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Efficacy of Nutrition and Exercise for Wellness and Recovery: A Randomized Controlled Trial of a 

Community-Based Health Promotion Intervention  

ABSTRACT 

Objective: The purpose of this study was to examine the efficacy of the Nutrition and Exercise for 

Wellness and Recovery (NEW-R ) intervention for improving competency and behaviors related to 

healthy eating, physical activity, and weight management.  

Methods: Participants with psychiatric disability were recruited from four community mental health 

agencies and a hospital-based psychiatric outpatient clinic and randomly assigned to the NEW-R 

intervention (N = 55) or control condition (N = 58). Outcome measures included the Perceived 

Competence Scale, Health-Promoting Lifestyle Profile (HPLP), and weight loss using random effects 

regression models. A follow-up analysis examined the interaction of group, time, and site.   

Results: 50/55 of the intervention and 57/58 of the control participants completed the study. The two 

groups did not differ significantly on any measured baseline characteristic. The intervention group had 

statistically significant improvements greater than the control group on Perceived Competence for 

exercise and healthy nutrition, total HPLP score, and 2 HPLP subscales (Nutrition and Spirituality). There 

was no significant difference between groups in weight loss. A study condition by time by site effect was 

observed: at 3 of the 5 sites where weight loss occurred, there was a significant difference in weight loss 

in the intervention compared to the control condition.   

Conclusions: NEW-R offers promise as an intervention that can initiate changes in healthy lifestyle 

behaviors and perceived competence towards making these changes. It may also be effective for weight 

loss when administered in supportive settings.  
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The prevalence of obesity in the United States is 42.4% (1). Adults with psychiatric disabilities 

are disproportionately vulnerable to obesity (2,3) due to factors such as poverty (4), low physical activity 

(5,6), high volume of food intake (7), low fruit and vegetable intake (6), and side-effects of psychotropic 

medications (8,9). The primary health risks of  obesity include premature death, type 2 diabetes, heart 

disease, stroke, hypertension, hyperlipidemia (1,10), and poor COVID-19 outcomes (11,12). Being 

overweight or obese is often associated with psychological issues, including increased internal stigma, 

reduced self-confidence, and persistent social isolation (13). Moreover, research shows that the job 

discrimination and wage disparities (14,15) experienced by obese individuals is compounded by co-

occurring mental illness (16). Together, obesity and psychiatric disability inhibit meaningful, productive 

community participation beyond the effects of either condition alone.  

 The term “obesogenic environment” denotes environments that both promote weight gain and 

interfere with weight loss efforts (17). The ecological model of obesity proposes that people in 

obesogenic environments struggle against a culture that promotes consumption of high-fat and sugar-

laden foods and encourages sedentary behaviors. While the average American lives in an obesogenic 

environment behaviorally determined by poor diet and lack of exercise, many people with psychiatric 

disabilities live in obesogenic environments that are both behaviorally and pharmacologically determined 

(18) given their high use of psychotropic medications associated with weight gain (19). 

These concerns led to the development of weight management interventions for people with 

psychiatric disabilities. Research reviewed by Naslund et al (20) identified seventeen randomized 

controlled trials comparing weight loss interventions with controls or usual care. These were effective for 

modest weight reduction, with programs of longer duration achieving more consistent results. Despite 

these promising findings, implementation of complex, long-term interventions can be difficult for many 

community-based mental health programs with limited financial resources and multiple demands on staff 

time.  

Our primary study aim was to test the effectiveness of  Nutrition and Exercise for Wellness and 

Recovery (NEW-R), an eight-week manualized intervention using a strengths-based approach intended to 
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circumvent the impact of obesogenic environments. We hypothesized that compared with persons in the 

control group, NEW-R participants would experience greater increases in: 1) competence for healthy 

eating, exercise, and weight management; 2) ability to engage in health promoting behaviors and 

practices; and 3) weight loss.  

 

METHODS 

Study procedures 

Study participants were recruited from 4 community mental health agencies and a hospital-based 

psychiatric outpatient clinic in Chicago and the surrounding suburbs by university investigators. Six 

separate waves of study recruitment followed by delivery of NEW-R classes began in October 2016 and 

ended in March 2019 (2 waves occurred at 1 site). Inclusion criteria were assessed via self-report and 

program records. If criteria were met, written informed consent was obtained using human subjects 

procedures approved by the Institutional Review Board of [name of University]. Randomization occurred 

at each site and was performed by interviewers at the conclusion of baseline interviews using computer-

generated allocation sequences that concealed study condition until assignment (21).  Information 

regarding participant characteristics and outcomes was obtained during in-person interviews at baseline, 

post-intervention (2 months post-baseline), and follow-up (8 months post-baseline) by researchers blinded 

to study condition. The study is registered at ClinicalTrials.gov.  

Inclusion/exclusion criteria 

Participants met all 6 inclusion criteria: 1) psychiatric disability status, defined in Public Law 

102–3215 as a documented Diagnostic and Statistical Manual of Mental Disorders (DSM) diagnosis (22) 

accompanied by severe functional impairment (23);  2) enrolled in outpatient mental health services; 3) 

overweight or obese with a body mass index (BMI) ≥  25; 4) age 18 years or older; 5) able to understand 

spoken English; and 6) willingness to provide informed written consent. Exclusion criteria mirrored those 

used in similar studies and included: 1) residing in a nursing home; 2)  a terminal illness expected to 
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result in death within 1 year; 3) pregnancy; 4) history of eating disorder; 5) history of heart disease; 6) 

diagnosis of dementia; and 7) cognitive impairment severe enough to prohibit informed consent.    

Study enrollment and retention 

A total of 121 individuals attended study recruitment sessions and 113 individuals consented to 

participate in the study. Of these, 113 had a baseline interview and were randomized to the experimental 

(n=55) or control condition (n=58) (see CONSORT diagram in online supplement). Of the 113 

interviewed, 95% (107/113) had one or more follow-up interviews, and these proportions did not differ 

significantly by study condition.  

Intervention   

NEW-R was designed as an 8-week program to make implementation feasible  in community 

mental health settings, informed by a 12-month weight loss intervention for this population called  

RENEW (24, 25). The model’s foundations include self-determination theory (26), psychiatric 

rehabilitation theory (27), and the ecological model of obesity (17). Finally, eight experts in weight loss 

and wellness programming for people with psychiatric disability helped identify salient content for a 

shorter program. NEW-R applies psychiatric rehabilitation principles including: 1) instruction that 

compensates for cognitive impairments that co-occur with some types of mental illnesses, 2) skill 

building and transfer of training to new environments, 3) provision of social and instrumental support, 

and 4) goal setting.  In addition, the focus on intentionality for lifestyle changes promoting weight 

management was designed to encourage participants to enter more intensive weight loss programs if 

desired.  

Each of the eight 90-minute closed NEW-R sessions involves didactic presentation of session 

content, followed by activities to personalize and apply the material, then individualized goal setting, and 

finally 20 minutes of exercise. The first session presents an overview of the intervention, the effects of 

obesity on physical and mental health, and the value of making a weekly NEW-R plan. The second and 

third sessions provide a comprehensive overview of healthier eating. The fourth session covers the 

benefits of exercise and strategies for increasing physical activity. The fifth and sixth sessions focus on 
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healthy eating in restaurants, meal preparation at home using recipes, and food shopping on a limited 

budget. Session 7 introduces participants to cooking tools and techniques to reduce carbohydrates and fat 

when cooking. During the final session, participants reflect on lifestyle changes they have made to 

promote weight management and described their plan for continued progress towards weight loss goals. 

Certificates of Completion are presented, and students enjoy a graduation celebration with healthy snacks. 

Instructor training and supervision  

The same two instructors taught across all study sites: one was an MA-level graduate student and 

the other had completed a peer certification program.  Training included a one-hour webinar, followed by 

in-person practice of each of the 8 sessions (including exercise segments) observed by study leadership, 

instruction in procedures for fidelity assessment and attendance tracking, and human subjects education. 

Instructors were supervised by research staff at weekly meetings held throughout the period of 

intervention delivery at which they reviewed fidelity and attendance statistics, discussed content of the 

upcoming session, and resolved logistical issues. 

Intervention Fidelity  

Fidelity was monitored by researchers via completion of checklists with instructors within 48 

hours of each session. Checklists tracked adherence to each session’s prescribed topics, time frames, and 

instructional modalities. Each curriculum component was scored as 1 if the prescribed element occurred 

and 0 otherwise. Fidelity scores were computed as the proportion of prescribed elements present for that 

session. We also used direct observation of 2 randomly-selected sessions to validate fidelity reporting.  

Control Condition 

 Participants in the control condition received services as usual in the program from which they 

were recruited. 

Measures  

The primary outcome of perceived competence for healthy eating and exercise was assessed by 

the 4-item Perceived Competence Scale (28) which uses 7-point Likert responses to measure respondents’ 

degree of confidence in their ability to maintain a healthy diet and be physically active (baseline 
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Cronbach’s alpha of .79). A secondary outcome was frequency of engaging in health promoting behaviors 

and practices as assessed by three subscales from the Health-Promoting Lifestyle Profile (HPLP)  (29). 

We included subscales measuring nutrition, spiritual growth, and physical activity given their consistency 

with the intervention’s targeted behaviors and theoretical underpinnings. Following the scale’s authors 

(29), we also computed a total score summing responses to the 26 subscale items. HPLP total and 

subscale baseline Cronbach’s alphas ranged from .76 to .88. Another secondary outcome was weight loss, 

with weight measured in pounds using a medical grade digital scale (the Health-O-Meter 498KL Remote 

Display Medical Weight Scale).  

Statistical Analysis 

Success of randomization was assessed using chi-square and t-tests. An intent-to-treat approach 

was used for the main analysis of outcomes (30), in which the effect of study condition was examined 

using random effects regression models with random intercepts and compound symmetry covariance 

structure for repeated measures. The study’s randomized block design was addressed by inclusion of site 

as a fixed effect (31,32). Each model included random intercept, study condition, time, and site. The 

longitudinal intervention effects were modeled with a condition by time interaction term. Following the 

literature, weight change was reported in terms of standardized mean difference (SMD). To explore site 

variation found in earlier work (24,25) we used a separate model with a 3-way study condition by time by 

site interaction. No additional covariates were included in the models given the statistical equivalence of 

study conditions on baseline characteristics (described below). Data were analyzed in SAS 9.4 and SPSS 

25. 

 
RESULTS 

Intervention Fidelity and Attendance 

Intervention fidelity across all classes in the 6 waves of intervention delivery ranged from a low 

of 97% to a high of 100%. Program fidelity across all program sites, course sessions, and waves of classes 
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was 98%. On average, participants attended 6.7±2.8 out of 8 classes, and 84% completed at least 7 of the 

8 classes. There were no significant differences in class attendance by study site.  

Participant Background Characteristics and Equivalence of Study Conditions. 

 Table 1 presents characteristics of the study population by randomly assigned study condition. 

Study conditions did not differ significantly on any measured characteristic.  

Primary and Secondary Outcomes for the Intervention Versus Control Condition  

 The results of random effects regression analyses (Table 2) revealed a significant and 

positive intervention by time interaction in which scores on the Perceived Competence Scale for 

healthy diet and exercise increased from baseline to follow-up in the intervention compared to 

the control group (estimate=1.24, p=0.024). There also was a significant increase over time in 

the intervention versus control group in the Health Promoting Lifestyle Profile (2.62, p=0.040), 

total score, as well as the Nutrition (.79, p=0.041) and Spirituality subscales (.95, p=0.019). The 

effect of intervention on the secondary outcome of weight loss was non-significant over time.  

Site Differences in Weight Loss  

Investigation of the study condition by time by site effect found a significant three-way 

interaction associated with weight management (F=3.25, df=5 and 204, p=0.008). Figure 1 

displays different patterns of weight management over time among NEW-R participants at the 5 

study sites. Table 3 shows differences in weight management over time by study condition and within 

the intervention condition by time and site. Across sites, the intervention group lost 1.8 pounds during the 

2-month course and gained 1.7 pounds in the following 6 months, for an overall negligible net change of -

.1 pounds from baseline to follow-up. In contrast, the control group lost 0.7 pounds during the 2-month 

course and gained 5.6 pounds in the following 6 months, for an overall gain of 4.9 pounds. Intervention 

sites displayed different patterns of weight change over time, with 3 sites demonstrating weight loss at 

both post-intervention and follow-up time points and overall (site 2, site 3, and site 5), and 2 sites 
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demonstrating weight gain at one or both post-baseline time points and overall (site 1 and site 4). We 

repeated the outcome analysis looking at only the 3 “responder” sites and found a significant decrease in 

weight over time in the intervention compared to control condition (-4.33, p=0.010) (SMD=-.20), as 

shown in Table 2.  

 
 This pattern of responder and non-responder sites is in keeping with previous studies of weight 

management (25,33). Figure 2 shows the different patterns of weight management in the intervention 

condition at the responder and non-responder sites. Together, responder sites lost 5.7 pounds between 

baseline and follow-up while non-responder sites gained 7.7 pounds in the same period. Statistical 

analysis revealed no significant differences between responder and non-responder sites in baseline 

weight, demographic, or clinical characteristics that might account for the differing patterns.  

Discussion 

Our results indicate NEW-R’s effectiveness in increasing perceived competence for exercise and 

healthy eating. Perceived competence, also known as self-efficacy (34), includes a person’s belief in their 

ability to make the behavioral changes needed to meet life goals, including diet, exercise, and weight loss 

goals (35). In addition, we found improvements in health promoting lifestyle activities, including nutrition 

behaviors and health-related spirituality practices for those receiving the intervention, indicating that 

participants were implementing behavioral changes. These results are consistent with NEW-R’s use of an 

intentional approach to slowly shift health promoting behaviors.  

There are reasons why gradual changes are advantageous, including evidence that gradual versus 

rapid weight loss has benefits for preserving resting metabolic rates (36) and preventing rapid weight 

regain (37). In fact, some experts advocate for a weight-neutral approach which encourages health 

promoting behaviors such as physical activity and healthy eating in the absence of weight loss goals (38). 

Nevertheless, the nonsignificant finding regarding weight loss for NEW-R participants was 

disappointing. One explanation is that contamination may have occurred if NEW-R participants shared 

information from the intervention with controls. This was not reported by any control participants at the 
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time of the final assessment, and we did not recruit study participants from the same family or household 

(including group residences) to avoid this kind of contamination. Another possibility is that a more 

intensive, longer-term intervention may be necessary to achieve significant weight loss. For example, in a 

large RCT of an 18-month intervention, Daumit et al found increasing amounts of weight loss over the 

study period, with the intervention group losing 7 more pounds than the control group (41). On the other 

hand, another long term (12 months) study of 428 participants found that lifestyle coaching was not 

effective in promoting weight loss or reducing cardiovascular disease risk (42). 

Yet, many participants did lose weight. One explanation lies in potential differences between 

study sites. Three of the five sites in this study were characterized as responder sites because, at these 

sites, participants lost a total of 5.7 pounds from baseline to follow-up, and NEW-R participants lost 

significantly more weight than controls. All three responder sites offered comprehensive psychosocial 

rehabilitation services including health and wellness support, residential services, employment assistance, 

medication management, peer support, and case management. At the two non-responder sites, participants 

gained 7.7 pounds from baseline to follow-up, and there were no significant differences in weight loss 

between NEW-R participants and controls. Services at these 2 sites were more limited, consisting 

primarily of psychiatric medication management, traditional psychotherapy, and supportive counseling. It 

is possible that weight management interventions such as NEW-R are more effective when participants 

are receiving other services than encourage physical activity, healthy eating, and active community 

participation in work, school, and leisure pursuits.   

Our finding of site variation in weight loss is comparable to the site differences identified in 

research on a precursor to the NEW-R intervention (25). Another study of weight loss in this population 

also found site differences and attributed these to varying organizational contexts in which the 

intervention was implemented (43). Authors of a third study of a nurse-led weight management 

intervention for people with schizophrenia noted that site characteristics such as having a gym on the 

premises or being located next to parks and other recreation areas was a likely source of variation (44). If 

environmental factors are indeed contributing to the impact of weight loss interventions, it may be 
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important to address those factors before implementing new interventions. NEW-R may work best in 

settings already attuned to the importance of reducing the obesogenic environment where it can “jump 

start” weight management lifestyle changes that receive continued support from wellness programming. 

A large systematic review of behavioral weight loss programs found better weight loss outcomes with 

continued availability of services after the study intervention ended (39). Additional environmental 

supports may come from so-called “nudge” strategies. A nudge strategy is one in which a modification to 

the environment allows for choice but influences people to act in a predictable way (45).  Nudge 

strategies for weight loss include listing calorie amounts on menus, interaction with peers who model 

exercise and good nutrition, making healthy foods conveniently available, and environmental cues such as 

signs encouraging people to use the stairs. A meta-analysis (46) revealed significant (though small) 

weight loss in studies examining a variety of nudge approaches.  

Limitations of the study include the fact that all participants resided in the Chicago area reducing 

the generalizability of our findings. The measures of perceived competence and lifestyle behaviors were 

based on self-report and not verified with more objective measures such as observation. The lack of an 

active control is another limitation of the study. In addition, we did not collect data about specific services 

received by study participants that may have affected study outcomes such as nutritional support, exercise 

classes, and other wellness programming. This information might have helped to elucidate the site 

differences. The exclusion of participants with a history of heart disease may have prevented these 

individuals from benefitting from the intervention. Finally, NEW-R’s 90-minute session length may not 

match community programs’ 60-minute block schedules, although length can be shortened by moving 

material into additional sessions.   

Conclusions 

Significant health and mortality disparities continue to exist for people with psychiatric 

disabilities and these differences have become even more pronounced during the COVID-19 pandemic 

(47,48). NEW-R was designed as a practical intervention to address lifestyle behaviors related to healthy 

eating, physical activity, and weight loss as a means of reducing these disparities. NEW-R offers promise 
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as an intervention that can initiate changes in healthy lifestyle behaviors and perceived competence 

towards making these changes. It may also be effective for weight loss when administered in a supportive 

setting. Additional research on environmental prerequisites that support NEW-R’s success is warranted.  
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Table 1. Demographic and clinical characteristics at baseline (N=113) 

Characteristics Total Population 
(N=113) 

NEW-R 
(n=55) 

Control 
(n=58) 

 n % n % n % 
Gender       
   Male 37 33% 15 27% 22 38% 
   Female 73 65% 39 71% 34 59% 
   Transgender 3 3% 1 2% 2 3% 
Race          
   Black/African 
American 

86 76% 42 76% 44 76% 

   White 24 21% 14 26% 10 17% 
   Asian 2 2% 0 0% 2 3% 
  American Indian 8 7% 4 7% 4 7% 
   Native 
Hawaiian/Pacific 
Islander 

1 
1% 

1 
2% 

0 
0% 

  Alaskan Native 1 1% 0 0% 1 2% 
Latinx 9 8% 2 4% 7 12% 
Age (M±SD) 47.1±12.4   48.0±12.6   46.2±12.1   
Education          
   < High School 28 25% 17 31% 11 19% 
   High School  31 28% 15 27% 16 28% 
   Some College 33 30% 12 22% 21 37% 
   College Graduate 20 18% 11 20% 9 16% 
Employed 9 8% 4 7% 5 9% 
Marital Status          
  Never married 82 73% 41 75% 41 71% 
  Married/cohabiting 4 4% 1 2% 3 5% 
  Divorced 20 18% 10 18% 10 17% 
  Separated   3 3% 1 2% 2 3% 
  Widowed 4 4% 2 4% 2 3% 
Living Situation          
  Own 
home/apartment 

83 75% 44 82% 39 68% 

  Friend/relative 
home 

23 21% 8 15% 15 26% 

  Agency housing 4 4% 1 2% 3 5% 
  Shelter/street 1 1% 1 2% 0 0% 
Diagnosis          
   Schizophrenia/ 
Schizoaffective 
Disorder 

57 
50% 

26 
47% 

31 
53% 
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Characteristics Total Population 
(N=113) 

NEW-R 
(n=55) 

Control 
(n=58) 

 n % n % n % 
   Depressive 
Disorder 

43 38% 20 36% 23 40% 

   Bipolar Disorder 38 34% 20 36% 18 31% 
   Anxiety Disorder 26 23% 12 22% 14 24% 
Substance abuse 
history 

32 28% 16 29% 16 28% 

Physical Impairment 62 55% 31 56% 31 53% 
Comorbid Disorder 99 88% 47 86% 52 90% 
Current cigarette use 30 27% 15 27% 15 26% 
Medications with 
risk for weight gain 

20 18% 8 15% 12 21% 

Household Income           
    <$10,000/year 61 56% 30 57% 31 54% 
    $10,000-
$19,999/year 

29 26% 15 28% 14 25% 

     >=$20,000/year 20 18% 8 15% 12 21% 
Insurance          
  Medicaid 90 80% 41 75% 49 85% 
  Medicare 46 41% 20 36% 26 45% 
  Private 6 5% 4 7% 2 3% 
Outcomes       
Perceived Competence 
for Exercise and 
Healthy Living 
(M±SD) 

113 18.2±5.6 55 17.8±5.6 58 18.7±5.6 

Health Promoting 
Lifestyle Profile Total 
Scale (M±SD) 

113 64.3±11.6 55 63.8±12.0 58 64.8±11.4 

Health Promoting 
Lifestyle Profile – 
Nutrition (M±SD) 

113 22.3±4.9 55 22.2±5.1 58 22.4±4.7 

Health Promoting 
Lifestyle Profile – 
Spirituality (M±SD) 

113 26.3±5.4 55 25.7±5.6 58 26.8±5.2 

Health Promoting 
Lifestyle Profile - 
Physical Activity 
(M±SD) 

113 15.7±4.7 55 15.8±4.7 58 15.5±4.7 

Weight in pounds 
(M±SD) 

113 232.2±46.5 55 239.1±52.7 58 225.6±39.2 

*All differences between NEW-R and control participants were non-significant (all p>.05) in 
chi-square or t-tests. 
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** Physical impairments included arthritis/joint pain, back pain, vision loss or limitations, 
diabetes, asthma, high cholesterol, epilepsy, fibromyalgia, hypertension, amputation, dental pain, 
emphysema, hearing loss, multiple sclerosis, and sarcoidosis.  
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Table 2. Effect of NEW-R intervention versus control over time by outcome: random effects 
regression models (N=113).  

Outcome Parameter 
Estimate 

Standard 
Error 

p-value 
 

Perceived Competence for Exercise and Healthy Living    
    Intercept 24.44 3.61 <.001 
    Intervention -.69 1.09 .527 
    Time -.53 .37 .155 
    Intervention x Time 1.24 .54 .024 
Health Promoting Lifestyle Profile Total Scale    
    Intercept 74.22 15.46 <.001 
    Intervention -.66 2.38 .781 
    Time -1.15 .87 .185 
    Intervention x Time 2.62 1.27 .040 
Health Promoting Lifestyle Profile - Nutrition    
    Intercept  22.63 1.01 <.001 
    Intervention .06 .90 .950 
    Time -.40 .26 .130 
    Intervention x Time .79 .38 .041 
Health Promoting Lifestyle Profile - Spirituality    
    Intercept 26.63 1.19 <.001 
    Intervention -.74 .98 .450 
    Time -.42 .27 .127 
    Intervention x Time .95 .40 .019 
Health Promoting Lifestyle Profile - Physical Activity    
    Intercept 15.42 .60 <.001 
    Intervention .66 .86 .446 
    Time .30 .27 .280 
    Intervention x Time -.05 .40 .907 
Weight in pounds    
    Intercept 173.24 32.88 <.001 
    Intervention 14.30 8.88 .110 
    Time 1.89 .87 .032 
    Intervention x Time -1.96 1.28 .128 
Weight in pounds, 3 responder sites only    
    Intercept 250.89 19.58 <.001 
    Intervention 9.29 12.51 .461 
    Time 1.58 1.15 .173 
    Intervention x Time -4.33 1.66 .010 

Time: baseline, post-intervention, follow-up. Models also control for study site.  
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Table 3. Changes in Weight at 2- and 6-months post-baseline (N=113). 
   
 Baseline 

Mean±SD 
Post-
intervention 
(2 months 
post 
baseline) 

Change from 
Baseline to 
Post-
intervention 

Follow-up 
(8 months 
post 
baseline) 

Change from 
Post-
intervention 
to Follow-up 

Change 
from 
baseline 
to 
follow-
up 

Intervention 239.1±52.7 237.3±56.5 -1.8 239.0±59.1 +1.7 -0.1 
Control 225.6±39.2 224.9±40.0 -.7 230.5±40.1 +5.6 +4.9 
Intervention 
only 

      

Site 1 
(Outpatient 
clinic) 

259.2±45.1 262.6±49.0 +3.4 271.0±48.9 +8.4 +11.8 

Site 2 
(Agency) 

237.9±67.7 237.3±73.6 -0.6 234.3±77.0 -3.0 -3.6 

Site 3 
(Agency) 

208.8±46.1 203.6±49.8 -5.2 198.7±42.6 -4.9 -10.1 

Site 4 
(Agency) 

225.0±47.9 220.1±49.6 -4.9 226.7±57.4 +6.6 +1.7 

Site 5 
(Agency) 

254.5±47.7 248.1±46.9 -6.4 247.9±50.0 -0.2 -6.6 

Weight measured in pounds. 
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Figure 1. 
Nutrition and Exercise for Wellness and Recovery (NEW-R) CONSORT 

Chart 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Attended induction session (n=121) 
 

Analyzed (intervention) (n=50) 
 

Lost to both post-baseline assessments 
(intervention) (n=5) 
3 unable to locate 

2 withdrew 
 

Lost to both post-baseline assessments 
(control) (n=1) 

1 unable to locate 

Allocated to control (n=58) 
 

Analyzed (control) (n=57)  
 

 

Allocation 

Analysis 

Follow-Up 

Randomized (n=113) 

Enrollment 

Consented and Enrolled (n=113) 

Allocated to intervention (n=55) 
 


