventions. Appl Prev Psychol. (2005) 11(3):141–56. doi: 10.1016/j.
appsy.2005.05.002

60. Lyon AR, Lau AS, McCauley E, Stoep AV, Chorpita BF. A case for modular
design: implications for implementing evidence-based interventions with culturally-
diverse youth. Prof Psychol Res Pr. (2014) 45(1):57–66. doi: 10.1037/a0035301

61. Eldredge LKB, Markham CM, Ruiter RA, Kok G, Parcel GS. Planning health
promotion programs: an intervention mapping approach. San Francisco: John Wiley
& Sons (2016).

62. Kok G, Gottlieb NH, Peters GJY, Mullen PD, Parcel GS, Ruiter RAC, et al. A
taxonomy of behaviour change methods: an intervention mapping approach. Health
Psychol Rev. (2016) 10(3):297–312. doi: 10.1080/17437199.2015.1077155

63. IMPACT. Intentional model and practice approach for clients to thrive (IMPACT
program). Adelaide: IMPACT Program (2021). https://impactprogram.net

64. Raymond IJ, Raymond CM. Positive psychology perspectives on social values
and their application to intentionally delivered sustainability interventions.
Sustainability Sci. (2019) 14(5):1381–93. doi: 10.1007/s11625-019-00705-9

65. Bornbaum CC, Kornas K, Peirson L, Rosella LC. Exploring the function and
effectiveness of knowledge brokers as facilitators of knowledge translation in health-
related settings: a systematic review and thematic analysis. Implement Sci. (2015)
10:162. doi: 10.1186/s13012-015-0351-9
frontiersin.org

https://doi.org/10.1186/1748-5908-8-52
https://doi.org/10.1186/s13612-016-0039-1
https://doi.org/10.1093/sw/swx001
https://doi.org/10.1186/s13033-017-0137-3
https://doi.org/10.1080/15374416.2016.1239539
https://doi.org/10.1007/s40688-015-0070-x
https://doi.org/10.1177/1063426616687083
https://doi.org/10.1080/0886571X.2016.1215755
https://doi.org/10.1017/cha.2015.7
https://doi.org/10.1177/0308575915610943
https://doi.org/10.1080/0886571X.2019.1633985
https://doi.org/10.1016/j.jsp.2019.07.008
https://doi.org/10.1186/s13012-021-01134-y
https://doi.org/10.1177/26334895211051290
https://doi.org/10.1177/1049731509335549
https://doi.org/10.1080/15374416.2015.1077449
https://doi.org/10.1177/1049731514537687
https://doi.org/10.1177/0014402913079002071
https://doi.org/10.1177/0014402913079002071
https://doi.org/10.1186/s13012-018-0845-3
https://doi.org/10.1136/bmj.323.7313.625
https://doi.org/10.1186/s13012-021-01179-z
https://doi.org/10.1186/s13012-021-01179-z
https://doi.org/10.1016/j.chiabu.2015.09.014
https://doi.org/10.1016/j.chiabu.2015.09.014
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.1080/17439760.2020.1789708
https://doi.org/10.1080/17439760.2020.1789708
https://doi.org/10.1080/17439760.2019.1639799
https://doi.org/10.1080/17439760.2019.1639799
https://doi.org/10.1186/1748-5908-4-40
https://doi.org/10.1080/15564880802612573
https://doi.org/10.1007/s10464-008-9165-0
https://doi.org/10.1007/s10464-008-9165-0
https://doi.org/10.1037/tps0000169
https://doi.org/10.1037/tps0000169
https://doi.org/10.1093/clipsy.bph077
https://doi.org/10.1080/08873260902892220
https://doi.org/10.1037/0003-066X.55.1.5
https://doi.org/10.1186/s13012-021-01160-w
https://doi.org/10.1186/s13012-021-01153-9
https://doi.org/10.1207/S15327965PLI1104_01
https://doi.org/10.1207/S15327965PLI1104_01
https://doi.org/10.1016/j.appsy.2005.05.002
https://doi.org/10.1016/j.appsy.2005.05.002
https://doi.org/10.1037/a0035301
https://doi.org/10.1080/17437199.2015.1077155
https://impactprogram.net
https://doi.org/10.1007/s11625-019-00705-9
https://doi.org/10.1186/s13012-015-0351-9
https://doi.org/10.3389/frhs.2023.963029
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/


Raymond 10.3389/frhs.2023.963029
66. Dudgeon P, Wright M, Paradies Y, Garvey D, Walker I. The social, cultural and
historical context of aboriginal and torres strait islander Australians. In: Purdie N,
Dudgeon P, Walker R, editors. Working together: aboriginal and torres strait islander
mental health and wellbeing principles and practice (2nd ed). Canberra: Australian
Government Department of the Prime Minister and Cabinet (2014). p. 25–42.

67. Purdie N, Dudgeon P, Walker R. Working together: aboriginal and torres strait
islander mental health and wellbeing principles and practice (2nd ed). Canberra:
Australian Government Department of the Prime Minister and Cabinet (2014).

68. Raymond IJ, Lappin S. EIYBC Program implementation review (2013-2016) and
future directions. Report commissioned by the Northern Territory government.
Adelaide: Connected Self Pty Ltd (2017).
Frontiers in Health Services 15
69. Kendall PC, Gosch E, Furr JM, Sood E. Flexibility within fidelity. J Am Acad
Child Adolesc Psychiatry. (2008) 47(9):987–93. doi: 10.1097/CHI.0b013e31817eed2f

70. Lomas T, Waters L, Williams P, Oades LG, Kern ML. Third wave positive
psychology: broadening towards complexity. J Posit Psychol. (2020) 16(5):660–74.
doi: 10.1080/17439760.2020.1805501

71. Guerrero A, Bennett N, Wilson K, Carter N, Gill D, Mills M, et al. Achieving the
promise of integration in social-ecological research: a review and prospectus. Ecol Soc.
(2018) 23(3):38. doi: 10.5751/ES-10232-230338

72. Davis R, D’Lima D. Building capacity in dissemination and implementation
science: a systematic review of the academic literature on teaching and training
initiatives. Implement Sci. (2020) 15(1):97. doi: 10.1186/s13012-020-01051-6
frontiersin.org

https://doi.org/10.1097/CHI.0b013e31817eed2f
https://doi.org/10.1080/17439760.2020.1805501
https://doi.org/10.5751/ES-10232-230338
https://doi.org/10.1186/s13012-020-01051-6
https://doi.org/10.3389/frhs.2023.963029
https://www.frontiersin.org/journals/health-services
https://www.frontiersin.org/

	Intentional practice: a common language, approach and set of methods to design, adapt and implement contextualised wellbeing solutions
	Introduction
	What are wellbeing solutions?
	Contextual foundations of intentional practice
	Knowledge translation and implementation science
	“Stickiness” as a desired outcome of knowledge translation
	Multi-disciplinary and multi-levelled applications
	Trauma-informed practice
	School psychology and wellbeing
	Community and human services
	Clinically focused health care
	Summary and application to current implementation models


	Introducing the language, approach and methods of intentional practice
	Positioning definition
	Wellbeing solutions from the “system” to the “moment”
	Safe and higher impact wellbeing solutions
	Intentional practice as a language
	Intentional practice as an approach
	Mindfulness (mindful awareness)
	Intentionality
	Growth focus (or growth intent)

	Intentional practice as a set of methods
	Models


	Life buoyancy model (LBM): growth-focused model of intentional practice
	Building block model
	Other models
	Outline placeholder
	Process steps
	Critical questions


	Applications
	Generalised applications: complementary vs. standalone
	Clinical, teaching and caregiving roles
	Strengthening the implementation of existing evidence-based programs
	Culturally responsive wellbeing solution design and implementation
	Contextualised delivery of trauma-informed practice
	Contextualised wellbeing solutions with fidelity
	Complex programming and community capacity building
	Cross-discipline integration

	Discussion
	Summary
	Data availability statement
	Ethics statement
	Author contributions
	Acknowledgments
	Conflict of interest
	Publisher's note
	References


