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ABSTRACT

Introduction There has been a growing interest towards
cognitive-training programmes to improve cognition

and prevent cognitive impairment despite discrepant
findings. Physical activity has been recognised in
maintaining or improving cognitive ability. Based on a
psychoneurophysiological approach, physiological indexes
should partly determine neuronal dynamics and influence
cognition as any effects of cognitive training. This study’s
primary aim was to examine if improved physiological
indexes predict improved cognitive variables in the context
of a clinical intervention programme for type 2 diabetes
(T2D).

Method and analysis PhyCog will be a 22-week
randomised controlled trial comparing cognitive
performance between three arms: (1) physical activity

(1 month), a 15-day wash-out, then cognitive training (1
month), (2) cognitive training (1 month), a 15-day wash-
out and physical activity (1 month), and (3) an active
breathing condition (psychoeducation and resonance
frequency breathing for 1 month), then a 15-day wash-
out, and combined physical activity and cognitive training
(1 month), allowing to determine the most effective
intervention to prevent cognitive impairment associated
with T2D. All participants will be observed for 3 months
following the intervention. The study will include a total of
81 patients with T2D.

Cognitive performance and physiological variables will

be assessed at baseline (week 0—WO0), during the
washout (W5, 72-96 hours after week 4), at the end of
the intervention (W10), and at the end of the follow-up
(W22). The main variables of interest will be executive
function, memory and attention. Physiological testing

will involve allostatic load such as heart rate variability,
microcirculation, cortisol and dehydroepiandrosterone
sulfate levels. Sociodemographic and body composition
will also be a consideration. Assessors will all be blinded to
outcomes. To test the primary hypothesis, the relationship
between improvement in physiological variables and
improvement in cognitive variables (executive, memory
and attention) will be collected.

Ethics and dissemination This protocol was approved
by the Est Il French Ethics Committee (2020-A03228-31).
Results will be published in peer-reviewed journals.

Trial registration number NCT04915339.

Strengths and limitations of this study

“WybLAdoo Ag pajosjold 1senb Aq 220z ‘62 1aquianoN uo /wod*fwg uadolwg//:dny wouy papeojumoq "220z AINC T UO 250090-T202-uadolwa/9eTT 0T se paysiiand sy :uado NG

= This study will propose a unique cross-disciplinary
approach with a design testing different combina-
tions of individualised physical and cognitive train-
ing in type 2 diabetes (T2D).

= The exhaustive neuropsychological test battery and
physiological testing will be administrated four times
in a within-subjects design in a 3-month follow-up
with blinded assessors and participants.

= Physical activity and cognitive exercise at home will
be prescribed using a computerised application, de-
signed to improve cognitive impairment related to
T2D.

= Alonger follow-up period may be required to assess
the adherence and whether the intervention effects
will be maintained in the long term.

= Although the home-based intervention is essential in
this study, several parameters cannot be controlled.

INTRODUCTION

The assumption that general cognitive ability
can be enhanced by practising cognitive tasks
or intellectually demanding activities makes
cognitive training one of the most influen-
tial topics in psychology and neuroscience.
The past two decades have seen a growing
interest towards designing and implementing
cognitive-training programmes to improve
cognitive abilities and prevent cognitive
impairment associated with age' or chronic
diseases.” Cognitive training is thought to
produce functional and anatomical changes
in the neural network underlying cogni-
tive performance.3 For instance, cognitively
demanding training in spatial navigation
increases the hippocampal volume among
older adults,* the hippocampus being associ-
ated with memory and learning.” Mostly, the
cognitive functions improved are the ones
trained. Few studies have found improvement

BM)

Magnon V, et al. BMJ Open 2022;12:€060057. doi:10.1136/bmjopen-2021-060057 1


http://bmjopen.bmj.com/
http://orcid.org/0000-0002-8276-3241
http://orcid.org/0000-0002-1468-6029
http://dx.doi.org/10.1136/bmjopen-2021-060057
http://dx.doi.org/10.1136/bmjopen-2021-060057
http://crossmark.crossref.org/dialog/?doi=10.1136/bmjopen-2021-060057&domain=pdf&date_stamp=2022-07-01
NCT04915339
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/
http://bmjopen.bmj.com/

in other cognitive functions than the ones trained specif-
ically, but they are on very closely related domains.® As
such, there is little evidence of transfer to untrained
cognitive abilities or generalisation to daily activities.”
Furthermore, a recent meta-analysis has found no signif-
icant improvement in cognitive training on global cogni-
tive functioning.® On the contrary, there is a consensus
that motor based cognitive training® and more broadly
physical activity benefit cognition.” ' Neurotrophic
factors mediate the effect of physical activity on brain
health and thus on cognition."" For instance, regular and
frequent physical activity is also associated with cerebral
changes such as increased hippocampal volume,' and
enhanced white matter integrity.'” These changes are
related to memory," cognitive flexibility,'* cognitive inhi-
bition'” and working memory.'"® Interestingly, physical
exercise, as a subset of physical activity that is a planned,
structured and repetitive process that aims to maintain
and improve physical fitness,'” seems to benefit cogni-
tion in patients with type 2 diabetes (T2D) as well."®
Considering the discrepancy in the findings regarding
cognitive training alone, physical exercise could be an
efficient way to boost the effect of cognitive training.*’ '
The interaction between physical training and cognitive
training is predicted by psychoneurophysiological models
suggesting that neural dynamics depends on physiolog-
ical variables through epigenetic mechanisms that is, the
influence of the environment on gene expression.”” * In
this perspective, brain activity and cognition are embodied
as the brain is considered as a complex adaptive system
that maximise fitness via action-perception cycles.**
Supporting this hypothesis, several peripheral factors
have been reported to improve cognitive function in
healthy participants. For instance, heart rate variability
(HRV, fluctuation in the time intervals between heart-
beats, HRV) can influence neural activity and cognitive
function.”* HRV is associated with the activity of brain
areas involved in emotional processing (eg, insula, amyg-
dala) attention, memory and executive functioning
(eg, prefrontal cortex).” Executive functioning can be
defined as the control processes implemented when
usual action plans are no longer relevant in a given
context.”® Improvements in VO2max (another relevant
marker of cardiovascular health) also positively predict
global cognitive functioning in older adults with T2D."®
Beyond cardiovascular-related markers, stress biomarkers
seem to influence cerebral and cognitive functioning as
well.?” 2 Elevated cortisol levels prior to learning seem to
boost memory,*’ while chronic elevation is associated with
memory difficulties.”® Other physiological indexes such
as body composition could also predict cognition.” ** A
high lean/fat mass ratio seems to predict better cogni-
tive inhibition and cognitive flexibility.”> Taken together,
cognition might indeed be embodied and be determined
by physiological indexes for maximising adaptation.* **
T2D subjects would be a relevant population to test
whether increased physiological indexes predict better
cognitive functioning. First, this population presents

reduced physiological indexes® and concomitantly cogni-
tive impairment.* %7 Second, physical activity® and cogni-
tive training39 are two recommended interventions for
patients with T2D. In line with our hypothesis, physical
activity seems to have greater effects on cognition than
cognitive training among patients with T2D.* Indeed, a
recent study found that a combination of resistance and
aerobic physical training improves executive functioning
in patients with T2D."? Furthermore, T2D is major health
issue since it is one of the most frequent diseases among
elderly individuals.” ** T2D has been consistently associ-
ated with cognitive decline, from mild cognitive impair-
ment to dementia.”’ ** Therefore, there is a growing
concern for efficient prevention strategies for T2D.* This
study aims to test whether the robust and global cogni-
tive effects of physical activity can be explained by phys-
iological changes. Specifically, increased physiological
indices after physical activity may predict better cognitive
functioning. Furthermore, through these physiological
changes, physical activity could enhance the effect of
cognitive training.

Aims

The PhyCog study is a cross-disciplinary approach to
cognitive functioning based on a psychoneurophysi-
ological perspective. This approach predicts that (1)
physiological indexes should partly explain cognitive
functioning; (2) physical training should boost the effects
of cognitive training. The main objective will be to test
whether physiological changes predict changes in cogni-
tive variables, particularly for executive functions® and
memory.”” * A secondary objective will be to study the
effects of several combinations of physical activity and
cognitive training interventions to determine the most
effective intervention to prevent, maintain or even reverse
cognitive impairment associated with T2D.

Hypotheses

The experimental trial will evaluate the following

hypotheses:

1. An increase in physiological variables should be associ-
ated with improved cognitive performance, especially
for executive function-related measures.

2. Cognitive training after physical activity should be
more efficient than the reverse order (cognitive train-
ing prior to physical activity).

3. An intervention based only on physical activity should
have greater cognitive benefits than only cognitive
training. If so, we will aim at assessing whether physio-
logical changes might explain the potential superiority
effects of physical activity.

4. An intervention programme combining physical activi-
ty and cognitive training should have synergetic effects
on cognition (especially executive functions and mem-
ory), as previously reported.*”

5. Promotion of physical activity and cognitive training at
home using a smartphone application should be feasi-
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ble, acceptable, and a determinant of adherence and
compliance.*

6. The cognitive effects of physical activity-based inter-
ventions (with or without cognitive training) should
be maintained during the follow-up.

METHODS

Study design

PhyCog is a three-armed randomised controlled semi
cross-over trial designed to compare the cognitive effects
of separated or combined cognitive training and phys-
ical activity on psychological functioning. The three arms
will test two conditions for 1 month each, separated by
a 15-days wash-out. The three arms will be: (1) physical
activity (1 month) and cognitive training (1 month);
(2) cognitive training (1 month) and physical activity (1
month); (3) an active breathing condition (1 month)
and combined physical activity plus cognitive training (1
month). The active breathing condition will be a psycho-
educational intervention on cognition-protective life-
style factors and an introduction to resonant frequency
breathing (also known as cardiac coherence)*’ that will
serve as an active control condition” in comparison
with physical and cognitive training. The first month of
this third arm is designed to control the effect of phys-
ical activity alone (first arm) or cognitive training alone
(second arm). Cognitive performance and physiolog-
ical indexes will be assessed at baseline (week 0—WO0),
during the washout (W5, 72-96 hours after week 4), at
the end of the intervention (W10) and at the end of the
follow-up (W22) (figure 1). This design enables us to test
whether increased physiological indexes predict better
cognitive functioning. It is expected that physiological
changes occur mainly following physical activity and
possibly explain its robust and global cognitive effects.
This design allows us to compare different intervention
combinations between physical activity and cognitive
training to determine the most effective method for
patients with T2D.

1 month 15 days

Procedure overview

This protocol follows the Standard Protocol Items:
Recommendations for Interventional Trials (SPIRIT, see
online supplemental information) guidelines.51 Over a
period of 18 months starting from March 2022, patients
with T2D will be recruited through the university hospital
of Clermont-Ferrand or diabetes association (figure 2).
Physical and cognitive exercises will be offered via the
Santé'UP smartphone application. A time of familiarisa-
tion with the application will be given so that participants
can use it without difficulty. Patients will be randomly
assigned to either one of the three arms without the
experimenter knowing the outcome. Participants will
have to complete a physical exercise test to ensure they
are able to exercise and to determine the type, intensity
and frequency of physical exercises that best suits their
ability. During the testing, the information given to the
participants will be sufficiently neutral to not induce any
expectations concerning the study’s hypotheses. Thus,
the participants will be blinded to the hypotheses and
the experimenter will not know which arm of the trial
the participants were allocated to. The experimenter will
also be blind as he won’t be aware in which arms partici-
pants have been allocated to (as an independent college
is in charge of the randomisation assignment). Prior to
the intervention (WO, pretest), a battery of neuropsycho-
logical tests as well as several non-invasive physiological
assessments will be administrated (1.5-2 hours). In addi-
tion, online questionnaires are to be completed within
a week. If the questionnaires are not filled in on time, a
first reminder will be sent by email before a telephone
reminder if the problem persists. During a wash-out
period (2 weeks) the neuropsychological and physiolog-
ical testing will be administrated again 72 to 96 hour after
the end of the month (Wb, mid-test). After the second
month, participants will complete the neuropsycholog-
ical and physiological testing a third time (W10, post-
test). Three months after, the neuropsychological and
physiological testing will be administrated a fifth and final
time (W22, follow-up).

1 month 3 months
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Figure 2 Flow chart of main steps for patients.
Inclusion and exclusion criteria Study arms

Patients must be between 50 and 70 years old, have
normal or corrected-to-normal vision and audition. Their
last measure of HbAlc from their medical record must
be <9%. The absence of general cognitive decline and
psycho affective condition will be assessed respectively
by the Montreal Cognitive Assessment (score >95)%% 5
and by the Hospital Anxiety Depression Scale (HADS)
(score <11 for each subscale).”**®

In order to verify the absence of memory decline,
participants must have acceptable performance in the
memory binding test assessing episodic.”® The French
National Adults Reading Test (fNART)57 assessing verbal
intelligence will be used as a proxy of socioeconomic
status. Moreover, the Physical Activity and Sedentari-
ness Survey58 will be administered to control physical
activity and sedentariness as they are independent risk
factors.” ® Other exclusion criteria include prior or
current severe traumatic brain injury, neurological (eg,
epilepsy), neurodevelopmental (eg, autism or dyslexia)
or cardiovascular disorders, psychiatric disorder (eg,
schizophrenia, bipolar disorder), use of psychotropic
medication and alcohol abuse.

The patients will be randomly assigned to one of three
arms: physical activity followed by cognitive training versus
cognitive training, followed by physical activity versus
cardiac coherence breathing, followed by combined
physical and cognitive activity. Randomisation will be
computer generated, based on an Excel file (created by
an independent colleague), and will be performed using
permuted blocks (size=4) according to the patients age,
sex and socioeconomic status, to ensure that the arms will
be balanced in terms of size and patients’ characteristics.
The first and second arms will be in cross-over so that the
physical activity and the cognitive training programmes
are counterbalanced. In partnership with E-Ajeo Santé,
the start-up company behind the Santé'Up smartphone
application, patients will be able to engage in adapted
physical activity and cognitive exercises at home. The
purpose of this application in fine is to provide cognitive
and physical exercise that could benefits patients suffering
from any chronic diseases. Touch screen applications are
gaining popularity as they offer an ergonomic and acces-
sible user experience.61 This application will consider
the patient symptoms and characteristics by proposing
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either muscle strengthening or endurance exercises.
External parameters, such as the environment where
the individual lives as well as weather forecast data, are
considered to propose adapted activities. Participants will
engage in physical activity around four times per weeks
(based on their capacities) for 1 month with a session
duration lasting from 85 to 60 min as recommended.*” **
Physical training will consist of a combined programme
of resistance (lifting weights...) and aerobic physical
activity (cycling, running, walking...) to maximise its
cognitive benefits."’ ¥’ The intensity will vary depending
on the patients' abilities, but physical exercises will be at
least moderate to vigorous as recommended in patients
with T2D to observe its positive cerebral and cognitive
effects.®” Likewise, cognitive training will be performed
on the application. Cognitive activities include learning
and retaining in memory a series of visual and auditory
stimuli in order to reproduce them later. For example,
four rectangles of different colours light up in a specific
order which must be memorised to reproduce the
sequence later. The sequence increase n+1 as long as the
participant’s answer is correct. Then, the same activity
with rectangles of different colours or shades of grey
instead of colours to increase difficulty will be completed.
These exercises allow work on attentional capacities and
working memory (keeping the information in memory
to restore it). Another cognitive training exercise will be
a Go/No-Go with images of animated and unanimated
objects. In the easiest level, the No-Go stimuli are very
distinct from the Go stimuli and thus easily discrimi-
nated. Whereas, in the hardest level the No-Go stimuli
are very similar to the Go stimuli. These exercises will
be performed twice a week for a duration of 30 min.”
The third arm consist of 1 month of resonance frequency
breathing (also called Cardiac Coherence) and psycho-
education (on lifestyle factors influencing cognitive func-
tioning such as sleep, nutrition...), followed by cognitive
and physical activity combined. Resonant frequency
breathing is an abdominal breathing exercise in which
the duration of inspiration is equivalent to the duration
of expiration® * in order to re-establish a sympatho vagal
balance.”® This breathing exercise will be done via free
computer applications allowing several adjustments. For
example, having a visual guide during inspiration and
expiration as well as having the option of an auditory
guiding for people with visual difficulties. Since there
are individuality differences in respiration rate,” the
option to modify the duration of the breathing cycle is
important to adapt the exercise to the patient’s cardio-
respiratory capacities. A training programme consistin

of daily 5 min sessions (sufficient time to change HRV)®
will be offered. The breathing condition will serve as a
reference comparison for the effect of standalone phys-
ical activity and cognitive training, as active control condi-
tion are recommended over non-active ones™ and should
provide some immediate psychological benefices without
impacting cognitive functions on the long term.” After
each physical or cognitive or breathing exercising session,

patients will give feedback via the application on the diffi-
culty of the exercises so that they can be adjusted for the
next session. That way, intervention adherence can also
be controlled.

Sample size

The main objective will be to verify whether the improve-
ments in physiological parameters predict the improve-
ment of different psychological variables. This hypothesis
will be tested by performing a multiple linear regres-
sion with three physiological variables (score composite
of fitness level, HRV and stress biomarkers) as predic-
tors. To conduct a power analysis, data obtained using a
physical exercise intervention assessing the association
between improved HRV and executive performance was
used as a reference.” The authors reported a correlation
of r=.44,p < .05 between cardiac functioning and the
number of errors on a battery of cognitive tests. To obtain
Cohen’s £2,% the following formula was applied £ = %
. With R? = .19, aresult of 2 = .24 was obtained. On the R
software,”’ power analyses was performed using the “pwr”
package,”! with three predictors, a cut-off at 0.05, and a
statistical power of 0.95, revealed a total sample size of 72
participants (24 participants per group). To ensure suffi-
cient statistical power for secondary objectives as well, a
total sample size of at least 81 individuals will be targeted
(27 individuals per group).

Neuropsychological test battery (week 0, 5, 10, 22)

A trained neuropsychologist will be the main experi-
menter. All the tests (see table 1) are commonly used
in neuropsychological practice expect for the intero-
ceptive awareness questionnaire’” assessing interocep-
tive sensibility (ie, sensation concerning the state of the
internal body) ™ as well as the Client Satisfaction Ques-
tionnaire (CSQ)74 and Psychological Outcome Profiles
(PSYCHLOPS)75 measuring patients satisfaction level of
the intervention. Fist, an episodic memory test called the
logical story test’® consisting of presenting two short narra-
tive stories with an immediate recall phase after each story
and a delayed recall phase after 10 min. Then, the exec-
utive functioning is assessed by four tests. The Nback,77
measures working memory. It consists of presenting a
rapid succession of individual stimuli (letters) and the
participant must indicate whether the stimulus present
on the screen corresponds to the penultimate stimulus
presented. The number of correct answers and reac-
tion time are the main measures. The Trail Making Test
(TMT)78 consists of asking the participant to link letters
and numbers alternatively on a sheet of paper, in alpha-
betic order and ascending order, respectively. The cost
of the alternation is the main variable measured. The
Go/ No-Go™ is a task that measures cognitive inhibition.
Participants must respond only to certain stimuli (letters)
called ‘go’ and notrespond to others, the ‘no-go’. Thus, on
the ‘no-go’ trial, participants must inhibit their response.
Reaction time will be the primary measure. The Stroop
test™ measures cognitive inhibition abilities by presenting

Magnon V, et al. BMJ Open 2022;12:€060057. doi:10.1136/bmjopen-2021-060057

5

“ybuAdoo Aq parosroid 1sanb Aq 2z0z ‘62 JoquianoN uo /wod fwg uadolway/:dny wouy papeojumoq "2zoz AINC T Uo /50090-T20z-uadolwa/oeTT 0T St payslignd 1s4i :uado CING


http://bmjopen.bmj.com/

Open access

I

Table 1 Neuropsychological test battery

Test Domain assessed References  Online
csQ Satisfaction of the intervention & No
PSYCHLOPS Satisfaction of the intervention & No
Story Recall Episodic memory e No
Nback Updating of working memory " No
T™MT Cognitive flexibility 8 No
BORB Visual discrimination 8 No
GoNoGo Cognitive inhibition & No
IAQ Interoception sensibility e No
Stroop Coghnitive inhibition g No
Verbal fluency Lexical access 82 No
Cognitive Complains Survey Meta-cognitive perception of memory functioning 84 Yes
Life Satisfaction Scale Life satisfaction and quality of life Eo Yes
Generalised Self-efficiency Scale Self-efficacy ce Yes
BDI Depression level 87 Yes
Trait STAI Anxiety level 8 Yes
ERQ Emotion regulation strategies 8 Yes

BDI, Beck Depression Inventory; BORB, Birmingham Object Recognition Battery; CSQ, Client Satisfaction Questionnaire; ERQ, Emotion
Regulation Questionnaire; IAQ, Interoceptive Awareness Questionnaire; PSYCHLOPS, Psychological Outcome Profile; TMT, Trail Making Test.

colour names (eg, blue, red) written in an incongruent
colour (eg, red written in green) generating a semantic
conflict. Participants must retrieve the name of the colour
with which the word is written by inhibiting the reading
of the word. The rate of correct response and reaction
times will be considered as well as a composite score. This
composite score will be obtained through three variables:
reaction for the colour words (CW) condition (naming
incongruent ink colours in which colours are written),
reaction time to name colours printed in black ink (W)
and reaction times to name different colour patches(C).
The inhibition score® will be computed as CW-[ (C*W) /
(C+W)]. Finally, the verbal fluency test™ measures lexical
access (ie, the ability to retrieve a word from memory).
The participants will be asked to say as many words begin-
ning with a specific letter or as many words as possible
belonging to a semantic category during 1 min. The
number of words spoken will be the primary measure.
The Birmingham Object Recognition Battery (BORB)™®
which measures visuospatial perception will also be
administrated. It consists of deciding whether the two
lines presented have the same spatial orientation. Then,
the participant must judge whether the opening of the
two presented circles is in the same location.

Online testing

The participants will complete several online ques-
tionnaires at W0, W5, W10 and W22. First, a cognitive
complains survey®* evaluates the feeling or perception
of cognitive impairment, particularly memory and atten-
tional difficulties, in daily life. The life satisfaction scale™
evaluates the level of well-being and quality of life and

the generalised self-efficacy Scale® assesses the belief in
the ability to overcome difficulties, solve problems and
make choices. The Beck Depression Inventory (BDI)87
assesses the level of depression in adults while the STAI-
Trait® evaluates the level of long-term anxiety. Finally, the
Emotion Regulation Questionnaire (ERQ)* measures
frequently used emotional management strategies such
as expressive suppression or cognitive reappraisal.

Physiological measures

Overview

To assess HRV, a chest belt monitor (Polar H10) will be
used to measure accurately sinus variability of the heart
rate.”’ By measuring heartbeats, the interoceptive accu-
racy task test will be administrated. It consists of detecting
the number of heartbeats in a limited period of time.
Then the number of perceived heartbeats is compared
with the real number of heartbeats recorded.” Blood
flow velocity will be measured using laser speckle contrast
imaging (LSCI).”” Biomarkers of stress include cortisol
and dehydroepiandrosterone sulfate (DHEA-S) from the
HPA axis.” The fat to lean mass ratio will be obtained
using an impedance balance. Body mass index (BMI) will
also be calculated at each testing time. See table 2 for a
summary of the physiological variables assessed.

Analyses of HRV

HRV data will be recorded following methodological
recommendations’ and will be examined according to
Task Force recommendations.” Interbeat intervals will be
used to obtained HRV outcomes via Kubios HRV software
(V.3.3.1). The presence of artefacts or occasional ectopic
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Table 2 Summary of devices used to measure physiological variables

Device Variables References Characteristics

Polar H10 heart rate transmitter HRV 20 This belt will be fully charged and wore at rest to
belt worn around the chest assess heart rate

Salivate placed in the mouth of  Cortisol, DHEA-S EC The sample is stored at —-80°C before being sent to

the patient for about 1 min
Laser speckle contrast imaging Blood flow velocity

The impedancemeter
Inbody 770

Body composition

the laboratory for analysis

By using the intrinsic tissue contrast from dynamic
light scattering, it provides detailed spatiotemporal
dynamics of blood flow changes in real time

A balance to assess fat mass and muscle mass

DHEA-S, Dehydroepiandrosterone SulfateSulphate; HRV, Heart Rate Variability.

beats will be visually controlled and a filter will be applied
when judged necessary. The square root of the mean
squared difference of successive R-R intervals (RMSSD)
and the number of adjacent N-N differing by more than
50 milliseconds, divided by the total number of N-N inter-
vals (pNNb50) will be obtained. The RMSSD and pNN50
are associated with high-frequency power (HF) reflecting
parasympathetic activity. HF (0.15-0.4 Hz), represents
the most efferent vagal (parasympathetic) activity to the
sinus node™ while low frequency power (LF; 0.04-0.15
Hz) is an index of both sympathetic and parasympathetic
activity.”” RMSSD, pNN50 and HF will be the vagally medi-
ated HRV indexes primary used in the present study.

Analyses of body composition

Participants will be bare feet on the electrodes. They
will enter they information controlled by the Inbody 770
(age, height...) and have their hands on the handles
with electrodes as well. Then, they will get into position,
they will maintain testing posture (keeping your arms
straight and hold the handles away from your body at a
45° angle). Intracellular water, extracellular water, dry
lean mass, body fat mass, muscle-fat analysis, BMI, body
fat percentage will be obtained.

Analyses of blood flow velocity

LSClI is a technique for visualising detailed spatiotemporal
dynamics of blood flow changes in real-time. Participants
will maintain their hand in the LSCI for 3 min to obtain
base line, by using a sphygmomanometer blow flow will
be stopped for 2 min, then the sphygmomanometer will
be released for 3 min. The time blow flow takes to return
to baselines is the main outcome.

Analyses of stress biomarker

Biomarkers of stress include cortisol and DHEA-S from
the HPA axis.*® After a short rest so that biomarkers
return to the baseline (10 min), we will perform assays
using saliva samples by placing the salivate in the partici-
pant’s mouth for 1 min. Then the samples will be kept in
Eppendorf Tubes frozen at —-80° before being sent to the
laboratory of the university hospital of Clermont-Ferrand.

Statistical analyses

To test whether increases in physiological parameters
predict improvements in psychological variables, the
difference between W0 and W10 will be calculated for
all variables (physiological variables, interoceptive scores
and psychological variables). An improvement on each of
these variables is expected except for visuospatial percep-
tion scores. Multiple linear regression analyses will be
conducted with vagally-mediated HRV indexes (RMSSD,
PNN50 and HF), stress biomarker levels (composite
score between cortisol and DHEA-S levels), fitness level
(composite score between BMI, lean mass/fat mass ratio
and capillary blood flow velocity) as predictors. The
dependent variables will be: (1) a composite score of
executive functioning obtained from inhibition cost (rate
of correct responses in the Go/No-Go task and rate of
correct responses and reaction time for the Stroop test)
alternation cost (time taken for completion of the TMT),
working memory updating (rate of correct responses
and Nback reaction time) and lexical access (number of
words to verbal fluency tasks); (2) an episodic memory
score (number of correct responses to the immediate and
delayed recall of the logical stories test); (3) a score of
visuospatial perception (score obtained from the detec-
tion of openings and the judgement of the orientation of
lines in the BORB); (4) a score of negative mental health
(composite score between the HADS and the BDI scores);
(5) a care satisfaction score (derived from the CSQ and
PSYCHLOPS scores); (6) the Cognitive Complaints Ques-
tionnaire score; (7) the ERQ score; (8) the Generalised
Sense of Self-Efficacy Questionnaire score; (9) the Life
Satisfaction Scale score. These composite scores will only
be calculated if the variables correlate strongly with each
other (r=0.60). Otherwise, each variable will be studied
separately. Specifically, the bottom-up stepwise method
will determine which predictor explains the most vari-
ance. An analysis of variance (ANOVA) with outcomes
variables changes between W0 and W5 (then between
WO and W10) and the type of intervention as between-
subjects independent variables (arm 1 vs arms 2 vs arm
3) will be conducted to assess the possible superiority of
physical activity over cognitive training (then the effect of
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the order of the interventions on cognitive performance).
Further ANOVA will compare the episodic memory and
executive functioning changes (W5 vs W10) across the
three arms to determine if combined physical activity
and cognitive training resulted in better memory and
executive performances compared with physical activity
or cognitive training alone. These analyses will also be
conducted for the 3 months follow-up (W10 vs W22).
One-sided analyses will be performed expect for visuospa-
tial perception scores (bilateral testing as improvement
for this outcome is not predicted).

For all these analyses, assumptions will be checked
(multicollinearity, homoscedasticity, independence of
errors, normality...) and different covariables will be
controlled such as gender, age, education level and socio-
cultural level (approximated via the fNART).

Data management and monitoring

Study staff will be responsible for data entry and range
checks for data values. All data will be stored on a secure
server. Given the minimal risk nature of the study, the
data will be internally monitored. The final data set will
only be available to the experimenter in charge of the
statistical analyses (VM). Reports on study progress and
milestones will be submitted to the funder. Missing data
and drop-out rates will be assessed for each individual
randomised controlled trial. The final number of partic-
ipants included in the final analysis will be reported as
a proportion of all participants in the study. Participants
with missing data will not be excluded as long as missing
data do not impact hypothesis testing.

Patient and public involvement

Patients and members of the public were not involved
in the development of this study protocol. However, the
validation of the efficacy of an application offering cogni-
tive training and physical activity programmes to prevent
cognitive impairment in patients with T2D was a major
motivation for the Santé’Up start-up and the European
Regional Development Fund to finance this study.

ETHICS AND DISSEMINATION

This protocol was approved by the Est III French Ethics
Committee (2020-A03228-31). Prior to inclusion, written
informed consent will be required from each patient. Any
adverse event will be managed by the university hospital
in which the trial takes place in agreement with the ethic
registration. The experimenter which will also provide
transparent explanations about the trial (excluding
the scientific hypotheses) and the smartphone appli-
cation. They can stop their participation in the trial at
any point if they request it. The researchers will take all
necessary precautions to preserve confidentiality. Only
the inclusion number will be registered. Any modifica-
tions to the protocol which may impact on the conduct
of the study, potential benefit of the patient or may affect
patient safety, including changes of study objectives, study

design, patient population, sample sizes, study proce-
dures or significant administrative aspects will require a
formal amendment to the protocol which will have to be
approved by the Est III French Ethics Committee. The
results will be disseminated via peer-reviewed publications
and conferences, targeting researchers, policy-makers
and clinicians. The authors for publications and confer-
ences will be the investigators of this study.

Outline

The possibility that cognition is grounded in the body
gives rise to new perspectives on neuropsychological
interventions in order to prevent cognitive impairment
associated with ageing or chronic diseases. Assuming that
physiological variables might, among other factors, deter-
mine cognitive functioning, individualised interventions
(rather than ‘one-sizefits-all’ interventions) aiming to
maximise physiological indexes might be a relevant step
to take to enhance cognitive training effects.

Despite some clear methodological limitations, such as
the active breathing condition in which participants are
introduced to resonant breathing which is not a control
condition without any sort of intervention and the length
of the physical training which could have been longer
to ensure the cognitive benefits of physical activity, the
present study has a unique cross disciplinary approach to
the prevention of T2D-related cognitive impairment. In
the next step, the cognitive and physical activity training
proposed by E-Ajeo Santé will be extended to other chronic
diseases in which cognitive impairment is likely to occur.

As such, this study (1) will propose a theoretical expla-
nation for the difference between the reported efficacy of
cognitive training and physical activity; (2) will test different
combinations of physical activity and cognitive training to
determine the most efficient one; (3) will test the validity,
acceptability and feasibility of a smartphone application
so that patient can engage in adapted physical and cogni-
tive exercises easily at home. While this study investigates
different combinations of physical and cognitive training
in order to create flexible and individualised modules
that could be generalised to other chronic diseases, simul-
taneous cognitive and physical exercise could not be
implanted. Future studies could investigate motor-cognitive
training approaches (physical-cognitive training simultane-
ously) which have been suggested to induce greater cogni-
tive benefits than standalone training. Such intervention
could be relevant clinical leads.

Trial status

The recruitment phase begins in March 2022. The esti-
mated end date for this study is approximately September
2023.

Acknowledgements We thank the medical staff, diabetologists, patients and their
families, the local associations and Santé’Up for their participation, enthusiasm and
support in the establishment of this research.

Contributors VM, GTV and FD conceptualised and designed the study, drafted the
initial manuscript and incorporated the suggestions of all the consortium authors. IT,
JSB and VB made relevant contributions to the recruitment and the definition of the
variables of interest. JM, LS and MI made substantial contributions to the creation

8

Magnon V, et al. BMJ Open 2022;12:€060057. doi:10.1136/bmjopen-2021-060057

“ybuAdoo Aq parosroid 1sanb Aq 2z0z ‘62 JoquianoN uo /wod fwg uadolway/:dny wouy papeojumoq "2zoz AINC T Uo /50090-T20z-uadolwa/oeTT 0T St payslignd 1s4i :uado CING


http://bmjopen.bmj.com/

of the interventional program. All authors reviewed, contributed and approved the
final manuscript as submitted.

Funding This work was supported by the European Union under the European
Regional Development Fund (FEDER) in the context of a pluridisciplinary project
'Aging, Chronic lliness and Cognitive Stimulation'.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.
Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been
peer-reviewed. Any opinions or recommendations discussed are solely those

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and
responsibility arising from any reliance placed on the content. Where the content
includes any translated material, BMJ does not warrant the accuracy and reliability
of the translations (including but not limited to local regulations, clinical guidelines,
terminology, drug names and drug dosages), and is not responsible for any error
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work non-commercially,
and license their derivative works on different terms, provided the original work is
properly cited, appropriate credit is given, any changes made indicated, and the use
is non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Valentin Magnon http://orcid.org/0000-0002-8276-3241
Frederic Dutheil http://orcid.org/0000-0002-1468-6029

REFERENCES

1 Tardif S, Simard M. Cognitive stimulation programs in healthy elderly:
a review. Int J Alzheimers Dis 2011;2011:e378934.

2 Dyer AH, Briggs R, Mockler D, et al. Non-Pharmacological
interventions for cognition in patients with type 2 diabetes mellitus: a
systematic review. QUM 2020;113:155-61.

3 Park DC, Bischof GN. The aging mind: neuroplasticity in response to
coghnitive training. Dialogues Clin Neurosci 2013;15:109-19.

4 Lovdén M, Schaefer S, Noack H, et al. Spatial navigation training
protects the hippocampus against age-related changes during early
and late adulthood. Neurobiol Aging 2012;33:620.e9-620.e22.

5 Moscovitch M, Cabeza R, Winocur G, et al. Episodic memory and
beyond: the hippocampus and neocortex in transformation. Annu
Rev Psychol 2016;67:105-34.

6 Sala G, Gobet F. Cognitive training does not enhance General
cognition. Trends Cogn Sci 2019;23:9-20.

7 Lintern G, Boot WR. Cognitive training: transfer beyond the
laboratory? Hum Factors 2021;63:18720819879814.

8 Herold F, Hamacher D, Schega L, et al. Thinking While Moving or
Moving While Thinking - Concepts of Motor-Cognitive Training
for Cognitive Performance Enhancement. Front Aging Neurosci
2018;10:228.

9 Hétting K, Rdder B. Beneficial effects of physical exercise
on neuroplasticity and cognition. Neurosci Biobehav Rev
2013;37:2243-57.

10 Voss MW, Vivar C, Kramer AF, et al. Bridging animal and human
models of exercise-induced brain plasticity. Trends Cogn Sci
2013;17:525-44.

11 Vaynman S, Ying Z, Gomez-Pinilla F. Hippocampal BDNF mediates
the efficacy of exercise on synaptic plasticity and cognition. Eur J
Neurosci 2004;20:2580-90.

12 Firth J, Stubbs B, Vancampfort D, et al. Effect of aerobic exercise on
hippocampal volume in humans: a systematic review and meta-
analysis. Neuroimage 2018;166:230-8.

13 Erickson KI, Hillman C, Stillman CM, et al. Physical activity,
cognition, and brain outcomes: a review of the 2018 physical activity
guidelines. Med Sci Sports Exerc 2019;51:1242-51.

14 Themanson JR, Pontifex MB, Hillman CH. Fitness and action
monitoring: evidence for improved cognitive flexibility in young
adults. Neuroscience 2008;157:319-28.

15 Smiley-Oyen AL, Lowry KA, Francois SJ, et al. Exercise, fitness, and
neurocognitive function in older adults: the "selective improvement"

20

21

22

23

24

25

26
27

28

29

30

31

32

33

34

35

36

37

38

39

40

and "cardiovascular fitness" hypotheses. Ann Behav Med
2008;36:280-91.

Rathore A, Lom B. The effects of chronic and acute physical
activity on working memory performance in healthy participants: a
systematic review with meta-analysis of randomized controlled trials.
Syst Rev 2017;6:124.

Caspersen CJ, Powell KE, Christenson GM. Physical activity,
exercise, and physical fitness: definitions and distinctions for health-
related research. Public Health Rep 1985;100:126-31.

Callisaya M, Nosaka K. Effects of Exercise on Type 2 Diabetes
Mellitus-Related Cognitive Impairment and Dementia. J Alzheimers
Dis 2017;59:503-13.

Silveira-Rodrigues JG, Pires W, Gomes PF, et al. Combined exercise
training improves specific domains of cognitive functions and
metabolic markers in middle-aged and older adults with type 2
diabetes mellitus. Diabetes Res Clin Pract 2021;173:108700.

Kalbe E, Roheger M, Paluszak K, et al. Effects of a cognitive training
with and without additional physical activity in healthy older adults:
a follow-up 1 year after a randomized controlled trial. Front Aging
Neurosci 2018;10:407.

Miranda M, Morici JF, Zanoni MB, et al. Brain-Derived neurotrophic
factor: a key molecule for memory in the healthy and the pathological
brain. Front Cell Neurosci 2019;13:1-25.

Badcock PB, Friston KJ, Ramstead MJD, et al. The hierarchically
mechanistic mind: an evolutionary systems theory of the human
brain, cognition, and behavior. Cogn Affect Behav Neurosci
2019;19:1319-51.

Fernandes J, Arida RM, Gomez-Pinilla F. Physical exercise as an
epigenetic modulator of brain plasticity and cognition. Neurosci
Biobehav Rev 2017;80:443-56.

Thayer JF, Hansen AL, Saus-Rose E, et al. Heart rate variability,
prefrontal neural function, and cognitive performance: the
neurovisceral integration perspective on self-regulation, adaptation,
and health. Ann Behav Med 2009;37:141-53.

Thayer JF, Ans F, Fredrikson M, et al. A meta-analysis of heart rate
variability and neuroimaging studies: implications for heart rate
variability as a marker of stress and health. Neurosci Biobehav Rev
2012;36:747-56.

Diamond A. Executive functions. Annu Rev Psychol 2013;64:135-68.
Quanes S, Popp J. High cortisol and the risk of dementia and
Alzheimer's disease: a review of the literature. Front Aging Neurosci
2019;11:43.

Wirth MM, Hormones WMM. Hormones, stress, and cognition: the
effects of glucocorticoids and oxytocin on memory. Adapt Human
Behav Physiol 2015;1:177-201.

Vogel S, Schwabe L. Learning and memory under stress:
implications for the classroom. NPJ Sci Learn 2016;1:1-10.

Lupien SJ, McEwen BS, Gunnar MR, et al. Effects of stress
throughout the lifespan on the brain, behaviour and cognition. Nat
Rev Neurosci 2009;10:434-45.

Huang T, Chen Z, Shen L, et al. Associations of cognitive function
with BMI, body fat mass and visceral fat in young adulthood.
Medicina 2019;55:1-9.

Noh H-M, Oh S, Song HJ, et al. Relationships between cognitive
function and body composition among community-dwelling older
adults: a cross-sectional study. BMC Geriatr 2017;17:259.
Crespillo-Jurado M, Delgado-Giralt J, Reigal RE, et al. Body
composition and cognitive functioning in a sample of active elders.
Front Psychol 2019;10:1569.

Maille A, Schradin C. Ecophysiology of cognition: how do
environmentally induced changes in physiology affect cognitive
performance? Biol Rev Camb Philos Soc 2017;92:1101-12.
Benichou T, Pereira B, Mermillod M, et al. Heart rate variability in type
2 diabetes mellitus: a systematic review and meta-analysis. PLoS
One 2018;13:e0195166.

Srikanth V, Sinclair AJ, Hill-Briggs F, et al. Type 2 diabetes and
cognitive dysfunction-towards effective management of both
comorbidities. Lancet Diabetes Endocrinol 2020;8:535-45.
Mallorqui-Bagué N, Lozano-Madrid M, Toledo E, et al. Type

2 diabetes and cognitive impairment in an older population

with overweight or obesity and metabolic syndrome: baseline
cross-sectional analysis of the PREDIMED-plus study. Sci Rep
2018;8:16128.

Hamasaki H. Daily physical activity and type 2 diabetes: a review.
World J Diabetes 2016;7:243-51.

Bahar-Fuchs A, Barendse MEA, Bloom R, et al. Computerized
cognitive training for older adults at higher dementia risk due to
diabetes: findings from a randomized controlled trial. J Gerontol A
Biol Sci Med Sci 2020;75:747-54.

Cooke S, Pennington K, Jones A, et al. Effects of exercise,
cognitive, and Dual-task interventions on cognition in type 2

Magnon V, et al. BMJ Open 2022;12:€060057. doi:10.1136/bmjopen-2021-060057

“ybuAdoo Aq parosroid 1sanb Aq 2z0z ‘62 JoquianoN uo /wod fwg uadolway/:dny wouy papeojumoq "2zoz AINC T Uo /50090-T20z-uadolwa/oeTT 0T St payslignd 1s4i :uado CING


http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-8276-3241
http://orcid.org/0000-0002-1468-6029
http://dx.doi.org/10.4061/2011/378934
http://dx.doi.org/10.1093/qjmed/hcz053
http://www.ncbi.nlm.nih.gov/pubmed/23576894
http://dx.doi.org/10.1016/j.neurobiolaging.2011.02.013
http://dx.doi.org/10.1146/annurev-psych-113011-143733
http://dx.doi.org/10.1146/annurev-psych-113011-143733
http://dx.doi.org/10.1016/j.tics.2018.10.004
http://dx.doi.org/10.1177/0018720819879814
http://dx.doi.org/10.3389/fnagi.2018.00228
http://dx.doi.org/10.1016/j.neubiorev.2013.04.005
http://dx.doi.org/10.1016/j.tics.2013.08.001
http://dx.doi.org/10.1111/j.1460-9568.2004.03720.x
http://dx.doi.org/10.1111/j.1460-9568.2004.03720.x
http://dx.doi.org/10.1016/j.neuroimage.2017.11.007
http://dx.doi.org/10.1249/MSS.0000000000001936
http://dx.doi.org/10.1016/j.neuroscience.2008.09.014
http://dx.doi.org/10.1007/s12160-008-9064-5
http://dx.doi.org/10.1186/s13643-017-0514-7
http://www.ncbi.nlm.nih.gov/pubmed/3920711
http://dx.doi.org/10.3233/JAD-161154
http://dx.doi.org/10.3233/JAD-161154
http://dx.doi.org/10.1016/j.diabres.2021.108700
http://dx.doi.org/10.3389/fnagi.2018.00407
http://dx.doi.org/10.3389/fnagi.2018.00407
http://dx.doi.org/10.3389/fncel.2019.00363
http://dx.doi.org/10.3758/s13415-019-00721-3
http://dx.doi.org/10.1016/j.neubiorev.2017.06.012
http://dx.doi.org/10.1016/j.neubiorev.2017.06.012
http://dx.doi.org/10.1007/s12160-009-9101-z
http://dx.doi.org/10.1016/j.neubiorev.2011.11.009
http://dx.doi.org/10.1146/annurev-psych-113011-143750
http://dx.doi.org/10.3389/fnagi.2019.00043
http://dx.doi.org/10.1007/s40750-014-0010-4
http://dx.doi.org/10.1007/s40750-014-0010-4
http://dx.doi.org/10.1038/npjscilearn.2016.11
http://dx.doi.org/10.1038/nrn2639
http://dx.doi.org/10.1038/nrn2639
http://dx.doi.org/10.3390/medicina55060221
http://dx.doi.org/10.1186/s12877-017-0651-9
http://dx.doi.org/10.3389/fpsyg.2019.01569
http://dx.doi.org/10.1111/brv.12270
http://dx.doi.org/10.1371/journal.pone.0195166
http://dx.doi.org/10.1371/journal.pone.0195166
http://dx.doi.org/10.1016/S2213-8587(20)30118-2
http://dx.doi.org/10.1038/s41598-018-33843-8
http://dx.doi.org/10.4239/wjd.v7.i12.243
http://dx.doi.org/10.1093/gerona/glz073
http://dx.doi.org/10.1093/gerona/glz073
http://bmjopen.bmj.com/

diabetes mellitus: a systematic review and meta-analysis. PLoS One 67 Magnon V, Dutheil F, Vallet GT. Benefits from one session of deep
2020;15:e0232958. and slow breathing on vagal tone and anxiety in young and older

41 Kirkman MS, Briscoe VJ, Clark N, et al. Diabetes in older adults. adults. Sci Rep 2021;11:19267.

Diabetes Care 2012;35:2650-64. 68 Zaccaro A, Piarulli A, Laurino M, et al. How breath-control can

42 Federation International Diabetes. IDF diabetes atlas. Available: change your life: a systematic review on Psycho-physiological
https://www.idf.org/e-library/epidemiology-research/diabetes-atlas/ correlates of slow breathing. Front Hum Neurosci 2018;12:353.
159-idf-diabetes-atlas-ninth-edition-2019.html [Accessed 6 Apr 69 Fritz CO, Morris PE, Richler JJ. Effect size estimates: current use,
2021]. calculations, and interpretation. J Exp Psychol Gen 2012;141:2-18.

43 Cholerton B, Baker LD, Montine TJ, et al. Type 2 diabetes, cognition, 70 RStudio Team. RStudio: integrated development environment for R.
and dementia in older adults: toward a precision health approach. Boston, MA: RStudio, PBC, 2020. http://www.rstudio.com/
Diabetes Spectr 2016;29:210-9. 71 Champely S, Ekstrom C, Dalgaard P. pwr: basic functions for power

44 Beeri MS, Bendlin BB. The link between type 2 diabetes and analysis, 2020. Available: https://github.com/heliosdrm/pwr
dementia: from biomarkers to treatment. Lancet Diabetes Endocrinol 72 Zamariola G, Vlemincx E, Corneille O. Relationship between
2020;8:736-8. interoceptive accuracy, interoceptive sensibility, and alexithymia.

45 Uusitupa M, Khan TA, Viguiliouk E, et al. Prevention of type 2 Pers Individ Differ 2018;125:14-20.
diabetes by lifestyle changes: a systematic review and meta- 73 Garfinkel SN, Seth AK, Barrett AB, et al. Knowing your own heart:
analysis. Nutrients 2019;11:2611. di:stinguishing interoceptive accuracy from interoceptive awareness.

46 Forte G, Favieri F, Casagrande M. Heart rate variability and cognitive Biol Psychol 2015;104:65-74. o o
function: a systematic review. Front Neurosci 2019;13:710. 74 Attkisson CC, Zwick R. The client satisfaction questionnaire.

47 Northey JM, Cherbuin N, Pumpa KL, et al. Exercise interventions for psychometric properties and correlations with service utilization and
cognitive function in adults older than 50: a systematic review with psychotherapy outcome. Eval Program Plann 1982;5:233-7.
meta-analysis. Br J Sports Med 2018;52:154-60. 75 Ashworth M Evans C Clement S._ Megsurlng psychologlca[ outcomes

48 Larson EB, Wang L, Bowen JD, et al. Exercise is associated with after cognitive behaviour therapy in primary care: a comparison
reduced risk for incident dementia among persons 65 years of age between a new patient-generated measure “PSYCHLOPS”
and older. Ann Intern Med 2006;144:73-81. (Psychological Outcome Profiles) and “HADS” (Hospital Anxiety and

49 Steffen PR, Austin T, DeBarros A, et al. The impact of resonance Depression Scale). J Ment Health 2009;18:169-77.
frequency breathing on measures of heart rate variability, blood 76 Sullivan K. Estimates of interrater reliability f_or the Ioglcal memory
pressure, and mood. Front Public Health 2017;5:222. subtest of the Wechsler memory Scale-Revised. J Clin Exp

50 Hart T, Fann JR, Novack TA. The dilemma of the control condition Neuropsychol 1996;18:707-12. i )
in experience-based cognitive and behavioural treatment research. 7 Sﬁr::gf];vi\:]féﬁ:ﬁi':ejegf;732}?23?{;%?5?;;;og of rapidly

51 Ic\;lﬁggoﬁf\}//\i h%tgz?faf&?’&)l(t)%;: I1DG|2 1e't al. Spirit 2013 statement: 78 Broshek D.K, Barth JT. The I-_Ialstead—Reitan l_\leu:’ppsychologicel Test
defining standard protocol items for clinical trials. Ann Intern Med Ba?tery. In: N(_europ Sy Ch(.JIOQ’CaI gssessment in clinical p. ract/ct_a. A
2013:158:200-7. gt{lde to test interpretation and integration. Hoboken, NJ, US: John

52 Nasreddine ZS, Phillips NA, Bédirian V, et al. The Montreal cognitive " ‘S’(‘)‘r‘]’é’ gssggsc')”nciﬁé’goéggﬁﬁé ol orocesses. Acta Pvehol
assessment, MoCA: a brief screening tool for mild cognitive 1969'30'41é—31 P P ) Y
impairment. J Am Geriatr Soc 2005;53:695-9. T : . ) . )

53 Nasreddine ZS, Patel BB. Validation of Montreal cognitive 80 lsjtsl;/ocoh%;J:Réssstiog%s“gf_gnzterference in serial verbal reactions. J Exp
SZ?%SE? ggtS,_l\7/I$ CA, alternate French versions. Can J Neurol Sci 81 Scarpina F, Tagini S. The Stroop color and word test. Front Psychol

Co . - ! ) 2017;8:557.

54 Bielland |, Dghl AA, Haug TT, et al. The validity (.)f the hospital anxiety 82 Benton AL, Hamsher KD, Sivan AB. Multilingual aphasia examination.
and depression scale. An updated literature review. J Psychosom lowa City. IA: AJA Associates. 1983
Res 2002;52:69-77. 83 RiddochyMJ - Humphreys GW’ BORI;'J' Birmingham object recognition

55 Zigmond AS, Snaith RP. The hospital anxiety and depression scale. patte - phrey ; . 9 d g

X i ry. Hove: Lawrence Erlbaum, 1993.
Acta Psychiatr Scand 1983;67:361-70. - 84 Bolla Kl, Lindgren KN, Bonaccorsy C, et al. Memory complaints in

56 Buschke H, Mowrey WB, Ramratan WS, et al. Memory binding older adults. fact or fiction? Arch Neurol 1991;48:61-4.
fjf;glr?tti:?rlg;hszg;mnzslyig:‘g?afg%rg‘:;e A%Zag;:lelr\]ltei;fpsyc hol 85 Diener E, Emmons RA, Larsen RJ, et al. The satisfaction with life

. scale. J Pers Assess 1985;49:71-5.
2017;32:29-39. 86 Scholz U, Gutiérrez-Dofa B, Sud S. Is General self-efficacy a

57 Bright P, Hgle !E' Gooqh VJ, etal. The Nationall adt!'t reading test: universal construct? psychometric findings from 25 countr)i/es. EurJ
restandarq[satlon against the Wechs!er adult intelligence Scale- Psychol Assess 2002;18:242-51.

Fourth edition. Neuropsychol Rehabil 2018;28:1019-27. 87 Beck AT, Steer RA, Carbin MG. Psychometric properties of the Beck

58 Magnon V, Vallet GT, Dutheil F, et al. Sedentary lifestyle matters as depression inventory: twenty-five years of evaluation. Clin Psychol
past sedentariness, not current sedentariness, predicts cognitive Rev 1988;8:77-100.

}”?i?i,gon_ perfsrmgn(t:j agor}?h‘:;gggi gt;gjgts: an exploratory study. 88 Gauthier J, Bouchard S. Adaptation canadienne-francaise de la
n nviron res FuUblic Hea 1o o forme révisée Du State—Trait anxiety inventory de Spielberger. Can J

59 MagnonV, Vallet GT, Auxiette C. Sedentary behavior at work and Behav Sci 1993:25:559-78.

gg%gigvgegnmioni”@ a systematic review. Front Public Health 89 Christophe V, Antoine P, Leroy T, et al. Evaluation de deux stratégies
;o . de régulation émotionnelle : la suppression expressive et la

60 Magnon V, Dutheil F, Auxiette C. Sedentariness: a need for a réévagl;uation cognitive. Eur Rev Appl Psychol 2009;59:59-67.
definition. Front Public Health 2018;6:372. 90 Gilgen-Ammann R, Schweizer T, Wyss T. Rr interval signal quality of

61 Joddrell P, Astell AJ. Studies involving people with dementia and a heart rate monitor and an ECG Holter at rest and during exercise.
Touchscreen technology: a literature review. JMIR Rehabil Assist Eur J App! Physiol 2019;119:1525-32.

Technol 2016;3:e10. 91 Kleckner IR, Wormwood JB, Simmons WK, et al. Methodological

62 Zabetian-Targhi F, Srikanth VK, Beare R, et al. The association recommendations for a heartbeat detection-based measure of
between physical activity intensity, cognition, and brain structure interoceptive sensitivity. Psychophysiology 2015;52:1432-40.
in people with type 2 diabetes. J Gerontol A Biol Sci Med Sci 92 Nadort A, Kalkman K, van Leeuwen TG, et al. Quantitative blood
2021;76:2047-53. flow velocity imaging using laser speckle flowmetry. Sci Rep

63 lIrazoki E, Contreras-Somoza LM, Toribio-Guzman JM, et al. 2016;6:25258.

Technologies for cognitive training and cognitive rehabilitation for 93 Boudarene M, Legros JJ, Timsit-Berthier M. [Study of the stress
people with mild cognitive impairment and dementia. A systematic response: role of anxiety, cortisol and DHEASs]. Encephale
review. Front Psychol 2020;11:648. 2002;28:139-46.

64 Luft CDB, Takase E, Darby D. Heart rate variability and cognitive 94 Laborde S, Mosley E, Thayer JF. Heart Rate Variability and Cardiac
function: effects of physical effort. Biol Psychol 2009;82:186-91. Vagal Tone in Psychophysiological Research - Recommendations

65 McCraty R, Shaffer F. Heart rate variability: new perspectives on for Experiment Planning, Data Analysis, and Data Reporting. Front
physiological mechanisms, assessment of self-regulatory capacity, Psychol 2017;8:2183.
and health risk. Glob Adv Health Med 2015;4:46-61. 95 Report TF. Heart rate variability: standards of measurement,

66 Quintana DS, Heathers JAJ. Considerations in the assessment physiological interpretation and clinical use. Task force of the
of heart rate variability in biobehavioral research. Front Psychol European Society of cardiology and the North American Society of
2014;5:805. pacing and electrophysiology. Circulation 1996;93:1043-65.

10 Magnon V, et al. BMJ Open 2022;12:€060057. doi:10.1136/bmjopen-2021-060057

“ybuAdoo Aq parosroid 1sanb Aq 2z0z ‘62 JoquianoN uo /wod fwg uadolway/:dny wouy papeojumoq "2zoz AINC T Uo /50090-T20z-uadolwa/oeTT 0T St payslignd 1s4i :uado CING


http://dx.doi.org/10.1371/journal.pone.0232958
http://dx.doi.org/10.2337/dc12-1801
https://www.idf.org/e-library/epidemiology-research/diabetes-atlas/159-idf-diabetes-atlas-ninth-edition-2019.html
https://www.idf.org/e-library/epidemiology-research/diabetes-atlas/159-idf-diabetes-atlas-ninth-edition-2019.html
http://dx.doi.org/10.2337/ds16-0041
http://dx.doi.org/10.1016/S2213-8587(20)30267-9
http://dx.doi.org/10.3390/nu11112611
http://dx.doi.org/10.3389/fnins.2019.00710
http://dx.doi.org/10.1136/bjsports-2016-096587
http://dx.doi.org/10.7326/0003-4819-144-2-200601170-00004
http://dx.doi.org/10.3389/fpubh.2017.00222
http://dx.doi.org/10.1080/09602010601082359
http://dx.doi.org/10.7326/0003-4819-158-3-201302050-00583
http://dx.doi.org/10.1111/j.1532-5415.2005.53221.x
http://dx.doi.org/10.1017/cjn.2016.273
http://dx.doi.org/10.1016/s0022-3999(01)00296-3
http://dx.doi.org/10.1016/s0022-3999(01)00296-3
http://dx.doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://dx.doi.org/10.1093/arclin/acw083
http://dx.doi.org/10.1080/09602011.2016.1231121
http://dx.doi.org/10.3390/ijerph18147649
http://dx.doi.org/10.3389/fpubh.2018.00239
http://dx.doi.org/10.3389/fpubh.2018.00372
http://dx.doi.org/10.2196/rehab.5788
http://dx.doi.org/10.2196/rehab.5788
http://dx.doi.org/10.1093/gerona/glab067
http://dx.doi.org/10.3389/fpsyg.2020.00648
http://dx.doi.org/10.1016/j.biopsycho.2009.07.007
http://dx.doi.org/10.7453/gahmj.2014.073
http://dx.doi.org/10.3389/fpsyg.2014.00805
http://dx.doi.org/10.1038/s41598-021-98736-9
http://dx.doi.org/10.3389/fnhum.2018.00353
http://dx.doi.org/10.1037/a0024338
http://www.rstudio.com/
https://github.com/heliosdrm/pwr
http://dx.doi.org/10.1016/j.biopsycho.2014.11.004
http://dx.doi.org/10.1016/0149-7189(82)90074-x
http://dx.doi.org/10.1080/09638230701879144
http://dx.doi.org/10.1080/01688639608408293
http://dx.doi.org/10.1080/01688639608408293
http://dx.doi.org/10.1037/h0043688
http://dx.doi.org/10.1016/0001-6918(69)90065-1
http://dx.doi.org/10.1037/h0054651
http://dx.doi.org/10.1037/h0054651
http://dx.doi.org/10.3389/fpsyg.2017.00557
http://dx.doi.org/10.1001/archneur.1991.00530130069022
http://dx.doi.org/10.1207/s15327752jpa4901_13
http://dx.doi.org/10.1016/0272-7358(88)90050-5
http://dx.doi.org/10.1016/0272-7358(88)90050-5
http://dx.doi.org/10.1037/h0078881
http://dx.doi.org/10.1037/h0078881
http://dx.doi.org/10.1016/j.erap.2008.07.001
http://dx.doi.org/10.1007/s00421-019-04142-5
http://dx.doi.org/10.1111/psyp.12503
http://dx.doi.org/10.1038/srep25258
http://www.ncbi.nlm.nih.gov/pubmed/11972140
http://dx.doi.org/10.3389/fpsyg.2017.00213
http://dx.doi.org/10.3389/fpsyg.2017.00213
http://www.ncbi.nlm.nih.gov/pubmed/8598068
http://bmjopen.bmj.com/

I

96 Shaffer F, Ginsberg JP. An overview of heart rate variability metrics
and norms. Front Public Health 2017;5:258.

97 Hayano J, Yuda E. Pitfalls of assessment of autonomic function by
heart rate variability. J Physiol Anthropol 2019;38:3.

98 Kalman BA, Grahn RE. Measuring salivary cortisol in the behavioral
neuroscience laboratory. J Undergrad Neurosci Educ 2004;2:A41-9.

Open access

99 Brewer GJ, Blue MNM, Hirsch KR, et al. Validation of InBody 770
bioelectrical impedance analysis compared to a four-compartment
model criterion in young adults. Clin Physiol Funct Imaging
2021;41:317-25.

Magnon V, et al. BMJ Open 2022;12:€060057. doi:10.1136/bmjopen-2021-060057

11

“ybuAdoo Aq parosroid 1sanb Aq 2z0z ‘62 JoquianoN uo /wod fwg uadolway/:dny wouy papeojumoq "2zoz AINC T Uo /50090-T20z-uadolwa/oeTT 0T St payslignd 1s4i :uado CING


http://dx.doi.org/10.3389/fpubh.2017.00258
http://dx.doi.org/10.1186/s40101-019-0193-2
http://www.ncbi.nlm.nih.gov/pubmed/23493518
http://dx.doi.org/10.1111/cpf.12700
http://bmjopen.bmj.com/

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

B SPIRITV

STANDARD PROTOCOL ITEMS: RECOMMENDATIONS FOR INTERVENTIONAL TRIALS

SPIRIT 2013 Checklist: Recommended items to address in a clinical trial protocol and
related documents™

Section/item Item Description
No

Administrative information

Title 1 Descriptive title identifying the study design, population, interventions,
and, if applicable, trial acronym

Trial registration  2a Trial identifier and registry name. If not yet registered, name of
intended registry

2b All items from the World Health Organization Trial Registration Data

Set
Protocol version 3 Date and version identifier
Funding 4 Sources and types of financial, material, and other support
Roles and 5a Names, affiliations, and roles of protocol contributors

responsibilities
P 5b Name and contact information for the trial sponsor
5c Role of study sponsor and funders, if any, in study design; collection,
management, analysis, and interpretation of data; writing of the report;
and the decision to submit the report for publication, including whether
they will have ultimate authority over any of these activities

5d Composition, roles, and responsibilities of the coordinating centre,
steering committee, endpoint adjudication committee, data
management team, and other individuals or groups overseeing the
trial, if applicable (see ltem 21a for data monitoring committee)

Introduction

Background and 6a Description of research question and justification for undertaking the
rationale trial, including summary of relevant studies (published and
unpublished) examining benefits and harms for each intervention

6b Explanation for choice of comparators
Objectives 7 Specific objectives or hypotheses

Trial design 8 Description of trial design including type of trial (eg, parallel group,
crossover, factorial, single group), allocation ratio, and framework (eg,
superiority, equivalence, noninferiority, exploratory)
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Methods: Participants, interventions, and outcomes

Study setting 9

Eligibility criteria 10

Interventions 11a
11b
11c
11d

Outcomes 12

Participant 13

timeline

Sample size 14

Recruitment 15

Description of study settings (eg, community clinic, academic hospital)
and list of countries where data will be collected. Reference to where
list of study sites can be obtained

Inclusion and exclusion criteria for participants. If applicable, eligibility
criteria for study centres and individuals who will perform the
interventions (eg, surgeons, psychotherapists)

Interventions for each group with sufficient detail to allow replication,
including how and when they will be administered

Criteria for discontinuing or modifying allocated interventions for a
given trial participant (eg, drug dose change in response to harms,
participant request, or improving/worsening disease)

Strategies to improve adherence to intervention protocols, and any
procedures for monitoring adherence (eg, drug tablet return,
laboratory tests)

Relevant concomitant care and interventions that are permitted or
prohibited during the trial

Primary, secondary, and other outcomes, including the specific
measurement variable (eg, systolic blood pressure), analysis metric
(eg, change from baseline, final value, time to event), method of
aggregation (eg, median, proportion), and time point for each
outcome. Explanation of the clinical relevance of chosen efficacy and
harm outcomes is strongly recommended

Time schedule of enrolment, interventions (including any run-ins and
washouts), assessments, and visits for participants. A schematic
diagram is highly recommended (see Figure)

Estimated number of participants needed to achieve study objectives
and how it was determined, including clinical and statistical
assumptions supporting any sample size calculations

Strategies for achieving adequate participant enrolment to reach
target sample size

Methods: Assighment of interventions (for controlled trials)

Allocation:

Sequence 16a
generation

Method of generating the allocation sequence (eg, computer-
generated random numbers), and list of any factors for stratification.
To reduce predictability of a random sequence, details of any planned
restriction (eg, blocking) should be provided in a separate document
that is unavailable to those who enrol participants or assign
interventions
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Allocation 16b  Mechanism of implementing the allocation sequence (eg, central
concealment telephone; sequentially numbered, opaque, sealed envelopes),
mechanism describing any steps to conceal the sequence until interventions are

Implementation 16¢

Blinding 17a
(masking)

17b

assigned

Who will generate the allocation sequence, who will enrol participants,
and who will assign participants to interventions

Who will be blinded after assignment to interventions (eg, trial
participants, care providers, outcome assessors, data analysts), and
how

If blinded, circumstances under which unblinding is permissible, and
procedure for revealing a participant’s allocated intervention during
the trial

Methods: Data collection, management, and analysis

Data collection 18a

methods
18b
Data 19
management
Statistical 20a
methods
20b
20c

Methods: Monitoring

Data monitoring  21a

Plans for assessment and collection of outcome, baseline, and other
trial data, including any related processes to promote data quality (eg,
duplicate measurements, training of assessors) and a description of
study instruments (eg, questionnaires, laboratory tests) along with
their reliability and validity, if known. Reference to where data
collection forms can be found, if not in the protocol

Plans to promote participant retention and complete follow-up,
including list of any outcome data to be collected for participants who
discontinue or deviate from intervention protocols

Plans for data entry, coding, security, and storage, including any

related processes to promote data quality (eg, double data entry;
range checks for data values). Reference to where details of data
management procedures can be found, if not in the protocol

Statistical methods for analysing primary and secondary outcomes.
Reference to where other details of the statistical analysis plan can be
found, if not in the protocol

Methods for any additional analyses (eg, subgroup and adjusted
analyses)

Definition of analysis population relating to protocol non-adherence
(eg, as randomised analysis), and any statistical methods to handle
missing data (eg, multiple imputation)

Composition of data monitoring committee (DMC); summary of its role
and reporting structure; statement of whether it is independent from
the sponsor and competing interests; and reference to where further
details about its charter can be found, if not in the protocol.
Alternatively, an explanation of why a DMC is not needed
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Harms

Auditing

21b

22

23

Description of any interim analyses and stopping guidelines, including
who will have access to these interim results and make the final
decision to terminate the trial

Plans for collecting, assessing, reporting, and managing solicited and
spontaneously reported adverse events and other unintended effects
of trial interventions or trial conduct

Frequency and procedures for auditing trial conduct, if any, and
whether the process will be independent from investigators and the
sponsor

Ethics and dissemination

Research ethics
approval

Protocol
amendments

Consent or assent

Confidentiality

Declaration of
interests

Access to data

Ancillary and
post-trial care

Dissemination
policy

24

25

26a

26b

27

28

29

30

31a

31b

31c

Plans for seeking research ethics committee/institutional review board
(REC/IRB) approval

Plans for communicating important protocol modifications (eg,
changes to eligibility criteria, outcomes, analyses) to relevant parties
(eg, investigators, REC/IRBs, trial participants, trial registries, journals,
regulators)

Who will obtain informed consent or assent from potential trial
participants or authorised surrogates, and how (see ltem 32)

Additional consent provisions for collection and use of participant data
and biological specimens in ancillary studies, if applicable

How personal information about potential and enrolled participants will
be collected, shared, and maintained in order to protect confidentiality
before, during, and after the trial

Financial and other competing interests for principal investigators for
the overall trial and each study site

Statement of who will have access to the final trial dataset, and
disclosure of contractual agreements that limit such access for
investigators

Provisions, if any, for ancillary and post-trial care, and for
compensation to those who suffer harm from trial participation

Plans for investigators and sponsor to communicate trial results to
participants, healthcare professionals, the public, and other relevant
groups (eg, via publication, reporting in results databases, or other
data sharing arrangements), including any publication restrictions

Authorship eligibility guidelines and any intended use of professional
writers

Plans, if any, for granting public access to the full protocol, participant-
level dataset, and statistical code
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Informed consent 32 Model consent form and other related documentation given to
materials participants and authorised surrogates
Biological 33 Plans for collection, laboratory evaluation, and storage of biological
specimens specimens for genetic or molecular analysis in the current trial and for

future use in ancillary studies, if applicable

*It is strongly recommended that this checklist be read in conjunction with the SPIRIT 2013
Explanation & Elaboration for important clarification on the items. Amendments to the
protocol should be tracked and dated. The SPIRIT checklist is copyrighted by the SPIRIT
Group under the Creative Commons “Attribution-NonCommercial-NoDerivs 3.0 Unported”
license.
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