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Hello there and what a privilege it is to be here 
so thank you very much indeed for the invitation and 
I’m very appreciative. It’s also a pleasure to give this 
memorial lecture because I had the honour of giving a 
similar lecture five years ago and I’m very excited about 
how our field has moved on.

What is Lived Experience?

I want to talk today about the idea of lived 
experience because this is the centre of what is 
happening globally as a pivot, as a change in the types 
of knowledge that matter and are needed to provide 
high quality health care. What do we mean by lived 
experience? A great paper has just come out last year by 
Prof. Eoin Killackey who is in Prof. Patrick McGorry’s 
group in Melbourne. This distinguishes between 
different types of experience.

The first two types are laboured experience, those 
that for example psychiatrist or a nurse or a social 
worker would learn through their work, and then 
learned experiences what an academic or a researcher 
would learn through study. Traditionally, in mental 
health and social care systems, these are the two types 
of experience that have been prioritised. This is what 
counts as expertise and each of these types of experience 
produces particular types of knowledge so therefore that 
knowledge of these perspectives is prioritised.

What this paper proposes is that there are two 
further types of expertise or experience that matter. 
One is lived experience which we get when we have 
personal experience of a mental health condition. The 
second is loved experience when someone we care for 
– a family member, a friend, maybe even a colleague 
has a mental health problem. Now these two sorts of 
experience also lead to new types of knowledge.

One of the useful things about this broadening 

understanding is that it moves us from a simple vision 
of there are professionals, doctors, nurses, psychiatrists, 
social workers with their expertise by training and 
then there are patients who we are now politely calling 
people with lived experience or experts by experience, 
but really we know they are still quite different groups. 
That old model which is still stigmatising even though 
the language has changed to one where we all have 
different sorts of experience so none of us is just one of 
these things.

We conducted a national survey in England. In 
England the mental health workforce is about 100,000 
people so a significant number of people. What we 
found is that 40% of the workforce, people employed as 
psychiatrists or nurses, have their own lived experience 
– 40%. We also found that 75% of the workforce have 
their own loved experience. Now because of in system 
stigma nobody talks about these things so if someone 
presents as just a psychiatrist or just a nurse but actually 
there’s a massive untapped resource of people with dual 
identity whose identity spans more than one type of 
experience.

I’m not going to dwell on professionals very much 
more. I’m going to talk now about people employed 
specifically to bring lived experience into the mental 
health system but I just want to really notice that there 
will be many people already in the mental health system 
who bring lived or loved experience.

Recovery Oriented Services

When we talk about recovery what we mean is the 
idea of living as well as possible. This is why today’s 
symposium has a fantastic theme around flourishing 
and wellbeing because all of us want to live as well as 
possible. Recovery is an idea it’s not something that is 
specific to those people over there with mental illness. 
It’s more helpful to think it has a journey that we all are 
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on. All of us trying to deal with our life challenges. For 
some of us that may include mental health symptoms, 
for others it may not but there may be other challenges 
like poverty or discrimination. We’re all trying to live as 
well as possible.

So if that’s the case how can we think about 
recovery in a more detailed way? We, my group, 
developed the CHIME framework. This is based on 
systematic review evidence of the processes that people 
undergo and talk about in their recovery journey. The 
processes that they talk about are things like connection 
outside of oneself, beyond oneself, because mental 
health problems can be profoundly isolating. It can 
leave you feeling you are the only person in the world 
to have this experience. Having a sense of hope as the 
parent of change, the parent of possibility. Having an 
identity as more than just a mental patient. Having 
some meaning in life and some ability to make choices 
to experience agency or in western countries what we 
might call empowerment.

This  CHIME f ramework  has  got  t rac t ion 
internationally, it’s used in many mental health policy 
and practice guidelines, to try to identify the things that 
the mental health system can do to support recovery. 
This is very challenging. When we think about what 
happens when people are in crisis they may come into 
an inpatient unit, so the first thing that happens is they 
are disconnected from their life. The first thing that 

happens is an anti-recovery process of taking the person 
out of their life with a promise that we will fix them or 
treat them or cure them and then they will be better able 
to go back to their life. That is not what the evidence 
suggests people need in crisis. What they need in crisis 
is more not less connection.

These ideas of recovery sometimes called personal 
recovery have now started to feature in international 
policies. Here are some policy and practice guidelines 
from many different countries around the world. You 
can see some are English speaking some are not, some 
are high income countries some are not. In many 
countries the idea of recovery as a guiding vision for 
the mental health system – there is consensus that is an 
agreed-upon goal so not just that the national level but 
at the international level. So, for example, the World 
Health Organisation, in its comprehensive mental health 
action plan, identifies the need to focus on people’s 
rights, to have culturally appropriate ways of supporting 
people, promoting recovery as the goal of mental health 
systems.

This is challenging because some mental health 
systems that’s not the goal, the goal is treatment or 
public protection. Beyond the system, beyond the 
clinic, beyond the hospital to support people to live a 
life that is as participatory as any other citizen. That’s 
very challenging because certainly in my country 
many people with severe mental health problems, are 

Figure 1: Recovery Processes: CHIME Framework
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unemployed and they struggle to find employment and 
all the value and social roles that that brings. That’s 
partly because of societal problems of stigma and 
discrimination.

I know that one of the reasons for the invitation 
of external speakers is to get ideas of what might be 
inspirational and potentially relevant to Hong Kong 
settings after cultural adaptation. I want to just mention 
a couple of resources that I think are very helpful. The 
first global resource is the World Health Organisation 
series of publications about a range of different 
approaches to community-based mental health services. 
Each of these have a lot of case studies from around the 
world bringing to light what this can mean in practical 
terms so I encourage you to have a look at these – of 
course, all free to download.

Similarly the focus on mental health human 
rights and legislation that this document talks about 
identifies what seems to be emerging internationally 
as three elements of core business for the mental 
health system. The first is person-centred and that’s 
very difficult because we don’t currently have person-
centred systems. We wrap the person around the system 
rather than the system around the person. The second 
is recovery-oriented so what is the job of the system? 
In the old system, the job was to get people better, now 
the job is to support people to live as well as possible 
whether or not they have ongoing symptoms of mental 

health problems. The third aspect is rights-based, 
ensuring that people can participate as fully as any other 
citizen in society.

One of the things that I sometimes get asked is – 
well okay that’s all very nice, those are good principles 
but what should we actually do? In order to try and 
address that question I wrote this booklet which is 
free to access and it’s become very popular and it’s 
been translated into many languages. The reason is I 
think that there is a real thirst within the mental health 
community to embrace these ideas and make them real. 
But of course in Hong Kong just as in any other country, 
the road is made by walking. While some of these may 
be good ideas, here you need to work out what recovery 
support means for your local populations.

Lived Experience Innovations – Recovery Colleges

Let me turn now to specific innovations and I 
want to talk about three approaches, two of which you 
probably may have heard of or be very familiar with 
even and one may be new. They are ways of centring the 
system around lived experience. You remember I talked 
about person-centred services so how do we centre the 
system around the individual and their experiences.

The first innovation I want to talk about is recovery 
colleges. Recovery colleges began – the first one opened 
in 2009 in England and from very early on it became clear 

Figure 2: Recollect Fidelity Measure
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that one of the problems is that recovery colleges are sort 
of held in the leaders’ heads, the idea of what they should 
be, but it’s very difficult to know what’s in people’s heads 
isn’t it. As a researcher our contribution has been to try and 
come along and make sense of what recovery colleges are 
and I’ll tell you the journey that we undertook.

The first thing that we did was we developed what’s 
called a fidelity measure – this is a means of measuring 
how much something is, in this case, a recovery college. 
This is a means of also identifying what are the key 
components of a recovery college. We identified that 
there are seven non-modifiable components which 
means seven things that you want to have and the more 
you have the better and the two that are shown in yellow 
are the central features of a recovery college.

So for those people who may not be familiar with 
recovery colleges there are two things to know about 
them. Firstly, they are not there to provide therapy they 
are there to provide adult education. They support 
people’s recovery not through a therapeutic or clinical 
lens but rather through education. When someone comes 
to a recovery college, someone who may have a severe 
mental health problem or a common mental disorder, 
when they walk in they are not assessed for their mental 
health status rather they are registered as a student. The 
identity that is offered to the person is quite different to a 
patient it is a more positive identity as a student.

The second key feature is coproduction. Now 
coproduction means people with different sorts 
of experience working together rather than one 
perspective dominating. You remember earlier that I 
talked about learned and laboured experience that has 
traditionally dominated. The difference in a recovery 
college is that lived and loved experience is jointly 
involved in – for example developing courses and 
delivering the training.

If you attend a recovery college course as I have 
done then you will find that there are normally two 
trainers in the room. One trainer will be someone with 
their own lived experience so they may be called a peer 
trainer. The second person will be someone who may 
have professional expertise it may be a doctor, a nurse 
or a social worker or it may be a community expert. 
For example, a healthy eating course might be run by 
a peer trainer and a nutritionist, a dietician, someone 
with learned experienced that is an expert in nutrition 
or it may be run by a peer trainer and a green grocer 
– somebody who sells fresh vegetables and can help 
people to learn how to buy and cook healthier meals. 
It may be topic expertise or it may be professional 
expertise alongside the peer trainer.

Learning and coproduction are the two central 
features that emerge from our analysis but then there are 
five dimensions we call the modifiable components that 
are done differently in different recovery colleges and we 
don’t know which is better but there is variation within.

This is our fidelity measure and again this has 
proved popular so it’s been translated into a number 
of languages unfortunately not Traditional Chinese 
but Simplified Chinese. I’m always open to people for 
translating so please come and talk to me after, if that 
would be of interest.

We are now equipped to start to do scientific 
research to understand recovery colleges and that’s 
what we’ve been doing. The first thing we did was 
we did a survey in England which has the largest 
number of recovery colleges. We found that since the 
first one opened in 2009, in 2022 there are now 88 
recovery colleges. This is an amazing growth because 
there have been no central commissioning guidelines; 
the government has not recommended them and this 
innovation has spread through other means.

We did a cluster analysis which is a means of 
statistically trying to group colleges together into different 
distinct groupings and we found that there are three sorts 
of recovery colleges in England. There are strengths-
oriented that tend to be aligned with the mental health 
system, there are community-oriented that tend to be a lot 
more outward looking and then there are some specific 
types of colleges for people with forensic histories.

This is very interesting because it suggests that there 
may be different priorities within recovery colleges some 
of which are around supporting individuals, to self-manage 
their symptoms for example, and some of them may be 
focused more on addressing stigma and discrimination and 
supporting community and social inclusion.

That’s what we did in England but we knew that 
there were recovery colleges in many other countries 
in the world. For example this is Africa’s first recovery 
college. I did a course at the Butabika Recovery College 
– the course was an introduction to recovery and there 
were two trainers. The peer trainer was telling me all 
about the CHIME framework so I really enjoyed that 
and I thought I know this, I’ve got this, I understand 
what CHIME means. Then they were telling me about 
the importance of connectedness, hope and identity and 
then they started talking about witchcraft. Witchcraft, 
so in other words, they had integrated thinking about 
recovery into local beliefs and suddenly I was learning. 
Being a student is really good it’s really empowering 
and even when you think you are an expert in the 
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Figure 3: Cluster Analysis of England RCs

topic when you have a recovery college course it will 
always teach you something new, they’re very powerful 
experiences.

We knew there were many recovery colleges 
around the world so we were interested in how many 
and where are they. We did this global survey that was 
published last year in The Lancet Psychiatry. We were 
really surprised to find that there are now recovery 
colleges in 28 countries. You remember 2009, that’s 
only 15 years ago, they have spread all around the world 
and there are over 221 colleges now internationally.

Here’s the spread – we identified that at the time 
that we did the survey there were 15 in Asia, so 2 in 
Hong Kong, 11 in Japan and 2 in Thailand. Of course, 
these things come and go these are always a snapshot 
so I know things have changed here in Hong Kong but 
in Japan, for example, there are now over 20 recovery 
colleges and this month, December 2024, there is a 
recovery college festival across Japan. So these ideas 
have got traction.

Recovery Colleges’ Fidelity

However, you remember the fidelity measure that 
we talked about. I was really interested to learn that 
fidelity for the colleges in Asia, the nine that we got data 
for, was generally lower than the 63 colleges that we 
had data for in England. I was interested and intrigued 

as to why that should be so when we looked at how it 
was lower there were two items. One was relating to the 
courses being tailored to the student and one was related 
to coproduction. When I talked to Asian colleagues and 
experts they said that makes sense because students 
coming to Asian recovery colleges, because of a 
different cultural background, will not be as willing to 
just say what they want. They will be more likely to 
wait to the asked or to be told what would be helpful for 
them. They may not be as assertive as you are used to in 
England recovery colleges.

Similarly, the idea of coproduction is all about 
flattening the hierarchy moving from doctor and patient to 
laboured experience and lived experience – reducing the 
power gap. Again, experts told me what that may be because 
that is more difficult in some cultures than in other cultures.

We began our research programme which is 
ongoing and I just want to share some thoughts with 
you. I hope to do this respectfully because of course I’m 
talking about differences between countries and I hope 
I do not come across by saying one type of country as 
better than another. It’s an interesting understanding 
to see what we might need to change about supporting 
recovery in Hong Kong compared with what we might 
do in England for example.

The first thing we did is we looked at two specific 
types of cross cultural difference. One is self-

Hayes, D., et al. (2024). Evidence-based Recovery Colleges: Developing a 
typology based on organisational characteristics, fidelity and funding. Social 

Psychiatry and Psychiatric Epidemiology, 59, 759–768.
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enhancement bias and this is where a group as a whole 
has unrealistically positive self-views. In other words, 
they think they know it, they don’t need to learn from 
other people because they’ve got the answer themselves. 
Unrealistically positive self-views tend to be held in 
countries like mine the United Kingdom, especially 
perhaps the United States and other countries that sit in 
those kind of spaces.

The second bias that we identified it as relevant is 
what’s called in‑group bias. This is where you have 
favouritism or you’ve gone the other way and say 
negative views about people who are like you compared 
to people who are not in your group so-called out-group. 
One of the things that we know is that both of these 
biases are linked with more individualistic cultures so 
cultures like mine tend to have inflated view of how 
much they know things and they tend to feel that people 
like them are much more positively viewed than people 
who are different.

These are cultural influences. Of course, at the 
individual level we’re all different but as a group, as 
a nation these are some of the cultural differences to 
emerge and both of those are linked with higher fidelity. 
What we wanted to do then was a more systematic 
approach so we published this paper – it’s just in press 
in nature family journal called ‘npj Mental Health 
Research’. This is looking across the 28 countries where 
recovery colleges exist to try and understand how culture 
impacts on fidelity and the reason I will talk about this 
is partly to say things about recovery colleges but also 
you remember the challenge yesterday about adapting 
interventions of whatever sort for use in Hong Kong. 
If we’re going to do that, if you’re going to do that in a 
thoughtful way, you need to have some framework for 
thinking about the impact of culture. That’s what I also 
hope to give you, even if your interest is not in recovery 
colleges but adapting some other type of intervention.

In order to do that, I’m afraid I have to give some 
theory and I normally in my talks try to avoid theory 
but I hope this will be interesting. The theory I’m going 
to talk about here is a cultural theory of understanding 
differences between different countries, different 
cultures. Now as I go through these I’d encourage you 
to think about what do you align with, you individually. 
In a minute, I will show you where Hong Kong sits in 
this cultural matrix but I’d encourage you to think about 
you yourself because of course even if you live in Hong 
Kong or other related nearby countries in this region, 
you are an individual so you may not fit the cultural 
profile of the country but these are the things that we’re 

grappling with.

The first two of the six dimensions is power 
distance so this is how hierarchical a society is. The 
second, probably the most well-known distinction, is 
between individualistic cultures, for example the United 
Kingdom, and collectivistic cultures which you might 
recognise more. The third and fourth are related to how 
success driven a culture is, so for example, if you are 
very intrinsically motivated you just want to do a good 
job for the job’s sake then that is a quality orientation 
whereas if you do a good job when you are paid well 
that is more a success driven orientation.

Uncertainty avoidance – my colleague in our group 
who’s leading, Yasuhiro Kotera is Japanese and he 
said when he came to England he was shocked at how 
often he heard people, when we were trying to plan 
something, saying something like – ‘well, let’s see how 
it goes’. He said ‘we would never say that in Japan’. 
There are marked differences in culture.

The last two are long-term versus short-term 
orientation, in other words how much do we need 
reward immediately versus in the future. Finally how 
much are we focused on short-term pleasure and feeling 
good versus long-term community wellbeing and 
society being a better place.

Those are six dimensions and what Hofstede did 
is surveys across over 70 countries and identified how 
present each of these dimensions was in each country 
and then ranked countries so it’s not the absolute 
score we’re interested in. What we’re interested in is 
compared to other countries, where does Hong Kong fit 
on power distance spectrum. Is it lower or is it higher 
and I’ll show you what the conclusion was in a minute.

Hofstede’s Cultural Dimensions

Let’s turn back to recovery colleges. When we think 
about the six dimensions of Hofstede’s cultural theory, 
we find that there are four that were associated with 
higher fidelity and if you like these are describing what 
the United Kingdom cultural values are. We’re good 
on indulgence, we’re quite “short-term”. I know it’s 
wonderful isn’t it. We’re very individual and so forth.

Now when we look at Hong Kong this is where 
the Hofstede dimension score for Hong Kong and 
as you can see for three of the four, you are at the 
other end of the spectrum. The first thing no wonder 
fidelity does not score so high for Hong Kong and 
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Figure 5: Corpus-based Discourse Analysis: 22,827 words

Figure 4: Predictors of Fidelity
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more widely for Asian recovery colleges, but secondly 
this provides the type of insight into why cultural 
differences impact on fidelity that can inform how you 
culturally adapt recovery colleges to take account of 
these cultural differences.

We started drilling down into thinking about what 
does that mean for a particular country and we’ve done 
some work looking at the relationship between how 
recovery colleges are presented to the public in England 
compared with in Japan. Japan is a more collectivist 
and long-term orientation as I say and England is a 
more individualistic short-term orientation. So corpus-
based discourse analysis is a means of looking at text 
and trying to understand how words are used and what 
words are used with what words.

Here are some of the pictures and there are many, 
but the take-home message from this analysis was 
that in both countries lived experiences are central. 
So both countries are successfully orienting recovery 
colleges around lived experience but in Japan this is in 
the service of understanding recovery as a relational 
endeavour and as a journey, whereas in England it’s 
much more focused on developing self-management 
skills and being able to learn about and improve your 
recovery – in other words empowerment. There is a very 
different underpinning understanding of what recovery 
means in these two countries and I’m wondering if 
something similar may occur here. That’s what I wanted 
to say about culture and recovery colleges.

Mental Health Peer Support Work

Let me move to an area that for the last ten years 
at least Hong Kong has been developing. That’s to say 
people with lived experience of mental health issues 
being employed to work in the mental health workforce 
to be what some people might call a credible role model. 
In other words someone we would say England has ‘been 
there and got the T-shirt’. They have the experience and 
that can be more powerful as a means of supporting 
people to have hope that a good future is possible than a 
doctor or a nurse saying – well many people do recover 
– because they are the evidence. Mental health peer 
support work is a sort of powerful new intervention.

The most recent umbrella review, for researchers 
in the room you may know an umbrella review is 
the more recent thinking about moving on from 
systematic reviews, how can we combine systematic 
reviews to say what does the totality of evidence tell 
us. The most recent umbrella review says that indeed 

peer support workers do support recovery. They are 
an evidence-based approach to supporting recovery 
which is very helpful to know. But there is a challenge 
and the challenge is that most of the evidence comes 
from what some people call the global north or high-
income countries certainly Japan and Hong Kong 
but particularly Western Europe, Australia and North 
America. Of course there are many other parts of the 
world, so how does mental health peer support work 
operate in those sort of settings. What we are doing in 
the UPSIDES study is looking at peer support work in 
other countries in Africa, for example, Tanzania and 
Uganda, in India and in Israel and Germany.

If you want to know about what peer support work 
looks like when considered through a cross-cultural 
lens, the manual on the left is how we are implementing 
peer support working in the UPSIDES programme. 
Again, like all the things I show, it’s free to download 
and you may find that there are some things that are 
maybe slightly different to how you understand peer 
support work here.

The thing that I want to highlight in particular is 
that we now know more from this study about how to 
implement peer support work and what the challenges 
are. A key challenge is about the organization – so 
the staff attitudes, the community attitudes and the 
organisational culture. It’s not just a case of putting 
some money in the system and employing mental health 
peer support workers rather it is a cultural challenge – 
how do we create mental health and social care systems 
that are friendly to lived and loved experience. If you’re 
interested in research in this we’ve developed a theory 
of change and fidelity scales in relation to peer support 
work which again provide a foundation for doing 
scientific enquiry.

Recovery Narrative – NEON Approach

Now let me finish just by turning to the last 
topic which may be less familiar to you. Narrative 
Experiences Online (NEON) is a programme of 
research that my group has been doing since 2017 
and we had three aims in this programme. We wanted 
to create the largest collection of people’s recorded 
stories of recovery. Then we wanted to use an artificial 
intelligence approach for machine learning to match 
people who are earlier in their recovery journey to 
stories and then we wanted to evaluate whether that was 
helpful. Why do we think it might be helpful – because 
all of us will know stories change us and an inspiring 
story from someone else touches our heart and can 
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change our life trajectory. People with severe mental 
illness are people so of course that would be as true for 
them as for the rest of us.

What do we mean by recovery narrative? We mean if 
someone telling their own story and there maybe success 
but they’re also maybe failure. It must relate in some way 
to mental health issues but we don’t require a diagnosis and 
some people, for example, understand their experiences as 
spiritual emergence or existential crisis. Then it must be a 
story, must have some sense of being told over time.

We collected over 650 narratives from public 
sources or people donating them. They’re very mixed, 
they’re very different – some of them are poems, some 
of them are written, some of them are podcasts and 
some of them, for example, are pictures. Here is a 
recovery narrative. I love stories that do not need words. 
One of the things we were very concerned about was 
to support people in thinking about how and whether 
to tell their story. We worked with our lived experience 
advisory panel. I think we have a very strong approach 
to public and patient involvement in our research, so our 
lived experience advisory panel wrote this document to 
support people in thinking about how to tell their story 
of recovery or lived experience.

We then developed an understanding of how stories 
might impact people and that proved surprisingly 
difficult that hasn’t to my knowledge been done before. 
I was surprised to find actually the impact of stories 
hasn’t been evaluated through a health research lens. 
We thought very carefully about how to look after 
people’s stories because stories are precious and should 
be treated with respect. Then we thought about how to 
minimise harm from stories, for example, our stories 
where relevant have a content warning – the person 
knows what the story will contain.

Then we developed the intervention so the 
intervention looks like this. At the top, if you come 
along and start using the intervention and say “match 
me to a story”, the system will choose a story to offer 
you and that story is chosen by a recommender system. 
If any of you have Netflix here, Netflix will recommend 
a film to you that you might want to watch – that’s a 
recommender system. We do the same but with mental 
health recorded recovery stories and our goal instead 
of getting you to watch the film is to transform your 
life – a bigger goal in some ways. Or you can choose a 
random story or you can browse or go back to one that 
you’ve saved before.

We then evaluated that as an intervention and we 
did three England-wide trials. We did one for people 
with psychosis, so they were the people getting 
the stories. One for people with common mental 
disorders and one for informal carers, people with 
loved experience. The people with psychosis as a 
whole did not benefit, very disappointing but their 
quality of life did not improve. But what we found 
was people within that who were using mental health 
services, their quality of life did improve. We think 
this might be an intervention for use particularly 
within mental  health services for people with 
psychosis.

Also, people who found a story that made them feel 
more hopeful initially they did go on to improve at one-
year follow-up so there was something very powerful 
about finding the right story early on. For people with 
common mental disorders, like anxiety and depression, 
they improved as a whole so the intervention was 
both effective and cost-effective. It saved money and 
improved people’s quality of life and in particular and 
how exciting is this, their meaning in life, the meaning 
of their life increased through receiving these stories. 
We also did a trial showing that it’s feasible to use this 
intervention with informal carers.

The NEON approach has now got traction 
internationally, for example, in Singapore the LION’s 
study led by Dr. Kelvin Tan is focused on using this 
approach with older people and their carers. In England 
we’ve been funded to use the same approach in the 
LEND study with people with dementia. We’re working 
with colleagues in Norway who are integrating stories 
in Norwegian and Sámi, two local languages in Norway, 
into social games. So rather than expect a young 
person to sit and watch a web-based platform, they 
are integrating them into games, that are a much more 
accessible way for younger people to access recovery 
stories that may inspire them.

Then in KLIFAD we’re working with colleagues 
who work with people with alcohol use disorder to 
see whether stories can inform and change their lives. 
We’ve also just submitted a proposal for a multinational 
study in Brazil, Denmark, India and Norway to try to 
develop a multi‑language platform and, as with all the 
things I’ve talked about, I’m very open to collaborating 
and hopefully working with many of you in the room in 
the future.

That’s all and thank you for your attention.




