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The influence of self‑reported 
history of mild traumatic brain 
injury on cognitive performance
Amaya J. Fox*, Hannah L. Filmer & Paul E. Dux

The long‑term cognitive consequences of mild traumatic brain injury (mTBI) are poorly understood. 
Studies investigating cognitive performance in the chronic stage of injury in both hospital‑based and 
population‑based samples have revealed inconsistent findings. Importantly, population‑based mTBI 
samples remain under‑studied in the literature. This study investigated cognitive performance among 
individuals with a history of self‑reported mTBI using a battery of cognitively demanding behavioural 
tasks. Importantly, more than half of the mTBI participants had experienced multiple mild head 
injuries. Compared to control participants (n = 49), participants with a history of mTBI (n = 30) did not 
demonstrate deficits in working memory, multitasking ability, cognitive flexibility, visuospatial ability, 
response inhibition, information processing speed or social cognition. There was moderate evidence 
that the mTBI group performed better than control participants on the visual working memory 
measure. Overall, these findings suggest that even multiple instances of mTBI do not necessarily lead 
to long‑term cognitive impairment at the group level. Thus, we provide important evidence of the 
impact of chronic mTBI across a number of cognitive processes in a population‑based sample. Further 
studies are necessary to determine the impact that individual differences in injury‑related variables 
have on cognitive performance in the chronic stage of injury.

Mild traumatic brain injury (mTBI), or concussion, is increasingly recognised as a significant public health 
 problem1. Mild TBI occurs when biomechanical force transmitted to the head or body disrupts normal brain 
function (i.e., a short period of post-traumatic amnesia or confusion and/or disorientation)2,3. Worldwide, 
approximately 55.9 million people experience a mTBI each  year4. Importantly, incidence rates for mTBI are 
typically derived from hospitalisation rates. Given that a large proportion of injuries go unreported or are diag-
nosed in the community (e.g., by general practitioners or medics), this incidence rate likely underestimates the 
actual occurrence of the  injury5. Research investigating both the acute (< 3 months) and chronic (> 3 months) 
consequences of mTBI has increased substantially over the past two  decades6. However, establishing the cognitive 
impacts of the injury, particularly in the long-term, remains a key area of investigation.

In the acute stage of mTBI, it is well-documented that individuals typically demonstrate impaired performance 
on measures assessing memory, attention, processing speed, and cognitive  flexibility7–10. Conversely, research 
investigating between-group differences in cognitive performance in the chronic stage of mTBI has revealed 
conflicting findings. While some evidence suggests reduced cognitive performance in the above-mentioned 
domains persists in the months to years following  injury11,12, other studies have observed no long-term deficits 
in mTBI  populations13,14. Review papers exploring cognitive outcome in the chronic stage of mTBI have also 
revealed mixed findings. A recent scoping review determined that approximately half of individuals who experi-
ence a single mTBI show chronic cognitive  impairment15; however, a later paper re-reviewed the same studies and 
established that a single incident of mTBI is not associated with a high rate of long-term cognitive  impairment16. 
Notably, the latter conclusion aligns with the findings of other meta-analyses in this  area17,18. Some variability 
in the findings across individual studies may be accounted for by the wide variety of tasks used to assess each 
cognitive domain, as some measures lack sufficient sensitivity to detect subtle long-term cognitive impairment 
following  mTBI19.

Another important factor to acknowledge is the substantial variance in long-term outcome after  mTBI20. 
For instance, cognitive outcome may be impacted by individual differences in injury factors (e.g., loss of 
 consciousness21) and participant characteristics (e.g., cognitive  reserve22). Measuring cognitive performance 
longitudinally from the point of injury is the best method for identifying the factors that predict poor outcome, 
as confounds typically present in cross-sectional studies (e.g., variable time since injury) are avoided. The few 
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longitudinal studies in this area have begun to establish whether some individuals experience chronic cogni-
tive impairment following mTBI; however, the extent and mechanisms underlying impairment remain poorly 
 understood23–26. It is also important to note that many cross-sectional and longitudinal studies investigating 
cognitive performance in chronic mTBI have recruited samples from hospital settings. Given a significant num-
ber of individuals seek medical advice in the community or do not seek assistance at all after their injury, these 
findings may not be representative of the entire chronic mTBI  spectrum23.

To address this, a few large-scale studies have investigated cognitive performance in individuals with a self-
reported history of mTBI, which can capture both diagnosed and unreported injuries (i.e., population-based 
mTBI  samples27). However, population-based mTBI samples are under-studied in comparison to clinical samples 
and the between-group comparisons that have been conducted have also revealed mixed findings. While a few 
studies have observed no long-term cognitive impact of self-reported  mTBI28,29, other evidence suggests only 
mTBI participants with higher levels of post-concussion symptoms show impaired cognitive performance in the 
long-term30–32. More recently, studies with population-based samples have assessed cognitive performance via 
complex behavioural measures, rather than standard clinical measures. For example, university students with 
a self-reported history of mTBI from adolescence demonstrated decreased response inhibition compared to 
control participants on a Stroop  task33. Similarly, Arciniega et al.34 reported persistent visual working memory 
deficits in undergraduate students in the chronic stage of mTBI, all of whom reported no residual symptoms 
of the injury. Across four change detection tasks, visual working memory impairment was revealed in different 
samples of roughly 32 individuals with a history of mTBI compared to control participants. Despite manipulat-
ing the presence of feedback, maintenance duration, and retrieval demands in a change detection paradigm, 
this impairment was consistently observed. This visual working memory deficit is yet to be replicated, and it 
remains unknown whether impairment extends to other cognitive domains, highlighting a promising avenue 
for the present research.

The current study investigated cognitive performance among individuals with a self-reported history of mTBI. 
Improving on existing chronic mTBI research, we used a series of complex behavioural tasks, rather than tradi-
tional clinical measures, to examine a broad range of cognitive domains. Specifically, to measure visual working 
memory, we adopted the change detection paradigm used by Arciniega et al.34, who found a negative impact 
of mTBI. To extend on this previous research and determine whether other cognitive domains are persistently 
impacted by mTBI, we also included tasks assessing verbal working memory, multitasking ability, cognitive flex-
ibility, visuospatial ability, response inhibition, information processing speed and social cognition. We focused 
on measures of executive function (e.g., working memory, multitasking) and information processing speed as 
these domains are consistently investigated in the literature and generally show impairment in acute  mTBI17. We 
also included visuospatial and social cognition tasks, as these domains are relatively under-investigated in the 
chronic mTBI population. Measures of post-concussion symptoms, depression, and anxiety were also adminis-
tered, to determine whether these factors influenced cognitive function. In addition, our experimental design 
and proposed analyses were preregistered prior to data collection. To date, very few studies in this area have 
been preregistered despite the importance of this  practice35. Therefore, it is possible that post hoc hypotheses and 
analyses may have impacted the reported findings in the current literature. Finally, this study used a Bayesian 
statistical approach. Bayesian analyses quantify relative support for both the null and alternative hypotheses given 
the observed  data36, thus providing a more robust account of cognitive performance in the chronic stage of mTBI.

Results
Demographics and Questionnaire Measures. Demographic, emotional state, post-concussion symp-
tom, and injury variables for each group are shown in Table 1. Importantly, there was weak to strong evidence 
against between-group differences for age, gender, and education. The two groups also did not differ in emo-
tional state, with weak to moderate evidence against between-group differences for self-reported depression, 
anxiety, and stress. Regarding RPQ scores, there was weak evidence for a between-groups difference in post-
concussion symptoms, with mTBI participants reporting only slightly more post-concussion symptoms than 
control participants. This aligns with past literature that reported similar rates of post-concussion symptoms in 
mTBI and healthy  populations37,38 and supports the idea that post-concussion symptoms (e.g., headaches) are 
likely not specific to  mTBI39.

Cognitive task performance. Mean performance across all tasks is depicted in Fig. 1. Overall, the present 
findings provide evidence for no long-term cognitive performance deficits among individuals with a history of 
mTBI across all cognitive domains investigated.

Verbal working memory, information processing speed, response inhibition, multitasking ability, cognitive 
flexibility, and Theory of Mind appeared to not be impacted by mTBI history. A series of Bayesian independent 
samples t-tests were performed to investigate group differences on the key dependent measure for the Digit 
Span test, SDMT, stop-signal task, single vs dual task, dynamic dual task, task switch paradigm, and RMET 
(see Table 2). These analyses revealed moderate evidence against between-group differences in backward span 
scores on the Digit Span test, number of correct responses on the SDMT, stop-signal response time on the 
stop-signal task, multitasking response time cost on the single vs dual task, multitasking accuracy cost on the 
dynamic dual task, and switch cost on the task switch paradigm. Importantly, the typical multitasking cost (i.e., 
longer response times for dual compared to single task trials on the single vs dual task and lower accuracy for 
dual compared to single task trials on the dynamic dual task) and task switch effects (i.e., longer response times 
on task change compared to cue change trials on the task switch paradigm) were observed on these latter tasks 
 (BFincl > 4.615e+19, Fs > 166.322, ps < 0.001). In contrast, there was weak evidence for a between-groups differ-
ence in accuracy on the RMET.
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Additionally, mTBI history does not appear to influence visuospatial ability (see Tables 3 and 4). Bayesian 
repeated measures ANOVAs were conducted on response time and error rate for the mental rotation task. The 
response time analysis revealed very strong evidence for a main effect of degree of rotation, reflecting the standard 
mental rotation effect. There was strong evidence for a main effect of trial type, indicating faster response times 
for same trials compared to different trials. Conversely, there was weak evidence against a main effect of group. 
There was strong evidence for a degree of rotation × trial type interaction, but moderate to strong evidence 
against a trial type × group interaction, a degree of rotation × group interaction and a degree of rotation × trial 
type × group interaction. The error rate analysis revealed similar findings, with strong to very strong evidence 
for main effects of degree of rotation and trial type, and weak evidence against a main effect of group. There was 
strong to decisive evidence for degree of rotation × trial type and trial type × group interactions, but very strong 
evidence against a degree of rotation × group interaction. There was only weak evidence for a degree of rotation 
× trial type × group interaction.

In line with our preregistered analyses, we also ran Bayesian repeated-measures ANOVAs on mental rotation 
response time and error rate for each trial type separately. All analyses revealed strong to very strong evidence 
for a main effect of degree of rotation  (BFincl > 3.449e + 6, Fs > 12.367, ps < 0.001) and weak to moderate evidence 
against a main effect of group  (BFincl < 0.729, Fs < 1.953, ps > 0.167). The only exception was strong evidence for 
a main effect of group  [BFincl = 14.919, F(1, 68) = 9.982, p = 0.002, ηp

2 = 0.128] on error rate on the different trials, 
with lower error rate in the mTBI group compared to the control group. In other words, the mTBI group did 
better on this aspect of the task compared to the control group. All analyses revealed weak to strong evidence 
against a degree of rotation × group interaction  (BFincl < 0.343, Fs < 1.951, ps > 0.123).

Finally, our findings suggest that past mTBI does not negatively impact visual working memory performance 
(see Tables 3 and 4). A 2 (group) × 3 (set size) Bayesian repeated measures ANOVA on working memory capacity 
(K) showed very strong evidence for a main effect of set size, reflecting larger working memory load as set size 
increased. There was also moderate evidence for a main effect of group; however, it was the mTBI group that 
performed better than controls. Lastly, there was moderate evidence for a set size × group interaction. Follow-up 
independent samples t-tests revealed moderate evidence for a between-groups difference in performance at all 
three set sizes [set size 1:  BF10 = 5.761, t(76) = − 2.751, p = 0.007, d = − 0.640; set size 2:  BF10 = 5.072, t(76) =  − 2.693, 
p = 0.009, d = − 0.627; set size 3:  BF10 = 4.184, t(76) =  − 2.605, p = 0.011, d = − 0.606]. These findings indicate the 
mTBI group performed better than the control group across all set sizes on the change detection task.

Individual differences analyses. In our preregistration, we stated that we would conduct individual dif-
ferences analyses for the mTBI group. Given our final sample size for this group lacks sufficient power to appro-
priately perform such analyses, these findings are provided in the Supplementary Material S1.

Control analyses. Factors such as depression, anxiety, and post-concussion symptoms can influence cogni-
tive  performance40–42. Therefore, we ran a series of linear regressions with these variables, along with age, gen-

Table 1.  Demographic, emotional state, post-concussion symptom and mTBI information by group. Standard 
deviations presented in parenthesis. Gender: F female, M male. Education: HS high school, B bachelor’s degree, 
M master’s degree, O other. a Chi-square test performed. b Cramer’s V reported. c For most recent mTBI.

mTBI group (n = 30) Control group (n = 49) BF10 t p d

Age 23.63 (6.97) 22.10 (3.91) 0.471 1.253 0.214 0.291

Gender (F/M) 17/13 33/16 0.428 0.914a 0.339 0.108b

Education (HS/B/M/O, %) 63.3/30.0/3.3/3.3 55.1/34.7/8.2/2.0 0.012 3.273a 0.513 0.204b

Depression (DASS-21) 3.53 (3.15) 3.86 (3.31) 0.260 − 0.430 0.669 − 0.100

Anxiety (DASS-21) 3.67 (2.93) 3.67 (2.95) 0.240 − 0.010 0.992 − 0.002

Stress (DASS-21) 5.70 (2.58) 5.02 (3.38) 0.352 0.945 0.348 0.219

RPQ 12.07 (9.83) 7.82 (7.97) 1.573 2.104 0.039 0.488

Time since injury (years)c 3.63 (3.36) – – – – –

Number past mTBI 2 (1.22) – – – – –

 > 1 mTBI (%) 53.3 – – – – –

Loss of consciousness (%)c 36.7 – – – – –

Post-traumatic amnesia (%)c 50.0 – – – – –

Disorientation/confusion (%)c 93.3 – – – – –

Medical attention received (%)c 57.6 – – – – –

Cause, sports participation (%)c 40.0 – – – – –

Cause, motor vehicle accident (%)c 6.7 – – – – –

Cause, fall (%)c 20.0 – – – – –

Cause, head striking object (%)c 20.0 – – – – –

Cause, interpersonal violence (%)c 6.7 – – – – –

Cause, not disclosed (%)c 6.7 – – – – –
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der, education, and self-reported stress included in the null model. In each regression, the predictor was group 
and the outcome variable was the key dependent measure for the relevant task. There was moderate evidence 
for a relationship between group and performance on the change detection task  [BF10 = 5.773, R2 = 0.158, F(10, 
67) = 1.259, p = 0.272], with the mTBI group associated with better task performance. Moreover, there was weak 
evidence for an association between group and RMET performance  [BF10 = 2.070, R2 = 0.190, F(10, 68) = 1.599, 
p = 0.126]. Again, the mTBI group was associated with better task performance. For all other tasks there was 
weak evidence against an association between group and task performance  (BF10 < 0.680, R2 < 0.166, Fs < 1.350, 
ps > 0.223). These analyses mirror the key findings reported above.
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Figure 1.  Cognitive task performance. Barplots depicting mean performance for (A) change detection task 
(K value), (B) digit span test (backward span score), (C) single vs dual task (multitasking reaction time cost; 
ms), (D) dynamic dual task (multitasking accuracy cost; %), (E) mental rotation task (response time; ms), (F) 
RMET (accuracy; %), (G) SDMT (total score), (H) stop-signal task (stop-signal response time; ms) and (I) task 
switch paradigm (switch cost; ms). Error bars indicate 95% confidence intervals. Individual data points are 
superimposed on each barplot.
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Table 2.  Descriptive statistics, sample size, and independent samples t-tests for the digit span test, SDMT, 
stop-signal task, single vs dual task, dynamic dual task, task-switch paradigm, and RMET. RT response time.

Task (key measure)

mTBI group Control group

BF10 t p dM (SD) n M (SD) n

Digit span (backward span score) 7.67 (1.67) 30 7.92 (1.67) 49 0.288 0.651 0.517 0.151

SDMT (accuracy (total correct)) 59.73 (11.60) 30 58.96 (12.41) 49 0.248 − 0.276 0.784 − 0.064

Stop-signal (stop-signal RT (ms)) 260.10 (79.85) 30 260.10 (89.01) 49 0.240 0.001 0.999 3.389e−4

Single vs dual (multitasking RT cost (ms)) 336.46 (89.34) 29 332.97 (76.94) 38 0.256 − 0.172 0.864 − 0.042

Dynamic dual (multitasking accuracy cost) 12.51 (9.39) 30 13.52 (8.27) 49 0.267 0.500 0.619 0.116

Task switch (switch cost (ms)) 34.61 (69.83) 30 42.15 (79.23) 49 0.259 0.429 0.669 0.099

RMET (Accuracy (%)) 65.46 (13.21) 30 58.67 (13.80) 49 1.729 − 2.156 0.034 − 0.500

Table 3.  Descriptive statistics and sample size for the key dependent measure for the mental rotation and 
change detection tasks. RT response time.

Task (key measure)

mTBI group Control group

M (SD) n M (SD) n

Mental rotation (RT (ms) 0° rotation) 1998.96 (588.76) 26 2057.06 (577.29) 44

Mental rotation (RT (ms) 50° rotation) 2386.19 (768.80) 26 2612.04 (753.29) 44

Mental rotation (RT (ms) 100° rotation) 2892.79 (747.35) 26 3148.75 (787.21) 44

Mental rotation (RT (ms) 150° rotation) 2946.84 (676.23) 26 3189.21 (765.55) 44

Change detection (K set size 1) 0.92 (0.05) 30 0.86 (0.12) 48

Change detection (K set size 2) 1.68 (0.19) 30 1.46 (0.40) 48

Change detection (K set size 3) 2.08 (0.41) 30 1.68 (0.78) 48

Table 4.  Repeated measures ANOVAs for the mental rotation and change detection tasks, RT response time.

Effects BFincl F p ηp2

Mental rotation (RT)

Degree of rotation 1.585e+63 153.318  < 0.001 0.693

Trial type 2.837e+8 34.104  < 0.001 0.334

Group 0.653 1.633 0.206 0.023

Degree of rotation × trial type 2.359e+23 56.178  < 0.001 0.452

Degree of rotation × group 0.082 1.119 0.343 0.016

Trial type × group 0.260 0.977 0.326 0.014

Degree of rotation × trial type × group 0.056 0.372 0.773 0.005

Mental rotation (effect size)

Degree of rotation 4.939e+14 31.973  < 0.001 0.320

Trial type 7.030e+11 26.771  < 0.001 0.282

Group 0.797 3.598 0.062 0.050

Degree of rotation × trial type 12.976 5.386 0.001 0.073

Degree of rotation × group 0.018 0.041 0.989 6.006e–4

Trial type × group 13,998.875 14.238  < 0.001 0.173

Degree of rotation × trial type × group 1.523 3.478 0.017 0.049

Change detection (K)

Set size 8.243e+37 186.504  < 0.001 0.710

Group 6.595 7.763 0.007 0.093

Set size × group 5.499 5.334 0.006 0.066
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Discussion
At present, the evidence regarding cognitive function in the chronic stage of mTBI is largely inconsistent and 
few rigorous, preregistered studies have been conducted in the general population. The current study used a 
wide variety of cognitively demanding behavioural tasks to investigate whether individuals with a history of 
mTBI show cognitive performance differences compared to control participants. To follow up the findings of 
Arciniega et al.34, we replicated their change detection paradigm to assess visual working memory. Expanding 
on past research, we also included measures of verbal working memory, multitasking ability, cognitive flexibility, 
response inhibition, visuospatial ability, information processing speed, and Theory of Mind.

Overall, our findings suggest, compared to control participants, a history of mTBI is not necessarily associ-
ated with cognitive performance deficits across any of the domains investigated. There was moderate evidence 
against between-group differences in performance on measures assessing verbal working memory, multitasking, 
cognitive flexibility, visuospatial ability, response inhibition, and information processing speed. In fact, there 
was weak evidence that the mTBI group performed better than controls on a measure of Theory of Mind and 
moderate evidence that the mTBI group performed better on a measure of visual working memory. Importantly, 
self-reported post-concussion symptoms, depression, and anxiety did not influence these results. While we con-
ducted preliminary individual differences analyses in this study, further studies with larger samples are necessary 
to properly evaluate whether injury-related factors influence individual differences in cognitive performance in 
the chronic stage of injury.

These findings align with numerous past studies demonstrating that, at a group level, mTBI is not associated 
with long-term cognitive  impairment13,14,28,29. While recent research by Arciniega et al.34 revealed evidence for 
prolonged visual working memory deficits in undergraduate students with a history of mTBI, we failed to rep-
licate these findings in a Bayesian, preregistered study with a comparable sample size. Even though many mTBI 
participants in the current study had sustained multiple prior concussions, we found moderate evidence for better 
visual working memory performance in this group compared to controls across all set sizes. This indicates the 
original finding of a persistent working memory deficit in this population may not be robust.

Overall, this study provides evidence that even multiple occurrences of mTBI are not linked to long-term 
cognitive deficits. Yet, the injury remains a risk factor in later life for neurodegenerative diseases such as dementia 
and Parkinson’s  disease43. Given we observed moderate evidence against performance differences on most cogni-
tive tasks and moderate evidence for enhanced performance in the mTBI group on the change detection task, it 
is possible reliance on cognitive reserve may play a role in these  findings22. Factors such as educational attain-
ment and intelligence are hypothesised to enhance cognitive  reserve44,45. Therefore, our mTBI sample consisting 
predominantly of high-functioning undergraduate university students are likely to have high levels of cognitive 
reserve. Broglio et al.46 speculate that young adults that have sustained a mTBI may rely on cognitive reserve 
and recruit alternative cerebral pathways to compensate for any subtle brain changes that occur following the 
injury. These compensatory processes allow individuals to maintain a high level of cognitive functioning, as we 
observed across all tasks in the current study, especially the visual working memory task. Future neuroimaging 
and longitudinal studies are necessary to further evaluate the cognitive reserve hypothesis in young adults with 
self-reported mTBI and how the aging process might interact with cognitive outcome post-injury.

Though the current study was preregistered, utilised Bayesian statistical analyses, and used largely complex 
behavioural tasks to assess a broad range of cognitive domains, a few limitations must be noted. Firstly, the time 
since the most recent head injury occurred and the number of past injuries sustained varied quite widely across 
participants in the mTBI group. However, this is not unusual for mTBI samples in the literature when not inves-
tigating single-incident mTBI (e.g., Arciniega et al.34). Secondly, it’s possible some of the tasks, particularly the 
Digit Span  test19, may not have been sufficiently cognitively demanding enough to capture subtle performance 
differences between the two groups. Performance differences may be observed if a more complex measure of 
verbal working memory is used. Nonetheless, other measures we included were certainly sensitive enough to 
find group differences, but in the opposite direction to what has been reported previously. Lastly, the mTBI 
participants were aware they were being recruited due to their history of concussion. However, ‘diagnosis threat’ 
appears to negatively influence self-report measures of cognitive function, rather than objective measures of 
cognitive  performance47. Therefore, this recruitment strategy is unlikely to have substantially impacted the study. 
While the current findings indicate no deficits in cognitive performance at the group level among participants 
with a history of mTBI, the individual differences analyses suggest injury-related factors may impact cognitive 
performance in the chronic mTBI population. Future studies should recruit a larger sample of chronic mTBI 
participants to properly evaluate the influence of these factors on cognitive performance at the individual level.

Methods
Preregistration. The study design and analysis plan were preregistered prior to data collection, and the 
materials and data are available online (https:// osf. io/ 4v59y/).

Participants. Recruitment and screening. Eighty-two participants were recruited via online advertisement 
and recruitment flyers posted around The University of Queensland campus and wider Brisbane catchment. 
While the advertisements stated that participants with a history of concussion were being recruited, the study 
was described as exploring “individual differences in cognitive performance” to mitigate diagnosis threat as 
much as possible.

Originally, participants were screened for mTBI history after completing the study. However, initial data col-
lection indicated that mTBI participants were difficult to recruit. A screening questionnaire was implemented 
after testing the first 12 participants to ensure that eligible individuals for both the mTBI and control groups 
were being recruited. This change was amended in the preregistration document.

https://osf.io/4v59y/
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Inclusion criteria for the mTBI group conformed to the American Congress of Rehabilitation Medicine48 
definition of the injury. These criteria are: loss of consciousness not exceeding 30 min, and/or posttraumatic 
amnesia not exceeding 24 h, and/or feeling dazed, disorientated or confused at the time of injury. Participants 
were excluded if their mTBI was sustained within three months of participating in the study (i.e., those not in 
the chronic stage of injury) or if they were hospitalised for longer than 24 h following injury.

Exclusion criteria for all participants included: history of psychotic or neurological disorder, current mood 
disorder or substance/alcohol dependence, and current use of psychiatric medications. While our preregistration 
stated that participants with a history of mood disorder would be excluded, it is most common in the literature 
to only exclude participants with a current mood disorder. Five participants in this study reported a past mood 
disorder; however, all scored moderate or lower on a self-report measure assessing depression, anxiety, and stress 
and none were currently taking medication. Therefore, they were included in the final sample. All participants 
reported normal or corrected to normal vision and hearing.

Two participants were excluded for meeting exclusion criteria and one participant was excluded due to techni-
cal difficulties during testing. Therefore, 79 participants were included in the final analyses, with 30 participants 
in the mTBI group and 49 participants in the control group. All participants provided written informed consent 
and received course credit or AU$20/h for their participation. The University of Queensland Human Research 
Ethics Committee (approval no. 2020000791) approved the study, all participants gave informed, written consent, 
and the study was conducted in accordance with the Declaration of Helsinki.

Bayesian sampling plan. In line with the Bayesian sampling approach, the sample size for this study was not 
predetermined. We recruited participants until a Bayes Factor  BF10 > 3 or  BF10 < 0.333 was established for five of 
the nine key dependent cognitive measures, indicating moderate evidence for the alternative or null hypothesis, 
respectively. A maximum sample size of 80 participants per group was also specified as a stopping rule for data 
collection. With that number of subjects, unequivocal findings would still be important for the field.

Apparatus. The tasks were programmed in  PsychoPy49 and  MATLAB50 via the PsychToolbox  extension51,52. 
Stimuli were presented on a 24-inch Asus LED monitor (resolution: 1920 × 1080, refresh rate: 60 Hz) using an 
Apple Mac Mini computer, with a viewing distance of approximately 57 cm. Participants responded to the self-
report measures via Qualtrics.

Procedure. Each session was conducted by a researcher who was blind to participants’ mTBI history. Par-
ticipants first completed a battery of nine cognitive tasks, with four task orders counterbalanced across partici-
pants. Following the tasks, they responded to three self-report measures in a fixed order. Participants were fully 
debriefed at the end of the two-hour session.

Tasks. The computerised task battery assessed the following domains: working memory, cognitive flexibility, 
multitasking, visual spatial ability, inhibition, information processing speed, and social cognition. All tasks are 
briefly described here, and in greater detail in the Supplementary Material S1.

Change detection task. Visual working memory was assessed via a change detection  task34,53. Participants were 
cued to attend to either the left or right hemifield, then one to three coloured squares were presented in each 
hemifield. Following a short retention interval, one probe item was presented in each hemifield (see Fig. 2A). 
Using a keypress response, participants determined whether the probe item in the cued hemifield matched the 
previously presented stimulus. Performance was assessed via working memory capacity [K = set size * (hit rate 
– false alarm rate)]54,55.

Digit span test. As a measure of verbal working memory, participants completed the Digit Span forward and 
backward  tests56. Participants were presented with streams of single digits (see Fig. 2B) and recalled them in 
the order they were presented (forward condition) or in reverse order (backward condition). Performance was 
indexed as the highest number of digits accurately recalled in each condition, with the backward span score 
being the variable of interest.

Task switch paradigm. Cognitive flexibility was measured using a cued task switching paradigm (adapted from 
Experiment 6 in Monsell &  Mizon57). Participants performed either a parity task (odd/even) or a magnitude task 
(smaller/larger than five) on the presented digit (one to nine, excluding five). A cue was displayed prior to the 
digit to indicate which task to perform (‘ODD?’ or ‘EVEN?’ for parity and ‘LOW?’ or ‘HIGH?’ for magnitude; 
see Fig. 2C). Responses were made via keypress. Switch cost (difference in response time between task-change 
and cue-change trials) was calculated to assess performance.

Single vs dual task. Multitasking was evaluated via a sensory motor decision-making  paradigm58. This task 
involved auditory and visual decision-making tasks, presented either individually or concurrently (see Fig. 2D). 
Participants discriminated between the auditory and/or visual stimuli via keypress. A reaction time cost between 
single and dual task trials was calculated to assess performance.

Dynamic dual task. As a measure of continuous multitasking ability, participants completed a dual task that 
combines an ongoing visuomotor tracking task and a visual shape discrimination  task59. The visuomotor track-
ing task involved using the mouse to continuously track a moving disk, while the shape discrimination task 
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Figure 2.  Schematic representations of the cognitive tasks. (A) Trial outline for the change detection task. (B) 
Trial outline for the Digit Span test. (C) Trial outline for the task switch paradigm. (D) Trial outline for the 
single vs dual task. (E) Trial outline for the dynamic dual task. (i) Trial outline for the shape discrimination task. 
(ii) Trial outline for the visuomotor tracking task. (F) Trial outline for the mental rotation task. (G) Trial outline 
for the stop-signal task. (H) Trial outline for the SDMT. (I) Trial outline for the RMET.



9

Vol.:(0123456789)

Scientific Reports |        (2022) 12:16999  | https://doi.org/10.1038/s41598-022-21067-w

www.nature.com/scientificreports/

involved responding to the target shape stimulus via keypress (see Fig. 2E). Participants performed the tasks 
individually and concurrently. Performance was indexed via a combined multitasking accuracy cost between 
single and dual task trials for the two tasks.

Mental rotation task. Visual spatial ability was measured via a mental rotation  task60. Participants determined 
whether pairs of three-dimensional objects presented at different angles of rotation were identical to one another 
or whether they were pseudo-mirror reflections (see Fig. 2F). Responses were made via keypress. Performance 
was assessed via reaction time at each angle of rotation.

Stop‑signal task. As a measure of response inhibition, participants completed the stop-signal task used by 
Bender et al.61. Participants were instructed to discriminate between two abstract shapes via keypress on ‘go’ tri-
als and withhold their response to the shapes on ‘stop-signal’ trials (see Fig. 2G). An auditory tone was presented 
after the shape stimulus to indicate the stop-signal trials. Stop-signal reaction time (see Supplementary Material 
S1) was used to assess performance.

Symbol digit modalities test. Information processing speed was assessed via a computerised Symbol Digit 
Modalities Test (SDMT)62. Participants were shown nine symbol-digit pairings and a list of 120 symbols (see 
Fig. 2H). They were given 120 s to enter the corresponding digit under each symbol using a keypress response. 
The total number of correct responses was recorded.

Reading the mind in the eyes test. Participants completed the Reading the Mind in the Eyes Test (RMET) as a 
measure of Theory of  Mind63. Theory of Mind is a social-cognitive mechanism that refers to the ability to attrib-
ute mental states (e.g., beliefs, emotions, etc.) to ourselves and others. Participants were presented with an image 
of a person’s eyes and used a keypress response to select which of four words best described the person’s mental 
state (see Fig. 2I). Task accuracy was used to assess performance.

Self‑report measures. Health history questionnaire. The health history questionnaire collected infor-
mation regarding participant demographics, mTBI history, and study exclusion criteria (e.g., medication use). 
Questions concerning mTBI history were adapted from previous researchers who investigated self-reported 
concussions in the general  population64,65. Participants were presented with an initial question regarding their 
concussion history: ‘A concussion is defined as a blow to the head that forces one to stop whatever one is do-
ing because of unconsciousness, dizziness, pain or disorientation. Based on this definition, have you ever had a 
concussion?’. If participants responded with yes, they were then asked to provide the following details regard-
ing their injury (or injuries): (1) the number of concussions they had sustained; (2) how the injury occurred; 
(3) when (month and year) the injury occurred; (4) whether any loss of consciousness occurred and if yes, the 
estimated length; (5) whether any memory loss occurred and if yes, the estimated length; (6) whether any confu-
sion or disorientation occurred and if yes, the estimated length; (7) whether medical attention was received and 
if yes, whether the injury was diagnosed as a concussion and how long they were hospitalised (if applicable). 
In line with the American Congress of Rehabilitation Medicine48 mTBI criteria, participants were not included 
in the mTBI group if they responded with yes to the initial concussion question but did not report any loss of 
consciousness, memory loss, or confusion/disorientation after the injury.

Rivermead post‑concussion symptoms questionnaire (RPQ). The  RPQ66 measures the frequency and severity of 
16 commonly experienced physical, emotional, and cognitive post-concussion symptoms. To allow the measure 
to be completed by both participants with a history of mTBI and controls, the questionnaire instructions were 
modified slightly. Participants were asked to indicate the degree to which they had experienced each symptom 
over the past 24 h, without connecting it to a previous head injury. Each item was rated on a five-point scale: 0 
(not experienced at all), 1 (no more of a problem), 2 (a mild problem), 3 (a moderate problem), or 4 (a severe 
problem). Given the modified instructions, scores of 0 and 1 were both scored as 0 (not present). Adding all the 
item scores yields a total symptom score. The RPQ is a valid measure of post-concussion symptoms and has high 
 reliability66,67.

Depression anxiety stress scales (DASS‑21). The DASS-2168 contains three seven-item self-report scales assess-
ing depression, anxiety, and stress over the previous week. Each item was rated on a four-point severity scale 
ranging from 0 (never) to 3 (almost always). The DASS-21 is a valid and reliable measure of these emotional 
 states69 and has demonstrated validity as a screening tool for depression and anxiety following  TBI70.

Data analyses. All data exclusions and analyses were preregistered. Outlier screening was performed for 
each participant, in each task. For the single vs dual, mental rotation, and stop-signal tasks, trials with a response 
time (RT) greater than three standard deviations from the mean or less than 200 ms were removed. For the task 
switch paradigm, trial exclusions included the initial practice trial in each block, trials following incorrect trials, 
and trials with RTs greater than 3000 ms or less than 200 ms. For the dynamic dual task, trials with accuracy or 
RT greater than three standard deviations from the mean were removed. Participants with poor performance 
on particular tasks were excluded from the analysis of that task. Specifically, those with less than 60% accuracy 
on dual task trials in the single vs dual task, less than 70% accuracy on the mental rotation task, less than 80% 
accuracy on the task switch paradigm, and accuracy greater than three standard deviations below the mean on 
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the RMET or change detection task. Participants who were excluded for poor performance in one task were not 
necessarily excluded from other tasks, therefore sample size varied across tasks.

Trimmed data were analysed in  JASP71 and  R72 using Bayesian and frequentist statistical approaches. Interpre-
tations were based on the Bayesian analyses, as these tests quantify the relative strength of evidence in favour of 
both the null and alternative  hypotheses23. Here, the inverse Bayes Factor  (BF10) is reported for simpler analyses 
and the inclusion Bayes Factor  (BFincl) is reported for interaction effects. The  BFincl value indicates the relative 
evidence for the inclusion of each main effect and interaction in the model across matched models, providing 
a simpler interpretation of interaction effects. In line with standard interpretation of Bayes  Factors73, values 
greater than 3 were considered moderate evidence for the alternative hypothesis, while values less than 0.333 
indicate moderate evidence for the null hypothesis. Values between 1 and 3 or 0.333 and 1 were considered 
weak evidence for the alternative or null hypothesis, respectively. All analyses used default zero-centred Cauchy 
prior distributions.

Data availability
All data files are available at: https:// osf. io/ 4v59y/.

Code availability
Analysis code is provided at: https:// osf. io/ 4v59y/.

Received: 22 April 2022; Accepted: 22 September 2022

References
 1. Giza, C. C., Prins, M. L. & Hovda, D. A. It’s not all fun and games: sports, concussions, and neuroscience. Neuron 94, 1051–1055 

(2017).
 2. Menon, D. K., Schwab, K., Wright, D. W. & Maas, A. I. Position statement: definition of traumatic brain injury. Arch. Phys. Med. 

Rehabil. 91, 1637–1640 (2010).
 3. McKee, A. C. & Daneshvar, D. H. The neuropathology of traumatic brain injury. Handb. Clin. Neurol. 127, 45–66 (2015).
 4. Dewan, M. C. et al. Estimating the global incidence of traumatic brain injury. J. Neurosurg. 130, 1080–1097 (2018).
 5. Thomas, E., Fitzgerald, M. & Cowen, G. Does Australia have a concussion ’epidemic’? Concussion 5, CNC70. https:// doi. org/ 10. 

2217/ cnc- 2019- 0015 (2020).
 6. Eierud, C. et al. Neuroimaging after mild traumatic brain injury: Review and meta-analysis. NeuroImage Clin. 4, 283–294 (2014).
 7. McCauley, S. R. et al. Patterns of early emotional and neuropsychological sequelae after mild traumatic brain injury. J. Neurotrauma 

31, 914–925 (2014).
 8. Lunter, C. M. et al. Neurocognitive testing in the emergency department: A potential assessment tool for mild traumatic brain 

injury. Emerg. Med. Australas. 31, 355–361 (2019).
 9. Landre, N., Poppe, C. J., Davis, N., Schmaus, B. & Hobbs, S. E. Cognitive functioning and postconcussive symptoms in trauma 

patients with and without mild TBI. Arch. Clin. Neuropsychol. 21, 255–273 (2006).
 10. Kwok, F. Y., Lee, T. M., Leung, C. H. & Poon, W. S. Changes of cognitive functioning following mild traumatic brain injury over a 

3-month period. Brain Inj. 22, 740–751 (2008).
 11. Konrad, C. et al. Long-term cognitive and emotional consequences of mild traumatic brain injury. Psychol. Med. 41, 1197–1211 

(2011).
 12. Kinnunen, K. M. et al. White matter damage and cognitive impairment after traumatic brain injury. Brain 134, 449–463 (2011).
 13. Perlstein, W. M. et al. Parametric manipulation of working memory load in traumatic brain injury: Behavioral and neural cor-

relates. J. Int. Neuropsychol. Soc. 10, 724–741 (2004).
 14. Broglio, S. P., Pontifex, M. B., O’Connor, P. & Hillman, C. H. The persistent effects of concussion on neuroelectric indices of atten-

tion. J. Neurotrauma 26, 1463–1470 (2009).
 15. McInnes, K., Friesen, C. L., MacKenzie, D. E., Westwood, D. A. & Boe, S. G. Mild Traumatic Brain Injury (mTBI) and chronic 

cognitive impairment: A scoping review. PLoS ONE 12, e0174847 (2017).
 16. Iverson, G. L., Karr, J. E., Gardner, A. J., Silverberg, N. D. & Terry, D. P. Results of scoping review do not support mild traumatic 

brain injury being associated with a high incidence of chronic cognitive impairment: Commentary on McInnes et al. 2017. PLoS 
One 14, e0218997 (2019).

 17. Karr, J. E., Areshenkoff, C. N. & Garcia-Barrera, M. A. The neuropsychological outcomes of concussion: a systematic review of 
meta-analyses on the cognitive sequelae of mild traumatic brain injury. Neuropsychology 28, 321 (2014).

 18. Belanger, H. G., Spiegel, E. & Vanderploeg, R. D. Neuropsychological performance following a history of multiple self-reported 
concussions: a meta-analysis. J. Int. Neuropsychol. Soc. 16, 262–267 (2010).

 19. Frencham, K. A., Fox, A. M. & Maybery, M. T. Neuropsychological studies of mild traumatic brain injury: A meta-analytic review 
of research since 1995. J. Clin. Exp. Neuropsychol. 27, 334–351 (2005).

 20. McAllister, T. W. Neurobiological consequences of traumatic brain injury. Dialog. Clin. Neurosci. (2022).
 21. Arciniega, H. & Kilgore-Gomez, A. Loss of consciousness, but not etiology, predicts better working memory performance years 

after concussion. J. Clin. Transl. Res. (2020).
 22. Stenberg, J. et al. Cognitive reserve moderates cognitive outcome after mild traumatic brain injury. Arch. Phys. Med. Rehabil. 101, 

72–80 (2020).
 23. Theadom, A. et al. Persistent problems 1 year after mild traumatic brain injury: A longitudinal population study in New Zealand. 

Br. J. Gen. Pract. 66, e16–e23 (2016).
 24. Schneider, A. L. et al. Cognitive outcome 1 year after mild traumatic brain injury: results from the TRACK-TBI Study. Neurology 

98, e1248–e1261 (2022).
 25. Dikmen, S., Machamer, J. & Temkin, N. Mild traumatic brain injury: longitudinal study of cognition, functional status, and post-

traumatic symptoms. J. Neurotrauma 34, 1524–1530 (2017).
 26. Bedard, M., Steffener, J. & Taler, V. Long-term cognitive impairment following single mild traumatic brain injury with loss of 

consciousness: Findings from the Canadian Longitudinal Study on Aging. J. Clin. Exp. Neuropsychol. 42, 344–351 (2020).
 27. Belanger, H. G., Curtiss, G., Demery, J. A., Lebowitz, B. K. & Vanderploeg, R. D. Factors moderating neuropsychological outcomes 

following mild traumatic brain injury: A meta-analysis. J. Int. Neuropsychol. Soc. 11, 215–227 (2005).
 28. Martini, D. N., Eckner, J. T., Meehan, S. K. & Broglio, S. P. Long-term effects of adolescent sport concussion across the age spectrum. 

Am. J. Sports Med. 45, 1420–1428 (2017).

https://osf.io/4v59y/
https://osf.io/4v59y/
https://doi.org/10.2217/cnc-2019-0015
https://doi.org/10.2217/cnc-2019-0015


11

Vol.:(0123456789)

Scientific Reports |        (2022) 12:16999  | https://doi.org/10.1038/s41598-022-21067-w

www.nature.com/scientificreports/

 29. Ettenhofer, M. L. & Abeles, N. The significance of mild traumatic brain injury to cognition and self-reported symptoms in long-
term recovery from injury. J. Clin. Exp. Neuropsychol. 31, 363–372 (2009).

 30. Sterr, A., Herron, K. A., Hayward, C. & Montaldi, D. Are mild head injuries as mild as we think? Neurobehavioral concomitants 
of chronic post-concussion syndrome. BMC Neurol. 6, 1–10 (2006).

 31. Dean, P. J. A. & Sterr, A. Long-term effects of mild traumatic brain injury on cognitive performance. Front. Hum. Neurosci. 7, 30 
(2013).

 32. Chen, J.-K., Johnston, K. M., Collie, A., McCrory, P. & Ptito, A. A validation of the post concussion symptom scale in the assess-
ment of complex concussion using cognitive testing and functional MRI. J. Neurol. Neurosurg. Psychiatry 78, 1231–1238 (2007).

 33. Caffey, A. L. & Dalecki, M. Evidence of residual cognitive deficits in young adults with a concussion history from adolescence. 
Brain Res. 1768, 147570 (2021).

 34. Arciniega, H. et al. Visual working memory deficits in undergraduates with a history of mild traumatic brain injury. Atten. Percept. 
Psychophys. 81, 2597–2603 (2019).

 35. Nosek, B. A., Ebersole, C. R., DeHaven, A. C. & Mellor, D. T. The preregistration revolution. Proc. Natl. Acad. Sci. 115, 2600–2606. 
https:// doi. org/ 10. 1073/ pnas. 17082 74114 (2018).

 36. Wagenmakers, E.-J. et al. Bayesian inference for psychology. Part I: Theoretical advantages and practical ramifications.  Psychon. 
Bull. Rev. 25, 35–57 (2018).

 37. Wang, Y., Chan, R. C. & Deng, Y. Examination of postconcussion-like symptoms in healthy university students: Relationships to 
subjective and objective neuropsychological function performance. Arch. Clin. Neuropsychol. 21, 339–347 (2006).

 38. Dean, P. J., O’Neill, D. & Sterr, A. Post-concussion syndrome: prevalence after mild traumatic brain injury in comparison with a 
sample without head injury. Brain Inj. 26, 14–26 (2012).

 39. Gunstad, J. & Suhr, J. A. Perception of illness: Nonspecificity of postconcussion syndrome symptom expectation. J. Int. Neuropsychol. 
Soc. 8, 37–47 (2002).

 40. Ryan, L. M. & Warden, D. L. Post concussion syndrome. Int. Rev. Psychiatry 15, 310–316 (2003).
 41. McDermott, L. M. & Ebmeier, K. P. A meta-analysis of depression severity and cognitive function. J. Affect. Disord. 119, 1–8 (2009).
 42. Derakshan, N. & Eysenck, M. W. Anxiety, processing efficiency, and cognitive performance: New developments from attentional 

control theory. Eur. Psychol. 14, 168–176 (2009).
 43. Wilson, L. et al. The chronic and evolving neurological consequences of traumatic brain injury. Lancet Neurol. 16, 813–825 (2017).
 44. Stern, Y. Cognitive reserve. Neuropsychologia 47, 2015–2028 (2009).
 45. Pettigrew, C. & Soldan, A. Defining cognitive reserve and implications for cognitive aging. Curr. Neurol. Neurosci. Rep. 19, 1–12 

(2019).
 46. Broglio, S. P., Eckner, J. T., Paulson, H. L. & Kutcher, J. S. Cognitive decline and aging: The role of concussive and subconcussive 

impacts. Exerc. Sport Sci. Rev. 40, 138 (2012).
 47. Ozen, L. J. & Fernandes, M. A. Effects of “diagnosis threat” on cognitive and affective functioning long after mild head injury. J. 

Int. Neuropsychol. Soc. 17, 219–229 (2010).
 48. Kay, T. et al. Definition of mild traumatic brain injury. J. Head Trauma Rehab. 8, 86–87 (1993).
 49. Peirce, J. et al. PsychoPy2: Experiments in behavior made easy. Behav. Res. Methods 51, 195–203 (2019).
 50. MATLAB version 9.1 (R2016b) (The MathWorks Inc., Natick, Massachusetts, 2016).
 51. Kleiner, M. et al. What is new in psychtoolbox 3. Perception 36, 1–16 (2007).
 52. Brainard, D. H. The psychophysics toolbox. Spat. Vis. 10, 433–436. https:// doi. org/ 10. 1163/ 15685 6897X 00357 (1997).
 53. Vogel, E. K. & Machizawa, M. G. Neural activity predicts individual differences in visual working memory capacity. Nature 428, 

748–751 (2004).
 54. Pashler, H. Familiarity and visual change detection. Percept. Psychophys. 44, 369–378 (1988).
 55. Cowan, N. The magical number 4 in short-term memory: A reconsideration of mental storage capacity. Behav. Brain Sci. 24, 87–114 

(2001).
 56. Woods, D. L. et al. Improving digit span assessment of short-term verbal memory. J. Clin. Exp. Neuropsychol. 33, 101–111 (2011).
 57. Monsell, S. & Mizon, G. A. Can the task-cuing paradigm measure an endogenous task-set reconfiguration process?. J. Exp. Psychol. 

Hum. Percept. Perform. 32, 493–516 (2006).
 58. Filmer, H. L., Lyons, M., Mattingley, J. B. & Dux, P. E. Anodal tDCS applied during multitasking training leads to transferable 

performance gains. Sci. Rep. 7, 12988. https:// doi. org/ 10. 1038/ s41598- 017- 13075-y (2017).
 59. Bender, A. D., Filmer, H. L., Naughtin, C. K. & Dux, P. E. Dynamic, continuous multitasking training leads to task-specific improve-

ments but does not transfer across action selection tasks. NPJ Sci. Learn. 2, 14. https:// doi. org/ 10. 1038/ s41539- 017- 0015-4 (2017).
 60. Shepard, R. N. & Metzler, J. Mental rotation of three-dimensional objects. Science 171, 701–703 (1971).
 61. Bender, A. D., Filmer, H. L., Garner, K., Naughtin, C. K. & Dux, P. E. On the relationship between response selection and response 

inhibition: An individual differences approach. Atten. Percept. Psychophys. 78, 2420–2432 (2016).
 62. Hinton-Bayre, A. & Geffen, G. Comparability, reliability, and practice effects on alternate forms of the Digit Symbol Substitution 

and Symbol Digit Modalities tests. Psychol. Assess. 17, 237 (2005).
 63. Baron-Cohen, S., Wheelwright, S., Hill, J., Raste, Y. & Plumb, I. The, “Reading the Mind in the Eyes” Test revised version: a study 

with normal adults, and adults with Asperger syndrome or high-functioning autism. J. Child Psychol. Psychiatry Allied Discip. 42, 
241–251 (2001).

 64. Segalowitz, S. J. & Lawson, S. Subtle symptoms associated with self-reported mild head injury. J. Learn. Disabil. 28, 309–319 (1995).
 65. Preece, M. H., Horswill, M. S. & Ownsworth, T. Do self-reported concussions have cumulative or enduring effects on drivers’ 

anticipation of traffic hazards?. Brain Inj. 30, 1096–1102 (2016).
 66. King, N., Crawford, S., Wenden, F., Moss, N. & Wade, D. The Rivermead Post Concussion Symptoms Questionnaire: A measure 

of symptoms commonly experienced after head injury and its reliability. J. Neurol. 242, 587–592 (1995).
 67. Sullivan, K. & Garden, N. A comparison of the psychometric properties of 4 postconcussion syndrome measures in a nonclinical 

sample. J. Head Trauma Rehabil. 26, 170–176 (2011).
 68. Lovibond, P. F. & Lovibond, S. H. The structure of negative emotional states: Comparison of the depression anxiety stress scales 

(DASS) with the beck depression and anxiety inventories. Behav. Res. Ther. 33, 335–343 (1995).
 69. Henry, J. D. & Crawford, J. R. The short-form version of the Depression Anxiety Stress Scales (DASS-21): Construct validity and 

normative data in a large non-clinical sample. Br. J. Clin. Psychol. 44, 227–239 (2005).
 70. Wong, D., Dahm, J. & Ponsford, J. Factor structure of the depression anxiety stress scales in individuals with traumatic brain injury. 

Brain Inj. 27, 1377–1382 (2013).
 71. JASP (Version 0.14.1)[Computer Software] (2021).
 72. R: A language and environment for statistical computing (R Foundation for Statistical Computing, Vienna, Austria, 2021).
 73. Lee, M. D. & Wagenmakers, E.-J. Bayesian cognitive modeling: A practical course. (Cambridge university press, 2014).

Acknowledgements
The authors would like to acknowledge Zoie Nott for her contribution to participant recruitment and data col-
lection. Funding was provided from the School of Psychology at The University of Queensland to A.J.F. H.L.F 
was supported by a ARC DECRA (DE190100299).

https://doi.org/10.1073/pnas.1708274114
https://doi.org/10.1163/156856897X00357
https://doi.org/10.1038/s41598-017-13075-y
https://doi.org/10.1038/s41539-017-0015-4


12

Vol:.(1234567890)

Scientific Reports |        (2022) 12:16999  | https://doi.org/10.1038/s41598-022-21067-w

www.nature.com/scientificreports/

Author contributions
A.J.F., H.L.F., and P.E.D. designed the study. A.J.F. collected the data and performed the analyses. The manuscript 
was prepared by A.J.F., and edited by H.L.F. and P.E.D.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 022- 21067-w.

Correspondence and requests for materials should be addressed to A.J.F.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2022

https://doi.org/10.1038/s41598-022-21067-w
https://doi.org/10.1038/s41598-022-21067-w
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	The influence of self-reported history of mild traumatic brain injury on cognitive performance
	Results
	Demographics and Questionnaire Measures. 
	Cognitive task performance. 
	Individual differences analyses. 
	Control analyses. 

	Discussion
	Methods
	Preregistration. 
	Participants. 
	Recruitment and screening. 
	Bayesian sampling plan. 

	Apparatus. 
	Procedure. 
	Tasks. 
	Change detection task. 
	Digit span test. 
	Task switch paradigm. 
	Single vs dual task. 
	Dynamic dual task. 
	Mental rotation task. 
	Stop-signal task. 
	Symbol digit modalities test. 
	Reading the mind in the eyes test. 

	Self-report measures. 
	Health history questionnaire. 
	Rivermead post-concussion symptoms questionnaire (RPQ). 
	Depression anxiety stress scales (DASS-21). 

	Data analyses. 

	References
	Acknowledgements


