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ABSTRACT
Introduction  Medication adherence for patients with 
chronic conditions such as gout, a debilitating form of 
arthritis that requires daily medication to prevent flares, 
is a costly problem. Existing interventions to improve 
medication adherence have only been moderately effective. 
Habit formation theory is a promising strategy to improve 
adherence. The cue-reward-repetition principle posits that 
habits are formed by repeatedly completing an activity after 
the same cue and having the action rewarded every time. 
Over time, cues become increasingly important whereas 
rewards become less salient because the action becomes 
automatic. Leveraging the cue-reward-repetition principle 
could improve adherence to daily gout medications.
Methods and analysis  This three-arm parallel 
randomised controlled trial tests an adaptive intervention 
that leverages the repetition cue-reward principle. The 
trial will began recruitment in August 2021 in Boston, 
Massachusetts, USA. Eligible patients are adults with 
gout who have been prescribed a daily oral medication 
for gout and whose most recent uric acid is above 6 mg/
dL. Participants will be randomised to one of three arms 
and given electronic pill bottles. In the two intervention 
arms, participants will select a daily activity to link to their 
medication-taking (cue) and a charity to which money will 
be donated every time they take their medication (reward). 
Participants in Arm 1 will receive reminder texts about 
their cue and their charity reward amount will be US$0.50 
per day of medication taken. Arm 2 will be adaptive; 
participants will receive a US$0.25 per adherent-day and 
no reminder texts. If their adherence is <75% 6 weeks 
postrandomisation, their reward will increase to US$0.50 
per adherent-day and they will receive reminder texts. The 
primary outcome is adherence to gout medications over 
18 weeks.
Ethics and dissemination  This trial has ethical approval 
in the USA. Results will be published in a publicly 
accessible peer-reviewed journal.
Trial registration number  NCT04776161

INTRODUCTION
Non-adherence to evidence-based prescrip-
tion medications results in preventable 

morbidity and mortality for middle-aged 
and older adults.1–4 Studies have consistently 
shown that among patients with chronic 
illnesses, 50% of medications are not taken 
as prescribed.1 5 For patients who have gout, 
the most common chronic inflammatory 
arthritis in the USA,6 poor adherence to 
urate lowering therapy (ULT) is a key reason 
why patients fail to reach treatment goals and 
have debilitating arthritis flares.7

Barriers to adherence are numerous, and 
include cost, unwanted side effects, and 
forgetfulness among many others.8 9 Inter-
ventions to improve adherence have focused 
on increasing knowledge about the impor-
tance of medications2 or motivation to take 
medications.4 Unfortunately, even the most 
successful of these approaches have been 
only modestly effective and positive results 
are generally only seen over the short term.1 2

One promising strategy to increase medica-
tion adherence in significant and sustainable 
ways is approaching medication-taking as a 

Strengths and limitations of this study

►► The study uses a randomised controlled trial study 
design with an adaptive arm to test the effect of a 
principle-driven cue-reward intervention on medi-
cation adherence.

►► The intervention is personalised to each participant 
and their unique cues that might trigger improved 
adherence.

►► Our usage of electronic pill bottles in every arm may 
increase overall adherence due to the Hawthorne 
effect and limit our ability to detect a difference be-
tween study arms.

►► Participants may already use a system of cues and 
rewards of their own making, which could bias our 
results towards the null.
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daily habit.4 Taking a medication every day is similar to other 
repetitive behaviours that must be performed consistently, 
such as brushing one’s teeth every morning or washing one’s 
hands after using the bathroom. In these cases, people who 
consistently act in healthy ways do so out of habit.10 11 The 
repetition-cue-reward model proposes that habit formation 
has three central components: behavioural repetition, asso-
ciated context cues, and rewards.12 13 Under this model, 
habits are formed by completing an activity in contiguity 
with a particular cue, and having the action rewarded. 
When this sequence is repeated, cues become increas-
ingly important, whereas rewards become increasingly less 
salient because a level of automaticity has been reached. 
Once habits are formed, they guide actual behaviour rather 
than intention.13 For example, eating habits are stronger 
determinants of food choices than eating intentions or 
susceptibility to eating temptations.14

Accordingly, principles of habit formation have the 
potential to improve medication adherence by trans-
forming the act of medication-taking into an automatic 
action. Therefore, we propose a randomised controlled 
trial that aims to identify whether an intervention 
targeting habit formation using the cue-reward repetition 
model has the potential to improve adherence to chronic, 
daily ULT in patients with gout.

METHODS
Study design
This study is a pragmatic, prospective, three-arm parallel 
randomised controlled trial designed to evaluate a habit 
formation intervention for improving adherence to daily 
ULT among individuals with gout (see figure 1). Enrol-
ment began in August 2021 and we plan to complete 
follow-up by April 2022.

Study setting and participants
We will enrol patients who are currently receiving gout 
care at a rheumatology or primary care practice affiliated 
with Brigham and Women’s Hospital, a large academic 
medical centre in Boston, Massachusetts,USA caring for 
over 4000 patients with gout every year. Potentially eligible 
participants are individuals who are at least 18 years old 
with gout, who receive a stable dose of oral ULT, and 
whose most recent uric acid level within the last 6 months 
is >6 mg/dL (target therapeutic level while on ULT is <6). 
Eligible patients must also have a smartphone with a data 
plan or WiFi at home and be willing to use electronic 
pill bottles for their gout medications for the duration of 
the study. These criteria were chosen because the use of 
electronic pill bottles requires smartphone connectivity 
to record adherence. Finally, because the intervention is 
currently only available in the English language, partici-
pants will be required to have a basic working knowledge 
of English. Patients will be excluded if they are currently 
pregnant.

Figure 1  Trial design.
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Recruitment and screening
Due to social distancing restrictions put in place because 
of the COVID-19 pandemic, we will screen and recruit 
participants remotely (see figure  2). We will identify 
eligible participants using electronic health record 
(EHR) data. For patients identified through the EHR, we 
will first contact the patients’ rheumatologist or primary 
care physician for their approval to approach the patient. 
If the provider does not opt out an identified patient, the 
patient will be sent a letter with information about the 
study inviting them to participate. One week later, patients 
will be contacted by phone to ask about their interest in 
the study and to confirm eligibility. If patients agree to 
participate, they will provide electronic written informed 
consent for all study procedures, including the use of text 
messages, and complete baseline questionnaires using 
REDCap (Research Electronic Data Capture),15 a secure 
web-based data collection tool.16 17 This paperless consent 
process was approved by our Institutional Review Board. 
At the end of the enrolment visit, they will be randomised 
to one of three arms. All participants will then be mailed 
up to two electronic pill bottles manufactured by Pillsy 
along with written instructions for setup. Participants in 
the intervention arm will also be given a guide to assist 
them in selecting a cue (see online supplemental file 1).

Before beginning follow-up, subjects in all arms will be 
contacted to review procedures, confirm the functionality 
of their bottles, and verify cellphone numbers for delivery 
of the intervention.

Randomisation
Study enrolment began in August 2021 and is anticipated 
to be completed by January 2022. In order to improve 
balance between the three arms, we will use block rando-
misation stratified by (1) recruitment method, specifi-
cally through rheumatology or primary care practices 

and (2) baseline uric acid  >6.0–8.0 mg/dL or  >8.0 mg/
dL. Participants will be randomised by research assistants 
in a 1:1:1 ratio within blocks of three participants to one 
of three treatment arms using the randomisation module 
integrated in REDCap.16 17

Interventions
This trial will have two intervention arms and one control 
arm. Both intervention arms will include a cue-reward 
‘couplet’, but the intensity of the couplet will depend 
on arm assignment. The study design and intervention 
components are described further in figure 1.

Arm 1: non-adaptive intervention
Participants in the first intervention arm will choose a life-
style ‘cue’ and receive a reward over a 12-week period. 
The cue will be selected by each participant through a 
goal-setting exercise during which they will identify the 
activity they want to link to their medication-taking (see 
online supplemental file 1). For example, a participant 
who takes their medication in the morning may elect to 
link tooth brushing with medication-taking. Participants 
will select their cue assited by study staff during the device 
set up call. If adherence falls below 75%, for the prior 
4 days, participants will receive a text message reminding 
them of the cue they decided to link to their medication-
taking (see figure 3 and online supplemental file 2).

The ‘reward’ will consist of a charitable donation every 
time the participant takes their medication. Participants 
will choose a charity during the enrolment visit, in specific 
a local animal shelter, a local food bank, or UNICEF. To 
clearly link the reward to the act of medication-taking, 
a sticker with the charity logo will be placed under the 
patient’s pill bottle cap prior to mailing it to the partic-
ipant so that they are reminded of the donation every 
time they take their medication (see online supplemental 

Figure 2  Screening and recruitment procedures. PCP; Primary care provider.
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file 3). Every day that the participant takes their medi-
cation as prescribed, US$0.50 will be donated to their 
charity of choice. Participants will receive texts every 
4 days summarising how much money was donated on 
their behalf and the potential impact of their donation 
(see online supplemental file 4). For example, partici-
pants who chose the local food bank as their charity could 
receive a text message that states ‘By taking your medica-
tion, you helped people struggling with hunger. Thanks 
to you, the Greater Boston Area Food Bank has been able 
to prepare eight free meals.’

After the 12-week study period, participants will then be 
observed for 6 weeks without any intervention.

To determine the amount of the reward and whether 
a text reminder about the cue needs to be sent, adher-
ence from the prior 4 days will be calculated by dividing 
the number of times a patient opened the pill bottle by 
the number of doses expected to be taken over 4 days. 
For patients on more than one medication, the values 
for each medication are averaged. Adherence values will 
range from 0% to 100%. To avoid erroneously classifying 
repeated bottle openings over a short period of time 
as multiple unique medication-taking events, we only 
count a maximum of 1 opening event per 3-hour period; 
opening events more than 3 hours apart are classified as 
separate doses.

Arm 2: adaptive intervention
Participants in the second intervention arm will receive 
cues and rewards as with Arm 1 for the first 6 weeks of 
the study period, although the amount of the reward will 
be US$0.25 per day. At the 6-week point, participants 
who remain non-adherent will be intensified and begin 
receiving text messages as in Arm 1 reminding them of 
the activity they decided to link to their medication-taking 
at the start of the intervention (see figure 3 and online 
supplemental file 4). They will receive these text messages 
over the following 6 weeks. Additionally, non-adherent 

participants will also see their charity reward increased 
to US$0.50 per day to match the non-adaptive interven-
tion arm. Participants will then be observed for 6 weeks 
without any intervention.

Arm 3: control
Participants in the control arm will not receive any inter-
vention but will receive electronic pill bottles to monitor 
their adherence over 18 weeks.

Data collection and management
Participants will be asked to complete surveys at baseline 
to capture demographic information, medical history, 
disease activity, and self-reported medication adherence 
(see online supplemental file 5). Additionally they will 
complete the Self-Report Behaviour Automaticity Index,18 
which assesses whether participants complete a given 
activity (such as medication-taking) automatically, for 
example by asking if they start doing it before they realise 
they are doing it. We will also use the routine assessment 
questionnaire developed by Heintzelman and King,19 
which provides a measure of how participants integrate 
a certain activity into their routine. Additionally, we will 
inquire about intentions and perceptions of medications 
using a modified version of the HIV Intention and Knowl-
edge scale.20 Coexisting medical conditions and uric acid 
values will be extracted from the patient’s EHR. At the 
end of the study, participants will be asked to complete 
a follow-up questionnaire mirroring questions from the 
baseline questionnaire about medication-taking automa-
ticity, integration of medication-taking into their routine, 
and intentions and perceptions regarding their medi-
cations. In addition, we will ask for feedback regarding 
the usefulness, acceptability, and feasibility of the inter-
vention. These data will be electronically recorded in a 
REDCap database. Once recorded, data will be locked to 
prevent changes. After the end of follow-up, participants 

Figure 3  Daily procedures. REDCap; Research Electronic Data Capture.
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will be compensated with a US$50 gift card after comple-
tion of the survey.

Adherence will be measured using Pillsy electronic pill 
bottles. These devices will be used in place of participants’ 
regular pill bottles and record the date and time of each 
bottle opening. Data from the bottles are transferred via 
Bluetooth to a mobile application on the participant’s 
cell phone. Data from this mobile application are acces-
sible to the research team in near real-time through a 
cloud-based portal. The set up required for these devices 
is minimal. Several studies have shown that electronic pill 
bottles represent a more reliable and accurate method of 
adherence measurement than self-report.21 Despite this, 
monitoring does have theoretical potential to influence 
adherence itself. To minimise this bias, any added func-
tionality that these devices offer (e.g., alerts when doses 
are due) will be disabled. Additionally, bias would be non-
differential and the observer effects of the devices will 
decrease over time,22 as has been observed in other medi-
cation adherence studies.23 24 The use of pill caps will 
allow us to evaluate objective medication-taking (both to 
classify patterns and evaluate trial outcomes) over a short 
period of time.

Outcomes
The trial’s primary outcome is adherence to gout medi-
cations over the 18-week follow-up period after rando-
misation. We will use an average of averages approach,25 
where medication adherence will be measured as the 
proportion of times a participant opened the electronic 
pill bottle out of the number of doses prescribed for each 
bottle in each day, averaged across the study medications 
and over the follow-up period.

Secondary outcomes will include habit formation 
through change in automaticity and sense of routine 
from baseline, as well as possible changes in intention 
or perceptions of gout medications. Additionally, we will 
explore the feasibility and acceptability of the interven-
tion within the intervention arms. Exploratory outcomes 
will include change in uric acid level from baseline. We 
will use the uric acid level value available in the EHR 
closest to each participant’s end of follow-up date to calcu-
late change in uric acid level. Since uric acid levels may 
not be collected on a regular basis and may be collected 
differentially for adherent patients, we expect 15%–20% 
missing data26 27 and will consider the results of this anal-
ysis exploratory.

Statistical analysis, sample size and power estimates
We will include all patients randomised in the study in 
these analyses. We will report the means and frequencies 
of baseline variables, including demographics, baseline 
medication use and self-reported adherence, coexisting 
illnesses and self-reported automaticity separately for the 
three intervention arms. Comparisons of these values 
for the two intervention arms to the usual care arm will 
be performed using t-tests and χ2 tests and their non-
parametric analogues, as appropriate.

The outcomes will be evaluated using intention-to-treat 
principles among all randomised participants. Change in 
mean adherence and mean uric acid level will be analysed 
using generalised estimating equations with an identity 
link function and normally distributed errors. If there 
are differences in baseline characteristics between study 
groups, we will repeat our analyses after adjusting for 
these covariates. If a substantial amount of subjects have 
missing outcome data, we will repeat our analyses using 
the latest postrandomisation lab values available and 
using multiple imputation.28

We powered the study to detect a clinically meaningful 
20% relative increase in adherence between each inter-
vention arm and our control arm. We estimated that we 
would have 80% power at an alpha threshold of 0.05 to 
detect this effect by randomising 20 participants to each 
arm, assuming that the baseline rate of adherence to 
urate-lowering therapy in our patient population is 50%. 
Data will then be analysed with SAS V.9.4. Access to the 
deidentified data sets will be limited to the study authors.

Patient and public involvement
We used electronic pill bottles to monitor medication use 
in a previous qualitative study among patients with gout 
to learn more about their experiences with taking daily 
oral medications. These interviews helped inform the 
design of our intervention.

DISCUSSION
A habit is an action that is triggered automatically in 
response to a contextual cue. For example, getting into a 
car can be the contextual cue for the action of putting on 
a seatbelt. Once habits are formed, conscious attention 
to the action diminishes as automaticity takes over. Habit 
formation theory is a promising strategy to improve medi-
cation adherence, as medication-taking is a daily repeti-
tive behaviour that could be associated to contextual cues 
through the cue-reward-repetition model. We propose 
this trial to test the impact of a habit formation inter-
vention on adherence to urate-lowering therapy (ULT) 
for patients who suffer from gout. ULT are chronic daily 
medications that do not provide immediate symptom 
relief but rather reduce the likelihood of debilitating 
flares of inflammatory arthritis caused by gout, if taken 
consistently, as prescribed.

Habit formation theory has already had practical impli-
cations for health promotion. For example, a randomised 
controlled trial of a low-intensity habit formation inter-
vention for weight control led to increased weight loss 
maintained over time.29 We hypothesise that creating a 
system of cues and rewards for patients can increase auto-
maticity of medication-taking and improve adherence to 
oral medications intended for daily use. We anticipate 
that this study will also help reduce gout flares.

There are a few limitations to this study. First, we will 
enrol patients who have access to a cell phone. While 
cell phone usage is almost ubiquitous in the USA,30 there 
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are still individuals without one who would not be able 
to participate, which may limit the generalisability of the 
study. Second, while we will measure adherence outcomes 
after the intervention has been removed for 6 weeks, we 
will be measuring short-term outcomes and are there-
fore unable to understand the long-term effects of our 
intervention. Finally, the use of electronic pill bottles and 
frequent text messages may result in a Hawthorne effect, 
although we expect the effect to decrease over time and 
be non-differential across groups. Similarly, while patients 
in the control group may already have a cue in place that 
triggers medication-taking, we expect that most patients 
enrolled will be non-adherent as we are requiring an 
elevated uric acid, which may suggest suboptimal ULT 
use. Randomisation will also limit any bias.

In conclusion, this trial will evaluate the impact of 
an individually-tailored habit formation intervention 
to improve adherence to daily medications for patients 
who suffer from gout. If the intervention is effective, this 
strategy could be tested in and scaled to other diseases, 
clinical environments, and health behaviours.

ETHICS AND DISSEMINATION
This protocol has been approved by the Institutional Review 
Board at Brigham and Women’s Hospital. No data moni-
toring committee was deemed necessary by the human 
subjects’ oversight boards. Written informed consent will be 
obtained from all participants. Data analysts at the end of the 
study will be blinded to arm assignment; however, patients 
are not blinded due to the nature of the interventions. The 
findings from this work will be published in a peer-reviewed 
journal and publicly accessible.

Author affiliations
1Center for Healthcare Delivery Sciences (C4HDS), Department of Medicine, 
Brigham and Women's Hospital, Harvard Medical School, Boston, Massachusetts, 
USA
2Division of Pharmacoepidemiology and Pharmacoeconomics, Department of 
Medicine, Brigham and Women's Hospital, Harvard Medical School, Boston, 
Massachusetts, USA
3Department of Psychology, University of Southern California, Los Angeles, 
California, USA
4ideas42, New York, New York, USA
5Division of Rheumatology, Inflammation and Immunity, Department of Medicine, 
Brigham and Women's Hospital, Boston, Massachusetts, USA

Twitter Julie C Lauffenburger @jlauffen

Acknowledgements  The authors wish to thank the Digital Care Transformation 
team at BWH, which responsible for managing Microsoft Dynamics 365 SMS 
Texting platform.

Contributors  All authors meet International Committee of Medical Journal Editors 
(ICMJE) criteria. CPF contributed meaningfully to trial or intervention design and 
implementation and drafted the trial protocol and manuscript. CHF had overall 
responsibility for the trial design and helped draft the trial protocol and manuscript. 
NKC is the coprincipal investigator, had overall responsibility for the trial design 
and trial protocol, and helped draft the trial protocol and manuscript. WW, TR, NH, 
RO, ESS, EK, KH, RAB and JCL contributed meaningfully to trial or intervention 
design and implementation as well as the manuscript. All authors contributed to the 
refinement of the study protocol and approved the final manuscript.

Funding  Research reported in this publication was supported by the National 
Institute on Aging of the National Institutes of Health under Award Number 

P30AG064199 to BWH (Choudhry PI). CHF is supported by NIH NIAMS K23 
AR071500.

Disclaimer  The content is solely the responsibility of the authors and does not 
necessarily represent the official views of the National Institutes of Health.

Competing interests  CHF serves in unpaid positions on the Board of Directors 
of the American College of Rheumatology and on the Medical-Scientific Advisory 
Council of the Lupus Foundation of America. She receives research support from 
Pfizer Pharmaceuticals unrelated to this work. NKC is a consultant to and holds 
equity in RxAnte, unrelated to this work. He receives grant funding, payable to 
his institution, from Boehringer Ingelheim and Humana, also unrelated to the 
current work. RAB is funded by an unrestricted educational grant from Boehringer 
Ingelheim to the Brigham and Women's Hospital, unrelated to the current work.

Patient consent for publication  Not required.

Provenance and peer review  Not commissioned; peer reviewed for ethical and 
funding approval prior to submission.

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
Constance P Fontanet http://​orcid.​org/​0000-​0002-​8253-​1598
Julie C Lauffenburger http://​orcid.​org/​0000-​0002-​4940-​4140

REFERENCES
	 1	 Viswanathan M, Golin CE, Jones CD, et al. Interventions to 

improve adherence to self-administered medications for chronic 
diseases in the United States: a systematic review. Ann Intern Med 
2012;157:785–95.

	 2	 Nieuwlaat R, Wilczynski N, Navarro T, et al. Interventions for 
enhancing medication adherence. Cochrane Database Syst Rev 
2014;2014:Cd000011.

	 3	 Choudhry NK, Glynn RJ, Avorn J, et al. Untangling the relationship 
between medication adherence and post-myocardial infarction 
outcomes: medication adherence and clinical outcomes. Am Heart J 
2014;167:51–8.

	 4	 Conn VS, Ruppar TM. Medication adherence outcomes of 771 
intervention trials: systematic review and meta-analysis. Prev Med 
2017;99:269–76.

	 5	 Naderi SH, Bestwick JP, Wald DS. Adherence to drugs that prevent 
cardiovascular disease: meta-analysis on 376,162 patients. Am J 
Med 2012;125:882–7.

	 6	 Singh G, Lingala B, Mithal A. Gout and hyperuricaemia in the USA: 
prevalence and trends. Rheumatology 2019;58:2177–80.

	 7	 De Vera MA, Marcotte G, Rai S, et al. Medication adherence in gout: 
a systematic review. Arthritis Care Res 2014;66:1551–9.

	 8	 Osterberg L, Blaschke T. Adherence to medication. N Engl J Med 
2005;353:487–97.

	 9	 Brown MT, Bussell JK. Medication adherence: who cares? Mayo Clin 
Proc 2011;86:304–14.

	10	 Ouellette JA, Wood W. Habit and intention in everyday life: the 
multiple processes by which past behavior predicts future behavior. 
Psychol Bull 1998;124:54–74.

	11	 Alison Phillips L, Leventhal H, Leventhal EA. Assessing theoretical 
predictors of long-term medication adherence: patients' treatment-
related beliefs, experiential feedback and habit development. 
Psychol Health 2013;28:1135–51.

	12	 Wood W. Habit in personality and social psychology. Pers Soc 
Psychol Rev 2017;21:389–403.

	13	 Wood W, Rünger D. Psychology of habit. Annu Rev Psychol 
2016;67:289–314.

 on A
pril 19, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-055930 on 24 N

ovem
ber 2021. D

ow
nloaded from

 

https://twitter.com/jlauffen
http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-8253-1598
http://orcid.org/0000-0002-4940-4140
http://dx.doi.org/10.7326/0003-4819-157-11-201212040-00538
http://dx.doi.org/10.1002/14651858.CD000011.pub4
http://dx.doi.org/10.1016/j.ahj.2013.09.014
http://dx.doi.org/10.1016/j.ypmed.2017.03.008
http://dx.doi.org/10.1016/j.amjmed.2011.12.013
http://dx.doi.org/10.1016/j.amjmed.2011.12.013
http://dx.doi.org/10.1093/rheumatology/kez196
http://dx.doi.org/10.1002/acr.22336
http://dx.doi.org/10.1056/NEJMra050100
http://dx.doi.org/10.4065/mcp.2010.0575
http://dx.doi.org/10.4065/mcp.2010.0575
http://dx.doi.org/10.1037/0033-2909.124.1.54
http://dx.doi.org/10.1080/08870446.2013.793798
http://dx.doi.org/10.1177/1088868317720362
http://dx.doi.org/10.1177/1088868317720362
http://dx.doi.org/10.1146/annurev-psych-122414-033417
http://bmjopen.bmj.com/


7Fontanet CP, et al. BMJ Open 2021;11:e055930. doi:10.1136/bmjopen-2021-055930

Open access

	14	 Verhoeven AAC, Adriaanse MA, Evers C, et al. The power of habits: 
unhealthy snacking behaviour is primarily predicted by habit 
strength. Br J Health Psychol 2012;17:758–70.

	15	 Harris PA, Taylor R, Thielke R, et al. Research electronic data capture 
(REDCap)--a metadata-driven methodology and workflow process 
for providing translational research informatics support. J Biomed 
Inform 2009;42:377–81.

	16	 Harris PA, Taylor R, Thielke R, et al. Research electronic data capture 
(REDCap)-a metadata-driven methodology and workflow process for 
providing translational research informatics support. J Biomed Inform 
2009;42:377–81.

	17	 Harris PA, Taylor R, Minor BL, et al. The REDCap Consortium: 
building an international community of software platform partners. J 
Biomed Inform 2019;95:103208.

	18	 Gardner B, Abraham C, Lally P, et al. Towards parsimony in habit 
measurement: testing the convergent and predictive validity of an 
automaticity subscale of the self-report habit index. Int J Behav Nutr 
Phys Act 2012;9:102.

	19	 Heintzelman SJ, King LA. Routines and meaning in life. Pers Soc 
Psychol Bull 2019;45:688–99.

	20	 Nelsen A, Trautner BW, Petersen NJ, et al. Development and 
validation of a measure for intention to adhere to HIV treatment. AIDS 
Patient Care STDS 2012;26:329–34.

	21	 Lam WY, Fresco P. Medication adherence measures: an overview. 
Biomed Res Int 2015;2015:1–12.

	22	 Mehta SJ, Asch DA, Troxel AB, et al. Comparison of pharmacy claims 
and electronic pill bottles for measurement of medication adherence 
among myocardial infarction patients. Med Care 2019;57:e9–14.

	23	 Volpp KG, Troxel AB, Mehta SJ, et al. Effect of electronic reminders, 
financial incentives, and social support on outcomes after myocardial 
infarction: the HeartStrong randomized clinical trial. JAMA Intern 
Med 2017;177:1093–101.

	24	 Troxel AB, Asch DA, Mehta SJ, et al. Rationale and design of 
a randomized trial of automated hovering for post-myocardial 
infarction patients: the HeartStrong program. Am Heart J 
2016;179:166–74.

	25	 Choudhry NK, Shrank WH, Levin RL. Measuring concurrent 
adherence to multiple related medications. Am J Manag Care 
2009;15:457–64.

	26	 Mikuls TR, Cheetham TC, Levy GD, et al. Adherence and outcomes 
with urate-lowering therapy: a site-randomized trial. Am J Med 
2019;132:354–61.

	27	 Rodríguez-Martín S, de Abajo FJ, Gil M, et al. Risk of acute 
myocardial infarction among new users of allopurinol according 
to serum urate level: a nested case-control study. J Clin Med 
2019;8. doi:10.3390/jcm8122150. [Epub ahead of print: 05 12 
2019].

	28	 Newgard CD, Lewis RJ. Missing data: how to best account for what 
is not known. JAMA 2015;314:940–1.

	29	 Beeken RJ, Leurent B, Vickerstaff V, et al. A brief intervention for 
weight control based on habit-formation theory delivered through 
primary care: results from a randomised controlled trial. Int J 
Obes 2017;41:246–54.

	30	 U.S. Smartphone use in 2015. Available: http://www.​pewinternet.​org/​
2015/​04/​01/​us-​smartphone-​use-​in-​2015/

 on A
pril 19, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2021-055930 on 24 N

ovem
ber 2021. D

ow
nloaded from

 

http://dx.doi.org/10.1111/j.2044-8287.2012.02070.x
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1016/j.jbi.2008.08.010
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://dx.doi.org/10.1016/j.jbi.2019.103208
http://dx.doi.org/10.1186/1479-5868-9-102
http://dx.doi.org/10.1186/1479-5868-9-102
http://dx.doi.org/10.1177/0146167218795133
http://dx.doi.org/10.1177/0146167218795133
http://dx.doi.org/10.1089/apc.2011.0318
http://dx.doi.org/10.1089/apc.2011.0318
http://dx.doi.org/10.1155/2015/217047
http://dx.doi.org/10.1097/MLR.0000000000000950
http://dx.doi.org/10.1001/jamainternmed.2017.2449
http://dx.doi.org/10.1001/jamainternmed.2017.2449
http://dx.doi.org/10.1016/j.ahj.2016.06.006
http://www.ncbi.nlm.nih.gov/pubmed/19589013
http://dx.doi.org/10.1016/j.amjmed.2018.11.011
http://dx.doi.org/10.3390/jcm8122150
http://dx.doi.org/10.1001/jama.2015.10516
http://dx.doi.org/10.1038/ijo.2016.206
http://dx.doi.org/10.1038/ijo.2016.206
http://www.pewinternet.org/2015/04/01/us-smartphone-use-in-2015/
http://www.pewinternet.org/2015/04/01/us-smartphone-use-in-2015/
http://bmjopen.bmj.com/

	Randomised controlled trial targeting habit formation to improve medication adherence to daily oral medications in patients with gout
	Abstract
	Introduction﻿﻿
	Methods
	Study design
	Study setting and participants
	Recruitment and screening
	Randomisation
	Interventions
	Arm 1: non-adaptive intervention
	Arm 2: adaptive intervention
	Arm 3: control

	Data collection and management
	Outcomes
	Statistical analysis, sample size and power estimates
	Patient and public involvement


	Discussion
	Ethics and dissemination
	References


