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MINDSEFXR ROADSHOW

Innovation at the Boundary

What a decade of building an XR innovation function at the edge of an NHS Trust has
taught us about hospital and home, human and machine.

Nick Peres
Director of Digital Innovation, Torbay and South Devon NHS Foundation Trust
Professor of Interdisciplinary Innovation, Falmouth University
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WHERE IT STARTED

The view from the bed

Every piece of research has an origin story. Mine began not in a lab, but as a
patient, looking up.

That ceiling became a canvas for everything the system wasn't showing me:
the perspective we rarely teach or simulate. The view from the bed.

It became the lens through which all of my subsequent work has been
designed.
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Peres, N. (2014) - Transtechnology Reader




THE ARGUMENT

Ask where innovation happens in the NHS, and the system is built as though the
answer isthe centre . National programmes, central funding flowing outward.

A decade has taught me that the most meaningful innovation happens at
the edges, In the boundary spaces between disciplines, institutions, and
the clinical and creative.

The idea has a lineag8tar & Griesemer (198%alled the artefacts that let different expert worlds cooperamundary objectsplastic enough to
adapt locally, robust enough to hold a shared identity. My work makes that spatial. Not an objectdundary space

Between disciplines Between institutions Between clinical & creative
Eyetracking engineers beside occupational NHS, universities, industry and community Where the question is never 'what does the
therapists; VR developers beside pain partners working in one shared space. tech do?' but 'what does the person need?'

consultants.



DEFINING THE TERM

So what is a boundary space?

CORE CHARACTERISTICS

@ An interstitial zone between different knowledge domains and practices

A phySICaI clle Conceptual environment @ A designated arena where conversations and experiments happen across
where diverse stakeholders collaborate to boundaries

enhance healthcare through innovation: a
focus for conversations and experiments

@ A physical manifestation of innovation intent within institutional structures

around digital innovation with a wide variety

of stakeholders. KEY FUNCTIONS
@ Facilitates exchange between patient, clinical and technical expertise

@ Creates the conditions for transformation, and a safe space to experiment
Bessant, Halkes & Peres (2024)

@ Navigates the tension between technology and human values



THE BOUNDARY SPACE IN PRACTICE

The Digital Futures Lab

Every XR technology in use at the Trust passed through the Lab first, evaluate
for hygiene, usability, workflow and safety before any patient contact.
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clinical team's needs, robust enough to hold patients, clinicians and '
developers in one shared identity.

After Star & Griesemer (1989)

£4O O VS £15 y OOO The Lab: 3D scanning, 3D printing, immersive capture and evaluation space.

Frugal innovation: rethinking what's possible within NHS constraints. -lab.dfg

NATIONAL CONTEXT Topol Review (20193et three principles: inform
patients, equip the workforce to evaluate new technology, and use it to give
staff more time to care. The Lab is where that evaluation happens locally.




THE BOUNDARY SPACE IN USE

What it actually looks like

An open day, a training session, and a foot. Not a strategy, a room that people walk into.




THE SAME ARGUMENT, A NEW SET OF EDGES

For most of that decade the edges | worked at ran between disciplines and
Institutions, and they still do. But the edges that matter most now run through
care itself .

One edge we have already crossed. Torbay and South Devon has been an
Integrated care organisation since 2015, so hospital and home is not an
ambition here, it is the shape of the employer .

Physical and digital Hospital and home Human and machine
Not a choice between a screen and a room. A Acute, community health and adult social care Al now sits inside the consultation. The
ward round, a headset and a video call are one in one body since 2015. The harder part is question is what it takes off a clinician, and

care episode to the patient. making it feel that way from a living room. gKIFIG AOG akKz2dz RyQiu oS I



WHY THE BOUNDARY SPACE MATTERS

Two competing narratives

Healthcare innovation is structured by two opposing stories. XR sat uncomfortably between them for a decade. Al naadytshe same
place, and the argument has simply become louder.

THE DISRUPTION NARRATIVE THE PRESERVATION NARRATIVE

Technology as progress. Efficiency. Mastery. Modernisation. Human connection. Precaution. Relationships. Context.

52YAYEFYyd Ay LRftAO&d 5F NI A OFff&a 1 Emergesfrom clinical and patient perspectives. Technology must servei | f
GNF yaTF2N¥YIFGA2y€¢é YR GKS LI &G RSOl human relationships, not reshape them to its own imperatives.

Human factors framed as barriers to overcome. Technology as the Not antitechnology, but insists on the primacy of the relational

answer. Today: adopt at pace or be left behind. dimension of care. Today: what is lost when the note writes itself?

The boundary spachkolds both at once.The point is not to choose a side, but to create the conditions where the two narratives
productively engage with each other. That is a governance question as much as a design one.



THEORETICAL FRAMEWORK

The three -way Interface

Solutions emerge in the overlap, where technical capability meets human need withivorkbtonstraints.

. Patient / user experience

Lived experience of care journeys. Experiential knowledge often overlooked
in technical innovation.

‘ Clinical expertise

Professional knowledge, workflow and safety, integration with existing
practice.

. Digital innovation

Technical capability, emerging technologies, solution architecture and
horizons.




WHAT THE BOUNDARY SPACE PRODUCES

A decade of XR projects

Not one bet, but a portfolio at every stage of maturity. Some reach routine practice; others teach us and stop. Botbydesrthveorking.
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CUREO VR SoulPaint VR Mocap rehab animation

CHRONIC PAIN

PatientVR Al virtual patients XR community simulation van
EMPATHY & HUMANISTIC SKILLS TRAINING COMMUNITY CARE



WHAT THE BOUNDARY SPACE PRODUCES - TWO

And a decade of XR In education and training

The other half of the portfolio. Not treatment but capability: how a workforce learns to do difficult things safely, réypeatddbefore it meets a real patient.

Delirium VR Radiology & Resus orientation Sexual Harassment Awareness VR
BUILT WITH ICU - PATIENT PERSPECTIVE INTERACTIVE INDUCTION HEE COMMISSION - BJS 2024
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VR ECG training Rheumatology hand tracking 360 patient perspectives

TECHNICAL SKILL + COMMUNICATION ADOLESCENT PAIN SCORES -DE®IGNED FILMED IN REAL SETTINGS



RELATED PROJECT - FUNDED BY MINDXSRET

ELEStress

An adaptive XR resource hub for occupational roles with high ste¢ested
absence, led by Cineon Training with the University of Bath, StART and
ourselves.

ELE is the Empathic Learning Engine: an Al that indexes anxiety from eye
movement and quietly sets how much exposure a user gets. The-three
system model from compassidacused therapy is built as anvworld
interface.

Next: an extended service evaluation with our own staff. The aim is a route 't
support people will use before they are in crisis rather than after.

@bl OO0OA AAI EAOAOAA AU OEA 0O¢
menu, for a workforce that will not selfefer. That is the whole

design.

Cineon Training - University of BathStART: TSDFT




ELESTRESS - DEMO

Inside ELE-Stress

What to watch for

The pink companion is ELE. It stays with the user, reads anxiety from eye
movement and responds.

The three orbs are the compass#tused therapy model made spatial:
threat, drive and soothing. The user can move between them and step out
into a restorative environment without leaving the session or asking
anyone.

Cineon Training - headset capture - 41s



WORKED EXAMPLE - WHEN THE BOUNDARY IS CULTURAL

Sexual Harassment VR

A Health Education England commission, filmed in 360 degrees in real clinicah ™ ‘ ’
settings. A

The viewer occupies two positions in turn: the person it happens to, and tha\
bystander who says nothing. Neither is comfortable, and that is the design.

A lecture on professional standards asks you to agree. This asks you to noti
what you did.

Not every boundary is between disciplines. Some run through a
DOl ZAOOEI 160 AAAI O1 O 1 £ EOOAI

genuinely good at reaching.
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WHERE IT STARTED, BUILT DELIBERATELY

Delirium: the view from the bed

Built with ICU - full 360 frame, from the patient perspective - 2 min 40 s

The lens, made into a method

Filmed in 360 from the patient position in an
ICU bed, then built out with the hallucinations
patients described in their own accounts of
delirium.

Staff who have cared for delirious patients for
years describe seeing their own practice
differently afterwards. Not because they
learned anything new, but because they
occupied a perspective they had only ever
stood beside.



BLEND ONE - PHYSICAL AND DIGITAL

CUREOQO: from boundary-space pilot to clinical pathway

18 months from pilot to routine practice. The first NHS Trust to use CUREO VR for chronic pain.

Ol 0¢6 mo 02 6¢12 mo 03 04 12¢18 mo 05 Now
Boundaryspace pilot Business case Governance Staged deployment Expansion
> >
Threeway interface in action in £29k League of Friends funding 47 documents for IG approval ~50 patients. 8veek courses. VR Media coverage. Expanding
the Lab. secured. alone. Champions. solution exercises. XR into
homes.
Real patient outcomes
Stuart Spray David Malpas Emma Stevens
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BLEND ONE - IN THEIR OWN WORDS

CUREOQ In practice

BBC News, 2025

Why patient testimony matters

The evidence base is essential, but it is the
lived account that moves a sceptical room, a
board, or a funder.

This is the same patient voice that shapes the
design in the first place. The testimony and
the co-design are one continuous loop.



PATIENTS AS GOESIGNERS

VR Champions

Authentic patient voice embedded throughout the development cycle, not a sir §
consultation at the end.

The problem Traditional involvement is tokenistic. Champions are embedded across
the design cycle instead.

Who they are Volunteers with lived experience of chronic pain, mental health and
mobility limitations.

7

What they do Codesign workshops, red 2 NI R SadAy3as W+w o0dzRRE
service evaluation.

The exchangeThey receive a headset, training, expenses and credit on published
works. Expertise for benefit.




BLEND TWO - HOSPITAL AND HOME

OpenGaze control at the edge of
ability

In-house gaze control for people with Motor Neurone Disease. Built in the Lab, designed fol
the living room.

Gaze alone drives the chair. No hands, no joystick. An XR headset reads eye movement,
and a lowcost control board translates it into motion.

£45 chipset + an XR headset

The commercial equivalent does not exist. Not because the need is small, but because the market is.



BLEND TWO - WHEN THE SETTING IS THE POINT

The simulation van

A portable simulation experience that takes training out to remote
community teams, rather than relying on staff travelling to the Torbay site.

Inside is a domestic environment rather than a ward, with green screen so
hard to access community spaces can be built around it. Practical simulatic
Is mixed with virtual environments to bridge the realism gap that communit
simulation usually leaves open.

Simulation has always been built where the equipment is. That is why it loonE
like a hospital, and why community practice, which is most of care, has been
simulated least. , ;J o

The constraint that shaped this was distance and not technolog ;
Moving the room turned out to be cheaper than moving the ! N, 0 $¢4
workforce. NS i ]

4
Digital Futures Lab - built with community teams across Torbay and South Devon , e
e



THE SIMULATION VAN

The van In use

NHS

Torbay and South Devon

NHS Foundation Trust

XR Simulation van demonstration

Digital Futures Lab - 2 min 49 s

What to watch for

The interior is a home rather than a ward, and
the green screen means the same van can be
any environment that maps to the space.

Watch what the staff do with their hands and

their feet. Community practice is shaped by
furniture, doorways and clutter, elements of
6KAOK R2y Qi 2FGSy SEAa



THE UNCOMFORTABLE TRUTHS

The gap between a promising pilot and sustained implementation is where most initiatives stall. When we first measurad our ow
portfolio honestly, 11 of 40 projects were actively progressing. | doubt we are unusual; | suspect we are just counting.

Governance is not a formality {F@Ay3 Y2ySeée  aSOdz2NAyYy3I Tdzy|
47 separate documents for IG approval alone: clinical safety, Proven coseffectiveness doesn't guarantee recurrent funding. Annual
procurement, sigroff, device regulation. Each change request can restart budget cycles fight the muliear horizon innovation needs.

the process.

People matter more than technology The real goal is the home

Champions who leave take momentum with them. Past bad Hospital XR is a stepping stone. They&@r plan points to community and
implementations breed resistance. Crisis culture deprioritises innovation. home: digital social prescribing, not a clinical appointment.



THE SECOND RING

Who you meet, and who decides

The cedesign model gets you a good product. It does not get you an adopted one, because a different set of people decide that.

- -
— - - o

The ring you meet
o7 Clinical safety S
Lived experience, practice expertise and technical capability. This is where .
a good product is designed, and it is usually the only ring an innovator / A
\
ever sees. Information governance . k
/ Operations ‘\

The ring that decides

~—-a -

Information governance, clinical safety, operations, strategy, finance,
procurement, digital. At our Trust they sit together on the Innovation \
Steering Group, and nothing reaches practice without them. ‘\\ Digital and IT Finance and procurerrl\ént

S Commissioners s

~
~ -
-~ -
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Registration Triage Evaluation ISG decision Pilot to adoption
> >
One register, six entry routes. Scored with the requester, not Evidence and cdesign agreed Prioritise, commission, escalate Timelimited pilot, outcome
Registration is not approval. about them. Proceed, park or before build, not after. or stop. Regulation resolved by decision, then adoption or
decline. here. system scaling.
Two tracks, and the right to say no
Proportionate track Procured or external track Park, decline, stop
Internal and lab work contained within Digital Futures.  Anything touching live workflow, live data or patients. 9 EAG& N8 RSOA&A2yar y2i WT
Lighttouch safety at Gate 3, full assurance before it MHRA, DTAC, DCB0129/0160, IG and procurement documented, owned and given a review date.

leaves the Lab. route all resolved before Gate 4.



How we decide what to take on

The same twelve questions, every time

Everything that reaches us goes through the same twelve
guestions, banded high, medium or low. We work through it
with the person proposing it, and we show them the result.

What makes it hard

No route through clinical safety. Nobody who will hold the cost
next year. A pilot that would be embarrassing to stop. One
excited contact and nobody else in the building who has heard
of it.

What makes it easy to say yes

A named problem, and a named clinician / team who wants it
solved. Evidence that matches the size of the claim. An honest
account of what it costs to run, not only what it costs to buy.

Bring the question you have not answered

Nobody arrives with a blank sheet. What helps is knowing
which part of your case is still weak: the clinical owner, the
evidence, the recurrent cost, the integration. Say it first, and
we can work on it together



THE PART NOBODY PUTS IN THE BID

Who pays in year two?

Grant funding buys a build and a pilot. It does not buy the thing that comes after, and the thing that comes after islnvbstre a
everything in my portfolio has failed.

The cliff is real Cheap is a strategy

Grant money ends. If the answer to what happens next is another grant, CUREDO reached routine practice on £29k from the League of Friends. The
you have a research programme rather than a product. That is fine, as Lab began on a £20k grant. Small enough to approve locally beats

long as everybody says so. compelling enough to need a business case.

Proven does not mean funded Ask in the first meeting

Costeffectiveness does not guarantee recurrence. Annual cycles fight The question to put to an adopter is not whether they like it. It is who
multi-year horizons, and nobody owns a budget line for something that would hold the recurrent cost, and whether that person knows yet.

was free last year.



GOVERNANCE WITH TEETH

The Discharge Calculator: saying not yet

An inrhouse Al project with a credible central case of around 1,000 releasathiped year, and roughly £0.8m to £0.9m of grasnual capacity
value. We took it to the Steering Group and asked permission not to deploy it.

WHAT IT IS WHAT IT IS NOT

A developmental research project to test local data. A proven operational tool at Torbay.

A test of discharge prediction and lostay risk, run offline and An autonomous decisiomaking system, or a substitute for clinical and
retrospectively first, then in shadow alongside real practice with no operational judgement. No live influence until evidence, approvals,
decisions influenced. training and monitoring are all in place.

Explainable, advisory, and locally validated before any pilot. Stop or go A cashreleasing saving. The figure is gross capacity value, and saying so
after every phase. out loud is part of the discipline.

Promise is not proofData maturity is the real hurdle.The most useful thing a boundary space can do with an attractive Al
opportunity is slow it down enough to find out whether it is true.
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build faster than we canevaluate.

Local evaluation capacity is not a nice -to-have that follows adoption. It
Is the condition of responsible adoption. Topol said as much in 2019:
the workforce needs the means to evaluate technology, not just to use it.

So the third phase is not another projetitis infrastructure people, partnerships and capacity that let@ganisationlike ours generate its own
evidence rather than wait to be told what works. That is the difference between adopting innovatidrearglable to judge .it

Clinical doctoral fellowships A connected testbed Assurance as capability

Linked paritime fellowships for Trust clinical A proposed funded connected XR healthcare The Gateway, the scoring matrix and the Al-sub
staff. Gaze interaction in progressive testbed for the region, with the Trust as main committee are not bureaucracy but rather how
neurological disease, immersive approaches in NHS partner. Boundary space as shared a Trust earns the right to build its own Al.
chronic pain, and remote care for isolated AYFNI &G NHzOG dzZNB NI G KSNJ G K

patients. room.



What the years actually changed

Each one began as an assumption we had to unlearn.

We thought fidelity mattered most

We learned the stylised, clearbynthetic experience often works better.
Nearreal provokes unease (the uncanny valley); abstraction creates safety.
Lower fidelity became a deliberate clinical choice, not a compromise.

We thought adoption was a technology problem

We learned it is a people need. A departing champion takes momentum with
them; a past bad rollout poisons the next one. Sustainability lives in
relationships and culture, not kit.

We thought the headset was the intervention

We learned the headset is an envelope of care, not the therapy. The
structured debrief afterwards, where the patient says what they noticed
about their own body, is where the therapeutic gain actually consolidates.

We thought scaling meant the hospital

We learned the destination is the home. A decade in, the trajectory is
unmistakable: out of the clinic, into community and daily life.



FOUR THINGS TO TAKE WITH YOU

If you only remember four things

Most of this room is building something. These four decide whether it survives contact with an organisation like mineeasfd no
them is about the technology. My contact details are on the next slide, and | am here all day.

Know your denominator Find who owns the decision

Almost nobody publishes their stall rate. Ours was 11 of 40. Until adopters Not the enthusiast who invited you in. The person who signs the clinical
and suppliers both count, every adoption claim in this field is measured safety case, the DPIA and the recurrent budget. Have you met them, and
against a number nobody has checked. do they know your product?

Plan for the champion leaving Build evidence that survives procurement

Most adoptions in our portfolio are one person deep. If your product Not peer review. DTAC, DCB0129, information governance, procurement,
depends on an individual staying in post, you have a pilot rather than an and a clinical safety officer who has never heard of you and has three

implementation. weeks.



Slido for questions

Thank You.

n.peres@nhs.net

www.df -lab.org
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Break, networking and demos
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Beyond the demo

Does XR actually work in the real world?

Chair: Professor Sylvia Pan , Professor of Virtual Reality, Goldsmiths, University of London

Dr Jonah Dearlove , CEO and Founder, Neurotech Ltd
Professor Paolo Deluca , Addiction Research, Institute of Psychiatry, Psychology & Neuroscience,

=s| qi« +~zzkgk >~]1 ~|
Dr Aileen O'Brien , Consultant Psychiatrist, South West London and St Georges Mental Health

Trust
Dr Aitor Rovira , Virtual Reality Technology Lead, Department of Experimental Psychology,

University of Oxford
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Professor Sylvia Pan

Professor of Virtual Reality, Goldsmiths,
University of London
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' neurotech.biz

Dr Jonah Dearlove

CEO and Founder
Neurotech Ltd
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Professor Paolo Deluca
Addiction Research, Institute of Psychiatry,
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Dr Alleen O'Brien

Consultant Psychiatrist, South West London
and St Georges Mental Health Trust
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l Dr Aitor Rovira

Virtual Reality Technology Lead,
Department of Experimental
Psychology, University of
Oxford
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Face your fears.
* Challenge your negative thoughts.

 Learn new ways to approach these situations.
* Practice.

Aitor Rovira



Beyond the demo

Does XR actually work in the real world?

Chair: Professor Sylvia Pan , Professor of Virtual Reality, Goldsmiths, University of London

Dr Jonah Dearlove , CEO and Founder, Neurotech Ltd
Professor Paolo Deluca , Addiction Research, Institute of Psychiatry, Psychology & Neuroscience,
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Lunch, networking and demos

Please scan the QR code

12:20 -13:20pm to fill out the evaluation form
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Human first, technology second

The critical role of lived experience in immersive mental health

+r "sapPp M-~ «onddltarit Advisot and Co -founder, XR Health Alliance
Matt Hoad -Robson , CEO and Founder, Tend VR Ltd

Mat Rawsthorne , Co-production specialist, Tend VR Ltd

John Hunter , Senior Produce, Anagram Ltd

Omar Mentesh , Lived Experience Partner, Anagram Ltd and CEO and
Founder, Anabranch Plus Ltd

Daithi Conlon , CEO, MindTrack 360 Ltd
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Consultant Advisor and Co -founder

XR Health Alliance
xrhealthalliance.org
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' tendmentalhealth.com
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Matt Hoad -Robson

CEO and Founder
Tend VR Ltd
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Mat Rawsthorne

Co-production specialist
Tend VR Ltd
tendmentalhealth.com
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Senior Producer
Anagram Ltd
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IMPULSE

PLAYING WITH REALITY

Narrated by Tilda Swinton,
Impulse: Playing with Reality
is an interactive mixed
reality narrative game about
ADHD and how you make
sense of the world around
you, told through the stories
of four people who are
coming to terms with the
decisions which have
chartered their lives.
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I Omar Mentesh

Lived Experience Partner, Anagram Ltd
weareanagram.co.uk

CEO and Founder, Anabranch Plus Ltd
anabranch-plus.com
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Daithi Conlon

CEO, MindTrack 360
mindtrack360.com

Health
Innovate Innovation
e r



FEASIBILITY

M I N D STUDY

SERVICE USER INVOLVEMENT
track360




Human first, technology second

The critical role of lived experience in immersive mental health
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Mat Rawsthorne , Co-production specialist, Tend VR Ltd
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Wellbeing reset aa guided experience

Dr Lois Liao

Trustee of Intercultural Roots for Public Health
Co-founder of DAO CreaTech
Co-founder and Director, EAST2046 CIC

Maryam Safe
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EXTENDING NATURE

Therapeutic Nature Connectedness
for Adults Experiencing Anxiety
and Generalised Anxiety Disorder (GAD)

Maryam Safe and Dr. Lois Liao
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http://www.youtube.com/watch?v=Ras-dnQmgYo

| built my hut in a zone of human habitation,

Yet near me there sounds no noise of horse or coach.
Would you know how that is possible?

A heart that is distant creates a wilderness round it.

| pluck chrysanthemums under the eastern hedge,
Then gaze long at the distant summer hills.

The mountain air is fresh at the dusk of day:

The flying birds two by two return.

In these things there lies a deep meaning;

Yet when we would express it, words suddenly fail us.

d Tao Yuanming (Tao Ch'ien), "Drinking Wine, No. 5"; trans. Arthur Waley, A
Hundred and Seventy Chinese Poems (1919), public domain.

Visual: Lois Liao; Audio: Laura Trevall



Intercultural Roots for Public Health
Weaving Relationships Between Peoples, Places, Practice
Ethical Technologles_

Sherbourne Valley Allotment, Summer 2024
Intercultural Roots & UKRI

=
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INTERCULTURAL ROOTS
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How We Work

DeepListening

Relational Care

Community-led Practice & Co-creation
Honouring Place

Friendship Weaving

Processoriented,  Ethical & Accessible

Technologies in Service to Life, Peoples and
Places

Innovate
UK

INTERCULTURAL ROOTS:




EcoGPX& PlacesApp

A istening with Coventry
ACo-leading creative sessions
MPLACES app Structure is stewarded

like tending to a garden
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Technology As A Fruit, Not The Root

What might digital therapeutics become when technology is embedded in relationships; peoples, places,

cultures of care, nature connectedness, and the living world, rather than technology itself?
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Two Ways Of Growing Technology

INTERCULTLRAL ROOTS

Innovate
UK

How Intercultural Roots grows PLACES and DAO CreaTech, compared with the conventional model

Conventional tech development

Intercultural Roots: PLACES & DAO CreaTech

Where it starts

Who decides

How it grows

What the app is

What it holds

Data and ownership

Access and money

What counts as success

A product spec or a market gap. The technology
is the root.

A product owner, top-down. Fast because it does
not stop to ask.

A spec-driven roadmap under feature pressure.
The endpoint. Time on screen is the measure of
success.

One feed, the same everywhere, ranked to hold
attention.

Accounts, tracking, and content owned by the
platform.

Paywalls or ads for users. Funding decided
behind closed doors.

Engagement, retention and deficit scores such as
GAD-7.

Listening and residencies first. PLACES grew from six months of
listening in Coventry. The technology is the fruit.

Co-designed with lived experience: a Community Advisory
Board for PLACES, proposals and votes in DAO CreaTech.

Tended like a garden. PLACES grows from what communities
place in it. Methodology first, platform second.

A gateway and quiet companion, not an endpoint. It points people
back to where they stand, not into the screen.

Geo-located video, audio and threads, nearest to you in place and
time: a socially augmented reality.

No personal data collected. Communities own what they place,
can take it down, and reuse is non-extractive.

Free to use. Resources go to making content. DAO CreaTech co-
funds in the open, with funders as co-organisers.

Asks what creates health. Communities set their own metrics:
what people noticed, what changed, what stayed with them.
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Extending Nature, Guiding Principles

Therapeutic Nature Connectedness for Adults Experiencing
Anxiety and Generalised Anxiety Disorder (GAD)

AReIationaI Ecologies & Places
ACo-Designing With Lived Experiences
AWeaving With Cultural Integrity & Care
AAccessibiIity By Design

AEthica NonrExtractive Technologies
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