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Abstract
Background: Our clinical trial of a mobile exercise intervention for adults 18 to 65 years old with type 1 diabetes (T1D) occurred
during COVID-19 social distancing restrictions, prompting us to test web-based recruitment methods previously underexplored
for this demographic.
Objective: Our objectives for this study were to (1) evaluate the effectiveness and cost of using social media news feed
advertisements, a clinic-based approach method, and web-based snowball sampling to reach inadequately active adults with T1D
and (2) compare characteristics of enrollees against normative data.
Methods: Participants were recruited between November 2019 and August 2020. In method #1, Facebook and Instagram news
feed advertisements ran for five 1-to-8-day windows targeting adults (18 to 64 years old) in the greater New Haven and Hartford,
Connecticut, areas with one or more diabetes-related profile interest. If interested, participants completed a webform so that the
research team could contact them for eligibility screening. In method #2, patients 18 to 24 years old with T1D were approached
in person at clinical visits in November and December 2019. Those who were interested immediately completed eligibility
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screening. Older patients could not be approached due to clinic restrictions. In method #3, snowball sampling was conducted by
physically active individuals with T1D contacting their peers on Facebook and via email for 48 days, with details to contact the
research staff to express interest and complete eligibility screening. Other methods referred participants to the study similarly to
snowball sampling.
Results: In method #1, advertisements were displayed to 11,738 unique viewers and attracted 274 clickers (2.33%); 20 participants
from this group (7.3%) volunteered, of whom 8 (40%) were eligible. Costs averaged US $1.20 per click and US $95.88 per
eligible volunteer. Men had lower click rates than women (1.71% vs 3.17%; P<.001), but their responsiveness and eligibility
rates did not differ. In method #2, we approached 40 patients; 32 of these patients (80%) inquired about the study, of whom 20
(63%) volunteered, and 2 of these volunteers (10%) were eligible. Costs including personnel for in-person approaches averaged
US $21.01 per inquirer and US $479.79 per eligible volunteer. In method #3, snowball sampling generated 13 inquirers; 12 of
these inquirers (92%) volunteered, of whom 8 (67%) were eligible. Incremental costs to attract inquirers were negligible, and
total costs averaged US $20.59 per eligible volunteer. Other methods yielded 7 inquirers; 5 of these inquirers (71%) volunteered,
of whom 2 (40%) were eligible. Incremental costs to attract inquirers were negligible, and total costs averaged US $34.94 per
eligible volunteer. Demographic overrepresentations emerged in the overall cohort (ie, optimal glycemic control, obesity, and
low exercise), among those recruited by news feed advertisements (ie, obesity and older age), and among those recruited by
snowball sampling (ie, optimal glycemic control and low exercise).
Conclusions: Web-based advertising and recruitment strategies are a promising means to attract adults with T1D to clinical
trials and exercise interventions, with costs comparing favorably to prior trials despite targeting an uncommon condition (ie,
T1D) and commitment to an intervention. These strategies should be tailored in future studies to increase access to higher-risk
participants.
Trial Registration: ClinicalTrials.gov NCT04204733; https://clinicaltrials.gov/ct2/show/NCT04204733
(JMIR Diabetes 2021;6(3):e28309) doi: 10.2196/28309
KEYWORDS
type 1 diabetes mellitus; exercise; behavior and behavior mechanisms; mobile phone

Introduction
Background
Type 1 diabetes (T1D) is characterized by beta cell destruction
and absolute deficiency, and it increases the risk of
cardiovascular disease among the 1.6 million Americans living
with it [1]. There is extensive evidence to endorse exercise as
therapy to reduce this risk [2]. Yet, data on optimal strategies
to promote exercise safely and successfully among those with
T1D who are inadequately active are lacking.
Online programs have potential for improving the scalability,
reach, and cost-effectiveness of exercise interventions [3].
Effective behavioral interventions to promote lifestyle change
typically involve a skills component, self-monitoring,
personalized feedback, and/or an electronic tool and resource
to facilitate behavior change [4,5]. While in-person exercise
interventions are efficacious for health goals, such as weight
loss for people with obesity and no other chronic conditions
[6], individuals with T1D must spend several hours per day
managing their disease [7], so extra time commitments, such
as traveling to exercise, must be minimized.
Quality clinical trials are needed to address the diabetes care
needs of adults across the lifespan (18 to 65 years). To have
generalizable results, clinical trials must enroll participant
samples that represent the target population in terms of
sociodemographic and clinical characteristics. Recruiting
racially, ethnically, and socioeconomically diverse adults using
traditional recruitment strategies is challenging [8]. Another
challenge is to recruit a nationally representative sample
reflective of adults with T1D to capture those who do not meet
https://diabetes.jmir.org/2021/3/e28309
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glycemic control targets or with other comorbidities and other
cardiovascular risk factors such as hypertension. Recruiting
through social media has great potential to reach populations
who would otherwise not participate in research. Social media
is an effective strategy for recruiting young adults—98% use
the internet and 88% use social media—and the internet is
particularly effective for recruiting young adults aged 18 to 34
years with T1D [9,10]. However, less is known about the
effectiveness of social media for recruiting middle-aged to older
adults aged 35 to 65 years with T1D.
Social media platforms host numerous T1D support groups that
facilitate peer and role model support [11,12], and
advertisements through two of these groups—College Diabetes
Network and Beyond Type 1—successfully recruited young
adults with T1D to a self-management education intervention
[9]. However, these authors acknowledged that this approach
introduces bias, since not all people with T1D choose to engage
with these groups. Many analyses have concluded that digital
recruitment introduces bias because internet browsing behavior
correlates with demographics [13-15]. Therefore, any social
media approach is inherently biased, but one potential strategy
to diversify viewership is varying the way advertisements are
delivered within the social media platform [10,13]. For example,
advertisements can be placed within the home page news feed
so they are viewed immediately or with unfocused scrolling,
rather than having to intentionally visit a specific group page.
Another strategy is snowball sampling, where initial respondents
spread word to peers through social media and other web-based
methods such as email [16]. Accordingly, evaluation of a
multifaceted web-based recruitment campaign is important to

JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 2
(page number not for citation purposes)

JMIR DIABETES
determine the effectiveness of this approach for the T1D
population.

Objectives
Our overall objective was to describe recruitment engagement
occurring within various web-based and in-person spaces to
investigate the potential for selection bias and threats to external
validity when recruiting adults with T1D. We addressed this
objective via a substudy analyzing recruitment strategies for a
parent study that was focused on a 10-week mobile exercise
intervention for inadequately active adults with T1D. The
intervention in the parent study used a customized mobile digital
app—GlucoseZone (Fitscript LLC)—to provide on-demand
instructional exercise videos, access to a text-based exercise
coach with expertise in T1D, daily electronic self-monitoring
diaries, and monthly data reports from a continuous glucose
monitor (CGM) and an exercise smartwatch (Apple Watch 3)
that were discussed with their coach in a motivational
enhancement therapy session. The feasibility, acceptability, and
efficacy of the intervention will be published in forthcoming
manuscripts. The specific aims of this substudy were to (1)
evaluate the effectiveness and cost of using news feed
advertisements, snowball sampling, and an in-person approach
at clinical visits to reach inadequately active adults with T1D
for a mobile lifestyle intervention and (2) compare
sociodemographic and clinical characteristics among responders
against normative data.

Ash et al
[2], interest in participating in a mobile exercise intervention
(ClinicalTrials.gov Identifier: NCT04204733), own a
smartphone, own and are adherent to a CGM (consistently
capture ≥70% of possible readings) [2], and read and speak
English. The intervention also required an Apple Watch 3, which
was provided to each participant by the research team for the
duration of the study. Volunteers with a chronic disease or injury
requiring exercise adjustments outside the scope of the mobile
intervention were not eligible to participate. Each advertising
strategy presented a brief description of the study with an
invitation to inquire for more details. Those inquiring were
provided a more detailed overview of study requirements and
confidentiality policies. Those responsive to this more-detailed
overview completed eligibility screening, and those eligible
were invited to complete an intake visit at the closest of our two
research sites—New Haven or Trumbull, Connecticut (n=9)—or
by televideo, which was mandated for participants enrolled after
the start of the COVID-19 pandemic (n=11). All participants
completed an informed consent process before their intake. For
televideo intakes, consenting was done on a separate televideo
call the prior week so that intake supplies (blood pressure
monitor, scale, etc) could be mailed. The study, screening, and
consent process were approved by the Yale University
Institutional Review Board.

Advertising Strategies

Methods

Participants were recruited for the parent study over a 9-month
period between November 12, 2019, and August 9, 2020, with
a target enrollment of 20 participants.

Overview

Method #1: Social Media News Feed Advertisements

The methods described below are based on our previous
investigations of web-based advertising for different populations
(ie, heavy-drinking smokers and heavy-drinking young adults
with sleep concerns) [17,18]. Our previous studies and this study
share the primary objective of evaluating the effectiveness and
cost of using web-based advertising to recruit from the
population of interest. This study compared social media news
feed advertising, in-person approach at clinic visits, web-based
snowball sampling, referral from prior studies, and
ClinicalTrials.gov postings.

We ran an advertisement (Figure 1) through the paid news feed
advertising platform of Facebook, which also includes
Instagram, for 20 days total over five windows that were set
according to times for which we had the capacity to enroll new
volunteers (December 6-14, 2019; May 27-30, 2020; July 19-27,
2020; August 2 and 3, 2020; and August 9, 2020), until our
target number of volunteers (N=20) had been enrolled. The
advertisement appeared on the landing page of the desktop and
mobile versions of Facebook and Instagram of individuals in
the target age group (18 to 64 years) who listed at least one
interest related to diabetes from a list we constructed by
searching Facebook: Cure Type 1 Diabetes, Certified Diabetes
Educator, American Diabetes Association, International Diabetes
Federation, World Diabetes Day, Joslin Diabetes Center, Cure
Diabetes, or Medtronic Diabetes. We specified a spending limit
of US $25 per day.

Screening Process Overview
The recruitment campaign targeted individuals who met
eligibility criteria for the parent intervention study: 18 to 65
years of age, have T1D or other absolute insulin deficiency
diabetes, report inadequate exercise patterns (<3 days per week)
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Figure 1. News feed advertisement to reach inadequately active adults with type 1 diabetes.

We restricted the geographic target to a range that made travel
to our research offices feasible without compromising the daily
number of times the advertisement was displayed (ie,
impressions). This area was a 25-mile radius of our city (New
Haven, Connecticut) or the adjacent one (Hartford, Connecticut).
Although we pilot-tested advertisements in other states when
the mandated transition from in-person to televideo methods
occurred, they yielded no volunteers (Multimedia Appendix 1),
so this analysis is restricted to advertising days in Connecticut.
https://diabetes.jmir.org/2021/3/e28309
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Wording style was taken from our previous successful social
media campaigns [17,18]. Facebook and Instagram run on a
shared platform. The platform allocates advertising space using
an auction process based on the spending bid of the advertiser,
relevance to the user (ie, web analytic estimated rate of the user
acting upon the advertisement), and advertisement quality (ie,
past user experience survey results) [19]. We used the platform’s
bid-optimizing algorithms targeting the lowest cost per click.
The platform’s auctioning and bid optimization include the
JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 4
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Instagram space. The platform monitored the number of
impressions, total reach (ie, number of people seeing the
advertisements), advertisement clicks, and total cost for all
advertisements. These data allowed us to evaluate efficacy and
cost-effectiveness.

in person at the clinic setting. Clinic recruitment was
discontinued after December 2019 due to its relative inefficiency
(as described in the Results section) and COVID-19 pandemic
restrictions.

By clicking the advertisement, inquirers were directed to a
Health Insurance Portability and Accountability Act–compliant
webpage (Qualtrics) that displayed an overview of the study:
(1) a mobile app for people with T1D to manage exercise, which
includes a free 3-month subscription to the mobile app,
text-based coaching, a daily mobile diary, and feedback from
automated devices (ie, Apple Watch, CGM, and insulin device);
(2) 1-hour health assessments and surveys to be completed at
the beginning and end of the 3 months; and (3) compensation
for participation (US $100), research team contact details, and
our confidentiality policy. Inquirers were informed that they
could telephone the research team to obtain more information
and complete eligibility screening to enroll, or leave their contact
details and preferred times to be contacted in a secure webform
on the website so that the research team could contact them.
Those completing the webform received an email from the
research team 1 business day later that confirmed receipt of
their inquiry, were provided with a copy of the study overview
from the website so that they could review it further as desired,
and were notified that they would be telephoned 2 business days
later so that they could ask questions about the study and
complete eligibility screening. Those who answered or returned
this telephone call were considered to be responsive volunteers.

Two physically active individuals with T1D—both white
non-Hispanic
women
in
the
35-to-65-year
age
cohort—approached us volunteering to spread information about
the study by word-of-mouth from April 9 through May 27, 2020,
after learning about it through ClinicalTrials.gov or by
word-of-mouth from members of our department. They targeted
peer audiences, including a nationwide email list of personal
friends with T1D, T1D support groups on Facebook (eg, Phoenix
Valley T1D and Honest Exchange), and friends viewing their
Facebook profile wall. They reported that they initially posted
a link to the ClinicalTrials.gov page couched in a description
that they personalized according to the venue (eg, a posting on
a support group may have referenced a discussion at that group’s
last meeting about the importance of exercise), which they
followed up with personal exchanges with venue members as
needed. These posts and exchanges occurred within private
Facebook and email groups and were not monitored by the
research team. Interested volunteers could inquire about the
study by phone or email through study team contact details
available through the role models or the ClinicalTrials.gov page.
These inquirers, analogous to clickers in method #1, received
the same series of responses from the research team as the
webform completers: a study overview email 1 business day
later and a telephone call 2 business days later, and those
answering or returning this telephone call were considered to
be responsive volunteers.

Method #2: In-Person Approach at Clinical Visits
The Yale clinic serving adult patients with T1D did not permit
in-person recruitment by researchers, and remote recruitment
methods through clinic channels (ie, MyChart) were shut down
at the time of our recruitment. Therefore, clinic recruitment was
restricted to young adults attending the Yale Children’s Diabetes
Clinic (ie, those 18 to 24 years old). The principal investigator
(PI) (author GIA) successfully recruited a cohort of volunteers
from this clinic for a prior study [20] and followed the same
protocols for this study. Using medical record review, the PI
identified candidates who met the age and T1D diagnosis criteria
with appointments between November 12 and December 20,
2019 (ie, 27 days of clinic operation). The initial in-clinic
approach occurred in the exam rooms over a 10-minute window
before or between interactions with the diabetes provider, which
were coordinated with the provider in advance, and utilized the
following procedures. The PI knocked on the door. Once
receiving the candidate’s permission to enter, the PI said, “Hello!
I’m a researcher from Yale. We are doing a study on exercise
for type 1 diabetes. It provides a free subscription to a mobile
application for improving understanding on how exercise affects
your health and blood sugar control. Would you like to have
more information?” Candidates answering affirmatively were
considered to be inquirers, analogous to clickers in method #1.
The PI verbally reviewed a handout that mirrored method #1
regarding visuals (ie, Figure 1) and content (ie, the study
overview webpage) and invited them to ask further questions
and complete eligibility screening if they wanted to participate.
Those electing to complete screening were considered to be
responsive volunteers. Screening was completed immediately
https://diabetes.jmir.org/2021/3/e28309
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Method #3: Web-Based Snowball Sampling

Other Methods
Over the course of the 9-month recruitment window, 3
participants in a prior Yale study for T1D [21] expressed interest
in volunteering for further studies, and 4 viewers of the study
on ClinicalTrials.gov emailed us requesting more information.
These 7 people were considered to be inquirers, analogous to
clickers in method #1. They received the same series of
communications from the research team as the webform
completers: a study overview email and a telephone call 2
business days later, and those answering or returning this
telephone call were considered to be responsive volunteers.

Eligibility Screening
Volunteers completed the eligibility interview with the PI (GIA,
an exercise physiologist) by telephone or in person in the clinic
setting depending on the mode of recruitment. The interview
began with one question from the Paffenbarger Physical Activity
Questionnaire that queries weekly frequency of regular activity
sufficient to work up sweat, heart thumping, or out of breath
[22]. Those responding 3 or more times per week were not
eligible to participate.
The second part of the interview included a medical history
based on the Physical Activity Readiness Questionnaire [23].
It captured all the volunteers’ chronic medical conditions,
mobility limitations, medications, and other possible
contraindications to exercise within the offerings of the mobile
JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 5
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app (eg, chest pain and dizziness). All positive responses were
reviewed by the study physician (author SAW) to rule out
exclusion criteria.

Cost-Effectiveness
Costs associated with each method are detailed in Table 1.

Table 1. Costs associated with each recruitment method used in the study.
Recruitment stage

Start-up

Recruitment method tasks and their costs (US $)
News feed

Clinic

Snowball sampling

Other methods

•

•

30 minutes ($16.19) to explain study to each of two
snowball sample leaders
($32.38 total)

30 minutes ($16.19) to discuss referral system with
principal investigator of
previous study

•

2 hours ($64.76a) to select
image, slogan, and Facebook campaign settings
$125.00 to have

1 hour ($32.38) to design
flyer

HIPAAb-compliant webformc
Display advertisement

•

$0.012 per viewer for Face- •
book impression
•

Provide more infor-

•

mation to inquirerse
•

$0.00 for initial clickers
•
(directed automatically to
webform page)
•
5 minutes ($2.70) per webform completer to send
email template and follow

1.14 minutes ($0.62) to

$0.00 (done by snowball
sample leaders)
screen chartd
30 minutes ($16.19) per
viewer to wait in clinic and
find opportunity to approach participant

$0.00 (combined into below
email that arranged screening)

1 color flyer ($0.20) per inquirer
5 minutes ($2.70) per inquirer to verbally explain study
and answer questions

5 minutes ($2.70) per inquirer to send email template and follow up by

5 minutes ($2.70) per inquirer to send email template

15 minutes ($8.10) per volunteer to answer further
questions about study and
ask screening questions

15 minutes ($8.10) per
volunteer to answer further
questions about study and
ask screening questions

e

and follow up by phonee

phone

up by phonee
Screening session
•
with responsive volunteers

a

15 minutes ($8.10) per vol- •
unteer to answer further
questions about study and
ask screening questions

15 minutes ($8.10) per volunteer to answer further
questions about study and
ask screening questions

Personnel rate of $32.38/hour based on principal investigator’s salary + fringe.

b

HIPAA: Health Insurance Portability and Accountability Act.

c

Reflects 1 month of institutional subscription to Qualtrics (simulates larger trial where 20 days of advertising would occur in a single month).

d

Calculated as 1 minute per chart / (88% of charts meeting age and type 1 diabetes diagnosis criteria) = 1.14 minutes per qualifying chart.

e

Individuals not responding to first phone call were considered unresponsive.

Participant Characteristics
The assessments below were taken from the intake visit and
used for comparisons to normative data.

Baseline Exercise Levels
The physical activity question in the eligibility screening was
followed at the intake appointment by the more granular timeline
follow-back for exercise, in which volunteers were asked to
recall exercise (ie, type, duration, and Borg Rating of Perceived
Exertion scale [24]) for each calendar day going back 60 days
using calendar prompts and memory aids (eg, holidays). This
assessment has test-retest reliability (r=0.79-0.97) and
convergent validity with weekly exercise logs (r=0.65-0.80)
[25]. It was chosen since the parent study is a longitudinal
design, thus benefitting from weekly repeated measures as
opposed to other physical activity questionnaires that offer
snapshots.
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Demographics
Participants completed a REDCap (Research Electronic Data
Capture) form (Vanderbilt University) at the intake appointment.
It included age, gender, income, years of education, race,
ethnicity, type and duration of diabetes, and mode of therapy
(ie, continuous subcutaneous insulin infusion pump or multiple
daily injections).

Glycemic Control
Hemoglobin A1c (HbA1c) was assessed by finger prick using
the AccuBase A1c Home Test Kit (DTI Laboratories), a US
Food and Drug Administration–approved method in which the
user captures blood at home via capillary tube, injects the blood
into EDTA preservative, and mails it to a central laboratory for
analysis by high-performance liquid chromatography.
To save supply costs, participants who completed intake at a
facility with a point-of-care HbA1c machine available—DCA
Vantage Analyzer (Bayer)—used it instead of the more
expensive home test method. These 4 participants were 0.5 to
JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 6
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1.6 percentage points away from the classification cutoff used
for analysis (7.0%), so differences between HbA1c methods
(typically ≤0.2 percentage points) did not impact results.
Moreover, only 2 of these 4 participants ended up involved in
the comparison between methods, and these participants were
0.9 to 1.6 percentage points away from the classification cutoff.

Resting Blood Pressure
Resting blood pressure was taken by averaging two brachial
artery measurements from the seated position after at least 5
minutes of quiet rest using the Omron BP760N (Omron
Healthcare), which includes a rigid cuff that minimizes fitting
errors [26]. If the measurements differed by >5 mm Hg, then a
third was taken and the closest two were averaged. On the day
of the test, participants were asked to avoid confounders of
blood pressure, including caffeine, exercise, alcohol, and
tobacco, which was verbally confirmed before the test was
taken. In accord with registry practices, we defined elevated
blood pressure as ≥140/90 mm Hg regardless of medication
treatment, since medication treatment can be a poor indicator
of hypertension status in this population [27].

Ash et al
people who contacted the research team in response to another
form of advertisement), (2) inquirers to responsive volunteers
(those who volunteer to participate after reviewing more
information), and (3) responsive volunteers to eligible volunteers
(those who pass screening) [13]. Proportions were compared
between methods using chi-square tests (Fisher-Freeman-Halton
if any cells <5), followed by post hoc pairwise comparisons
using chi-square tests (Barnard test if any cells <5) with
Benjamini and Hochberg false discovery rate–adjusted P values.
We chose these tests over more conservative alternatives (ie,
Fisher exact and Bonferroni-adjusted P values), since the small
cell sizes presented a risk of type II error. Other methods were
grouped for reporting and were not compared. Costs differed
by magnitudes between methods—and some were nil—so were
compared qualitatively [30]. Within each method, we compared
demographic groups (ie, age and gender), since the study sought
to increase age scope from previous reports to include adults
35 to 65 years old. Among the age brackets offered by Facebook
analytics, 18 to 24 years had just 5 clickers (0 enrollees) so was
grouped with 25 to 34 years. Pandemic status (ie, prepandemic
vs midpandemic) was similarly tested as a possible confounder.

The PI manually applied the blood pressure cuff and supervised
measurements at the in-person intakes (n=9), and instructed
participants to assess themselves by live televideo for the remote
intakes (n=11) [26]. All 4 participants with elevated blood
pressure were among the latter group, meaning the results were
not impacted by “white coat” hypertension (ie, elevation of
blood pressure unique to the medical office setting). The less
common “masked” hypertension phenomenon (ie, elevation of
blood pressure unique to the nonoffice setting) could not be
ruled out as a confounder.

Comparison of Participant Characteristics to Normative
Data

Body Mass Index

Results

Weight was taken in kilograms by the Body weight scale
(Withings) in light clothing without shoes. Height was
self-reported in feet and inches during phone screening and
converted to meters. Body mass index was calculated, and values
≥30.0 kg/m2 were considered obese. Values within 3.0 kg/m2
of the obesity cutoff were confirmed at the intake visit using a
seca 213 portable stadiometer.

Normative Data
We obtained normative data to compare with our participants
from the most recent (2016-2018) T1D Exchange Registry
reports, a network of 70 US-based endocrinology practices that
have enrolled 26,000 patients with T1D to complete a
comprehensive questionnaire and grant access to their medical
records [27-29].

Statistical Analysis
Analyses were conducted using a significance level of α<.05.
Data were tabulated in SPSS, version 26 (IBM Corp), and
analyzed by the R software environment (The R Foundation).

Evaluation of Recruitment Effectiveness and Cost
For each recruitment method, we calculated the success
proportion and cost at each conversion stage of recruitment: (1)
viewers to inquirers (clickers of a news feed advertisement or

https://diabetes.jmir.org/2021/3/e28309
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Demographic and clinical characteristics were compared using
socially and clinically meaningful binary categories by testing
whether the normative data proportion fell within the 95% CI
of the proportion of our total sample and each recruitment
method, excluding methods with ≤2 enrollees. Note that all of
these enrolled cohorts were compared to the normative data but
not each other.

Evaluation of Recruitment Effectiveness and Cost
Method #1: Social Media News Feed Advertisements
The news feed advertisement was displayed 28,274 times (ie,
impressions) for a total Facebook charge of US $328.85. Most
of these impressions occurred on mobile devices (27,614/28,274,
97.67% vs 659/28,274, 2.33% on desktops). The advertisement
was more successful on Facebook than on Instagram (US $1.19
vs US $1.46 per unique click), such that the bid-optimizing
algorithm targeted most impressions (24,590/28,274, 86.97%)
to the former. The number of unique viewers (n=11,738) was
just 0.49% of the Facebook and Instagram users 18 to 64 years
old in our geographic area (n=2,240,000), but 65.58% of those
with at least one diabetes-related interest (n=17,900).
Among the 11,738 viewers, 274 (2.33%) clicked the
advertisement. Among them, 32 (11.7%) expressed some further
interest by completing the webform (n=31 after removing 4
blanks or duplicates) or calling research staff (n=1). When
research staff contacted these 32 people to provide more
information, 11 (34%) did not return the contact and 1 (3%)
stated that he could not make the time commitment to the study.
The remaining 20 out of the 274 who clicked (7.3%) volunteered
to participate, and 8 out of the 20 who volunteered (40%) were
eligible (Figure 2).
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Figure 2. Participant screening flowchart.

Click rate was approximately 2× higher among women than
men (Table 2). To ensure that this difference did not lead to
unbalanced enrollment, we set male gender as an additional
targeting filter on 4 out of 20 days, resulting in more impressions
among men than women and, thus, a similar number of inquirers
(ie, clickers) between the genders. Rates of volunteering and
eligibility were not different by gender, so the final cohort of
eligible volunteers was gender-balanced.
Age did not impact engagement success at any stage of the
recruitment process, but the number of impressions (ie, the
overall denominator) was approximately 7× higher among
middle-aged than younger adults, as was the final number who
were eligible. Facebook estimates that middle-aged adults
outnumber younger adults within the subset of their users we
targeted (ie, 13,700 vs 4400), and it is also possible they spend
more time on the site. Among participants who clicked the
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advertisement, younger ones tended to complete the webform
more often, but this tendency neither reached significance nor
reflected any tendency to actually volunteer more often.
The pandemic period featured less expensive impressions (ie,
fewer or less relevant competing advertisements) but also lower
click rates, so the cost of enrolling a participant approximately
doubled from the prepandemic period. The change in cost during
the pandemic was similar for both genders (data not shown),
and age could not be compared across time, since there was just
1 enrollee in the 18-to-34-year age category.
People clicking the advertisement on weekends tended to
volunteer for the study approximately 2× more often than those
who clicked during the week, but this difference neither reached
significance nor impacted the final cost of enrolling a participant
(US $95.88 on weekdays vs US $93.91 on weekends).
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Table 2. News feed advertising details and costs by subgroups.
Gendera

Recruitment metric

Age (years)

Time relative to the
pandemic

Day of the week

Men

Women

18-34

35-64

Before

During

Weekday

Weekend

Estimated target audience, n

6300

11,700

4400

13,700

17,900

17,900

17,900

17,900

Money spent, US $

192.22

134.95

28.60

306.84

131.34

197.51

191.43

143.36

Impressions, n

18,655

9521

3264

23,872

8313

19,961

17,086

11,730

Cost per impression, US $

0.010

0.014

0.009

0.013

0.016

0.010

0.011

0.012

Unique viewers, n

6765

4924

1331

9652

3165

8573

N/Ab

N/A

Cost per unique viewer attracted, US $

0.028

0.027

0.021

0.032

0.041

0.023

N/A

N/A

Clickers, n (% of unique viewers)

116 (1.7)

156 (3.2)c

32 (2.4)

242 (2.5)

116 (3.7)c

158 (1.8)

165d

113d

1.66

0.97

0.89

1.34

1.13

1.25

1.16

1.27

14 (12.1)

18 (11.5)

7 (21.9)

25 (10.3)

11 (9.5)

21 (13.3)

15 (9.1)

17 (15.0)

9 (7.8)

11 (7.1)

3 (9.4)

17 (7.0)

10 (8.6)

10 (6.3)

7 (4.2)

11 (9.7)

Cost per responsive volunteer attracted, US 21.36
$

12.27

9.53

18.05

13.13

19.75

31.08

15.88

Eligible volunteers, n (% of responsive

4 (44.4)

4 (36.4)

1 (33.3)

7 (41.2)

5 (50.0)

3 (30.0)

4 (57.1)

4 (36.4)

48.06

33.74

28.60

43.83

26.27

65.84

47.86

35.84

Start-uph

94.88

94.88

94.88

94.88

94.88

94.88

94.88

94.88

Contacting webform completers

37.80

48.60

18.90

67.50

29.70

56.70

40.50

45.90

Screening responsive volunteers for eligibil- 72.90
ity

89.10

24.30

137.70

81.00

81.00

56.70

89.10

Total costs: cost per eligible volunteer enrolled, 99.45
US $

91.88

166.68

86.70

67.38

143.36

95.88

93.31

Facebook costs

Cost per click attracted, US $
Completers of webform, n (% of clickers)

e

Responsive volunteers, n (% of clickers)f

volunteers)g
Cost per eligible volunteer attracted, US $
Other costs, US $

a

Excludes viewers with uncategorized gender (43/11,738, 0.4%); 2 out of these 43 viewers (4.7%) clicked the advertisement and 0 volunteered for the
study.
b

N/A: not applicable; this value was not traceable.

c

Higher for women vs men (χ21=25.9, P<.001) and before vs during pandemic (χ21=32.9, P<.001), but not different by age (χ21=0.02, P=.89).

d

The percentage cannot be calculated because the number of unique viewers (ie, the denominator) was not traceable.

e

Not different by any of the categories (gender: χ21<0.001, P>.99; age: χ21=2.6, P=.11; time: χ21=0.6, P=.44; weekday vs weekend: χ21=1.8, P=.18).

f

Proportion of clickers volunteering (called conversion in the literature). It was not different by any of the categories (gender: χ21<0.001, P>.99; age:

Barnard test P=.89; time: Barnard test P=.60; weekday vs weekend: χ21=2.5, P=.11).
g

Not different by any of the categories (gender: Barnard test P=.79; age: Barnard test P=.91; time: Barnard test P=.43; weekday vs weekend: Barnard
test P=.53).
h

Start-up costs (Table 1) covered all participants, so were divided evenly between the two categories of each comparison.

Method #2: In-Person Approach at Clinic Visits
Among the 40 candidates who were approached, 32 (80%) were
interested to hear about the study. After hearing the study
overview, 12 of them declined to participate (4 due to the time
commitment, 5 due to the CGM requirement, 1 due to the
requirement to complete daily mobile diaries, and 2 provided
no reason); the remaining 20 out of 32 inquirers (63%)
volunteered to participate. Among them, 18 were excluded
because they were already regularly exercising (Figure 2). The
remaining 2 participants out of 20 volunteers (10%) were
https://diabetes.jmir.org/2021/3/e28309
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eligible and enrolled. Stratifying the results by gender revealed
no differences in uptake at any stage (Table S1 in Multimedia
Appendix 2), the age was uniformly 18 to 24 years old as stated
in the Methods, and the time period for this strategy was
exclusively prepandemic.

Method #3: Web-Based Snowball Sampling
Snowball sampling generated 13 volunteer inquiries by email,
among whom 12 (92%) responded when the PI followed up by
telephone. Among these, 4 were excluded because they were
already regularly exercising. The remaining 8 out of 12
JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 9
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volunteers (67%) were eligible and enrolled. Stratifying the
results by gender or age revealed no differences in uptake at
any stage (Table S2 in Multimedia Appendix 2), and the only
time this strategy was employed was midpandemic. These
participants resided in seven different states, unlike the other
recruitment methods, which restricted targeting to Connecticut.

Other Methods: Referral From Prior Study and
ClinicalTrials.gov Posting
These methods yielded 7 inquiries, among whom 5 volunteered
to participate (71%). Among them, 3 were disqualified (Figure
2). The other 2 out of 5 volunteers (40%) were eligible and
enrolled.

Comparison Between Methods
As expected, the cost of a unique viewer was lower when
approached by news feed advertisement versus in clinic (US
$0.028 vs US $16.81) (Table 3). On the other hand, news feed
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advertisements were less likely than in-person clinic approaches
to yield inquiries about the study (274/11,738, 2.33% vs 32/40,
80%; P<.001) or responsive volunteers from those inquiries
(20/274, 7.3% vs 20/32, 63%; P<.001). However, responsive
volunteers from news feed advertisements were more likely
than those from in-person clinic approaches to be eligible for
the study (8/20, 40% vs 2/20, 10%; P=.03). Thus, the overall
cost of 1 eligible volunteer was approximately 5× lower when
approached by news feed versus in clinic (US $95.88 vs US
$479.79).
Snowball sampling was more likely than news feed and clinic
methods to convert inquirers to responsive volunteers and
responsive volunteers to eligible volunteers. Although the latter
comparison was only significant against the clinic recruitment
(8/12, 67% vs 2/20, 10%; P<.001), overall, these differences
combined with its low start-up and personnel costs meant
snowball sampling was 4× to 23× less expensive than news feed
and clinic methods.
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Table 3. Comparison of recruitment methods.
Recruitment metric

Recruitment method
News feed

Clinic

Snowball sampling

Other methods

20

27

48

271

Money spent, US $

328.85

672.40

0.00

0.00

Impressions, n

28,274

40

N/Aa

N/A

Cost per impression, US $

0.012

16.81

0.00

0.00

Unique viewers, n

11,738

40

N/A

N/A

Cost per unique viewer attracted, US $

0.028

16.81

0.00

0.00

Inquirersb, n (% of unique viewers)

274 (2.3)

32 (80.0)c

13d

7d

Cost per inquirer attracted, US $

1.20

21.01

0.00

0.00

Completers of webform, n (% of inquirers)

32 (11.7)

N/A

N/A

N/A

Responsive volunteerse, n (% of inquirers)

20 (7.3)

20 (62.5)c

12 (92.3)f,g

5 (71.4)

Cost per responsive volunteer attracted, US $

16.44

33.62

0.00

0.00

Eligible volunteersh, n (% of responsive volunteers)

8 (40.0)

2 (10.0)i

8 (66.7)g

2 (40.0)

Cost per eligible volunteer attracted, US $

41.11

336.20

0.00

0.00

Start-up

189.76

32.38

32.38

16.19

Contacting and explaining study to inquirers

86.40

92.80

35.10

18.90

Screening responsive volunteers for eligibility

162.00

162.00

97.20

40.50

95.88

479.79

20.59

34.92

Days of action, n
Direct incremental marketing costs

Other costs, US $

Total costs: cost per eligible volunteer enrolled, US $
a

N/A: not applicable; this value was not traceable.

b

Defined as person who clicks (news feed advertisement) or requests more information from the research team (other recruitment methods).

c

Greater than news feed by chi-square (inquirers: χ21=919.8, P<.001; responsive volunteers: χ21=72.1, P<.001).

d

The percentage cannot be calculated because the number of unique viewers (ie, the denominator) was not traceable.

e

Refers to proportion of clickers volunteering (called conversion in the literature) (3-way P<.001).

f

Greater than news feed by Barnard test (P<.001).

g

Greater than clinic by Barnard test (response rate: P=.048; eligibility: P<.001).

h

3-way P=.003. Not significant for news feed versus snowball sampling (Barnard test P=.23).

i

Less than news feed by Barnard test (P=.03).

Comparison of Participant Characteristics to
Normative Data
The sample characteristics are given in Table 4. Most enrolled
participants (18/20, 90%) had T1D, and the rest (2/20, 10%)
had latent autoimmune diabetes of adulthood. The sample was
gender-balanced with an average age of 42.3 (SD 15.0) years.
Most participants were Caucasian (19/20, 95%), had completed
a 4-year college degree (14/20, 70%), and had a household
income greater than US $50,000 per year (17/20, 85%). The
majority of participants (17/20, 85%) managed their diabetes
with a continuous subcutaneous insulin infusion pump, with
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3/20 (15%) using multiple daily injections. All used a CGM in
accordance with inclusion criteria. Over half of the participants
(12/20, 60%) had HbA1c above target (ie, HbA1c ≥7.0%). Half
(10/20) were exercising an average of less than 0.5 days per
week, and half (10/20) had obesity. A smaller fraction had
uncontrolled blood pressure (20%). In comparison to the T1D
Exchange Registry, the sample overrepresented low exercise,
HbA1c meeting target, and obesity. Division by recruitment
methods revealed that news feed advertising overrepresented
obesity and older age, whereas snowball sampling
overrepresented HbA1c meeting target and low exercise.
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Table 4. Sample characteristics of the full enrolled cohort and subsets for each method, each compared against normative data from the T1D Exchange
Registry.a
Characteristic

a

Full enrolled cohort (N=20) Subset enrolled from news
feed (n=8)

Subset enrolled from snow- Normative data from T1D
ball sampling (n=8)
Exchange Registry, n (%)

n (%)

95% CI of %

n (%)

95% CI of %

n (%)

95% CI of %

Age (≥50 years)

9 (45)

23-68

6 (75)

35-97b

3 (38)

9-76

3445/11,919 (29)

Sex (female)

11 (55)

32-77

5 (63)

24-91

4 (50)

16-84

6188/11,919 (52)

Race or ethnicity (Caucasian) 19 (95)

75-100

8 (100)

63-100

8 (100)

63-100

10,134/11,841 (86)

Education (bachelor’s degree 14 (70)
or higher)

46-88

6 (75)

35-97

6 (75)

35-97

5669/11,054 (51)

Advantaged income (≥US
$50,000)

17 (85)

62-97

6 (75)

35-97

8 (100)

63-100

6112/8575 (71)

Pump therapy

17 (85)

62-97

7 (88)

47-100

7 (88)

47-100

7371/11,785 (63)

Continuous glucose monitor
use

20 (100)

83-100b

8 (100)

63-100b

8 (100)

63-100b

1685/6564 (26)

Duration of diabetes (<10
years)

7 (35)

15-59

2 (25)

3-65

3 (38)

9-76

2436/11,901 (20)

Hemoglobin A1c (≥7.0%)

12 (60)

36-81b

7 (88)

47-100

2 (25)

3-65b

4851/6181 (78)

Low exercise (<0.5
days/week)

10 (50)

27-73b

3 (38)

9-76

5 (63)

24-91b

848/7153 (12)c

Obesity (BMI ≥30.0 kg/m2)

10 (50)

27-73b

7 (88)

47-100b

2 (25)

3-65

2571/10,204 (25)

Uncontrolled blood pressure

4 (20)

6-44

1 (13)

0-53

3 (38)

9-76

1648/11,697 (14)

The enrolled cohort and each subset were compared against normative data but not each other.

b

The 95% CI of the study cohort or subset does not include normative value, indicating bias.

c

Taken from 2010-2012 iteration of the T1D Exchange Registry, since not yet published for 2016-2018 iteration.

Discussion
Principal Findings
This substudy evaluated the effectiveness, cost, and demographic
representation achieved by web-based and in-person recruitment
strategies for enrolling inadequately active adults aged 18 to 65
years with T1D into a mobile exercise intervention. The
strategies collectively achieved cost-effective recruitment of
adults that met our inclusion criteria of CGM users with
inadequate baseline exercise patterns. Snowball sampling was
the most cost-effective method and reached participants with
exceptionally low exercise levels, but it overrepresented
individuals with optimal glycemic control. We also tested other
methods, including social media news feed advertising and
in-person clinic recruitment. Among these methods, news feed
advertising was more cost-effective than clinic recruitment,
with a yield rate that would be satisfactory for a large clinical
trial (1 participant per 2 to 3 days of advertising). Its initial
engagement of men was more challenging than of women, but
this was easily addressed by directing more impressions to men,
since their responsiveness and eligibility were equal to women
once they clicked the advertisement. Although prior literature
found that social media is less effective for recruiting
middle-aged and older adults compared to young adults [13],
we observed that it was easier to target the middle-aged and
older population because a greater number of them had
diabetes-related profile interests. These results justify the
https://diabetes.jmir.org/2021/3/e28309
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previously highlighted need to diversify recruitment strategies
[13-15] by including online methods and a variety of
advertisement delivery modes within those methods.
The underrepresentation of elevated average blood glucose (ie,
above-target HbA1c) by snowball sampling led to a similar bias
in the final cohort, which is problematic since such individuals
have increased risk of mortality due to cardiovascular disease,
and exercise can make blood glucose go too high [2] without
proper guidance by an exercise intervention such as ours.
Another contributor to this bias may have been the inclusion
criteria of owning a CGM, which is associated with better
glycemic control [2]. The final cohort also overrepresented low
exercise levels and obesity, but these differences are inherent
to the research question, since inadequate exercise was an
inclusion criterion and leads to risk of obesity in the T1D
population [29,31].

Comparison With Previous Work
Online forums have many uses in the T1D community, including
emotional support [11], promotion of events, circulation of
educational resources [32], and interactive technical support
from peers and mentors with diabetes technology [11]. Snowball
sampling or direct messages on media produced by these forums
were, therefore, low cost and high return, although they were
demographically biased recruitment strategies in our study (ie,
overrepresenting optimal glycemic control and possibly other
factors beyond our statistical power) and in previous work (ie,
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overrepresenting women and college education) [9,11,33,34].
Others have used news feed advertising for young adults [10],
a strategy we successfully extended to middle-aged and older
adults but failed to reproduce among the younger adults.

trials, 6 out of 16 (38%) of the reported studies yielded a result
more expensive than ours [38]. It is also noteworthy that we
included costs outside of direct Facebook charges (eg, personnel
time), which most studies reviewed did not [38].

Young adulthood (ie, 18 to 34 years old) is a time of critical
health and psychosocial concerns in T1D (eg, pregnancy,
transition from pediatric to adult care, and parental to personal
health insurance), but consensus statements recognize that this
age group is understudied in clinical trials [2]. Successful
strategies for reaching this group include targeting by the age
listed on social media profile [10] or medical record [10,21], or
online support groups specific to young adults [9]. We,
unfortunately, did not design our web-based methods to achieve
such targeting; our news feed advertisements were targeted
based on diabetes-related profile interests, which were
uncommon among young adults, and the individuals who
volunteered to start our snowball sampling happened to be
middle-aged rather than young adults. Nonetheless, the limited
number of young adults who were reached by our
advertisements—32 clicked on news feed advertisements and
3 inquired from snowball sampling—were equally, if not more,
likely than their older counterparts to be responsive and eligible.
Taken together with the relative inefficiency of recruiting young
adults through our clinic, these data indicate that web-based
recruitment is an important strategy for reaching young adults
with T1D but requires careful targeting to ensure they are
reached.

The first review [13] also assessed other factors that can elevate
costs: engagement (ie, clicks per impression), conversion (ie,
responsive volunteers per click), and eligibility (ie, volunteers
eligible per volunteers responsive). Our rates of engagement
and eligibility were lower than those of prior studies, but our
rate of conversion outscored most of the studies reviewed. In
summary, the driver of our cost was the low rate of initial
engagement (ie, click rate) and the low proportion of responsive
volunteers who met the eligibility criteria. The low click rates
may reflect the low proportion of the population affected by
T1D (0.5%) [1]. We targeted broader diabetes-related interests,
but it is likely many of the individuals did not have diabetes
despite their interest, or had the more common type 2 diabetes.
They would not have found the intervention study appealing.
We also note that click rates became lower during the
COVID-19 pandemic, which coincided with the onset of warmer
weather. Therefore, our intervention may have been more
appealing during colder weather and/or times when volunteers
were following a more typical daily schedule without quarantine
modifications. Unfortunately, we could not survey nonclickers
for factors influencing their decision not to click. One
speculative explanation is that warmer weather and school
quarantines prompted adults to initiate outdoor activities with
young relatives, thus, not needing a mobile intervention to guide
their exercise.

Compared with this limited literature on web-based recruitment
for T1D interventions, clinic-based recruitment strategies are
more common [10,35,36] and some have found that they are
more effective than web-based recruitment [10]. We, however,
found the opposite. Some contributing factors may not be
generalizable to all other studies. First, we had remote data
collection, whereas studies holding intervention sessions or
laboratory tests at clinics may benefit from recruiting in the
same clinic to target individuals accustomed to visiting it
[10,35,36]. Second, our major exclusion criterion (ie, regular
exercise at baseline) could not be screened on medical records,
leading to high ineligibility rates. Third, we had restrictions on
approaching candidates over 25 years old through clinic
channels. Fourth, our clinic did not allow mailing lists, which
had higher eligibility and cost-effectiveness than in-person clinic
recruitment in previous studies of T1D and type 2 diabetes
[10,37]. Even those authors, however, noted that the reach of a
clinic-based mailing list is limited [10] compared to the large
pool that social media can access quickly (eg, 11,738 viewers
over 20 days in our study). Overall, our findings highlight that
web-based recruitment for T1D warrants more exploration
relative to the clinic-based channels, especially when clinic
visits are not required for data collection.
News feed advertising on Facebook has demonstrated
cost-effectiveness in previous research. In a systematic review
of 35 studies that assessed cost, the median cost of enrolling an
eligible candidate was US $14.41 [13], which is substantially
less expensive than our result (US $95.88). There are several
factors that likely contributed to this cost discrepancy, but the
most substantial is likely that only 10 studies in the systematic
review were clinical trials. In a review restricted to clinical
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The low eligibility, meanwhile, was caused by the exclusion
criteria of exercising 3 or more days per week. This challenge
is not surprising, since 33% of adults with T1D report exercising
5 or more days per week, and another 55% report exercising 1
to 4 days per week [29]. Other important factors may have
accounted for the cost-effectiveness of the results. For instance,
our study required participants to have a CGM and to participate
in a 10-week intervention with a mobile phone. In comparison,
only 26% of adults, nationally, currently use a CGM [28], and
most previous studies required less volunteer commitment; most
studies involved brief web-based assessments or interventions
[13]. These factors could have attenuated engagement,
conversion, and enrollment of our recruitment process and could
have driven up costs.
A prior study [10] faced similar challenges of engaging adult
viewers in an advertisement calling for those with
diabetes—predominantly T1D, as they were young adults—and
then screening for those who met additional criteria, in their
case, suboptimal glycemic control (HbA1c ≥8.0%) and low
socioeconomic status. They achieved higher engagement than
our study (ie, cost per click was US $0.45), but their conversion
rate was lower (59/7031, 0.84%) and their eligibility rate was
similar (27/59, 46%), such that the cost of enrolling one
participant was three times higher (US $334). The engagement
difference may be attributable to two differences in the targeting
strategies. First, our study targeted advertisements to diabetes
based on profile interests, whereas the prior study used likes of
diabetes-related posts. Further study is required regarding the
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differing implications of these two virtual behavior
characteristics; we can speculate that individuals liking posts
are more inclined to actively engage with content (eg, by
clicking) rather than passively viewing. Second, our study’s
advertising theme was “understanding how exercise affects
blood sugar control,” whereas the prior study’s themes were
diabetes-related imagery, compensation, urgency and time
running out, altruism, the study team’s empathy, call to action,
and difficult aspects of managing diabetes. The eligibility rate
similarity was expected, since this study and the previous study
had criteria that applied to a minority of the T1D population:
inadequate exercise [29] and low socioeconomic status [28],
respectively. The conversion rate difference is more difficult to
interpret, since the prior study did not report the contents of the
landing page reached from clicking. However, the landing page
is likely to include a description of the required assessments,
compensation, and intervention offerings. Study requirements
(ie, two visits with clinical and psychosocial assessments) and
compensation (US $100 vs US $75) were similar, and all of our
participants stated that compensation did not influence their
desire to participate. Intervention offerings included a
customized mobile digital app offering exercise coaching,
biosensor feedback, and daily diary self-monitoring in this study
versus occupational therapy for diabetes management in the
prior study. In summary, although it was relatively challenging
for us to initially attract clickers, the conversion to responsive
volunteers of 7.3% was high compared to other studies of people
with and without T1D, implying that mobile exercise support
is appealing to people with T1D, and efforts to scale up its
dissemination are warranted.

Limitations
Limitations of this study should also be noted. First, we did not
perform the complex social network mining required to trace
the snowball sampling as carefully as we traced the news feed
advertisements and clinic recruitment. Doing so might have lent
insights into better targeting the snowball sampling, but would
likely be resource intensive compared to the user-friendly
tracking tools of the Facebook advertising dashboard. Second,
the sample was too underpowered to address the
representativeness of the enrolled cohorts. The data suggest that
snowball sampling should be used cautiously because of the
possibility to overrepresent optimal HbA1c, but there may be
other differences between methods that were undetectable due
to limited sample size, number of assessments, and stages of
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the recruitment process where they were taken. Third, the small
sample left insufficient room to rotate strategies, such as the
gender and activities of advertisement models and snowball
sample leaders. In particular, we only featured women, whereas
previous reports suggest that men are more effective at recruiting
both genders [36]; also, weekend advertisement clicks tended
to convert to responsive volunteers more frequently than
weekday clicks, but this trend did not reach statistical
significance as it might have with a larger sample. Fourth, the
design was observational so cannot infer direction of
associations. Fifth, a CGM was required for participation and
we were only able to recruit those with a current CGM.
Although CGM use increased in this population, nationally,
from 7% in 2010-2012 to 26% in 2016-2018 [28], and is being
urgently recommended by the standard of care [2], CGMs are
still not used by the majority. The study also tended to
overrepresent those using insulin pumps as opposed to multiple
daily injections, which was perhaps related to the CGM
requirement biasing toward people with greater technology
uptake.

Conclusions
Despite these limitations, this study demonstrated that
web-based recruiting strategies targeting physically inactive
adults with T1D are cost-effective and efficient compared to
traditional methods, as well as similar strategies in other
populations [38]. Adults with T1D are a hard-to-reach group
and face several barriers (eg, fear of hypoglycemia, actual
hypoglycemia, neuropathy, and social stigma) to achieving the
target exercise recommendations of exercising at least every
other day [2,39,40]. Thus, having another avenue for recruitment
and anonymity (ie, the comfort of one’s own home) to
participate in physical activity is essential. Data from this study
lend insight into the scalability of this approach by
demonstrating that web-based recruitment strategies are viable
and steady channels for recruitment of individuals with T1D
and other risk factors. Future studies should attempt tailoring
of these methods to better reach vulnerable subgroups among
people with T1D, including young adults, those with suboptimal
glycemic control, and racial and economic minorities. Possible
tailoring strategies could include snowball sampling starting
with purposefully recruited individuals from these subgroups
or news feed advertising through social media platforms besides
Facebook (eg, Reddit and YouTube).

Acknowledgments
The authors thank Madilyn Augustine, Jenna Burton, Irene Chernova, Anthony Cifre, Jack LaVigne, Allison McNeilly, Natalia
Roberts, David Robledo, Marisa Rodgers, Chanelle Simmons, Kathleen Tackos, and Asiya Way for their contributions to the
implementation of the study.
The clinical trial including recruitment was funded by a Robert E Leet and Clara Guthrie Patterson Trust Mentored Research
Award, Bank of America, NA, Trustee, and the Michael and Rosemary Ryan Pediatric Diabetes Research Fund. GIA was supported
by a fellowship from the Office of Academic Affiliations at the United States Veterans Health Administration. EKS was partially
supported by the VA (Veterans Affairs) Merit Award (No. 1I01CX001825) from the US Department of Veterans Affairs Clinical
Sciences Research and Development Service. SG was supported by mentored research scientist awards from the National Institutes
of Health (K99NR018886) and the American Academy of Sleep Medicine (220-BS-19). The contents do not represent the views
of the US Department of Veterans Affairs or the United States Government.

https://diabetes.jmir.org/2021/3/e28309

XSL• FO
RenderX

JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 14
(page number not for citation purposes)

JMIR DIABETES

Ash et al

Authors' Contributions
GIA, LMN, MSK, CB, BIG, EKS, JSB, RW, SAW, and LMF contributed to the study concept and design. GIA, LMN, MSK,
SAW, and LMF contributed to the advertisement and survey design. GIA collected and organized the data. GIA, SG, SJ, and
LMF formulated the analytic plan for this substudy. GIA conducted the statistical analyses. GIA and SG drafted the manuscript,
and all authors provided input and approved the final manuscript.

Conflicts of Interest
EKS has received unrestricted research support from Dexcom (to the Baltimore VA Medical Center and to the University of
Maryland) for the conduction of clinical trials; Dexcom did not support this work monetarily or in-kind. SAW serves as a speaker
for Medtronic and as a consultant for Zealand Pharmaceuticals; neither of these entities supported the above study.

Multimedia Appendix 1
Results of advertisements outside Connecticut.
[XLS File (Microsoft Excel File), 36 KB-Multimedia Appendix 1]

Multimedia Appendix 2
Stratification of clinic and snowball sampling results by demographics.
[DOCX File , 18 KB-Multimedia Appendix 2]

References
1.

2.

3.

4.
5.

6.

7.

8.

9.

10.

11.

12.

Centers for Disease Control and Prevention. National Diabetes Statistics Report, 2020: Estimates of Diabetes and Its Burden
in the United States. Altanta, GA: Centers for Disease Control and Prevention, US Department of Health and Human
Services; 2020. URL: https://www.cdc.gov/diabetes/pdfs/data/statistics/national-diabetes-statistics-report.pdf [accessed
2021-02-28]
American Diabetes Association. 5. Facilitating behavior change and well-being to improve health outcomes: Standards of
Medical Care in Diabetes—2021. Diabetes Care 2021 Jan;44(Suppl 1):S53-S72 [FREE Full text] [doi: 10.2337/dc21-S005]
[Medline: 33298416]
Sporrel K, Nibbeling N, Wang S, Ettema D, Simons M. Unraveling mobile health exercise interventions for adults: Scoping
review on the implementations and designs of persuasive strategies. JMIR Mhealth Uhealth 2021 Jan 18;9(1):e16282 [FREE
Full text] [doi: 10.2196/16282] [Medline: 33459598]
Wadden TA, Tronieri JS, Butryn ML. Lifestyle modification approaches for the treatment of obesity in adults. Am Psychol
2020;75(2):235-251 [FREE Full text] [doi: 10.1037/amp0000517] [Medline: 32052997]
Thomas JG, Goldstein CM, Bond DS, Lillis J, Hekler EB, Emerson JA, et al. Evaluation of intervention components to
maximize outcomes of behavioral obesity treatment delivered online: A factorial experiment following the multiphase
optimization strategy framework. Contemp Clin Trials 2021 Jan;100:106217. [doi: 10.1016/j.cct.2020.106217] [Medline:
33197609]
Bray GA, Heisel WE, Afshin A, Jensen MD, Dietz WH, Long M, et al. The science of obesity management: An endocrine
society scientific statement. Endocr Rev 2018 Apr 01;39(2):79-132 [FREE Full text] [doi: 10.1210/er.2017-00253] [Medline:
29518206]
Shubrook JH, Brannan GD, Wapner A, Klein G, Schwartz FL. Time needed for diabetes self-care: Nationwide survey of
certified diabetes educators. Diabetes Spectr 2018 Aug;31(3):267-271 [FREE Full text] [doi: 10.2337/ds17-0077] [Medline:
30140143]
Loree JM, Anand S, Dasari A, Unger JM, Gothwal A, Ellis LM, et al. Disparity of race reporting and representation in
clinical trials leading to cancer drug approvals from 2008 to 2018. JAMA Oncol 2019 Aug 15:e191870 [FREE Full text]
[doi: 10.1001/jamaoncol.2019.1870] [Medline: 31415071]
Wisk LE, Nelson EB, Magane KM, Weitzman ER. Clinical trial recruitment and retention of college students with type 1
diabetes via social media: An implementation case study. J Diabetes Sci Technol 2019 May;13(3):445-456 [FREE Full
text] [doi: 10.1177/1932296819839503] [Medline: 31010315]
Salvy S, Carandang K, Vigen CL, Concha-Chavez A, Sequeira PA, Blanchard J, et al. Effectiveness of social media
(Facebook), targeted mailing, and in-person solicitation for the recruitment of young adult in a diabetes self-management
clinical trial. Clin Trials 2020 Dec;17(6):664-674 [FREE Full text] [doi: 10.1177/1740774520933362] [Medline: 32627589]
White K, Gebremariam A, Lewis D, Nordgren W, Wedding J, Pasek J, et al. Motivations for participation in an online
social media community for diabetes. J Diabetes Sci Technol 2018 May;12(3):712-718 [FREE Full text] [doi:
10.1177/1932296817749611] [Medline: 29310448]
Crocket H. Peer mentoring in the do-it-yourself artificial pancreas system community. J Diabetes Sci Technol 2020
Nov;14(6):1022-1027 [FREE Full text] [doi: 10.1177/1932296819883876] [Medline: 31646890]

https://diabetes.jmir.org/2021/3/e28309

XSL• FO
RenderX

JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 15
(page number not for citation purposes)

JMIR DIABETES
13.
14.
15.

16.
17.

18.

19.
20.

21.

22.

23.

24.

25.

26.

27.

28.

29.
30.
31.
32.

33.

Whitaker C, Stevelink S, Fear N. The use of Facebook in recruiting participants for health research purposes: A systematic
review. J Med Internet Res 2017 Aug 28;19(8):e290 [FREE Full text] [doi: 10.2196/jmir.7071] [Medline: 28851679]
Benedict C, Hahn AL, Diefenbach MA, Ford JS. Recruitment via social media: Advantages and potential biases. Digit
Health 2019;5:1-11 [FREE Full text] [doi: 10.1177/2055207619867223] [Medline: 31431827]
Keaver L, McGough A, Du M, Chang W, Chomitz V, Allen JD, et al. Potential of using Twitter to recruit cancer survivors
and their willingness to participate in nutrition research and web-based interventions: A cross-sectional study. JMIR Cancer
2019 May 28;5(1):e7850 [FREE Full text] [doi: 10.2196/cancer.7850] [Medline: 31140436]
Johnston LG, Sabin K. Sampling hard-to-reach populations with respondent driven sampling. Method Innov 2010 Aug
01;5(2):38-48 [FREE Full text] [doi: 10.4256/mio.2010.0017]
Ash GI, Robledo DS, Ishii M, Pittman B, DeMartini KS, O'Malley SS, et al. Using web-based social media to recruit
heavy-drinking young adults for sleep intervention: Prospective observational study. J Med Internet Res 2020 Aug
11;22(8):e17449 [FREE Full text] [doi: 10.2196/17449] [Medline: 32780027]
Bold KW, Hanrahan TH, O'Malley SS, Fucito LM. Exploring the utility of web-based social media advertising to recruit
adult heavy-drinking smokers for treatment. J Med Internet Res 2016;18(5):e107 [FREE Full text] [doi: 10.2196/jmir.5360]
[Medline: 27194456]
About ad auctions. Facebook for Business. URL: https://www.facebook.com/business/help/
430291176997542?id=561906377587030 [accessed 2021-02-15]
Ash GI, Joiner KL, Savoye M, Baker JS, Gerosa J, Kleck E, et al. Feasibility and safety of a group physical activity program
for youth with type 1 diabetes. Pediatr Diabetes 2019 Jun;20(4):450-459 [FREE Full text] [doi: 10.1111/pedi.12841]
[Medline: 30834621]
Griggs S, Redeker NS, Crawford SL, Grey M. Sleep, self-management, neurocognitive function, and glycemia in emerging
adults with type 1 diabetes mellitus: A research protocol. Res Nurs Health 2020 Aug;43(4):317-328. [doi: 10.1002/nur.22051]
[Medline: 32639059]
Tonstad S, Herring P, Lee J, Johnson JD. Two physical activity measures: Paffenbarger Physical Activity Questionnaire
versus Aerobics Center Longitudinal Study as predictors of adult-onset type 2 diabetes in a follow-up study. Am J Health
Promot 2018 May;32(4):1070-1077. [doi: 10.1177/0890117117725282] [Medline: 28812371]
Warburton DER, Gledhill N, Jamnik VK, Bredin SSD, McKenzie DC, Stone J, et al. Evidence-based risk assessment and
recommendations for physical activity clearance: Consensus document 2011. Appl Physiol Nutr Metab 2011 Jul;36 Suppl
1:S266-S298 [FREE Full text] [doi: 10.1139/h11-062] [Medline: 21800945]
Haddad M, Stylianides G, Djaoui L, Dellal A, Chamari K. Session-RPE method for training load monitoring: Validity,
ecological usefulness, and influencing factors. Front Neurosci 2017;11:612 [FREE Full text] [doi: 10.3389/fnins.2017.00612]
[Medline: 29163016]
Panza GA, Weinstock J, Ash GI, Pescatello LS. Psychometric evaluation of the timeline followback for exercise among
college students. Psychol Sport Exerc 2012 Nov;13(6):779-788 [FREE Full text] [doi: 10.1016/j.psychsport.2012.06.002]
[Medline: 22844226]
Whelton PK, Carey RM, Aronow WS, Casey DE, Collins KJ, Dennison Himmelfarb C, et al. 2017
ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection, Evaluation,
and Management of High Blood Pressure in Adults: Executive summary: A report of the American College of
Cardiology/American Heart Association Task Force on Clinical Practice Guidelines. Hypertension 2018 Jun;71(6):1269-1324.
[doi: 10.1161/HYP.0000000000000066] [Medline: 29133354]
Shah VN, Grimsmann JM, Foster NC, Dost A, Miller KM, Pavel M, et al. Undertreatment of cardiovascular risk factors
in the type 1 diabetes exchange clinic network (United States) and the prospective diabetes follow-up (Germany/Austria)
registries. Diabetes Obes Metab 2020 Sep;22(9):1577-1585. [doi: 10.1111/dom.14069] [Medline: 32329127]
Foster NC, Beck RW, Miller KM, Clements MA, Rickels MR, DiMeglio LA, et al. State of type 1 diabetes management
and outcomes from the T1D exchange in 2016-2018. Diabetes Technol Ther 2019 Feb;21(2):66-72. [doi:
10.1089/dia.2018.0384] [Medline: 30657336]
McCarthy MM, Whittemore R, Grey M. Physical activity in adults with type 1 diabetes. Diabetes Educ 2016
Feb;42(1):108-115 [FREE Full text] [doi: 10.1177/0145721715620021] [Medline: 26655391]
Zhou XH, Melfi CA, Hui SL. Methods for comparison of cost data. Ann Intern Med 1997 Oct 15;127(8 Pt 2):752-756.
[doi: 10.7326/0003-4819-127-8_part_2-199710151-00063] [Medline: 9382393]
Brazeau AS, Leroux C, Mircescu H, Rabasa-Lhoret R. Physical activity level and body composition among adults with
type 1 diabetes. Diabet Med 2012 Nov;29(11):e402-e408. [doi: 10.1111/j.1464-5491.2012.03757.x] [Medline: 22817453]
Gabarron E, Larbi D, Dorronzoro E, Hasvold PE, Wynn R, Årsand E. Factors engaging users of diabetes social media
channels on Facebook, Twitter, and Instagram: Observational study. J Med Internet Res 2020 Sep 29;22(9):e21204 [FREE
Full text] [doi: 10.2196/21204] [Medline: 32990632]
Oser SM, Stuckey HL, Parascando JA, McGinley EL, Berg A, Oser TK. Glycated hemoglobin differences among blog-reading
adults with type 1 diabetes compared with those who do not read blogs: Cross-sectional study. JMIR Diabetes 2019 Apr
02;4(2):e13634 [FREE Full text] [doi: 10.2196/13634] [Medline: 30938693]

https://diabetes.jmir.org/2021/3/e28309

XSL• FO
RenderX

Ash et al

JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 16
(page number not for citation purposes)

JMIR DIABETES
34.

35.

36.

37.
38.
39.

40.

Ash et al

Brazeau A, Nakhla M, Wright M, Henderson M, Panagiotopoulos C, Pacaud D, et al. Stigma and its association with
glycemic control and hypoglycemia in adolescents and young adults with type 1 diabetes: Cross-sectional study. J Med
Internet Res 2018 Apr 20;20(4):e151 [FREE Full text] [doi: 10.2196/jmir.9432] [Medline: 29678801]
Amsberg S, Wijk I, Livheim F, Toft E, Johansson U, Anderbro T. Acceptance and commitment therapy (ACT) for adult
type 1 diabetes management: Study protocol for a randomised controlled trial. BMJ Open 2018 Nov 28;8(11):e022234
[FREE Full text] [doi: 10.1136/bmjopen-2018-022234] [Medline: 30498037]
Riddell M, Li Z, Beck RW, Gal R, Jacobs PG, Castle JR, et al. More time in glucose range during exercise days than
sedentary days in adults living with type 1 diabetes. Diabetes Technol Ther 2021 May;23(5):376-383. [doi:
10.1089/dia.2020.0495] [Medline: 33259257]
Johnson EJ, Niles BL, Mori DL. Targeted recruitment of adults with type 2 diabetes for a physical activity intervention.
Diabetes Spectr 2015 May;28(2):99-105 [FREE Full text] [doi: 10.2337/diaspect.28.2.99] [Medline: 25987808]
Darmawan I, Bakker C, Brockman TA, Patten CA, Eder M. The role of social media in enhancing clinical trial recruitment:
Scoping review. J Med Internet Res 2020 Oct 26;22(10):e22810 [FREE Full text] [doi: 10.2196/22810] [Medline: 33104015]
Kennedy A, Narendran P, Andrews RC, Daley A, Greenfield SM, EXTOD Group. Attitudes and barriers to exercise in
adults with a recent diagnosis of type 1 diabetes: A qualitative study of participants in the Exercise for Type 1 Diabetes
(EXTOD) study. BMJ Open 2018 Jan 24;8(1):e017813 [FREE Full text] [doi: 10.1136/bmjopen-2017-017813] [Medline:
29371269]
Brazeau A, Rabasa-Lhoret R, Strychar I, Mircescu H. Barriers to physical activity among patients with type 1 diabetes.
Diabetes Care 2008 Nov;31(11):2108-2109 [FREE Full text] [doi: 10.2337/dc08-0720] [Medline: 18689694]

Abbreviations
CGM: continuous glucose monitor
HbA1c: hemoglobin A1c
PI: principal investigator
REDCap: Research Electronic Data Capture
T1D: type 1 diabetes
VA: Veterans Affairs

Edited by G Eysenbach; submitted 01.03.21; peer-reviewed by AS Brazeau, L Wisk; comments to author 18.03.21; revised version
received 12.04.21; accepted 08.05.21; published 08.07.21
Please cite as:
Ash GI, Griggs S, Nally LM, Stults-Kolehmainen M, Jeon S, Brandt C, Gulanski BI, Spanakis EK, Baker JS, Whittemore R, Weinzimer
SA, Fucito LM
Evaluation of Web-Based and In-Person Methods to Recruit Adults With Type 1 Diabetes for a Mobile Exercise Intervention: Prospective
Observational Study
JMIR Diabetes 2021;6(3):e28309
URL: https://diabetes.jmir.org/2021/3/e28309
doi: 10.2196/28309
PMID: 34047700

©Garrett I Ash, Stephanie Griggs, Laura M Nally, Matthew Stults-Kolehmainen, Sangchoon Jeon, Cynthia Brandt, Barbara I
Gulanski, Elias K Spanakis, Julien S Baker, Robin Whittemore, Stuart A Weinzimer, Lisa M Fucito. Originally published in
JMIR Diabetes (https://diabetes.jmir.org), 08.07.2021. This is an open-access article distributed under the terms of the Creative
Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided the original work, first published in JMIR Diabetes, is properly cited. The complete
bibliographic information, a link to the original publication on https://diabetes.jmir.org/, as well as this copyright and license
information must be included.

https://diabetes.jmir.org/2021/3/e28309

XSL• FO
RenderX

JMIR Diabetes 2021 | vol. 6 | iss. 3 | e28309 | p. 17
(page number not for citation purposes)

