
Economic
Research
Service

Electronic Publications from the Food Assistance & Nutrition Research Program

Innovative WIC Practices

Profiles of 20 Programs

By Anne Gordon, Heather Hartline-Grafton, and Renée Nogales,
Mathematica Policy Research, Inc.

ERS project representative: Victor Oliveira, 202-694-5434, 
victoro@ers.usda.gov

Abstract

WIC provides supplemental food, nutrition education, and social service referrals to low-
income pregnant, breastfeeding, and postpartum women, infants, and children younger than
age 5. WIC has come under increased scrutiny as it has expanded rapidly, and some have
suggested new directions for the program. This study examines a range of innovative prac-
tices at 20 State or local WIC agencies. The study focuses on practices in three main areas:
breastfeeding promotion and support (including peer counseling and programs for high-risk
groups), nutrition and health education (including obesity prevention, preventive health care,
and staff training), and service delivery (such as home and workplace visits). For each inno-
vative program, the report provides background information and discusses the source of the
innovation, key challenges, implementation lessons learned, evidence of its success, and the
feasibility of replicating the practice.

E-FAN-04-007

June 2004

This report was prepared by Mathematica Policy Research, Inc., under a
cooperative assistance agreement with the Economic Research Service.
The views expressed are those of the authors and not necessarily those
of ERS or USDA.



 

 

ii

ACKNOWLEDGMENTS 

This project succeeded because of the cooperation of many people in the WIC community.  
We would like to thank the state directors and regional office staff who nominated programs for 
the study.  We also received valuable feedback in selecting programs from Geri Henchy of 
FRAC, Laurie True of the California WIC Association, and Stephan Harvey.  Our warm thanks 
go to the staff of the programs profiled in this report, who sat through long telephone interviews; 
their names are listed at the end of each profile.  Traci Lundy, Jewell Stremler, Laurie Haessly, 
Gail Mask, Sherry Goode, and Terri Riemenschneider were particularly helpful in arranging and 
facilitating our visits at the five programs we visited in person.  We are grateful to the many 
program staff who took time from their busy schedules for in-person interviews and to let us 
observe their programs.  Our interview and site visit respondents also reviewed drafts of the 
write-ups on their programs and provided very helpful comments. 

 
We are grateful to the USDA Economic Research Service for funding this study and 

appreciate feedback during program selection and comments on the report from Vic Oliveira, 
Betsy Frazao, Mark Prell, and David Smallwood.  Jay Hirschman, Pat Daniels, Ed Herzog, and 
Lisa Christie from the USDA Food and Nutrition Service also provided useful feedback. 

 
At Mathematica Policy Research, Inc. (MPR), we particularly want to acknowledge the 

contributions of Tania Tasse and Teresa Zavitsky, research analysts who worked with Anne 
Gordon on gathering program nominations and selecting programs for the study.  Ms. Tasse also 
completed a number of telephone interviews.  They left MPR before the completion of the 
project; we hope the final report does justice to the groundwork they laid.  We also wish to thank 
Barbara Devaney, who helped develop the idea for the project and advised on program selection, 
and Robert Whitaker, who reviewed the final report and helped shape the conclusions.  Bill 
Garrett expertly produced the report, which was edited by Walt Brower and Patricia Ciaccio. 
 



 

iii 

CONTENTS 

 

Chapter Page 

  EXECUTIVE SUMMARY.......................................................................................... vii 
 
 
 I INTRODUCTION ..........................................................................................................1 

 
A. GOALS OF STUDY................................................................................................3 
 
B. RESEARCH METHODS ........................................................................................4 
 
C. PREVIEW OF MAJOR THEMES ..........................................................................5 

 
 
 II BREAST-FEEDING SUPPORT PROGRAMS .............................................................9 

 
A. PEER COUNSELING ...........................................................................................10 

 
 Breast-feeding Peer Counseling Program, Texas ..........................................11 
 Expanded Breast-feeding Peer Counselor Program, Alameda/Contra 

Costa Counties, California .............................................................................25 
 Telephone Peer Counseling by Volunteers, Southwest Pennsylvania...........33 

 
B. MULTIFACETED PROGRAMS WITH STRONG OUTREACH 

COMPONENTS ....................................................................................................41 
 
 Loving Support Breast-feeding Program, Riverside County, California.......43 
 Lactation Consultant Services, Sacramento County, California....................57 
 Breast-feeding Promotion and Support Program, Miami-Dade County, 

Florida ............................................................................................................69 
 
C. PROGRAMS FOR HIGH-RISK GROUPS...........................................................79 

 
 Breast Pumps for Mothers of Premature or Seriously Ill Infants, 

Arkansas.........................................................................................................81 
 Pumps in the Schools (PITS), Hawaii............................................................89 
 Infant Feeding Classes for Teens, Lucas County, Ohio.................................95 

 
 



CONTENTS (continued) 

 
Chapter Page 

 

iv

III ENHANCING NUTRITION EDUCATION..............................................................103 
 
A. OBESITY PREVENTION INTERVENTIONS..................................................104 

 
 Get Fit With WIC, Oklahoma......................................................................105 
 Obesity Prevention Modules, Pennsylvania ................................................121 
 Mooove to Lowfat or Fat Free Milk Campaign, Florida .............................129 

 
B. PREVENTIVE HEALTH INTERVENTIONS ...................................................139 

 
 WIC Nutrition Education Model for the Prevention of Early Childhood 

Caries, Alabama...........................................................................................141 
 Cease Alcohol Related Exposure (CARE), Los Angeles and Orange 

Counties, California .....................................................................................153 
 
C. STAFF TRAINING:  IMPROVING METHODS, NUTRITION 

KNOWLEDGE, AND CULTURAL SENSITIVITY..........................................161 
 
 The Learn Together Approach, Michigan....................................................163 
 WIC RD:  Adjunct to Pediatric Health Care, California .............................171 
 Bilingual Training Program, Wisconsin ......................................................177 

 
 
 IV INNOVATIONS IN SERVICE DELIVERY .............................................................183 

 
 Coordination of WIC with Maternal and Infant Support Services, 

Northwest Lower Michigan .........................................................................185 
 Steps Ahead/WIC Coordination, Cullman County, Alabama......................197 
 WIC Services in Workplaces, Eastern Band of Cherokee Indians,  

North Carolina .............................................................................................205 
 
 
 V CONCLUSIONS.........................................................................................................211 

 
A. SOURCES OF INNOVATION ...........................................................................211 
 
B. IMPLEMENTATION LESSONS .......................................................................213 

 
1. Lessons from Breast-Feeding Programs ......................................................213 
2. Lessons from Nutrition Education Programs...............................................215 
3. Lessons from Service Delivery Programs....................................................217 

 
C. FUNDING SOURCES.........................................................................................218 



CONTENTS (continued) 

 
Chapter Page 

 

v

 
D. OPTIONS FOR EVALUATION.........................................................................221 

 
1. Current Evidence Concerning Outcomes.....................................................222 
2. Data Needs ...................................................................................................225 
3. Design Issues ...............................................................................................226 

 
E. REPLICATING AND ADAPTING WIC INITIATIVES:  ISSUES AND 

CHALLENGES ...................................................................................................227 
 
1. Program Cost ...............................................................................................228 
2. Appropriate Setting......................................................................................228 
3. Ease of Adoption..........................................................................................229 
4. Challenges for the Future.............................................................................229 

 

 
REFERENCES............................................................................................................231 

 
APPENDIX A: PROCEDURES FOR SELECTING PROGRAMS AND 

COLLECTING DATA .....................................................................A.1 
 
APPENDIX B: PROTOCOLS...................................................................................B.1 
 



CONTENTS (continued) 

 
Chapter Page 

 

vi

TABLES 
 
 
Table Page 

 

 I.1 RESEARCH QUESTIONS AND TOPICS ............................................................ 4 

 I.2 SELECTED PROGRAMS AT A GLANCE .......................................................... 6 

 II.1 BREAST-FEEDING SUPPORT SERVICES AVAILABLE IN MIAMI, 
RIVERSIDE, AND SACRAMENTO................................................................... 41 

 V.1 FUNDING SOURCES FOR WIC INITIATIVES.............................................. 220 

 V.2 EVALUATION APPROACHES USED ............................................................ 223 

 

 



 
vii

EXECUTIVE SUMMARY 

The Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) 
serves low-income pregnant, breast-feeding, and postpartum women; infants; and children 
younger than age 5.  Its objective is to provide supplemental, nutritious food as an adjunct to 
good health care during critical periods of growth and development, prevent health problems, 
and improve the health status of participants.  The WIC program has three components:  (1) the 
food package, (2) nutrition education, and (3) health and social service referrals. 

 
In recent years, WIC has come under scrutiny as the program expanded rapidly.  WIC is up 

for reauthorization by Congress in 2004, so it is an appropriate time to consider new directions 
for the program.  Mathematica Policy Research, Inc. (MPR) proposed to the Economic Research 
Service (ERS) of the U.S. Department of Agriculture (USDA) this exploratory study, to 
document and disseminate information on the design and operation of a range of WIC 
innovations. 

 
The primary objective of this study was to learn about the innovations currently in place in 

state and local WIC agencies.  The plan was to identify innovative practices at 20 state or local 
WIC agencies, conduct telephone interviews with staff from each program, and study 5 of these 
promising programs in more depth through site visits.  The study focused on WIC practices in 
three areas: 

 
1. Promoting breast-feeding (including peer counseling, outreach to health care 

providers, and breast pump programs) 

2. Improving nutrition and health education (including programs to prevent or reduce 
overweight and obesity; to provide, or coordinate with, preventive health care in 
areas such as dental health; and to provide in-depth staff training) 

3. Using innovative service delivery approaches, such as home visits 

Many of the programs we studied are innovative in more than one of these areas. 
 

Another goal was to include at least some programs that serve high-risk groups, such as 
teenagers, premature infants, immigrants, and those with alcohol or drug abuse problems. 
 

The following research questions guided our work: 
 
• What innovative WIC programs and services currently exist? 

• Under what circumstances are promising WIC programs being implemented? 

• Are the programs replicable in other service areas?  Is there evidence to support their 
effectiveness? 



 
viii

CRITERIA FOR SELECTING PROGRAMS 

This study was exploratory.  The programs selected were not intended to indicate the “best” 
programs nationally, as our time to find programs and our resources were limited.  Instead, we 
sought to identify promising initiatives that may be worthy of future evaluation and replication. 

 
For this study, we defined “innovative” as programs that are different from services that 

WIC has traditionally offered, based on the judgments of program officials.  The programs 
include those that the WIC Nutrition Services Standards (U.S. Department of Agriculture 2001) 
would consider “best practices”—for example, peer counseling for breast-feeding; programs that 
received outside funding to go beyond typical WIC nutrition services (sometimes referred to as 
“WIC Plus”); and innovations that significantly change how core WIC services are delivered 
(such as training in facilitated group discussion).  Most programs had operated for at least one 
year.  In addition, we sought to include programs that have clear goals and adequate resources to 
achieve them and that have largely implemented the intended services. 

 
An important caution is that designating these programs as “innovative” does not imply that 

they have been evaluated and found to be effective in improving health outcomes for targeted 
groups. 

 
 

DATA COLLECTION 

To select programs to profile, we contacted the Food and Nutrition Service (FNS) regional 
offices, state and tribal WIC directors, and other experts to gather suggestions on promising 
programs.  Based on their feedback and consultation with USDA staff, we selected 20 programs 
to contact by telephone to gather detailed information on their scope, services, and replicability 
in other settings. 

 
After completing the telephone interviews, we selected five of the programs for site visits. 

These visits included interviews with program staff and observations of program activities.  
Programs selected for site visits represented the topic areas described above.  In each case, the 
program was sufficiently complex that a site visit enabled us to understand it much better.  Three 
of the visited programs were statewide programs, for which we visited several locations and 
interviewed both state and local staff. 
 
 
WHAT TYPES OF INNOVATIVE PROGRAMS EXIST? 

Table 1 provides an overview of the selected programs.  They fall into three main areas:  
(1) breast-feeding promotion and support; (2) nutrition and health education programs (including 
programs related to preventive health care, obesity prevention, and staff training); and (3) service 
delivery innovations. 
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TABLE 1 
 

SELECTED PROGRAMS AT A GLANCE 
 

  Program Scope   

Topic Area and Program Name State 
State-
Level 

Local-
Level  

Selected for  
Site Visit 

Breast-Feeding Promotion 
Peer Counseling      

Breast-Feeding Peer Counselor Program TX     
Expanded Breast-Feeding Peer Counselor Program—

Berkeley Area CA     
Telephone Peer Counseling by Volunteers PA     

Multifaceted Programs      
Loving Support Breast-Feeding Helpline— 

Riverside County CA     
Lactation Consultant Services—Sacramento County CA     
Breast-Feeding Promotion and Support Program— 

Miami-Dade County FL     
Programs for High-Risk Groups      

Breast Pumps for Mothers of Premature or  
Seriously Ill Infants AR     

Pumps in the Schools (PITS) HI     
Infant Feeding Classes for Pregnant Teens OH     

Nutrition and Health Education 
Obesity Prevention      

Get Fit With WIC OK     
Obesity Prevention Modules PA     
Mooove to Lowfat or Fat Free Milk Campaign FL     

Preventive Health Care      
WIC Nutrition Education Model for Prevention of 

Early Childhood Caries AL     
Cease Alcohol Related Exposure (CARE)— 

Los Angeles area CA     
Staff Training      

The Learn Together Approach MI     
WIC RD:  Adjunct to Pediatric Health Care CA     
Bilingual Training Program WI     

Service Delivery 
Coordination of WIC with Maternal and Infant Support 

Services—northwest lower Michigan MI  a   
Steps Ahead/WIC Coordination—Cullman County AL     
WIC Services in the Workplace—Eastern Band of 

Cherokee Indians NC     
 
aThe program is in several counties, so telephone respondent was a state WIC staff member with responsibility for 
the area. 
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Breast-Feeding Programs 

The breast-feeding support programs described in this report go beyond the required 
services, which include staff training, offering clients prenatal breast-feeding education (through 
classes and/or one-on-one contacts, and written materials and/or videos), informing clients about 
the food packages for breast-feeding mothers, and providing, or referring to, support services 
after the birth.  The innovative breast-feeding programs fall into three groups: 

 
1. Peer Counseling.  Peer counselors usually are current or former WIC clients who 

breast-fed their babies for a substantial period.  Peer counselors may be volunteer or 
paid, part-time or full-time, and they may have different levels of training.  The 
breast-feeding coordinator (who is a certified lactation consultant) usually trains and 
supervises the peer counselors and provides back-up support for unusual or high-risk 
situations. 

2. Multifaceted Programs.  These programs include readily available individualized 
help, either by telephone or in person, complemented by extensive outreach to 
community health professionals to “sell” the idea that WIC supports breast-feeding 
and is not just a source for infant formula.  Types of outreach include training for 
hospital delivery and neonatal intensive care staff, extensive visiting with local 
health care providers, “lunch and learn” presentations for health care professionals 
on why breast-feeding is best, and networking with a wide range of community 
groups. 

3. Programs for High-Risk Groups.  Programs profiled target (1) mothers of premature 
or seriously ill infants, or (2) teenage mothers.  Two programs facilitate use of breast 
pumps for high-risk groups, while one is a prenatal breast-feeding class that targets 
teenage expectant mothers. 

Nutrition and Health Education Programs 

WIC has always provided nutrition education and counseling to clients, often through one-
on-one counseling and lecture-style classes.  In recent years, many WIC programs across the 
country have reinvigorated and updated their approaches to nutrition and health education.  
Programs we examined fall into three groups—obesity prevention, preventive health care, and 
staff training—yet are all examples of strategies to strengthen and broaden the nutrition 
education and counseling provided through WIC. 

 
In looking at programs that offer innovative nutrition and health education, we found some 

common themes: 
 
• New Methods for Working with Clients.  Staff members are learning to use 

approaches such as facilitated group discussions and motivational interviewing to 
help clients change their behavior. 

• Updated Education Content.  Programs are working to include nutrition messages 
related to today’s main nutrition-related health concerns in a positive framework of 
healthy eating and lifestyle choices.  Relevant programs include those related to 
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obesity prevention and healthy lifestyles for young children (including physical 
activity), preventive dental care, and screening for alcohol problems for prenatal 
participants. 

• Broader Target Audience.  WIC nutrition education has traditionally focused on 
mothers, but initiatives increasingly target young children and the family as a whole.  
For example, several programs include activities for children, such as puppet shows 
and reading of children’s books related to the theme of the initiative. 

• More Staff Training.  Many of the programs involve special training—some focused 
on methods, some on content, and some on new groups of staff.  The study focused 
on a training program in each of these areas:  the Michigan training in facilitated 
group discussion, California’s approach to training dietitians concerning infant 
formulas, and Wisconsin’s program to train bilingual staff. 

Service Delivery 

The study included three programs that are innovative because they include delivery of WIC 
services in one of two nontraditional settings:  (1) clients’ homes, or (2) clients’ workplaces.  
Because of its high cost, home visiting usually implies not just services in a different location, 
but comprehensive, individualized services that target particularly high-risk clients.  In both 
examples of home visiting programs in this report, WIC was collaborating with Medicaid care 
coordination for high-risk pregnant women and infants.  The home visits were funded largely 
under Medicaid, although they also included some WIC services. 

 
Workplace visits to provide WIC services are even more rare than home visits.  However, 

because more WIC mothers have entered the workforce under welfare reform, such programs 
may become more relevant.  The program described here is on a rural Indian reservation with 
few employers and significant transportation barriers for clients. 

 
 

WHAT CIRCUMSTANCES SUPPORT IMPLEMENTATION OF INNOVATIVE 
PROGRAMS? 

 
Sources of Innovation 

Where do ideas for innovative programs come from?  Most of the programs we studied were 
conceived and developed by the state or local WIC staff who administer them, although other 
stakeholders often made important contributions to program planning.  In many of the state 
initiatives, state staff obtained ideas and feedback on plans from the local level:  this happened 
through formal nutrition education committees consisting of local and state staff, through 
feedback provided to regional representatives in states with a regional structure, through pilot 
projects, or informally. 

 
In local initiatives, agency leaders innovated in varied circumstances, but two seemed most 

common:  (1) to take advantage of outside funding sources to expand services, or (2) to stretch 
scarce resources further. For example, the availability of funding from the Proposition 10 
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tobacco tax in California, which is for programs for young children, helped inspire several of the 
California programs.  In contrast, a volunteer peer counseling program in southwest 
Pennsylvania was a creative response to tight funding. 

 
Programs with outside funding were sometimes developed, at least in part, outside of WIC, 

or reshaped to meet the funders’ needs.  For example, the Alabama dental education program 
was developed with considerable leadership from the Dental Division of the Department of 
Health, which also helped fund the program. 

 
 

Key Implementation Lessons 

Breast-Feeding Peer Counseling.  USDA has targeted funds for expansion of peer 
counseling programs.  As peer counseling programs expand, it will be important to define what 
exactly can be considered a peer counseling program, as great variety currently exists in the 
hours, compensation, training, and duties of peer counselors.  The basic qualifications for peer 
counselors—enthusiastic current or former WIC participants with breast-feeding experience—
seem well established, but there may also be variation in additional requirements for the job.  
Peer counselors need sufficient literacy skills so that they can maintain WIC clients’ records.  It 
is also important to develop a recruitment and retention strategy, clear protocols for service 
delivery and documentation, and good relations between the WIC staff and peer counselors. 

 
Recruiting of peer counselors has become more challenging as low-income mothers have 

increasingly taken full-time jobs.  However, many peer counselors, even those who worked as 
volunteers, found they gained valuable skills in this position that allowed them to move on to 
full-time or better-paying jobs. 

 
Other Implementation Lessons for Breast-Feeding Programs.  Most of the promising 

breast-feeding programs we studied (whether they use peer counselors or not) emphasize three 
services, above and beyond the prenatal classes and counseling that most clinics provide: 

 
1. Contacting the mother in-person or by telephone within the first two weeks after 

birth (often, while in the hospital). 

2. Making help available within 24 hours when a problem arises.  Ideally, help is 
available by telephone 24 hours a day and in person during office hours for more 
severe problems. 

3. Providing follow-up calls to breast-feeding mothers at regular intervals after the 
birth, rather than waiting for them to call in—many mothers are too overwhelmed to 
call themselves. 

In addition to services in these three areas, outreach to community health providers is a 
desirable part of a WIC breast-feeding program, so that women receive a pro-breast-feeding 
message wherever they receive services.  However, such outreach is hard to do with current WIC 
Nutrition Services and Administration (NSA) funding, even in large agencies—those programs 
most successful in doing outreach have non-WIC funding. 
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Nutrition Education Approaches.  Programs that seemed particularly promising were 
those that made nutrition education fun for staff and clients and those that had messages that 
were simple (such as “choose lowfat or fat free milk”) and pervasive (visible in a range of media, 
endorsed enthusiastically by staff at all levels, and reinforced through hands-on activities), yet 
conveyed in ways that recognized client experiences. 

 
Staff Training.  Direct staff training in content is useful, because the science is changing 

rapidly in many areas of nutrition, including obesity prevention, the understanding of the benefits 
of breast-feeding, and the content of new types or formulations of formula.  Traditionally, 
professionals were expected to keep up with the literature more or less on their own, but many of 
the reviewed initiatives included content-focused staff training. 

 
To successfully introduce new training curricula or new client materials and curricula for a 

state initiative, state WIC agencies need to follow up at the local level to make sure the new 
approach, curricula, and materials are being used (and used appropriately) and to provide 
additional assistance to those who need it.  Nutrition education committees made up of local staff 
can help, as they provide regular feedback to the state agency.  Another way to monitor 
implementation is to adapt data systems to track how often staff use new types of nutrition 
education contacts with clients. 

 
Service Delivery.  Incorporating WIC services into Medicaid-funded home visits seems 

promising, particularly as part of a broader integration of WIC services and Medicaid-funded 
care coordination for high-risk pregnant women and infants.  This collaboration may work best, 
however, when both programs are operated by the same agency and are co-located. 

 
Workplace delivery of WIC services may be most applicable in rural areas with few 

employers or other places where large concentrations of WIC participants work for a single 
employer.  Privacy and logistics, such as having a private space to meet, can be challenges.  
However, WIC clinics have been established successfully in schools, which are the “workplaces” 
of teenage mothers—these programs may be useful models. 

 
 

Funding Sources 

The interventions and training programs described in this report have a variety of funding 
sources, but they fall into three major categories: 

 
1. WIC Plus—interventions with substantial outside funding (often including services 

that go beyond WIC).  Such funding usually comes from local governments or 
private foundations.  The programs that provide home visits in cooperation with 
Medicaid care coordination are also counted in this group, as the home visits are 
largely paid for by Medicaid funds. 

2. Interventions with special WIC funding from the state, regional office, or central 
USDA.  For example, some of the programs received grants from USDA or from 
their state agency.  
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3. Interventions with little or no special funding, which are generally more modest.  In 
large state or local agencies, however, the scale of the WIC program overall may 
make it possible to implement more extensive WIC initiatives with only WIC NSA 
funds. 

It may be difficult for other WIC agencies to replicate programs with substantial outside or 
special WIC funding, if similar resources are not available.  In some cases, however, the well-
funded initiatives have developed materials that other WIC agencies can adopt at much lower 
cost.  In addition, other agencies may find specific elements of these initiatives’ services 
applicable to their needs, even if they cannot afford to implement all the services. 

 
 

PROGRAM EVALUATION AND REPLICATION 

To assess whether these interesting programs should be expanded further, it is appropriate to 
consider the quality of existing evidence for their effectiveness and what types of evaluation 
designs could be used to study program effects on nutrition and health outcomes.  Before 
replicating these programs, other issues to consider include cost, feasibility, and adaptability of 
the program model to different situations. 

 
 

Evaluating Effectiveness 

Staff of many of these programs had tried to evaluate their effectiveness.  Only one, 
however—the Cease Alcohol Related Exposure (CARE) program in Los Angeles—had a 
rigorous evaluation.  Others cited more ad hoc before and after comparisons of outcomes such as 
breast-feeding rates and use of special infant formulas.  Such comparisons are useful but do not 
generally control for other factors that might also have caused the change.  The main reason is 
that WIC local agency staff often lack the resources and skills to evaluate their programs.  In 
addition, their data systems usually are not set up to track outcomes, other than those they must 
report to the state and federal governments. 

 
Furthermore, designing evaluations to assess the effects of the initiatives described in this 

report could be challenging.  Some interventions affect the entire agency or community, so that it 
is not possible to randomly assign some clients to current services and others to receive the new 
services.  Other initiatives might lend themselves to evaluation more easily. 

 
Options for evaluation include: 
 
• Implementation Studies.  It is important to judge a program not only by examining 

its goals and design, but also by monitoring staff use of new services or methods and 
the quality of implementation of the planners’ vision.  In addition, implementation 
studies monitor how many clients actually receive the innovative services and what 
their reactions to these services are. 

• Experimental Impact Evaluations.  Randomly assigning clients to two different 
types of services may be feasible in a large clinic, but it is burdensome for staff to run 
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two versions of WIC services.  Another, less difficult, option for staff is to randomly 
assign clinics in a large agency to two different approaches.  Doing this, however, is 
useful only for narrowly defined interventions (for example, the use of facilitated 
group discussion versus a lecture style for specific classes), when it is possible to 
ensure that clients otherwise receive the same services.  For more comprehensive, 
community-based interventions, it is not possible to deny the new program to some 
clients.  The only type of experimental evaluation that could happen in such contexts 
is random assignment of communities, which is very expensive and may not be 
feasible in terms of obtaining cooperation. 

• Nonexperimental Impact Evaluations.  It may be more feasible to evaluate WIC 
initiatives using comparison groups or evaluations of outcomes before and after 
program implementation.  The diversity of local WIC programs makes it more 
feasible to use existing variations in services to examine relative effectiveness of 
different approaches.  By collecting data on the characteristics of the clients, clinics, 
or agencies being compared, comparison group evaluations can be strengthened.  At 
the same time, even when carefully designed, these designs are weaker than an 
experimental design.  Other factors than the initiative may still be influencing the 
outcome but may not be available as control variables.  Nonetheless, such approaches 
are less expensive and may provide evidence of impacts, particularly if the 
differences in outcomes are large. 

Feasibility of Replication 

All the programs described in this report involve models for providing services that could be 
applied more widely.  USDA or state agencies would need to consider the following issues (in 
addition to program effectiveness) before replicating any of these initiatives, either on a pilot 
basis or on a wider scale: 

 
• Cost.  Is the program affordable, either with existing WIC resources or available 

outside funding?  Does the program require an up-front investment with few costs 
afterward, or does it require long-term funding?  Are the benefits of the program 
likely to be worth the costs? 

• Appropriate Setting.  For what types of WIC agencies is the initiative appropriate?  
For example, is the program of most interest to urban or rural agencies?  WIC is a 
highly decentralized program, and few initiatives will be appropriate in all types of 
WIC agencies and clinics. 

• Availability of Materials.  Are materials for replicating the program readily 
available?  Do they include materials for training staff?  How much adaptation would 
state or local circumstances require?  Initiatives based on written materials are easier 
to adopt, as are those that do not require extensive staff training.  Many of the 
initiatives profiled have made their materials available on the Internet. 

In considering the feasibility of new initiatives, it is also important to take into account the 
following challenges for WIC in the next several years: 
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• Cultural Diversity.  The WIC population is becoming more diverse ethnically and 

linguistically. 

• Mothers Working.  With welfare reform and the strong economy of the late 1990s, 
more WIC mothers were working.  This trend may have slowed, but it is unlikely to 
reverse.  One implication is that peer counseling programs that rely on volunteer or 
part-time help are less feasible now than they were 10 years ago.  Another implication 
is that WIC needs to develop approaches to improve access for working parents, such 
as extended hours, more telephone contacts, or workplace WIC visits. 

• Changes in the Health Care System.  Coordination between WIC and health care 
providers is often critical to the WIC initiatives profiled.  However, experiences 
during the past few years suggest that such coordination becomes more difficult as 
Medicaid managed care providers serve more WIC clients.  Furthermore, the privacy 
rules used to implement the Health Insurance Portability and Accountability Act 
(HIPAA), which took effect in April 2003, make coordination more difficult. 

•  State and Federal Budget Crises.  State and federal budget crises may lead to 
cutbacks in WIC funding and staff, which make implementation of new approaches 
more difficult. 

SUMMARY 

This study shows that many innovative WIC practices exist in breast-feeding promotion, 
nutrition and health education, and service delivery.  Breast-feeding practices highlighted include 
those of various peer counseling programs, as well as those of programs that combine outreach to 
health professionals with extensive client support.  Innovations in nutrition education focus on 
moving from sharing information to fostering behavior change and on meeting the needs of the 
increasingly diverse WIC population.  Service delivery innovations bring WIC services to clients 
at home or at work.  Most innovative programs arise in response to local needs and 
circumstances; state innovations appear to be more successful if  they obtain substantial local 
input.  The extent of outside funding for innovative programs varies and is related to the richness 
of services provided.  At the same time, many of the programs have invested extensively in 
developing materials that others could adopt at low cost. 

 
Few of these interventions have been rigorously evaluated.  However, substantial natural 

variation in WIC services exists, and this variation could be used in more formal evaluation 
efforts. 

 




