The methodological question: Is it feasible to collect high quality, high-frequency cognitive and patient reported outcome data
remotely in transdiagnostic studies?

Background

In recognition of the frequency of specific symptoms across disorders, there has been an increase in transdiagnostic approaches to digital biomarker
discovery. Cognitive impairment, as a core pillar of the National Institute of Mental Health Research Domain Criteriq, is a key target for transdiagnostic
drug development.

Cognition can be measured briefly and repeatedly in decentralised clinical trials and has known associations with other transdiagnostic symptoms
such as sleep disruption and fatigue. Adherence to high-frequency testing is important for reliable data capture and biomarker discovery.

We investigated adherence to high-frequency testing across six patient groups: Huntington's and Parkinson’s disease (neurodegenerative disease,
NDD) as well as primary Sjogren's syndrome, rheumatoid arthritis and systemic lupus erythematosus (immune-mediate inflasnmatory disease, IMID)
as part of the IDEA-FAST consortium that is investigating objective digital biomarkers of fatigue and sleep disturbance.
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Table 1: Demographics across cohorts. MOCA — Montreal Cognitive Assessment; ESS — Epworth Sleepiness Scale; PSQI-

Pittsburgh Sleep Quality Index; Godin-Shephard Leisure-Time Physical Activity Questionnaire. NA indicated missing data Figbure 4 Representoéionkof Cimplionce across tasks (PVT — psychomotor vigilance task; DST - digit symbol
substitution, NBX, - nback task.
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PD- Parkinson'’s Disease, HD — Huntington’s Disease, PSS- primary Sjogren’'s syndrome, RA- rheumatoid arthritis and SLE-
systemic lupus erythematosus
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