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ABSTRACT

With racism driving perinatal health disparities, antiracist tools and trainings are
necessary for WIC nutrition professionals who serve as frontline providers for Black and
Indigenous families of color. Black families, in particular, are the most likely to
experience harms from discrimination in health care and health services, even from wellintentioned providers in caring professions. This thesis investigates the role of racism,
both interpersonal and structural, and how it may influence WIC enrollment, participation
and culture of care. After providing a basic overview about WIC including recent
participation and demographic statistics and trends, I share my own ethnographic
observations and reflections on my positionality in the WIC clinic setting. I review
research on the most commonly identified barriers to and benefits from WIC
participation, including how those benefits intersect with contributing factors in the crisis
in Black perinatal health in the United States, and make the case for including
experiences of bias and racism as an overlooked barrier. With a focus on improving the
client experience, I use an urban bioethics lens to inform strategies (including antiracism
training for WIC staff) to increase and sustain WIC participation and the concomitant
benefits participation can incur, particularly for Black mothers and birthing people and
their families. I review the literature that informed our training, describe key components
of the training, and summarize the findings from the evaluation and assessment of the
WIC nutrition professionals who attended. Lastly, I posit how the convergence of
COVID-19 and the racial justice uprisings of 2020, both accelerated the acceptance of the
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need for innovations in how WIC is implemented, and created the conditions to facilitate
rapid changes towards more equitable policies and procedures at both the local and
federal level. Many of these changes were previously thought to be desirable but
unattainable, and I reflect on the need to seize this opportunity to intentionally build upon
that progress by applying a racial equity framework to envision a post-pandemic WIC.
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To all the WIC families and WIC providers being asked to do more with less
—with hope and commitment for things to be different.
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CHAPTER 1: INTRODUCTION

Section One: From 1991 to 2021-The Case for Being Actively Antiracist
The acclaimed American writer, poet and social critic James Baldwin once said,
“Not everything that is faced can be changed, but nothing can be changed until it is
faced.” (Baldwin, 1962). As a wide-eyed 18-year-old environmental justice activist,
public health college student and aspiring midwife just beginning my antiracism journey
in the first anti-oppression training I had ever been a part of, I will never forget the
moment the facilitator wrote the words “actively racist”, “passively racist”, “actively
antiracist” and “passively antiracist” in one of each of the four squares of the 2x2 grid on
a flip chart paper. It was through their filling out those squares I learned that given the
existing conditions of the United States, while one may be either actively racist (think
KKK or MAGA) or passively racist (e.g., not speaking out against racism, being
complicit in racist practices or policies, etc.), that there was no such thing as being
passively antiracist (they emphatically crossed out that square on the grid!). One either
had to make a choice to be actively antiracist and swim upstream against the strong and
prevailing current of racism that was the river we were all immersed within, or be swept
downstream and go with the flow of an inherently racist society (Kendi, 2019).
While for the people of color in the training, this was not a particularly revelatory
exercise, it was a gift for me to receive at a relatively young age (given the times and the
environment I grew up in the 1970s and 1980s in suburban Philadelphia). Now, almost 30
years later, the simple lesson of that moment still rings true and has been a guiding
principle in my life (though I often fail at upholding it). It led me to face the reality of

what it meant to be white in America and awakened my own sense of agency to act
against white supremacy in an active, ongoing and meaningful way, as well as from a
place of solidarity in my relationships with the people of color in my life.
Perhaps now more than ever before, Baldwin’s words ring true as the United
States more broadly comes to grips with what has been known to many but laid bare to
the masses through the political and social climate of the Trump era. The unveiling of
what was already here was then further punctuated by the combined impact of the
COVID-19 pandemic and the crescendo of awareness and action railing against the
centuries long epidemic of racism in this country (Milner & Braddock, 2020; Egede &
Walker, 2020). People, families, communities, nonprofit organizations, health care
institutions, social service agencies, colleges and universities, the criminal justice system
and governments are all undergoing a much overdue awakening/reckoning around how
pervasive, insidious, and persistent white supremacy culture and racism is in dominating
the narrative of this country. While the historic and living legacy of racism ultimately
impacts and harms us all, Black and Indigenous People of Color (BIPOC) continue to
lose their lives and their health while facing undue obstacles toward achieving both an
optimal quality of life and one free from fear of themselves or a loved one dying due to
racist actions, policies or systems (Egede & Walker 2020, Bailey, et al., 2017).
In recent years, with the exception of how the police mistreat, harm and kill Black
people, perhaps no other issue around racial justice and racial disparities has received the
scrutiny and attention of the mainstream as the crisis in Black maternal health (Villarosa,
2018). This is due in large part to generations of organizing, scholarship and activism by
Black women and birthing people who through their own lived experience, research, and
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community-based efforts have exposed the racism inherent at interpersonal, institutional,
and systemic/structural levels that has resulted in the extant racial disparities in Black
maternal mortality, severe maternal morbidity, and infant mortality (Crear-Perry, 2018).
Leaders in this movement gave rise to the Reproductive Justice movement (Sister Song,
n.d.; Julian, et al., 2020) which has brought forth a comprehensive range of community
driven, evidence-based, and strengths-oriented strategies and solutions for perinatal
health equity (Muse, et al., 2018). Their message is at long last being amplified by the
media and politicians and has become more widely accepted within nonprofit
organizations, health service agencies, health systems, as well as within research/funding
institutions belatedly prioritizing and focusing on this exigent health crisis and beginning
to heed to the movement’s call to action.
One of the hard truths in their message that is just now more readily being faced is
this: if you are a primarily Black or People of Color-serving healthcare institution or
health services agency in America, you have to operate on the assumption that regardless
of good intentions, racism impacts the care environment, the provider’s practice, and the
participant/client/patient experience (Crear-Perry, 2021, Crear-Perry, 2018, Bailey et al.,
2017). Having this awareness is a requisite initial step towards change and actions to
becoming actively antiracist as an individual provider, a staff, and an organization or
institution. Unfortunately, many well-intentioned health care institutions and health
service agencies, often rich with caring clinicians, providers, and staff, are struggling to
find a way to acknowledge that reality when it comes to perinatal health equity. They are
not simply part of the solution but also part of the problem; they are not only a source of
help and healing, but also a source of harm and hindrance (Society of Maternal-Fetal
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Medicine, 2020; Hardeman, Medina & Kozhimannil, 2016; Scott, 2019). This time of
increased consciousness around perinatal health disparities and systemic racism, where
those who were already most at risk face even greater negative effects from the social,
political, health, and economic crises currently facing our country (Milner & Braddock,
2020), is a ripe opportunity to provide needed training, tools, and support to all
stakeholders in the maternal child health/perinatal space. Despite the need for a more
robust evidence base about what works best, efforts are being initiated in health systems
and hospitals, professional organization and training programs, as well as health
departments and community-based organizations that work in this arena. However, one
overlooked primarily Black-serving agency with a crucial role in the perinatal health
landscape in Philadelphia is the Special Supplemental Nutrition Program for Women,
Infants and Children, commonly known as WIC.
Section Two: Thesis Overview
My current job is as a Senior Research Associate with the Program for Maternal
Health Equity at Temple University’s Katz School of Medicine. As part of our research
team’s collaborative relationship with Philadelphia WIC for our National Institute of
Health (NIH) randomized control trials, we sought to take a small step to address this gap
by offering antiracism training for WIC nutrition professionals in August 2019. This
thesis will reflect on the process that led our multidisciplinary team of clinicians and
researchers at Temple, to advocate for, design, implement, and evaluate the training as a
means of improving attitudes, awareness, and confidence in identifying and addressing
interactions that perpetuate individual, interpersonal and systemic racism. And, in doing

4

so, support WIC in taking an initial step in the process towards practicing with cultural
humility and advancing an antiracist organizational culture that supports health equity.
After providing a basic overview in this thesis about WIC including recent
participation and demographic statistics and trends, I will share my own ethnographic
observations and reflections on my positionality in the clinic setting. Next, I will review
research on the most commonly identified barriers to and benefits from WIC
participation, including how those benefits intersect with contributing factors in the crisis
in Black perinatal health in the United States, and make the case for including
experiences of bias and racism as an overlooked barrier. With a focus on improving the
client experience, I will use an urban bioethics lens to inform strategies (including
antiracism training for WIC staff) to increase and sustain WIC participation and the
concomitant benefits participation can incur, particularly for Black mothers and birthing
people and their families. I will then review the literature that informed our training,
describe key components of the training and summarize the findings from the evaluation
and assessment of the WIC nutrition professionals who attended. Lastly, I will posit how
the convergence of COVID-19 and the racial justice uprisings of 2020, both accelerated
the acceptance of the need for innovations in how WIC is implemented, and created the
conditions to facilitate rapid changes towards more equitable policies and procedures at
both the local and federal level. Many of these changes were previously thought to be
desirable but unattainable, and I will reflect on the need to seize this opportunity to
intentionally build upon that progress by applying a racial equity framework to envision a
post-pandemic WIC.

5

Recognizing that people with the capacity for pregnancy do not all identify as
women, when possible this thesis will use gender-inclusive language (e.g., such as
birthing person or parent). If the terms like “women” or "mother" are used, it is either in
reference to research that was particularly focused on those who identify as women, or in
a context where the intersectional and cultural identity of Black women warrants it use.
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CHAPTER 2: AN OVERVIEW OF WIC
Section One: Why was WIC Created and for Whom?
The Special Supplemental Nutrition Program for Women, Infants and Children,
(WIC), was founded in 1972 and is administered at the Federal level by the Food and
Nutrition Service of the U.S. Department of Agriculture. Unlike the Supplemental
Nutrition Assistance Program (SNAP), commonly known as food stamps, WIC was
purposely designed as an adjunct to health care “at the intersection of food security and
public health” (National WIC Association, 2021, p. 5) to supplement access to specific
nutrients and food groups during critical times of growth and development (Carlson &
Neuberger, 2021). The program also functions as a key entry point to other health and
social services for low-income families. While not part of its original mandate, starting in
1990, the USDA has also promoted and supported breastfeeding at WIC through national
campaigns (e.g., training and utilizing Breastfeeding Peer Counselors) (Bartholomew et
al., 2017; Rasmussen, et al.2017). The federal government provides grants to states for
supplemental food and beverages (called a nutrition prescription or a “WIC food
package”) and to oversee essential WIC activities (Dunn et al., 2020). States administer
the WIC program by certifying participants’ eligibility, managing enrollment and
recertification, providing nutrition education, referrals to healthcare and other social
services and breastfeeding promotion and support, distributing and tracking benefits and
working with certified retailers to provide WIC-eligible foods and beverages (Dunn et al.,
2020).
For a family to participate in WIC, it must have a gross income of no more than
185 percent of the federal poverty level (in 2020-21 $40,182 for a family of three) and be
7

at nutritional risk, e.g., anemia, obesity, lag in weight gain or growth of child. To simplify
program administration, an applicant who already receives SNAP, Medicaid, or
Temporary Assistance for Needy Families cash assistance is automatically considered
income-eligible (Carlson & Neuberger, 2021). WIC serves pregnant people, postpartum
people (for 6 months if not breastfeeding, for 1 year if breastfeeding) and children from
birth through their fifth birthday. WIC can be administered by local health departments,
community-based organizations (CBOs), non-profit organizations, federally qualified
health centers and health systems (WHAMglobal, 2019). Since 1978, the WIC contract
for Philadelphia county has been held by the nonprofit organization NORTH (North
Central Organized Regionally For Total Health), Inc. NORTH WIC’s mission is “to
provide direct health and nutrition education, access to food and formula and access to
health care and referrals to health and human service programs for pregnant and
breastfeeding women, infants and pre-school children” (NORTH, n.d.).
Section Two: WIC Participation Statistics, Demographics and Trends
According to the data collected by the United States Department of Agriculture
(2018) and reported on their website, while the number of WIC participants in the United
States increased from 1992 through 2010, since 2010, the participation levels have
steadily decreased. Participation declined by 12.0 percent from 2010 to 2016 and an
additional 11.1 percent from 2016 to 2018. While there are many factors contributing to
these declines, it has generally been observed that participation rates increase in step with
the birth rate but fluctuate inversely with overall health of the economy (Food Research
& Action Center, 2019). Due to the Trump administration’s immigration policies and
xenophobia, it was additionally found that participation rates among undocumented
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immigrants, primarily Latinx eligible birthing people, steeply dropped in recent years due
to fears about immigration status being shared with ICE or other federal agencies.
(Morrow, 2020; National WIC Association, 2018; Grodsky et al., 2017) This was
corroborated during my time in WIC offices in hearing from staff and participants alike
about this new barrier to participation and benefits utilization for Philadelphia families
who were undocumented. Pennsylvania ranks 38th in WIC participation rates with an
overall coverage rate (defined as the share of eligible people who receive WIC benefits)
of 49.9% in 2017, below the national average (United States Department of Agriculture,
2017; WHAMglobal, 2020).
The coverage rate is approximately the same for non-Hispanic black
people (59 percent) and Hispanic people (60 percent)( United States Department of
Agriculture, 2017), whereas the coverage rate is estimated to be 41 percent for nonHispanic white people. This can likely be attributed to data showing that more of the
lowest income (i.e., 100% or less of Federal Poverty Level) WIC participants are
disproportionately BIPOC families who have a greater financial need and corresponding
higher incentive to utilize WIC services (United States Department of Agriculture, 2018).
While there is a definite need for improvement in how demographic data, particularly
around racial identity, are collected with regard to WIC eligibility and participation
(Gamblin et al., 2019), nationally, the majority of WIC participants identify as white or
non-Black Hispanic people. In 2017, nationwide eligibility for WIC included 5.3 million
non-Hispanic white people, 4.9 million Hispanic individuals, 2.4 million non-Hispanic
Black people, and 1.4 million non-Hispanic people of other races or multiple races
(United States Department of Agriculture, 2017). Contrasting to national demographics
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of participants, in 2017, almost 75% of all PA WIC participants were Black (including
those who identify and Black and Hispanic) (March of Dimes, 2017).
Section Three: Benefits of and Barriers to WIC Participation
As referenced above, WIC participation and coverage rates have been at near
historic lows, even in the context of the COVID-19 pandemic and a worsening economy
In two-thirds of states this decline has recently shifted due the prolonged duration of the
pandemic, continued economic woes, and the increased access afforded by waivers
granted during the pandemic that will be discussed later in this paper (National WIC
Association, 2021). Unfortunately, Pennsylvania as a whole, and Philadelphia county in
particular, are among the other third that has continued a downward trend
(WHAMglobal, 2020), with declines persisting despite long-standing and strengthening
evidence that participation in WIC confers a wide range of benefits to the pregnant and
postpartum people, infants, and children it serves. Many of the advantages gained
through WIC participation specifically serve to mitigate health factors directly linked to
the elevated rates of the following adverse perinatal outcomes facing Black and Brown
pregnant and postpartum people and their babies: pregnancy-related mortality, the death
of a woman while pregnant or within 1 year of termination of pregnancy, irrespective of
the duration or site of the pregnancy, from any cause related to or aggravated by her
pregnancy or its management, but not from accidental or incidental causes (Callahan,
2012); severe maternal morbidity (SMM), the unintended outcomes of the process of
labor and delivery that result in significant short-term or long-term consequences to a
woman’s health (Kilpatrick & Ecker, 2016); and infant mortality, the death of an infant
before their first birthday (CDC, n.d.). For example, research has found that WIC
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participants are more likely to receive adequate prenatal care (Carlson & Neuberger,
2021; Dunn, 2021; IOM, 2011) and pregnant people who received the revised WIC food
package had a reduced prevalence of both preeclampsia and excessive gestational weight
gain--both risk factors for poor life course cardiovascular health trajectories including
higher risk of pregnancy-related mortality and SMM (Hamad, et al., 2019). Per the
findings of a 2016 study in South Carolina (Sonchak), WIC participation is associated
with an increase in birth weight and length of gestation, as well as a lower probability of
low birth weight, preterm birth, and neonatal intensive care unit admission, and the
effects were amplified for Black mothers. Prenatal WIC participation is also associated
with both lower infant mortality rates and lower odds of stillbirth , especially for Black
babies (Khanani, et al., 2010; National WIC Association, 2012). Lastly, WIC enrollment
and greater WIC food package utilization (i.e. higher level of participation) during
pregnancy are associated with improved birth outcomes, including lower risk of preterm
birth, low birth weight, being small for gestational age, and perinatal death, and these
effects have been found to be more marked for children born to the most vulnerable
mothers (Carlson & Neuberger, 2021; Food Research and Action Center, 2019; Dunn, et
al., 2020).
While the relationship between WIC participation and breastfeeding initiation and
duration is complicated (Bartholomew et al., 2017; Panzera et al., 2017), rates of
breastfeeding among WIC participants have increased over the past two decades in
response to the 2009 revisions to food packages and the availability of onsite
Breastfeeding Peer Counselors (BFPC) through WIC agencies grew (Gamblin et al.,
2019). WIC breastfeeding initiation rates rose from 48.3% in 2002 to 68.9% in 2014
11

(Bartholomew et al., 2017; Li et al., 2019). Some recent research indicates that WIC
participants have higher breastfeeding initiation rates than eligible non-participants (Food
Research and Action Center, 2019). Increased breastfeeding confers both heart protective
benefits to support healthy blood pressure, and thus CV health, for the lactating parent
and a myriad of health benefits to prevent infant mortality (Chetwynd, 2017; Countouris,
2020; Countouris, 2016; Nguyen, 2017; Rameez, 2019; Stuebe, 2011).
Factors contributing to WIC caseloads declining stem from both internal and
external forces, including an improving economy as patterns of WIC participation
generally follow overall patterns of national economic health (through 2019 when my
work at WIC occurred) and declining birth rates, both of which are outside WIC’s
control. However, there are also many factors leading to declines that are within WIC’s
control to at least attempt to address. There are a plethora of detailed reports outlining the
various types of barriers to participation that have been identified as salient and
modifiable, including long wait times, poor customer service, and the crowded physical
environment, including a lack of kid-friendly areas (Chance & Green, 2001a, 2001b;
Grodsky et al., 2017; Institute of Medicine, 2011; Morrisey, 2015; National WIC
Association, 2018; Food Research and Action Center, 2019; Panzera et al., 2017;
WHAMglobal, 2020; Woelfel, et al., 2004.). I have highlighted a more thorough list of
the most commonly cited barriers in Appendix A.
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CHAPTER 3: CONSIDERING RACISM AND BIAS IN THE WIC CLIENT
EXPERIENCE
Section One: Racism as a Direct Threat to Health
In reports or studies that elicited explanations for low enrollment from WIC
providers, reasons were typically more about what women and families were doing
wrong than about what was happening at the programmatic level, or self-reflection on
their own actions (Morrissey, 2015; Rosenberg et al., 2003; Whaley, 2020). Further,
while customer service or negative experiences in the WIC clinic were commonly noted
as barriers (Carlson & Neuberger, 2021; Chance & Green, 2001a; Christie et al., 2006;
Food Research and Action Center, 2019; Gamblin et al., 2019; Grodsky et al. 2017;
Institute of Medicine, 2011; Jewish Healthcare Foundation & WHAM Global, 2019)
these numerous articles and reports fail to address bias, prejudice and racism in the
provider/participant encounter at WIC despite evidence that these factors are known to be
critical in health care provider interactions (Rich-Edwards, 2001; Wynn 2019; Yang,
2018). In the WIC setting, experiences of racism and bias are important to address as a
source of direct harm to the health of BIPOC participants. Racism is toxic to one’s health,
and particularly so for Black women and birthing people (Allen et al., 2019; American
Medical Association, 2020). Evidence strongly implicates the chronic stress, allostatic
load, and weathering stemming from these experiences of discrimination and gendered
racism across the lifecourse (Berger, 2015; Franklin-Jackson, 2007; Geronimus, 1996;
Yang, 2018) as significant determinants of cardiovascular disease (CVD) risk factors
among Black women (Kalinowski et al., 2019; Shalowitz, 2019; Spruill, 2019; Yu, 2013).
CVD is the leading cause of maternal death in the United States and is responsible for
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nearly 50% of pregnancy-related deaths among Black women and birthing people, three
times the rate of white women, and is largely preventable (Callaghan, 2012; ACOG,
2019; Creanga et al., 2019; Howell et al., 2018; Petersen, et al., 2019). This disturbing
reality is reflected locally in Philadelphia. Between 2010 and 2019, Black women
accounted for 75% of Philadelphia’s pregnancy-related deaths, of which over 40% were
due to CVD (House Democratic Policy Committee, 2019). There is consistent evidence
that chronic stress contributes to both immune and endocrine system dysregulation
(Williams & Mohammed, 2013) and may be associated with stress-related increases in
premature labor and poor birth outcomes (Braverman, 2017), along with hypertensive
disorders of pregnancy (Alhusen et al., 2016). Even more alarming are data suggesting
that high psychosocial stress in combination with chronic HTN can act to increase risk of
preeclampsia up to 20-fold (Yu, 2013).
Section 2: Racism as a Barrier to WIC Participation
Encounters with racism at WIC must also be viewed as an overlooked and
modifiable barrier to enrollment, participation and retention, and therefore also as an
impediment to the concomitant health benefits for both mother and baby and, ultimately,
an obstacle to perinatal health equity. Upon reflecting on how WIC participants were
treated in tandem with low participation rates, a health department administrator shared,
“You go to a place that makes you uncomfortable, you may not go back” (Morrissey,
2015, p. 198). Reflected in the patterns of on and off again utilization of WIC and its food
packages, and in responses to questions about why they do or don’t sustain their
participation in the program, it is evident that WIC eligible people are balancing the
14

immediate benefits of partaking in WIC (i.e. emergency food or formula assistance food)
with the “cost” of the experience, including enduring bias, discrimination or mistreatment
(Food Research and Action Center, 2019; Morrissey, 2015; Gamblin et al., 2019;
National WIC Association, 2018).
A systematic review of the literature on implicit bias in healthcare showed
significant relationships between implicit bias and lower quality of care as well as that
healthcare professionals exhibit implicit bias at the same level as the general population
(FitzGerald et al., 2019). Even more compelling, in their 2020 study, Nong, et al.
investigated the scale and rate at which interpersonal discrimination occurs in the United
States health system. Their study estimates that more than 1 in 5 adults in the United
States have experienced discrimination at least once while receiving health care, with
racial discrimination the most common type reported. Most of those who reported racial
discrimination were Black, indicating that anti-Black racism needs to be specifically
addressed and studied further. The next most commonly reported axes of discrimination
were based on educational or income level, weight, sex, and age. The study found that
“respondents who were younger, identified as female, had lower annual household
income, and reported poor or fair health were statistically significantly more likely to
report experiences of discrimination” (p. 6). Given how these findings substantially
overlap with the demographics and descriptors of many Black WIC participants, it is
reasonable to anticipate that the frequency of racial discrimination in this group is greater
than the 1 in 5 overall rate, a statistic that reinforces the importance of an intersectional
analysis in considering the harms and consequences from experiencing discrimination.
15

Key among the consequences of experiencing this interpersonal discrimination is
the negative impact on trust, communication, satisfaction and health-seeking behaviors
(Elias & Paradies, 2021). In a 2017 study by Ben et al. “those experiencing racism had
approximately 2 to 3 times the odds of reporting reduced trust in healthcare systems and
professionals, lower satisfaction with health services and perceived quality of care, and
compromised communication and relationships with healthcare providers” (p.14). This
research also indicated that if a person experiences racism from health providers they are
approximately 2.5 times more likely to delay starting care, which in a WIC setting may
correlate to delaying enrollment and subsequently as a barrier to WIC participation and/or
underutilization of benefits. Evidence from these studies “underscore the importance of
understanding aspects of patient identity, especially with regard to race/ethnicity, not as
risk factors for discrimination or the downstream effects of those experiences; rather,
exposure to discrimination and racism are the risks” (Nong et al., 2020, p. 7; Hardeman et
al. 2016).
When applied to health services agencies like WIC, this essential shift in focus
from racial identity to racism as a risk factor for poor clinical outcomes and patient
experiences amongst Black birthing people can disrupt the mother-blame narratives that
are a common undertone of WIC provider/participant interactions and conversations
about participants in the clinic setting (Scott et al., 2019), such as I observed and share
about in Chapter 4. My understanding of the role of racism in perinatal health as both as a
direct contributor to negative health outcomes and as a barrier to care largely stems from
my own experiences as a midwife and a reproductive justice activist and the literature.
But it was through consistently spending time at Philadelphia WIC offices in my role at
16

Temple that led to my desire to intervene at the level of participant-provider interactions
in a way that could impact both the individual participant experience and the culture of
care at WIC.
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CHAPTER 4: REFLECTIONS ON MY TIME AT WIC THROUGH AN URBAN
BIOETHICS LENS
Section One: Acknowledging My Positionality
From August 2018 through February 2019, in my capacity as a research associate
on a large National Institutes of Health-funded randomized control trial, I spent 2 days a
week at one of two North Philadelphia WIC offices, either the Philadelphia WIC
headquarters at Broad St and Lehigh Avenue, or the Olney WIC office. Officially, I was
there to recruit and pre-screen potential research participants for a project called
#SnapBack, a postpartum weight loss program aimed at reducing perinatal CVD risk and
lifecourse CVD trajectories for WIC-eligible Black women and birthing people with prepregnant and postpartum overweight or obesity, as an individual-level strategy for
mitigating perinatal racial health disparities.
While some days at WIC were non-stop activity, due to the nature of how WIC
functioned combined with the inclusion and exclusion criteria of the study, there were
more often than not peak hours of extreme busyness bookmarked by long hours of
watching and listening when there were few people in the clinic or few people potentially
eligible. Therefore, my days at WIC dually served as an opportunity to informally note
and record my observations about the functioning of the clinics, the flow of participants,
the interactions between WIC participants and providers, among WIC providers, as well
as among WIC participants. While I didn’t initially set out with this intention or
awareness, I came to realize that over those six months I essentially began to build an
informal institutional ethnography of the two clinics.
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Therefore, before I proceed any further, I want to directly acknowledge my
positionality in the WIC environment and how that may have impacted how I was
received, what information was shared with me, how I interpreted my observations,
and/or how I acted upon the environment just with my very presence (Jacobson &
Mustafa, 2019). I am a white, middle-aged, college-educated, middle class, non-disabled,
cis-woman with U.S. citizenship. While I am queer, I do not particularly read as such and
likely was perceived as straight. I am a midwife and usually opened my recruitment
“spiel” with that information as a way to build rapport with potential participants as well
as with WIC staff, many of whom had interest in midwives, doulas, and other birthrelated professions. And while I had over two decades of community-based experience as
a maternity care provider, organizer and reproductive justice activist, I was at WIC
representing Temple University (as obvious both through my disclosure in talking with
participants or staff and also as evidenced by my t-shirt highlighting the #SnapBack
program). Depending on the audience, this association either lent me credibility or linked
me with an institution perceived to have or that had caused actual harm to the birthing
parents and families with whom I was interacting.
Further, at the beginning of this time period I was at a body mass index (BMI)
that would be classified as obese, by the end of that time interval I had lost over 40 lbs.
This change in body size also feels relevant in terms of how I was perceived and how I
interacted with WIC participants, especially since at its core the study I was discussing
with both WIC participants and providers was about obesity, and weight and weight loss
was a primary focus of my recruitment and pre-screening interactions. Another dynamic
at play with WIC staff was that they were aware that the consistently financially strapped
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organization received funding support as part of our research activities. Finally, multiple
staff on many occasions hinted that they would like to get a job at Temple so there may
have been some additional motivation to “help” or assist me in my efforts or to make a
good impression.
At that time, my other roles on our research team included serving as a
relationship-based health coach for intervention participants in the #Snapback trial I was
doing recruitment for, and developing intervention content and identifying survey
measures for our team’s next planned intervention for pregnant Black and Latinx people
focused on gestational weight gain. Building on lessons learned from #SnapBack and a
desire to increase dissemination potential, the new program, #BabyBeHealthy, situates
the intervention at WIC to factor in real world environments when supporting lifestyle
behavioral changes by embedding the counseling components within the duties of WIC
nutrition professionals. Therefore, after sharing some of my initial observations with our
team, I was tasked to report back on any salient findings and related recommendations as
part of my efforts with #SnapBack recruitment.
I also saw this time observing at WIC as an opportunity to apply an urban
bioethics lens to more broadly reflect on the strengths and limitations of the current
approach of our research team’s NIH interventions, which have primarily focused on
influencing and improving individual lifestyle behaviors. Specifically, I was interested in
how to incorporate ways to more explicitly address the upstream determinants and root
causes of the health conditions and poor health outcomes our lifestyle behavior
treatments were striving to impact. The individual level approach of our research
interventions has demonstrated efficacy and already do contextualize tailored
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messaging/goals within the participants’ culture and community setting, as well as use
best practices in motivational interviewing and behavioral counseling. However, after my
time in WIC offices, I more strongly believed that we were missing an opportunity to
more fully impact positive health outcomes by not addressing bias, prejudice and racism
within the interactions and in the setting of the intervention as well. While our health
coaching protocols looked good on paper, it became clear that addressing whether they
were delivered through an antiracist and trauma-informed approach was another
necessary layer, as was considering racial and cultural concordance between the health
coach and research participant (Gross et al, 2015; Laveist & Nuru-Jeter. 2002). My
reflections and analysis, in part, informed our research team initiating a partnership with
Black community-based leadership in the maternal health space in order to co-design new
multilevel interventions that incorporated individual, interpersonal and institutional
components, including racially concordant interpersonal support services (Karbeah et al.,
2019) as well as institutional level antiracism training and community-engaged perinatal
quality improvement (Bingham, 2019; Street et al., 2008).
Section Two: Observations in the WIC Clinic
Because the #SnapBack program was focused on mothers who had infants
between 1-6 months of age, I typically visited the North Philadelphia WIC offices on
their new enrollment days in order to capture individuals who had recently given birth
who were enrolling their infants for benefits. I observed that postpartum people were
finding themselves at WIC for 2-5 hours, often as early as 2-3 days after giving birth,
sometimes via c-section, in order to go through the process of enrolling for and securing
their benefits. As a midwife and a mother, let alone a researcher and urban bioethicist, it
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was incredibly difficult to see women and birthing people struggling to get up and down
from their chair, with baby in tow, and often other children as well, as many as 6 different
times in one visit as they were shuttled through many stations in order to reach that
elusive front desk where they’d receive their benefit checks/vouchers. Akin to typical
labor and delivery units in hospitals in the United States, this was not a system set up
around the needs or convenience of the new mothers or birthing people in any way, nor
was it really grounded in what was ideal or efficient for the staff, but rather to serve the
needs of the institution and bureaucracy, including making sure no one person had too
much power or access to information in order to stem potential corruption. Check-in,
paperwork, wait, intake, wait, nutrition counselor, wait, labs and weight, wait, maybe a
visit with the Breastfeeding Peer Counselor, wait….and finally receive the elusive WIC
checks. Other than checking the next box on the list of required steps, there was little
value added with each stop along the pathway participants were moved through. The
system didn’t allow for continuity of care or time for the relationship building that makes
work more satisfying for staff as well as meaningful for participants (Chance & Green,
2001b; Food Research and Action Center, 2019; Morrissey, 2015), minimal privacy was
afforded participants despite their being asking personal information, and mothers and
babies were literally shuttled about, often being talked about as if they weren’t there.
There was minimal time or flexibility for nutrition counselors to interact with people in
an individualized or responsive or curious way given the onerous and copious demands
of the protocol for selecting and establishing the next 3 months WIC food packages
(Grodsky et al., 2017; Morrissey, 2015).
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It was not uncommon to hear judgmental comments, whether about a participant
“being pregnant again” or “where’s her man now?” or “why bother, she won’t show up
anyway”. There were multiple incidents over that time period where fights broke out
between participants or between staff and participants as tensions ran high, particularly
around the end of the month when WIC benefits were considered to be at a premium as
other sources of government support were waning. There were minimal toys available for
the many children in the waiting room and often the problematic interactions among
waiting participants stemmed from children pushing each other or taking over the space.
The larger WIC office I frequented was mostly one large room with waiting areas and
nutritional professionals’ cubicles sharing space and it was often so loud that it was hard
to hear myself think, let alone for WIC providers and participants to share a meaningful
interaction. Despite these challenges, there were of course, also instances of folks
laughing together, creating community, and helping one another-- one of the most notable
of which was a day when two sets of pregnant mothers and pregnant daughters found
each other in the waiting area and began to commiserate in a loving way about expecting
another child and a grandchild at the same time. However, while the dynamic between
those participants and most of the rest of the people in the waiting area was friendly and
open, I was also privy to comments from staff both while out on the floor and in the
lunchroom about how these “pregnant grandmothers” were setting a bad example and just
“keeping their families dependent on the state”.
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CHAPTER 5: APPLYING AN URBAN BIOETHICS LENS TO ADDRESS THE
EXPERIENCE OF BIAS, PREJUDICE AND RACISM AT WIC
An Urban Bioethics perspective compels us to look beyond conventional barriers
and facilitators to WIC participation and also consider how to address and mitigate
experiences of racism and associated harms. In ethics literature, three fundamental
reasons—disrespect, unfairness and harm—have been proposed as the core ethical flaws
of racism (Elias & Paradies, 2021) and all have applicability to why racism must be
considered as a potential barrier to WIC participation and/or to reaping the benefits of
participation. Since 2015, when a steeper drop in WIC participation was noted across the
country, there was a particularly concerted effort to assess and research the multi-faceted
and multi-level barriers to WIC participation in a changing America (Food Research and
Action Center, 2019; Grodsky et al., 2017; National WIC Association, 2018a & 2020;
Violante et al., 2020; Whaley et al., 2020). These efforts informed a spectrum of outreach
and recruitment activities along with quality improvement projects at the federal, state
and local levels aimed at boosting WIC caseloads and preventing a “death
spiral”(National WIC Association, 2018b; WHAMglobal, 2020) by which declining
participation numbers lead to funding cuts and staffing decreases for the program (and
thus a self-perpetuating cycle of trying to do more with less).
Through all these varied studies and reports, improving the client experience is
consistently identified as a significant but modifiable barrier to WIC participation and a
key target of interventions and quality improvement. It is notable, however, that until the
past year (Gamblin et al., 2019; National WIC Association, 2020; National WIC
Association, 2021), driven by contemporary forces mentioned earlier that have elevated
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mainstream cultural consciousness around systemic racism, none of these many 100s of
pages of multiple reports had mentioned unfairness, harm, or disrespect from
experiencing racism and bias as part of negative client experiences. Rather, there has
been a tendency to break down the “client experience” into discrete/distinct metrics (or
suggestions/components) from improving the physical space (e.g., more kid friendly
areas, brighter colors, more light), to elevating the quality of customer service
(unidirectional) to offering evening or weekend hours, or options to complete paperwork
online--all necessary, but not sufficient approaches because WIC enrollment continued to
decline (Chance & Green, 2001a; Dunn et al., 2020; Food Research and Action Center,
2019; Grodsky et al., 2017; Institute of Medicine, 2011; National WIC Association,
2018a; Rosenberg et al., 2003; Violante et al., 2020; Whaley et al., 2020ba;
WHAMglobal, 2020; Woelfel et al., 2004).
Even a statewide pilot by Oregon WIC that specifically addressed how to create
more trauma-informed environments in their offices had an outsized focus on the
physical clinic environment, versus the provider/participants relationship or counseling
approach (let along addressing bias or racism) (Sanna, 2018). All of these ideas, among
many others, are certainly worthy to include under the category of “improving the client
experience”, as are upstream structural considerations such as changing funding
formulas, or enrollment requirements. However, these avenues of assessing and
addressing barriers or enablers to WIC participation generally do not account for the
processual nature of the WIC provider/participant interactions and how those interactions
shape institutional practices and culture. Even in the infrequent case when efforts do
address those interactions, such as documented in the report “Looking Inward:
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Community Health Centers Focus on Staff to Improve Patient Experiences” (Boehm,
2013), which evaluated eight projects around California, no mention of the impact of or
need to address racism or bias was noted.
While addressing and mitigating racism is a novel consideration at WIC, in the
wider antiracist health literature there are emerging and evolving frameworks mapping
the interrelationships among levels of racism (e.g., interpersonal, institutional,
structural/systemic) (Jones, 2000) and health inequities. Nazroo et al. in Sociology of
health & illness (2020), lay out how “the systems of operation in institutions relate to and
reproduce both structural and interpersonal racism, and how this is reflected in routine
activities, situated knowledge and the collective-emotional structuring of relationships
and institutional cultures, resulting in discriminatory policies and practices that impact on
both staff and users of services” (Nazroo et al., 2020, p. 266). This systems approach
doesn’t create a conflict between treating interpersonal racism or structural racism but
rather highlights a path that integrates and honors how these manifestations of racism at
various levels reflect and refract upon each other in an iterative nature. Krieger (2020)’s
conclusion that personal/interpersonal interventions are “an important complement to
structural measures, providing insights into personal experiences that lie on the pathways
of embodiment connecting structural drivers to embodied harm and population health
inequities [emphasis added]” (p. 51) speaks directly to the necessity of our pilot of
offering antiracism training at WIC.
Given these conclusions, we must interrogate the interplay between providers and
participants and view conventional barriers to WIC as just one step to understanding a
low enrollment problem at WIC. In her institutional ethnography of WIC in upstate New
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York (2015), “Motherhood, poverty and the WIC Program in Urban America”,
anthropologist Suzanne Morrissey’s analysis was the first writing about WIC that deeply
resonated with my own thinking in this area as well as reflected an Urban Bioethics lens.
The prevailing culture of WIC informs the treatment of women and birthing people by
WIC providers and that culture is premised on a narrative of the dependency of poor
mothers on the agency. Therefore, according to Morrissey, it is equally necessary to look
at operations and attitudes that represent WIC’s institutional culture, i.e., the culture that
emerges in particular settings, involves interactions and attitudes of many players, and
manifests in work patterns and shared sentiments among staff that influence program
implementation. Applying her approach, aligned with that of Nazroo et al. (2020), it is
then possible to neither blame WIC providers nor WIC participants for low enrollment
but instead “elucidate(s) the social in participant-provider transactions that affect program
use” (Morrissey, 2015, p. 64), use that awareness to inform new approaches to the
challenge at hand (e.g., low enrollment), and more broadly promote institutional changes.
While this does not excuse WIC providers from being held accountable for their personal
attitudes and actions, it does shed light on how the agency’s central hegemonic belief,
(that poor women are dependent upon WIC and therefore at the mercy of the institution)
acts upon and influences (whether consciously or unconsciously) those interactions.
The WIC enrollment process, for example, both reflects agency culture and
refracts upon the clinic experience through the interaction between the WIC provider and
potential participant. Little institutional regard is held for the complex concerns of the
diverse range of lower-income families seeking assistance, instead, the process reduces
evaluating one’s worthiness of WIC services into a burdensome, inflexible, and
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standardized checklist of required documentation (see Appendix B). Owing to the
extremely bureaucratic and protocol driven nature of WIC, there is neither an institutional
acknowledgement of how the life context that positions families in need of WIC benefits
may work against them having the agency, time and skills needed to produce what is
required, nor a consistent mechanism to allow for modifications or flexibility in the
process to accommodate an applicant’s inability to procure or provide requisite
documentation. Instead, during the review of paperwork in face-to-face interactions, there
are abundant opportunities for WIC providers’ implicit and explicit biases about the
person applying for benefits to come to bear in the enrollment process and thereby
influence who is afforded flexibility, assistance and ultimately the allocation of program
benefits (Morrissey, 2015). This inconsistency in the application of top-down rules and
protocols versus individual provider discretion to determine and certify eligibility for
WIC strongly highlights the need for antiracism/anti-bias training as an antidote to WIC
participant provider interactions perpetuating reproductive injustice by reinforcing norms
about who can be told “how to deliver their babies, parent their children, mate with their
partners, and respect the process of gaining access and right to social services”
(Morrissey, 2020, p. 86).
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CHAPTER 6: WHAT CAN BE DONE TO IMPROVE THE WIC CLIENT
EXPERIENCE, INCLUDING REDUCING HARMS FROM BIAS AND RACISM?
Section One: What does the evidence say about antiracism and implicit bias training?
My observations, as well as the literature reviewed in this thesis thus far directed
our team to begin to study how experiences of racism or implicit bias impact WIC
participation and then to take steps to decrease or prevent those experiences through
offering training, tools, and skills to move providers towards being actively antiracist in
their work at WIC. Implicit biases are unconscious and/or automatic mental associations
made between the members of a social group (or individuals who share a particular
characteristic) and one or more attributes (implicit stereotype) or a negative evaluation
(implicit prejudice) (FitzGerald et al. 2019). These biases can manifest in many different
ways in interactions at WIC such as providers discounting Black people’s self-report of
pain and thus delaying or withholding appropriate treatments or referrals (Wynn, 2019),
and/or judgements about family size or preconceived notions about whether or not a
Black participant will want to breastfeed (Robinson et al., 2019; Thomas, 2018). WIC
staff, many of whom see themselves as being in a helping profession and are motivated
by that identity as a helper (Gamblin et al., 2019; Morrissey, 2015; National WIC
Association, 2020), may be particularly resistant to acknowledging their roles in initiating
and sustaining interpersonal or structural racism, including their own implicit or explicit
bias. This dissonance is common in health care providers as reflected in recent survey by
the Society of Maternal Fetal Medicine (2020) that revealed that while 84% of
respondents agreed disparities impacted their practice, only 29% believed personal biases
affected how they cared for patients. Black-led advocacy groups as well as the American
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Medical Association all view implicit biases as malleable as well as susceptible to
reduction through anti-racism interventions (American Medical Association, 2020;
Howell et al., 2018; Muse, 2018).
However, while recommendations are mounting for the utilization of antiracism
and bias training in healthcare, including in legislative efforts at the state and federal
level aimed at reducing perinatal racial health disparities (Adams & Underwood, 2021;
Micek, 2019), the evidence base behind these trainings still emerging and leaves many
questions unanswered (Green & Hagiwara, 2020). While there are both promising models
being developed and evaluation and impact tools being designed and studied, such as The
Crawford Bias Reduction Theory (Crawford, n.d.), the EveryONE Project by the
American Academy of Family Physicians (n.d.), and the 5Rs of Cultural Humility
(Masters et al., 2019) there is not yet a specific methodology or training identified as
having demonstrated consistent, significant and sustained effectiveness or widespread
implementation and dissemination. Despite these evidence limitations, there are some
lessons from the literature that informed the elements of our training at WIC.
For example, Balakrishnan et al (2019) found that cognitive & implicit biases
happen because the human brain uses (biased) "shortcuts" to process/respond to
information. The authors recommended strategies to deal with biases that included
supporting metacognition, active "debiasing" ("cognitive forcing"), increased use of
shared decision-making with patients, and practicing with cultural humility. Chapman et
al. (2013) in their review of implicit bias research in medicine and healthcare suggested
the use of bias-reducing strategies that focus on consciously taking patient/participants
perspectives (perspective-taking) and intentionally focusing on individual
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patient/participants information apart from social group membership (individuation).
Their findings also pointed to the need for more Black providers and physicians and the
benefits of racially concordant care (Shen, et al., 2018). Though not made in the context
of racial bias, the behavioral strategy of perspective taking was a key recommendation in
the Grodsky and colleagues 2017 report, “Using Behavioral Science to Improve WIC” in
terms of shifting to more effective and patient-centered counseling as well.
In “A meta‐analytic evaluation of diversity training outcomes”, Kalinoski, et al
(2013) concluded that trainers can be confident that diversity training is likely to have a
small-sized to medium-sized beneficial effect on affective-based, cognitive-based and
skills-based outcomes, with effects generally stronger for changes in attitudes and skills,
than awareness. They also found that opportunities for social interaction in the training,
and in-person, ideally onsite to the workplace, was more impactful; as was trainee
motivation and if trainees were required to attend (versus chose to attend). Longer
duration trainings that incorporated disseminated practice (i.e., trainings spread out over
more than one session) versus massed (i.e., all in one session) were found to produce
more marked changes, and those findings were corroborated in other reviews as well
(FitzGerald et al. 2019). Overall, as makes practical sense, the more thoughtfulness and
intention in how the training was delivered, reaped the greatest benefits.
There have been critiques of implicit bias training efforts in health care as
potentially leading to activating and increasing biases rather than mitigating and reducing
them (Green & Hagiwara, 2020; Hagiwara et al., 2020). This seems to be a risk if the
approach only focuses on awareness of one’s own bias and does not give concrete tools to
recognize and manage the impact of the bias on the participant/patient as well as increase
31

internal motivation to reduce their implicit bias(es) (Hagiwara et al., 2020). Research on
bias reduction strategies reveals that as health professionals “begin to accept that they can
never eliminate all their biases, they also confront that they are learning within an
environment that reinforces and contributes to these biases. Reconciling bias involves
changing behavior while critically questioning the sociocultural norms that developed
biases and perpetuated discrimination within the workplace” (Sukhera et al., 2020, p.
719). This new consciousness can lead to increased discomfort or discontent with the
work environment, and should be discussed and used as a catalyst for improvements
versus leaving providers feeling powerless to address needed changes in themselves or
their workplaces.
Related to this and also germane to our training at WIC, the 2019 systematic
review by FitzGerald et al. concluded that bias reducing interventions should only be one
part of a bigger strategy to promote equity in an organization. Efforts that address
structural issues and aim to change organizational culture (e.g., upstream decision making
in institutions, more diversity in hiring and leadership, clear policies and procedures to
address complaints around racism and discrimination) will also have an impact on biases
in the workplace (Julian et al., 2021). However, more research is needed to more clearly
identify and determine the conditions under which interventions around implicit bias will
work and the factors that make them fail.
While our training design and content drew on the findings described above, the
central guiding principle of our training approach at WIC was that of cultural humility, a
concept first developed in the late 1990s by two women of color physicians, Melanie
Tervalon and Jann Murray-García, to help address health disparities and institutional
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inequities in medicine. Through further inquiry in the field of psychology, cultural
humility is currently conceptualized as “the ability to maintain an interpersonal stance
that is other-oriented in relation to aspects that are most important to the person” (Hook
et al., 2013, p. 354). It involves ongoing self-exploration combined with a willingness to
learn from others. The three principles of cultural humility include: 1.) a lifelong
commitment to self-evaluation, self-reflection and self-critique; 2.) a willingness to right
imbalances in power for respectful partnerships (i.e., between a WIC participant and
provider; or WIC staff and management); and 3.) a recognition of the need for
institutional accountability (Tervalon and Murray-García, 1998). According to Masters et
al. (2019), the practice of cultural humility helps “mitigate implicit bias, promotes
empathy, and aids the provider in acknowledging and respecting patients’ individuality”
(p. 2). In doing so, practicing with cultural humility emphasizes the provider’s need to
connect with the person in their care rather than see themself as the expert on the
patient’s race, culture, ethnicity or life. In other words, “cultural humility allows
clinicians to recognize that they are experts in their respective fields and that patients are
the experts in how they live their lives.” (Masters et al., 2019, p 3).
Using a cultural humility framework inherently brings more awareness into
clinical encounters and incorporates skills previously identified as reducing implicit
biases in health care, such as perspective-taking, mindfulness, and partnership-building.
Because the WIC environment can be very stressful, and WIC providers tend to be at
high risk of burnout, using cultural humility can also counteract the risk of resorting to
depersonalization of participants and succumbing to emotional exhaustion of the work
environment. A culturally humble approach not only encourages the provider to extend
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compassion to those in their care, but also to self. The action tool we shared with trainees
(described in Section 2 below) encourages pausing to examine how one’s personal state
as the provider affects patient care by influencing communication and interactions. The
tool also prompts providers to consider what the participant’s day has involved before
coming to the visit that may be influencing the encounter in order to remain oriented to
providing compassionate, high quality care.
Section Two: Antiracism Training at WIC
Subsection A: Development and Design of the Training
Between March and August of 2019, my training partner, Mari-Carmen Farmer,
a first-generation Afro-Latinx midwife, trainer and organizer, and I, developed a 3-hour
antiracism training, embedded in a perinatal context, specifically for WIC Nutritional
Professionals, who have been overlooked as recipients of trainings in this arena. As part
of our preparations, in July 2019, we held a focus group with several WIC providers to
elicit their feedback on the training content and presentation as well as to develop the role
plays and scenarios for interactive exercises directly from their experiences as
Philadelphia WIC staff. Key elements of the training included: 1.) an exercise to reflect
on one’s identity; 2.) definitions and discussion of key relevant concepts (e.g., racism,
bias, white privilege) including the introduction of a cultural humility framework; 3.) a
workplace scenario “A Day in the Office at WIC” with small group and whole group
debriefs; 4.) a review of a model for healing, repair and disruption and 5.) an orientation
to an action tool, the CARE Card, in their day-to-day work.
Our intention was to keep the focus of the training on how providers could make
WIC visits more meaningful and less stressful for both participants and themselves, with
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the larger goal that doing this work will result in an increased number of families coming
in/enrolling in WIC. We emphasized and empathized with how WIC offices can be very
busy and stressful, but that doing this work, while hard, is worth the effort. Throughout
the training, we also tried to link what we were asking them to do as providers, overcome
barriers, be creative, resilient, reflective and affirming, was similar to what they were
asking their participants to do as well.
After establishing community agreements and assumptions, (e.g., willingness to
take risks, be challenged, speak from one’s own experiences, resist shame, etc.), we
guided the group through an “Identity Web Reflection Exercise”. Trainees were asked to
draw a circle in the middle of their paper, then 3-5 circles around the center circle
connected with lines that connected them all. They were asked to write their name in the
center circle, then to place the identities most important to them in the surrounding
circles, with at least 3 of them being identities they didn’t choose (e.g., immigrant, Black,
oldest child). We then guided the group through reflection questions about their identity
web (see Appendix C ).
Trainees were then invited to partner with a colleague and share their responses to
the reflection questions, considering which answers were surprising, offered new insight,
or generated more questions to later explore. After discussing each other’s responses, we
asked everyone to think about an early memory of difference, one in which they first
realized they belonged to one of the groups in the circles, and to try to recall what
emotions or bodily sensations that experience elicited, and how it might have shaped their
current worldview. The last part of this exercise involved asking 4 dyads to introduce
their partner to the larger group by sharing one insight or discussion point that had made
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an impression during their conversation, with a focus on how that might have provided
greater insight or awareness or helped them find common ground with one another.
Before moving into definitions and concepts, we spent some time grounding this
work in the specific context of Philadelphia (e.g., the poorest large city in America,
racially diverse, rich in culture and community) and the role and functions of WIC (e.g.,
participation coverage rates and perinatal health statistics nationally and locally, how
social and structural determinants contribute to racial health disparities and are barriers to
health equity). Mari-Carmen and I sought to frame these sobering statistics from a place
of empathy, acknowledging that they as WIC staff were being asked to do more with less,
just like families experiencing poverty and health disparities are, and encouraged a
reorientation from antiracism efforts being “more work” to how incorporating what we
covered in the training as a shift to doing “better work” with the potential to help and
uplift everyone involved. We then moved on to define and discuss racism, privilege/white
privilege, white supremacy (overt and covert), implicit bias and cultural humility, as well
as a multilevel framework looking at individual, interpersonal and institutional influences
on interactions at WIC.
This set the stage for an interactive group discussion about how knowledge of
health disparities and social and structural determinants of health could impact the care
given at WIC and to present A Very Busy Day at WIC…” scenario to the group. The
scenario started with a case of a participant arriving 45 minutes late for her appointment
with her 4 kids. She then checks in at the front desk and asks, “how long is this going to
take?” The staff person at the next desk remarks, “depends, is she pregnant again?” Once
the nutritionist sees her and finds out the participant is pregnant, she asks the front desk
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staff to make a pregnancy intake appointment for her. The case concludes with the front
desk person remarking, “I knew it! I told you she was pregnant!” We then guided a group
debrief asking WIC staff to reflect on questions like “What is your emotional response to
this scenario and where do you feel this in your body?”, “How could your workplace
respond to this scenario in a way that supports clients, staff, and a just resolution?” and
“Is there a policy or action that could address this situation going forward?”. We further
asked people to consider what they would say and what they would do regarding the
scenario and how their response may be impacted by their personal identity and position
of power (or lack of power) within the workplace, as well as whether the WIC participant
in the scenario was white versus Black or Latina, or a Muslim person in garb versus a
Spanish-speaking participant.
Next, we shared a simple but effective model for healing and repair, as well as
strategies for intervention and disruption to address instances of racism or bias in the
workplace, or in life. The former of which deconstructed the different roles (e.g., mistake
maker, ouch-feeler, upstander and bystander) people play in life interaction, especially
when there is a conflict. This model was drawn directly from the “Tools for Friendship”
(2016) taught to kindergarteners at my children’s school (see Appendix D), emphasizing
how important and relevant simple prosocial behaviors are throughout life. In an
antiracism context, we emphasized that the mistake maker is not inherently bad but must
commit to doing better in subsequent situations in order to continue the work of active
antiracism and movement towards healing. One trainee shared their most important
takeaway from the workshop was “It's important for everyone to become an upstander
and take action to combat racism”. In order to offer some specific avenues for taking
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action as an upstander, we briefly reviewed the 5 Ds of Bystander Intervention (Delay,
Delegate, Direct, Distract, Document) drawn from the violence prevention and
community safety literature (the Center of Urban Pedagogy, 2017), but applied to
situations involving racism, bias or discrimination at WIC. We asked people to consider
their positionality and privilege in the organization and, given that, explore what options
and avenues were available for them to utilize in each area in a given scenario, e.g.,
speaking up in the moment to distract the mistake maker from causing more harm,
writing an email to the manager or co-worker at a later time, journaling about it for
personal reflection and growth, advocating for a policy to deal with these instances etc.
Pulling the content of the workshop together through the concept of practicing
cultural humility as a foundation for building an antiracist work environment and
improved experiences for WIC participants and staff alike, we closed with the
introduction of an action tool we developed, the CARE Card (see Appendix E). This
double-sided, laminated card was intended to be a tool to keep visible at one’s desk or
station at WIC. The card was designed to remind WIC staff to allow for a pause in
between visits and prompt them in being mindful and culturally humble in their
interactions with participants and each other, rather than a linear checklist of steps to
follow in order. These prompts included: “Consider what this participant’s day (or life!)
has involved before your visit”; “Affirm the participant’s strengths and abilities to let
them know you believe they can make positive changes for themselves and their
children”; “Recognize that your privilege and bias might play a role in the participant
visit”; and “Engage in active listening and make eye contact.” The back of the card
provides a visual of the individual, interpersonal and institutional level framework we
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returned to throughout the workshop. This side of the card seeks to support WIC
providers in identifying which social and community factors are contributing to their own
health and wellbeing, the health and wellbeing of the WIC participant and of the team at
WIC in that visit, as well as which barriers are at play at each level in a given encounter.
Subsection B: Training Implementation and Evaluation
The training took place in August 2019 on the bimonthly education day for all
WIC Nutritional Professionals at NORTH, which allowed for it to be seen as endorsed by
and as valuable to the organizational leadership. Among the 42 attendees, the mean age
was 30 years, 56% were white, 91% female, and 74% had no prior antiracism training.
Reflecting trends in turnover rates for Nutritional Professionals, 40 % had worked at WIC
for less than 1 year, 30% for between 1-2 years, 12% between 3-5 years and around 9%
for 6-10 years and 9% for greater than 10 years. Eighty-six percent of attendees were
WIC Nutrition Professionals with the remaining attendees reporting they were a manager
or administrator.
In addition to collecting feedback and evaluation of the training session itself, as a
quality improvement effort, we also surveyed attendees’ awareness of racism, including
its impact on health, as well as skills to identify and address bias before the training
began, immediately after the training was completed and 6 months following the training,
comparing responses at each time point (see Appendix F). Study data were collected
anonymously and managed using REDCap electronic data capture tools. Our original
intention was to do an annual core training with three quarterly follow up sessions, with
content guided by the feedback of the trainees. We had both an organizational
commitment from NORTH and a funding commitment from Temple for executing that
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plan. However, due to NORTH WIC undergoing the dual transitions of switching to EBT
cards from paper checks for WIC benefits, and implementing a new electronic record
system in the fall of 2019, these plans were delayed at the request of the agency as staff
were already undergoing many extra trainings and additional stressors from learning so
many new systems. Therefore, we conducted the 6-month follow up survey in February
2020, with the intention of resuming our follow up training sessions starting in April, but
the onset of the COVID-19 pandemic resulted in an indefinite suspension of our plans.
We did explore offering virtual follow up sessions as an alternative to in-person group
meetings, in the summer of 2020 but the lack of internet at WIC offices and dearth of
connected devices for staff other than cell phones, made it clear that it would neither be
feasible nor effective.
We asked the same series of 13 questions at all three timepoints (before training,
immediately after training, 6 months post-training) assessing knowledge of core concepts
from the training, awareness of their own racial and/or cultural identity and of their own
biases and privilege, as well as of the role of racism in the U.S. health systems. We
further queried their ability to identify and address interactions that perpetuate racism at
the individual, interpersonal and institutional level (i.e., in the work setting) at each time
point using a 5-point Likert Scale for responses, where 1 was “Not At All” and 5 was
“Extremely”. Before the training, 48% of attendees felt quite a bit or extremely aware of
the role of racism in the US healthcare system; this increased to 91% immediately after,
and remained high at 6 months (75%). Immediately after the training, nutrition
professionals reported increased confidence in identifying and addressing interactions
that perpetuate racism. At 6 months, this confidence decreased in magnitude but
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remained well above pre-training levels, and, when asked at 6 month “Did the workshop
content lead you to change your interactions with WIC participants?” 33% of respondents
answered Quite a bit or Extremely.
We also asked participants for feedback about each component of the training,
and the training overall, assessing usefulness via a 5-point Likert scale (Not at all Useful
to Extremely Useful) along with qualitative feedback as summarized below.
Identity Web Exercise
This exercise was well received by the group. Over 88% of posttest responses
reported they found this Identity Web exercise “Quite a bit” (35%) or “Extremely” (53%)
useful. WIC staff shared, “I liked that I got to talk and explain an experience to a fellow
coworker who is not from my background”, “it made me think of things I was unaware of
about my identity” and “I thought it was very helpful and I was able to see things from a
different perspective. I feel like I have more awareness now.”
Definitions and Discussion of Concepts
From the feedback on the post-training evaluation, over 90% of trainees found
this section of the workshop quite a bit (35%) or extremely (56%) useful, and one
participant shared “it (was) very helpful to define works and phrases that have a lot of
political and racial tension around them. This invites clarity and understanding, rather
than reactivity and division.”. Another notes, “Scholarly definitions help bring the words
back from overly sensationalized click bait news articles. These words are thrown all
over social media and the news so it’s great to remind ourselves what we are actually
taking about.”
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A Very Busy Day at WIC Scenario and Debrief
Using an antiracist approach to interrogate how this everyday occurrence might
reveal biases or judgements in their interaction with WIC participants or co-workers,
there was a wide range of responses and feelings among the attendees of the workshop.
While over 70% of respondents on the post training survey reported this activity was
either quite a bit (47.1%) or extremely (23.5%) useful, both from the comments made in
the session and on the survey, this exercise seemed to activate defensiveness among some
of the WIC staff in attendance. One attendee wrote, “I think a better scenario could have
been used. I related to this scenario as times when moms come in late and are frustrated
about the wait, and then are further frustrated when they let us know later that they are
pregnant again, and we tell them more work has to be done/redone now. They direct their
anger towards us when we are just trying to service them best and most efficiently. This
also delays other participants who then become angered with the staff.” However, other
reflections aptly included, “This can be complicated because there are so many different
people and angles to try and understand. Each of us suffer, and we act out when we don’t
take care of ourselves” and “We become immune to these situations rather than see each
participant as an individual.” Overall, the exercise was effective at highlighting how the
multi-level, multi-faceted and multi-directional nature of interactions between WIC
participants and providers as well as among WIC staff as reviewed earlier in this paper,
reflect and refract larger agency, structural and systemic factors and beliefs as well as
reveal biases in individuals and the institutional culture.
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Model for Healing, Repair and Disruption
While we didn’t have sufficient time to work through multiple scenarios in small
groups, doing so was identified as a key focus for future sessions at the 6-month follow
up survey, with 67% of respondents choosing “practicing real life challenges in
navigating bias through examining more everyday scenarios at WIC” and 40% choosing
“allyship in action: how can I put what I learned into use in my everyday life?” when
asked to select their top choices for future sessions. Given the literature reviewed earlier
in this chapter that describes implicit bias training as more impactful when in the context
of larger institutional change, it felt significant that WIC staff recognized the need for and
value of an approach linking individual and structural efforts toward equity.
CARE Card Action Tool
Immediately after the training, almost 90% of attendees reported they felt the
CARE Card would be quite a bit (27%) or extremely (65%) useful, and over 85% felt
there were quite (35%), or extremely (50%) likely to use the CARE Card action tool in
their everyday practice. One trainee shared “I find this to be a very helpful tool to find
calm and to maintain self-care, as well as care for those different from you” and several
referenced plans to keep it at their desks. In the 6-month follow up survey, 57% of
respondents reported they had used the CARE Card Action Tool in their work at WIC
since the training with additional feedback such as “I (now) try to start each session with
a participant without bias from previous participants (visits)”, that they are “more hesitant
to jump to conclusions” and by “using the CARE card, (I’m) thinking about how the
things participants go through affects our session.” One WIC manager in attendance
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shared at 6 months post training that she “reminded my staff to look at or review the
CARE card during tough times.”
Overall Training Feedback
Immediately following the session, when asked to share their primary takeaways
from the training overall, one attendee shared, “I felt like I learned things that were
beneficial for dealing with future interactions with not just participants, but people in
general. I learned useful tools of how to be more mindful and aware of my behavior.”
Others expressed, “I’m feeling hopeful that I can make a difference,” and “I enjoyed the
mindfulness aspect. It is so simple, but so uncommon for us to learn how to love and care
for ourselves.”
When queried about how their practice might change as a result of attending the
workshop, WIC staff reflections included, “Learning to pause and think about my own
implicit biases and try to be even more understanding of the participants situations,” and
“I hope that I can have more mindful moments, where I'm taken back, or surprised by
participants, who suffer and have such diverse experiences” as well as “I hope to more
efficiently use delay and delegate (tactics) to directly address moments of racism.”
Interpretation of our data on changes in attitude, awareness and behaviors is
limited to examine at the cohort level, not for individuals due to lack of coding to link
each participant's responses at each timepoint due to concerns about confidentiality of
responses. Therefore, we could neither stratify by race, time at WIC or other
demographic variables, nor assess the magnitude of individual change or control for those
who had higher baseline competencies in the areas covered, which we can presume based
on the literature would lead to smaller overall change from this training at WIC
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(Kalinowski, 2013). However, these initial findings remain promising and indicate
further work is needed to study if and how these demonstrated changes in WIC provider
attitudes, actions and awareness from the training translate into improved care
experiences for WIC participants.
Subsection C: Next Steps, New Directions
In my own work, continued efforts and future directions in this area of research
and programmatic action might include how to:
● Troubleshoot how to resume antiracism trainings and support work at WIC in the
current context of COVID-19 and telehealth services, including how to implement
trainings in a virtual environment.
●

Design offerings to address the top areas identified as most useful to WIC
nutrition professionals in the evaluation surveys (“practicing real life challenges
in navigating bias through examining more everyday scenarios at WIC” and
“allyship in action: how can I put what I learned into use in my everyday life?”).
It will also be interesting to evaluate if and how the racial justice uprisings of
2020 and COVID-19 have influenced the Philadelphia WIC staff’s interest,
motivation and readiness for this work.

● Expand the audience for future trainings to all staff at NORTH WIC, not just
nutritional professionals, with the possibility of seeking avenues for statewide
dissemination in direct partnership with leaders of color at Pennsylvania WIC.
● Find an avenue for Philadelphia WIC participants to confidentially share feedback
about their experiences of respectful care versus mistreatment, and to use that
feedback to inform ongoing anti-racism follow-up groups along with local agency
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policy and practice, including mechanisms to address complaints between WIC
providers and participants as well as among staff .
● Present on the process and findings of our training at the 2021 National WIC
Association Meeting which has a focus on Health Equity (pending acceptance).
● Advocate for inclusion of WIC staff and providers in state and federal legislation
to mandate antiracism and implicit bias training for maternity care/maternal health
providers. (This is in process through advocacy efforts with Representative
Morgan Cephas at the state level in Pennsylvania, and through our input to
Temple’s Office of Government Affairs in their promoting the Black Maternal
Health Momnibus Act of 2021).
● Co-create new multi-level, community-engaged and antiracist research
interventions with our Temple research team’s community partners to address
root causes and multiple determinants of perinatal CVD disparities, rather than
primary focus on individual level lifestyle behaviors.
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CHAPTER 7: COVID-19 AS CRISIS AND OPPORTUNITY FOR THE FUTURE OF
WIC
While we believe offering ongoing antiracism training is a valuable step for WIC
staff and providers to advance a culture of health equity and improve the participant
experience, it is evident that on its own there is limited opportunity to effect enough
change given the immense structural and bureaucratic forces and social conditions of
participants. The long overdue attention to disparities in Black maternal health, combined
with this time of disruptive innovations made possible due to the constraints on the
existing system in the COVID pandemic along with the unveiling of the generations long
pandemic of systemic racism, has created an opportunity to enable rapid structural and
institutional changes that until recently had been identified as necessary and desirable but
determined to not be feasible or viable to implement (Dunn, 2020, National WIC
Association, 2021). These adaptations to key elements of WIC participation, i.e., physical
presence waivers, remote issuance of benefits waivers, extended benefits issuance
waivers, and more flexibility in food packages (including curbside pick-up or grocery
delivery options, etc.) reduce the ‘bandwidth tax’ levied on those families who stand to
benefit from WIC most –those living in the context of chronic scarcity and constant
crisis. This makes it more feasible to be a part of the program, particularly with the even
higher costs on participants’ time and attention due to increased constraints and
challenges of life in the pandemic (Violante & Yates-Berg, n.d.). Because a Federal WIC
telehealth pilot project was already funded in 2019, COVID-19 has also accelerated
opportunities to implement and evaluate telehealth approaches to offering counseling,
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making referrals to healthcare and other social services, and providing nutrition education
(Dunn, 2020).
It should also be noted that there are already many equitable aspects embedded in
WIC’s current design, e.g., all eligible people who meet income limits and have
nutritional risk may participate regardless of demographics such as immigration status or
if they are a returning citizen. However, with the current swell of attention to this
convergence of issues not likely to be sustained, now is the time to move beyond
piecemeal or reactive steps for improving WIC to a more comprehensive, intentional,
antiracist and trauma-informed strategies within an explicit racial equity framework.
These include: to implement processes to modernize and streamline WIC enrollment; to
strengthen data collection and disaggregation within WIC; to provide targeted support
based on health disparities within communities of color; to extend eligibility for women
and children, and enhance and expand outreach in communities of color; to examine and
incorporate more flexibility and cultural relevance in WIC Food Packages; to scale up
best practices from local agencies to state and national level; to support hiring, training
and accountability of WIC staff including diversifying the workforce; and to strengthen
breastfeeding support, particularly for communities of color (Dunn, 2020, Gamblin et al.,
2019; Violante & Yates-Berg, n.d.).
As Krieger writes in her 2020 Annual Review of Public Health article, “the reason
to study how injustice harms health is not to prove that injustice is wrong, since it is, by
definition. Instead, the reason is to deepen understanding of how injustice shapes
population health, for whose benefit at whose expense; to contest narratives that
naturalize inequities; and to generate evidence for accountability. After all, if people have
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created unjust societal systems and structures, so too can people challenge these systems
and structures and advocate instead for human rights, health equity, and ecological
sustainability” (pp. 46-47). In this seminal moment of attention to Black maternal
mortality and systemic racism during a pandemic and economic crisis, there is a vital
opportunity to go beyond current efforts at local and state agencies, including our small
contribution of antiracism training for Philadelphia WIC. It is time to heed Baldwin’s
call to face what needs to be changed and apply an actively antiracist health equity
framework to the WIC program as a whole, as it recreates and reimagines itself in a
COVID and ultimately post-pandemic reality.
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APPENDIX A: COMMON BARRIERS TO WIC PARTICIPATION
Barrier

Example

Long wait times

Not uncommon to take 2-4 hours for an enrollment
visit

Poor customer service

Lack of empathy about life context or structural
barriers, WIC staff negativity towards participants
creates negative impact for families

Crowded physical environment

Uncomfortable, lack of kid-friendly areas

Lack of awareness or understanding of
WIC

WIC only seen as emergency food assistance not an
adjunct to healthcare with the full dimension of
services-- nutrition education, breastfeeding
support, referral system.

Negative perceptions of WIC

“WIC is a hassle”

Lack of referrals to WIC

Poor integration with primary maternity care
organizations

Misconceptions about who is eligible for
WIC

Confusion about if family is ineligible, changing
eligibility restrictions

Challenges with applying and enrolling

Cumbersome paperwork, language barriers

Transportation issues

Needing to take multiple buse to appointments with
baby

Loss of time away from work, creating job
risk and lost wages

Inconvenient clinic hours for working families

Low job satisfaction of WIC staff resulting
in high staff turnover

Poor customer service, unfriendly, lack of
continuity of provider/client relationships

Difficulties with the WIC shopping
experience, e.g.,

Limited selection of WIC foods available or
embarrassing check out experiences

Difficulties with the WIC Clinic
experience, e.g.,

Long wait times, duration of the visit, difficulty
bringing infant or child to appointments

Sources: Chance & Green, 2001a, 2001b; Grodsky et al., 2017; Institute of Medicine, 2011; Morrisey,
2015; National WIC Association, 2018; Panzera et al., 2017; Food Research and Action Center, 2019;
WHAMglobal, 2020; Woelfel, et al., 2004.
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APPENDIX B: PA WIC LIST OF DOCUMENTAION REQUIRED FOR
ENROLLMENT
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APPENDIX C: IDENTITY WEB REFLECTION QUESTIONS
1. Which of these groups are you proudest to belong to? Why?
2. Has belonging to one of these groups ever cost you, either personally or
professionally? Explain.
3. Are there any groups you listed that someone would not be able to guess about
you right away? How do you decide when to hide or reveal this dimension of your
identity?
4. Have you ever been rewarded for being a member of one of these groups? How
and by whom?
5. Are there other groups you belong to that you decided to list? How did you pick
the 4-5 groups you listed as most important?
6. Are there identity groups to which others assume (correctly or incorrectly) you
belong? Why do you think these assumptions are made and how do they impact
your interactions with others?
7. Which groups might our participants/colleagues belong to? What assumptions do
we make about their membership in certain groups? How do we reward or punish
them for membership in those groups?
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APPENDIX D: TOOLS FOR FRIENDSHIP MODEL USED IN TRAINING

Healing & Repair
People take different roles in
different situations.

Bystander

Keep in mind that the Mistake
Maker is not inherently bad, but
must commit to doing better
next time in order to continue
doing the work of anti-racism.

Mistake
Maker

Upstander

Ouch
Feeler

This is how incremental healing
and repair take place.

65

APPENDIX E: CARE CARD ACTION TOOL

CARE Checklist
“Make sure WIC participants know you CARE by following
these steps with each family you work with in your busy day!”
o C: Calm yourself with a few deep breaths to let go of the past appointment & prepare for the
current one. Consider what this participant’s day (or life!) has involved before your visit.

o A: Affirm the participant’s strengths & abilities to let them know you believe they can make

positive changes for themselves & their children. Ask them about their concerns, challenges &
successes.

o R: Recognize that your privilege and bias might play a role in this participant visit.

Reflect that you heard the concerns of the participant in your responses & suggestions.

o E: Engage in active listening & make eye contact. Expect these tools to make a positive

difference for you & for participants (also expect you will make mistakes & learn from them).

Institutional

In this visit…

Interpersonal

Which social and community factors are contributing:
Individual
• to my health and wellbeing?
• to the health and well being of the participant?
• to the health and wellbeing of our team at WIC?
Knowing this, can I identify which barriers may be preventing:
• me from connecting with this participant with Cultural Humility?
• WIC participants from taking on helpful behaviors & making healthier choices?
• our team from creating an CARE-ing environment that supports collective health &
wellbeing at WIC?

“Wellbeing is not a burden or a luxury, it is an individual & collective need.”- GBV Prevention Network
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APPENDIX F: TRAINING EVALUATION SURVEYS
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