[image: ]
THE HAPPY CITTA METHOD  |  WORKING PAPER
The Happy Citta Method: Foundations, Framework and Evidence
A working paper
HAPPY CITTA
Psychological understanding and proportionate change delivery	
[image: ]Version 0.2 | September 2026
Status: proposed evidence-informed methodology; not yet a validated intervention


Contents
Abstract
1. Purpose and origins
2. Theoretical rationale
3. The five-stage Happy Citta Method
4. Evidence and theoretical foundations
5. Iteration, gates and technique selection
6. Individual and organisational applications
7. Boundaries and ethical considerations
8. Current evidence and limitations
9. Testing and development
10. Conclusion
References
Abstract
The Happy Citta Method is a proposed psychology-informed framework for helping individuals and organisations move from understanding a change problem towards proportionate, sustainable action. It integrates psychological formulation, values and goal clarification, behaviour-change diagnosis and selected project and change-delivery practices within five stages: Understand, Clarify, Design, Change and Sustain. Two interacting tracks, inner change and practical delivery, remain active throughout, while safety, context, collaboration and review operate across the whole method. This paper explains the method’s origins, theoretical rationale, tools, applications and ethical boundaries. It distinguishes evidence supporting constituent approaches from evidence for their integration: although several components have established or promising evidence, the Happy Citta Method has not yet been validated as a complete intervention. A staged programme of co-design, feasibility testing and evaluation is therefore proposed before effectiveness, transferability or scalability claims are made.
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1. Purpose and origins
Many people understand why they feel or behave as they do yet remain unsure how to translate that insight into everyday change. Conversely, conventional planning can define tasks, milestones and responsibilities while overlooking ambivalence, threat, identity, meaning and the environment in which action must occur. The Happy Citta Method was developed in response to this practical divide. Its purpose is to connect psychologically informed understanding with structured implementation without reducing a person to a project or presenting project management as therapy.
The method arose from the founder’s combined experience of therapeutic practice, project delivery and organisational change. An early concept explored whether Belbin’s team roles, Tuckman’s stages of group development, the Kübler-Ross model and circles of influence could be overlaid to explain change. These models offered useful prompts: Tuckman (1965) described patterns in small-group development; Belbin (2010) drew attention to complementary contributions within teams; and Kübler-Ross (1969) described responses observed among people facing terminal illness. However, combining their stages as if they describe a single, predictable sequence would be conceptually weak. Tuckman’s model concerns group development, Belbin’s concerns team-role contributions, and Kübler-Ross did not develop a general organisational change model. Stage theories of grief have also been criticised when treated as universal prescriptions rather than possible experiences (Stroebe, Schut and Boerner, 2017). These ideas therefore remain optional lenses for particular team contexts, not the method’s causal foundation.
The resulting framework moved away from a fixed emotional curve and towards a gated, iterative architecture. It draws more directly on complex-intervention development, behaviour-change theory, implementation intentions, relational evidence and proportionately adapted project-delivery principles. The provisional public promise is deliberately cautious: Happy Citta combines psychological understanding with structured change support, helping people move from insight towards practical, sustainable action. The word towards matters. It describes an intended contribution, not an established outcome.
2. Theoretical rationale
2.1 Change as a complex, contextual process
Personal and organisational change rarely follows a linear pathway. Outcomes may depend on interacting components, relationships, resources, context and the way an intervention is implemented. The Medical Research Council framework consequently recommends developing programme theory, attending to context and stakeholders, identifying key uncertainties and refining interventions iteratively rather than treating evaluation as a final test of a finished product (Skivington et al., 2021). The Happy Citta Method adopts this logic: its five stages provide structure, but feedback can require a return to earlier understanding, clarification or design.
This approach also rejects the assumption that stalled action is evidence of insufficient commitment. The COM-B model proposes that behaviour depends on capability, opportunity and motivation (Michie, van Stralen and West, 2011). Capability may include knowledge, skills, attention or psychological capacity; opportunity includes physical, social and organisational conditions; and motivation includes reflective intentions as well as habits, emotions and automatic responses. COM-B is used diagnostically within Happy Citta, helping select an appropriate response rather than supplying a complete intervention in itself.
2.2 Meaning, agency and action
The method gives meaning and ownership priority over efficient execution. Values-oriented approaches, including Acceptance and Commitment Therapy (ACT), aim to support behaviour aligned with chosen values while making room for difficult internal experiences. Meta-analytic evidence supports ACT across a range of mental and physical health problems, although effects vary and cannot be assumed to transfer to a non-clinical integrated change method (A-Tjak et al., 2015). Logotherapy and meaning-centred approaches similarly foreground purpose and personal stance; evidence reviews suggest potential benefits but also identify methodological limitations and heterogeneity (Vos, Craig and Cooper, 2015).
Once a goal is sufficiently clear and owned, implementation intentions can connect anticipated situations with intended responses through an ‘if–then’ plan. Research indicates that such plans can improve goal enactment, particularly by helping people initiate action and respond to predictable obstacles (Gollwitzer, 1999; Gollwitzer and Sheeran, 2006). They cannot compensate for an unsuitable goal, insufficient opportunity, missing capability or unsafe context. Happy Citta therefore places implementation intentions after understanding, clarification and diagnosis rather than treating planning as the starting point.
2.3 Two interacting tracks
The method operates through two tracks. The inner-change track attends to emotions, thoughts, meanings, beliefs, identity, values, motivation, relational patterns, safety and readiness. The practical-delivery track attends to outcomes, actions, capacity, stakeholders, communication, resources, risks, dependencies, feedback and benefits. Neither automatically outranks the other. A missed action may reflect an over-large task, an unaddressed dependency, fear, shame, lack of skill, competing priorities, an unsafe relationship or a goal that no longer fits.
Project disciplines can strengthen the second track when translated with care. Contemporary project guidance emphasises beneficial change, systems thinking, stakeholder engagement, tailoring and learning rather than the mechanical application of a single lifecycle (Association for Project Management, 2025). PRINCE2 similarly treats tailoring, continued justification, defined roles, staged control and learning as central principles (PeopleCert, 2023). Within Happy Citta these ideas become plain-language questions: Is the change still worthwhile? What will be observably different? Who is affected? What assumptions and risks matter? What is the smallest useful experiment? What has been learned? The tools remain subordinate to autonomy, context and psychological safety.
2.4 Relationship and responsiveness
Human support is not merely a delivery channel. In psychotherapy, the alliance (agreement on goals and tasks alongside relational quality) is reliably associated with outcome, although association does not prove that alliance alone causes change or that findings transfer unchanged to coaching and organisational work (Flückiger et al., 2018). Happy Citta therefore treats collaboration, feedback and repair as cross-cutting practices. The practitioner should notice when a technique is not helping, invite correction and adapt rather than completing a predetermined sequence.
3. The five-stage Happy Citta Method
The public framework is Understand → Clarify → Design → Change → Sustain. Each stage has a primary question and minimum output, but the boundaries are permeable. Safety, suitability, relationship, context and evidence review continue throughout.
3.1 Understand: what is happening, for whom and in what context?
Understand develops a shared picture before solutions are proposed. Exploration may include the current situation, emotional experience, beliefs, behavioural patterns, identity, relationships, previous attempts, strengths, demands and available support. The practical track maps constraints, dependencies, resources and people affected by the change. The minimum output is a concise formulation of the change challenge, its context and the appropriate delivery pathway.
Tools are selected by function. A cognitive-behavioural formulation can map links among situations, thoughts, emotions and behaviour; CBT has a substantial evidence base across psychological conditions, though the evidence concerns defined interventions rather than isolated tools or Happy Citta’s integration (Butler et al., 2006). Compassion-focused practices may be useful where shame, threat or self-criticism obstruct exploration; systematic review evidence is promising but remains limited by the quality and size of the underlying literature (Kirby, Tellegen and Steindl, 2017). Narrative questions may help separate identity from a problem and identify neglected accounts of competence or preference (White and Epston, 1990). NLP-informed questions may be used only as non-diagnostic prompts to explore language, triggers or predictions; they should not carry claims of clinical efficacy, given the weak empirical support for NLP as a therapeutic system (Witkowski, 2010).
Understanding is not diagnosis unless the work occurs within an explicitly contracted, appropriately qualified clinical pathway. The stage may end in continuation, further exploration, referral or pause.
3.2 Clarify: what meaningful change is wanted, and is it appropriate now?
Clarify distinguishes a personally or collectively meaningful direction from a vague wish, external demand or internalised ‘should’. It examines values, preferred future, trade-offs, control, readiness and what progress would be observable without promising a fixed result. ACT-informed values clarification, meaning-oriented questions, narrative re-authoring and solution-focused exploration may help identify a direction, exceptions, strengths and existing resources. Reviews of solution-focused brief therapy indicate generally positive effects across settings, while variation in study quality and population again cautions against transferring results to the combined method (Kim, 2008).
The stage ends with an owned change intention, an initial definition of progress and sufficient willingness to proceed. A decision gate asks whether the outcome remains meaningful, safe, sufficiently within influence and viable given resources and dependencies. Ambivalence does not automatically require persuasion; it may contain important information about cost, conflict or context.
3.3 Design: what is blocking change, and what response fits?
Design converts direction into a proportionate change strategy. COM-B questions identify whether progress depends primarily on capability, opportunity or motivation. The response may therefore involve learning a skill, reducing the size of an action, changing an environmental cue, negotiating support, addressing an emotional barrier, revising the outcome or seeking different professional help.
Practical tools may include outcome and benefit definitions, prioritisation, a small work breakdown, assumptions and dependencies, stakeholder and communication maps, risk-and-response planning, milestones, review points and tolerances. For individuals, these must remain light enough to clarify rather than burden. For organisations, greater structure may be appropriate because accountability, coordination and psychosocial risk are distributed across a system. If–then plans can be added for predictable situations once commitment and feasibility are established (Gollwitzer, 1999).
The output is a tailored plan containing only the structure required for the present change. Planning must not be used to compensate for a harmful environment, inadequate clinical care or an outcome controlled principally by somebody else.
3.4 Change: how will action be attempted and adapted in real conditions?
Change begins with bounded actions that generate information as well as progress. These might be a behavioural experiment, conversation, environmental adjustment, practice period or short delivery increment. The practitioner and participant review what happened, what helped, what was avoided, what the environment permitted and whether the goal still fits. Difficult emotion can be met through proportionate compassion, acceptance, grounding or reflection; practical obstacles can trigger replanning, stakeholder engagement or resource changes.
Progress is therefore not synonymous with compliance. A missed step is data for diagnosis. The next response may be to continue, reduce, adapt, pause, return to Clarify or seek specialist support. Digital tools may offer agreed prompts, structured reflection and continuity between human contacts, but should not make autonomous safety judgements or high-impact decisions.
3.5 Sustain: what will help benefits endure or evolve?
Sustain reviews what changed, what did not and what mechanisms appear to have mattered. It identifies cues, habits, relationships, resources and organisational conditions that support continuation; anticipates setbacks; agrees how learning will be used; and transfers ownership beyond structured support. Project concepts such as benefits review, lessons learned, handover and closure can make endings explicit. Psychologically informed relapse or setback planning can prevent a lapse from being interpreted as personal failure.
The output is a maintenance and adaptation plan and an agreed ending or review point. Sustainability does not mean preserving the original plan at all costs. A responsible outcome may be a revised aim, reduced support, referral, pause or closure.
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4. Evidence and theoretical foundations
The method is best understood as an integrative programme theory rather than a new therapy. Its constituent approaches contribute different functions and carry different evidential weight.
	Foundation
	Function within the method
	Evidence claim and limitation

	Complex-intervention guidance
	Iterative development, context, stakeholder involvement and uncertainty
	Supports how the method should be developed and evaluated; does not demonstrate effectiveness (Skivington et al., 2021).

	COM-B
	Diagnoses capability, opportunity and motivation barriers
	Widely used design framework; does not validate any selected intervention or the integrated pathway (Michie, van Stralen and West, 2011).

	CBT-informed formulation and experiments
	Maps maintaining cycles and tests predictions
	CBT has broad evidence across defined clinical applications; selected techniques and non-clinical transfer require separate evaluation (Butler et al., 2006).

	ACT, compassion and meaning-oriented work
	Supports values, willingness, self-criticism and purpose
	Relevant reviews are promising, but effects and study quality vary; Happy Citta-specific mechanisms remain hypotheses (A-Tjak et al., 2015; Kirby, Tellegen and Steindl, 2017; Vos, Craig and Cooper, 2015).

	Narrative and solution-focused practice
	Develops preferred accounts, exceptions, resources and future direction
	Conceptual and outcome literature supports their use in established settings, not this combined sequence (White and Epston, 1990; Kim, 2008).

	Implementation intentions
	Links predictable cues to chosen action
	Meta-analytic evidence supports goal attainment, but only after meaningful and feasible goals exist (Gollwitzer and Sheeran, 2006).

	Therapeutic alliance
	Supports collaborative goals, tasks, feedback and repair
	Association with psychotherapy outcomes supports relational attention, not causality or automatic transfer to non-therapy services (Flückiger et al., 2018).

	Project and change delivery
	Structures outcomes, risks, stakeholders, delivery, benefits and learning
	Professional bodies support these practices in projects; personal adaptation is a Happy Citta design choice (Association for Project Management, 2025; PeopleCert, 2023).



This distinction prevents a common evidential error: demonstrating that several ingredients are individually credible does not prove that their combination is effective. Integration may create synergy, but it can also add burden, dilute techniques, create incompatible assumptions or make causal mechanisms difficult to identify. The Happy Citta Method itself currently has theoretical and practice-based justification, not outcome evidence.
5. Iteration, gates and technique selection
The five stages are a map, not a staircase. Review may reveal that the original formulation was incomplete, the desired outcome was externally imposed, an action exceeded current capacity or an organisational condition made it unrealistic. Work can therefore move backwards or pause. Seven recurring questions guide review: 
· Does the change still matter? 
· Is it safe and appropriate? 
· Is the barrier capability, opportunity or motivation? 
· Is the next need psychological exploration, skill, environmental change, engagement or planning? 
· What is the smallest meaningful step? 
· What has the result revealed? 
· Should the work continue, adapt, pause, conclude or refer?
Techniques are selected according to current function rather than diagnosis, novelty or practitioner preference. One primary direction should normally be used at a time; containment precedes challenge; meaning and ownership precede implementation planning; and each intervention should produce an output that informs the next decision. Standardisation concerns the function and safeguards of each stage, while pace, language, exercises and delivery can be adapted. This ‘standardise function, flex form’ principle should itself be tested: excessive flexibility may reduce fidelity, while excessive standardisation may reduce accessibility and responsiveness.
6. Individual and organisational applications
One architecture can support different levels of change, but it should not imply identical delivery. For an individual, Understand may explore a recurring pattern and its context; Clarify identifies a chosen direction; Design combines COM-B with manageable actions; Change uses experiments and feedback; and Sustain embeds supports and setback responses. Outcomes might include clarity, perceived capability, action initiation, adaptation and reduced overwhelm. In a non-therapeutic pathway, symptom change should not be the principal claim or outcome.
In organisations, the same questions operate at several levels. Understand examines work design, workload, decision rights, relationships, culture, data and affected groups rather than locating the problem solely within employees. Clarify aligns intended benefits, trade-offs and ownership. Design addresses capability, opportunity and motivation across roles and systems, supported by stakeholder engagement, communications, risks and governance. Change uses staged implementation, participation and feedback. Sustain reviews benefits, unintended effects, operating ownership and lessons.
The translation is summarised below.
	Method function
	Individual application
	Organisational application

	Understand
	Experience, patterns, resources, relationships and safety
	Work demands, systems, roles, culture, psychosocial hazards and evidence

	Clarify
	Values, agency, desired change and personal trade-offs
	Shared outcomes, strategic fit, benefits, disbenefits and decision authority

	Design
	COM-B diagnosis, support, small actions and contingencies
	Multi-level COM-B diagnosis, job/process design, capability, stakeholders, risk and governance

	Change
	Behavioural experiments, feedback and adapted steps
	Pilots, participation, staged delivery, issue management and communication

	Sustain
	Setback plan, environmental supports, ownership and closure
	Benefits review, embedded ownership/BAU handover, monitoring, lessons and responsible closure



WHO guidance recommends organisational as well as individual approaches to mental health at work and cautions, by implication, against relying on individual resilience activity while harmful work conditions remain unchanged (World Health Organization, 2022). Happy Citta should therefore resist using individual coping support as a substitute for employer responsibility. Organisational delivery also introduces different buyers, power relationships, confidentiality risks and outcome measures. Transfer from the first individual pilot must consequently be treated as a new adaptation requiring stakeholder involvement and evaluation, not as automatic scale-up.
7. Boundaries and ethical considerations
The method may inform therapy, guided non-therapeutic change, workplace consultancy or digitally supported reflection, but these pathways are not interchangeable. Each requires an explicit contract describing purpose, practitioner competence, confidentiality, limitations, data use, alternatives and referral arrangements. Where therapy is provided, recognised professional ethics, clinical governance and supervision apply; where guided change is non-therapeutic, marketing and delivery must not imply diagnosis or treatment. The BACP Ethical Framework emphasises trustworthiness, autonomy, beneficence, non-maleficence, justice and practitioner self-respect as relevant professional commitments (British Association for Counselling and Psychotherapy, 2018).
Safety and suitability are continuing decisions rather than an entry formality. Material risk, distress outside scope, uncertainty about competence or a need for regulated care should trigger pause, human review, referral or emergency signposting. The method should not be used to secure compliance with an employer’s preferred outcome, to ‘project-manage’ another person, or to frame structural harm as an individual motivation deficit.
Digital support, including Zenny, should initially remain supplementary. It may structure reflection, record progress, rehearse questions and reinforce an agreed plan, but should not diagnose, claim to provide therapy, autonomously assess safety or determine access to support. Reviews of blended psychological care suggest promise but substantial heterogeneity; they do not establish the effectiveness of a self-guided Happy Citta tool (Erbe et al., 2017; Nunes-Zlotkowski et al., 2024). Any digital health claims should be matched to the appropriate evidence tier in the NICE Evidence Standards Framework (NICE, 2022).
Personal reflections may contain health or other special-category data. Data minimisation, purpose limitation, retention, access controls and transparent explanation of AI use should be designed before collection. A Data Protection Impact Assessment is required where processing is likely to create high risk and is a prudent early governance question for AI-enabled or sensitive-data pilots (Information Commissioner’s Office, 2024). Named human accountability, incident processes and review of bias, accessibility and exclusion are essential.
8. Current evidence and limitations
The present evidence supports a rationale for testing, not a claim of efficacy. First, evidence is uneven across components: implementation intentions, CBT and therapeutic alliance have substantial literatures, whereas some technique families are supported by smaller, heterogeneous or contested evidence bases. Second, evidence from clinical treatment, group development or formal projects may not transfer to guided personal change. Third, the model’s breadth risks theoretical eclecticism: without clear selection rules, practitioners could combine techniques superficially or beyond competence. Fourth, founder involvement may create allegiance, expectancy and social-desirability effects. Fifth, a small, self-selecting pilot may establish feasibility and acceptability but not comparative effectiveness, durability or generalisability.
The method also embeds normative choices. ‘Meaningful’, ‘sustainable’ and ‘proportionate’ require negotiation, and individual and organisational interests may conflict. Outcomes should therefore include adverse effects, burden, reasons for withdrawal and occasions when pausing or changing direction was more appropriate than completing the plan. Fidelity assessment should record whether the five functions, gates and safeguards occurred, while allowing legitimate adaptation.
The most accurate current description is therefore a proposed evidence-informed methodology. External research supports selected principles and tools. Observations from development exercises can refine usability but are not empirical evidence. Happy Citta-specific effectiveness remains untested.
9. Testing and development
Development should follow a staged pathway consistent with complex-intervention guidance (Skivington et al., 2021). The first phase should refine the programme theory with prospective users, practitioners and relevant safeguarding or data-protection expertise. Cognitive interviews or usability sessions can test whether stage names, questions, boundaries and materials are understood. A documented logic model should connect components, proposed mechanisms, proximal outcomes and contextual assumptions.
A small human-led, non-therapeutic feasibility pilot should then test one defined individual application before organisational or self-guided extensions. It should examine recruitment, suitability, retention, stage completion, participant and practitioner burden, acceptability, boundary clarity, adverse events and delivery fidelity. Candidate proximal outcomes include clarity about the problem and desired change, identification of COM-B barriers, perceived feasibility, action initiation, adaptation following obstacles and confidence in maintaining or revising progress. Qualitative interviews should investigate how participants believe change occurred, including mechanisms that did not operate and unintended effects.
Predefined decision gates should govern progression: 
1. The model and pathway are sufficiently specified;
2. Safety, referral and data processes are operational;
3. Participants can understand and complete the process;
4. The experience is acceptable and accessible;
5. Proposed mechanisms are observable; and
6. Outcome and unintended-effect data justify further study. The decision may be to continue, refine, restrict, pause or discontinue.
Only after feasibility should a larger study estimate outcomes and durability. Depending on maturity and resources, this might use repeated measures with a prespecified analysis plan, followed by a controlled design comparing the method with an appropriate alternative or usual support. Organisational and digital versions require renewed programme theory, co-design, governance and feasibility work because their mechanisms and risks differ. Reporting should preserve four evidence labels: evidence-supported principle, Happy Citta hypothesis, observed pilot finding and demonstrated Happy Citta outcome. This allows claims to strengthen only as the corresponding evidence develops.
10. Conclusion
The Happy Citta Method offers a coherent response to a recognisable gap between insight and implementation. Its contribution lies less in inventing new psychological or project techniques than in organising them through five accessible functions, two interacting tracks, diagnostic gates and explicit safeguards. The framework is theoretically plausible and grounded in several relevant evidence bases, but those foundations do not validate the integrated method. Its credibility will depend on disciplined boundaries, proportionate technique selection, attention to structural context and transparent evaluation. The immediate task is therefore not to prove that the method works, but to determine whether it can be delivered safely, understood, completed and refined and whether its proposed mechanisms warrant more rigorous testing.
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