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a b s t r a c t

Age is known to affect prefrontal brain structure and executive functioning in healthy older adults, pa-
tients with neurodegenerative conditions and TBI. Yet, no studies appear to have systematically in-
vestigated the effect of age on cognitive performance in patients with focal lesions. We investigated the
effect of age on the cognitive performance of a large sample of tumour and stroke patients with focal
unilateral, frontal (n¼68), or non-frontal lesions (n¼45) and healthy controls (n¼52). We retro-
spectively reviewed their cross sectional cognitive and imaging data. In our frontal patients, age sig-
nificantly predicted the magnitude of their impairment on two executive tests (Raven's Advanced Pro-
gressive Matrices, RAPM and the Stroop test) but not on nominal (Graded Naming Test, GNT) or per-
ceptual (Incomplete Letters) task. In our non-frontal patients, age did not predict the magnitude of their
impairment on the RAPM and GNT. Furthermore, the exacerbated executive impairment observed in our
frontal patients manifested itself from middle age. We found that only age consistently predicted the
exacerbated executive impairment. Lesions to specific frontal areas, or an increase in global brain atrophy
or white matter abnormalities were not associated with this impairment. Our results are in line with the
notion that the frontal cortex plays a critical role in aging to counteract cognitive and neuronal decline.
We suggest that the combined effect of aging and frontal lesions impairs the frontal cortical systems by
causing its computational power to fall below the threshold needed to complete executive tasks suc-
cessfully.

& 2015 Elsevier Ltd. Published by Elsevier Ltd. All rights reserved.
1. Introduction

It is well-recognised that healthy aging is associated with a
decline in cognitive processes. Research has shown that self-in-
itiated frontal ‘executive’ processes appear to be the most affected
(Craik, 1986) with the greatest anatomical changes found in the
11
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prefrontal cortex (PFC) compared with other cortical regions (e.g.,
O’Sullivan et al., 2001; MacPherson et al., 2002; West et al., 2002).
Specifically, healthy older individuals have reduced cortical vo-
lume, increased white matter abnormalities (WMA) and functional
over- or under-activation have all been documented in the PFC
compared with young individuals (e.g., Cabeza, 2002; Raz et al.,
2005; Sullivan and Pfefferbaum, 2006; Fjell et al., 2009; Head
et al., 2009). These structural abnormalities are correlated with
poorer executive performance (e.g., Nagahama et al., 1997; Gun-
ning-Dixon and Raz, 2003; Van Petten et al., 2004; Raz et al., 2007;
Cardenas et al., 2011). For example, increased WMA and smaller
anterior cingulate cortex volume are associated with poorer per-
formance on the Stroop test and fluid intelligence tasks (e.g., Raz
et al., 2007; Elderkin-Thompson et al., 2008, but see Salthouse
(2011)).
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Similarly, pathological aging research, involving individuals
such as those with dementia or other neurological conditions, has
shown a decline in executive performance together with structural
and functional changes in the PFC (e.g., Pachana et al., 1996;
Matsuo et al., 2008; Debette and Markus, 2010; for a review see
Cabeza and Dennis (2013)). This decline is thought to reflect ‘ac-
celerated normal aging’, a process resembling normal aging but
occurring earlier and faster, as a result of brain pathology (Buckner,
2004). Accelerated cognitive aging has also been documented
following traumatic brain injury (TBI; e.g., Corkin et al., 1989). For
example, older Vietnam veterans with penetrating head injury
lesions involving the frontal lobes (although not exclusively)
showed a greater decline in IQ than younger veterans (Raymont
et al., 2008). Moreover, the effect of aging on TBI patients' appears
to specifically affect executive (Stroop test) performance but not
verbal memory performance (Klein et al., 1996).

However, the non-specific nature of brain-related changes in
neurodegenerative diseases and TBI limits our ability to draw firm
conclusions that age moderates lesion-related impairment in ex-
ecutive functions. Examination of patients with more focalised
frontal and non-frontal lesions such as those resulting from stroke
and tumour would overcome such limitations. A meta-analysis has
hinted that age disproportionately affects performance on execu-
tive tasks in patients with frontal lesions (Alvarez and Emory,
2006). However, this review included patients with less focal le-
sions due to TBI, epilepsy, gunshot wounds and encephalitis, and a
surprisingly small number of stroke (n¼14) and tumour patients
(n¼1).

Older stroke and tumour patients have consistently been as-
sociated with higher mortality rates, poorer functional outcomes
and general cognitive decline (e.g., Appelros et al., 2003; Nakaya-
ma et al., 1994; Patel et al., 2002; Yoshii et al., 2008). In stroke age
has been associated with greater executive impairment (e.g.,
Pohjasvaara et al., 2002; Oksala et al., 2009) together with WM
abnormalities and/or cortical atrophy (e.g., Jokinen et al., 2005;
Kooistra et al., 2014). In brain tumour, middle-aged (36–59 years)
and older (60þ years) patients performed more poorly than
younger patients (o35) on a test of ‘executive’ function and in-
formation processing (Trail Making B; Kaleita et al., 2004; how-
ever, see Chan et al. (2014)). However, given the absence of a
healthy control sample, it remains unclear whether the executive
impairments in stroke and tumour reflect typical age-related de-
cline or an exacerbated executive impairment. Furthermore, in
these studies, the lesions in the stroke and tumour patients were
not restricted to specific cortical areas. Thus, the high degree of
variability in the patients' cognitive performance inevitably re-
duces one's ability to draw conclusions regarding the interaction
between age, brain lesion and executive functioning.

To the best of our knowledge, no previous study has system-
atically examined the effects of age on cognitive performance in
patients with focal lesion. The aim of our study was to investigate
the effect of age on ‘executive’, nominal and perceptual tasks in a
large sample of patients with focal, unilateral, frontal or non-
frontal lesions and healthy controls. Structural data included the
classification of frontal lesions in 4 major anatomical areas, mea-
sures of global brain atrophy and WM abnormalities.
2. Methods

2.1. Participants

Data from 122 patients who had attended the Neuropsychology
Department of the National Hospital for Neurology and Neuro-
surgery, Queen Square, London, were retrospectively screened for
study eligibility. All patients had a unilateral lesion confined to the
frontal or non-frontal brain regions resulting from a cere-
brovascular accident (CVA; stroke) or a brain tumour. All tumour
patients had undergone tumour resection prior to neuropsycho-
logical assessment. Our exclusion criteria were as follows: i) age at
the time of cognitive testing 480 years due to the availability of
age matched healthy control data and standardised age norms for
patients up to 80 years, ii) current or previous psychiatric dis-
orders, iii) previous neurological disorders including CVAs or tu-
mours, iv), presence of metastatic tumours, v) previous che-
motherapy, vi) gross visual (i.e., cortical blindness), perceptual (i.e.,
neglect; agnosia), motor (i.e., hemiplegia) or language (i.e., dys-
phasia) impairment, vii) previous head trauma, viii) history of al-
cohol or drug abuse, ix) no MRI or CT scan results available, x) no
neuropsychological data available, and xi) a score below the 5th
percentile on a test of general intelligence (WAIS-III, Wechsler,
1997; WAIS-R, Wechsler, 1981; or Raven's Matrices, Raven, 1976).
Non-native English speakers were only included in the study if
they obtained a score at or above the 25th%ile on the National
Adult Reading Test (NART, Nelson, 1982). This was to ensure that
their English abilities were sufficient to cope with task demands.

Application of these exclusion criteria resulted in data from
nine patients being removed (n¼1 history of psychiatric disorder;
n¼3 history of neurological disorder; n¼1 previous chemother-
apy; n¼1 hemiplegia; n¼1 expressive dysphasia). Data from 68
frontal patients (38 males and 30 females) and 45 non-frontal
patients (24 males and 21 females) were included in the study. The
aetiologies of the frontal lesions were as follows: stroke (CVA,
n¼17); high-grade tumours (n¼15); low-grade tumours (n¼14);
and meningioma (n¼22). Thirty seven frontal patients had left
hemisphere lesions and 31 had right hemisphere lesions. The
mean time between damage and assessment for the frontal pa-
tients was 16.41 months (standard deviation (SD)¼33.80 months).
Five frontal patients had reported hemiparesis and 3 frontal pa-
tients had hemianopia. Other clinical and cognitive aspects of the
frontal patients have been previously reported (MacPherson et al.,
2010; Robinson et al., 2012, 2015; Murphy et al., 2013). Im-
portantly for the current study, we have previously documented
no significant differences in the performance of CVA, high- or low-
grade tumour, or meningioma on the Raven's Advanced Pro-
gressive Matrices, Stroop Colour-Word and Graded Naming Tests.
This suggests that the grouping together of frontal patients with
different aetiologies is methodologically justifiable (Cipolotti et al.,
2015).

The aetiologies of the non-frontal patients were as follows:
stroke (CVA, n¼13); high-grade tumours (n¼10); low-grade tu-
mours (n¼10); and meningioma (n¼12). Twenty-two non-frontal
patients had left hemisphere lesions and 23 had right hemisphere
lesions. The mean time between damage and assessment for the
non-frontal patients was 17.40 months (SD¼38.46 months). Three
non-frontal patients had reported hemiparesis and 6 non-frontal
patients had hemianopia.

Data from 52 healthy controls (HC) who did not significantly
differ from the frontal and non-frontal patients in terms of age,
gender, NART IQ and years of education were also reviewed (see
Section 2.4.1). The study was approved by the National Hospital for
Neurology and Neurosurgery and the Institute of Neurology joint
Research Ethics Committee (UK).

2.2. Cognitive investigation

We retrospectively reviewed the cognitive performance of the
patients and healthy controls on a single assessment comprising of
well-known tests with published standardised normative data. For
the frontal patients and healthy controls data was available on the
following tests: National Adult Reading Test (NART; Nelson, 1982)
used to estimate optimal pre-morbid functioning; the Raven's
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Advanced Progressive Matrices (RAPM; Arthur and Day, 1994))
which assesses non-verbal abstract reasoning; the Stroop test to
assess response inhibition (Stroop; Trenerry et al., 1989); the
Graded Naming Test (GNT; McKenna and Warrington, 1980) to
assess nominal functions; and the Incomplete Letters test (IL;
Warrington and James, 1991) to assess perceptual functions. Data
for the NART, RAPM and GNT were available for all 68 frontal
patients, while data for the IL test and Stroop test were available
for 65 and 42 frontal patients respectively.

For the 45 non-frontal patients, data were available for the
NART, RAPM and GNT. Data for the NART, RAPM, GNT, IL and
Stroop were available for 52 HC (see test descriptions in S1 of the
Supplementary materials). The listwise deletion method was used
so no substitutions were made to the data. Missing values analyses
were conduct (see Supplementary materials: S2). The results of
these analyses satisfied the assumptions of Missing Completely at
Random.

2.3. Neuroimaging investigation

For 62 out of 68 frontal patients, MRI (n¼46) or CT scans
(n¼16) were available for analysis. One patient scan was excluded
from the analysis due to movement artefacts. All scans were re-
viewed by two independent neurologists (MB and BS) who were
blind to the medical history of each patient. Brain MRI scans were
obtained on systems operated at 0.5, 1.5 or 3 T and included the
acquisition of an axial dual-echo (DE), an axial fluid attenuated
inversion recovery (FLAIR), and an axial and coronal T1-weighted
scan. CT scans were obtained using spiral CT systems, with axial
images acquired with an effective slice thickness of 5 mm and
pitch of 1.5. Only T1-weighted MRI scans (or CT scans when MRI
was not available) were used for the assessment of frontal lesions.
DE and FLAIR images were used for the assessment of global brain
atrophy and non-specific WMA.

For the non-frontal patients, only clinical neuroradiological
reports based either on MRI or CT scans were available. This in-
formation was sufficient to localise the patients' unilateral lesion
to the left or right posterior regions. No further analysis was
possible.

2.3.1. Investigation of the frontal lesions
The exclusion criteria and lesion assessment guidelines were

based on detailed anatomical localisation methods using standard
atlases (Duvernoy, 1991). All frontal lesions could only involve, and
not extend beyond, the frontal lobe. The lesion localisation method
is described in detail in Robinson et al. (2012). Briefly, each frontal
patient was coded for the presence of lesion and oedema in each
hemisphere in the anterior and posterior portion of 9 left and
9 right frontal subregions (18 subregions in total). A subregion was
only coded as damaged if at least 25% was affected. To compare
whether left and right frontal lobe lesions impact on cognitive
performance differently, we merged the 9 left and the 9 right brain
subregions and divided the patients into two groups: left and right
frontal according to which hemisphere was damaged (see Section
2.4.2).

To investigate whether the number of patients with lesions in
the different frontal areas varied, we employed the grouping
method previously adopted by Stuss et al. (1998), Stuss at al.
(2005), Murphy et al. (2013), MacPherson et al. (2010), Robinson
et al. (2015) and Cipolotti et al. (2015). Lesions in the prefrontal
subregions were grouped together to define the primary lesion
site in one of four main areas: medial, left lateral, right lateral and
orbitofrontal. For these four areas, the primary lesion site was
defined as either a) damage restricted to the cortical subregions
that defined the area, or b) damage affecting at least three cortical
subregions used to define each area and no more than one other
subregion (secondary site) belonging to an adjacent area. Patients
with unilateral primary damage to the medial area had lesions in
the left/right cingulate gyrus (anterior/posterior), left/right sub-
genu, left/right medial and superior frontal gyrus (anterior/pos-
terior). These frontal subregions correspond to Brodmann areas: 6,
8, 9, 10, 23, 24, 32 and 33. Patients with damage to the lateral areas
(left or right) had lesions affecting the left or right lateral part of
the superior frontal gyrus (anterior/posterior), the left or right
middle frontal gyrus (anterior/posterior), and the left or right in-
ferior frontal gyrus (anterior/posterior). These frontal subregions
correspond to Brodmann areas 6, 8, 9 38, 44, 45, 46 and 47. Pa-
tients with damage to the orbitofrontal area had lesions in the left
or right orbital cortex (Brodmann areas 10 and 11).

2.3.2. Investigation of global brain atrophy
Visual quantification of global brain atrophy was assessed in

frontal patients using FLAIR or CT scans, according to the method
proposed by Scheltens et al. (1997). Scores ranged from:
0¼absence of atrophy; 1¼minimal atrophy; 2¼moderate atro-
phy; and 3¼severe atrophy. The consistency of the ratings be-
tween the two raters (MB and BS) and the internal consistency of
one of the rater (BS) were assessed. Inter- and intrarater reliability
coefficients were investigated using two-way mixed model inter/
intra-class correlation (CC; McGraw and Wong, 1996). We found
that the inter- and the Intra-CC were in the excellent range (inter-
CC¼ .979; intra-CC¼ .979; Cicchetti, 1994). Only for a small subset
of patients MRI and CT scans were available. The interreliability
coefficient between MRI and CT scans was assessed as above. We
found that the inter-CC was in the excellent range (inter-
CC¼ .882).

2.3.3. Investigation of white matter abnormalities (WMA)
To visually quantify WMA in frontal patients, we used the

commonly used Fazekas' rating scale (Fazekas et al., 1987). It in-
cludes two sub-scales; periventricular WM abnormality (i.e., PVA
sub-scale) and deep WM abnormality (i.e., DWMA sub-scale). We
examined WMA using a combined composite score (CWMA) of
these two subscales (i.e., the sum of the two scales; see Kearney-
Schwartz et al. (2009) and Sanossian et al. (2011)). For MRI scans,
WM abnormalities were defined as hyper-intense areas, detectable
on DE and/or FLAIR images. For CT scans, WM abnormalities were
defined as hypo-dense areas within the WM. Scores ranged from 0
– an absence of WM abnormalities, to 3 – the most severe degree
of WM abnormalities. Similar to the global brain atrophy, the in-
ter- and intra-rater reliability coefficients were investigated and
were in the excellent range (PVA: Inter-CC¼ .956; Intra-CC¼ .958;
DWMA: Inter-CC¼ .917; Intra-CC¼ .947). Again only for a small
subset of patients MRI and CT scans were available. We found the
Inter-CC was in the excellent range (PVA: Inter-CC¼ .857; DWMA:
Inter-CC¼1.0).

2.4. Statistical analyses

2.4.1. Demographic and clinical analyses
To investigate whether the frontal and non-frontal patients and

HC groups significantly differed in terms of age, NART IQ or years
of education ANOVAs were conducted. To investigate whether
there was a significant difference in terms of the gender ratio, a
chi-square test was used. To examine whether frontal and non-
frontal patients were matched for time between damage and as-
sessment, t-test analysis was used. Laterality of lesion and the
number of patients with hemiparesis and hemianopia were ana-
lysed using chi-square tests.

2.4.2. Cognitive analyses
The cognitive scores for all tasks were assessed for normality,



Table 1
Frontal patients, non-frontal patients and healthy controls: demographic and
clinical data.

Frontal
n¼68

Non-frontal
n¼45

Healthy con-
trols n¼52

x̄ Age (SD) 47.91*

(14.74)
51.19*

(13.53)
47.42*

(13.70)
Gender (Male/Female) 38/30 24/21 26/26
x̄ NART IQ (SD) 109.03

(10.42)
111.69
(9.50)

112.02
(9.04)

x̄ Years of education (SD) 13.17
(2.90)

13.52
(3.07)

13.81
(3.33)

Time between damage and
assessment (SD)

13.33þ

(24.55)
13.22þ

(27.69)
�

Hemisphere of lesion (left/
right)

37/31 22/23 �

Hemiparesis/Hemianopia
(No)

5/3 3/6 �

NART¼National Adult Reading Test, No¼number of participants, x̄¼mean,
SD¼standard deviation (in parentheses), *¼Years, þ¼Months, �¼Not applicable.
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homogeneity of variance and outliers. We only found a significant
difference in group variance for the Stroop test, with frontal pa-
tients demonstrating higher variance than controls. Therefore a
squared transformation (χ2) was performed on the data.

To examine whether there was an effect of lesion laterality on
cognitive performance, we investigated: (1) whether left and right
unilateral frontal patients and healthy controls were matched at
the time of testing for age, gender, NART IQ and years of education
using ANOVAs and chi square test in the case of gender (see
Supplementary material Table S1a), and (2) whether there was an
effect of laterality on the cognitive performance of left and right
unilateral frontal patients using ANCOVA and entering NART IQ
and years of education as covariates. We found no effect of later-
ality hence we grouped left and right frontal patients into one
frontal group (see S3 – for the cognitive performance of left and
right frontal patients and healthy controls, in Supplementary
material and Table S1b; for similar methodology, see Roca et al.
(2010)).

In our primary analysis (The Effect of Age on Cognitive Per-
formance), we analysed the effect of age using a procedure ori-
ginally developed by Woolgar et al. (2010) to predict IQ deficits
following frontal and parietal lesions. The authors estimated pre-
morbid scores on general intelligence tests from a multiple re-
gression equation derived from healthy controls, predicting IQ
scores from patient's age and NART IQ. Following the same pro-
cedure, we used healthy control data to derive multiple regression
equations to predict each patient's estimated premorbid score
based on age, years of education and NART IQ, for each cognitive
test (RAPM, Stroop, GNT and IL for frontal patients; RAPM, and
GNT for posterior patients). Each patient's post-morbid score was
then subtracted from his/her estimated premorbid score to pro-
duce a ‘discrepancy’ measure. A further linear regression analysis
was then conducted for each test to investigate the relationship
between age and discrepancy measures.

In a subsidiary analysis (Executive Performance across Three
Age Groups), we followed the procedure used by Kennedy and Raz
(2009) among others. We grouped our frontal patients and HC into
younger (20–45 years), middle-aged (46–60 years) and older (61–
80 years) age groups to further analyse executive performance.
This follows standard clinical practise based on the presupposition
that the effects of age on performance in patients may manifest in
middle as well as in old age (e.g. Warrington, 1984; 1996; Baddeley
et al., 1994; Wechsler, 1997; Cohn et al., 1984; Deary et al., 2009). It
is also in line with evidence suggesting that thinning of the cortex
occurs in middle age as well as old age (Salat et al., 2004) and that
increased rate of white matter abnormalities begins in the fifth
decade (Kennedy and Raz, 2009). To examine the demographic
and clinical variables of our three age groups we used t-tests for
age, chi-square test for gender and ANOVAs for NART and years of
education (see Table S2 in Supplementary materials). The perfor-
mance on the executive tasks was analysed using ANCOVAs, with
participant group (frontal patients versus HC) and age group
(younger, middle-aged and older) as independent variables. NART
and years of education were entered as covariates. All post-hoc
analyses were corrected for multiple comparisons (α¼ .017).

2.4.3. Neuroimaging analysis
2.4.3.1. Analysis of frontal lesions. Chi-square analyses were used to
investigate whether there were significant differences in the
number of patients with damage involving the four main frontal
areas: medial, left lateral, right lateral and orbito-frontal. All post-
hoc Chi-square analyses were corrected for multiple comparisons
(α¼ .0125).

2.4.3.2. Analysis of global brain atrophy. Linear regression analysis
was used to investigate the relationship between global brain
atrophy and age. Scores on the Schelthen's visual rating scale of
global brain atrophy was the outcome measure.

2.4.3.3. Analysis of white matter abnormalities. Linear regression
analysis was used to investigate the relationship between
white matter abnormalities and age. The composite score on
the Fazekas visual rating scale was the outcome measure
(CWMA¼PVAþDWMA).

2.4.4. Combined cognitive and neuroimaging analyses
We used forward linear regression analyses to investigate

whether age, specific frontal lesions locations (left and right lat-
eral, medial and orbito-frontal), global brain atrophy and WMA
predicted the discrepancy scores on the two executive tasks in
frontal patients.
3. Results

3.1. Demographic and clinical results

Frontal patients, non-frontal patients and healthy controls were
well matched for age (F (2, 162)¼1.018, p¼ .363), gender (χ2

(¼ .475, df¼2, p¼ .788), NART IQ (F (2, 162)¼1.703, p¼ .185) and
years of education (F (2, 162)¼ .181, p¼ .835). There was no sig-
nificant difference between frontal and non-frontal patients in
time between damage and assessment (t (96)¼ .021, p¼ .984), la-
terality of lesion (χ2¼ .331, df¼1, p¼ .565) or the number of pa-
tients with hemiparesis or hemianopia (χ2¼ .019, df¼1, p¼ .889
and χ2¼2.940, df¼1, p¼ .086, respectively; see Table 1).

3.1.1. Effect of age on cognitive performance results
Linear regression analyses were performed to investigate the

relationship between age and the discrepancy score for each
cognitive test. Discrepancy scores were calculated as the difference
between patients' post-morbid and estimated premorbid scores.

In the frontal patients, we found that age significantly pre-
dicted the discrepancy score for the RAPM (r2¼ .084, F (1, 66)¼
6.039, p¼ .017, α¼ .05) and the Stroop test (r2¼ .272, F (1, 40)¼
14.958, po .001, α¼ .05). In contrast, age did not predict the dis-
crepancy score for the GNT (r2¼ .029, F (1, 66)¼2.005, p¼ .161,
α¼ .05) or the IL (r2¼ .014, F (1, 63)¼0.884, p¼ .351 α¼ .05: see
Fig. 1). In the Supplementary materials, we report the relationship
between age and the discrepancy score and aetiology (i.e., stroke
and tumour; see Fig. S1).

In the non-frontal patients we found that age did not



Fig. 1. Frontal patients' discrepancy score as a function of age and the corresponding regression lines for each neuropsychological test. Legend: ◊¼frontal patients,
�¼ frontal patients regression line. Discrepancy score is reported on the y-axis and represents differences in absolute value for each test. 0 represents no discrepancy
between each patient's measured post-morbid score on cognitive tests compared with his/her estimated premorbid score. Larger negative values reflect greater decline in
performance from premorbid estimates.
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significantly predict the discrepancy score on the RAPM or GNT
(r2¼ .003, F (1, 43)¼ .124, p¼ .727, α¼ .05; r2¼ .008, F (1, 43)¼ .335,
p¼ .566, α¼ .05, respectively; see Fig. S2. in the Supplementary
materials).

3.1.2. Executive performance across the three age groups results
The younger, middle-aged and older frontal patients and HC

were matched for age, gender, NART and years of educations, al-
though the older participants had fewer years of education than
the younger participants. There was no significant difference in the
mean time between damage and assessment across the three age
groups (see Supplementary material S4 and Table S2).

We found a significant main effect of participant group on
performance on the RAPM and the Stroop test with frontal pa-
tients performing significantly more poorly than HC (F (1, 112)¼
15.174, po .001; F (2, 84)¼15.605, po .001, α¼ .05, respectively).

There was also a significant main effect of age group on both
tasks (F (2, 112)¼7.907, p¼ .001; F (2, 84)¼8.267, p¼ .001, α¼ .05
respectively). We found a marginal interaction between partici-
pant group and age group on the RAPM (F (2, 112)¼2.917, p¼ .058,
α¼ .05) and a significant interaction on the Stroop test (F (2, 84)¼
4.998, p¼ .009, α¼ .05). Post-hoc analysis revealed that older
participants performed significantly more poorly than younger
participants (RAPM; po .001; Stroop test: p¼ .001, α¼ .017, re-
spectively). Middle-aged participants tended to perform more
poorly than younger participants on the RAPM and Stroop tests
(p¼ .038 and p¼ .021, α¼ .017, respectively). Age group sig-
nificantly affected the performance of frontal patients on the
RAPM and Stroop test (F (2, 112)¼11.157, po .001; F (2, 84)¼
11.915, po .001, α¼ .017 respectively), but not in HC (F (2, 112)¼
1.490, p¼ .230; F (2, 84)¼0.777, p¼ .463, α¼ .017 respectively). We
performed post-hoc simple effects analyses and found that mid-
dle-aged and older frontal patients performed significantly more
poorly than their HC counterparts (RAPM: p¼ .001 and p¼ .01
α¼ .017, respectively; Stroop test: po .001 and p¼ .005 α¼ .017,
respectively) and significantly more poorly than younger patients
(RAPM: p¼ .016 and po .001, α¼ .017 respectively; Stroop test:
p¼ .001 and po .001, α¼ .017, respectively; see Fig. 2).
3.2. Neuroimaging results

3.2.1. Frontal lesions results
T1-weigthed MRI or CT scans were available for 61 out of the 68

frontal patients. There was a significant difference in the number
of patients with damage to the four main frontal areas (χ2¼13.317,
df¼3 p¼ .004). There were significantly more patients with medial
damage than patients with damage to left or right lateral areas
(medial versus left lateral; χ2¼11.849, df¼1, p¼ .001, α¼ .0125;
medial versus right lateral χ2¼7.449, df¼1, p¼ .006, α¼ .0125) and
a non-significant trend for damage to the orbitofrontal area
(medial versus orbitofrontal area χ2¼5.638, df¼1, p¼ .018,
α¼ .0125). There was no difference in the number of patients with
lesions in any of the other frontal areas (see Fig. 3).

3.2.2. Global brain atrophy results
DE/FLAIR or CT scans were available for 52 out of the frontal 62

patients. Regression analysis indicated that age significantly pre-
dicted the degree of global brain atrophy as quantified by Schel-
tens et al.'s (1997) scale (r2¼ .224, F (1, 50)¼14.396, po .001,
β¼ .020, α¼ .05).



Fig. 2. Means and standard deviations for the younger, middle-aged and older frontal patients (blue line) and healthy controls (purple line) on the executive test. Legend:
error bars represent 71 standard deviation. (For interpretation of the references to colour in this figure legend, the reader is referred to the web version of this article.)
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3.2.3. White matter abnormalities (WMA) results
The results of the regression analysis showed that age sig-

nificantly predicted WMA on the composite score (CWMA) ob-
tained by summing Fazekas's two white matter sub-scales
(CWMA¼PVAþDWMA; r2¼ .223, F (1, 50)¼14.025, po .001,
β¼ .041, α¼ .05).
Fig. 3. Percentage of patients with lesions in specific frontal areas projected on a stan
primary and secondary damage to lateral (right and left), medial and orbito frontal reg
3.3. Combined cognitive and neuroimaging results

The results of the forward linear regression analyses indicated
that only age significantly predicted the discrepancy scores on the
RAPM (r2¼ .111, F (1, 50)¼6.119, p¼ .017, β¼� .043, α¼ .025). Both
age and left lateral lesions predicted the discrepancy score on the
Stroop test (r2¼ .45, F (1, 31)¼12.822, po .001, Age β¼�1.24,
po .001; and Left lateral β¼�25.21, p¼ .002, α¼ .025). Global
dardised MNI template. Legend: shading illustrate the percentage of patients with
ions.
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atrophy, WMA and other frontal lesion locations did not sig-
nificantly predicted the discrepancy scores on the RAPM or the
Stroop test (p4 .05).
4. Discussion

We investigated the effect of age on the cognitive performance
of a large sample of patients with focal unilateral frontal or non-
frontal lesion and healthy controls. We reviewed participants' data
collected during a single cognitive assessment which included
executive (RAPM and Stroop test), nominal (GNT) and perceptual
(IL) tasks in the frontal and HC participants and an executive
(RAPM) and a nominal (GNT) task in the non-frontal patients. We
also reviewed the neuroimaging data available. Following the
procedure originally developed by Woolgar et al. (2010), to esti-
mate the magnitude of IQ deficit after frontal and non-frontal le-
sions, we found that age significantly predicted the magnitude of
the impairment on the two executive tests (RAPM and Stroop test)
in our frontal patients. However, age did not predict the magni-
tude of the impairment on the nominal and perceptual tasks.
Importantly, in the non-frontal patients, age did not predict the
magnitude of the impairment on the RAPM or GNT. These findings
suggest that age specifically exacerbates executive impairment
following frontal lesions.

Our results also demonstrated that age significantly predicted
the degree of global brain atrophy and WMA, a finding consistent
with previous studies in the literature (e.g., Raz et al., 2005; El-
derkin-Thompson et al., 2008; Gao et al., 2011). However, our
combined cognitive and neuroimaging analyses revealed that the
exacerbated executive impairment was not associated with lesions
to specific frontal subregions, or an increase in global brain atro-
phy or WMA. Only age significantly predicted the exacerbated
executive impairment. The only exception was the left lateral le-
sions, which together with age, were associated with impairment
on the Stroop task (e.g. Demakis, 2004).

Following suggestions that the effects of age on cognition and
brain anatomy may manifest in middle and in older age (e.g. Deary
et al., 2009), we also investigated executive performance across
three age groups in our frontal patients and healthy controls. We
found that middle aged and older frontal patients performed sig-
nificantly poorer than their corresponding middle aged and older
healthy controls as well as the younger frontal patients. Thus, it
appears that the exacerbated executive impairment following
frontal lesions manifests as early as from middle age. These find-
ings add to the handful of previous studies primarily involving
non-focal lesions reporting that age detrimentally impacts ex-
ecutive performance (e.g., Raymont et al., 2008; Alvarez and Em-
ory, 2006; Grafman et al., 1988). For example, Senathi-Raja et al.
(2010) reported disproportionately poorer executive performance
in older (455 years) than younger (35–54 years) TBI patients with
respect to healthy controls.

Our results are consistent with the notion commonly reported
in the literature regarding the critical role of the frontal lobes in
counteracting the effects of ageing. The influential STAC model
proposed that “…behaviour is maintained at a relatively high level
with age, despite neural challenges and functional deterioration,
due to continuous engagement of compensatory scaffolding – the
recruitment of additional circuitry that shores up declining
structure whose functioning has become noisy, ineffective or
both…” (Park and Reuter-Lorenz, 2009, p. 10; for review see
Reuter-Lorenz and Park (2014)). According to this model, healthy
aging adults rely extensively on scaffolding to compensate for the
decline in cognitive functioning associated with changes in brain
structure, neurochemistry and functional activation. The model
suggests that these brain scaffolding processes largely reside in the
prefrontal cortex. Functional neuroimaging studies have re-
peatedly reported an age-related reduction in posterior activity
coupled with increased frontal activity in healthy older adults. This
posterior–anterior shift in aging (PASA) has been typically attrib-
uted to functional compensation mechanisms (e.g., Grady et al.,
1994; Davis et al., 2008). Similarly the HAROLD model (Cabeza,
2002) suggests that prefrontal activity during cognitive perfor-
mance tends to be less lateralised in older than in younger adults
(e.g., Berlingeri et al., 2013) and this reduction in hemispheric
asymmetry may be due to compensatory mechanisms or a ded-
ifferentiation of prefrontal specialisation.

Our documented exacerbated executive decline in frontal pa-
tients, together with sparing of other cognitive abilities such as
nominal and perceptual functions is in line with the view that the
prefrontal cortex plays a critical role in aging to counteract cog-
nitive and neuronal decline. We would speculate that in our
middle aged and older frontal patients, the processing power
available within the frontal cortex falls below the threshold nee-
ded to successfully complete executive tasks due to the combined
effects of aging, frontal lesion and age-related abnormalities (e.g.,
Valenzuela et al., 2007; Raz et al., 2005).

Our findings are particularly relevant in the context of cognitive
rehabilitation. Expensive rehabilitation programmes for cognitive
impairments are becoming increasingly popular. However, to date
there is a paucity of reliable markers predicting cognitive out-
comes in individual patients. Previous research has indicated that
executive impairments predict rehabilitation participation, post-
rehabilitation functional status and long term cognitive impair-
ment following stroke (Skidmore et al., 2010; Galski et al., 1993;
Nys et al., 2005). Our study suggests that both lesion location and
age can exacerbate executive impairment which, in turn, may af-
fect long term cognitive outcomes. Thus, we would tentatively
suggest that age and frontal lesions may be two variables that
should be given careful consideration when weighing up inclusion
in cognitive rehabilitation programmes.

As far as we are aware our study represents the first in-
vestigation of the complex relationship between age, cognitive
performance and focal brain lesions in a large sample of patients
with unilateral frontal or non-frontal lesions and healthy controls.
Our findings are clinically relevant and contribute to the field of
abnormal ageing. It is of course subject to a number of important
methodological limitations. We retrospectively reviewed cross-
sectional data, thus some imaging and cognitive data were miss-
ing. It has been reported that cross-sectional studies have a limited
validity when investigating the relationship between age, brain
and cognition (e.g. Lindenberger et al., 2011; Maxwell and Cole,
2007; Raz and Lindenberger, 2011). Moreover, our missing data
may have resulted in a selection bias, although the results of our
missing value analyses suggest this is not the case. Thus, we ac-
knowledge that only limited conclusions can be drawn from our
study and there remain many outstanding questions. It also re-
mains possible that an exacerbated effect of age may occur in
other cognitive domains, such as memory, and in non-frontal pa-
tients, had they being more extensively investigated.

We should also consider a possible confound linked to the
cardiovascular health of our patients and healthy controls. Re-
grettably we did not have information available on parameters
such as hypertension and genetic variants associated with in-
creased risk of cardiovascular disease. These variables have been
linked with executive performance (e.g. perseverative errors on
the Wisconsin Card Sorting test) and with WMA (e.g. Raz et al.,
2003). However, we investigated the effect of age on cognitive
performance in our tumour and stroke frontal patients separately.
We found a significant or near significant effect for the larger tu-
mour group and a significant effect for the much smaller stroke
group on the Stroop test but not on the RAPM. Of note too is the
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finding that the effect of age on the RAPM in the non-frontal
stroke and tumour patients was far from significant. These find-
ings suggest that the cardiovascular health of our patients and
healthy controls, although an important factor, is unlikely to be a
major confound in our study.

In our study we cannot disambiguate the effect that age of le-
sion onset can have on performance, since the interval between
time of damage and cognitive assessment in our patients was ra-
ther short (on average approximately only 13 months). Similarly,
we cannot ascertain the compounding effect of years of life spent
with a disability. However, we do note that there was no sig-
nificant difference in terms of years of living with brain damage,
and the incidence of hemiparesis and hemianopia between frontal
and non-frontal patients. Despite this, age only significantly ex-
acerbated executive impairment in our frontal patients.

As our original aim was to review the cognitive data of a large
sample of frontal and non-frontal patients we included patients
with clinical MRI scans of differing quality or CT scans. While this
allowed us to localise lesions the left or right hemisphere for all
patients, these imaging methods only allowed us to further ana-
lyse the primary lesion site of our frontal patients. Ratings of
global brain atrophy and white matter abnormalities could also
only be undertaken for the frontal patients. Future studies should
investigate longitudinally the complex relationship between age,
focal lesions size and location, atrophy and WMA on a wider range
of cognitive tasks.

In conclusion, we suggest that age exacerbates the effect of
frontal lesions on executive functioning. In our view, it is the
computational power of the relevant frontal cortical systems that
is probably the most critical variable. The combined effect of
frontal lesions and ageing causes the computational power to fall
below the threshold needed to successfully complete executive
tasks.
Acknowledgements

This work was supported by the Welcome Trust Grant (089231/
A/09/Z). This work was undertaken at UCLH/UCL, which received a
proportion of funding from the Department of Health's National
Institute for Health Research Biomedical Research Centre's funding
scheme.
Appendix A. Supplementary information

Supplementary data associated with this article can be found in
the online version at http://dx.doi.org/10.1016/j.neuropsychologia.
2015.06.011.
References

Alvarez, J.A., Emory, E., 2006. Executive function and the frontal lobes: a meta-
analytic review. Neuropsychol. Rev. 16, 17–42.

Appelros, P., Nydevik, I., Viitanen, M., 2003. Poor outcome after first-ever stroke
predictors for death, dependency, and recurrent stroke within the first year.
Stroke 34, 122–126.

Arthur, W., Day, D.V., 1994. Development of a short form for the Raven Advanced
Progressive Matrices Test. Educational and Psychological measurement (54),
394–403.

Baddeley, A.D., Emslie, H., Nimmo-Smith, I., 1994. The doors and people test.
Thames Valley Test Company, Bury St. Edmunds, UK.

Berlingeri, M., Danelli, L., Bottini, G., Sberna, M., Paulesu, E., 2013. Reassessing the
HAROLD model: is the hemispheric asymmetry reduction in older adults a
special case of compensatory-related utilisation of neural circuits? Exp. Brain
Res. 224, 393–410.

Buckner, R.L., 2004. Memory and executive function in aging and AD: multiple
factors that cause decline and reserve factors that compensate. Neuron 44,
195–208.
Cabeza, R., Dennis, N.A., 2013. Frontal lobes and aging: deterioration and com-

pensation. In: Stuss, D.T., Knight, R.T. (Eds.), Principles of Frontal Lobe Function,
2nd edition Oxford University Press, New York.

Cabeza, R., 2002. Hemispheric asymmetry reduction in older adults: the HAROLD
model. Psychol. Aging 17, 85.

Cardenas, V.A., Chao, L.L., Studholme, C., Yaffe, K., Miller, B.L., Madison, C., et al.,
2011. Brain atrophy associated with baseline and longitudinal measures of
cognition. Neurobiol. Aging 32, 572–580.

Chan, E., Khan, S., Oliver, R., Gill, S.K., Werring, D.J., Cipolotti, L., 2014. Under-
estimation of cognitive impairments by the montreal cognitive assessment
(MoCA) in an acute stroke unit population. J. Neurol. Sci. 343, 176–179.

Cicchetti, D.V., 1994. Guidelines, criteria, and rules of thumb for evaluating normed
and standardized assessment instruments in psychology. Psychol. Assess. 6 (4),
284.

Cipolotti, L., Healy, C., Chan, E., Bolsover, F., Lecce, F., White, M., et al., 2015. The
impact of different aetiologies on the performance of frontal patients on cog-
nitive tasks. Neuropsychologia 68, 21–30.

Cohn, N.B., Dustman, R.E., Bradford, D.C., 1984. Age‐related decrements in Stroop
color test performance. J. Clin. Psychol. 40 (5), 1244–1250.

Corkin, S., Rosen, T.J., Sullivan, E.V., Clegg, R.A., 1989. Penetrating head injury in
young adulthood exacerbates cognitive decline in later years. J. Neurosci. 9,
3876–3883.

Craik, F.I.M., 1986. A functional account of age differences in memory. In: Klix, F.,
Hagendorf, H. (Eds.), Human Memory and Cognitive Capabilities: Mechanisms
and Performances. Elsevier Science Publishers, Amsterdam, pp. 409–422.

Davis, S.W., Dennis, N.A., Daselaar, S.M., Fleck, M.S., Cabeza, R., 2008. Que PASA?
The posterior–anterior shift in aging. Cereb. Cortex 18, 1201–1209.

Deary, I.J., Corley, J., Gow, A.J., Harris, S.E., Houlihan, L.M., Marioni, R.E., Starr, J.M.,
2009. Age-associated cognitive decline. Br. Med. Bull. 92 (1), 135–152.

Debette, S., Markus, H.S., 2010. The clinical importance of white matter hyper-
intensities on brain magnetic resonance imaging: systematic review and meta-
analysis. Br. Med. J. 341, c3666.

Demakis, G.J., 2004. Frontal lobe damage and tests of executive processing: a meta-
analysis of the category test, stroop test, and trail-making test. Journal of
Clinical and Experimental Neuropsychology 26 (3), 441–450.

Duvernoy, H.M., 1991. The Human Brain: Structure, Three-Dimensional Sectional
Anatomy and MRI. Springer-Verlag, New York.

Elderkin-Thompson, V., Ballmaier, M., Hellemann, G., Pham, D., Kumar, A., 2008.
Executive function and MRI prefrontal volumes among healthy older adults.
Neuropsychology 22, 626.

Fazekas, F., Chawluk, J.B., Alavi, A., Hurtig, H.I., Zimmerman, R.A., 1987. MR signal
abnormalities at 1.5 T in Alzheimer's dementia and normal aging. Am. J.
Roentgenol. 149, 351–356.

Fjell, A.M., Walhovd, K.B., Fennema-Notestine, C., McEvoy, L.K., Hagler, D.J., Holland,
D., et al., 2009. One-year brain atrophy evident in healthy aging. J. Neurosci. 29,
15223–15231.

Gao, F.Q., Swartz, R.H., Scheltens, P., Leibovitch, F.S., Kiss, A., Honjo, K., Black, S.E.,
2011. Complexity of MRI white matter hyperintensity assessments in relation to
cognition in aging and dementia from the Sunnybrook dementia study. J. Alz-
heimers Dis. 26, 379–388.

Galski, T., Bruno, R.L., Zorowitz, R., Walker, J., 1993. Predicting length of stay,
functional outcome, and aftercare in the rehabilitation of stroke patients. The
dominant role of higher-order cognition. Stroke 24 (12), 1794–1800.

Grady, C.L., Maisog, J.M., Horwitz, B., Ungerleider, L.G., Mentis, M.J., Salerno, J.A.,
et al., 1994. Age-related changes in cortical blood flow activation during pro-
cessing of faces and location. J. Neurosci. 14, 1450–1462.

Grafman, J., Jonas, B.S., Martin, A., Weingartner, A.M., Weingartner, H., Ludlow, C.,
Vance, S.C., 1988. Intellectual function following penetrating head injury in
Vietnam veterans. Brain 111 (1), 169–184.

Gunning-Dixon, F.M., Raz, N., 2003. Neuroanatomical correlates of selected execu-
tive functions in middle-aged and older adults: a prospective MRI study.
Neuropsychologia 41, 1929–1941.

Head, D., Kennedy, K.M., Rodrigue, K.M., Raz, N., 2009. Age differences in perse-
veration: cognitive and neuroanatomical mediators of performance on the
Wisconsin card sorting test. Neuropsychologia 47 (4), 1200–1203.

Jokinen, H., Kalska, H., Mäntylä, R., Ylikoski, R., Hietanen, M., Pohjasvaara, T., et al.,
2005. White matter hyperintensities as a predictor of neuropsychological def-
icits post-stroke. J. Neurol. Neurosurg. Psychiatry 76, 1229–1233.

Kaleita, T.A., Wellisch, D.K., Cloughesy, T.F., Ford, J.M., Freeman, D., Belin, T.R.,
Goldman, J., 2004. Prediction of neurocognitive outcome in adult brain tumor
patients. J. Neurooncol. 67, 245–253.

Kearney-Schwartz, A., Rossignol, P., Bracard, S., Felblinger, J., Fay, R., Boivin, J.M.,
et al., 2009. Vascular structure and function is correlated to cognitive perfor-
mance and white matter hyperintensities in older hypertensive patients with
subjective memory complaints. Stroke 40, 1229–1236.

Kennedy, K.M., Raz, N., 2009. Aging white matter and cognition: differential effects
of regional variations in diffusion properties on memory, executive functions,
and speed. Neuropsychologia 47 (3), 916–927.

Klein, M., Houx, P.J., Jolles, J., 1996. Long-term persisting cognitive sequelae of
traumatic brain injury and the effect of age. J. Nerv. Ment. Dis. 184, 459–467.

Kooistra, M., Geerlings, M.I., van der Graaf, Y., Mali, W.P., Vincken, K.L., Kappelle, L.J.,
et al., 2014. Vascular brain lesions, brain atrophy, and cognitive decline. The
second manifestations of ARTerial disease—magnetic resonance (SMART-MR)
study. Neurobiol. Aging 35, 35–41.

Lindenberger, U., Von Oertzen, T., Ghisletta, P., Hertzog, C., 2011. Cross-sectional age

http://dx.doi.org/10.1016/j.neuropsychologia.2015.06.011
http://dx.doi.org/10.1016/j.neuropsychologia.2015.06.011
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref1
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref1
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref1
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref2
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref2
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref2
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref2
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref356
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref356
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref356
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref356
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref3
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref3
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref4
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref4
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref4
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref4
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref4
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref5
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref5
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref5
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref5
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref6
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref6
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref6
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref7
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref7
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref8
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref8
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref8
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref8
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref9
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref9
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref9
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref9
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref10
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref10
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref10
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref11
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref11
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref11
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref11
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref12
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref12
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref12
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref13
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref13
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref13
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref13
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref14
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref14
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref14
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref14
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref15
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref15
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref15
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref16
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref16
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref16
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref17
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref17
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref17
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref718
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref718
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref718
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref718
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref18
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref18
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref19
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref19
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref19
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref20
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref20
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref20
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref20
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref20
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref20
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref21
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref21
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref21
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref21
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref22
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref22
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref22
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref22
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref22
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref23
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref23
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref23
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref23
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref24
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref24
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref24
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref24
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref625
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref625
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref625
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref625
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref25
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref25
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref25
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref25
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref26
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref26
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref26
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref26
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref28
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref28
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref28
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref28
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref29
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref29
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref29
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref29
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref30
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref30
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref30
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref30
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref30
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref31
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref31
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref31
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref31
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref32
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref32
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref32
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref33
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref33
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref33
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref33
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref33
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref34


L. Cipolotti et al. / Neuropsychologia 75 (2015) 233–241 241
variance extraction: what's change got to do with it? Psychol. Aging 26 (1), 34.
MacPherson, S.E., Phillips, L.H., Della Sala, S., 2002. Age, executive function and

social decision making: a dorsolateral prefrontal theory of cognitive aging.
Psychol. Aging 17, 598.

MacPherson, S.E., Turner, M.S., Bozzali, M., Cipolotti, L., Shallice, T., 2010. Frontal
subregions mediating elevator counting task performance. Neuropsychologia
48, 3679–3682.

Matsuo, K., Mizuno, T., Yamada, K., Akazawa, K., Kasai, T., Kondo, M., et al., 2008.
Cerebral white matter damage in frontotemporal dementia assessed by diffu-
sion tensor tractography. Neuroradiology 50, 605–611.

Maxwell, S.E., Cole, D.A., 2007. Bias in cross-sectional analyses of longitudinal
mediation. Psychol. Methods 12 (1), 23.

McGraw, K.O., Wong, S.P., 1996. Forming inferences about some intraclass corre-
lation coefficients. Psychol. Methods 1 (1), 30.

McKenna, P., Warrington, E.K., 1980. Testing for nominal dysphasia. J. Neurol.
Neurosurg. Psychiatry 43, 781–788.

Murphy, P., Shallice, T., Robinson, G., MacPherson, S.E., Turner, M., Woollett, K.,
et al., 2013. Impairments in proverb interpretation following focal frontal lobe
lesions. Neuropsychologia 51, 2075–2086.

Nagahama, Y., Fukuyama, H., Yamauchi, H., Katsumi, Y., Magata, Y., Shibasaki, H.,
Kimura, J., 1997. Age-related changes in cerebral blood flow activation during a
card sorting test. Exp. Brain Res. 114, 571–577.

Nakayama, H., Jørgensen, H.S., Raaschou, H.O., Olsen, T.S., 1994. The influence of age
on stroke outcome. The Copenhagen Stroke study. Stroke 25, 808–813.

Nelson, H.E., 1982. National Adult Reading Test (NART): For the Assessment of
Premorbid Intelligence in Patients with Dementia: Test Manual. NFER-Nelson.

Nys, G.M.S., Van Zandvoort, M.J.E., De Kort, P.L.M., Van der Worp, H.B., Jansen, B.P.
W., Algra, A., Kappelle, L.J., 2005. The prognostic value of domain-specific
cognitive abilities in acute first-ever stroke. Neurology 64 (5), 821–827.

O’Sullivan, M.R.C.P., Jones, D.K., Summers, P.E., Morris, R.G., Williams, S.C.R., Markus,
H.S., 2001. Evidence for cortical “disconnection” as a mechanism of age-related
cognitive decline. Neurology 57, 632–638.

Oksala, N.K.J., Jokinen, H., Melkas, S., Oksala, A., Pohjasvaara, T., Hietanen, M., et al.,
2009. Cognitive impairment predicts poststroke death in long-term follow-up.
J. Neurol. Neurosurg. Psychiatry 80, 1230–1235.

Pachana, N.A., Boone, K.B., Miller, B.L., Cummings, J.L., Berman, N., 1996. Compar-
ison of neuropsychological functioning in Alzheimer's disease and fronto-
temporal dementia. J. Int. Neuropsychol. Soc. 2, 505–510.

Park, D.C., Reuter-Lorenz, P., 2009. The adaptive brain: aging and neurocognitive
scaffolding. Annu. Review Psychol. 60, 173.

Patel, M.D., Coshall, C., Rudd, A.G., Wolfe, C.D., 2002. Cognitive impairment after
stroke: clinical determinants and its associations with long‐term stroke out-
comes. J. Am. Geriatr. Soc. 50, 700–706.

Pohjasvaara, T., Leskelä, M., Vataja, R., Kalska, H., Ylikoski, R., Hietanen, M., Erkin-
juntti, T., 2002. Post‐stroke depression, executive dysfunction and functional
outcome. European Journal of Neurology 9 (3), 269–275.

Raven, J.C., 1976. Manual for the Advanced Progressive Matrices: Set 1.
Raymont, V., Greathouse, A., Reding, K., Lipsky, R., Salazar, A., Grafman, J., 2008.

Demographic, structural and genetic predictors of late cognitive decline after
penetrating head injury. Brain 131, 543–558.

Raz N., Lindenberger U., 2011. Only time will tell: Cross-sectional studies offer no
solution to the age–brain–cognition triangle: Comment on Salthouse (2011).

Raz, N., Lindenberger, U., Rodrigue, K.M., Kennedy, K.M., Head, D., Williamson, A.,
et al., 2005. Regional brain changes in aging healthy adults: general trends,
individual differences and modifiers. Cereb. Cortex 15, 1676–1689.

Raz, N., Rodrigue, K.M., Acker, J.D., 2003. Hypertension and the brain: vulnerability
of the prefrontal regions and executive functions. Behavioral neuroscience 117
(6), 1169.

Raz, N., Rodrigue, K.M., Kennedy, K.M., Acker, J.D., 2007. Vascular health and
longitudinal changes in brain and cognition in middle-aged and older adults.
Neuropsychology 21, 149.

Reuter-Lorenz, P.A., Park, D.C., 2014. How does it STAC up? Revisiting the scaffolding
theory of aging and cognition. Neuropsychol. Rev. 24 (3), 355–370.

Robinson, G., Shallice, T., Bozzali, M., Cipolotti, L., 2012. The differing roles of the
frontal cortex in fluency tests. Brain 135 (7), 2202–2214.
Robinson, G.A., Cipolotti, L., Walker, D.G., Biggs, V., Bozzali, M., Shallice, T., 2015.

Verbal suppression and strategy use: a role for the right lateral prefrontal
cortex? Brain 138 (4), 1084–1096.

Roca, M., Parr, A., Thompson, R., Woolgar, A., Torralva, T., Antoun, N., et al., 2010.
Executive function and fluid intelligence after frontal lobe lesions. Brain 133,
234–247.

Salat, D.H., Buckner, R.L., Snyder, A.Z., Greve, D.N., Desikan, R.S., Busa, E., Fischl, B.,
2004. Thinning of the cerebral cortex in aging. Cereb. Cortex 14 (7), 721–730.

Salthouse, T.A., 2011. Neuroanatomical substrates of age-related cognitive decline.
Psychol. Bull. 137, 753.

Sanossian, N., Ovbiagele, B., Saver, J.L., Alger, J.R., Starkman, S., Kim, D., et al., 2011.
Leukoaraiosis and collaterals in acute ischemic stroke. J. Neuroimaging 21,
232–235.

Scheltens, P., Launer, L.J., Barkhof, F., Weinstein, H.C., Jonker, C., 1997. The diagnostic
value of magnetic resonance imaging and technetium 99m-HMPAO single-
photon-emission computed tomography for the diagnosis of Alzheimer disease
in a community-dwelling elderly population. Alzheimer Dis. Assoc. Disord. 11
(2), 63–70.

Senathi-Raja, D., Ponsford, J., Schönberger, M., 2010. Impact of age on long-term
cognitive function after traumatic brain injury. Neuropsychology 24, 336.

Skidmore, E.R., Whyte, E.M., Holm, M.B., Becker, J.T., Butters, M.A., Dew, M.A., Lenze,
E.J., 2010. Cognitive and affective predictors of rehabilitation participation after
stroke. Arch. Phys. Med. Rehabil. 91 (2), 203–207.

Stuss, D.T., Alexander, M.P., Shallice, T., Picton, T.W., Binns, M.A., Macdonald, R.,
2005. Multiple frontal systems controlling response speed. Neuropsychologia
43 (3), 396–417.

Stuss, D.T., Alexander, M.P., Hamer, L., Palumbo, C., Dempster, R., Binns, M., et al.,
1998. The effects of focal anterior and posterior brain lesions on verbal fluency.
J. Int. Neuropsychol. Soc. 4, 265–278.

Sullivan, E.V., Pfefferbaum, A., 2006. Diffusion tensor imaging and aging. Neurosci.
Biobehav. Rev. 30, 749–761.

Trenerry, M.R., Crosson, B., DeBoe, J., Leber, W.R., 1989. Stroop Neuropsychological
Screening Test: Manual. Psychological Assessment Resources (PAR), Odessa, FL.

Valenzuela, M.J., Breakspear, M., Sachdev, P., 2007. Complex mental activity and the
aging brain: molecular, cellular and cortical network mechanisms. Brain Res.
Rev. 56, 198–213.

Van Petten, C., Plante, E., Davidson, P.S., Kuo, T.Y., Bajuscak, L., Glisky, E.L., 2004.
Memory and executive function in older adults: relationships with temporal
and prefrontal gray matter volumes and white matter hyperintensities. Neu-
ropsychologia 42, 1313–1335.

Warrington, E.K., 1996. The Camden Memory Tests Manual, Vol. 1. Psychology
Press.

Warrington, E.K., 1984. Recognition Memory Test: Rmt.(Words). Test Booklet 1.
NFER-Nelson Publishing Company, Windsor, England.

Warrington, E.K., James, M., 1991. VOSP Visual Object and Space Perception Test
Battery. TVTC Thames Valley Test Company, Bury St Edmunds, UK.

Wechsler, D., 1981. Manual for the adult intelligence scale-revised. Psychological
Corporation, New York.

Wechsler, D., 1997. Wechsler Memory Scale-Revised. Psychological Corporation,
London.

West, R., Murphy, K.J., Armilio, M.L., Craik, F.I., Stuss, D.T., 2002. Lapses of intention
and performance variability reveal age-related increases in fluctuations of ex-
ecutive control. Brain Cogn. 49, 402–419.

Woolgar, A., Parr, A., Cusack, R., Thompson, R., Nimmo-Smith, I., Torralva, T., Dun-
can, J., 2010. Fluid intelligence loss linked to restricted regions of damage
within frontal and parietal cortex. Proc. Natl. Acad. Sci. USA 107 (33),
14899–14902.

Yoshii, Y., Tominaga, D., Sugimoto, K., Tsuchida, Y., Hyodo, A., Yonaha, H., Kushi, S.,
2008. Cognitive function of patients with brain tumor in pre-and postoperative
stage. Surg. Neurol. 69, 51–61.

http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref34
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref35
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref35
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref35
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref36
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref36
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref36
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref36
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref37
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref37
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref37
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref37
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref38
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref38
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref39
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref39
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref40
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref40
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref40
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref41
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref41
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref41
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref41
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref42
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref42
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref42
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref42
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref43
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref43
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref43
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref44
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref44
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref45
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref45
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref45
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref45
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref46
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref46
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref46
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref46
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref47
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref47
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref47
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref47
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref48
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref48
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref48
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref48
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref49
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref49
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref50
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref50
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref50
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref50
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref551
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref551
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref551
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref551
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref51
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref51
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref51
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref51
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref52
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref52
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref52
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref52
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref653
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref653
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref653
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref53
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref53
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref53
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref54
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref54
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref54
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref55
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref55
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref55
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref56
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref56
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref56
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref56
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref57
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref57
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref57
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref57
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref58
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref58
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref58
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref59
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref59
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref60
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref60
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref60
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref60
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref61
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref61
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref61
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref61
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref61
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref61
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref62
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref62
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref63
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref63
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref63
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref63
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref963
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref963
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref963
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref963
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref66
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref66
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref66
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref66
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref67
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref67
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref67
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref68
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref68
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref69
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref69
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref69
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref69
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref70
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref70
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref70
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref70
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref70
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref71
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref71
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref72
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref72
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref73
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref73
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref74
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref74
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref75
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref75
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref76
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref76
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref76
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref76
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref77
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref77
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref77
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref77
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref77
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref78
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref78
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref78
http://refhub.elsevier.com/S0028-3932(15)30058-0/sbref78

	The effect of age on cognitive performance of frontal patients
	Introduction
	Methods
	Participants
	Cognitive investigation
	Neuroimaging investigation
	Investigation of the frontal lesions
	Investigation of global brain atrophy
	Investigation of white matter abnormalities (WMA)

	Statistical analyses
	Demographic and clinical analyses
	Cognitive analyses
	Neuroimaging analysis
	Analysis of frontal lesions
	Analysis of global brain atrophy
	Analysis of white matter abnormalities

	Combined cognitive and neuroimaging analyses


	Results
	Demographic and clinical results
	Effect of age on cognitive performance results
	Executive performance across the three age groups results

	Neuroimaging results
	Frontal lesions results
	Global brain atrophy results
	White matter abnormalities (WMA) results

	Combined cognitive and neuroimaging results

	Discussion
	Acknowledgements
	Supplementary information
	References




