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EXECUTIVE SUMMARY/ABSTRACT

The GBHI:Respond Core Brain Health training pilot was conducted from November 2020 – April 2021. The 
aim of the pilot was to examine the effectiveness and acceptability of a training module focusing on the 
concept of brain health and life course risk factor reduction for staff from the housing agency Respond.

The hypothesis underlying this approach was that a well-tailored brain health training package, deliv-
ered in a blended fashion would be accessible, ultimately leading to professional and personal utility 
for a diverse group of learners working in an organisation, and improve self-efficacy and confidence in 
working with clients and service users. Our success indicators were that learners would achieve a number 
of course learning outcomes related to these aspects.

The course comprised six topic sessions: Introduction to the Brain and Brain Health; Brain Health under 
pressure: neurodegeneration and dementia; Brain Health under pressure: mental health and well-being, 
Physiological and lifestyle risk factors for Brain Health; Social, socioeconomic and environmental risk 
factors for Brain Health and interventions to address these risk factors. Both health and scientific literacy 
considerations were included in the design. Sessions were delivered live online, with a flipped-classroom 
approach whereby pre-session resources were provided to learners in advance. Cases tailored to be of 
relevance to the learners were included in each session and used in discussion groups/breakout rooms. 
No formative or summative assessment was included.

The learners (n=14) consisted of Respond staff drawn from across their organisation and included 
management, ‘frontline’ staff (specialising in homelessness, daycare for elderly, early childcare and 
education, and housing services) and staff in communications and advocacy roles.

The evaluation framework consisted of a pre-course assessment, using a modified version of a survey 
previously used in a Brain Health Concept analysis [1] to determine Knowledge, Attitudes and Practices 
in Brain Health, a mid-point assessment focused on assessing training modality, and a follow-up survey 
which revisited key elements of the initial survey and incorporated a measure of knowledge retention 
and perceived utility of concepts in brain health. Finally, a semi-structured focus group evaluation 
allowed a deeper examination of some of these outcomes.

Results from the evaluation pointed to the accessibility of the content and format, its ability to increase 
knowledge and awareness, and to the fact that the majority of learners felt that both the information 
they had received was useful to their professional lives, and that there was a change in approach to 
their work as a result. Participants also reported applicability to personal lives, although this was less 
than in the case of the professional context.

In terms of course structure, the use of case studies and case-based discussion and the blended/flipped 
classroom approach were well received. While the overall response was positive, some evaluation data 
suggest that a revision of some of the content to more clearly focus on key messages would be advisable, 
and there were suggestions to include some additional features to aid learning and engagement (MCQ, 
small projects, etc.).

In summary, the pilot can be seen to have validated our core hypothesis and approach, and while there 
are limitations to what conclusions can be drawn in terms of number of learners involved it is clear that 
for the majority this information package and delivery approach was meaningful, useful, and impactful. 
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As such this pilot lays the groundwork for further initiatives in brain health training and capacity building 
for communities and organisations.

INTRODUCTION

WHY BRAIN HEALTH TRAINING: THE IMPORTANCE AND APPLICABILITY OF 
AWARENESS, INFORMATION, KNOWLEDGE, SKILLS

Brain health is crucial to maintaining quality of life and wellbeing across the life cycle. However, its 
importance to wellbeing, autonomy and productivity at home and in the workplace is poorly understood 
by the general public, health care workers, other professional groups and governmental agencies. There 
is strong evidence that modifiable lifestyle factors (e.g. physical inactivity, low education, loneliness, 
age-related hearing impairment) are associated with an increased risk of dementia [2]. Promisingly, 
addressing these modifiable lifestyle factors has the potential to improve brain health and prevent 
or delay dementia onset. However, the effectiveness of this preventative approach is dependent on 
successfully translating these findings to behavioural changes in the population and, unfortunately, 
there is an awareness gap amongst the general public about the importance of these modifiable risk 
factors to brain health [3].

Maintaining brain health across the life span is crucial to enhancing individual well-being, work produc-
tivity, health and increasing healthy life expectancy. Increasing core knowledge of brain health and 
evidence-based approaches that can build brain capital has an empowering effect on citizens in the 
area of health promotion and disease prevention [4]. Brain health informed skills such as self-care and 
resilience can help decrease work related stress, improve decision making, management and leadership 
skills, all of which contribute to a more effective and sustainable workforce. Furthermore, knowledge 
about brain health and how to maintain a brain healthy style is an important life skill that can lead to 
occupational success, prosocial behaviour and improved individual quality of life and well-being.

BRAIN HEALTH AWARENESS AND TRAINING – (STATE OF THE ART)

A recent review identified different dementia education and training programs for the general public, 
encompassing different themes, including early diagnosis and prevention [5]. The outcomes were 
different, such as reducing stigma on dementia, increasing awareness of cognitive disorders. There 
is a myriad of programs about brain health training. For instance, the Brain Health Scotland is a national 
institution that delivers online training for the general public and health professionals [6]. However, there 
was not a similar review about Brain Health training programs. Potential explanations could be a lack 
of measuring tools and proxies about Brain Health, leading to an uncertainty regarding outcomes of 
those learning programs. The target public should also need to be more specified. The lack of consensus 
of Brain Health also allows the development of pseudoscience and some programs with questionable 
intentions.

RESPOND AND GBHI – COLLABORATION

The collaboration between Respond and GBHI stems from a shared commitment to improving the health 
and social conditions of vulnerable populations across the world.
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GBHI does so by tackling global inequity in brain health. Through its fellowship training program, 
GBHI brings together a powerful mix of disciplines, professions, backgrounds, skills, perspectives, and 
approaches to develop new science-based solutions to improve brain health and prevent dementia.

As a not-for-profit housing resource and service provider, Respond Housing Association, an approved 
housing body, plays a central role in providing homes and supporting communities around Ireland. 
Respond also provide a range of services, including family homeless services, day care services for older 
people, early childhood care and education, family support, and refugee resettlement services.

The partnership between the Global Brain Health Institute (GBHI) and Respond aims to examine our 
understanding of brain health and how it can be applied to housing design and to the provision and the 
development of sustainable communities. This approach inherently touches on social justice and equity, 
which reflects both Respond and GBHI’s core mission and identity. Housing and the built environment 
can impact on brain health and cognitive development and having a home can contribute significantly 
to an individual’s well-being, quality of life and their capacity to recover from illness and adversity.

The diversity of services that Respond provide requires a broad range of staff expertise and training. 
Given the important links between housing and brain health, this partnership provided an opportunity 
to pilot and evaluate a brain health training program with Respond employees to determine the value 
of increased knowledge and awareness of brain health to their work practice and personal health and 
wellbeing.

As such it was felt that this pilot could lay the groundwork for further developments in the area of 
training and education for individuals, organisations and communities.

Goals of pilot
The overall goals of this pilot were:

• To ascertain if a Brain Health Training program was accessible to a group of adult learners from 
diverse professional backgrounds

• To demonstrate if a modified flipped classroom approach was an effective means of delivering this 
information

• To demonstrate if a synchronous virtual classroom was a feasible modality for this approach.
• To ascertain if this information package had utility and applicability in their professional and 

personal lives

METHODS/STRUCTURE

PROGRAM DESIGN APPROACH AND PEDAGOGY

Our main goal with this training package was to equip the learners with knowledge and skills that they 
could apply to their work and personal lives. Given the broad range of professional backgrounds of the 
staff in Respond, our approach was to create and deliver a package that would cover sufficient detail 
to equip learners with a moderate level of knowledge (beyond simply being aware of dementia and 
risk factors for example), but that would also be accessible to those without formal scientific or clinical 
training. Inclusion of case studies was a key learning tool to make the medical or scientific information 
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more understandable and relevant. These cases were designed to reflect scenarios which would have 
relevance to the work of the learners.

SESSION DESIGN

A flipped classroom model, whereby a significant quantity of learning resources is provided in advance 
to the learners, was used.

These learning resources were hosted on a blog (trainingbrainhealth.blogspot.com) platform, on 
which a new page for each session was developed and shared in advance of session. Any slides etc. 
were uploaded after the session.

Each session lasted 90 minutes. Sessions featured a didactic component; however, a significant portion 
of time (generally 40+ minutes) was given to small group discussions.

TUTORIALS

In the original plan a tutorial session was scheduled for mid and endpoint of the course. Their objective 
was to deepen learning by allowing discussion of topics suggested by the learners themselves.

To some extent, the synchronous delivery of content and use of breakout discussion rooms obviated 
the value of tutorials, and additionally it proved difficult to structure the initial tutorial.

For these reasons it was decided not to proceed with the final tutorial, instead using the space for a focus 
group evaluation/check in with the learners.

COURSE TIMELINE

The core course sessions ran from November 2020 – April 2021. A follow up evaluation session was held 
in September 2021.

• 9 NOVEMBER 2020 3:30 – 5pm. Session One: Understanding the Brain and Brain Health
• 7 DECEMBER 2020 3:30 – 5pm. Session two: Brain Health under pressure: Neurodegeneration & 

Dementia
• 11 JANUARY 2021 4:30 – 6pm. Session Three: Brain Health under pressure: Mental health and 

well being
• 25 JANUARY 2021 3:30 – 4:30pm. Tutorial
• 8 FEBRUARY 2021 3:30 – 5pm. Session four The Brain at Risk 1: Physiological + lifestyle risk factors- 

What they are and how they affect the brain
• 8 MARCH 2021 3:30 – 5pm. Session five: The Brain at Risk 2: Social, Socioeconomic and environ-

mental risk factors
• 26 APRIL 2021 3:30 – 5pm. Session Six: What you can do to build Brain Health
• 6 SEPTEMBER 2021 3:30 – 5pm. Feedback evaluation session.

https://trainingbrainhealth.blogspot.com/
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ADAPTIVE CONTENT DEVELOPMENT

We adapted a ‘rolling wave’ approach to the content, whereby content was developed as the course 
progressed. This had the advantage of being able to adapt the content to the learnings from both 
informal and formal feedback.

INITIAL LEARNING AIMS

Our initial course learning aims for this pilot were that learners would be able to:

1. Develop knowledge about brain anatomy in health and disease.
2. Understand the concept of mental health and how it relates to brain health.
3. Appreciate the clinical and lived experience of neurodegeneration, dementia and mental health.
4. Learn about the modifiable life course risk factors underpinning late life brain health.
5. Gain an understanding of brain health as a health promotion value.

Apply new knowledge and understanding of brain health and risk reduction to both their personal and 
professional lives.

CO-DESIGN WITH THE LEARNERS

Input from Respond was sought at a number of points in the design process, whereby details of the 
proposal was shared with key staff over the course of development meetings in the months before 
the course began. Additionally the content development model incorporated informal feedback from 
previous sessions into sessions being developed subsequently.

ENGAGEMENT

Notes of attendance and engagement with the pre-session materials on the blog were considered 
measures of engagement. Additionally, questions were asked in a mid-point survey regarding the use 
of pre-session materials.

EVALUATION STRUCTURE

The following evaluation approach was used, modelling to the levels of the Kirkpatrick structure.

1. Pre-course survey
 – Awareness/understanding/definitions of brain health (adapted from brain health concept analysis 

survey-reference Chen et al. 2021)
 – Professional and educational background

2. Mid-point survey (reaction, learning)
 – Accessibility of material
 – Mode of delivery
 – Utility of additional materials
 – Relevance of content to working environment
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3. Follow up survey at 4 months (behaviour, results)
 – Definitions of brain health/understanding of brain health
 – Utility and application of information
 – Retention/understanding of learnings

4. Follow up
 – Reflections of areas of their work that they have applied, or could apply core ideas
 – Any specific project ideas or initiatives proposed from the application of knowledge to their 

work environment
 – What they would have changed or added to the course

REPORT

LEARNERS – PROFESSIONAL BREAKDOWN

Information on learner profile was provided by Respond, with n=14 learners. In terms of the learner’s roles 
within Respond: 1 worked in Advocacy and Communications, 1 in early childhood care and education, 2 in 
homeless services, 3 in day care services for older people, 5 in housing and 2 in services management. 
All had higher level training or education (Degree or Certificate level) training relevant to their role in 
Respond, while two had clinical qualifications (BA Nursing).

In the pre-session survey, none of the respondents reported having specific training in dementia 
and Alzheimer’s disease, while the majority reported themselves as being ‘mid-career’ (55%) (see 
Fig 2 A, and B).

ENGAGEMENT – ATTENDANCE AND ACCESS OF PRE SESSION MATERIALS

Across the course there was full attendance for 4/6 of the sessions, with no more than two reported 
absences for any one session. Engagement with learning materials on the blog prior to sessions was 
reasonably consistent. The mean page visits prior to session: 46.8 ± 22, minimum 27, maximum 85). 
Information on duration not available.

EVALUATION RESPONSE RATE

Response to evaluation surveys varied from 85.7% in the baseline survey to 42% in the midpoint and 
78% in the follow-up survey). Engagement with the follow up qualitative evaluation was 42%.

MID-POINT – TRAINING ASSESSMENT DATA

The mid-point survey was issued after the first tutorial session (session 4). The response rate for the 
mid-point survey was lower (n=6) than either the baseline or follow-up survey.

However, respondents both rated the overall training delivery and content level as effective, while free 
text responses highlighted satisfaction with the flipped classroom, effectiveness of case studies as an 
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aid to learning, and of the breakout room/discussion format. It was noted that online delivery may limit 
level of interaction, and that more case studies/person focused discussions would be beneficial (Fig. 3 A).

The majority of respondents reported that they felt one would need an intermediate level of skill/
knowledge to successfully engage with the course, while there was an apparent shift in perceived level 
of skills/knowledge at the course midpoint, with all reporting that their level of skill/knowledge was at 
the intermediate or high level contrasting with reporting of skills/knowledge level prior to the course 
(50% ‘low’ or ‘basic’)(Fig. 3B).

Free text responses indicated that the concepts covered in the course were new or mostly new to them, 
and that even at this point they felt they would be able to apply some of these concepts to their work 
and personal lives (Fig. 3B).

PRE VS. POST– BRAIN HEALTH DEFINITIONS

Some elements of an adapted version of the brain health concept analysis survey developed by Chen 
et al 2021. were used in the baseline and follow-up evaluation surveys with the group (Fig. 4 A and B 
respectively).

There was a clear shift in responses to these definitions. In some cases, a shift to the affirmative (‘brain 
health is something achieved by a person’s choices to engage in certain activities that promote brain 
function.’, ‘brain health is very nuanced and multifaceted and refers to the cognitive ability that allows the 
person to function adaptively in their professional and personal lives.’, ‘brain health can be considered 
the absence of any diseases of the brain mental health issues or abnormalities in the brain’s anatomy’), 
while in the other definitions and greater spread of responses were observed post versus baseline 
(Fig. 4 A & B).

USE OF THE TERM ‘BRAIN HEALTH’

As part of the baseline and follow up evaluation, learners were asked to rate how regularly they used 
the term ‘brain health’ in their personal and professional lives.

There was an increase in reported use of the term Brain Health in a professional context; however this 
was not reported to the same extent in the personal context (Fig. 5A & B).

In the follow-up evaluation, respondents were asked to input free text responses to the question ‘how 
has this changed’ for you in both professional and personal contexts. In the professional context some 
of these responses indicated an increase in knowledge or understanding (e.g. ‘’I have a greater appre-
ciation for the interlinked facets of brain health, physical issues, cognitive and mental health concerns 
and how they affect overall brain health’’), or the relevance of this information to their work (e.g. ‘yes 
, more aware of the impact of stress and life circumstance that can affect the vulnerable I work with’). 
Free text comments relating to the personal context suggested increase general awareness, but also in 
some cases relevance to family life (e.g. ‘I encourage my family to see the bigger picture of how simple 
changes could impact on brain health in the future’) (Fig. 5B).
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PERCEPTION OF KNOWLEDGE OR SKILLS OBTAINED

In the follow-up survey, respondents were asked a number of questions relating to both the overall goals 
of the training pilot, and more specific retention and understanding of what they had learned.

All respondents reported that they felt they had gained ‘a general awareness of brain health and dementia 
prevention’, with 64% feeling that they had gained ‘specific knowledge about dementia, brain health, 
modifiable risk factors’. 73% also reported that they had gained specific skills they could apply to work 
and home life’ (Fig. 6A).

Across a range of question relating to retention of knowledge, respondents were mostly in agreement 
that they could list specific risk factors, and had gained an understanding of the difference between 
Alzheimer’s disease and other forms of dementia, but were somewhat less sure of their understanding 
of the social and socioeconomic aspects of brain health, the understanding of risk in a medical context, 
or defining ‘life course brain health’ (Fig. 6B).

IMPACT AND APPLICATION OF LEARNING

In the follow-up survey respondents were asked a number of questions relating to impact, utility and 
application of what they learned in the course (n=11 respondents).

A small majority of respondents reported that they have often spoken to work colleagues and family 
members about brain health or dementia since taking the course (n=6), while the remainder noted that 
they had done so infrequently (n=5). A majority noted that they had spoken either often or infrequently 
to service users about brain health or dementia, while 2 indicated that they had not. In a free text 
response one respondent noted that this was as they did not work directly with service users (Fig. 7A).

The majority of respondents noted that after the course there was a change in their approach to their 
work (n=9) and that they were able to apply what they had learned to their work (n=7) (Fig. 7B).

Free text responses to these questions noted changes in approach e.g. ‘I use a different lens now when 
thinking about the older service users in particular and also in relation to health promotion within 
our other range of services.’, ‘Health promotion around brain health, designing spaces for those that 
have dementia’, ‘I now take more time with my elderly residents, noticing changes in their habits and 
encouraging activity and socialising’ and ‘just looking at factors they can assist with better brain health 
for individuals , improve life though choices they can make right now’.

Free text responses related to aspects of what was learned that could be applied included ‘Health 
promotion around brain health, designing spaces for those that have dementia.’, ‘sometimes keeping it 
simple when explaining to service users , especially those of a young age who have abused their body , 
and don’t realise the impact this can have for later life…..’, ‘we may not be able to reverse the dementia 
but we can facilitate social inclusion, a regular lifestyle of good diet, sleep, exercise and ensure symptoms 
are well managed and medications are taken appropriately’ and ‘age of the brain’.
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SUMMARY OF QUALITATIVE EVALUATION

A focus group was conducted with a number of participants (n=6) from different backgrounds in the 
organisation to both get a deeper understanding of the experience and impact of the course, and to 
determine feedback which would help with future iterations of the course and related projects. Facilitators 
were provided with a topic guide to structure small group discussions, and a broader discussion was 
held in terms of future directions with the larger group.

All participants were invited; six individuals were able to attend.

Commentary on personal experience of the course

• Level in terms of the technical/scientific component seen as appropriate – providing the theoretical 
basis for the practical applications.

• More practical examples would have been helpful, tutorial idea could have been better used.
• Utility of the flipped classroom approach again highlighted as a positive, with some specific videos 

highlighted as being particularly helpful.
• Among the participants the use of case studies was highlighted as an effective learning aid, with 

suggestion that inclusion of more practical examples would been helpful.

Noted applicability to their own and professional lives

• An understanding of brain health as opposed to mental health, as a more positive, less stigmatis-
ing concept

• Change of perspective, having the vocabulary or insight to talk to people or approach situations 
differently.

• One respondent mentioned an influence on approaching family situations, greater awareness of 
impact of their own lives

• The life course aspect, and its relevance in particular to younger people children and parents.
• Comments as to the relevance of brain health to much of their field, seeing a need to include brain 

health as a component in undergraduate training.
• Comment that time/capacity constraints make full application of the concepts and approaches 

more difficult.

Suggestions for future developments

• Different course formats – in the main, it was felt that an asynchronous version of the course would 
be acceptable, although it was clear that some element of blending would be preferable with the 
discussion component highlighted as important.

• Some participants suggested that the inclusion of projects & MCQs would be helpful in terms of 
applying knowledge and engagement, although this view was not shared by all.

• In terms of how best to present this information to the people they care for and support, the general 
response seemed to indicate a broader health awareness approach/campaign rather than bespoke 
‘basic’ brain health training would be the most impactful.

• Specific resources for children were highlighted as something that would be useful and desirable.
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SUMMARY/CONCLUSIONS

Viewing brain health and dementia prevention in terms of a health promotion challenge inherently links 
to the need for information transfer from the medical and scientific fields to wider society. This can be 
seen both in terms of broader awareness for the general public, but also accessible, applicable training 
packages tailored to professionals which can both enhance the success of a range of interventions, as 
well as helping to build a broader culture of ‘brain health literacy’ in society at large.

As noted, the nature of both the work and staff of Respond made the prospect of piloting such a pack-
age a meaningful exercise – the diversity of their staff in terms of professional backgrounds and their 
work and the groups they care for presented the opportunity to develop and evaluate a core brain 
health training package.

In terms of program design and delivery mode, there was broad satisfaction with the approach taken, 
with the value of discussion elements of course, case-based learning, and the provision of readings 
and resources in advance. From a resourcing/scaling point of view it would be desirable to deliver this 
content using a more asynchronous approach, but it would appear wise to have a significant blended 
component, inclusion of cases, and case-based discussions to enhance learning and learner experience.

There were interesting shifts in how the course affected learners’ level of agreement with certain defini-
tions of brain health. To some extent these shifts reflected the key learning aims and approaches of the 
course, while some of the shifts on other definitions map less readily onto the approach taken. It may 
be that slight modifications to the course to better focus in on key principles and practical implications 
should be considered. However, while interesting, given the small numbers of respondents, it is hard to 
draw strong conclusions from these data, particularly given the lack of familiarity with the brain health 
concept in any form before the course.

Clearly, learner’s awareness and use of brain health terms and concepts were increased by the course. In 
particular responses to questions regarding changes of approach and application of knowledge shows 
that for a majority of learners this course did have an impact on their professional and, to a lesser extent, 
their personal lives.

In terms of the evaluation component, the variable response rate across the evaluations made compar-
isons somewhat difficult, although there was a similarly high response rate to baseline and follow-up 
survey. Additionally, the structure of the follow-up survey focused on understanding what respondents 
could apply or found useful – in hindsight it may have been useful to include follow up questions to help 
ascertain what information was not deemed to be of use to/applicable by respondents, as this would 
have given insight as to potential improvements in the course.

The main limitation of this evaluation was the relatively small number of learners involved. However, 
despite this limitation, the pilot achieved its main objectives and lays the ground for further initiatives 
in the space.
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MAIN RECOMMENDATIONS AND CONCLUSIONS

1. A brain health training package of this type is both accessible and useful for a range of learners 
from different professional backgrounds. It is clear that such a course can inform a ‘brain health 
mindset’, and can provide users with applicable concepts and information.

2. Overall, the course model was effective, reviewing overall content and number of sessions, and 
focusing more clearly on key messages and knowledge area ‘take-aways’ should be considered.

3. Case studies and case study discussions are a means to make knowledge relevant and practi-
cal – with other groups of learners selection of cases studies relevant to their experience would 
be a means to tailor a core information package to different audiences.

4. While an asynchronous version of this course would increase reach and impact, some element of 
blending is necessary

5. In course projects or MCQs should be considered to maximise engagement and learning.
6. Developing an awareness package alongside this program may be a means to extend the impact 

of any training intervention in an organisation or setting.
7. Educational training programs such as this pilot can further the mission of GBHI by utilizing the 

expertise of our faculty, fellows and staff to build capacity in organisations and communities.
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FIGURES

Fig. 1: Proposed (A) and Eventual (B) Course Structure
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Fig. 2: Pre course survey: Prior Training (A) and Career Stage (B).

A.

B.
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Did you find the ‘flipped classroom’ model we used, where pre-reading of materials accessed 
from a webpage beforehand was required is suitable for this type of material

• Yes, gives a grounding in the course and stimulates thought
• Yes (2x)
• It was definitely very beneficial. Without having read the material before the sessions I think I would 

have been lost.
• Yes I think it was suitable and needed.

What aspects of this course were most useful or valuable?

• Breakout rooms, reading material
• All aspects of dementia i.e. risk factors
• Working through the case studies I find is always a good way to reflect on learning and to reflect 

on what I might do on a day to day basis. The tutorial was helpful and was interactive which gave 
opportunity to tease out some of our thinking to date on the course.

• Understanding dementia
• Case studies were very informative and relative to my work.

How could this course be improved?

• I think its delivery on line has hampered the possibility of it being more interactive, I find the break 
out sessions and tutorial beneficial as it allows for more interaction

• Not sure
• I would like to see more case studies and to discuss more about what is happening for the person 

with dementia or other
• Tutorial could have been more focussed

A.
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Was much of the content new to you, or have you covered similar concepts in other training?

• a lot was new
• I had done some previously
• A lot of it was new.
• All new.
• Some of the content was not new to me as I have worked with older adults for 10 years now and 

come across the concepts through my work and some other training.
• Mostly new

While understanding that the course is not yet complete, do you feel that you would be able to apply 
some of the concepts you’ve encountered to your work and life?

• Yes and am keen to learn more
• Yes (4)
• I found that it was very interesting to learn what parts of the brain are affected by Dementia 

and other diseases. The fact that we can possibly change developing these diseases in later life 
by a healthy lifestyle and keeping our brains working through crosswords etc.

Fig. 3: Midpoint survey: Training modalities assessment (A) and perceived impact of course on knowledge or skills 
(B) (n=6 Respondents)

B.
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Fig. 4: Change in agreement with definitions of brain health pre- (A, n=11) and post- (B, n=11) training.

A.

B.
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How has this changed?

• Yes, it has increased since taking the course and something that’s more part of conversation within 
the organisation than previously.

• I would never have used the term before the course
• I have a greater understanding of what brain health entails and how it can affect people in so many 

different ways 
• Yes, I work with young children and would normally use other terms related to cognitive development 

rather than brain health. Now I understand the nuanced differences between the two concepts 
and will sometimes use the term ‘brain health’ instead. If for example I am discussing supporting 
children to adopt healthy, long-term lifestyle patterns, I also refer to brain health as a potential 
positive outcome

• Have become more aware that there are some steps I can take now that may prevent dementia, 
and I also have become more aware of impact of lifestyle can have on a persons health and brain 
function in later life

• Importance of healthy exercise and diet
• I have a greater appreciation for the interlinked facets of brain health, physical issues, cognitive 

and mental health concerns and how they affect overall brain health.
• I now use it often
• It definitely made me think more when dealing with some tenants and felt better equipped to deal 

with tenants with mental health issues.
• I am aware of how the brain has been affected more by demands such as stress etc.
• Yes, more aware of the impact of stress and life circumstance that can affect the vulnerable 

people I work with

A.
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How has this changed?

• Yes, I have used this more frequently since participating in the course
• Again, I never used it beforehand. It wasn’t a term with which I was even au fait
• No change
• Yes, this would not have been a term I would have used outside work at all really prior to doing 

the course
• Again awareness is more heightened
• Importance of healthy exercise and diet
• I encourage my family to see the bigger picture of how simple changes could impact on brain 

health in the future.
• I now use it often even with my adult children and family not just for work.
• I would be more aware of mental health issues and would probably be more sympathetic in my 

approach to them.
• More aware of it I think

Fig. 5: Reported use of term ‘brain health’ in personal and professional context before and after training (A. professional, 
B. personal. N=12 pre course, n=11 post course)

B.
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A.

Having taken the course do you feel you have gained: (n=11)

• A general awareness of brain health and dementia prevention 100% (11 respondents)
• Specific knowledge about dementia, brain health, modifiable risk factors 64% (7 respondents)
• Specific skills I can apply to my work and home life 73% (8 respondents)

Fig. 6: Perception of knowledge or skills obtained (n=11)

B.
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Have you been able to apply anything you have learned to your work?

• Age of the brain
• Health promotion around brain health, designing spaces for those that have dementia.
• Sometimes keeping it simple when explaining to service users, especially those of a young age 

who have abused their body, and don’t realise the impact this can have for later life. Trying to 

B.

A.
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change a mindset is difficult, but I feel the more we speak about it in our practice increases the 
chances of change for some people.

• We are currently exploring transforming one of our day services to be more dementia friendly.
• We may not be able to reverse the dementia but we can facilitate social inclusion, a regular lifestyle 

of good diet, sleep, exercise and ensure symptoms are well managed and medications are taken 
appropriately.

Has anything in your approach to your work changed after taking the course?

• I now take more time with my elderly residents, noticing changes in their habits and encouraging 
activity and socialising.

• I suppose its seeing the wider picture of a dementia diagnosis rather than just the numerical number 
of a score.

• I try to incorporate it into my work now.
• I use a different lens now when thinking about the older service users in particular and also in 

relation to health promotion within our other range of services.
• I would have a better understanding in dealing with people with mental health issues.
• I’m more aware of brain health and open to possibilities as to why a person may be acting 

in a specific way.
• It has added another dimension to curriculum planning, a further potential positive outcome of 

adopting healthy lifestyle choices; networking, healthy eating, avoiding unhealthy substances/
smoking, seeking early intervention if necessary, child safeguarding etc.

• Just looking at factors they can assist with better brain health for individuals, improve life though 
choices they can make right now

Fig. 7: Impact and application of learning. (A and B n=11)
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APPENDIX

COURSE MAP – PROPOSED AND ACTUAL SESSION CONTENT

PROPOSED ACTUAL

Session Title Content Session Title Content

Session One: 
Understanding the 
Brain and Brain 
Health

a. Overview anatomy and 
function 

b. Normal changes over life span
c. Organic and non-organic 

causes of mental health/brain 
ill health

d. Introduction to modifiable risk 
factors over the life course

e. Concept of brain health

Session One: 
Understanding the 
Brain and Brain 
Health

Introduction to the idea of brain health, basics of brain 
structure, and the concept of modifiable risk factors for 
brain health

Slides:
• Outline
• Brain exercise
• Brain structure and function
• Understanding how the brain functions
• The story of Phineas Gage
• Prefrontal cortex
• Short-term memory (video clip)
• Language (video clip)
• Behaviour (video clip)
• Empathy
• Brain ageing: Fact or Fiction
• More or less mentally sharp than when you were 20?
• Changes in the body and brain
• Brain ageing – some facts
• Effect of brain ageing
• Neurodegeneration
• Dementia
• Dementia
• MRI
• Diffusion MRI and white matter
• (MRI slides)
• The brain under pressure...Mental Health
• Negative effects of stress
• Depression
• Loneliness
• Less stress, loneliness & depression: is it possible?
• Brain health-what is it and what can we do about it?
• Brain Health
• 12 dementia risk factors
• What is Life-Course Brain Health?
• Break out session
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PROPOSED ACTUAL

Session Title Content Session Title Content

Session Two: 
Brain Health 
Under Pressure: 
Neurodegeneration 
and Dementia

a. Overview of ad and other 
dementia

b. How conditions manifest and 
are diagnosed

c. Understanding how conditions 
are managed

d. Importance of the care envi-
ronment (begin to bring social/
socioeconomic factors?)

Session Two: 
Alzheimer’s Disease 
and Other Dementias

Overview of main types of dementia, diagnostic process and 
tools, and the impact a diagnosis can have on people

Slides:
• What is dementia?
• Which of these is associated with dementia?
• Additional manifestations of dementia
• When do you develop dementia?
• Burden of dementia
• Dementia is a global issue
• Cognitive function
• Signs and symptoms of dementia
• What comes before dementia?
• Mild stage dementia
• Mild dementia
• Moderate stage dementia
• Moderate dementia
• Severe stage dementia
• Severe dementia
• Subtypes of dementia
• Are there different types of dementia?
• Which of the following is NOT a sub-type of dementia?
• (Dementia umbrella)
• Alzheimer’s disease
• Vascular dementia
• Dementia with Lewy Bodies
• Frontotemporal dementia
• Diagnosis of Dementia
• How is dementia diagnosed?
• Treatment for dementia
• Syndrome targeted therapy x3
• Is there a cure for Alzheimer’s disease?
• (overview of trials)
• Nihilism after 2018
• Management and care-case examples
• Case 1
• Case 2
• Case 3
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PROPOSED ACTUAL

Session Title Content Session Title Content

Session Three: 
Brain Health Under 
Pressure: Mental 
Health and Well 
Being

a. What is mental well-being and 
mental ill health

b. How does mental ill health 
manifest – depression, stress, 
anxiety, psychosis, schizophre-
nia, addiction

c. What are the causes and risk 
factors – link to dementia

d. What are the protective factors; 
management and prevention

e. The intersection between 
mental health and ‘brain health’

Session Three: 
Brain Health Under 
Pressure: Stress, 
Mental Health, and 
Resilience

Exploration of mental health and illness, their causes and 
treatments

Slides:
• Educational goals
• Case study
• Questions
• You find Paula smoking and drinking beer outside the 

apartment. Your next step is to...
• Key messages
• What is mental illness
• The brain is affected in mental illness & by illness
• Points to remember
• ‘I have depression’
• Continuum of mental illness
• Common mental disorders
• Personality disorders
• Impact of different forms of mental illness
• Social determinants of mental health
• The vicious cycle of housing and mental illness
• Cause of mental disorders: stress-vulnerability model
• Life Events Scale
• Treatment, care & caring
• Difficulties people with mental illness may have
• Tips for dealing with someone that may 

have a mental illness
• How brain health and mental health collide
• Case study
• Questions
• You find Paula smoking and drinking beer outside the 

apartment. Your next step is to...

Tutorial Tutorial
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PROPOSED ACTUAL

Session Title Content Session Title Content

Session Four: The 
Brain at Risk 1: 
Physiological + 
Lifestyle Risk Factors 
– What They Are and 
How They Affect the 
Brain

a. Diet and exercise
b. CV and stroke
c. Diabetes
d. Alcohol and drugs
e. Injury
f. Sensory loss

Session Four: 
The Brain at 
Risk I – Physiological 
& Lifestyle Risk 
Factors, What They 
Are and How They 
Affect the Brain

Slides:
• Overview
• Not all studies are created equal
• Methods
• Brain health: One term, but many measures
• Three levels of prevention strategies
• Risk factors for dementia
• Exercise x2
• Exercise: mechanisms
• Alcohol Consumption
• Alcohol Consumption: mechanisms
• Diet x2
• Vascular risk factors
• Hypertension
• Hypertension and Alzheimer’s disease putative mecha-

nisms of action
• Diabetes x2
• Stroke
• Stroke is only the tip of the iceberg
• Stroke to brain health
• Sensory loss
• Sensory loss: Mechanisms
• Limitations to consider
• Modifiable factors in LMICs
• Limitations to consider
• Sex and gender differences x3
• Recommendations
• Case study: Sean
• Questions for breakout session
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PROPOSED ACTUAL

Session Title Content Session Title Content

Session Five: 
The Brain at 
Risk 2: Social, 
Socioeconomic and 
Environmental Risk 
Factors

a. What they are and how they 
affect the brain

b. Impact of adverse childhood 
experiences 

c. Impact of lower educational 
attainment

d. Pollution and noise
e. Addiction and homelessness
f. Loneliness and isolation
g. Environment, design, space, 

nature

Session Five: 
The Brain at 
Risk II – Social, 
Socioeconomic & 
Environmental Risk 
Factors

Slides:
• The brain and its development is strongly influenced by 

the social and physical environment, the surroundings and 
conditions in which we live

• Poll # 1 Which is the most important in preventing deaths?
• Medical care is only responsible for approximately 20% of 

preventable mortality
• Association versus causation
• What are the social determinants of health?
• Social determinants of health
• Poll # 2 If pitching to the government, which do you think 

is the most important to improve brain health outcomes?
• Addressing social determinants of health
• Inequity of access & social exclusion
• Social exclusion, powerlessness & the brain
• COVID-19
• Education
• Education’s boost is early & persistent
• Building cognitive reserve
• Cognitive reserve
• It’s never too early
• Socioeconomic status
• How socioeconomic status affects cognition & risk of 

dementia
• Pathways from SES to dementia
• Childhood adverse events & late-life cognition
• Poll # 3 Which of these are shared risk factors for home-

lessness & cognitive impairment
• Homelessness & dementia can walk hand in hand
• Pollution
• Pesticides & Parkinson’s disease
• Neighborhood and brain health
• Green environment
• Green Building Conditions
• Green Care Farm Nursing Homes
• Small group exercise
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PROPOSED ACTUAL

Session Title Content Session Title Content

Session Six: What 
You Can Do to Build 
Brain Health

a. Health behaviours
b. Education and lifelong learning 
c. Social and interpersonal 

connections
d. Diet and exercise

Session Six: What 
You Can Do to Build 
Brain Health

Review of the main risk factors with a focus on interventions 
and preventions

Slides:
• Case study
• Questions
• Risk reduction vs prevention
• Physical activity across different stages of prevention x4
• Should we control our blood pressure to reduce risk to 

dementia? X4
• The worst trajectory of blood pressure for the brain
• Different objectives in blood pressure’s control
• Same objectives in blood pressure’s control
• Sensory impairment and the risk of dementia
• ~35% of dementia due to risk factors
• Is hearing aid use associated with any alteration in the rate 

of cognitive decline?
• Predicted values of episodic memory before and after 

using hearing aids
• Is cataract surgery associated with any alteration in the 

rate of cognitive decline?
• Predicted values of episodic memory before and after 

cataract surgery for treatment and group controls
• Conceptual framework (hearing)
• Results
• Your Brain Health Action Plan
• Case study
• Questions

Tutorial Evaluation Session
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