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Many individuals who are enrolled in the Special Supplemental Nutrition Program for Women, Infants and Children (WIC) are also eligible to receive benefits through Washington State’s Basic Food Program (BFP).  Many of these clients, however, have either never applied for BFP or are not currently receiving BFP benefits.  During the period of January 2004 through March 2004, the Nutrition 531 class at the University of Washington performed an extensive evaluation of barriers to BFP enrollment for WIC clients who are eligible for the program.  Students visited three Public Health locations: Kent, Eastgate, and Renton, and administered questionnaires to staff and clients based on application barriers that students found in the literature.  The following is a summary of the project’s findings and intervention plan.  

Summary of Results from Kent Location
At Kent Alder Square Public Health Center, an application for BFP is available, however, a representative from the Korean Women’s Association (KWA) voluntarily visits the center and helps WIC clients who are eligible for BFP to complete the application process.  The BFP information available in the waiting room is a flyer that is supplied by KWA.  WIC staff report that KWA provides eligible clients with the DSHS contact telephone number and spend less than 5 minutes discussing BFP.  During our visits to the center we observed that these discussions frequently last for less than one minute.
Although the majority of the staff think that BFP is helpful for eligible clients, clients who have applied for BFP report negatively: they indicate that the benefits from the program are not worth the hassle involved in the application process.  WIC staff report a variety of difficulties referring clients to BFP.  These barriers include the attitude of DSHS staff, difficulty in referral completion, and the burden of paperwork.  These reported barriers are consistent with reports from clients who have applied for BFP.  Clients also report some physical and geographical barriers in reaching DSHS office.  Conversely, the primary barrier among those who never applied for BFP is the fact that they are not eligible for the program and that WIC adequately supplies their needs.  These reported barriers may explain the gap between observation time and reported time spent on BFP.

More than 10 languages are available by phone at Kent.  Upon client request, staff may summon interpreters.  Moreover, some staff are capable of speaking second languages, predomintantly Spanish.

Interaction between staff and clients is exceptional at Kent.  Staff comment that there are clients who no longer live in the clinic’s area who remain at the clinic because of the relationships formed there.  
Students performed observations at the Kent site on Tuesday and Wednesday mornings and on one Friday afternoon; staff indicated that Tuesday and Wednesday mornings are peak hours of operation.  The weak point of the data from Kent is a large number of 99=no info/blank, which may have been a result of the limited interview time, accidentally skipped questions, or interviewees’ lack of response.
Summary of Results from Renton Location
At the Renton Public Health Center, the waiting room is clean, organized, spacious, and bright. A flyer that lists income eligibility requirements is available in the lobby.  The mean wait time for clients during the observation period was approximately four minutes; this short wait time may be partly explained by the fact that students made observations on Friday afternoons when patient flow was slow.  Staff interactions are friendly – they are attentive to clients and respectful of each other. Staff personnel are slightly impersonal and informal towards clients, but are nonetheless efficient. 

Renton WIC staff reported that the referral process for BFP is difficult to complete.  They indicated that clients do not know whether or not they qualify for BFP, are concerned about immigration status and invasive questions, have language barriers, and are frustrated by tedious paperwork. Staff suggested that the referral process could be improved by implementing more BFP training for WIC staff, having BFP information available in several languages, and reassuring immigrant families that their children may be eligible even if the parents are not. Some staff members have had thorough training on BFP whereas others have received no training.  These reports help to explain why there is a wide spectrum of confidence in BFP knowledge among WIC staff at Renton.
Renton WIC clients reported barriers to BFP application.  They indicated that WIC was sufficient to meet their needs, they are embarrassed to apply, they are not familiar with the application process, they are frustrated with the application process’ time limit, and they do not want to deal with the hassle involved with the program. Clients who have already applied for BFP also reported barriers to enrollment in the program.  They indicated that the benefits gained are not worth the hassle involved in maintaining those benefits.  They also reported confusion on eligibility after geographic relocation.  Clients said that WIC could help them in the referral process by explaining BFP and by offering them literature to read. In general, client perception of BFP was negative compared to positive perception of BFP among staff.

Summary of Results from Eastgate Location
The Eastgate Public Health Clinic waiting room and consultation room are clean, spacious, well organized, and bright. They have an assortment of toys and have adequate space for children to play. Most of the staff are warm and friendly to clients. BFP flyers and literature are not available in the waiting room and staff spend little time in BFP consultation.

Most of the Eastgate staff spend at least some time talking about BFP. Most staff members think that receiving training on BFP would be helpful and reported that they had not been previously trained. Consequently, Eastgate has a large number of staff who do not feel comfortable with their knowledge of BFP. They indicated that a significant barrier to BFP application is the amount of necessary paperwork. The most frequently reported idea for implementing change was staff training on BFP.

Most Eastgate clients had heard about BFP from sources other than WIC or DSHS.  Clients reported positive interactions with BFP staff.   One client, however, reported a “lack of a warm welcome.”   Others reported embarrassment at BFP offices.  The main barriers reported at Eastgate were paperwork and invasive questions. Clients who have applied to BFP in the past report the re-evaluation process and being denied benefits as two major barriers to maintaining their benefits. Clients who had not applied for BFP thought that they were ineligible or reported that WIC supplied enough for their needs; some clients indicated that the office hours are not convenient. Clients suggested that application and information online would help them in the application process.  Giving more information about and supplying applications for BFP at WIC offices are potentially helpful strategies for improving clients’ BFP access at Eastgate. 

Summary of Public Health Center Results: All Sites
All three of the WIC sites have BFP information to offer to clients, mostly in the form of DSHS contact information and flyers. Observation showed that little time is spent discussing BFP although staff stated that the time spent was variable depending on client interest. At two of the sites, staff said that staff training and available brochures would help the referral process.  Clients reported that WIC could help by giving them more information about BFP. Among those who had applied for BFP, the barriers that were common across all sites were that paper work is too long and benefits are not worth the hassle.  Clients at two WIC sites reported inconvenient BFP office hours. Among those who never applied for BFP, the barriers were that they were not eligible and that WIC supplied enough support. Clients also said that embarrassment was a barrier. Interaction between staff and clients varied at each site; interaction was generally neutral in Renton and Eastgate but more positive in Kent.
The sample size from each site varied. Observers in Eastgate collected the most client surveys (40); observers in Renton collected the least client surveys (8). The time of day during collection also differed. At Renton, visits were made on Friday afternoons; at Kent team members visited the clinic during the mid-week; at Eastgate data was collected mostly on Friday afternoons, but some were collected on Wednesday afternoons. There was a problem with conducting interviews with non-English speakers at Eastgate but not at Renton or Kent. There were a large number of blank responses, which could indicate that the interviewer ran out of time, skipped the question by accident, or that no answer was given. Population samples from these analyses are not large enough to express other interesting issues such as relationships between training for WIC staff, time spent on BFP consultation, and clients’ awareness of BFP.
Site analysis data tables and graphs are available in Appendix A.

The surveys and observation forms that were used to collect this data are available in Appendix B.  

The Social Marketing Model of Behavioral Change

Students planned an implementation for improving BFP participation among WIC clients based on the Social Marketing Model of Behavioral change.  This model is derived from commercial marketing principles9.  It is the application of commercial marketing technologies to influence voluntary behavior of target audiences.  In the public health field, instead of maintaining a focus on finances and selling material products, social marketing focuses on convincing a population of a need so that the population will want to remedy their problem8.  The social marketing approach to behavioral change targets the ‘consumer,’ or target audiences, and is very applicable for implementing changes in behavior for WIC staff and clients.    

Social marketing is a diverse model that has been applied to many health settings.  The model has been successful in public health areas such as family planning programs, oral rehydration therapy projects, and international contraceptive sale programs9.  The model is largely successful because it uses the tools of ‘selling’ to promote positive behaviors.  Instead of solely teaching, social marketers try to understand and change complex motivations that lie behind negative activities and choices1.  A main goal of social marketing is to increase acceptability of ideas or practices in the specified target group. It involves problem solving, introduction (and dissemination) of ideas and issues, and strategies to develop effective communication messages8.  The model is especially ideal for use in diverse populations including disadvantaged groups and ethnic minorities8. 

The social marketing model includes setting a communication objective and implementing six subsequent steps: analysis; planning; development, testing, and refining elements of the plan; implementation; assessment of in-market effectiveness; and feedback9.  

The first two action steps have been accomplished in the Nutrition 531 class project; WIC staff will fulfill the last four steps in their respective clinics.  The communication objective of the WIC and BFP project was to increase the percentage of WIC participants who are referred to BFP and to consequently increase the percentage of WIC participants who are enrolled in BFP.  

The first step, analysis, involves consideration of the organization’s goals, available resources, market trends (is behavior increasing or decreasing?), and target audience variables8.  This action step was accomplished in both the first and second phases of the class project.  Students first researched literature about barriers to participation in BFP and then interviewed clients and staff based on research findings.   

The second step, planning, establishes a strategy for entering the ‘market.’  That is, it involves creation of an action plan8.  The second phase of the class project included this action step.  Students created a plan for WIC sites using tactics, schedules, and process and outcome measures.  

The third step, development, includes executing the action plan8.  WIC staff who choose to use the materials given from the class project will perform this step.  Development necessitates pilot testing and refinement as needed.  Handouts and the power point presentation that are presented to WIC staff should be first tested and then modified as necessary for individual WIC site requirements.  

The fourth step, implementation, is full execution of the plan8 by WIC staff after adaptation for their specific needs.  In the implementation step, WIC staff will be referring more clients to BFP and more clients will be applying for BFP.

The fifth step, assessment, is integrated with ongoing process evaluation to provide information to program managers about any necessary corrections in implementation8.  

The sixth step, feedback, takes into account marketplace changes over time8 and allows WIC staff to adapt their approach to BFP referral based on changes in BFP and WIC policies.  

The social marketing model is particularly suitable to the WIC and BFP project because it is client-focused and flexible.  By addressing the specific barriers that clients face, WIC staff will be more effective in convincing individuals to apply for BFP.  Also, specific staff barriers to the referral process can be addressed and properly overcome.  Flexibility in the theoretical model assures that the implemented plan will not become stagnant and ineffective.  

Implementation Plan

The following is an intervention plan based on the logic model in Appendix C.

On March 16, 2004, the phases for implementation of the WIC and BFP project will be presented to stakeholders.  Students will suggest target dates to complete the project phases.   Ultimately, by September 30, 2004, BFP utilization should be increased.  WIC managers may develop a different time line for the implementation of each phase as long as the September 30th deadline is met.
After the initial March 16, 2004, meeting, the first phase of the implementation plan - introducing, describing and distributing the WIC Staff BFP Training Module - should be completed at each clinic in Seattle & King County.  The training module, copies of written materials for staff, and handouts for WIC clients shall be distributed.  A copy of the staff evaluation tool will be available. The training module, handouts and staff evaluation tool will be distributed on computer disks so that clinics may use and modify it as needed to meet their individual needs.

The handouts include:

  BFP Information for Clients-   Provides WIC clients with information on required documentation and the BFP application process.  

  What WIC Staff Need to Know about Eligibility and Referrals- Quick fact sheet that will assist WIC employees in educating and assisting WIC clients through the eligibility and referral process; it is a tool that can be used at their desk.

  Resources for BFP application process-  A supplement to the two previous handouts that provides contact information to agencies that can assist WIC clients in the BFP application process.

  Staff Survey- This survey should be used by managers to evaluate the effectiveness of the training module.

These quick fact sheets are available in Appendix D.
During the second phase of the implementation plan, WIC clinic managers will review the training module and modify it and accompanying materials to meet the specific needs of their clinic.  The second phase should be completed by April 30, 2004.  This phase will need to be reviewed on a regular basis to update any changes in the referral processes, legislature, etc, keeping the training module current.

In the third phase of the implementation plan, staff will utilize the module to train WIC staff.  All current staff should complete the training in this phase.  The third phase should be completed by June 15, 2004.  

The fourth phase of the implementation plan is for staff to be efficiently and effectively referring WIC clients to BFP.  This is an ongoing process.  The WIC Staff BFP Training Module should be part of orientation for new employees.  The staff will be able to utilize the quick fact sheets at their desks.  Flyers should be easily available for staff to distribute to WIC clients.

Evaluation Plan
The purpose of the evaluation plan is to determine whether the WIC Staff BFP Training Module is meeting the training goals of increasing awareness and knowledge of the BFP among WIC staff, leading to an increase of referrals and utilization of the BFP among eligible WIC clients.  Achieving these goals will lead to the elimination of hunger and food insecurity in Washington State’s children. 

The key stakeholders for this training include clinic staff, Public Health-Seattle & King County, community groups and clinics, WIC clients, DSHS, DOH, nutrition students at the University of Washington, and the State of Washington.

The short term evaluation measures of staff will be based on knowledge and training.  Process and outcome measures that will assess staff knowledge include:

· To determine whether all employees have completed the training module and whether updates and modifications have been made to meet the needs of discrete clinics.

· To determine how comfortable staff are with knowledge of the BFP and of the referral process. 

· To determine if staff are aware of the BFP application resources available in the clinic and community for them and for their clients.

 To measure the effectiveness of the knowledge and training on the BFP, employees should be surveyed in September 2004 to determine their knowledge in educating and referring clients to BFP.  The survey in September should be compared with survey data that was conducted by nutrition students from the University of Washington in February 2004.  The survey can also be used for long-term follow up every six to twelve months.

The short-term evaluation measures for the clients will be to measure client participation.  The process and outcome measures will determine:

   -whether there is an increased number of clients who are interested in the BFP

   -whether there is an increased number of eligible WIC clients who are participating in BFP.

To determine the process and outcome measures, the data from the Client Information Management System (CIMS) in September should be compared with baseline data from the CIMS.

Long-term evaluation should also be employed.  The process and outcome measures in the long term for staff are basically the same however, determining whether the staff continues to utilize the training module and whether it continues to be updated as needed is an important to ensure that the goal of increased referral and participation in BFP by WIC clients persists.  These measures can be evaluated by using the survey tool that is provided.

The long-term evaluation for client participation is the same as the short term measures and can be evaluated by comparing the CIMS data at various points in time.  

The evaluation for the overall project should be done to determine whether the training module facilitated the mission and goals of WIC.  It is important to determine if a decrease in food insecurity in families of Washington State has occurred.  It is also important to determine whether an improvement of nutrition and lifelong health of women, infants and children has occurred.  The WIC annual report may be used to evaluate these questions.

From the information obtained in the evaluation process, an evaluation analysis can be used to determine whether the BFP training module was effective in increasing staff knowledge and increasing referrals and utilization of the BFP by eligible WIC clients.  The findings should be reported so that the module and evaluation techniques can be modified as needed to fulfill the mission and goals of WIC and to help serve their clients.

WIC Staff training module on the Basic Food Program

A training module entitled, “Why Refer to the Basic Food Program?” was developed for use in Seattle area WIC offices to educate WIC staff on BFP.  The module is available in Appendix E.  The goal of this module is to increase the capacity of WIC staff to increase the utilization of BFP by their clients, fulfilling part of the intervention plan. The module will be distributed to WIC managers on a CD-Rom and will contain the self-explanatory PowerPoint presentation for managers to present to their current staff and to all new hires. In addition, the CD-Rom will contain quick reference sheets for the staff to keep in patient meeting rooms and flyers for clients. 

Objectives of the training module include that the staff will understand:
· The importance and need for BFP

· How WIC clients can better utilize BFP

· Barriers to BFP

· Eligibility and application processes

· Key resources available for BFP referrals

Why refer WIC clients to BFP

It is important to refer Seattle-area WIC clients to BFP: 

· Hunger and food insecurity in Washington State is the 5th highest in the nation with 4.4% of residence reporting food insecurity with hunger, and 12.5% of Washington residence reporting food insecurity with out hunger (10th in the nation)3. The detrimental effects of hunger in children include delayed physical, psychosocial, and cognitive development3. 

· WIC and the BFP work better together to alleviate hunger in needy clients. Both WIC and BFP are associated with increased food security (in children and adults), and higher nutrient intakes (iron and zinc) in children 10,11. 

· BFP can help WIC clients fill gaps WIC was not designed to cover, such as becoming ineligible and providing assistance obtaining non-WIC foods. Children are no longer eligible for WIC after their fifth birthday. Reports have been made of mothers becoming depressed after their children’s’ benefits have run out2.  Referring WIC clients to the BFP will help clients transition through loosing WIC benefits. The BFP enables clients to select items that WIC does not provide like fresh fruits and ethnic foods. These points demonstrate that there is a need for many WIC clients to obtain aid beyond what the WIC program has been designed to provide.  This is where the BFP can assist. 

Currently the BFP serves 403,992 families in the state of Washington and 21 million nationwide5.  According to WIC offices’ CIMS data, 75% of WIC clients are not participating in BFP even though 2/3 of WIC clients are living at or below federal poverty level13.

Increased WIC Staff Knowledge Will Eliminate BFP Perceived Barriers

Many reasons have been cited as to why the BFP is under-utilized by WIC clients. 

Perceived barriers reported in the literature and in surveying Seattle-area WIC clients include:

· Lengthy paperwork, minimal benefits that are not worth the applicants’ time, an intimidating and unfriendly DHHS office environment, clients and staff assuming clients are ineligible, embarrassment and stigma associated with the food stamp program, and WIC benefits alone provide enough assistance. 

WIC staff can help eliminate these perceived barriers by teaching their clients the truth about these issues.  

For example: 

· The application in only 3 pages long, numerous organizations will assist potential recipients in obtaining benefits, and the average monthly benefit provided by the BPF was $80/person and $186/household in 20025.  

· Resources to help clients enter the DSHS office prepared and confident include: Hopelink, the Fremont Public Association, Healthy Mothers, Healthy Babies, the Korean Women’s Association, and El Centro de la Raza 
· An eligibility screening calculators is available online to assess one’s eligibility and inform persons about their estimated BFP benefits package.  

WIC staff encouragement can help eliminate embarrassment and stigma associated with the BFP by providing these facts about the program and encouraging clients to participate. The best way to eliminate these barriers is to increase knowledge of staff and clients.

BFP eligibility requirements


To be eligible for BFP benefits clients must have:

1. Washington State Residency

2. A Social Security Number

· For every household member

· In process of applying is OK

3. Appropriate Citizenship Status

· U.S. Citizen or U.S. National

· Most legal immigrants

· Most qualified aliens

4. Resources & Income within limits

The resource and income limits state that clients can have no more than $2,000 in cash, bank accounts, property, stocks and bonds7. It does allow up to $3,000 in resources for household with disabled over elderly persons (>60 years old). Resources not counted include benefits from other forms of public assistance including SSI and TANF. It also does not count houses, lots, household goods, personal belongings, life insurance policies, or retirement plans. However, effective May 1, 2004, Washington State will no longer consider resources as a BFP eligibility factor for individuals and families whose income is below 130% of the federal poverty level14.

The income limits are dependent upon household size and increase with increasing numbers in the household. Income includes wages, tips, and unemployment benefits prior to deductions and taxes. Income limits do not include wages from students under 17 years old, earned income tax credit, energy assistance, bona fide loans, most student financial aid, and households in which all members receive public assistance, SSI, or TANF. Gross maximum monthly income limits and the corresponding amount of benefits one may qualify for are presented in the following table. 

Gross maximum monthly income limits and the corresponding amount of benefits 7
	Household Size
	Max GROSS Monthly Income Allowed

 (<130% federal poverty level)
	Amount of Food Stamps You MAY Qualify For

	1
	$0 to $973
	$10 to $141

	2
	$974 to $1,313
	$10 to $259

	3
	$1,314 to $1,654
	$10 to $371

	4
	$1,655 to $1,994
	$10 to $471

	5
	$1,995 to $2,334
	$10 to $560

	6
	$2,335 to $2,674
	$10 to $672

	7
	$2,675 to $3,014
	$10 to $743

	8
	$3,015 to $3,296
	$10 to $849


Resources available for WIC staff and clients

Quick reference sheets and the training module

Resources developed to aid staff in referring clients to the BFP include the BFP Information for Clients, What WIC Staff Need to Know about Eligibility and Referrals, and Resources for the BFP Application Process. Hardcopies of these flyers and quick reference sheets are attached (Appendix D) and the electronic versions are provided on the training module CD-Rom. It is suggested that the list of resources are printed on the back of both the client handout and the WIC staff quick reference sheet. Copies should be provided before staff view the PowerPoint training module. 

The top third of the WIC staff form has a space for staff members to write in the steps to take to refer a client to BFP in their clinic. It is intended that the staff member will keep this sheet near their desk to refer to when a clients is interested in the BFP. Staff should have multiple copies of the client-focused handout on the BFP to provide clients. WIC mangers are encouraged to change these resources as they see fit for their clinics and to update them as things change. It is important to note that the eligibility requirements and income limits change periodically. 

It is not essential, nor expected, for WIC staff to become experts on the BFP.  However, it is important that WIC staff be familiar with the basics of the program, as well as with resources and organizations that have been developed for the purpose of helping individuals apply for basic food benefits.  This basic knowledge will enable WIC staff to link their clients to the BFP and possibly to other nutrition assistance programs.  Because of WIC’s unique contact with food insecure persons, this link is crucial to decreasing hunger in Washington State. Inherently, this partnership will further the WIC mission to improve the nutritional status of women, infants, and children.  

Resources and Organizations 

Hopelink, the Fremont Public Association, Healthy Mothers, Healthy Babies, the Korean Women’s Association, and El Centro de la Raza all offer help with the BFP application process either over the phone or in person. These agencies provide multi-lingual help to assist non-English speaking clients.  In addition, the Fremont Public Association offers cooking classes and emergency food. It is important that WIC staff inform their clients that these are creditable organizations formed to serve underserved persons. Some of these organizations visit WIC clinics to help clients start the BFP application process. WIC staff can assist their efforts by letting clients know who these organizations are, especially on days a representative is present.

A variety of websites are also available to staff and clients.  These include:

· FNS Frequently Asked Questions, http://www.fns.usda.gov/fsp/faqs.htm, 

· Food USA www.foodstamps.org, 

· DSHS https://wws2.wa.gov/dshs/onlinecso/Food_Assistance_Program.asp 

· Online income eligibility calculator www1.dshs.wa.gov/ESA/TEC

Recent Changes to the BFP

The Basic Food Program is being continually reviewed by the legislature.  Senate Bill 6411 commands that by October 31, 2004 Washington State will implement simplified reporting for the BFP.  Only changes in circumstance that increase client’s income above eligibility requirements or changes in address to be reported between certification periods. In the past income changes had to be reported within 10 days or clients could loose their benefits. This bill also lengthens the re-certification period from 3 months to 6 months and enables former drug felons to be eligible for benefits. SB 6411 was passed by the senate march 9th 2004, and has moved on to the governor. 

Conclusion

In order to alleviate food insecurity in Washington State, WIC staff should provide complete, accurate referrals to the BFP.  This training module has been developed to identify barriers to the BFP and to address methods for overcoming those barriers.  The primary goal of the module is to decrease barriers to referral and participation by raising awareness of the BFP, providing updated information on eligibility requirements and the application procedure, and strengthening the links between available resources for the BFP application process.  Increased referral and use of the BFP will help fulfill WIC’s mission to improve the lifelong heath and nutrition of women, infants, and young children.
Summary

Students in the Winter 2004 Nutrition 531 class at the University of Washington performed an extensive evaluation of the literature to identify the major barriers to BFP application at the federal level and in Washington State.  They then used client and staff questionnaires at three local Public Health Centers to determine key barriers in the Seattle & King County area.  

Client-reported barriers to application include:


-Lengthy Paperwork


-Hassle


-Eligibility Confusion


-Inconvenient Office Hours

WIC staff-reported barriers to referral include:


-Lack of information/knowledge


-Paperwork Burden


-Immigrants’ discomfort

Using the Social Marketing Model for Behavioral change, students created training modules and quick fact sheets to aid WIC staff in teaching one another about BFP.  Modules are flexible so that WIC staff can teach appropriate materials for their respective centers.  Training modules should be updated periodically so that WIC staff maintain accurate information about BFP.  WIC staff should have training modules in place by June 15, 2004.  BFP utilization should be increased by September 30, 2004.  Students will also inform WIC staff of the variety of resources available for help in completing the BFP application process.  Ultimately, increased referral to and use of BFP will help fulfill WIC’s mission. 
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