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ABSTRACT
Background The cognitive effects of sports- related 
concussion (SRC) have been the subject of vigorous 
debate but there has been little research into long- term 
outcomes in non- athlete populations.
Methods This cohort study of UK community- dwelling 
adults (aged 50–90 years) was conducted between 
November 2015 and November 2020, with up to 4 
years annual follow- up (n=15 214). Lifetime history of 
concussions was collected at baseline using the Brain 
Injury Screening Questionnaire. The first analysis grouped 
participants by type of concussion (no concussion, only 
SRC, only non- SRC (nSRC), mixed concussions (both SRC 
and nSRC)) and the second grouped the participants by 
number (0, 1, 2 or 3+ SRC or nSRC). Mixed models were 
used to assess the effect of concussion on outcomes 
including four cognitive domains and one behavioural 
measure (Mild Behavioural Impairment- C).
Results Analysis of the included participants (24% 
male, mean age=64) at baseline found that the 
SRC group had significantly better working memory 
(B=0.113, 95% CI 0.038, 0.188) and verbal reasoning 
(B=0.199, 95% CI 0.092, 0.306) compared with those 
without concussion. Those who had suffered one SRC 
had significantly better verbal reasoning (B=0.111, 95% 
CI 0.031, 0.19) and attention (B=0.115, 95% CI 0.028, 
0.203) compared with those with no SRC at baseline. 
Those with 3+ nSRCs had significantly worse processing 
speed (B=−0.082, 95% CI −0.144 to –0.019) and 
attention (B=−0.156, 95% CI −0.248 to –0.063). Those 
with 3+ nSRCs had a significantly worse trajectory of 
verbal reasoning with increasing age (B=−0.088, 95% 
CI −0.149 to –0.026).
Conclusions Compared with those reporting no 
previous concussions, those with SRC had no cognitive 
or behavioural deficits and seemed to perform better 
in some tasks. As indicated by previous studies, sports 
participation may confer long- term cognitive benefits.

INTRODUCTION
Approximately 2% of the UK population present 
to emergency annually with a head injury1 and it is 
the leading cause of death in those under 40 years 
of age. Traumatic brain injury (TBI) can increase 
dementia risk by 1.5–3 times and estimates indi-
cate that TBI contributes 5–15% of the current 
dementia burden.2

TBIs vary in classification from ‘mild’ (a tempo-
rary change in mental status or loss of consciousness 

(LOC) of less than 30 min) to ‘moderate- severe’ 
(prolonged amnesia or LOC more than 30 min).3 
The most frequent causes of mild TBI are assaults, 
falls and road traffic collisions,1 but among chil-
dren and adolescents, sports- related mild TBI is the 
second most common cause, affecting 0.3–0.4% of 
adolescents annually.4 This type of mild TBI is most 
commonly referred to as sports- related concussion 
(SRC) in the literature. The impact of SRC on long- 
term cognitive outcomes and dementia has been the 
subject vigorous public debate, having been high-
lighted by many high- profile cases of professional 
athletes.

Among athletes, there seems to be a relation-
ship between repeated SRC and poor cognitive 
outcomes. In a meta- analysis including 21 studies of 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Recurrent sports- related concussion (SRC) 
in professional athletes is associated with 
significantly greater risk of mild cognitive 
impairment (MCI) and dementia, but long- 
term cognitive outcomes after SRC in non- 
professional athletes are not known.

WHAT THIS STUDY ADDS
 ⇒ This UK- based community- based longitudinal 
cohort study (n=15 214, age range=50–90 
years) showed that those with SRC showed 
no long- term cognitive or behavioural deficits 
compared with those with no concussions.

 ⇒ In fact, they showed better performance in 
working memory and verbal reasoning at the 
study baseline.

 ⇒ By contrast, those with non- SRC showed 
deficits in processing speed, attention and the 
Mild Behavioural Impairment (MBI- Checklist) 
index.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ This study suggests that the cognitive risks of 
concussion in sport may not be meaningful in 
the long term in the non- professional athlete 
population.

 ⇒ These results will help inform physicians and 
public health authorities when communicating 
the risks and benefits of community sports to 
patients and the public.
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athletes (n=790 concussion cases, 2014 controls), ranging from 
high school to professional, there were substantial deficits in the 
first few days of injury that all essentially resolved by 7–10 days of 
recovery.5 In a more recent meta- analysis of 11 studies (n=792), 
Zhang et al6 compared retired elite athletes who had suffered 
SRC years earlier with those who had not suffered concussion. 
The concussed group demonstrated mild to moderate deficits in 
verbal memory (Standardized Mean Difference (SMD)=−0.29), 
delayed recall (SMD=−0.30) and attention (SMD=−0.33). In 
their seminal study of mid- life retired American football players 
(n=2552), Guskiewicz et al7 found that those with recurrent 
concussion had five times the rate of clinically diagnosed MCI 
and three times the rate of subjective memory impairment 
compared with non- concussed retired players. Based on these 
data, advocates argue that recreational contact sport, particu-
larly in young people, is too risky and should be discouraged or 
banned. Yet, there is very little research on long- term outcomes 
of SRC in the non- collegiate or professional athlete population. 
Professional athletes are disproportionately male8 and comprise 
only a tiny fraction of the population. They are exposed to a 
considerably greater number, frequency and severity of concus-
sions, as well as more repetitive subconcussive head impacts 
compared with the non- athlete population.5 Given the ubiquity 
of concussions in community sport, it is critical that the long- 
term cognitive outcomes of these injuries are understood in a 
community- dwelling population rather than just in professional 
athletes.

The extant research focuses largely on cognitive outcomes 
rather than behavioural changes. Mild behavioural impair-
ment (MBI) is a well- established description9 of late- life onset, 
sustained behavioural and personality changes that are associ-
ated with biomarkers of neurodegenerative disease, worsening 
cognitive impairment and dementia.9 One recent study by Bray 
et al10 examined 124 participants with a self- reported history 
of concussion, as they progressed from normal cognition to a 
dementia diagnosis. They found that concussion was signifi-
cantly associated with a dementia prodrome of greater social 
inappropriateness compared with controls. Thus, MBI may be a 
useful adjunct to cognitive measures in a comprehensive assess-
ment of concussion- induced deficits.

This study examines the associations between SRC, non- 
sports- related concussion (nSRC) (ie, concussions in contexts 
other than active sports) and long- term cognitive and 
behavioural outcomes in a longitudinal cohort of community- 
dwelling adults. Specifically, it examines whether there are 
different profiles of cognitive and behavioural deficits for SRC 
and nSRCs.

METHODS
Participant population
The PROTECT study (www.protectstudy.org.uk) is a UK- based 
longitudinal study of 50–90 year olds.11 For eligibility, partici-
pants were required to have access to a computer and all those 
with previously diagnosed dementia at baseline were excluded. 
All participants gave informed consent prior to involvement 
and were assessed at baseline (wave 1) and then had up to 4 
years of annual assessments (waves 2–5) between November 
2015 and November 2020. A full description of the study 
can be found in prior publications.11 This study was reported 
according to the Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) guideline (online supple-
mental table S1).

Classification of concussion
The Brain Injury Screening Questionnaire (BISQ)12 was used to 
collect data on previous concussions/TBIs. It was an optional, 
self- administered battery within the PROTECT study, and of 
eligible participants with sufficient data in the PROTECT study, 
4379 individuals did not complete the BISQ and 15 764 did. 
The baseline characteristics of responders and non- responders 
are compared in online supplemental table S2 to assess for 
self- selection bias. This questionnaire collects data on lifetime 
history of head injuries asking specifically, ‘Have you ever had 
a blow to the head … [in a particular context for example, on 
a motorcycle/all- terrain vehicle]’. Participants are asked about 
the context of the injury (sports related, motor vehicle crash, 
etc), the age of the first/last TBI, the severity of each episode 
(length of time unconscious/dazed or confused) and the number 
of injuries.

Similar to a previous publication from this cohort,13 head inju-
ries were classified using the Mayo TBI Severity Classification 
System.3 Concussion (mild or symptomatic TBI) was defined as 
a head injury followed by LOC of less than 30 min or a dazed or 
confused episode. Moderate- severe TBI was defined as a head 
injury followed by a LOC of 30 min or longer. Each concussion 
was classified as either sports related (occurring while biking or 
playing sports)14 or non- sports related (occurring from another 
cause) (nSRC). For the head injury questions comprising the 
BISQ, see online supplemental table S3. As there were only a 
small number of moderate- severe TBI acquired during sports, it 
was not possible to analyse them separately, and thus for all anal-
yses, any participants with moderate- severe TBI were removed 
(total moderate- severe TBI n=510, sports- related moderate- 
severe TBI n=53), only assessing those with concussion (mild or 
symptomatic TBI). Online supplemental table S4 compares the 
characteristics of those with and without moderate- severe TBI .

In the first analysis, individuals were grouped based on the 
context in which they had suffered concussion and each of these 
groups were compared with those who had suffered no concus-
sion in any category:
1. SRC group—Participants who reported concussion only in 

the context of sports.
2. nSRC group—Participants who reported concussion in a 

context other than sports.
3. Mixed concussion group—Participants who reported con-

cussion in the context of sports and some other context.
In the second analysis, we used two variables reflecting the 

numbers of reported SRC and nSRC, respectively. These two 
variables were assessed both as categorical variables (groups 0, 
1, 2 and 3+) and continuous variables.

Calculation of cognitive scores
A full description of the PROTECT study cognitive test batteries 
can be found in the online supplemental methods. In brief, at 
each wave, participants were instructed to complete each cogni-
tive test three times at least 12 hours apart within the space of 
a week. The average score of the repeats was taken as the test 
score for that wave. Naturally, not all participants completed 
three repeats and in those who did there were learning effects 
(ie, improving performance with repetition). Therefore, in all 
our analyses, the number of test repeats within each wave was 
included as a covariate.

We used an orthogonal rotated principal components analysis 
(PCA) to develop cognitive domain scores using the baseline 
measures of 9 cognitive outcomes. Four outcomes were taken 
from the PROTECT Cognitive Test Battery (digit span, paired 
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associates learning, verbal reasoning, self- ordered search) and 
five were measures taken from the COGTRACK assessment 
battery (attentional intensity index, sustained attention index, 
attentional fluctuation index, cognitive reaction time, memory 
retrieval speed) (see online supplemental methods for details). 
Each test score was z- transformed and winsorised to between 
+5 and −5 SD from the mean. The following domain scores 
were calculated by taking the mean of the z- transformed cogni-
tive tests grouped by the PCA:
1. Working memory—Digit span, paired associates learning and 

self- ordered search.
2. Verbal reasoning—Baddeley’s Grammatical Reasoning Test.
3. Processing speed—Attentional intensity index, cognitive re-

action time and memory retrieval speed.
4. Attention—Sustained attention index and attentional fluctu-

ation index.
Normality of the domain scores distribution was examined 

visually and numerically. If skewness was greater than 1 or less 
than −1, the score was transformed. The attention domain score 
was negatively skewed and thus was inverted, log- transformed 
and re- standardised to achieve a normal distribution.

Calculation of MBI score
The Mild Behavioural Impairment- Checklist (MBI- C) question-
naire is a validated 34- item list of yes/no questions grouped into 
five domains (decreased motivation, emotional dysregulation, 
impulse dyscontrol, social inappropriateness, and abnormal 
perception or thought content).15 If rated ‘yes’, participants 
are asked to rate severity between 1 and 3. Our main outcome 
was the total MBI- C score (ie, the sum of all the MBI- C items, 
ranging between 0 and 102). The participant MBI- C score had 
a count data distribution (ie, non- normal clustering at zero with 
a substantial positive skew). It could not be adequately trans-
formed, was left as a raw score and non- linear methods (negative 
binomial) were used in its analysis.

Statistical analysis
The analysis plan was prespecified on Open Science Frame-
work ( osf. io/ nsf4b/). Baseline characteristics of each group were 
compared with the ‘no concussion’ group using Tukey’s Honestly 
Significant Difference (HSD) and pairwise χ2 analysis. Model 
construction was developed using fitting parameters Akaike infor-
mation criteria and Bayesian information criteria. Given that rates 
of cognitive decline change with age, rather than using a simple 
time variable, the study used a grand mean- centred ‘age at each 
wave’ as the ‘time’ variable. Further, given that cognitive decline 
with age is non- linear, an age2 (ie, grand mean- centred age squared) 
term was also included. There was considerable missing baseline 
covariate data particularly for physical activity and vascular risk 
factors (online supplemental table S5). The challenge of missing 
data was managed by running both partially adjusted models, 
including all participants, and fully adjusted models, including 
those with complete data, and comparing results. Partially adjusted 
models controlled for age, age2, sex, education status and number 
of repeats in the wave and included an interaction between age 
and the either concussion type or concussion number. Fully 
adjusted models were run, controlling additionally for smoking, 
hypertension, stroke, coronary heart disease, diabetes, high 
cholesterol, history of anxiety, history of mood disorders, history 
of psychotic disorders, socioeconomic status and current phys-
ical activity. For details of the covariate classification, see online 
supplemental methods. The models specified a random intercept 
and slope (time varying age variable), while the other terms were 

treated as fixed effects. Fully adjusted models are the focus of this 
paper, with partially adjusted model results included in the online 
supplemental tables S6–S8 and discussed when discrepancies arise 
between fully and partially adjusted models.

Between- group differences in covariates were assessed using 
analysis of variance for continuous variables and χ analysis for 
categorical variables (see table 1). Linear mixed models were used 
to assess the effect of concussion type and number on cognitive 
scores at both baseline and on score trajectories over time. As 
the behavioural outcome (MBI- C) was non- normal count data, 
negative binomial mixed models were used to assess the effect of 
concussion at baseline and with increasing age. The first analysis 
compared the three aforementioned concussion groups (SRC, 
nSRC and mixed concussion) to those reporting no concussion. 
The second analysis assessed the effects of numbers of both life-
time SRC and nSRC numbers both as categorical (groups 1, 2, 3+, 
comparison group 0) and continuous variables. A number of sensi-
tivity analyses were undertaken. First, additional models were run 
including a sex interaction term for the main effect and effect over 
time. Second, to address concerns that the concussions were either 
too recent to be considered chronic or too remote to be recalled 
correctly, we ran an analysis restricted to those who had their last 
concussion more than 3 months ago but less than 20 years ago.

To account for multiple comparisons (five outcomes assessed), 
a Sidak- corrected p value significance threshold of 0.01 was 
used. Statistical analyses were performed using R (V.4.3.1) using 
the ‘lme4’ and ‘NBZIMM’ packages.

RESULTS
Participant characteristics
Overall, there were 15 214 participants between the ages of 50 
and 90 at baseline (mean age 62.7 (SD=7.2) (table 1). Of these 
participants, 24% were male. The average time in the study was 
2.8 years (SD 1.5 years). For those who had suffered a concussion, 
the mean age at their first concussion was 25.5 years (SD 19.9) 
and the mean time since the last concussion was 29.6 years (SD 
20). Those in the SRC group (57.3% male) and mixed concus-
sion group (58% male) were substantially more likely (p<0.001) 
to be male than those in the no concussion group (19.2% male). 
Those in the SRC and mixed concussion groups had significantly 
higher levels of education (p<0.001 and p=0.003) compared 
with those with no concussion. There was a considerably larger 
portion of those in the SRC group (p<0.001) reporting highest 
level of household income and physical activity (table 1).

Cognitive and behavioural outcomes by concussion groups
At baseline, participants in the SRC group had significantly 
better working memory (B=0.113, 95%CI 0.038, 0.188, 
p=0.003) and verbal reasoning (B=0.199, 95% CI 0.092, 0.306, 
p<0.001) compared with those who had never suffered concus-
sion in the fully adjusted model (figure 1 and table 2). This anal-
ysis controlled for education, socioeconomic status and physical 
activity, among other covariates. Both the non- sports- related 
concussion (estimate=−0.299, 95% CI−0.386 to –0.212, 
p<0.001) and mixed concussion groups (estimate=−0.316, 
95% CI −0.487 to –0.144, p<0.001) had significantly worse 
MBI- C scores compared with the no concussion group in the 
fully adjusted model. There were no significant differences in the 
various groups score trajectories with increasing age.

Cognitive/behavioural outcomes and the numbers of 
concussions
Those who had had suffered one SRC had significantly better 
verbal reasoning (B=0.111, 95% CI 0.031, 0.19, p=0.006) and 
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attention (B=0.115, 95% CI 0.028, 0.203, p=0.010) compared 
with those with no SRC at baseline (figure 1 and table 3). 
Those with 3+ nSRCs had significantly worse processing 
speed (B=−0.082, 95% CI −0.144 to –0.019, p=0.010) and 
attention (B=−0.156, 95% CI −0.248 to –0.063, p=0.001) 
compared with those with no nSRC. Additionally, in the partially 
adjusted analysis, those with 3+ nSRC had significantly worse 
working memory (B=−0.061, 95% CI −0.103 to –0.019, 
p=0.005), although this was not significant in the fully adjusted 
analysis. Those with 1 (B=−0.136, 95% CI −0.237 to –0.034, 
p=0.009), 2 (B=−0.322, 95% CI −0.454 to –0.189, p<0.001) 
or 3+ (B=−0.558, 95% CI −0.709 to –0.406, p<0.001) nSRCs 
had significantly worse MBI- C scores when compared with 
those with no nSRC. Longitudinally, those with those with 3+ 
nSRCs had a significantly worse trajectory of verbal reasoning 
with increasing age (B=−0.088, 95% CI −0.149 to –0.026, 

p=0.005) compared with those without nSRC. Assessing the 
numbers of concussion as a continuous measure, each addi-
tional nSRC was associated with progressively worse attention 
(B=−0.034, 95% CI −0.051 to –0.016, p<0.001) (table 4). In 
the partially adjusted model, nSRCs were associated with defi-
cits in processing speed (B=−0.014, 95% CI−0.023 to –0.006, 
p=0.001), although this was not significant in the fully adjusted 
model.

Sensitivity analyses
Females who had 3+ SRC had a significantly worse trajectory 
of processing speed over time (B=−0.442, 95% CI −0.74 to 
–0.145, p=0.004) but otherwise there was no significant inter-
actions between sex and any of the concussion type or number 
variables at baseline or longitudinally (online supplemental 

Table 1 Summary of study population characteristics in comparing those with no concussion, sports- related concussion, non- sports- related 
concussion and mixed concussion

Total (n=15 214)
No concussion 
(n=9510)

Non- sports- related 
concussion (n=4385) P value

Sports- related 
concussion 
(n=514) P value

Mixed concussion (sports+non- 
sports- related concussion 
(n=805) P value

Mean age (SD), years 62.7 (7.2) 62.8 (7.1) 62.3 (7.3) <0.001** 62.5 (7.5) 0.813 62.8 (7.4) 0.999

Sex (male %) 24% 19.20% 24.30% <0.001** 57.30% <0.001** 58% <0.001**

Education† 1–1988 (13%) 1–1294 (13.6%) 1–561 (12.8%) 0.142 1–37 (7.2%) <0.001** 1–96 (11.8%) 0.003**

2–1700 (11.1%) 2–1055 (11.1%) 2–525 (11.9%) 2–52 (10.1%) 2–68 (8.4%)

3–3049 (20%) 3–1871 (19.6%) 3–929 (21.1%) 3–87 (16.9%) 3–162 (20%)

4–5143 (33.7%) 4–3243 (34%) 4–1444 (32.8%) 4–193 (37.5%) 4–263 (32.4%)

5–2764 (18.1%) 5–1695 (17.8%) 5–769 (17.5%) 5–118 (22.9%) 5–182 (22.4%)

6–609 (4%) 6–370 (3.9%) 6–171 (3.9%) 6–28 (5.4%) 6–40 (4.9%)

Mean time in study (SD) 2.8 (1.5) 2.8 (1.5) 2.7 (1.5) 0.056 2.7 (1.5) 0.745 2.6 (1.6) 0.005**

Hypertension (%) 23.80% 23.50% 23.80% 0.747 23.70% 0.995 27.50% 0.032*

Stroke (%) 1.30% 1.20% 1.50% 0.224 1.40% 0.762 1.60% 0.384

CHD (%) 4.10% 3.60% 4.90% 0.002** 2.70% 0.374 6.20% 0.002**

Diabetes (%) 3.40% 3% 3.80% 0.027* 4.80% 0.047* 4.60% 0.034*

High Cholesterol (%) 5.70% 5.30% 6% 0.171 7.50% 0.076 6.70% 0.165

Mood disorder (%) 25.50% 23% 30.90% <0.001** 22.10% 0.685 27.20% 0.009**

Anxiety disorder (%) 17.50% 15.90% 20.30% <0.001** 16.70% 0.665 21.50% <0.001**

Psychotic disorder (%) 0.30% 0.20% 0.40% 0.034* 0.20% 1 0.60% 0.025*

Smoking‡ 1–7053 (54.8%) 1–4658 (57.7%) 1–1862 (49.9%) <0.001** 1–226 (52.7%) 0.017* 1–307 (47.3%) <0.001**

2–5491 (42.6%) 2–3222 (39.9%) 2–1755 (47%) 2–198 (46.2%) 2–316 (48.7%)

3–335 (2.6%) 3–187 (2.3%) 3–117 (3.1%) 3–5 (1.2%) 3–26 (4%)

BMI (kg/m2) 25.2 (4.5) 25 (4.5) 25.4 (4.6) <0.001** 25.1 (3.9) 1 25.9 (4.4) <0.001**

Household income§ 1–140 (1%) 1–75 (0.9%) 1–55 (1.4%) 0.003** 1–5 (1%) 0.001** 1–5 (0.7%) 0.507

2–653 (4.8%) 2–385 (4.6%) 2–219 (5.6%) 2–17 (3.5%) 2–32 (4.3%)

3–2689 (19.9%) 3–1665 (19.9%) 3–816 (20.8%) 3–69 (14.2%) 3–139 (18.6%)

4–3284 (24.3%) 4–2080 (24.8%) 4–906 (23.1%) 4–114 (23.5%) 4–184 (24.7%)

5–3930 (29.1%) 5–2428 (29%) 5–1149 (29.3%) 5–145 (29.8%) 5–208 (27.9%)

6–2831 (20.9%) 6–1747 (20.8%) 6–770 (19.7%) 6–136 (28%) 6–178 (23.9%)

Physical activity¶ 1–762 (6.1%) 1–92 (1.6%) 1–45 (1.6%) 0.107 1–1 (0.3%) 0.001** 1–9 (1.7%) 0.013*

2–3094 (24.7%) 2–1432 (25.2%) 2–727 (26%) 2–80 (23.8%) 2–105 (20%)

3–4666 (37.3%) 3–2318 (40.7%) 3–1054 (37.7%) 3–119 (35.4%) 3–204 (38.9%)

4–2585 (20.6%) 4–1177 (20.7%) 4–632 (22.6%) 4–98 (29.2%) 4–134 (25.6%)

5–1418 (11.3%) 5–673 (11.8%) 5–341 (12.2%) 5–38 (11.3%) 5–72 (13.7%)

Mean no concussion (SD) 0.8 (1.5) 0 (0) 1.9 (1.6) 1.4 (1) 4 (2.4)

Mean age first concussion (SD) 25.5 (19.9) – 26.4 (20.2) 22.6 (16) 17.7 (13.6)

Years since first concussion (SD) 38.6 (18.6) – 37.5 (18.7) 41.1 (15.9) 45.6 (14)

Mean age last concussion (SD) 35.6 (21.4) – 36.4 (21.1) 29.7 (18.9) 37.2 (20.1)

Years since last concussion (SD) 29.6 (20) – 28.7 (19.8) 34.5 (18.5) 28.1 (19.1)

The p value columns compare concussions groups to the no concussion groups. Continuous variables were compared using Tukey’s HSD and the categorical variables were compared using pairwise χ2 analysis.
*p<0.05.
†Educational status coded as follows: 1=secondary education (GSCE/O levels); 2=post- secondary education (college, A levels, NVQ3 or below); 3=vocational qualification (diploma, certificate, BTEC, NVQ4 and above or similar); 
4=undergraduate degree (BA, BSc, etc); 5=post- graduate degree (MA, MSc, etc); 6=doctorate (PhD).
‡Smoking status coded as follows: 1=never smoked; 2=previous smoker; 3=current smoker.
§Household income coded as follows: 1=£0–£6000; 2=£6001–£12 000; 3=£12 001–£24 000; 4=£24 001–£36 000; 5=£36 001–£60 000; 6=more than £60 000.
¶Physical activity (episodes of exercise >20 min in the last month) coded as follows: 0=0 times; 1=1–3 times; 2=4–10 times; 3=11–20 times; 4=more than 20 times.
**p<0.01.
BMI, body mass index; CHD, coronary heart disease.
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tables S9–S11). When restricting to those with their last concus-
sion >3 months and <20 years ago, the results were consistent, 
except that those in the SRC group and those with 1 SRC did 
not perform significantly better on any of the cognitive measures 
(online supplemental tables S12–S14).

DISCUSSION
This study illustrated that individuals with SRC manifested no 
long- term cognitive or behavioural deficits compared with those 
without concussion. Indeed, those who had suffered SRC had 
better working memory and verbal reasoning. However, this 
effect seemed limited to those with a single SRC. Those with 
two or more SRCs did not perform better on any of the cogni-
tive or behavioural measures. Given our understanding of the 
pathophysiology of concussion,16 it is clear that there is some-
thing other than the head injury itself that underlies the better 
cognitive outcomes in this group. It has been well demonstrated 
in the literature that the risks of mid- to- late- life cognitive defi-
cits are modified by physical activity,17 education,18 income,19 

cardiac health20 and smoking.21 The SRC group had significantly 
better health outcomes at baseline for each of those covariates, 
but when controlling for these covariates, the significant differ-
ences remained, suggesting that there are unaccounted explan-
atory factors. One possibility is that lifetime physical activity22 
has a cumulative, greater positive impact on cognition that is not 
adequately captured by controlling for current physical activity, 
as in our model. Alternatively, involvement in sport may be 
associated with greater lifetime social connectivity, which is also 
known to be associated with lower rates of cognitive decline and 
dementia.23

Consideration of putative explanatory factors behind this 
difference still leaves unanswered why this study’s findings are 
at odds with much of the SRC literature. In a systematic review, 
including 46 studies and 13 975 participants, Cunningham et 
al24 examined cognitive outcomes for retired athletes. They 
found that retired athletes with a history of SRC had worsened 
outcomes in 17 of 31 (55%) of studies examining memory and 6 
of 11 (55%) of studies examining executive function. They also 
found that 28% of studies reported a dose- response relationship, 
suggestive of a causative link. Our study is distinctive in the SRC 
literature in several ways that may explain these differences. 
This study examines a community- dwelling sample rather than 
professional athletes, and thus, the head injuries are likely less 
frequent, numerous and severe.

This study examines mid- to- late- life individuals who often 
have experienced SRC years ago, whereas most other studies of 
SRC focus on younger athletes in the immediate period after 
their head injuries when cognitive effects are likely more salient. 
Our study uses a behavioural measure, the MBI- C,9 which is 
known to predict cognitive impairment25–27 and dementia,28–32 
and this multipronged approach corroborates the finding that 
SRC is not associated with poorer long- term outcomes in this 
population. Interestingly, Deshpande et al33 (n=3904 men, 
mean age=64.4) published a large study of community- dwelling 
individuals who played non- professional high school American 
Football. They found that previous footballers had no cognitive 
deficits and better depression scores compared with controls. 
Taken together, while SRC in professional athletes seems to be 
associated with cognitive deficits, in the general population, 
there are no cognitive or behavioural deficits associated with 
SRC.

By contrast, nSRCs were associated with worsened MBI- C 
scores in a dose- dependent manner and those with 3+ nSRCs 
had significantly worse processing speed and attention. Whereas 
most of the literature examining repeated concussions focuses on 
professional sports- related injuries, our study demonstrates that 
the dose- response effect is seen in non- sports- related contexts. 
In our previous paper,13 we similarly found that there was a 
dose- response relationship between cognitive outcomes and 
repeated TBI. This current study suggests that the nSRC may be 
the more important driver in this relationship. The mechanism 
of injury results in differential in velocity, intensity and rota-
tional forces,34 which may underlie the discrepancies between 
nSRC and SRC outcomes. It is also likely that the sport- related 
physical, social and economic benefits that may offset the cogni-
tive risks of SRC are not present in the same way for concus-
sions associated with falls, assaults and motor vehicle accidents. 
Interestingly, this study showed that those with 3+ nSRCs had 
a worsened decline in verbal reasoning with increasing age. The 
effect size was small and there have not been similar findings 
for long- term cognitive decline within this study or in other 
studies,32 and thus this result should be interpreted with caution. 
In our sensitivity analysis, we found that females with more than 

Figure 1 Results from baseline analysis of cognitive and behavioural 
outcomes. (A) Separating groups by concussion subgroup (sports, non- 
sports, mixed). The comparison group (dotted line) are those in the no 
concussion group. (B) Combined analysis of the effect of having 1, 2 or 
3+ sports- related concussions or non- sports- related concussions. The 
comparison group (dotted line) are those with 0 sports- related concussions 
or non- sports- related concussions. MC, mixed concussion; nSRC, non- 
sports- related concussion; SRC, sports- related concussion.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

G
E

Z
-L

T
A

 E
rasm

u
sh

o
g

esch
o

o
l

at D
ep

artm
en

t
 

o
n

 M
ay 19, 2025

 
h

ttp
://jn

n
p

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
3 S

ep
tem

b
er 2024. 

10.1136/jn
n

p
-2024-334039 o

n
 

J N
eu

ro
l N

eu
ro

su
rg

 P
sych

iatry: first p
u

b
lish

ed
 as 

https://dx.doi.org/10.1136/jnnp-2024-334039
https://dx.doi.org/10.1136/jnnp-2024-334039
http://jnnp.bmj.com/


402 Lennon MJ, et al. J Neurol Neurosurg Psychiatry 2025;96:397–405. doi:10.1136/jnnp-2024-334039

Cognition

Ta
bl

e 
2 

Su
m

m
ar

y 
of

 li
ne

ar
 a

nd
 n

eg
at

iv
e 

bi
no

m
ia

l m
ix

ed
 m

od
el

 re
su

lts
 e

xa
m

in
in

g 
ef

fe
ct

 o
f T

BI
 s

ub
ty

pe
 o

n 
co

gn
iti

ve
/b

eh
av

io
ur

al
 s

co
re

s

W
or

ki
ng

 m
em

or
y 

(n
=

73
50

)
Ve

rb
al

 r
ea

so
ni

ng
 (n

=
73

50
)

Pr
oc

es
si

ng
 s

pe
ed

 (n
=

67
67

)
A

tt
en

ti
on

 (n
=

67
65

)
M

ild
 b

eh
av

io
ur

al
 im

pa
ir

m
en

t 
(n

=
71

39
)

B 
(9

5%
 C

I)
P 

va
lu

e
B 

(9
5%

 C
I)

P 
va

lu
e

B 
(9

5%
 C

I)
P 

va
lu

e
B 

(9
5%

 C
I)

P 
va

lu
e

Es
ti

m
at

e 
(9

5%
 C

I)
P 

va
lu

e

Ba
se

lin
e

N
o 

co
nc

us
si

on
0

–
0

–
0

–
0

–
0

–

nS
RC

0.
02

6 
(−

0.
00

6 
to

 0
.0

58
)

0.
11

7
0.

02
5 

(−
0.

02
1 

to
 0

.0
71

)
0.

29
4

0.
00

8 
(−

0.
02

7 
to

 0
.0

42
)

0.
66

3
−

0.
05

3 
(−

0.
10

4 
to

 −
0.

00
2)

0.
04

1*
−

0.
29

9 
(−

0.
38

6 
to

 −
0.

21
2)

<
0.

00
1*

*

SR
C

0.
11

3 
(0

.0
38

 to
 0

.1
88

)
0.

00
3*

*
0.

19
9 

(0
.0

92
 to

 0
.3

06
)

<
0.

00
1*

*
0.

05
1 

(−
0.

02
8 

to
 0

.1
31

)
0.

20
4

0.
03

1 
(−

0.
08

6 
to

 0
.1

49
)

0.
59

9
−

0.
18

2 
(−

0.
38

3 
to

 0
.0

2)
0.

07
7

M
ix

ed
 c

on
cu

ss
io

n 
(n

SR
C+

SR
C)

−
0.

01
9 

(−
0.

08
3 

to
 0

.0
46

)
0.

57
0

0.
02

5 
(−

0.
06

7 
to

 0
.1

17
)

0.
59

5
−

0.
01

7 
(−

0.
08

6 
to

 0
.0

52
)

0.
63

1
0.

06
5 

(−
0.

03
6 

to
 0

.1
67

)
0.

20
8

−
0.

31
6 

(−
0.

48
7 

to
 −

0.
14

4)
<

0.
00

1*
*

Tr
aj

ec
to

ri
es

 o
ve

r 
in

cr
ea

si
ng

 a
ge

 (5
- y

ea
r i

nc
re

m
en

ts
)

Ag
e†

0 
(−

0.
01

2 
to

 0
.0

11
)

0.
97

3
0.

39
1 

(0
.3

71
 to

 0
.4

11
)

<
0.

00
1*

*
−

0.
12

4 
(−

0.
13

8 
to

 −
0.

11
)

<
0.

00
1*

*
0.

02
6 

(0
.0

06
 to

 0
.0

46
)

0.
01

2*
0.

1 
(0

.0
68

 to
 0

.1
33

)
<

0.
00

1*
*

Ag
e2

−
0.

02
5 

(−
0.

02
9 

to
 −

0.
02

1)
<

0.
00

1*
*

−
0.

04
9 

(−
0.

05
6 

to
 −

0.
04

3)
<

0.
00

1*
*

−
0.

01
 (−

0.
01

6 
to

 −
0.

00
5)

<
0.

00
1*

*
−

0.
02

5 
(−

0.
03

4 
to

 −
0.

01
7)

<
0.

00
1*

*
−

0.
06

1 
(−

0.
07

4 
to

 −
0.

04
9)

<
0.

00
1*

*

nS
RC

* Ag
e

−
0.

00
9 

(−
0.

02
7 

to
 0

.0
1)

0.
35

3
−

0.
01

2 
(−

0.
04

5 
to

 0
.0

21
)

0.
47

3
0.

00
7 

(−
0.

01
6 

to
 0

.0
3)

0.
57

9
0 

(−
0.

03
4 

to
 0

.0
33

)
0.

98
6

0.
01

7 
(−

0.
03

4 
to

 0
.0

69
)

0.
51

0

SR
C* Ag

e
0 

(−
0.

04
1 

to
 0

.0
42

)
0.

98
3

−
0.

04
2 

(−
0.

11
8 

to
 0

.0
35

)
0.

28
4

0.
02

8 
(−

0.
02

3 
to

 0
.0

8)
0.

28
5

−
0.

03
8 

(−
0.

11
3 

to
 0

.0
37

)
0.

32
0

−
0.

02
4 

(−
0.

14
1 

to
 0

.0
92

)
0.

68
2

M
ix

ed
 c

on
cu

ss
io

n 
(n

SR
C+

SR
C)

* Ag
e

0.
03

5 
(0

 to
 0

.0
69

)
0.

05
2

−
0.

02
6 

(−
0.

09
 to

 0
.0

38
)

0.
42

1
−

0.
01

3 
(−

0.
05

7 
to

 0
.0

3)
0.

54
4

−
0.

02
5 

(−
0.

08
8 

to
 0

.0
38

)
0.

43
3

−
0.

08
9 

(−
0.

18
3 

to
 0

.0
04

)
0.

06
2

Th
e 

m
od

el
 w

as
 a

dj
us

te
d 

fo
r s

ex
, a

ge
, a

ge
2 , e

du
ca

tio
n,

 h
ou

se
ho

ld
 in

co
m

e,
 s

m
ok

in
g 

st
at

us
, h

is
to

ry
 o

f p
sy

ch
os

is,
 h

is
to

ry
 o

f m
oo

d 
di

so
rd

er
, h

is
to

ry
 o

f a
nx

ie
ty

 d
is

or
de

r, 
hi

st
or

y 
of

 h
yp

er
te

ns
io

n,
 s

tr
ok

e,
 c

or
on

ar
y 

he
ar

t d
is

ea
se

, d
ia

be
te

s, 
hy

pe
rc

ho
le

st
er

ol
ae

m
ia

 a
nd

 p
hy

si
ca

l a
ct

iv
ity

. T
hi

s 
m

od
el

 c
om

pa
re

s 
al

l h
ea

d 
in

ju
ry

 g
ro

up
s 

to
 in

di
vi

du
al

s 
in

 th
e 

co
ho

rt
 w

ho
 h

av
e 

ha
d 

no
 c

on
cu

ss
io

n,
 th

at
 is

, a
 B

 o
f −

0.
21

1 
at

 b
as

el
in

e 
m

ea
ns

 th
at

 th
e 

gr
ou

p 
ha

d 
a 

m
ea

n 
sc

or
e 

−
0.

21
1 

SD
 lo

w
er

 th
an

 
th

os
e 

w
ith

 n
o 

he
ad

 in
ju

rie
s.

*p
<

0.
05

.
**

p<
0.

01
.

†T
he

 u
ni

t o
f a

ge
 is

 5
- y

ea
r i

nc
re

m
en

ts
, t

ha
t i

s, 
B 

in
di

ca
te

s 
th

e 
nu

m
be

r o
f S

D 
ch

an
ge

 in
 c

og
ni

tiv
e 

sc
or

e 
w

ith
 e

ac
h 

ad
di

tio
na

l 5
 y

ea
rs

 o
f a

ge
.

nS
RC

, n
on

- s
po

rt
s-

 re
la

te
d 

co
nc

us
si

on
 (i

e,
 n

on
- s

po
rt

s 
re

la
te

d)
; S

RC
, s

po
rt

s-
 re

la
te

d 
co

nc
us

si
on

.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

G
E

Z
-L

T
A

 E
rasm

u
sh

o
g

esch
o

o
l

at D
ep

artm
en

t
 

o
n

 M
ay 19, 2025

 
h

ttp
://jn

n
p

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
3 S

ep
tem

b
er 2024. 

10.1136/jn
n

p
-2024-334039 o

n
 

J N
eu

ro
l N

eu
ro

su
rg

 P
sych

iatry: first p
u

b
lish

ed
 as 

http://jnnp.bmj.com/


403Lennon MJ, et al. J Neurol Neurosurg Psychiatry 2025;96:397–405. doi:10.1136/jnnp-2024-334039

Cognition

Ta
bl

e 
3 

Su
m

m
ar

y 
of

 li
ne

ar
 a

nd
 n

eg
at

iv
e 

bi
no

m
ia

l m
ix

ed
 m

od
el

 re
su

lts
 e

xa
m

in
in

g 
th

e 
ef

fe
ct

 o
f n

um
be

rs
 o

f b
ot

h 
sp

or
ts

- r
el

at
ed

 c
on

cu
ss

io
n 

an
d 

no
n-

 sp
or

ts
- r

el
at

ed
 c

on
cu

ss
io

n 
(a

s 
ca

te
go

ric
al

 v
ar

ia
bl

es
) o

n 
co

gn
iti

ve
/b

eh
av

io
ur

al
 s

co
re

s

W
or

ki
ng

 m
em

or
y 

(n
=

73
50

)
Ve

rb
al

 r
ea

so
ni

ng
 (n

=
73

50
)

Pr
oc

es
si

ng
 s

pe
ed

 (n
=

67
67

)
A

tt
en

ti
on

 (n
=

67
65

)
M

ild
 b

eh
av

io
ur

al
 im

pa
ir

m
en

t 
(n

=
71

39
)

B 
(9

5%
 C

I)
P 

va
lu

e
B 

(9
5%

 C
I)

P 
va

lu
e

B 
(9

5%
 C

I)
P 

va
lu

e
B 

(9
5%

 C
I)

P 
va

lu
e

Es
ti

m
at

e 
(9

5%
 C

I)
P 

va
lu

e

Ba
se

lin
e

nS
RC

0
–

–
–

–
–

–
–

–
–

–

1
0.

04
3 

(0
.0

06
 to

 0
.0

81
)

0.
02

4*
0.

02
4 

(−
0.

03
 to

 0
.0

78
)

0.
38

7
0.

01
9 

(−
0.

02
1 

to
 0

.0
59

)
0.

35
5

0.
00

4 
(−

0.
05

6 
to

 0
.0

63
)

0.
90

3
−

0.
13

6 
(−

0.
23

7 
to

 −
0.

03
4)

0.
00

9*
*

2
−

0.
03

 (−
0.

08
 to

 0
.0

19
)

0.
23

2
0.

00
1 

(−
0.

07
 to

 0
.0

72
)

0.
97

3
0.

02
1 

(−
0.

03
2 

to
 0

.0
74

)
0.

44
4

−
0.

05
8 

(−
0.

13
6 

to
 0

.0
21

)
0.

14
9

−
0.

32
2 

(−
0.

45
4 

to
 −

0.
18

9)
<

0.
00

1*
*

3+
−

0.
03

6 
(−

0.
09

4 
to

 0
.0

22
)

0.
22

9
−

0.
05

2 
(−

0.
13

6 
to

 0
.0

31
)

0.
21

8
−

0.
08

2 
(−

0.
14

4 
to

 −
0.

01
9)

0.
01

0*
*

−
0.

15
6 

(−
0.

24
8 

to
 −

0.
06

3)
0.

00
1*

*
−

0.
55

8 
(−

0.
70

9 
to

 −
0.

40
6)

<
0.

00
1*

*

SR
C

0
–

–
–

–
–

–
–

–
–

–

1
0.

04
2 

(−
0.

01
4 

to
 0

.0
97

)
0.

14
2

0.
11

1 
(0

.0
31

 to
 0

.1
9)

0.
00

6*
*

0.
02

8 
(−

0.
03

1 
to

 0
.0

87
)

0.
36

0
0.

11
5 

(0
.0

28
 to

 0
.2

03
)

0.
01

0*
*

−
0.

07
6 

(−
0.

22
4 

to
 0

.0
72

)
0.

31
2

2
−

0.
04

1 
(−

0.
17

1 
to

 0
.0

9)
0.

54
3

0.
00

7 
(−

0.
18

 to
 0

.1
94

)
0.

94
1

0.
01

9 
(−

0.
12

1 
to

 0
.1

58
)

0.
79

4
0.

00
9 

(−
0.

19
7 

to
 0

.2
15

)
0.

92
9

−
0.

21
3 

(−
0.

55
6 

to
 0

.1
31

)
0.

22
5

3+
0.

00
5 

(−
0.

15
2 

to
 0

.1
62

)
0.

94
8

0.
01

7 
(−

0.
20

8 
to

 0
.2

42
)

0.
88

2
−

0.
13

4 
(−

0.
29

7 
to

 0
.0

29
)

0.
10

6
−

0.
06

7 
(−

0.
30

8 
to

 0
.1

74
)

0.
58

6
0.

13
4 

(−
0.

29
2 

to
 0

.5
59

)
0.

53
8

Tr
aj

ec
to

ri
es

 o
ve

r 
in

cr
ea

si
ng

 a
ge

 (5
- y

ea
r i

nc
re

m
en

ts
)

 
 

Ag
e†

−
0.

00
2 

(−
0.

01
3 

to
 0

.0
09

)
0.

71
9

0.
39

 (0
.3

7 
to

 0
.4

1)
<

0.
00

1*
*

−
0.

12
3 

(−
0.

13
6 

to
 to

 
0.

10
9)

<
0.

00
1*

*
0.

02
5 

(0
.0

05
 to

 0
.0

45
)

0.
01

3*
0.

10
3 

(0
.0

71
 to

 0
.1

34
)

<
0.

00
1*

*

Ag
e2

−
0.

02
5 

(−
0.

02
9 

to
 to

 
0.

02
1)

<
0.

00
1*

*
−

0.
05

 (−
0.

05
6 

to
 to

 0
.0

43
)

<
0.

00
1*

*
−

0.
01

 (−
0.

01
6 

to
 −

0.
00

5)
<

0.
00

1*
*

−
0.

02
6 

(−
0.

03
5 

to
 −

0.
01

7)
<

0.
00

1*
*

−
0.

06
1 

(−
0.

07
4 

to
 −

0.
04

9)
<

0.
00

1*
*

nS
RC

1*
Ag

e
−

0.
01

1 
(−

0.
03

2 
to

 0
.0

11
)

0.
33

0
0.

01
9 

(−
0.

02
 to

 0
.0

58
)

0.
33

6
0.

01
2 

(−
0.

01
5 

to
 0

.0
39

)
0.

38
1

0.
01

5 
(−

0.
02

3 
to

 0
.0

54
)

0.
43

8
−

0.
00

6 
(−

0.
06

6 
to

 0
.0

53
)

0.
83

2

2*
Ag

e
0.

01
2 

(−
0.

01
6 

to
 0

.0
4)

0.
41

9
−

0.
01

8 
(−

0.
06

9 
to

 0
.0

34
)

0.
50

1
−

0.
02

3 
(−

0.
05

9 
to

 0
.0

12
)

0.
19

3
−

0.
02

3 
(−

0.
07

5 
to

 0
.0

29
)

0.
38

5
−

0.
02

 (−
0.

09
7 

to
 0

.0
57

)
0.

61
5

3+
*A

ge
−

0.
01

 (−
0.

04
4 

to
 0

.0
24

)
0.

55
5

−
0.

08
8 

(−
0.

14
9 

to
 −

0.
02

6)
0.

00
5*

*
0.

00
1 

(−
0.

04
2 

to
 0

.0
45

)
0.

95
6

−
0.

01
9 

(−
0.

08
2 

to
 0

.0
44

)
0.

55
3

0.
06

5 
(−

0.
02

6 
to

 0
.1

56
)

0.
16

2

SR
C

1*
Ag

e
0.

02
6 

(−
0.

00
4 

to
 0

.0
56

)
0.

09
0

−
0.

03
2 

(−
0.

08
8 

to
 0

.0
23

)
0.

25
6

0.
00

8 
(−

0.
03

 to
 0

.0
45

)
0.

69
2

−
0.

03
1 

(−
0.

08
5 

to
 0

.0
23

)
0.

25
6

−
0.

05
9 

(−
0.

14
1 

to
 0

.0
23

)
0.

16
0

2*
Ag

e
0.

03
 (−

0.
04

6 
to

 0
.1

05
)

0.
44

4
0.

13
5 

(−
0.

00
3 

to
 0

.2
73

)
0.

05
5

−
0.

00
7 

(−
0.

10
5 

to
 0

.0
9)

0.
88

1
0.

02
9 

(−
0.

11
5 

to
 0

.1
72

)
0.

69
6

−
0.

14
5 

(−
0.

34
7 

to
 0

.0
58

)
0.

16
1

3+
*A

ge
0.

01
 (−

0.
08

1 
to

 0
.1

01
)

0.
83

2
−

0.
15

7 
(−

0.
32

2 
to

 0
.0

08
)

0.
06

3
−

0.
04

1 
(−

0.
15

7 
to

 0
.0

75
)

0.
48

4
−

0.
05

6 
(−

0.
22

3 
to

 0
.1

11
)

0.
51

1
−

0.
07

8 
(−

0.
33

3 
to

 0
.1

77
)

0.
54

9

Th
e 

m
od

el
 w

as
 a

dj
us

te
d 

fo
r s

ex
, a

ge
, a

ge
2 , e

du
ca

tio
n,

 h
ou

se
ho

ld
 in

co
m

e,
 s

m
ok

in
g 

st
at

us
, h

is
to

ry
 o

f p
sy

ch
os

is,
 h

is
to

ry
 o

f m
oo

d 
di

so
rd

er
, h

is
to

ry
 o

f a
nx

ie
ty

 d
is

or
de

r, 
hi

st
or

y 
of

 h
yp

er
te

ns
io

n,
 s

tr
ok

e,
 c

or
on

ar
y 

he
ar

t d
is

ea
se

, d
ia

be
te

s, 
hy

pe
rc

ho
le

st
er

ol
ae

m
ia

 a
nd

 p
hy

si
ca

l a
ct

iv
ity

.
*p

<
0.

05
.

**
p<

0.
01

.
Th

e 
un

it 
of

 a
ge

 is
 5

- y
ea

r i
nc

re
m

en
ts

, t
ha

t i
s, 

B 
in

di
ca

te
s 

th
e 

nu
m

be
r o

f S
D 

ch
an

ge
 in

 c
og

ni
tiv

e 
sc

or
e 

w
ith

 e
ac

h 
ad

di
tio

na
l 5

 y
ea

rs
 o

f a
ge

.
nS

RC
, n

on
- s

po
rt

s-
 re

la
te

d 
co

nc
us

si
on

 (i
e,

 n
on

- s
po

rt
s 

re
la

te
d)

; S
RC

, s
po

rt
s-

 re
la

te
d 

co
nc

us
si

on
.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
.

G
E

Z
-L

T
A

 E
rasm

u
sh

o
g

esch
o

o
l

at D
ep

artm
en

t
 

o
n

 M
ay 19, 2025

 
h

ttp
://jn

n
p

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
3 S

ep
tem

b
er 2024. 

10.1136/jn
n

p
-2024-334039 o

n
 

J N
eu

ro
l N

eu
ro

su
rg

 P
sych

iatry: first p
u

b
lish

ed
 as 

http://jnnp.bmj.com/


404 Lennon MJ, et al. J Neurol Neurosurg Psychiatry 2025;96:397–405. doi:10.1136/jnnp-2024-334039

Cognition

three SRC had a substantially worse decline of processing speed 
compared with males. This may be a chance finding as no similar 
results were found for either the baseline analyses or for any of 
the other outcomes. If corroborated in future studies, this result 
may indicate that females are at greater risk of long- term cogni-
tive decline from SRC. Both the aforementioned results raise the 
interesting possibility that even years after an injury, a history 
of multiple concussions may contribute to accelerated cognitive 
decline in some domains.

Limitations
The critical limitations of this study include its retrospective 
design, limitations in cognitive domains, participant dropout 
and unmeasured confounders. The retrospective design, with 
participants frequently recalling events several decades ago, 
may have resulted in an under- reporting of concussions and an 
underestimation of the effect size, particularly given that concus-
sion is linked to memory loss. The study design may have also 
been affected by selection bias as males and those with cognitive 
deficits are less likely to participate. Because the retrospective 
design relies on memory to report TBI, any examination of the 
relationship between current memory function and concussion is 
confounded. As such, our study does not explore a critical cogni-
tive domain that is known to be affected by concussion.16 Over 
the course of the study, participant retention was 45.3%, which 
is comparable to other longitudinal studies of ageing but natu-
rally risks confounding by survivor bias. This issue was mitigated 
using the linear mixed model design. Finally, as mentioned previ-
ously, unmeasured confounders such as social connectedness and 
lifetime physical activity may explain some of the results in this 
study but were not included.

CONCLUSION
To conclude, this study has found that those with SRC show no 
long- term cognitive or behavioural deficits compared with those 
without concussion. By contrast, those with nSRC showed deficits 
in processing speed, attention and the MBI- C, as well as a wors-
ened rate of decline in verbal reasoning. Understanding the benefits 
of sport relative to the long- term risks of the injuries should inform 
public discourse around community level sport participation.
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