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Abstract
Interactive Health researchers and designers often create concepts
derived from research, but how do we move these concepts into
practice? This work-in-progress submission overviews three im-
portant pillars: Populations, Contexts, and Time. We explore these
with a specific example case of the “mental health technology kits”
concept, considering potential use cases by populations of mental
health providers and people managingmental health conditions.We
describe short-term and long-term uses of the concept in practice
and describe what success may look like in this endeavor moving
from concept to practice.

CCS Concepts
• Human-centered computing → HCI design and evaluation
methods; HCI theory, concepts and models.
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1 Introduction
Researchers and designers working at the intersection of HCI and
health often create concepts to help us understand and design for
the breadth of patient behaviors. For instance, the Lived Informatics
cycle of (1) deciding to track health information, (2) selecting what
to track, (3) tracking and activating (collection, integration, and
reflection), (4) lapsing, and then possibly (5) resuming tracking [17].
Similarly, for patient information work, patients may go through
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Learning periods where they seek health information and Living
periods where many people prefer not to seek information and
instead focus on managing their health and living life [6]. While
concepts are an important step to understanding lived experiences,
if we hope to move our concepts into practical use, there are a
variety of further considerations.

This work-in-progress paper details a recently published concept
in the digital mental health space—mental health technology kits—
and covers next-step considerations, including how to approach
the process of moving a concept into practice and how we can
continue to refine both the concept itself and its “pitch” to appeal
to multiple audiences. We intend this paper to provide a foundation
of thought before reaching out to potential community collabora-
tors and to spark discussion at the conference about the practical
implementation of interactive health work.

2 The Concept: Mental Health Technology Kits
In the United States, several interrelated issues contribute to chal-
lenges accessing and affording mental health treatment, including
lack of available providers, inadequate insurance coverage, high
out-of-pocket costs, and fragmented care [30]. Digital mental health
tools can enable current mental health professionals to see more
people and provide patients more access to care and care session
connectivity [23]. This is of particular importance for people who
live in rural areas and parts of the country where mental health
professionals are physically far away.

Disclosing or talking about challenges regarding one’s mental
health can be highly stigmatized. Mental health technologies offer
opportunities for self-management that can complement or stand
alone as means of treatment. HCI research over the past decade
has detailed tools which people use as part of their mental health
management, including those developed specifically for mental
health support following clinical psychology principles including
the Intellicare suite of applications [25, 26, 31], the MONARCA
study [3], and tools supporting mindfulness [4] and wellness [24].

More recently, researchers have noted that people use a broad
variety of different tools, many which are not developed for mental
health support, including social media tools [2, 12–15, 19], texting,
phone calls, and video [7], VR tools [16], online communities [27,
36], and many others. Eschler et al. [18] note how people managing
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Figure 1: Mental Health Technology Kit example from Burgess et al., 2025. P05 emphasized the larger categories of Movement,
Engagement, and Cogitation across the tools in her kit. In addition to depression P05 also manages anxiety and has developed
strategies to keep herself focused and grounded while listening to her talkative social circle. Using tools she has as the mother
of small children, she keeps her hands busy during virtual calls by manipulating kinetic sand and building Legos.

their mental health use these tools to self-regulate their thinking,
their emotions, and their behavior (e.g., gaining a “mental reset” by
consuming a discrete favorite Netflix episode or funny cat video, to
short-circuit a cycle of rumination).

To conceptualize these variety of tools, drawing on the analogy
of a first aid kit—a pre-prepared collection of items to address differ-
ent potential injuries—Burgess et al.’s [5] recent paper at CHI 2025
introduces the idea of a mental health technology kit: the specific
technologies that people have on their digital devices and physi-
cal items in their environments that they turn to as part of their
mental health management. The authors describe how people man-
aging depression used tools to support their goals for movement,
eating/drinking/taking medicine, engaging with others, cogitating,
and sleeping (see Figure 1 for a visual example of a person’s kit).

Most tools were not designed specifically to support mental
health, reorienting our design perspective from singular tools to-
ward a constellation of tools used in specific ways to manage mental
health. Mental health technology kits evolve over time as people
try different tools and keep those that are most useful. Kits also
reflect broader changes in technology availability over time. Some
tools are core and (relatively) unchanging like default texting appli-
cations on people’s smartphones (e.g., Messages for Apple devices).
However, even commonly used tools can come in and out of use
depending on symptoms and severity of mental health needs.

3 Models for Moving Toward Practice
The prior section introduced the concept of mental health technol-
ogy kits. Here, we briefly discuss actualization of a concept versus
interventions, and in the following section we describe in greater
detail how we envision various user groups using elements of the
concept in practice.

In contrast to creating a health application or health intervention
where there are a variety of translational pathways which can be
effortful but are discoverable in practice or law in different coun-
tries (i.e., the Food and Drug Administration Software as a Medical
Device (SaMD) [8] designation in the United States) actualizing
a concept presents a different puzzle. As researchers and design-
ers, we create concepts and use conceptual lenses to present an
ordering framework across the rich variety of instances we see in
our data. The mental health technology kit concept helps us put a
name to the constellation of tools people use day to day, creating
a newly defined “unit” helping us better understand the breadth
of health behaviors and the diversity of tools which can support
those behaviors. However, noting and detailing a current set of
tools and interrelated practices does not necessarily make a change
in the world to move to an improved state for people managing
their mental health. We must think through how the concept could
be actualized for people, and test whether our envisionings match
real-world needs and levels of interest.

HCI and the health fields have models for moving innovations
from research into widespread use. The translational science model
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for HCI [9] describes how innovations might move from basic
research (e.g., novel systems design; understanding people) into
applied research and eventually design practice. It also emphasizes
the importance of knowledge bubbling up from practice. The initial
articulation of mental health technology kits can be understood
as one such form of bubble-up knowledge, as it was grounded in
how people were already adopting and assembling tools in their
daily lives. Beyond translational models, Höök and Löwgren [22]
describe a breadth of forms of intermediate knowledge in interac-
tion design research. The current state of mental health technology
kits draws on three of these forms in particular: strong concepts,
design guidelines, and an annotated portfolio. It presents an empir-
ically grounded conceptual idea that is both critical and generative
for research and design; it offers principles to guide researchers
and designers toward a toolkit lens in their work; and it provides
an annotated set of toolkit examples that support a bottom-up
understanding of the concept.

Implementation science, which focuses on the science of under-
standing how to move evidence-based interventions or practices
into wider use [10], also offers models that may eventually help
inform adoption of mental health technology kits. For example,
the Consolidated Framework for Implementation Research (CFIR)
[32] organizes implementation determinants into levels: individual
characteristics, intervention characteristics, the inner setting, and
the outer setting. These determinants can be fixed or modifiable.
Beyond cataloging determinants, process models such as the Dy-
namic Adaptation Process (DAP) [1] or the Discover Design Build
Test Model [28] can help plan for adapting an innovation to support
adoption in different settings. While these frameworks and mod-
els are useful for assessing factors that may affect adoption of an
intervention and adapting interventions accordingly, they assume
the existence of an evidence-based practice. They are of limited
utility for guiding the uptake of a more open-ended or generative
concept, as there is not yet a single “thing” (to borrow Curran’s
[10] language) to adopt – instead, there are a multitude of possible
things that could be inspired by the concept. As our project evolves
over time, we expect to use multiple models and implementation
frameworks, but for now, we need a pre-step to help us begin to
co-design with our participants and evolve our thinking through
direct discussions with potential user groups.

The mental health technology kit concept sits as a fertile starting
point for multiple potential outshoots of practical use. In the fol-
lowing sections we describe ideas for germination across both the
structure and function of mental health technology kits (artifact-
based) and the processes of creating, developing, and refining the
kits (activity-based).

4 Three Pillars for Creating Real-World Value
from a Concept

There are a variety of factors to consider as we seek to create real-
world value from a concept including who might use the concept,
how the concept will be instantiated as a real-world artifact or
practice(s), how these use cases may unfold over time, people’s
awareness of the concept, and their readiness to engage.

To move a concept into practice at our early, exploratory phase,
we suggest thinking through 3 pillars: (1) Populations, (2) Contexts,

and (3) Time. We propose these as pillars for expanding on a gener-
ative concept and imagining what innovations might exist based
on it. Populations help us imagine possible users. Context helps to
imagine how they might access and interface with it as well as what
resources are available to move it forward. Time helps to define
milestones. Below, we apply the pillars of Populations, Context,
and Time to the context of bridging the conceptual contribution of
“mental health technology kits” into a practical contribution. This
is only one example of how these pillars might be used to develop
thinking, and we encourage further use of these pillars across other
project contexts. At the conference we intend to see if other’s work
resonates with these pillars and to discuss additional consideration
points.

4.1 Populations
First, we consider – who might use this HCI concept? This can in-
clude users of potential future interventions, users who create tools
(e.g., ways that technology researchers and designers could utilize
the concept), and likely other user groups. Here, we focus on the
former group – users of potential future interventions. In the con-
text of mental health technology kits, mental health providers (e.g.,
Therapists, Social Workers; Care Managers) and people managing
their mental health are our first groups for consideration.

A potential practical instantiation of the mental health technol-
ogy kits concept includes following the process outlined in Burgess
et al.’s work of eliciting a person’s technology kit. The authors fol-
lowed a couple of steps: first centering the individual in the middle
of their map, then having the person note the people and groups
they connect to for mental health support (and the people to whom
they provide support), jotting down the technologies that mediate
those interactions. Then, the authors had the person note any on-
line community groups and individual-use mental health tools they
used. Clearly, this is a social-focused elicitation approach. There
may be other elicitation approaches that can generate an overview
of an individual’s mental health technology kit, such as starting
with a larger list of tools to jump-start people in determining which
are in their technology kit, or showing other people’s technology
kits to jump-start the elicitation.

Continuing our thinking regarding who might find benefit from
eliciting (drawing out) a kit, we think mental health providers are
a diverse potential group who could elicit their clients to draw
out technology kits and discuss them as part of their therapeutic
practice. Alternatively, people managing mental health may find
an elicitation activity interesting to conduct on their own, likely
prompted by a resource like an online website or book.

To explore mental health providers as a user group, we aim to
find a mental health provider group or community organization
who think that eliciting and discussing mental health technology
kits looks like an interesting approach to try. Finding some ini-
tial user champions to co-design with would help us understand
potential issues we have not yet considered. We plan to start con-
versations with therapists and other mental health professionals
to help explore potential friction points. A member of our team
has just gained access to an online community for therapists in
technology. Of any group of therapists, we think this community
is a good place to start our investigation because they will likely be
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most tuned to thinking about technology, given the community’s
focus. In addition to the online community, we are exploring a plan
to reach out to mental health providers who serve university stu-
dents. The years as an undergraduate student and graduate student
are often a time of change, shifting previous patterns of health and
mental health activities, and many people in these contexts are
active on social media tools. Similarly, the period after graduation
from university may be another time when people desire to reflect
on their support. Mental health technology kits could be something
college students are particularly interested to think about. Some
university campuses already recommend resources (e.g., University
of Michigan wellbeing toolkit [35]), so we are exploring thinking to-
gether with university mental health providers about this. Similarly,
Mental Health America has a workplace mental health toolkit [29]
which may provide some avenues through which we can further
for explore our concept.

Here are a few of our open questions:

1. How often do providers currently talk with clients about
technology use (i.e., tech mediating social connections like
phone, text, video, picture-sharing or social media use?).
What, if anything, do providers want to know about technol-
ogy use and mental health? Have their clients experienced
or expressed any mental health implications from their tech-
nology use (e.g., pros/cons of social media use)?

2. Would some providers feel uncomfortable recommending
new technologies? And, are there particular client contexts
(e.g., diagnosis, symptoms, or characteristics) where providers
would want to be particularly careful recommending tech-
nologies? If so, we would like to think together about re-
sources that would help providers feel confident engaging
in these conversations.

3. Do providers worry that a technology support elicitation
exercise would introduce extra things for a person to worry
about? We would like to have a few conversations with
professionals to explore: for what type of challenges would
drawing a tech kit be helpful? (Maybe if clients say they want
to reach out to people more often, but get tired when trying
to do it? People who want to make new friends? People who
feel like they are using social media too much?).

4. Finally, there is also the self-management angle. If doing a
technology kit elicitation as part of a therapeutic session
is not exciting to therapists for whichever reasons, maybe
it would be better as a standalone exercise, perhaps on a
website. Perhaps we could create a page / module for people
to do themental health technology kit drawing and reflection
exercise on their own.

4.2 Contexts of Implementation (and
Constraints)

The context pillar involves questions about the life context and
goals of the people who will use the concept in practice. For us,
there are several possible ways that mental health technology kit
views might be helpful within people’s lives. We foresee the below
examples happening in the context of a session with a mental health

provider (either in-person or remote) or perhaps prompted through
a website experience flow. We describe understanding today’s kit
and building tomorrow’s kit.

4.2.1 Understanding Today’s Kit. Drawing out your own technol-
ogy kit is itself an interesting reflective exercise, especially when
you are prompted to think more broadly about technology use for
connecting to supportive others and tools used for managing a bad
mood or handling a bad day. We think the drawing practice
itself has the potential to be therapeutic, ideally helping people
identify many tools they currently use and having a point of pride
that they have built this kit for themselves over time, recogniz-
ing the work put into the collection. A potential downside might
be that some people have a very small kit. One of Burgess et al.’s
participants had a very small kit and became sad when additional
probing revealed no further tools. We imagine that for these sce-
narios, providing new tools to use, perhaps through seeing other
people’s technology kits, might help move from a negative feeling
toward excitement to explore new options.

Once drawn, we think having the kit picture nearby, perhaps
on a wall or easily accessible on a digital device, could be useful
to help jump-start problem solving. When facing a depressive
episode, some people experience reduced cognition. This suggests
a set of broad mental health support UX principles, one of which is
likely to be: reduce the amount of recall / choice during periods of
heightened emotionality. When a person is feeling bad, if they look
at the picture on their wall, perhaps this could help themmore easily
select a soothing activity. Professional counselor KC Davis’ book
“how to keep house while drowning” [11] has an elicitation exercise
to note self-care activities and activities which bring you joy, which
she encourages people to tape to their wall. For the kit example
in Figure 1. shown previously, as P05 looks at her kit, perhaps she
would choose to pick up her Playstation and play a game, or go
to her basement and lift some weights. However, maybe having
the kit taped to a wall would be uncomfortable for some people or
might be distracting. Additionally, in multi-person households, the
picture might be a conversation starter or a point of annoyance –
we’ll need to explore some of these nuances in our future work.

Additionally, through this exploration we expect that the concept
will benefit from testing and extension from others. For instance,
we foresee that it might be useful to extend the concept with the
idea that some practices or technology tools could be maladaptive
or harmful. Therefore, we welcome debate and extensions of the
concept.

4.2.2 Building Tomorrow’s Kit. Once the visual of the kit is drawn
out, it may be useful as a foundation for further elicitation, to
support specificmental health goals. For example, continuing to
use P05’s kit above, if she’s interested in a goal of getting better sleep,
she can first look at her current tools to see if there’s something she
can use. She might select a book to read instead of using her phone
as she’s getting ready for bed. She might also decide to keep her
Apple Watch on at night to track her sleep and help her understand
what’s happening with her sleep patterns. Or, she might look at
her kit and consider that she needs to add a new tool. We think
this can be a useful approach because adding new tools can take
time, energy, and money, and if we can repurpose current tools,
this might integrate more cheaply and easily.
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This is an area we are particularly interested in exploring with
mental health professionals because we think that it could be an
interesting therapeutic approach. We think that a mental health
professional could be a good resource to support the patient/client
brainstorming how to use tools and what new tool options there
might be. However, we want professionals to feel comfortable doing
this type of work, so we would like to think about what resources
they would need, perhaps a large list of tools, perhaps continu-
ing medical education to role play these conversations, or other
resources we will discover.

Gathering a set of mental health technology kit visuals
may inspire people to try out new tools. We could build a data-
base of people’s mental health technology kits gathered through a
crowdsourced method, and showcase them all on a long scrolling
page, and we could show tools within different categories. Digital
databases may also be useful as sources for additional recommen-
dations. The MUBS [34] smartphone-based recommender system
uses ML techniques to recommend healthy activities, providing
a base set of activity recommendations and allowing users to in-
put their own activities and to search for activities added by other
users. Other depression support apps use self-management “per-
sonality” classifications (e.g., [21]), offering statements like: ‘other
people who like similar self-management activities rate that they
particularly enjoy running.’ From these examples, we can see that
having a “seed” set of clinically approved activities may be useful
for recommendation tools.

Broadly, combining this database with contextual awareness
(especially if we can allow personalization of recommendations)
may be particularly helpful. Suggesting reasonable activities for a
user’s current climate and weather (e.g., winter activities in Chicago
U.S.A.), activity preferences, and local geography are promising
avenues. This could help to avoid unreasonable activity recommen-
dations by using some contextual awareness while still supporting
skill development and a person’s agency in figuring out what and
when is the right time for them to do certain mental health support
activities.

As we move from concept to practice, we also intend to explore
important practical challenges such as privacy, ethical risks, bur-
den on users, and the ongoing work of distinguishing beneficial
from potentially challenging tools (including supportive and non-
supportive uses of the same tool, such as for social media platforms).

4.3 Time
Thinking about the time available to engage in these design activi-
ties across short-term and long-term horizons is useful. This also
includes thinking about what success will look like. Time and tem-
poral dimensions may interweave in people’s projects in multiple
ways, including timelines of interventions, timing of technological
innovation, and dimensions of success. Here, we describe short and
long-term success elements in the context of our mental health
technology kit concept.

Success for our team in the short-termwill include gaining clarity
on the best user group(s), refining the concept in terms of practical
usage, and also refining the pitch to be most appealing to our user
group(s). And in the long-term, if it seems like a useful project,
success would include building a database of individuals’ kits and

ensuring that people can access and enjoy using this resource. We
draw on Gaver’s concept of an annotated portfolio [20] which helps
us understand information by looking at multiple examples, specifi-
cally a visual where “comparing different individual items can make
clear a domain of design.” He describes that by using comparison
and descriptions of the individual objects, we can see relevant di-
mensions of detailed examples and articulation of the issues, values,
and themes for individual items (e.g., in our case, specific tools) and
as a collective (e.g., the entirety of an individual’s kit; across the
collection of multiple people’s kits). We will determine if we should
orient this database toward use by people managing mental health
needs, or mental health professionals, or both.

Long-term, for people managing mental health needs, we envi-
sion that they could refine / check in on their kits every so often.
For physical first aid kits, the American Red Cross recommends
checking contents every 3 months and doing a review after major
events to assess if there are items that may have been useful to
add to your kit [33]. In addition to techniques described above like
supporting people in taking stock of their current kit, determin-
ing gaps, and finding tools that may help fill those needs, we also
suggest the opportunity to consider dropping tools and practices
that are no longer helpful. Exploring patient/client’s kit mainte-
nance and updates over time (e.g., temporal changes in preferences
and collaboration) can encompass both building a routine or habit
of reviewing and revising kits, as well as the specific edits. One
possibility could be creating new technology kits (or new parts of
their kits) when new needs arise, for instance becoming a parent,
moving to a new town, or other life events. As innovators we can
further build out descriptions of people’s needs (and tools within
each need), to help them determine which tools might be a best
personalized match for specific contexts.

5 Conclusion
This paper detailed three pillars for consideration when moving an
Interactive Health concept into practice: Populations, Contexts, and
Time. We discuss our next steps in moving a concept called “men-
tal health technology kits” into practice, evaluating and thinking
through considerations within each pillar. We intend these pillars
to serve as a foundation for fruitful conversation with others who
have moved concepts into practice, or seek to do so, leading to
thoughtful discussion at the conference.
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