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)Breastfeeding is the optimal method of infant nutrition. Breastfeeding can provide protection from a number of pediatric conditions. However, breastfeeding initiation and breastfeeding continuation rates are below recommended levels in the United States. Improving breastfeeding rates in the United States could significantly decrease infant morbidity and mortality resulting from a number of these conditions. Thus this issue is relevant to public health practice.  Rates are particularly low amongst participants in the Supplemental Nutrition Program for Women, Infants, and Children (WIC). This presents a challenge for public health professionals.  Proposed is an intervention to increase breastfeeding rates in the Allegheny County, Pennsylvania WIC program by utilizing a breastfeeding peer counseling model and, secondarily, health care provider partnerships to educate participants about the benefits of breastfeeding. 
The proposed intervention is outlined in two phases along with the proposed budget and evaluation plan. The proposed budget and justification would be suitable for supporting documentation for a Food and Nutrition Service (FNS) grant funding application. 
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[bookmark: _Toc106513527][bookmark: _Toc106717785][bookmark: _Toc347750267]Introduction
[bookmark: _Toc106513528][bookmark: _Toc106717786]Breastfeeding is the gold standard of infant nutrition. Both the American Academy of Pediatrics (AAP) and the World Health Organization (WHO) recommend exclusive breastfeeding for the infant’s first six months of life1,2. The AAP recommends breastfeeding along with the feeding of supplemental foods until the infant’s first birthday1 and the WHO recommends extended breastfeeding until the child’s second birthday or as long as mutually desired2. Unfortunately breastfeeding rates in the United States are suboptimal3. This is particularly true of participants in the Supplemental Nutrition Program for Women, Infants, and Children (WIC). The WIC participants in Allegheny County, Pennsylvania are no exception4,5. WIC participants have presented a challenge to public health professionals to find a culturally appropriate intervention to increase breastfeeding initiation rates and duration. 
Described here is an analysis of the problem currently facing public health professionals, a brief description of the Allegheny County WIC population, a proposed intervention to improve breastfeeding outcomes, a proposed intervention budget for the purpose of obtaining grant funding (i.e. Food and Nutrition Service (FNS) Loving Support Grant), and an evaluation plan. 
[bookmark: _Toc347750268]Problem analysis
The benefits of breastfeeding have been well documented in the literature. It has been shown that there are many benefits of breastfeeding, even if only for a short period of time, to both mothers and infants. Most importantly1 breastfeeding has been shown to reduce infant morbidity and mortality resulting from a plethora of pediatric conditions such as Sudden Infant Death Syndrome (SIDS) 6, 7, gastrointestinal infections8, asthma 9, and lower respiratory infections10 to name a few.  For breastfeeding mothers the benefits include decreased risk of breast 11, 12 and ovarian cancers13.
Bartick and Reinhold conducted a cost analysis to compare the costs associated with morbidity and mortality associated with pediatric conditions that breastfeeding has been shown to be a protective factor against14. Current breastfeeding rates in the United States were compared to hypothetical breastfeeding rates of 80% and 90%. Infants were considered breastfed if they were fed exclusively breastmilk for the first six months of life. The pediatric diseases/conditions included in this study were necrotizing enterocolitis (NEC, bowel tissue death), otitis media (middle ear infections), gastroenteritis, hospitalization for lower respiratory infections, atopic dermatitis (eczema), SIDS, childhood asthma, childhood leukemia, type I diabetes mellitus, and childhood obesity. Bartick and Reinhold found that increasing breastfeeding rates from the 2005 estimate (12.3%) to 90% would save $13 billion per year in health care costs and prevent over 900 deaths. Increasing breastfeeding rates to 80% would save $10.5 billion per year in health care costs and prevent over 700 deaths 15 Both direct and indirect costs were included for each pediatric disease. Bartick and Reinhold conclude that a paradigm shift towards measures that support breastfeeding based on the recommended medical guidelines would result in significant costs savings and reductions in infant morbidity14. 
A similar government study conducted earlier15 only included three pediatric diseases (necrotizing enterocolitis, otitis media, and gastroenteritis) yet found that increasing breastfeeding rates from the estimated rate at the time (29% at six months) to the rates recommended in Healthy People 2010, the U.S. would save $3.6 billion in health care costs 15. 
According to the 2005 policy statement, the American Academy of Pediatrics (AAP) recommends exclusive breastfeeding for the first six months of life with continued breastfeeding for the first one to two years16. The Academy reaffirmed its statement in March 20121. Additionally, the World Health Organization (WHO) recommends exclusive breastfeeding for the first six months and breastfeeding along with complementary foods for two years and beyond2. 
Consistent with AAP’s recommendations and acknowledgement of the benefits of breastfeeding, the Surgeon General’s Healthy People 2020 seeks to increase breastfeeding rates from their current levels. Healthy People 2020 aims for a national breastfeeding initiation rate of 81.9%, breastfeeding at 6 months at a rate of 60.6%, breastfeeding at one year at a rate of 34.1%, and breastfeeding exclusively at 6 months at a rate of 25.5%3. Table 1 compares the goals outlined in Healthy People 2020 to the current rates in the US based on the latest available data. 
In January 2011, the Surgeon General’s office released a document entitled The Surgeon General’s Call to Action to Support Breastfeeding which outlines steps that should be taken to remove the existing barriers that prevent women from breastfeeding their infants. The report highlights the marked difference between the percentage of women who initiate breastfeeding and the percentage of women who are exclusively breastfeeding at six months. The report calls for policies and practices that support the decision to breastfeed in communities, hospitals, outpatient health care settings, and in the workplace. Most importantly, the Call to Action recommends policies that encourage breastfeeding as the “default choice” for infant nutrition17. A full copy of the report is available at: http://www.surgeongeneral.gov/topics/breastfeeding/index.html. 

Table 1: Comparison of Breastfeeding Goals outlined in the Surgeon General’s Healthy People 2020 to Baseline (current) Rates Based on the Most Recent Available Estimates in the United States. 
	
	Healthy People 2020 Goal (%)3
	2006 actual rates in the United States (%)3

	Initiation of breastfeeding (ever breastfeeding)
	81.9
	74.0

	Breastfeeding (any) at 6 months
	60.6
	43.5

	Exclusively breastfeeding at 6 months
	25.5
	14.1

	Breastfeeding at 1 year
	34.1
	22.7



Despite the compelling evidence demonstrating the benefits of breastfeeding, exclusive and partial breastfeeding rates in the Supplemental Nutrition Program for Women, Infants, and Children (WIC) are suboptimal4, 18. WIC is a program under the administration of the Food and Nutrition Service (FNS), which is an agency of the United States Department of Agriculture (USDA). WIC funding is allocated locally with a considerable amount of discretion given to state and local administrators. The purpose of WIC is to “safeguard the health of low-income pregnant, postpartum, and breastfeeding women, infants, and children up to age five who are nutritionally at risk.19” Therefore a major component of the program is breastfeeding promotion and support.  WIC promotes breastfeeding as the optimal method of infant nutrition20. 
WIC receives considerable attention amongst investigators evaluating infant feeding practices, childhood nutrition and obesity because of the programs extremely broad scope across the United States. In fiscal year 2011, the program served nearly 9 million21 participants, including 2.1 million infants22, about half of the infants in the country23.  Program costs during the same year exceeded 7.1 billion dollars21.  To be eligible for WIC participants must meet income eligibility criteria and the nutritionally at-risk criterion.  The individual’s income must fall below 185% of the federal poverty level (FPL) and the individual must demonstrate a  medically-based nutritional risk or dietary risk24. 
The Healthy Hunger-Free Kids Act of 2010 Public Law 111-296 established new reporting requirements for WIC agencies which include the reporting of breastfeeding rates among participants. This follows previous initiatives, beginning in 2005, that encourage breastfeeding initiation and continuation. Unfortunately, research has shown that WIC participants are less likely to breastfeed than their non-participant peers4.  Ryan and Zhou found that in 2003 54.3% of WIC participants reported breastfeeding their infant in the hospital compared to 76.1% of non-participants and at six months 21.0% of WIC participants reported breastfeeding compared to 42.7% of non-participants4.  
Similar findings were reported by Jensen in 201118. Using the 2007 National Immunization Survey dataset, Jensen assessed the relationship between WIC participation and breastfeeding initiation and duration and compared the results of different states and regions. No state showed a positive relationship between WIC participation and breastfeeding initiation and duration. Jensen’s adjusted model demonstrates that poverty status does not explain the disparity between participants and non-participants18. 
Considerable interest has been generated in identifying reasons why WIC participants lag behind their non-participant peers. Ziol-Guest et al. found that enrollment into WIC during the first and second trimesters of pregnancy is related to lower rates of breastfeeding initiation and first trimester enrollment is associated with reduced duration of breastfeeding25.  Consistent with other findings Ziol-Guest et al. found that any participation in WIC during pregnancy was positively related to formula feeding25. 
In addition to time of entry into the WIC program, a number of other characteristics have been identified as predictors of breastfeeding initiation and continuation. Tenfelde et al26 found that women who received prenatal care in their first-trimester were more likely to exclusively breastfeed in the hospital than women who waited later to initiate prenatal care. Participants in this study were also WIC participants.  Women who declared an intention to breastfeed prenatally were more likely to exclusively breastfeed in the hospital. Overweight and obese mothers were also less likely to breastfeed than their normal or underweight counterparts.  
In a discrete time survival analysis Tenfelde et al.27 found breastfeeding rates in a WIC sample population were substantially lower that the Healthy People 2020 benchmarks27. Additionally they found that older women of Mexican ancestry, women who have breastfeed a previous child, and women who received support from family and friends were the least likely to discontinue breastfeeding during the 12-month postpartum period. Data from this study was collected using existing survey data and WIC administrative records. 
Shim et al. found that WIC participation and non-parental care were independently related to short breastfeeding duration (< 6 months)28. Women who participated in WIC and utilized relative care for their infants were more likely to cease breastfeeding earlier than six months than any other group. This study considered any breastfeeding at 6 months (as opposed to exclusive breastfeeding) because investigators predicted that the rates of exclusive breastfeeding at 6 months were low28. 
Amongst teenage mothers participating in WIC predictors of breastfeeding initiation include 13-15 years of education,  smoking cessation prior to discovery of pregnancy, and normal laboratory values for hemoglobin/hematocrit29. The authors noted a significant disparity in breastfeeding initiation rates between Black and White teenagers. In their sample 40.4% of White teenagers initiated breastfeeding while only 19.5% of Black teenagers initiated. The positive predictors also varied by race. Among white teenagers educational attainment was the strongest predictor of breastfeeding initiation followed by changes in smoking status prior to pregnancy. Among Black teenagers parity was the strongest negative predictor of breastfeeding initiation (multiparous women were significantly less likely to breastfeed). Changes in smoking behavior and educational attainment were also significant independent predictors. 
Identification of risk and protective factors presents opportunities for intervention in the WIC population. The following presents an outline of proposed interventions to increase breastfeeding initiation and duration among WIC participants in Allegheny County, Pennsylvania. 

[bookmark: _Toc347750269]Description of Allegheny County WIC Population
[bookmark: _Toc106513530][bookmark: _Toc106717788][bookmark: _Toc114179897]Allegheny County is classified as an urban county. The WIC program in Allegheny County serves approximately 16,000 participants. WIC families are served through nine community based clinics located in various locations throughout the county. In FY 2011 the total budget for WIC in Allegheny County was $2,987,109 with an average of $187 per participant. The total budget for the Allegheny County Health Department in FY 2011 was $46,664,992 (including grant funding) (Kim Joyce, e-mail communication, November 2012). 
Approximately 51.3% of Allegheny County WIC participants identify as White/non-Hispanic, 39.8% as Black/non-Hispanic, 3.4% as Hispanic, 0.1% as American Indian, 2.4% as Asian, and 2.9% as multiracial30. Minorities comprise a greater percentage of WIC participants than the Allegheny County population overall31. For example, according to the 2012 census Black Americans made up 13.3% of the county population31. 
Approximately 12,000 births occur annually in Allegheny County32. Of those approximately 4,000 are participants in WIC32. Notable, African-American infants comprise a higher percentage of births in Allegheny County than represented by population data32. 
As stated, 
			The Allegheny County Health Department (ACHD) WIC Program is committed to improving the health of at risk pregnant women, breastfeeding and bottle feeding women, infants and children by providing nutrition education, breastfeeding promotion, supplemental nutritious foods, and referrals to other health and social service programs33.

One of the stated objectives under this goal is to decrease the percentage of Allegheny County WIC participants who discontinue breastfeeding within the first three months by 5% from 67% to 62% (based on 2010 data)33. In Allegheny County 44.9% of mothers initiate breastfeeding in the hospital, but many discontinue prior to three months of age34. The ACHD sites socioeconomic characteristics common to program participants that are also independent negative predictors of breastfeeding initiation and continuation as reasons for low rates among program participants33.  Statewide 52.0% of WIC mothers initiate breastfeeding. Table 2 below outlines additional key breastfeeding indicators for Allegheny County and Pennsylvania.














Table 2: Key Breastfeeding Indicators for Allegheny County and Pennsylvania (May 2012)34
	
	ACHD WIC
	Pennsylvania WIC

	Yearly breastfeeding incidence (initiation)
	44.9%
	52.0%

	Mean breastfeeding duration (weeks)
	16.1
	14.7

	Infants weaned in <2 weeks (%)
	29
	28

	Infants weaned in ≤ 3 months (%)
	70
	72

	Infants weaned in 6-11 months (%)
	11
	11

	Infants weaned ≥ 12 months (%)
	10
	9



In the Allegheny County WIC population, 46% of White participants initiated breastfeeding, 43% of Black participants and 67% of Hispanic participants34. The incidence rates for White and Black participants are comparable to those across the state, but the percentage of Hispanic participants who initiated breastfeeding in Allegheny County was considerable higher (54% statewide)34. The explanation for this difference is not known. 
Based on birth data and current breastfeeding initiation rates, approximately 1,800 mothers will be eligible for WIC in Allegheny County each year at the time of their infant’s birth32. 

[bookmark: _Toc347750270]Breastfeeding peer counselors
In 2004 the Department of Agriculture’s Food and Nutrition Services (FNS) introduced a breastfeeding peer counseling initiative that was specifically designed for WIC participants that originated from the “Loving Support Makes Breastfeeding Work” campaign35. The goals of the campaign are: to increase breastfeeding initiation rates among WIC participants, to increase breastfeeding duration among WIC participants, to increase breastfeeding support referrals to WIC, and to increase public acceptance and support of breastfeeding35. 
In 1997 FNS entered into a contract with Best Start Social Marketing, a non-profit organization based in Tampa, Florida, to develop the peer counseling program by conducting a literature search, assessing current practices, and conducting qualitative research to identify program needs. The results were used to develop best practices for program implementation36. Overall, the results showed that more structure and financial support are needed in the peer counseling program36. Specifically, more definition is needed in job roles of peer counselors and breastfeeding coordinators and more resources should be available for program initiation36. 
Breastfeeding peer counselors (PCs) are paraprofessional women who are hired to serve as role models and to support WIC breastfeeding mothers through personal contact including hospital visits, phone calls, and home visits. Each state is able to develop their program as they see fit, but generally PCs are mothers who breastfed their own baby, have great interpersonal skills, and are able to work with minimal supervision. Most importantly the PCs have cultural beliefs and values in common with the WIC participants in the catchment area37.  Some local WIC agencies require that PCs be former WIC participants themselves. It is recommended that PCs hold a high school diploma or GED certificate36
The concept of PCs is not unique to WIC or breastfeeding. Most notably peer counseling has been used in alcohol and drug addiction programs. Peer counseling relies on social learning and the building of self-efficacy37,38.  Peer counseling to increase support for breastfeeding formally began with Le Leche League, an international organization that distributes information and promotes breastfeeding mainly through interpersonal contact.  Through peer counseling the WIC program is able to reach more women and conduct more extensive follow-up post-partum. 
Since 2004 peer counseling to promote breastfeeding programs have had great success. New York state has recently seen positive changes in its WIC population with respect to breastfeeding continuation and initiation 39. Every WIC program in the state has funds specifically allocated for a breastfeeding coordinator, a PC program, and a breast pump program 39. A number of factors may have contributed to the change such as recent policy changes that support breastfeeding (i.e. Patient Protection and Affordable Care Act) but the peer counseling program has been well accepted and operating alongside other WIC breastfeeding initiatives.  In a case study, 84% of women assigned a peer counselor in New York state initiated breastfeeding 39. Overall, WIC agencies with a PC program saw an increase in breastfeeding initiation of 10-20% 39. 
In New York state PCs meet with women prenatally to establish a relationship and to discuss breastfeeding issues.  They often discuss basics of baby preparation and also what to expect in the hospital or birthing facility 39. PCs are also able to spend as much time as is needed with the mother-infant dyad to address breastfeeding issues after the baby is born and they also are able to conduct visits and phone calls during evening and weekend hours. 
In Maryland, WIC agencies are not required to have a peer counseling program, but in 2004, the state created or enhanced the peer counseling programs in areas where breastfeeding rates were below the Healthy People 2010 goals. As of 2009 24 full- or part-time PCs were working in Maryland’s WIC program 40. Gross et al. compared breastfeeding initiation rates for infants who are served by WIC local agencies that utilize peer counselors with agencies that have either a lactation consultant or a breastfeeding coordinator and a nutritionist. They found that WIC agencies with peer counseling programs in place had higher breastfeeding initiation rates than the other two groups even after controlling for confounding factors  (60.9% compared to 54.5 and 47.3%) 40.  
Similar to PCs in New York State, in Maryland PCs work with women prenatally. Gross et al. attribute the success of the peer counseling programs in part to the positive influence PCs have on mothers’ intentions to breastfeed.  Early certification in WIC (first or second trimester) was important in this study as a predictor of breastfeeding initiation. Furthermore, among WIC agencies with PCs participants were more likely to breastfeed if they were WIC-certified in the first trimester (62.3%) or the second trimester (66.6%) compared to women who were certified in the third trimester (57.5%) or postpartum (55.1) although these numbers did not reach statistical significance 40. 
Since 2010 Pennsylvania has been in the process of expanding its WIC breastfeeding peer counseling program. Half of the WIC agencies in Pennsylvania now have a peer counseling program in place. These peer counseling programs are funded by the USDA and are earmarked specifically for peer counseling (Cindy Maki, e-mail communication, December 2012).  Most of the WIC agencies with PC programs in place have demonstrated increases in breastfeeding initiation rates since 2010. The other WIC agencies in Pennsylvania with more modest increases already had demonstrated relatively high breastfeeding initiation rates prior to 2010 or are in extremely rural areas34. Allegheny County, to date, has not adopted a peer counseling program due to uncertainty with respect to the program’s funding stream (Kathryn South, e-mail communication, December 2012). 

[bookmark: _Toc347750271]proposed Allegheny county intervention
1) Establish resources that would enable Allegheny County to develop and implement a WIC breastfeeding peer counselor program and to enable WIC breastfeeding peer counselors to meet with Allegheny County WIC applicants prenatally, when their program application is submitted. 
The current practice of involving breastfeeding peer counselors in the WIC program is in the process of being established. States and localities administer the peer counseling program differently. Currently Allegheny County does not have an active peer counseling program. The County employs three lactation consultants and a breastfeeding coordinator to manage breastfeeding issues on an as needed basis for WIC participants in addition to other breastfeeding promotion programs such as the Breastfeeding Help Line which provides counseling to breastfeeding mothers (WIC participants and non-WIC participants) in Allegheny County. The breastfeeding coordinator also serves as the supervisor to the lactation consultants, conducts in-services to WIC staff on mandated state breastfeeding training, and monitors WIC staff’s computer documentation of breastfeeding promotion and support (Kathryn South, e-mail communication, December 2012).  
Many counties in Pennsylvania surrounding Allegheny County do utilize peer counseling programs. Establishing a protocol that enables peer counselors to meet with participants when their program application is submitted is a novel idea in the area. Level 2 Best Practices recommend that PCs meet with participants within 7 days of enrollment into WIC41.   This early interaction is important because it will introduce the benefit that the WIC program provides to breastfeeding mothers (availability of peer counselors, lactation consultants, and the increased value of the food package for breastfeeding dyads). This interaction also serves as an optimal venue for the participant to ask any questions she may have about preparing to breastfeed her baby. 
The intervention proposed here utilizes a peer counseling model where peer counselors function only as peer counselors. Other models have been introduced that utilize the peer counselors as WIC Nutrition Assistants (WNAs) as well or that allow for peer counseling services to be sub-contracted to another agency.  However for continuity and to streamline training of PC’s and consistency in evaluations it is recommended not to adopt a model where sub-contractors are utilized. 
2) Modify the current Allegheny County WIC application to include a field to enable medical providers to verify that they discussed the benefits of breastfeeding to WIC applicants. See appendix for example. 
The current Allegheny County WIC application for pregnant women42 includes fields for the medical provider to document health information related to the pregnancy such as gravidity, the presence or absence of conditions that could complicate pregnancy, and prenatal hemoglobin levels among other things. This information is usually collected by obtaining information from the medical record and directly interviewing the applicant. Usually the application is completed early in the pregnancy (either late in the first trimester or early in the second trimester). Completing the application around this time allows the applicant to use the results from her prenatal blood work panel for her WIC application. Otherwise, the applicant must complete the blood work again either on her own or at the Allegheny County Health Department. On the bottom of the form there is a signature line for the medical provider. 
Discussing breastfeeding during the application process is crucial because women are typically early in their pregnancy and may not have decided on their preferred method of infant feeding. WIC applicants are likely aware of the benefits of participating in WIC if they choose to formula feed, but many may not be aware of the benefits if they choose to breastfeed. For example, fully breastfed mother-infant dyads who participate in WIC are eligible to receive a greater quantity and variety of foods than partially breastfed dyads and fully formula fed dyads. Full breastfeeding mothers are also eligible for food benefits until their infant’s first birthday as opposed to formula feeding mothers who are only eligible for the first six months after delivery43.  Therefore, this is a good time to introduce the WIC benefits and the health-related benefits of breastfeeding.
[bookmark: _Toc347750272]timeline of proposed intervention
[bookmark: _Toc106513534][bookmark: _Toc106717792]The proposed intervention should be implemented in two phases. In the first phase peer counseling should be introduced at three of the nine WIC sites in Allegheny County. This is similar to the approach undertaken by 59% of state agency respondents to the FY 2008 survey as a part of the WIC Breastfeeding Peer Counseling Study44. Should an interim evaluation demonstrate successful program implementation and an improved breastfeeding discontinuation rate at three months compared to sites that did not implement peer counseling, ACHD should implement the peer counseling protocol at all nine Allegheny County WIC sites (phase two). In 2010 ACHD was seeking to decrease the breastfeeding discontinuation rate by 5%33. Due to the resources needed for full county implementation it may be more feasible to implement the intervention one additional site at a time.  The interim evaluation should be conducted approximately three years after implementation of phase one45. 
During phase 1 ACHD will need to hire one breastfeeding coordinator to serve the three WIC sites that will implement the peer counseling intervention. Ideally six PCs will be needed (two to serve at each site) and one International Board Certified Lactation Consultant (IBCLC) will be needed. 
During phase 2, two additional breastfeeding coordinators will be needed, 12 additional PCs will be needed, and 2 IBCLCs will be needed. 
[bookmark: _Toc347750273]program budget: phase one
The following describes the proposed annual budget for phase one of the proposed intervention. The budget is inclusive of projected expenses for three WIC sites chosen to implement the intervention. 








Table 3: Proposed Budget: Phase One
	
	Cost ($)

	Personnel
	

	Annual Salary for Peer Counselors (PCs) (100% of effort)
	22,672/year * 2 PCs/site * 3 sites = 136,032


	Annual Salary for Breastfeeding Coordinators. One coordinator assigned to three WIC sites.  (50% of effort)
	47,500/year * 50%  = 23,750
(Nancy Whitley, oral communication, November 2012)

	Annual Salary for IBCLC. One IBCLC assigned to three WIC sites.  (25% of effort)
	25,527/year * 25%  = 6,381
(Nancy Whitley, oral communication, November 2012)

	Fringe Benefits (35% of salary)
	5,8157

	
	

	Personnel Total:
	224,320

	
	

	Allowable Expenses
	

	Workstation Supplies (landline phone, cell phones, computers, answering machines, laptops, and internet access)
	3,000 (1,000 per site)

	Travel reimbursement for home and hospital visits
	5,760 (962 per PC)

	Travel reimbursement for staff training
	735 (105 per staff member)

	 (
Table 3
 continued
)Program training fees
	1,400 (200 per staff member)

	Staff recruitment expenses
	1,000

	Demonstration materials
	1,860

	Program promotional materials
	200

	General office supplies
	1,200

	
	

	Allowable Expenses Total:
	15,155

	
	

	Evaluation Expenses
	

	Evaluation investigator and staff (1-2 staff members) salary support
	50,000

	Supplies needed for evaluation (phone, laptop, internet)
	5,000

	Supplies/Equipment  needed for survey administration (paper, writing utensils, iPad)
	2,000

	Survey participant reimbursement (WIC participants only)
	1,125

	
	

	Evaluation Expenses Total:
	58,125

	Grand Total for phase 1:
	297,6000




[bookmark: _Toc347750274]program budget: Phase two

The following describes a proposed annual budget for phase two of the proposed intervention. The budget items represented below incorporate costs from all nine WIC sites in Allegheny County. 

 (
Table 4:
 
)Proposed Budget: Phase Two
	
	COST ($)

	Personnel
	

	Annual Salary for Peer Counselors (PCs) (100% of effort)
	22,672/year * 2 PCs/site * 9 sites = 408,096 


	Annual Salary for breastfeeding coordinators. One coordinator assigned to three WIC sites.  (50% of effort)
	47,500/year * 50% * 3 = 71,250
(Nancy Whitley, oral communication, November 2012)

	Annual Salary for IBCLC. One IBCLC assigned to three WIC sites.  (25% of effort)
	25,527/year * 25% * 3 = 19,145
(Nancy Whitley, oral communication, November 2012)

	 (
Table 4
: Continued
)Fringe Benefits (35% of salary)
	17,4472

	
	

	Personnel Total:
	672,962

	
	

	Allowable Expenses
	

	Workstation Supplies (landline phone, cell phones, computers, answering machines, laptops, and internet access)
	18,000 (2,000 per site)

	Travel reimbursement for home and hospital visits
	17,316 (962 per PC)

	Travel reimbursement for staff training
	2,520 (105 per staff member)

	Program training fees
	4,800 (200 per staff member)

	Staff recruitment expenses
	4,800

	Demonstration materials
	5,580

	Program promotional materials
	7,800

	General office supplies
	 3,600 (400 per site)

	
	

	 (
Table 4
 continued
)Allowable Expenses Total:
	48,216

	
	

	Evaluation Expenses*
	

	Evaluation investigator and staff (3-4 staff members) salary support
	65,000

	Supplies needed for evaluation (phone, laptop, internet)
	7,000

	Supplies/Equipment  needed for survey administration (paper, writing utensils, iPad)
	5,000

	Survey participant reimbursement (WIC participants only)
	3,375

	
	

	Evaluation Expenses Total:
	80,375

	
	

	Grand Total:
	 801,553


* Evaluation expenses to conduct the proposed evaluation are expected to be around 20-25% of total budget. 
[bookmark: _Toc347750275]budget justification
Personnel
The annual salary of peer counselors is based on a model developed in California41. The annual salary is approximately 80 percent of the starting salary for WIC Nutrition Assistants (WNA’s).  The number of peer counselors needed is estimated based on an anticipated caseload of 75 clients per month per peer counselor.  100 percent of the peer counselor’s effort is requested. 
The proposed budget allows for one breastfeeding coordinator for every three WIC sites. Currently there are nine WIC sites. The breastfeeding coordinator will oversee the operations of the peer counseling program and serve as a supervisor for the peer counselors. It is recommended that the breastfeeding coordinator hold a bachelor’s degree and have prior experience working with breastfeeding women and prior supervisory experience41. The breastfeeding coordinator will also be responsible for submitting required program performance and financial reports. The breastfeeding coordinator will be the primary staff member responsible for managing funds allocated to personnel and allocated expenses. 50 percent of each breastfeeding coordinator’s effort is requested. The remainder of the coordinator’s effort will be spent working with other breastfeeding-related WIC initiatives such as the breast pump program.  The breastfeeding coordinator will also be responsible for disseminating information about part 2 of the proposed intervention to health professionals and clinic staff. The breastfeeding coordinator will also work with WIC senior administration to develop the regulatory requirements associated with part 2 of the proposed intervention. Per state guidelines, as the supervisor of the PCs , the breastfeeding coordinator must complete the required trainings to become a Certified Lactation Counselor if not an IBCLC. 
The proposed budget also allows for one IBCLC for every three WIC sites. Currently, IBCLCs are responsible for WIC participants from multiple WIC sites.  The IBCLC will address breastfeeding issues that are beyond the scope of practice of the peer counselors.  WIC participants will be encouraged to make an appointment with an IBCLC if needed.  Twenty-five percent of the IBCLC’s effort is requested. 
Fringe benefits include health insurance, education benefits, leave pay, and other benefits typically offered to federal employees. It is important to provide and encourage the use of education benefits by peer counselors. Should they develop an interest, peer counselors would be in an ideal position to become an IBCLC. 
	Allowable Expenses
Workstation supplies will be needed for all staff members. This intervention can utilize existing supplies at WIC sites. Breastfeeding Coordinators and IBCLCs will be office-based and peer counselors will spend most of their time in the field. Desktop computers and landlines will be needed for coordinators and IBCLCs. Cell phones and laptops or iPads will be needed for peer counselors.  Peer counselors will use provided cell phones to contact their assigned WIC clients and to communicate with coordinators and IBCLCs. Laptops will be used to facilitate electronic communication and documentation.  This will be approximately $2,000 per site.  See below for examples of estimated costs. 
Table 5: Allowable Expenses
	Supply Item
	Estimated Cost ($)

	Landline phone or cell phone
	500

	Desktop computer or  (
Table 5
 continued
)laptop (if new) 
	1,000

	Internet access
	500 / year

	Voice mailbox fees
	500 / year



Peer counselors will be reimbursed for their travel expenses based on the Privately Owned Vehicle (POV) mileage reimbursement rates.  As of April 17, 2012 the mileage reimbursement rate is $0.555 46. It is anticipated that peer counselors will need to drive approximately 10 miles per day. The is equivalent to 1,733miles per year. Total reimbursement would equal approximately $962 per year per peer counselor. 
Based on the aforementioned California model41, peer counselors should participate in 6-8 hours of off-site training annually.  Reimbursement includes mileage to transport to and from the off-site training, parking, and meal expenses while there.  This is estimated to be $105.00 per staff member per year.  Registration fees for training are estimated to be $200.00 per year per staff member at minimum. 
Program training fees include expenses associated with on-site and local trainings. Including, but not limited to, hosting external speakers and attending local breastfeeding educational events. Most of the peer counselor training will be facilitated by either the breastfeeding coordinator or the IBCLC at the WIC site.  These are estimated to be approximately $2,000 per year per site. 
Staff recruitment expenses include costs associated with hiring qualified peer counselors. These expenses can include, but are not limited to, the costs associated with attending job fairs in the area, posting the employment opportunity in local newspapers and online listings, and the cost of printed materials. See below for examples of estimated costs. 
Table 6: Recruitment Expenses
	Recruitment Expense Item
	Estimated Cost ($)

	Registration fee for local job fair
	400 (x 2 per year)

	Listing in local paper
	350 per week (x 10 weeks)

	Printed materials
	0.50 per color copy



Demonstration materials include items that may be helpful for peer counselors to have while meeting with participants in their homes. Examples of these items include baby dolls, nipple shields, Boppy ® pillows, baby slings to demonstrate babywearing, and breast pumps for demonstration.  These items will be stored at the local WIC site and available for peer counselors while working with participants. Some WIC sites may already have some of these materials. Thus, they may not need to be purchased for this intervention. 
Table 7: Demonstration Items
	Demonstration Item
	Price ($)
	Number requested per WIC site
	Total per WIC Site ($)

	Baby Doll
	30
	2
	40

	Nipple Shields
	10
	10
	100

	Breast Pump
	300
	1
	300

	[bookmark: _GoBack]Boppy ® Pillows
	40
	2
	80

	Sling
	50
	2
	100

	Total per WIC  (
Table 7
 continued
)Site
	
	
	620

	Total for Program (Phase 1)
	
	
	1,860

	Total for Program (Phase 2)
	
	
	5,580



Program promotional materials include printed advertisements to inform interested parties about the peer counseling program. Printed materials will be placed in WIC clinics, hospitals, physician offices, clinics, libraries, and other public places. Printed materials will also be needed to inform and educate health professionals about the program.  During phase 2 promotional materials may also include low-cost paid advertisements in local newspapers, on local television, and on local radio. In FY 2008 80% of WIC agencies with peer counseling programs utilized media campaigns44. County-wide media campaigns will not be utilized during phase one because most local media outlets have a readership/listening area that is county-wide and beyond. This is not necessary because only three WIC sites will be implementing peer counseling. Promotional materials will also be needed for part 2 of the proposed intervention. Materials will be published for a target audience of health professionals and clinic staff. Program promotional activities will be more aggressive in year one in order to effectively spread disseminate information about the program kick-off.   See below for examples of estimated costs. 




Table 8: Program Promotional Materials
	Program promotional material
	Estimated cost ($)

	Printed materials
	0.50 per color copy or pamphlet
10 per color poster


	Local newspaper advertisement
	350 (1/8th page advertisement)

	Local radio commercial
	1,200 per month (for 6 months)



General office supplies include paper, pencils, pens, folders, markers, and other items needed to manage the administrative portion of the program. This category also includes mailing supplies and postage needed to contact health professionals and participants. The cost is estimated to be approximately $400 per site. 
Evaluation Expenses
The evaluation investigator and staff should be individuals who are not directly employed by WIC or ACHD in any way. Salary contributions represent the portion of their salaries to compensate for their time dedicated to the evaluation of this program.  This includes time to be dedicated to the preparation of regulatory materials needed for the evaluation and preparation for IRB submission.  Following the evaluation data analysis salary support may be requested to compensate for time needed for manuscript preparation. 
Supplies needed for the evaluation include general office supplies, computers, and software needed for the administration of the evaluation. Software needed includes Microsoft Office Suite and a statistical analysis package. 
Supplies will also be needed to administer the survey to WIC participants and Peer Counselors to assess their experience with the program and overall satisfaction. The surveys will provide information that will not be available from administrative records. Paper and writing utensils will be need to administer the informed consent. The surveys will be administered on Apple iPads. Survey data will be automatically downloaded from a secure internet site (Research Electronic Data Capture (RedCaps)47) to a spreadsheet only accessible by evaluation staff. One  iPad will be needed per WIC site (cost of iPad 4 LTE = $50048). Total cost of the iPads is ($500 x  9) = $4,500 
WIC participants who complete the survey will be compensated $15 for their time. The survey will take approximately 25 minutes to complete.   We hope to recruit 25 women to participate in the survey per WIC site. Therefore the total needed for compensation would be ($15 x 25 x 9) = $3,375 ($1,125 for phase one)

[bookmark: _Toc347750276]quasi-experimental evaluation proposal
Following implementation of phase 1 of the proposed intervention proper interim program evaluation should be conducted to ensure that program operations are being performed effectively and that the intervention is being conducted in a manner to meet the stated goals. Described are activities that should be used to conduct an extensive process and outcomes evaluation of part 1 of the proposed intervention (peer counseling component).  Given that this would be a new intervention an impact evaluation would not be appropriate at this time. Evaluation should take place approximately three years after the implementation of phase 1. Evaluation of phase 2 should take place approximately 2-3 years after peer counseling has been implemented at all nine WIC sites. Preparation for the evaluation must allow time for Institutional Review Board (IRB) submission and approval.  Evaluation activities should be conducted by a member of an evaluation team (i.e. not WIC employees) with the assistance of WIC staff when needed. 
During phase 1, the peer counseling intervention will be implemented at three of the nine Allegheny County WIC sites. These sites will serve as the experimental (E) sites. The other six WIC sites will not implement peer counseling and will serve as control (C) sites for comparison. The sites selected as E sites will be chosen by random assignment.   
[bookmark: _Toc347750277]establishing baseline comparability of sites
At baseline the following will be measured to establish comparability between E and C sites. 
Table 9: Baseline Characteristics of Sites and Methods of Data Collection
	Characteristic
	Method of data collection

	Maternal-child characteristics
	

	Maternal age
	Administrative records- WIC application

	Maternal race and Hispanic ethnicity
	Administrative records- WIC application

	Maternal years of education completed
	Administrative records- enrollment data

	Marital status
	Administrative records-enrollment data

	Household income
	Administrative records- enrollment data

	Parity
	Administrative records- WIC application

	Pre-pregnancy body mass index (BMI)
	Administrative records- WIC application

	Post-partum employment status (% of women employed or in school full-time and part-time)
	Administrative records

	Laboratory values for hemoglobin/hematocrit
	Administrative records- WIC application

	 (
Table 9
 continued
)Prenatal breastfeeding intentions
	Infant Feeding Intentions (IFI) scale49 (questionnaire) measured when PC first initiates contact with participant at E sites and when application is received at C sites*

	Smoking status (daily tobacco use) during this pregnancy 
	Administrative records- WIC application

	Local WIC Site Characteristics
	

	Total hours of operation per week
	Administrative/Public records

	Number of WIC participants served per month
	Administrative records


*This instrument can be administered by PCs during their initial contact with participant at E sites. Per the proposed intervention this should be at the time of WIC application submission. In order to administer the instrument at a similar time point at C sites, WIC staff can administer the questionnaire when the participant’s application is received in the WIC office (at the same time her enrollment appointment is confirmed. It takes approximately 5 minutes to administer this instrument. 

[bookmark: _Toc347750278]process evaluation
A process evaluation should be conducted to measure the following within Allegheny County. Following each measure is a baseline standard that has been incorporated into this evaluation from other WIC peer counseling programs or other manuals of operation for peer counseling programs. 
· The number of peer counselors (full-time and part-time) employed in Allegheny County (the number of peer counselors should allow for a comfortable caseload of up 80 cases per week in a 40-hour week. The ideal number of peer counselors needed would thus be based on the number of pregnant and post-partum women participating in each WIC office). 
· The number of peer counselors per local WIC agency (see explanation above) 
·  The number of WIC participants who have had a contact with a peer counselor prior to their child’s first birthday (This measure is similar to the total number of participants who participated in the peer counseling intervention. The FNS found in 2010 that in most WIC agencies with peer counseling programs 50 to 89% of eligible women participated44)
· The number of prenatal counseling sessions conducted by peer counselors (it is recommended that peer counselors contact participants either in their home or by phone at least once per month during pregnancy until the eighth month when participants should be contacted twice per month and once per week in the ninth month36)
· The number of peer counseling sessions that took place during potential participants’ initial application to WIC (Level 3 best practices recommend that peer counselors meet with participants within seven days of enrollment. This proposal recommends that peer counselors meet with potential participants at the time of application. This data point will thus be formative.)
· The number of first- and second-trimester peer counseling sessions (peer counselors should have contact with pregnant participants once per month in the first and second- trimesters) 
· The number and percentage of women who refused the opportunity to meet with a peer counselor (to date there has been no reference made in the literature documenting how many breastfeeding WIC participants refuse peer counseling services, therefore this data point is formative)
· The number of hospital visits conducted by peer counselors (level 3 best practices recommend that peer counselors conduct at least one hospital visit post-partum41)
· The number of home visits conducted by peer counselors after delivery (peer counselors should contact participants 3-4 days after delivery, at least weekly for the first month, and at least monthly until the infant has weaned41. Bronner et al. found that between 41% and 51% of peer counselors visited their participant’s homes during the post-partum period50)
· The number of phone calls conducted by peer counselors to WIC participants
· The average case load of each full-time peer counselor (each full-time peer counselor should have a case load of around 80 cases per 40-hour week36)
· The average number of times each breastfeeding WIC participant was contacted by a peer counselor during the period of her enrollment until her child’s first birthday (participants should be contacted at least monthly during pregnancy, with the exception of months 8 and 9, and at least monthly post-partum, with the exception of the first month36) 
· The average number of times each breastfeeding WIC participant was contacted by a peer counselor from the date of her child’s birth until her child’s six-month birthday (see above, the purpose of capturing this data looking at the six month period and the one year period is to determine if contact with peer counselors is more or less frequent during the time of recommended exclusive breastfeeding.)
· The number and percentage of breastfeeding WIC moms who are lost-to-follow-up by their peer counselor during their infant’s first year of life (research with participants with  similar demographic characteristics have demonstrated lost-to-follow-up rates of up to 12%51.)
· The number of breastfeeding coordinators and lactation consultants who serve as supervisors to peer counselors (based on the design of the intervention one supervisor would be needed in phase one of the intervention and three supervisors would be needed in phase two.)
· Demographic characteristics of WIC participants who are assigned a peer counselor (including age, race, Hispanic/Latino ethnicity, marital status, educational status, and income) (the demographic characteristics of participants in the peer counseling program should match those of the WIC program overall for mothers of children one year old or younger) 
· Overall satisfaction of program participants (This has been examined qualitatively. Nearly all women enrolled in the peer counseling program believed the program enabled them to reach their breastfeeding goals and they had a positive relationship with their PC52.) 
· Job satisfaction of peer counselors (This has been examined qualitatively. Job satisfaction was explained positively due to intrinsic rewards, but negatively in terms of compensation and rewards.52)
· Identification of program implementation and staff recruitment challenges
· Lessons learned during implementation
The above should be measured at each local WIC agency. The primary purpose of the process evaluation is to determine whether the peer counseling portion of the intervention is being implemented as planned. The secondary purpose of the process evaluation is to compare process indicators across WIC sites in the county.  See Appendix 2 for appropriate methods to measure each of the indicators above.  Process data from phase 1 will be used to set standards for subsequent annual process evaluations. It is expected that program activities will increase in subsequent years and that more WIC participants will also participate in the peer counseling program. 
[bookmark: _Toc347750279]outcomes evaluation

An outcomes evaluation should be conducted approximately 3 years after implementation of phase 1 to measure the intervention’s intended effects and again 2-3 years after full implementation at all nine WIC sites (phase 2).  The primary outcomes indicators will be:


· Breastfeeding initiation rate
· Breastfeeding rate (any) at six months
· Breastfeeding exclusivity at six months
· Breastfeeding at one year
· Breastfeeding discontinuation rate at three months
Data to measure all of the above outcomes can be collected by using WIC administrative data. Specifically the information needed can be obtained by reviewing food package issuance data. Whaley et al. demonstrated that issuance data is a valid measure of infant feeding practices53. Food package issuance data will show which food package a participant was issued at any time point that she presents to the WIC office. For example, if a participant had been previously issued the full breastfeeding package and she presents to the WIC office and is subsequently issued the partial breastfeeding package, she is no longer considered exclusively breastfeeding53. Baseline data can be extracted from records at a point in time prior to the implementation of the intervention. 
The intervention will be deemed successful if breastfeeding discontinuation rates at three months have decreased by 5% or more. Success will be measured with respect to the other aforementioned measures if improvement can be demonstrated on a significance level of p < 0.1054. It is important to continuously monitor other factors that could affect local breastfeeding rates such as new policies on workplace accommodations for breastfeeding mothers. 

[bookmark: _Toc347750280]potential barriers to implementation of intervention
The most significant potential barriers to the proposed intervention (PC program) is the increase in human resources required to implement the program compared to baseline and the training components of the program.  Currently Allegheny County has one breastfeeding coordinator who serves the entire county. ACHD would need to hire 3 additional breastfeeding coordinators per the proposed intervention (phase 2). 
Bronner et al. administered a survey to WIC personnel including breastfeeding coordinators and peer counselors to examine peer counseling within the WIC organizational structure. The results demonstrated that staff perceived inconsistencies in the training given to peer counselors. However, despite the inconsistencies, breastfeeding coordinators and WIC directors perceived peer counselors to be competent in performing their job responsibilities55. 
Moreover, Meier et al. conducted a qualitative evaluation of breastfeeding peer counselor program in Michigan that included peer counselor focus groups. A number of themes emerged including job preparation. Overall, the peer counselors felt that their initial training was adequate, but they felt unprepared to directly interact with the participants52. 
Peer counselors are likely to not have much experience in the field and thus will need a great deal of training to be successful. Therefore it is important to offer mentoring and support throughout their tenure in the program, not just in the beginning. The breastfeeding coordinator role becomes of utmost importance. The importance of the role justifies assigning hiring an additional breastfeeding coordinator in phase one and two additional in phase two
Implementation of the Peer Counseling portion of the proposed intervention increases the WIC budged for Allegheny County. However, ACHD is one of the largest WIC agencies in Pennsylvania and conducts its duties across nine sites that are geographically far from one another. The proposed budget is consistent with the funding amounts that were made available for California’s breastfeeding promotion program when the intensified role of the PC is considered41.  Additionally, the research that is proposed to be done by the evaluation team will likely be strongly considered for publication and could inform WIC practices in other areas of the country. 
Barrier to implementation of Part 2 of the proposed intervention (WIC application modification) mostly include the increase in time needed from the medical provider to educate the prenatal patient about the benefits of breastfeeding. Many providers in the area have a heavy patient load daily and may not have additional time to spend with each patient. However, this interaction is important because the patient interacts with her provider so early in her pregnancy. This is also an opportunity for the WIC program to partner with providers with a shared goal of improved maternal and infant health. 
In the future, hospitals and clinics may provide advanced training programs for nurses and other professionals who work with pregnant and breastfeeding women. Should these types of training programs become widely accepted, the educational component of the proposed intervention could be provided by someone other than a physician or mid-level provider. 


[bookmark: _Toc347750281]directions for future research
Breastfeeding promotion in the WIC population has been a frequent topic for research as described earlier. However more research is needed in areas that do not have a large Hispanic population. A number of studies involving WIC participants (related to breastfeeding or not) are conducted in California56,57.The population in Pennsylvania and Allegheny County is quite different and could likely affect various aspects of WIC program administration. 
Further research is also needed to determine how key breastfeeding indicators (discontinuation at 2 weeks, discontinuation at 3 months, and discontinuation prior to 12 months) are related to race and ethnicity in Pennsylvania. Exploration is needed to determine which racial/ethnic groups are most at risk for discontinuation to further understand the best way for peer counselors to intervene. The process of identifying peer counselors may present an opportunity to look at positive deviance qualitatively on a local level to identify factors very specific to the target population that may influence the key breastfeeding indicators. 
Lastly, more research is needed to determine the prenatal time period that is optimal for WIC enrollment to influence the mother’s infant feeding choices. Results could influence health provider’s promotion in the program to maximize the mother’s participation. 
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Allegheny County Health Department WIC Program
e Application for Pregnant Woman

You must be present and bring proof of current income and proof of address to your WIC certification appointment.
Medical information must be less than 45 days old on the date of your WIC appointment.

Name: Do you already get WIC checks for anyone else in your
. household? O Yes O No
Birthdate:
Address: Race: O White O Black or African American
O American Indian or Alaskan Native
O Asian
O Native Hawaiian or Other Pacific Islander

Phone:

Hispanic? O Yes O No

Medical Provider: Please complete this section

Anthropometric Measurements Blood Work EDC:

Current Weight: Hemoglobin: gm/dl OR Age at conception:

Current Height: Hematocrit: % First day of LMP:

Date Measured: Date of Blood Test: End of last pregnancy (include stillbirths
and miscarriages:

Prepregnancy Weight:

Specify any problems that could affect pregnancy: Pregnancy History

Acute/Chronic: Number of previous pregnhancies:

Pregnancy-induced: Total live births:
51b. 8 oz. orless:

Prior conditions:

9 |b. or more:

37 weeks or less gestation:
Medication Name/Frequency: Stillbirths:

Recent surgery:

Miscarriages (220 weeks):

Congenital defect (specify):

Current Pregnancy (specify if applicable):
A multiple fetus pregnancy?

Daily smoking of any tobacco products?
Use of alcohol or drugs? WIC OFFICE USE ONLY

Food allergies or intolerances? Prepregnancy BMI:

If yes, to what?

Breastfeeding plans discussed with
applicant:
(Signature) Date:

Health Care Facility Name/Phone Medical Signature/Title

2101 W1 10/04 i H
42 Rev. 10106 Please turn over for further instructions
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GUIDELINES FOR HEALTH CARE PROVIDERS TO COMPLETE WIC APPLICATIONS

1. Please fill in all of the information in the bold black box, including medical signature. An incomplete application will
delay determination of an applicant’s eligibility.

Please mail or fax this form to the applicant’s office of choice. (See below)

2u
3. Call 412-350-5801 if you have questions about this application.
4.  The WIC Program will contact the applicant to complete eligibility determination procedures.

Carnegie WIC Program
Monday—Saturday*

School House, Suite 110
1100 Washington Avenue
Carnegie, PA 15106
Phone: 412-278-2510
Fax:  412-278-2521

Clairton WIC Program
Mondays and/or Tuesdays

559 Miller Avenue
Clairton, PA 15025
Phone: 412-641-3267
Fax: 412-233-5004

Downtown Pittsburgh WIC Program

McKeesport WIC Program
Monday—Saturday*
Wander Building

339 Fifth Avenue
McKeesport, PA 15132
Phone: 412-664-8870

Fax: 412-664-8357

McKees Rocks WIC Program

Monday—Friday

Focus on Renewal Center (FOR)
710 Thompson Avenue

McKees Rocks, PA 15136
Phone: 412-331-5410

Fax: 412-331-5329

Mt. Oliver WIC Program

Monday—Saturday*
Investment Building, 3 floor
239 Fourth Avenue
Pittsburgh, PA 15222
Phone: 412-350-7240

Fax: 412-350-6184

Monday--Friday

UPMC South Pittsburgh Health Center
1630 Arlington Avenue

Pittsburgh, PA 15210

Phone: 412-481-2780

Fax: 412-432-1650

*Some Saturday appointments
available.

Springdale WIC Program
Wednesday, Thursday, and Friday

830 Pittsburgh Street

Springdale, PA 15144
Phone: 724-274-6411
Fax: 724-275-1081

Turtle Creek WIC Program

Monday—Friday

Westinghouse Valley Human Service
Center

519 Penn Avenue

Turtle Creek, PA 15145

Phone: 412-823-1333

Fax: 412-823-1598

Wilkinsburg WIC Program
Monday—Friday

Hosanna House

807 Wallace Street, Suite 202
Pittsburgh, PA 15221

Phone: 412-241-3860

Fax:  412-241-1364

This project is funded, in part, under contract with the Pennsylvania Department of Health using funds provided by the United States Department of Agricufture and
the Pennsylvania Department of Health. WIC is an equal opportunity provider and employer.

EOR WIC STAFF USE ONLY: WIC APPLICATION TRACKING

CONTACT DATES NO SHOW CONTACT DATES
Phone call Phone call
Phone call Phone call

Sent income letter

WTW APPOINTMENT

Send post card

PROCESSING STANDARDS

DATE APPLICATION RECEIVED

O Applicant preferred the above appointment. |

DATE APPLICANT ENROLLED

Revised 10/11
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Process Evaluation Measure  Method  

Number of Peer Counselors employed  administrative data  

Number of peer counselors per local WIC agency  administrative data  

Number (and percentage) of WIC participants who  have had a contact with a Peer Counselor prior  to  their child’s first birthday  administrative data, participant survey  

The number of prenatal counseling sessions  conducted by peer counselors/ number of  participants who met with a peer counselor  prenatally  administrative data, participant survey  

The  number of peer counseling sessions that took  place during potential participants’ initial  application to WIC  administrative data, participant survey  

The number of first -   and second - trimester  counseling sessions  administrative data  

The number and % of wom en who refused the  opportunity to meet with a peer counselor  administrative data  

The number of hospital visits conducted by peer  counselors  administrative data  

The number of home visits conducted by peer  counselors  administrative data  

The number of phon e calls conducted by peer  counselors to WIC participants  administrative data  

The average case load of each full - time peer  counselor  administrative data  

Average number of times each breastfeeding WIC  participant was contacted by a peer counselor  during th e period of her enrollment until her  child’s first birthday  administrative data, participant survey  

Average number of times each participant was  contacted by a peer counselor from child’s DOB  until child’s 6 - month birthday  administrative data, participant   survey  

The number and percentage of breastfeeding  moms who were lost - to -   follow - up by their peer  counselor during their infant’s first year of life  administrative data  

The number of breastfeeding coordinators and  lactation consultants who serve as super visors  who serve as supervisors to peer counselors   administrative data  

Percentage of women who maintain contact with  their peer counselors throughout their child’s first  year of life.   administrative data, participant survey  

The number of WIC participan ts who voluntarily  withdraw from the program prior to their child’s  first birthday  administrative data  

Demographic characteristics of WIC participants  who are assigned a peer counselor   administrative data  

Overall satisfaction of program participants  par ticipant survey  
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