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Six sites of the California
Special Supplemental Nu-
trition Program for Women,
Infants, and Children (WIC)
participated in a staff well-
ness pilot intervention de-
signed to improve staff self-
efficacy in counseling WIC
clients about childhood
overweight. 

A pre-post test design
with intervention and con-
trol groups was used; out-
come measures included
staff perceptions of the
intervention’s effects on
the workplace environment,
their personal habits and
health beliefs, and their
counseling self-efficacy. 

Intervention site staff
were more likely to report
that the workplace envi-
ronment supported their
efforts to make healthy
food choices (P < .001), be
physically active (P < .01),
make positive changes in
counseling parents about
their children’s weight (P <
.01), and feel more com-
fortable in encouraging WIC
clients to do physical activ-
ities with their children (P <
.05). (Am J Public Health.
2004;94:1480–1485)

The prevalence of childhood
overweight in the United States is
increasing among both boys and
girls of all ages, races, and ethnic
groups.1 Recently reported in-
creases in the prevalence of over-
weight among low-income pre-
school children are particularly
alarming.2 Some evidence sug-
gests that by 5 to 10 years of
age, 60% of overweight children
have at least 1 associated bio-
chemical or clinical cardiovascu-
lar risk factor and 25% have 2
or more.3 Perhaps even more
troubling is evidence that over-
weight developed in early child-
hood persists through adoles-
cence and adulthood.4,5 The
prevalence of early childhood
overweight among low-income
children is highest among Latino
children at 12.0%, compared
with 9.6% in Asian/Pacific Is-
landers, 7.8% in African Ameri-
cans, and 7.1% in Whites.6 Ac-
cordingly, rates of early
childhood overweight are in-
creasing among participants of
the Special Supplemental Nutri-
tion Program for Women, In-
fants, and Children (WIC).7

It is not clear why young La-
tino children are at the greatest
risk for being overweight.8 In the
WIC setting, this phenomenon
may be exacerbated by nutrition
education techniques that are not
well suited to Latino culture.9 Ad-
ditionally, data from WIC have
documented staff’s reluctance to
talk to WIC mothers about their
children’s weight.10 We postulate
that 1 way to reduce staff reluc-
tance to talk about weight issues

is to engage staff in a health pro-
motion program.

Traditionally, staff health pro-
motion programs have not been
instituted for the purpose of em-
powering health workers to bet-
ter educate their clients.11 Rather,
they have been designed to ad-
dress the end point of employee
health, specifically, to increase
health awareness, to reduce
health risk, and to produce posi-
tive health effects on the individ-
ual such as disease prevention.11

Further, staff wellness programs
have been instituted to improve
employee morale and reduce
medical claims and absenteeism.12

Few worksite wellness programs
have been conducted in commu-
nity-based nonprofit settings.
Both the content and the experi-
ence of participating in a staff
wellness program provide work-
ers with an opportunity for pro-
fessional and personal develop-
ment and may help empower
them to make lifestyle changes.
Additionally, these lifestyle
changes may in turn enable staff
who work with clients to be
more effective counselors and
role models.

The personal health habits of
health workers have been found
to be associated with their belief
in the importance of the particu-
lar behavior for others. For ex-
ample, Martin et al. found that
85% of dietetic professionals
who exercised regularly rated ex-
ercise as a very important area of
counseling versus only 48% of
dietetic professionals who were
nonexercisers.13 Physicians who

exercised regularly were more
likely to counsel their patients to
exercise.14 Lewis and colleagues15

found significant associations be-
tween personal health habits and
self-reported counseling practices
in the areas of smoking, alcohol
use, exercise, and weight control
among physicians. Those with
poorer health habits generally
were not as likely to counsel pa-
tients about those habits, while
those attempting to improve their
own health habits counseled pa-
tients significantly more often
than those who were not making
such efforts. Even the act of dis-
closing one’s own health habits
enhanced physicians’ ability to
motivate patients to make healthy
lifestyle changes.16

Self-efficacy or belief in one’s
ability to perform determines
whether behavior will be initi-
ated, how much effort will be ex-
pended, and whether the effort
will be sustained.17 In California,
where most WIC staff are lay
health workers rather than pro-
fessionals, self-efficacy associated
with the practice of healthy be-
haviors theoretically may exert
influence on counseling practices.
Use of lay health workers is be-
lieved to foster empathy and in-
creased communication with
clients.18 A high proportion of
California WIC staff members
are, like their clients, overweight.
Modeling of behaviors from staff
to client or peer to peer can be
an effective way to facilitate the
adoption of healthy behaviors.
Further, the WIC environment
offers a setting with only moder-
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ate sociodemographic distance
between most staff and their
clients and is thus an ideal setting
for peer modeling influence.19 So-
ciodemographic similarities such
as ethnicity and gender may en-
hance the opportunities for role
modeling.20 Worksite health pro-
motion programs are well suited
to provide skill acquisition and
demonstration as well as the so-
cial support that has been de-
scribed by Marcus and colleagues
as a primary predictor of sus-
tained involvement.21

This article describes a pilot
program instituted as part of the
California Fit WIC project, which
promoted healthy behaviors and
a stronger sense of counseling
self-efficacy among staff to im-
prove their perceptions of their
interactions with WIC clients.
This 1-year staff health promo-
tion program was designed to
enable staff to counsel WIC
clients more willingly and effec-
tively with regard to prevention
of childhood overweight. Out-
come measures included staff
perceptions of the intervention’s
effects on the workplace environ-
ment, their personal habits and
health beliefs, and their counsel-
ing self-efficacy.

METHODS

Settings and Subjects
The California Fit WIC pro-

gram was part of a 3-year, 5-state
effort funded by the US Depart-
ment of Agriculture to determine
how WIC could better address
the prevention and control of
childhood overweight. The 5 par-
ticipating WIC organizations in-
cluded the states of California,
Kentucky, Vermont, Virginia, and
the Inter-Tribal Council of Ari-
zona. During year 1, needs as-
sessment and baseline data were
collected. During year 2, inter-

ventions were conducted, and
during year 3, the program was
evaluated.

Three California WIC agen-
cies were selected to participate
in Fit WIC from a pool of agen-
cies that volunteered. Interested
agencies were screened for their
capacity to conduct the project,
their ability to represent the vari-
ety of WIC programs throughout
the state, and the degree to
which they reflected the ethnic
diversity of California WIC par-
ticipants (70% of whom are La-
tino). After selection, interven-
tion and control sites were
assigned randomly. Intervention
sites included a semi-urban area
of Sacramento, a rural area of
Ventura County, and an urban
area of Los Angeles. All staff at
each intervention site partici-
pated in all aspects of the Fit
WIC program.

Intervention
California Fit WIC developed

a multilevel intervention to pre-
vent pediatric overweight, in-
cluding staff training sessions on
a variety of topics, the addition
of new classes for WIC clients,
and the organization of commu-
nitywide coalitions to address
the issue.

The staff wellness intervention
programs at the 3 sites were de-
veloped by local WIC managers
with the support of the Fit WIC
project staff. To initiate the staff
wellness activities, each site re-
ceived 1 half-day interactive
training session conducted by 1
of the authors (A.K.Y.), an expert
on wellness programs. While the
training provided information
on the “obesogenic” (or obesity-
encouraging) environment of
modern culture, especially in
communities of color,22–24 it fo-
cused primarily on beneficial be-
haviors rather than weight loss

and motivated staff members to
eat more healthfully and to be
more physically active.

A particular focus of the train-
ing session was to assist staff in
identifying opportunities for mak-
ing changes in organizational
practices during the workday that
might support their behavior
change efforts. Examples of orga-
nizational change included offer-
ing healthy choices (e.g., fresh
fruit or vegetables) when refresh-
ments were served in meetings or
celebratory occasions and inte-
grating 10-minute exercise breaks
into regular staff meetings or at
certain times of the workday (on
“company time”). Each staff per-
son received workplace wellness
English- and Spanish-language
audio- and videotapes and other
simple exercise materials. The
wellness training also covered the
importance of taking 10000
steps a day.25 Pedometers were
provided for all staff members.

Wellness programs imple-
mented at the intervention sites
included “brown bag lunches” in
which staff members were en-
couraged to bring a healthy
lunch from home, healthy food
potlucks (in which staff members
shared meals and recipes),
“water drinking challenges”
(staff were encouraged to in-
crease daily consumption of
water), lunchtime walking
groups, “step challenges” (staff
members encouraged one an-
other to meet the 10000 steps a
day challenge), and the addition
of on-site exercise equipment.
Staff members were provided
relatively low-cost incentive
items such as lunch bags to en-
courage healthy lunches from
home, water bottles to reinforce
water consumption, and tote
bags for purchase of produce at
farmers’ markets. While the in-
centive items were consistent

across sites, the actual programs
varied slightly by site.

Data Collection
Staff completed self-administered

questionnaires before and after
the intervention. Pretested survey
instruments were administered
by a project staff member who
was not a WIC employee. All
pre-post questions were the
same; however, baseline surveys
included a limited number of
questions designed only to assist
in developing the Fit WIC inter-
vention program, and final sur-
veys included some program
evaluation questions designed
only to assess Fit WIC interven-
tion activities and their impact on
staff. Intervention site staff com-
pleted an extra exit survey that
included a number of questions
specifically evaluating the Fit
WIC program.

Data Analysis
We compared answers from

intervention and control groups
using χ2 techniques to evaluate
the categorical variables. For
comparison of the dichotomous
pre- versus post-intervention out-
comes, we examined the number
of persons who made positive
changes and the number of per-
sons who made negative changes
for intervention and control
groups and performed χ2 tests to
determine whether the propor-
tions were different for treatment
and control groups.

RESULTS 

Sample Characteristics
A total of 51 staff members

completed surveys before and
after the intervention (Table 1).
Most of the staff surveyed (69%)
were WIC paraprofessionals. Site
supervisors were registered dieti-
tians. Most of the WIC staff were
women (88% at intervention
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TABLE 1—Characteristics of Staff Members Surveyed: 
The California Fit WIC Programa

Total Sample
(n = 51), Intervention, Control,

Characteristics % (n)b % (n) % (n)

Location (n = 51)

Los Angeles 41 (21) 42 (11) 40 (10)

Ventura 20 (10) 23 (6) 16 (4)

Sacramento 39 (20) 35 (9) 44 (11)

Staff position (n = 51)

Administrator/supervisor/RD 31 (16) 32 (8) 31 (8)

Paraprofessional staff 69 (35) 68 (17) 69 (18)

Female (n = 46) 90 (46) 88 (22) 92 (24)

Age, y (n = 50)

≤ 34 40 (20) 25 (6) 54 (14)

35–44 32 (16) 42 (10) 23 (6)

≥ 45 28 (14) 33 (8) 23 (6)

Ethnicity (n = 50)

Hispanic 53 (27) 52 (13) 56 (14)

Asian 18 (9) 20 (5) 16 (4)

White 24 (12) 24 (6) 23 (6)

Education (n = 49)

High school graduate/GED or less 16 (8) 25 (6) 8 (2)

Some college/associate’s degree/ 45 (22) 42 (10) 42 (12)

certification programs

Bachelor’s or master’s degree 39 (19) 33 (8) 44 (11)

Weight status (n = 51)b

Very underweight 2 (1) 4 (1) 0 (0)

Average weight 47 (24) 35 (9) 60 (15)

Somewhat overweight 33 (17) 42 (11) 24 (6)

Very overweight or obese 18 (9) 19 (5) 16 (4)

Note. WIC = Special Supplemental Nutrition Program for Women, Infants, and Children;
RD=registered dietitian; GED = general equivalency diploma.
aAll responses, including weight status, were self-reported.
bSince some subjects declined to answer certain questions, the number of responses for
each question varied between 46 and 51.

sites and 92% at control sites).
Just over half of the staff mem-
bers in each group self-identified
as Hispanic, with approximately
18% Asian and 24% White. No
staff members in either group
were African American or Amer-
ican Indian. Staff at the interven-
tion sites were on average older
(75% were aged older than 35
years) than those at control sites
(46% were aged older than 35
years). Intervention sites had
more staff with a lower level of

education (high school or less)
than the control sites (25% vs
8%). Intervention site staff were
more likely to report being over-
weight or obese than control site
staff (61% vs 40%).

Intervention Effects on
Workplace Environment

Changes in the workplace en-
vironment were assessed after
the intervention in both inter-
vention and control sites (Table
2). Intervention sites imple-

mented more changes in the
workplace environment than
control sites. Staff at intervention
sites were nearly twice as likely
to feel that their workplace sup-
ported their efforts to be physi-
cally active (96% vs 58%,
P< .01) and were nearly 3 times
as likely to feel the workplace
supported their efforts to make
healthy food choices (84% vs
28%, P< .001). Nearly 3 times
as many intervention site staff
reported a change in the types of
foods served during staff meet-
ings and snacks over the past
year (72% vs 24%, P< .01). Fur-
ther, a significant number of in-
tervention site staff members felt
that physical activity had be-
come a higher priority at their
worksite during the past year
(96% vs 71%, P< .05).

Intervention Effects on
Staff’s Personal Habits and
Health Beliefs

Intervention and control site
staff members’ health habits
were assessed before and after
the intervention (Table 3).
Greater increases in healthful be-
haviors were consistently re-
ported for intervention site staff,
although there were no statisti-
cally significant differences. While
not significant, more intervention
site staff reported feeling their
health habits set an example for
WIC participants (92% vs 73%,
P=.076).

Intervention Effects on
Staff’s Self-Efficacy and
Counseling Changes

After the intervention, 64%
of the staff reported feeling
“very comfortable” encouraging
WIC parents to do physical ac-
tivities with their children, com-
pared with 35% of the control
group (P < .05) (Table 4). Staff
differences were not statistically
significant with regard to change

in comfort in talking about
weight issues, in helping chil-
dren maintain a healthy weight,
or in feeling that they had suc-
cess in helping parents with
their overweight children. Signif-
icantly more staff at the inter-
vention sites reported making
changes during the last year in
the way in which they talked
with parents about weight (92%
vs 58%, P < .01).

Intervention Site Staff’s
“Exit” Evaluation of Fit WIC

Intervention site staff completed
a second survey specifically de-
signed to evaluate the Fit WIC ac-
tivities. All staff rated the interven-
tion as positive for their site.
When staff members were asked
the open-ended question of how
Fit WIC had affected the overall
staff, responses primarily centered
on themes of activity change, mo-
tivation, and role modeling:

• “Staff are more motivated to
walk and eat healthier.”
• “We are more active and we
started to eat healthy.”
• “We set the example for
clients.”

DISCUSSION

We implemented a staff well-
ness program as 1 aspect of a
multifaceted exploration of the
prevention of childhood over-
weight in a low-income popula-
tion. Although our sample size
was too small to provide defini-
tive data, this staff wellness pilot
program paves the way for more
research in this area to deter-
mine whether this is an effective
way to improve counseling about
weight issues. California WIC
staff, like many California WIC
participants, are often overweight
and inactive. Staff discomfort
with their own body size and
their own eating and activity pat-
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TABLE 3—Staff Members’ Perceptions (n=51) of Personal Habits and Health Beliefs: The California Fit
WIC Program

Intervention Group Control Group

Before  After Before After 
Intervention, Intervention, Intervention, Intervention,

Response % (n) % (n) % (n) % (n) P a

Reported doing regular physical activity. 91 (21) 100 (25) 76 (19) 77 (20) .578

Tried to be more physically active. . . . 76 (19) . . . 65 (17) .406

Tried to eat more low-fat foods. 39 (10) 72 (18) 48 (12) 54 (14) .162

Tried to eat more fruits and vegetables. 65 (17) 84 (21) 52 (13) 69 (18) .944

Felt their own habits influence the way they . . . 92 (23) . . . 89 (23) .671

talk to participants.

Felt their habits set example for participants. . . . 92 (23) . . . 73 (19) .076

Note. WIC = Special Supplemental Nutrition Program for Women, Infants, and Children.
aP value refers to pre-post change in intervention vs control. Where no pre-intervention data was collected, P value refers to intervention vs
control comparison of post-intervention values.

TABLE 4—Staff Members’ Perceptions (n=51) of Intervention’s Effect on Self-Efficacy and Counseling: The California Fit WIC Program

Intervention Group Control Group

Before  After  Before  After 
Intervention, Intervention, Intervention, Intervention,

Response % (n) % (n) % (n) % (n) P a

Felt very comfortable encouraging WIC parents to do physical activities with their children. . . . 64 (16) . . . 35 (9) .036

Felt comfortable or very comfortable in talking about weight issues with parents of overweight children. 59 (13) 71 (17) 63 (15) 65 (17) .647

Felt confident or very confident in helping children maintain a healthy weight. 46 (12) 54 (13) 38 (9) 42 (11) .873

Felt they have had success helping WIC parents with their overweight children. 68 (13) 91 (19) 64(14) 68 (15) .368

Made positive changes in the way they talk with parents about weight. . . . 92 (22) . . . 58 (15) .006

Talked almost always with WIC parents about physical activity. 29 (6) 48(12) 13 (3) 23 (6) .610

Note. WIC = Special Supplemental Nutrition Program for Women, Infants, and Children.
aP value refers to pre-post change in intervention vs control. Where no pre-intervention data was collected, P value refers to intervention vs control comparison of post-intervention values.

TABLE 2—Staff Members’ Perceptions (n=51) of Workplace Environment After the Intervention: The
California Fit WIC Program

Intervention, Control,
Response % (n) % (n) P

Felt the workplace supported their efforts to be physically active. 96 (24) 58 (14) < .01

Noticed a change in the types of snacks and foods served during staff meetings at their site. 72 (18) 24 (6) < .01

Felt the workplace was very supportive in helping them to make healthy food choices. 84 (21) 28 (7) < .001

Felt that physical activity became a higher priority at their worksite in the past year. 96 (24) 71 (17) < .05

Note. WIC = Special Supplemental Nutrition Program for Women, Infants, and Children.

terns may inhibit them in their
counseling efforts with the par-
ents of both normal-weight and
overweight children. After the
intervention, staff who were ini-

tially uncomfortable discussing
weight with parents reported
they felt more comfortable talk-
ing about physical activity and
weight issues.

Since prevention is the goal of
programs to curb childhood over-
weight, information about health-
ful physical activity is profitably
provided to all families, not just

those with overweight children.
This is particularly the case with
Latino WIC parents, who fre-
quently do not acknowledge that
their child is overweight.9,26 WIC
staff who are themselves seden-
tary may be hesitant to discuss
healthy physical activity patterns
with parents. We found that staff
who undertook and enjoyed
changes in workplace eating and
physical activity were motivated
to encourage physical activity
with their clients. Even if weight
isn’t explicitly discussed, the im-
pact of the counseling on weight
is potentially positive.

Relatively simple measures
can be implemented in the work-
place to enhance WIC staff mem-
bers’ confidence in counseling
WIC families. Increasing staff
members’ sense of self-efficacy
may facilitate counseling on sen-
sitive subjects, while at the same
time staff who themselves be-
come committed to healthy be-
haviors serve as role models for
their clientele. A supportive so-
cial context in which a role
model initiates and performs
physical activities with a group
using an interactive style has
been associated with greater en-
joyment of physical activity and
increased probability of subse-
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quent engagement in the activ-
ity.27 Social support such as that
available in a WIC work setting
is a crucial ingredient to life-
style changes for WIC’s nutri-
tion educators and may set the
stage for WIC to effectively
offer physical activity opportuni-
ties for WIC clients.

To date, most worksite inter-
ventions promoting physical activ-
ity have disproportionately re-
cruited White males of higher
socioeconomic status,28 and the
magnitude of effect in other popu-
lations has been small.29 Commit-
ment of on-site organizational
leaders, as manifested in role
modeling of physical activity by
participation in group activi-
ties,30,31 and conducting activities
on paid time32,33 are factors asso-
ciated with feasibility in these in-
tervention efforts. These factors
shift some of the responsibility
and “cost” for healthy lifestyle
change and maintenance from the
individual to the societal level.
Data from our study suggest that
worksite staff wellness programs
may benefit the clientele served in
addition to the staff members
themselves. This should be cap-
tured in cost-effectiveness analy-
ses of these societal investments.

Staff overwhelmingly reported
that participating in Fit WIC had
positively affected their lives. By
participating in a wellness pro-
gram, staff became enthusiastic
supporters of sharing health mes-
sages and felt more comfortable
talking with parents about their
own efforts. In a study of nurses
as role models for patients, Con-
nolly et al. likened their job to the
sale of health.34 The best sales-
people are genuinely committed
to their product and model its
benefits. The California Fit WIC
staff became committed to a mes-
sage of the value of healthy eat-
ing and physical activity.

WIC staff are well suited to
serve as role models for WIC
participants, as they share many
demographic characteristics and
understand many of the con-
straints faced by WIC partici-
pants: insufficient time for buy-
ing and preparing healthy foods
or being physically active, limited
resources for food or physical ac-
tivity, and lack of access to healthy
food and physical activity oppor-
tunities in their community.

Limitations
Our conclusions are limited by

several factors. Only 1 component
of a complex intervention project
has been described here, the staff
wellness component. Owing to
the complex nature of the inter-
vention project conducted, it was
not possible to determine the de-
gree to which staff wellness activi-
ties were specifically responsible
for some of the reported results.
However, staff reported being
most affected by becoming
healthier themselves. Some staff
reported weight loss as a result of
recent behavioral changes. Future
studies might measure long-term
staff weight changes as a result of
participating in the program.

Although our results show
promise for the success of staff
wellness programs in this type of
setting, any attempts to replicate
our study should consider (1) in-
creasing the sample size to permit
more sophisticated statistical test-
ing, (2) increasing the follow-up
time, and (3) objectively validat-
ing self-reported data. Further,
while we feel that using the em-
powerment model to justify the
development of the staff wellness
programs at the local level con-
tributed to the degree of success
they achieved, this model made it
difficult to comprehensively eval-
uate the effort. It is important to
note that staff wellness activities

have been sustained in the year
beyond the intervention period,
which may also be attributable to
positive staff changes and local
ownership of the program.

This project took place during
a time in which childhood over-
weight was getting a great deal of
media attention. Many WIC sites
were trying to address the child-
hood overweight problem during
the Fit WIC project period. Ac-
cordingly, there was positive
change reported at the control
sites as well as at the interven-
tion sites for a number of our
outcomes. While staff reported
feeling greater self-efficacy in
counseling, this pilot study was
not able to measure whether
their counseling had changed or
whether clients responded differ-
ently to their counseling.

Implications and Applications
More than 60% of the adult

US population is currently over-
weight or obese.35 In this context,
there is a high likelihood that a
significant number of health care
and social service providers, both
professional and paraprofes-
sional, are themselves overweight.
This was found to be the case in
WIC and is no doubt true for
other agencies dealing with chil-
dren as well as with adults. As
we seek ways to slow the spread
of the obesity epidemic or even
reverse it, we must consider
more upstream approaches that
intervene within existing organi-
zational structures. One such ap-
proach is to train providers and
facilitate their adoption of healthy
behaviors to increase the amount
and effectiveness of their coun-
seling. This approach has been
proven to be effective with smok-
ing.15 Enhancing health workers’
self-efficacy, a key construct of
social cognitive theory, provides
a theoretical underpinning for

such an approach to effect be-
havior change.

The Fit WIC experience illus-
trates that supporting staff in
achieving their own healthy eat-
ing and physical activity goals
significantly increases staff com-
mitment and enthusiasm for ad-
dressing healthful behavior pat-
terns with clients in the WIC
setting. Staff participating in Fit
WIC achieved a high degree of
personal satisfaction and felt
more skilled in communicating
about nutrition and physical ac-
tivity with WIC clients.
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