Colorado WIC Program

COLORADO
Department of Public
Health & Environment

WICG35
(12/13)U3/2016



I COLORADO
Department of Public
Health & Environment




B R JiosnRdns
YUM MSINGS [Opia 341u3 s1adwa)

SIO|FRNOT MM 10} JBUIGIM SBINULIOS [E139dS

OIPIA PIpUIWILIOIIY

‘parsy
S0 SUORSS Jonudw wosbasg fo manas atydwo)

U595 487N $92NPe30Ig SIUI|D AIMGWI|3 MaAas AeoyIoads e
[enuey WeiBoid JIM OPeIOIO) Maaay

I3LI0UL /10SIAIHANT YIIM SINISIP JONUOW MIIATY

W1 50 5532014 BUIPIO PROY PIEM FI PRIY e
FPING B OPEIOID) MBADY

JAUIRLSIOSIIENT YN MIARL JONUDN JI[FUI POSY

|ENUEYY 51 UORINNN WeB0Id 1M CPeIoe) MaAay

Joujes) /sosiaredng Aq 0fL 91 Uope|duic)

SARIARDY BUjUIeI] PIPUALILIOIFY JO[ISUNO) HH

(U0 paagdwon || [9A31 JIM OPRIOIE) [

¥SU YBiY DM Mmau e soy nydjay ag Aew 1841 SailiAlloe Suiu|es] [BUCIIPPE SUIRIUOD IS||¥0aYD SIY) ‘THOI IMOPEIO[0 MMM

‘U0 pajajdwon | |aAa] JIM OpeIoIo) [

'SPI0IA I INOA JOJ ISIPIAYI SIYY 3s[) 10[asuUNod

e Buutes) aaAojdwl man<sadinosay AduaBy Japun ajIsqam JIM OPeIOIO) 3Y) U0 PUNO} g ULD SAINAIIIE PUB SBINPOLU ‘SUOIIINISU|
‘pannbai se ‘ssedwo) ui || [aAa] pue | |aaa Bunajdwod ul ssaiBoid s aako|dwa mau yoea yoes pue Juawniop Ajjediucidall
‘|| |9A3] U | [9AD] 10§ 1511433y uoneIuapO aakojdwl maN ayl 919)dwod 03 painbal ase sasAojdwa Jim paliy Apmau ||y isuoldag

:33eQ uona|dwo) ueld uiures)

:auted) fiosiniadng

safpueg A | ¥upmosn

:241H Jo 91eQ

JIAR

OPRIOIOD

-
-
Wy

:99Aojdw3 jo aweyp

ISIPP3YD UOREIUBLIQ 10]SUNOD HYSIY YSIH DIM Opeiojod

uE
i
&8
- 2
f
1]
Ex
V-]
5 S
8.5
u e
QX

o
(o]
<
[+ 4
(o}
=
(o}
v

A




TABLE OF CONTENTS

COLORADO WIC PROGRAM NUTRITION RISK MANUAL .....ccctttiirinmmmiitiiiiiinnitieiiiiennsieesiissmmmsssieesssssmmmssssesses 1
101 UNDERWEIGHT (WOMEN) ....cuutiiiiiiiiiiiieiietiiiteiseeiseesssessstsssessessesssesssssessssesessesessssssssessssesensesessnsssssesnes 61
103 UNDERWEIGHT OR AT RISK OF UNDERWEIGHT (INFANTS AND CHILDREN) ......ccococeriruerisneensenisneissanesssnenenee 65
111 OVERWEIGHT (WOMEN) ....ceeiiuuiiiiiiitiiieeiiteissteisteseee st ssst s sss e sessesssesssssessssesessesesssssssssssssesensesessssssssesanes 69
113 OBESE (CHILDREN 2-5 YEARS OF AGE) ......ccievtiiitirseeiieeissntiisstsisseesssessssessssnsssssesossessssssssssessssessssesssssessasesnes 73
114 OVERWEIGHT OR AT RISK OF OVERWEIGHT (INFANTS AND CHILDREN)........cciviueiiruriisnrensneisneicsnnisssnessanensane 77
115 HIGH WEIGHT-FOR LENGTH (INFANTS AND CHILDREN < 24 MONTHS OF AGE) .......ccetvinteeiinnnneriisneensssneenenns 81
121 SHORT STATURE OR AT RISK OF SHORT STATURE (INFANTS AND CHILDREN) .....c.ccceeesurensunersnencnnessanessanesenns 87
131 LOW MATERNAL WEIGHT GAIN ....ccoiiuiiiiiiiiiiiiinnnieesiiiiiiismmneeeisssssssssssesisssssssssssessssssssssssasessssssssssssssessssssssns 91
132 MATERNAL WEIGHT LOSS DURING PREGNANCY ......ccoiiiiiimmmniiniiiissssnnnneesissssssssnnsesissssssssssssessssssssssssssessssssssns 95
133 HIGH MATERNALWEIGHT GAIN .....ciiiiiiiiiiiiinnniiieniiiiiinniiieeeiisismsssssesisssssssssssesisssssssssssessssssssssssssessssssssns 97
134 FAILURE TO THRIVE......ccooiiiiuiiiiiiiiiiinnnniieeiiiiisisnnniieesiisisssssseesisssssssssseesssssssssssssssssssssssssssssssssssssssssssssssssns 101
135INADEQUATE GROWTH.....cuuutiiiiiiiiiiiiniiiiiniiissnnsiiessisssssasssssssssssssssssssssssssssssssssssssssssssssssssnssssssssssnsnnsssssses 103
ATTACHMENT 135-A: MINIMUM EXPECTED WEIGHT GAIN TABLES .........ccovvummiiiiriinninnnninnninssnnnneesnnssssnssnnen 107
141 LOW BIRTH WEIGHT AND VERY LOW BIRTH WEIGHT ........ccmiiiiiiiiiiiniiiiinnceeniinssnnsseesssssssssssssasssseesnes 111
142 PREMATURITY cciiiiiiiiiiiiinniiiiiiiisinesissssissssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnssssssssssannsnessssas 113
151 SMALL FOR GESTATIONAL AGE......ccccoiimmiieiiiiissisnnnnieeniiiisssssnmeeesisssssssssesesssssssssssssssssssssssssssssssssssssssssssssssssns 115
153 LARGE FOR GESTATIONAL AGE ......ccccoiiuummieriiiiisisnnnnneeniisssssssnnnsesissssssssssssesssssssssssssssssssssssssssssssssssssssssssasssssns 117
201 LOW HEMATOCRIT/LOW HEMOGLOBIN .......covviiiniriiniinsississstssisssssssssssssssssssssssssssssssssssssssssssssssssssssssassans 119
211 ELEVATED BLOOD LEAD LEVELS........covtiiinuemiiieninninenniiessinssssssssesnissssssssmseesissssssssssessisssssssssssssesssssssssssnes 127
301HYPEREMESISGRAVIDARUM ......cotiiiiiiiiiinniiiiiiisseeniieesiissssssesnissssssssmseesisssssssmsessissssssssssessssssssssssssees 129
302 GESTATIONALDIABETES ......cccovvumttiiiiiiisisnniiiieniisissssiseesiiissssssmmssesisssssssssssssissssssssmseesisssssssmssessssssssssssees 130
303 HISTORY OF GESTATIONALDIABETES .......uuutttiiiiiiiiiinnnieiniiiisssssnnsesnissssissmmsesnissmsssmseesisssmssmmessssssssssssees 135
304 HISTORY OF PREECLAIMPSIAL........ccovteetemmeiieiineiiiiiieeieeessessisssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnns 139
311 HISTORY OF PRETERM DELIVERY ...cccvveeeeeeeemmmmnmnmmmmnmmmmmmmmmmmmmsmmmemseessesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssns 143
312 HISTORY OF LOW BIRTH WEIGHT ......ccceveeimmimmmmmmmeemmemmmmmmemmmmmmmsmmeeesmesssssssssssssssssssssssssssssssssssssssssssssssssssssssssssss 145
321 HISTORY OF SPONTANEOUS ABORTION, FETAL OR NEONATAL LOSS .....cceetiiriiiinnnunmmneininiissnnnnnnennnnsassnne 147
331 PREGNANCY AT AYOUNG AGE.......ccciiiiiiinniiiininicnunniieisiisssssmmessnissssssissesissssssissesiissssssssaeesisssssssee 151
332 CLOSELY SPACED PREGNANCIES ......cooiiciinmiiiiiinicneiiieiininsssssisssnisssssssssssesisssssssmssesisssssssssssesssssssssssens 153
333 HIGH PARITY AND YOUNG AGE .......ccoiiiiiiuniiiieiinicnennieesnissssssisssnissssssssmssesisssssssssssesissssssssssssesssssssssssnns 155
334 LACK OF OR INADEQUATE PRENATAL CARE .......ccoovrumtttiiiiininnntitiiiininnennetesisssssesssessissssssssssesssssssssssssnees 157
335 MULTI-FETALGESTATION .....rttittiiiiiiinttittitiinnnennteessssssssnesstssssssssssssnsassssssssssssnssessssssssssnnnsasssssssssannnnaes 159
336 FETAL GROWTH RESTRICTION ....ccoiiiiiiiiiintiiiiiiiniinntieiiiiiinnennetesisssssssssessisssssssssessisssssssssssssssssssssssnnaes 161

Department of Public

'E cHe COLORADO
.‘9‘ Health & Environment




337 HISTORY OF BIRTH OF A LARGE FOR GESTATIONALAGEINFANT .....cccvvrinmmmiiiiiiinnnnnnnenniissnnnnnneeenissssnnnnnen 163

338 PREGNANT WOMAN CURRENTLY BREASTFEEDING ........cccottiiinvnmmniiiiiiisnninnnnininiiissnnnsnneesissssmmssssessssssssmsssnees 165
339 HISTORY OF BIRTH WITH NUTRITION RELATED CONGENITAL OR BIRTH DEFECT ........cccvvieiiunmnneeericcsssnnnnnnee 167
341 NUTRIENT DEFICIENCY DISEASES ........cccoiiiumiiitiiiiiiinniieieiiiisnssieeesisisssssmesesisssssssssesssssssssssssesessssssssssssans 169
342 GASTROINTESTINAL DISORDERS ......coccceiiumiiiiiiiiiiiinnnieieniissisnsnieeesisssssssmesesissssssssssessssssssssssssssessssssssssssane 171
343 DIABETES MELLITUS ....cciiiiiiiiiiiiiiiiiiiiiiiinnsiieesiisiissssieeenisssssssssesesissssssssssasessssssssssssssssssssssssssssassssssssssssssane 175
344 THYROID DISORDERS......cciitiirrinnniiiiiiiininnniietiiiisnnnniessiisssssssstsssissssmssssssssssssssssssssssssssssssssssasssssssssansanaes 177
345 HYPERTENSION AND PREHYPERTENSION.......cccttiiiiinnmtitiiiiiiinnniiieiinsnnnnneessisssssnssssessssssssssssnsesssssssssansanens 183
346 RENAL DISEASE.......uuuuieiiiiiiiiiinntiitiiiissenniieesiisssnsssessssssssssssssssssssssssssssasssssssssssssssessssssssssnsnsasssssssssannnnans 187
L 0 Y 0 RS 189
348 CENTRAL NERVOUS SYSTEM DISORDERS .......ccotiiiiiinnnieieiiiissssnnnnnienisisssssnneeesisssssssssssesssssssssssssssssssssssssssssane 191
349 GENETIC AND CONGENITAL DISORDERS .......cccotiiiiiinnmmeiemiiissssnnnneeesissssssssnsasesssssssssssssssssssssssssssssssssssssssssssans 195
351 INBORN ERRORS OF METABOLISIV .......ciuiiiiiiiiiiisinnnieeeiiiisisnnnneeenisissssmmeeesissssssssssessssssssssssssassssssssssssssans 197
352 INFECTIOUS DISEASES.........ccooiiumriiiiiiiiiiinnniiieiiiiinsssessisissssssssssesissssssssssssssssssssssssssssssssssssssssssssssssssssnnnes 203
353 FOOD ALLERGIES ....uuuueiiiiiiiiiiiienitiiiiiiisinenniiessisssssssnsessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsnnnnes 205
354 CELIAC DISEASE .....ouuuueeiiiiiiiiiienntiiniiiisssensissssisssssssssssssssssssssssssssssssssssssssssassssssssssssssssssssssssssnsnsnsssssssssannnnnes 211
355 LACTOSE INTOLERANCE .....cccciiuuettiiiiiiiisnnniieesiisssssnnnsesssssssssssssssesisssssssssssssssssssssssssssssssssssssnsnsnssssssssssnnnnnes 217
356 HYPOGLYCEMIA ...ttt ssasessssase s sas s e sssas s s ss s s e s s s an s e s e s s e s s s a s e s s sansesssanaesassanasssssnnansannnns 221
358 EATING DISORDERS ......ccciiiuetiriintiiiisinteiisanessssasessssssesssanesssssssesssssssesessasasssssnssssssssesssssnssssssanssssssnnessssanns 223
359 RECENT MAJOR SURGERY, TRAUMA, BURNS ......cccoivmiiiiriiiiiinnniiiieniiissisnniieesiiimsssmseesismssssmseesssssssssssees 225
360 OTHER MEDICAL CONDITIONS. ......ccceuttmmmmmmmmmmmmmmmmmmmmmmmmmsmmmmsmsssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnss 227
361 DEPRESSION .....cooiiiiueiiiiiiiiiinniiiiiinisisassniss s sessss s s s s saasss s s s sss s s aasss s s s s s s s s ssnnnaaessssssssnnnnnnnenssssssannnnnns 231
362 DEVELOPMENTAL, SENSORY OR MOTOR DISABILITIES INTERFERING WITH THE ABILITY TO EAT ..........cceueee 237
363 PRE-DIABETES ......cccoiuuiiiiiiiiiiiniiiiiiiiisssassissssiissssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnsnsasssssssssannnnnns 239
371 MATERNAL SMOKING ......cceutttterememeeemeemeeemmmmmmmmmsssmsssssmsssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssss 243
372 ALCOHOL AND ILLEGAL DRUG USE........ccceuuerrmmmmmmmmmmmmmmmmmmmmmmmmmsmssessssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssss 245
381 ORAL HEALTH CONDITIONS ......cccvvutimemmmmmemmmmmmmmmmmmmmmmmsmmssssssssmssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssss 247
382 FETAL ALCOHOL SYNDROIMIE.........ccceeuttememmmmmmmmmmmmmmmmmmmmmsmmssssmssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssnns 255
401 FAILURE TO MEET DIETARY GUIDELINES FOR AMERICANS ......cueriiiiiiiiieetiiiinineesissennnsssssssessssssssssnnnns 257
411 INAPPROPRIATE NUTRITION PRACTICES FOR INFANTS ......cccovimmiiiiiinicnininienincssassiesesnsssssssssseesnsssssssssnens 261
INAPPROPRIATE NUTRITION PRACTICES FOR INFANTS. ........ccconimmiiiininicsnneniiienniscssssniseenissssssssssesnssssssssssssessnes 267
425 INAPPROPRIATE NUTRITION PRACTICES FOR CHILDREN ......ccvvuetiiiiiiiiinnntteiiiinnnnenneesnissssnenseessssssssssnnnes 277
INAPPROPRIATE NUTRITION PRACTICES FOR CHILDREN .......covumttiiiiiiiinennntiininnnennneennnssnenneeesesssssssnssseesnses 281
427 INAPPROPRIATE NUTRITION PRACTICES FOR WOMEN.........cccovvmmtriiiiiiinnnnntntiiiinnnnnnteeeiisssssnenneeesnssssnssnnens 288
INAPPROPRIATE NUTRITION PRACTICES FORWOMEN ......cccoiinmrtiiiiiiinnnnnnitiiiiinennneesnnsssnensseesnsssssssssseessees 290

Department of Public

'E cHe COLORADO
.‘9‘ Health & Environment




WEBSITES FOR ADDITIONAL INFORMATION ....cuuutiiiiiiiiiiinntieiiiiiiinnnteeiiiisinnnnneesissmmmssmesseissssmmsssesssssssssasssees 296

428 DIETARY RISK ASSOCIATED WITH COMPLEMENTARY FEEDING PRACTICES ......cccovvummmrrrriiinnsnnnnnneniissssnnnnnns 297
501 POSSIBILITY OF REGRESSION ......cccciitiiiiiiinnniiiniiiiiiinniieieiisissssmeeesissssssssmesesisssssssssseessisssssssssessssssssssssssans 305
502 TRANSFER OF CERTIFICATION......ccttitiiiiiiiinnnieeriisiiiinnnieeenisssssssssmesesissssssssssasessssssssssssssssssssssssssssasessssssssssssans 307
601 BREASTFEEDING MOTHER OF INFANT AT NUTRITIONAL RISK......ccciiiiiinmmiiiiiiiiininnniieeeisscsnennneeenssnnnssnne 309
602 BREASTFEEDING COMPLICATIONS OR POTENTIAL COMPLICATIONS (WOMEN) ......ceervueerienrirenrssnnesseescsnnes 311
603 BREASTFEEDING COMPLICATIONS OR POTENTIAL COMPLICATIONS (INFANTS) ...cccceerimerinniesnnessanesssnniesenes 315
701 INFANT UP TO 6 MONTHS OLD OF WIC MOTHER OR OF A WOMAN WHO WOULD HAVE BEEN ELIGIBLE
DURING PREGNANCY ....ccoiiiiiiiiininntiniiiiiiiinnnieeeiiiimmmmmteesiismmmmmmiessissssmmsssssssiissmmssssssssssssmssssasssssssssssssssssss 319
702 BREASTFEEDING INFANT OF WOMAN AT NUTRITIONAL RISK .....ccoitiiinnmmmniiiiiiinninnnieeniniennneeeennnnsene 321
703 INFANT BORN OF WOMAN WITH MENTAL RETARDATION OR ALCOHOL OR DRUG ABUSE DURING MOST
RECENT PREGNANCY .....couiiiiiititiiinitiisinesiistnessssssessssanessssssesssssssessssasasssssssesssssnsessssansessssssssssssnsesssssnssssssansene 323
BOL HOMELESSNESS ......cceiiiiieiiiiiiieiiintieiiisetenissneesissasessssssesssssnsesesasesssssasessssssessssansessssanassssssnessssansessssansesanns 325
802 MIGRANLCY ...ceeeiiiiiiiiiiiniiiiiiiinieeriessisssssssessssssssasssssssssssssssassasssssssssssnsnnesssssssssssnsanssssssssssnnnnsessssssssnnnnnns 327
901 RECIPIENT OF ABUSE ......ccciiiiiiiiiniiiiiiiiinensiiinsiisssasssssssisssssssssssssssssssssssssssssssssssssssssssssssssssnssassssssssssnnnnnns 329
902 WOMAN OR INFANT/CHILD OF PRIMARY CAREGIVER WITH LIMITED ABILITY TO MAKE FEEDING DECISIONS
AND/OR PREPARE FOOD.......ccccietinuiieinenssessistssssssesstistssssssesstsssssssssesstsssssssssesstsssssssssessssssssssssssnssssssssssssnssssssnssns 331
903 FOSTER CARE ....ccoiieetiiiitiiiiitneniisetesissesesssaneesssase s s ssas e s s ssn s e s e a s e s s sa s e se s n s e se s anaesessanasssssnsessssannessssannesannn 333
904 ENVIRONMENTAL TOBACCO SMOKE EXPOSURE .........coccuiriiuniirinnniniisnneenisenesssssnsessssaneessssnsssssssessssansesanns 335

COLORADO
w Department of Public
- Health & Environment




Colorado WIC Program Nutrition Risk Manual 2013
Page |1

Colorado WIC Program Nutrition Risk Manual

All WIC participants are at nutritional risk, but some participants are at a greater risk than
others for poor nutrition-related health outcomes. “High risk” in WIC designates participants
that have a nutrition risk that puts them at higher risk and for whom individualized counseling
by the WIC High Risk Counselor is required.

The purpose of this manual is to provide information for WIC High Risk Counselors to more
effectively counsel high risk participants. Included in this manual are the following:

Section 1:

WIC High Risk Counselors Overview - qualifications, roles, duties and high-risk
identification

Documentation — SOAP note writing and NCP documentation

Counseling approaches & goal setting

Referrals

Prescriptive formula and food

Breastfeeding

Compass Reports

Confidentiality of WIC participant data

Mandatory Reporting

Section 2:

Colorado WIC Nutrition Risk Factors (NRFs)
Table of High Risk NRFs

I.  WIC High Risk Counselors Overview - Qualifications, Roles, Duties and High Risk
Identification

a) Qualifications

e  Because WIC is a nutrition program, the job of the WIC High Risk Counselor is ideally held by a
Registered and/or Licensed Dietitian (RD) approved by the Commission on Dietetic Registration.
When a Registered/Licensed Dietitian is not available, an individual with a Bachelor of Science
degree in a nutrition-related field may function as the WIC High Risk Counselor with State
approval.

e Individuals with the following qualifications also qualify to perform the duties of the WIC High
Risk Counselor: Licensed Physicians (MD) (licensed by the Colorado Medical Board to practice in
the State of Colorado), Physician’s Assistants (PA) (licensed by the Colorado Medical Board to
practice under supervision of a physician in the State of Colorado), Registered Nurses (BSN or RN
licensed to practice in the State of Colorado).

Experience: Experience in an ambulatory care, public health, or clinical setting
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Education: Minimum of a Bachelor of Science degree from an accredited university with major studies in
foods and human nutrition or in nursing.

Possible Titles:
e Nutritionist
e Registered and/or Licensed Dietitian
e  Community and/or Public Health Nutritionist
e  Community and/or Public Health Nurse
e WIC High Risk Counselor
e  Physician’s Assistant
e Physician

b) Role of the WIC High Risk Counselor

The WIC High Risk Counselor’s role, as it relates to high-risk participants, is to utilize clinical knowledge
and judgment in developing the participant’s nutrition care plan. This includes providing in-depth
education and, when necessary, making referrals and communicating with other health professionals.
She accomplishes these roles in three ways:

i) Counsels all high-risk participants at least once during the certification period.

e Many high-risk participants present a complicated array of medical problems or conditions.
The WIC High Risk Counselor performs a thorough nutrition assessment, by questioning and
probing into each condition or problem presented. She knows how to question, and
where/when to seek more information. The WIC High Risk Counselor must strive to establish
a level of trust and understanding with the participant so that resulting goals are reasonable
and workable to the participant.

e [tisalsoimportant that the WIC High Risk Counselor recognize those conditions that require
specialty care outside the practice limits of the WIC Program. It is not WIC's role to function
as part of the participant’s primary health care team. When a participant’s condition needs
treatment beyond the role of WIC (as in conditions such as gestational diabetes, eating
disorders, etc.), it is the WIC High Risk Counselor’s responsibility to maintain communication
with the specialty or primary care provider in order to understand and reinforce the
treatment plan established for the WIC participant.

ii) Confers with other healthcare and human service professionals as necessary or as required.

e The WIC High Risk Counselor will encounter situations where referral or consultation with
someone outside the WIC Program is essential to providing good nutritional care to a WIC
participant. The WIC High Risk Counselor has the expertise to properly discern when and
from whom she should seek additional assistance. Such contacts can involve the
participant’s medical provider, drug/alcohol counselor, human services worker, or the State
WIC staff, to name a few.

e Issuance of an exempt infant formula and a WIC-eligible medical food is only permitted with
a properly completed Colorado WIC Program’s Physician Authorization Form or a physician’s
prescription and the WIC High Risk Counselor’s approval of the prescription prior to
issuance. The WIC High Risk Counselor works in partnership with the physician to provide
the formula/product that best meets the participant's needs. The WIC High Risk Counselor
reviews the participant record to determine appropriateness of the prescription based off
the participant’s age, growth, development, symptoms, and diagnosis. The WIC High Risk
Counselor contacts the physician, as needed, to discuss concerns about the prescribed
formula and/or complementary foods.
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iii) Oversees the clinical component
e  Providing proper nutritional care to a participant is a shared responsibility between the WIC
High Risk Counselor and the Educator. It is important that the Educator and WIC High Risk
Counselor work together as a team. The Educator should have access to a WIC High Risk
Counselor at any time. To achieve consistent care, it is imperative that nutrition-related
documentation be complete and timely.

c) Duties of the WIC High Risk Counselor in Clinic
See Program Manual Section XVI: Local Staffing

i) General Statement of Duties:

The WIC High Risk Counselor performs professional and supervisory public health nutrition
activities by delivering direct care participant services as well as participating in program
planning and evaluation as assigned. In small agencies, this professional may be the same
individual as the WIC Director.

Supervision Received:

Works under the supervision of the Local Agency WIC Director or the Agency director (if the WIC
High Risk Counselor is the Local Agency WIC Director).

Supervision Exercised:

May supervise the WIC Educator and/or other WIC High Risk Counselors as assigned

ii) Knowledge, Skills and Abilities:

A fully functioning WIC High Risk Professional will need the knowledge, skills, and abilities listed
below. In hiring for this position, a supervisor should look for persons possessing the majority of
these skills.

e Knowledge of human nutrition in health and disease and its application to public health
practices.

e Knowledge of nutrition needs for infants and children and women during the prenatal,
postpartum, and breastfeeding stages.

e Knowledge of effective counseling and educational concepts and methods.

e Ability to communicate effectively orally and in writing.

e Ability to establish and maintain effective working relationships.

e Ability to develop and carry out ongoing plans for nutrition education.

e Ability to interpret scientific information for lay audiences.

e Knowledge and understanding of the high risk functions related to the Compass computer
system

e Ability to assess nutritional status, design nutritional care plans, and counsel participants toward
improved diets with behavior change.

e Ability to promote breastfeeding as the optimal infant feeding choice while allowing participant
choice.

e Ability to be understanding and empathetic when dealing with participants.

e Ability to prepare educational materials and prepare and deliver in service trainings.

e Ability to supervise paraprofessional/professional staff as needed to assist the WIC
Director/Coordinator.
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iii) Responsibilities:
The following responsibilities have been defined by the State WIC Office to ensure a quality WIC
Program:

e Interviews participants and makes thorough nutrition assessments by interpreting anthropometrics
and laboratory data, health histories, medical diagnoses, physician's orders, eating habits and
nutrition practices, diet assessments), and other related factors.

e Develops implements, evaluates, and follows up on participant care plans. Counsels participants
and families on nutritional needs with consideration of income, cultural and religious food patterns,
home facilities, educational level, and other psycho social factors.

e Maintains participant confidentiality and ensures that participants are treated equally with respect,
compassion, and empathy.

e Consults with health care providers on participant's nutritional needs, formula requiring
prescription, and health concerns; makes appropriate referrals and follow up.

e  Provides appropriate documentation in participant electronic charts, including participant concerns,
nutrition assessment, materials provided, nutrition education, referrals, progress toward attaining
new behavior change nutrition goals, and follow up plans.

e Counsel all high risk participants at least once during a certification period and within the required
time frame.

e Determines follow up care for as long as the participant is considered high risk.

e Authorizes the use of exempt infant formulas, WIC-eligible medical foods, and individual needs for
tailoring of WIC food packages.

e Reviews and signs as the authorized certifying professional for WIC Educators who have not
completed Level | of the WIC Certification Program.

e  Provides nutrition education through individual and/or group instruction to participants,
professionals, and community groups.

e Helps orient, train, supervise, and evaluate WIC paraprofessionals, volunteers, and clerical staff as
assigned.

e  Conducts and/or assists with in service education for staff and professional groups.

e Reviews, evaluates, and/or develops nutrition education materials.

e  Participates in Program planning development and evaluation; works on assigned nutrition projects.

e Acts as a resource person for nutrition information.

e  Assists with outreach and public relation activities.

e Participates in monitoring electronic charts, paper files, clinic activities, nutrition education, and
counseling.

e Participates in continuing education activities; attends meetings, conferences, and workshops; keeps
abreast of current nutrition research as it relates to the WIC Program and participants.

e Participates in staff conferences, meetings, in service training, and State meetings.

iv) High Risk Identification and Follow-up
See Program Manual Section IX - Nutrition Education

a) Identification

e At the certification and recertification visits, the assigned nutrition risk factors (NRFs) determine
whether a participant is designated high or low risk.

Participants identified as high risk must be scheduled a visit with the WIC High Risk Counselor as per
WIC high risk referral protocol. The purpose of the high risk visit is to assess the participant’s nutrition
risk factor (NRF) status, provide nutrition education/counseling, make referrals, and reinforce the
health care provider’s nutrition therapy recommendations.
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b) Time Requirements for a visit with the WIC High Risk Counselor

*  Within 30 Days of NRF assignment:
In most cases, the WIC High Risk Counselor must counsel the high risk participant within 30 days from
the date of certification/recertification.

Exceptions to the 30-day rule are:

e  Within 24 Hours of NRF Assignment —
The WIC High Risk Counselor must counsel the high risk participant within 24 hours from the time of
risk assignment of one or more of the following risk factors. When contact between the
endorser/participant and the WIC High Risk Counselor is not possible within 24 hours, the educator
refers the participant to the appropriate source of care and notifies the WIC High Risk Counselor.

o NRF 135 - Inadequate Growth
Infant birth to 1 month of age:
Current weight —

*  Excessive weight loss after birth (Current weight is < 92% of birth weight); or
* Is not back to birth weight by 2 weeks of age

o NRF 372A - Use of alcohol
Breastfeeding woman - Routine current use of 2 or more drinks per day or binge drinking
Pregnant woman — Any current use of alcohol

o NRF372B - Any current illegal drug use
Breastfeeding, pregnant and non-breastfeeding woman

o NRF 602 - Breastfeeding Complications or Potential Complications
Breastfeeding woman with any of the following:

+ Severe breast engorgement
Recurrent plugged ducts
Mastitis
Flat or inverted nipples
Cracked, bleeding or severely sore nipples
Failure of milk to come in by 4 days postpartum
* Tandem nursing

Note: NRF 602 also includes “age 40 years and older,” which is low risk and has no requirement
for a referral to the WIC High Risk Counselor.

o NRF 603 - Breastfeeding Complication or Potential Complications:
Breastfed infant with any of the following:

*  Jaundice
*  Weak or ineffective suck
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+  Difficulty latching onto mother’s breast
* Inadequate stooling (for age, as determined by a physician or other health care professional)
or less than 6 wet diapers per day.

Initial (24 hour high risk) counseling for NRFs 602 and 603 can be completed by a WIC High Risk Counselor,
Educator CLC/IBCLC, or Educator Lactation Management Specialist (LMS). (See *Note regarding use of
Breastfeeding Peer Counselor LMS/CLC/IBCLC’s.)

If initial (24 hour high risk) counseling is provided by:
e  WIC High Risk Counselor or Educator CLC/IBCLC:
v" Document “High Risk Follow up Appointment” on the Nutrition Education panel and complete
the participant’s care plan.
v" Provide a phone follow up within two weeks (as best practice).
v' Refer a participant to a health care provider when warranted.

e  WIC Educator LMS:
v' Document as individual counseling in the participant’s care plan.
v Schedule a high risk follow up appointment with WIC High Risk Counselor or Educator CLC/IBCLC
within two weeks of risk assignment.
v' Can be conducted via phone or face-to-face, as determined by the clinical judgment of the WIC
High Risk Counselor or Educator CLC/IBCLC.
v Refer participant to a health care provider when warranted.

*Note: Use of Breastfeeding Peer Counselor LMS/CLC/IBCLC’s

Per local agency discretion, if a High Risk Counselor or Educator LMS/CLC/IBCLC is not available, local
agencies may allow Breastfeeding Peer Counselor with advanced training (LM, CLC, or IBCLC's) to address
assigned NRFs 602 and/or 603. Initial counseling must be provided in the clinic (not by phone).

(See protocol below)

If initial (24 hour high risk) counseling is provided by:
e Breastfeeding Peer Counselor CLC/IBCLC:

v" Document counseling in BF PC Documentation panel.

v" Request WIC Educator mark “High Risk Follow up Appointment” on the Nutrition Education panel
and document in the participant’s care plan: “BF Complication counseling provided. See BF PC
Documentation panel.”

v" Provide a phone follow up within two weeks (as best practice).

v' Refer participant to a health care provider when warranted.

e Breastfeeding Peer Counselor LMS:

Document counseling in BF PC Documentation panel.

Request WIC Educator document in the participant’s care plan: “BF Complication counseling
provided. See BF PC Documentation panel.”

Request WIC Educator schedule a high risk follow up appointment with WIC High Risk Counselor
or Educator CLC/IBCLC within two weeks of risk assignment. Can be conducted via phone or face-
to-face, as determined by the clinical judgment of the WIC High Risk Counselor or Educator
CLC/IBCLC.

v' Refer participant to a health care provider when warranted.

ANER NI NN

*  Within 24 hours or 30 days, dependent on if permission to contact the health care provider is
granted: (see below for details)

o NRF 201b - Severely Low Hemoglobin/Hematocrit
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Child, pregnant woman, breastfeeding woman and non-breastfeeding woman

When a participant’s blood value falls within a range specified in the Standards for
Severely Low Hemoglobin-NRF201b-High Risk Condition table and permission:
* has been granted for WIC to contact the health care provider: Print two Abnormal Blood

Work Notices. Give one copy of the Notice to the endorser/participant. On the

second Notice, write in the WIC High Risk Counselor's name and contact information and fax
or email that Notice to the health care provider within 24 hours. Schedule an appointment
with the WIC High Risk Counselor within the next 30 days.

* has not been granted for WIC to contact the health care provider: Print one Abnormal
Blood Work Notice. Give the Notice to the endorser/participant and urge that it be shared
with the participant's health care provider. Also, WIC staff must notify the WIC High Risk
Counselor of this abnormal blood value within 24 hours. The High Risk Counselor contacts
the participant by telephone within 7 days and schedules a high risk appointment with the
participant within the next 30 days.

*  Within 90 Days of NRF assignment:
o NRF 113 - Obese

Child 2-5 years of age
> 95" percentile Body Mass Index (BMI)-for-age (standing height only)
c) Subsequent Appointments for High Risk Participants

e A minimum of one education contact with the WIC High Risk Counselor is required per certification
period. The WIC High Risk Counselor decides whether the subsequent visits will be with the High Risk
Counselor or with the WIC Educator. When a visit with the WIC High Risk Counselor has been
scheduled, the Educator does not have the authority to cancel the visit, even when high risk NRFs
appear to be resolved.
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II. Documentation

*  All high risk visits must have a separate nutrition education record entered into the Nutrition
Education section of Compass (including Nutrition Education Covered topics and Pamphlets provided)
and a separate Participant Care Plan. The WIC High Risk Counselor needs to check the High Risk
Follow Up box on the Nutrition Education Panel.

*  The WIC Educator and WIC High Risk Counselor create separate Nutrition Education and Participant
Care Plans when the participant is seen by both staff members on the same day. Examples of two
different types of chart notes are listed below — SOAP and NCP. WIC High Risk Counselors may use
either format to document their nutrition counseling.

+  Breastfeeding Peer Counselors who are WIC LMS/CLC/IBCLC’s use the BF PC Documentation panel for
NRFs 602 and 603 and place a notation "ASAP BF Complication Counseling provided, See BF PC
Documentation panel” in the Participant Care Plan.

High Risk Resolved

*  Clicking the High Risk Resolved check box on the Risk panel changes the participant’s risk status from
high to low risk. The High Risk Resolved check box may only be selected when a user incorrectly
assigns a high risk nutrition risk factor (NRF) to a participant who, in actuality, is low risk. If two or
more high risk NRFs have been assigned and one high risk NRF is assigned in error, do not select this
check box as the participant’s risk status must remain as high. Only the WIC High Risk Counselor has
the authority to check the High Risk Resolved check box.

Documentation using SOAP notes

Compass is designed for documentation in the participant care plan using the SOAP format — Subjective, Objective,
Assessment, Plan. The data gathered in Compass, and in the Nutrition Interview is automatically incorporated into
the appropriate section of the Care Plan. Free form boxes are available for WIC staff to include additional
information as necessary. Content for each section of the SOAP note is as follows:

S - Subjective

*  Statement of the individual’s thoughts and feelings

* Individual complaints, “quotable” significant information, individual’s description of his or her
problem, individual’s statement of needs

* Information gained from taking with the individual, from others working with the individual, or from
the individual’s relatives

*  Dietary intake and reported food habits

*  Compass will import to the Subjective section all information entered in the Nutrition Interview
comments/notes

O - Objective

*  Facts, tangible findings, clinical observations, documented information

*  Physical findings, signs, symptoms

*  Anthropometric data

*  Factual information regarding background, history

+  Compass will automatically display participant category, age, adjusted gestational age (if
indicated), hemoglobin, length/height, weight, weight gained, weeks gestation or postpartum, and
growth percentiles.
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A - Assessment

P - Plan

*  Your assessment or impression of the individual’s nutritional status, needs, problems; assessment of
the overall situation

*  Summary and evaluation of dietary intake

*  Meaning, value of the information presented

* Information still needed

*  Problem definition, interpretation

*  Compass will automatically display all assigned nutrition risk factors

*  What you plan to do to obtain more information and/or educate and treat the individual
*  Recommendations and plans for follow-up visits
* Instructions to the educator regarding follow-up care

Use of the Nutrition Care Process (NCP)

The Nutrition Care Process (NCP) is a systematic approach of providing high quality nutrition care, developed by
the Academy of Nutrition and Dietetics. The use of the NCP provides a framework for the WIC High Risk Counselor
to individualize care, taking into account the patient’s needs and values, and using the best evidence available, to
make decisions. Most university based dietetic internship programs use this process when training upcoming
nutrition professionals for both the clinical and community settings.

The Colorado WIC Program does not require that the NCP be utilized in the local agency clinics. General
guidance is provided for those WIC High Risk Counselors that prefer this method of documentation. Many WIC
High Risk Counselors and WIC Educators who have not been exposed may encounter documentation in the NCP
format following a participant transfer from another WIC agency. The purpose of this guidance is to standardize
the documentation and process for consistency across the state.

There are four steps in the process:

1. Nutrition Assessment

m o 0 oo

Food/Nutrition-Related History

Anthropometric Measurements

Biochemical Data, Medical Tests and Procedures
Nutrition Focused Physical Findings

Client History

2. Nutrition Diagnosis

a.

b
C.
d

Purpose: Identifying and describing a specific nutrition problem
Intake: Too much or too little food compared to estimated needs
Clinical: Related to medical or physical condition
Behavioral-Environmental: Knowledge, attitudes, beliefs, etc.

3. Nutrition Intervention

a.

Specific Actions used to Remedy a Nutrition Diagnosis/Problem
i Food and/or nutrient delivery
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ii. Nutrition Education
iii. Nutrition Counseling
iv. Coordination of Nutrition Care

4. Nutrition Monitoring and Evaluation

a. Making Progress Towards or has Achieved Goal
b. Track Patient Outcomes

Nutrition Assessment:

Subjective and objective data is pulled from the Nutrition Interview and other areas of Compass into the Subjective
and Objective sections of the Participant Care Plan. Additional assessment data such as physical appearance,
swallowing function, appetite, medical history, etc. can be added to the free form text boxes under the Subjective
area. Additional assessment data such as biochemical tests, lab data, weeks gestation and other anthropometric
measurements can be added to the free form text boxes under the Objective area.

Nutrition Diagnosis:
The NCP typically utilizes a specific format for documentation of a nutrition diagnosis called a PES statement.

P — Problem or Nutrition Diagnosis Label
E - Etiology
S - Signs/Symptoms

The format of the statement is “Nutrition problem label related to as evidenced by

”

This format can be used and the documentation added in the “Assessment” free form text box of the Participant
Care Plan. The Colorado WIC Program does not utilize the International Dietetics & Nutrition Terminology (INDT)
coding process for diagnosis purposes.

Nutrition Intervention:

The purpose of the nutrition intervention is to resolve or identify nutrition related problems by planning or
implementing appropriate interventions tailored to the participants needs. These interventions can consist of food
and/or nutrient delivery, nutrition education, nutrition counseling or coordination of nutrition care. These should
be documented in the “Counseling/Education” free form text box in the Participant Care Plan.

Monitoring/Evaluation:

This step involves monitoring, measuring and evaluating the changes in nutrition care indicators to determine
progress. High risk WIC participants often follow up with the WIC High Risk Counselor on a regular basis and
progress made towards previous goals should be documented in the Assessment section of the Participant Care
Plan.

Examples of progress towards previous goals:

* Inadequate prenatal weight gain resolved and nutrition diagnosis no longer exists

*  Improvement shown but nutrition diagnosis still exists; client making progress

+  Noimprovement/unresolved

*  No longer appropriate; nutrition diagnosis no longer exists because the participant’s conditions or situation
has changed.

COLORADO
w Department of Public
A Health & Environment




Colorado WIC Program Nutrition Risk Manual 2013
Page |11

III. Counseling Approaches & Goal Setting
See Program Manual Section IX: Nutrition Education/Breastfeeding Promotion & Support Subject: Nutrition
Assessment, Education and Behavior Change Counseling

Participants will be more open to the nutrition education offered and willing to make behavior changes if they can
see potential benefit to them or their children. Look for the benefits that motivate the person you’re working
with.

a. Participant-Centered Care & VENA

To complement the provision of healthy foods, WIC provides nutrition education to guide participants
towards a healthier lifestyle and to help them make changes to improve their dietary intake. The
provision of nutrition education involves a number of related activities that occur during the WIC
appointment such as: completing a nutrition assessment, providing nutrition information, counseling on
behavior change, goal setting and follow-up of previous goals. Utilizing a participant-centered approach
helps to enhance the effectiveness of these activities.

Participant-centered: the term participant-centered refers to having an assessment that takes into
account the participant’s unique circumstances and perspective. Participant-centered does not mean that
the visit should be participant-driven. Instead, WIC staff will direct the visit and follow all protocols while
also striving to develop partnerships with participants based on trust and respect.

Value Enhance Nutrition Assessment (VENA): provides WIC nutrition assessment guidance to enhance
and ensure the collection and interpretation of accurate and relevant nutrition/health information - the
first step in providing targeted and relevant nutrition services to WIC participants.

b. 3-Step Counseling Strategy

1. ASK — open ended questions
e  “What have you heard about breastfeeding?”
e  “How are you planning to feed your baby?”
e “Tell me about your child’s eating habits.”
Probe by
e Extending — asking her to tell you more
o “What else have you heard about that, Margie?”
o “Could you tell me a little more about that?”
e  Clarifying — clarify what she just said
o “Whenyousay ____, doyoumean ?”
e Reflecting — acknowledging you understand
o “Soyou think your mother would disapprove?”
o “Soyou’re saying he’s pretty possessive of you?”
e Redirecting — moving participant to a difference subject
o “Margie, what other concerns do you have about starting your baby on solid foods?”
o “Christy, besides your concern about drinking beer and nursing, is there anything else
that bothers you about it?”

2. Affirm feelings — acknowledge what you’re hearing and reassure feelings.

e  “I've heard a lot of women say that.”
e  “That’s a pretty common reaction.”
e  “|felt that way, too”

o  “My mother told me the same thing”
e  “Many women go through a period like that after the baby is born.”
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3. Educate
e Carefully target information to the concern uncovered in Step 1
e  Educate in repeated conversations
e  Feed information to participants in small bite
e Help participants participate in the learning process.

c. Appreciative Inquiry (Al)
See Nora’s video, handouts on the website

Be a “Success Detective” - Learn tools and techniques to positively engage your participants and help set
them up for success. Review Nora’s video and handouts to learn more.

d. Goal Setting

Goal setting is an important component of behavior change counseling because it encourages the
participant to put into action something that was discussed during the appointment. Consistent with the
fact that participants are in different stages of change, the goals set with participants will differ depending
on their stage of change. For participants in early stages of change, appropriate goals are ones that help
to raise awareness or encourage the participant to think through the pros and cons of change. Examples
of goals that are appropriate for early stages are to simply read over educational material, to talk to a
spouse or to think about what it would look like to make a specific change. These goals may not seem
very ambitious; however they are realistic and consistent with moving someone through the early stages
of change. As the participant becomes more committed to making a change, appropriate goals will be
ones that are more action oriented. For example, the goal may be to have the participant take small
steps toward making the behavior change.

When setting goals with participants it is important to remember these principles:

*  Goal setting should be done interactively with the participant. WIC staff’s role is to suggest ideas for
goals that might be appropriate for the participant’s stage of change. It is the participant’s role to
make the decision about what they are able and willing to do.

*  Goals should be specific. A clearly stated goal is easier to follow.

*  Write down the goal (perhaps on a handout) as a reminder after they leave the appointment.

e Documentation - Document the goal in the Participant Care Plan. The goal should be described clearly so
that WIC staff can easily follow up on the goal with the participant at the next appointment.

e Follow up - Since behavior change is a process, it is important to follow up at the next visit by asking the
participant about their progress in achieving their goal. Offer praise for any efforts they have made and
provide support as appropriate. It may be necessary to adjust the goal to make it more doable. Following
up on goals helps to increase the participant’s accountability, provides opportunities for support and
problem solving, and demonstrates to the participant that WIC cares about helping them make changes.
Document follow up discussion(s) about goals in either the Subjective or Assessment portion of the
Participant Care Plan.

e. Consulting and Contacting Health Care Providers

The WIC High Risk Counselor will encounter situations where referral or consultation with health care
providers (HCP) is essential to providing good nutritional care to a WIC participant.

Situations where consultation with the medical provider is needed:
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e  Follow-up on Physician Authorization Forms (PAFs): The WIC High Risk Counselor approves or
denies the physician prescribed formula/product. The WIC High Risk Counselor reviews the
participant record to determine appropriateness of the prescription based off the participant’s age,
growth, development, symptoms, and diagnosis. The WIC High Risk Counselor contacts the physician,
as needed, to discuss concerns about the prescribed formula and/or complementary foods.

e Verbal approval of formula/product prescription: If the PAF is filled out incorrectly by the health care
provider, the high risk WIC counselor can obtain verbal confirmation over the phone and then fax a
PAF to the provider to sign and return. In those situations, the high risk WIC counselor often
completes the form before faxing to the medical provider for his/her signature.

e When a participant is risked for Severely Low Hemoglobin-NRF201b and permission has been granted
for WIC to contact the health care provider, the high risk counselor must fax a copy of the Abnormal
Blood Work Notice to the medical provider, and provide high risk counseling to the participant within
the next 30 days. The high risk WIC counselor should use his or her professional judgment whether
or not additional contact and follow-up with the medical provider is needed.

e Any time the high risk WIC counselor has concerns that need immediate medical intervention or
supervision.

Tips on contacting health care providers follow:

e If possible, introduce yourself to HCPs frequently used by LA WIC participants.

e  Provide local OB-GYNs, midwifery’s and pediatrician clinics with current WIC eligibility guidelines and
outreach information.

e  Obtain the backline phone numbers for the health care providers WIC High Risk Counselors
frequently contact. Calling the provider directly is the most efficient way to obtain PAF authorization.

e  Check with the provider on the method of communication he/she prefers best. For time-sensitive
issues (i.e.: PAF authorization), calling the provider directly and obtaining a verbal order is the most
efficient method of communication.

e  Providing the ECOP Referral letter to the health care provider or to participants to share with their
HCP will help to maintain consistent messaging when a WIC participant is considered high risk relating
to overweight/obesity or excessive prenatal weight gain.

IV. Prescription Formula and Foods - Please reference the Formula Guide or the Program Manual and
review the following sections. Check off as you complete.

[J  Review Assignment of Food Packages (See Program Manual Section VIl — Clinic Procedures

Program Manual)
] Review the Formula Guide Table of Contents. This Guide will be referenced often.

[ View the Use of Exempt Infant Formula in WIC Client Care video Review the Formula Guide

Product List and the Formula Classification & Issuance sections for classification and issuance

O Review the Policies for Prescription Formulas (See Program Manual Section VIli: Clinic
Procedures; Subject: WIC Food Packages — Infants)

O Learn how to use the Physician Authorization Form and Ordering Instructions. (See Program
Manual Section VIII: Clinic Procedures; Subject: WIC Food Packages - Prescription-Required
Formula & Medical)

O Review the Policy: Ordering Instructions for Products Not on Retail Shelves. (See Program
Manual Section VIll: Clinic Procedures Subject: WIC Food Packages)
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This entails how to order from Ward Road Pharmacy and how to issue Food Instruments
(FI’s) for special formulas and WIC-eligible medical foods.

v' Formula Guide: Maximum monthly amount of formula authorized by Colorado WIC

v Infant Formula Ranges Cheat Sheet for allowed in and out-of range amounts for partially

breastfed infants.
v Ward Road Pharmacy Ordering Guide for packaging, ordering instructions by can or

case, flavors, etc.
[J  Read “Determining Nutritional Needs” section in the WIC Formula Guide.

(] Read “Formula Mixing Instructions” in the WIC Formula Guide.

V. Breastfeeding - (See Program Manual Section IX: Nutrition Education/Breastfeeding Promotion & Support)
a) The core competencies of staff as defined by USDA include:

e Recognize own beliefs and attitudes regarding breastfeeding and the impact of those beliefs and
attitudes on WIC participant decisions.

o Know the benefits of breastfeeding for baby, mother, family, and society, and apply to daily clinic
activities.

e Self-identity as part of the WIC “Team” that promotes, protects, and supports the breastfeeding
relationship.

e Understand how the WIC food packages for the breastfeeding dyad support breastfeeding.

e Understand how to assist mothers to overcome common barriers to initiation of, exclusive and
continued breastfeeding.

e Develop rapport and foster open dialogue to successfully communicate with pregnant women and
mothers.

e Identify factors that can impact breastfeeding during the prenatal assessment process.

e Identify physiological factors that impact breastfeeding.

e Understand optimal breastfeeding practices that help mothers initiate and maintain breastfeeding.

e Recognize common breastfeeding concerns and protocols for obtaining additional assistance for
mothers.

e Assist employed women with tailored strategies for continuing to breastfeed after returning to work.

e Apply knowledge of lactation to supporting breastfeeding in varied situations.

e Understand the role of clinic and community support for breastfeeding.

b) Lactation Management Specialist (LMS)

In general, WIC staffs become Lactation Management Specialists (LMS) by attending a Colorado WIC
training specifically designed to equip staff with the knowledge to counsel women and infants with the
breastfeeding potential complications risk factor. All WIC High Risk Counselors are required to become
LMS through this or a similar training such as Certified Lactation Counselor or Certified Breastfeeding
Educator training. Educators and breastfeeding peer counselors (BF PC) are invited to participate in the
training and must successfully pass a test and observations of participant interactions to become LMS.
WIC staffs who are Internationally Board Certified Lactation Consultants are not required, but
recommended to attend, the LMS training, regardless of their WIC title (WIC High Risk Counselor,
educator, BFPC).
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Liability

To ensure participants receive the appropriate care, staff providing breastfeeding pumps or aids must be
adequately trained to provide participants with the appropriate information and follow up. Procedures
must be in place to make certain participants receive instruction on proper pump assembly, usage,
cleaning, and storage, and their responsibilities for handling and returning loaned breastfeeding
equipment.

The risk of liability requires that the WIC High Risk Counselor and/or staff trained in lactation
management coordinate the issuance of pumps to participants.

c) WIC Breast Pumps, Breastfeeding Aids, and Issuance Guidelines — (See Program Manual Section IX: Nutrition
Education/Breastfeeding Promotion & Support; Subject: Breast Pumps and Breastfeeding Aids)

Issuance Guidelines for Breast Pumps and Breastfeeding Aids

Pumps/aids should be provided to WIC postpartum participants based on individual need and requested
support, not as an inducement to consider or to continue breastfeeding. To ensure cost effectiveness and
maternal self sufficiency, local agencies must provide instruction on hand expression to all lactating
mothers (written materials and instructional videos are available). Most women find hand expression
helpful to relieve normal engorgement or to handle situations when they are without their infant and
need to express milk.

Generally, pumps/aids are provided to mothers who are having difficulty establishing or maintaining an
adequate milk supply due to maternal/infant illness; mother/infant separation (such as hospitalization or
a return to work or school); or maternal temporary breastfeeding problems, such as severe engorgement.
Experts suggest that providing pumps to all breastfeeding women regardless of need may have the
unintended effect of discouraging breastfeeding. This practice may give breastfeeding women the
impression that special equipment is needed to express milk and, thus, reinforce inadequacy and
contribute to a lack of confidence.

Indications for Use and Guidelines for Issuance of Breast Pumps

i. Guidelines for Hospital Grade (Heavy Duty) Electric Pumps
Most women, in normal circumstances, can breastfeed to one year or beyond without pumping their
breast milk. However, some women need to use a breast pump to maintain lactation or to relieve a
medical problem. Because there may be a limited number of hospital grade electric pumps, priority is
given to mothers who have a medical need or a breastfeeding challenge to maintain her milk supply, such
as:

AN

Infants with an ineffective suck or unable to nurse because of prematurity; respiratory or cardiac
problems affecting endurance; disorders of the oral or gastrointestinal structures

Latch on problems/breast rejection

Mastitis/breast infections

Mother on medication contraindicated for breastfeeding

Separation from infant (i.e., mother or infant hospitalized)

Mother of multiples

Mother returning to work or school

Acute engorgement not resolved with standard treatment (i.e., increased feedings, warm soaks,
manual expression)

Severely sore or cracked nipples

Infants with breast milk jaundice

Abrupt weaning

AN NN Y VR R N
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Note: This list is not inclusive of all potential breastfeeding challenges and, therefore, the conditions for which
a pump is loaned are left up to the discretion of the WIC High Risk Counselor or staff trained in lactation
management.

ii. Guidelines for Single-user (Personal) Electric Pumps
Single-user electric pumps are available for breastfeeding mothers who need help maintaining milk supply
and who have expressed genuine interest in breastfeeding exclusively for a goal of one year (use WIC
Breast Pump Questionnaire to aid in decision making.) The two primary goals of this type pump issuance
are:

v" To help WIC mothers maintain adequate breast milk production so that no formula is heeded for the
infant.
v" To reduce the time and cost of WIC staff to follow up on loaned pumps for lower risk situations.

A mother receiving the single-user pump must already have a well-established milk supply. The following
circumstances may warrant issuance of this type of pump:

v' Mothers who are separated from their infant for at least 6 consecutive hours on a regular basis for
reasons such as returning to work or school or sharing custody of an infant. The separation would
require having to pump an average of at least twice a day.

v' Mothers of multiple infants.

v' Mothers of infants with physical or neurological impairment such as weak suck, uncoordinated
suck/swallow pattern, inability to suck, or inability to latch on to the breast.

Mothers are candidates for a single-user pump if they will receive the exclusively breastfeeding food
package and no formula from WIC at the time of pump issuance. The single-user pump will typically not
be issued to a mother who is already receiving formula for her infant. The exceptions may be a mother of
multiples, where one infant receives formula and the other doesn’t, or an infant with a medical condition
that requires a supplement and the mother intends for her milk to be the primary source of nutrition for
her young infant. If a mother reports offering formula, either from WIC or another source, offer to loan
her an electric or pedal pump instead of the single-user pump.

Contact your nutrition consultant if you have additional questions about whether or not to issue a single-
user pump.

v' Additional Information for Issuing the Single-User Pumps

- Asingle-user pump cannot be issued to a mother who currently borrows a WIC electric loaned pump.

- Asingle-user pump can be issued upon return of the loaned WIC electric pump if the mother meets
the single-user pump issuance criteria listed above.

- If appropriate, staff should encourage mothers who receive the pump to offer their employer or a
school administrator a Breastfeeding Support Letter (available from WIC Materials Order Form). The
letter is to acknowledge the worksite/school’s ability to support the mother’s need to regularly
express, collect, and store her milk.

- If amother has been issued a single-user pump and later requests formula supplementation, staff
must refer the participant to the WIC High Risk Counselor or staff trained in lactation management
for counseling. The WIC staff will discuss with the mother her reasons for wanting to supplement with
formula to determine if supplementation is the best solution to her need or if other support can be
provided. If the infant is to receive formula, staff must follow the guidelines for breastfed infants
listed in the Colorado WIC Program Manual, Clinic Procedures section. The mother should be
encouraged to continue using the pump for as long as it is supportive.
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- A mother who receives a single-user pump should not receive another pump for a future infant
unless there are special circumstances warranting an exception to this guideline. The expectation is
that the pump could be used with her next infant.

- The mother should be encouraged to keep her pump. Remind mothers that the pumps are for one
user only and should not be resold, or even intended to be sold, lent, or shared with others. The
pump has an internal diaphragm that cannot be removed, replaced, or fully sterilized. Each single-
user pump should be labeled with a “not for resale” and “single-user only” statement (e.g., written
with a permanent marker on the bottom). Provide written information about the risks to sharing
breast pumps. Mothers can receive an additional collection kit with future WIC infants.

jii. Guidelines for Pedal Pumps
The pedal pump is an ideal low-cost alternative for women who are frequently or occasionally separated
from their infants. The pump may be loaned for the following reasons:

v" Mothers, for whom an electric breast pump is indicated, but have no access to an electric pump or
electricity.

v Women who work or go to school

v Women who are frequently or occasionally separated from their infants.

iv. Guidelines for Manual Pumps
The Colorado WIC Program provides two types of manual pumps: one-handed and two- handed. Women
who desire a pump for convenience or to help alleviate a minor problem may benefit from a manual
pump, for reasons such as:

v" Normal engorgement
v' Occasional separation from baby for social events, meetings, etc
v" Working less than 20 hours a week/ or in school with a flexible schedule.

V. Allowable and Non-Allowable Pumps/Aids

When a local agency chooses to purchase breast pumps or aids with WIC funding these must be listed
under “Allowable Pumps/Aids.”

Allowable Pumps/Aids Non-Allowable Pumps/Aids
*  Electric breast pumps +  Battery operated or mini-electric pumps
*  Pedal breast pumps *  Breast shields
*  Collection kits for electric or pedal breast *  Nursing pads
pumps
*  Manual breast pumps *  Nursing bras
*  Breast shells *  Topical creams, ointments, vitamin E, other medicinal
*  Nursing supplementers (e.g., SNS) *  Foot stools

* Infant pillows

*  Nursing blouses

*  Carrying bags
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a. WIC Breast Pump Standard Visit Protocols - (See page 7 of the Nutrition Education Counseling Guide

General Information Section)

1. Complete BF Equipment panel, scan ID, obtain signature.

2. Client must read and sign and take a paper copy of the Breast Pump/Aid Release Form.

3. Demonstrate how to assemble, use and clean/sterilize the breast pump/parts (can use video/DVD).
4. Explain safe handling and storage of human milk.

5. Manual expression of breast milk.

6. Develop a pumping plan based on mother’s individual situation.

7. Borrowing/sharing pumps

8. Who to call for help/questions

9. Refer to RD/RN/LMS for Breastfeeding Complications.

10. Refer high risk to RD/RN for counseling. If RD/RN not available, provide general counseling and

pamphlets (if appropriate) and schedule with RD/RN within one month.
11. Provide referrals as needed.
12. Assist participant in setting goals.
13. Issue Fls.
14. Schedule next appointment.
15. Document nutrition education including:
v" Completion of Nutrition Education noting nutrition education covered and pamphlets
provided.
v' Completion of Care Plan noting participant goal(s), plan (if indicated) and any additional client
comments, follow-up on previous goals and referrals, assessment, counseling provided.

b. Breast Pump Order and Issuance Forms — (See Program Manual Section IX: Nutrition

Education/Breastfeeding Promotion & Support; Subject: Breast Pumps and Breastfeeding Aids)

. Ordering
Local agencies order pumps through a centralized ordering process at the State WIC Office.
Pump orders are processed quarterly (January, April, July, and October). Local agency WIC
representatives fax or email their Medela Breast Pump Order Form/ Confirmation of Goods
Received (see pages following this section) to the State WIC Office on or before the due date
outline in the quarterly reminder email sent to LA pump representatives. Approval by the local
agency WIC director is necessary to process the order. This form is included on the CO WIC
Program Materials Order Form. Breast pumps and kits will be shipped directly to the local
Program.

. Tracking and Inventory
Local Agencies maintain a serialized inventory of the following loaned breast pumps in the
Compass computer system;
v" Hospital Grade (Lactina Select, Lactina Plus) Electric Pumps
v" Hospital Grade (Symphony) Electric Pumps
v" Pedal Pumps

Upon receipt of breast pumps and other items, inspect them for damaged boxes, ensure correct
type and quantity. Once the type and quantity are verified, sign the Order Form and fax it to the
State WIC Office. This verification is necessary before the State WIC Fiscal Officer pays the
supplier.

Local agency WIC staff affixes an asset tag to the types of pumps listed above and on the cases
for tracking purposes. The asset tag includes a unique identifying number and the State WIC
telephone number. Request asset tags from the State WIC Fiscal Officer. Affix a label on each
electric and pedal pump and electric pump case stating who to contact if the pump is found. The
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WIC agency’s name, address, and telephone number should be included on the label. Mailing
labels work well sealed with packing tape.

In Compass, add each new pump to the clinic’s pump inventory in the Serialized Inventory
section under Operations. When entering a pump into the clinic’s pump inventory, enter the
serial number provided by the manufacturer for Lactina and Symphony pumps. Because Pedal
pumps do not have a serial number, enter the asset tag number.

PUMP/AID LOAN LOG
Agency Chinic
Type of Pump/Aid (if electric, serial #)
Date Date | Person Issuing Participant's Name, ID and Reasan for Issuance | Reason | Follow-up | Expected Additional Comments
Issued | Returned |

| Phone # ’ Returned Dates Return

Date

1AWICCommon \FORMS \#38 Pump/Ad Loan Log

Participants with an electric pump who transfer to another local WIC agency

The goal is for mothers to have access to an electric pump when it is her main means of
building/maintaining a milk supply. The preferred situation when a mother transfers agencies is for the
mother to return the pump to the original clinic and for staff to work with the new clinic staff to be ready
to provide the same type of pump when the mother arrives. This provides ease for tracking and inventory
in Compass. However, if the mother transfers to a new clinic and doesn’t return the pump, the new clinic
should provide a replacement pump and return the originating agency’s pump to the clinic where it was
issued. This requires some effort to arrange for the pump to be transported or mailed to the original
clinic.
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Electric pumps are costly. Careful attention must be given to maintaining, securing, and the inventorying
all equipment. All electric pumps not on loan must be kept in a locked cabinet or locked room at the clinic.

c. Issuance Criteria
Electric pumps should only be loaned to participants who have demonstrated they are reliable and who
you would be able to locate if necessary (e.g., they keep appointments; they are not frequently changing
their residence).

i.  Procedures for Issuing Pumps/Aids

*  WIC staff should use the Breast Pump Questionnaire (order from WIC Materials Order Form)
when working with participants to determine the best pump for their situation. (The Breast
Pump Questionnaire/Key is a tool to help staff determine if a pump is needed and, if so, to help
identify the most appropriate type, i.e., manual, pedal, loaned, or given an electric). Staff must
document the type of pump issued and reason for issuance in the BF Equipment panel in
Compass.

*  WIC staff trained in lactation management must demonstrate how to assemble, use,
disassemble, and clean the breast pump/aid (this includes manual, pedal, electric pumps and any
aid offered), and explain and provide written instructions on safe handling and storage of
expressed breast milk to the pump recipient. Pedal pumps have instructional booklets that must
remain with the pump. The collection kits for the electric pumps have an information sheet that
must accompany the pump. For the electric pump, a video/DVD demonstrating its use is
available (in English and Spanish) and can be reviewed in the clinic and/or loaned with the pump.

+  Each participant must read the State’s Breast Pump/Aid Release Form (see copy following breast
pump policies) and sign the signature pad assuming responsibility before leaving the clinic with
any type of pump/aid. If unable to capture a signature on the pad, scan the State’s Breast
Pump/Aid Release Form into Compass or keep a copy in a central file. A copy of the Breast
Pump/Aid Release Form should be provided to the participant with the return date and who to
contact with questions.

ii. Special instructions for issuance of loaned pumps (hospital grade electric and pedal) (serialized
inventory)

*  Allloaned pumps are considered serialized inventory.

*  Complete the Breastfeeding Equipment panel for each participant who is loaned a breast pump.

*  To assist agencies in tracking electric and pedal breast pumps, it is imperative that staff log each
pump’s loan status, including the return date, the date returned, and at least two alternative
contacts, including name, phone number, and address in Compass on the Breastfeeding
Equipment panel.

*  The period of time a breast pump is loaned should be individualized and monitored closely. The
participant should be contacted within 24-72 hours of pump issuance and regularly thereafter to
determine if there are any questions on how to use the pump and to determine if there is
continued need for the pump. Depending on the situation for which a pump was needed (e.g.,
severely cracked nipples, infant with poor weight gain), the WIC High Risk Counselor or staff
trained in lactation management may need to contact some women with breastfeeding
problems within 24 hours to provide support and to ensure milk transfer is occurring. Follow up
should occur as frequently as necessary thereafter until the problem is resolved. Follow up
should be documented in the Compass Participant Care Plan.

* Ifthe pump is kept longer than the expected return date, the WIC High Risk Counselor or staff
trained in lactation management should review the need and if applicable, update the return
date in Compass on the Breastfeeding Equipment panel and document follow up in the
Participant Care Plan. Because of the limited number of pumps, pumps used solely for medical
problems should be returned as soon as the need is resolved.
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*  Participants should be contacted on a monthly basis to assess their pump needs. The contact
date on the Breastfeeding Equipment panel should be updated each month for the following
month. The Breastfeeding Equipment Due report in Compass can be used to track loaned pumps.
Pumps are visible on the report if the due date/next contact date is the current month or past
due.

*  When a pump/aid is returned, record the date and the reason for return (e.g., problem resolved)
on the Breastfeeding Equipment panel.

*  Participants loaned an electric pump should be issued only one month’s worth of food
instruments for the first three months. Thereafter, the WIC High Risk Counselor or staff trained in
lactation management may decide to issue two or three months worth of food instruments to
reduce a barrier for mothers who have challenges making frequent WIC appointments. Staff
members still need to contact the mother monthly by phone to assess the need for the pump.

iii. Special instructions for issuance of the single-user electric pump (non-serialized inventory)

+  Using the Colorado WIC Breast Pump/Aid Release Form, staff should check “WIC-In Style” and
cross out the second set of responsibilities listed under “For loaned electric and pedal pumps:” as
these only pertain to the loaned pumps.

+  Staff should encourage the mother to complete and mail the manufacturer’s warranty card.
This is extremely important should a pump have a problem during the warranty period. Mothers
reporting a broken or defective pump are responsible for contacting the pump manufacturer
themselves for repair or replacement.

*  Follow up: WIC staff should follow up with the mother within 72 hours of pump issuance and at
subsequent follow-up visits to answer any concerns about the pump and breastfeeding in
general. Document this brief follow-up in the Compass Participant Care Plan.

iv. Care for Electric and Pedal Breast Pumps
*  Loaned electric and pedal breast pumps are to be cleaned when returned to the clinic after the
loan to a participant. Make sure pumps are unplugged while cleaning.
*  Clean pumps as described:

- Wear gloves.

- Apply cleaning solution (standard Bleach Solution: Mix bleach by using 1 part bleach and 9
parts water to make a 1:10 dilution, this solution is not stable and must be mixed fresh each
day and discard after use) with a soft cloth. Leave solution on the pump for 30-60 seconds
then rinse thoroughly with clean water.

v. Repair - If an electric breast pump needs repair:

For Pumps under Warranty:

*  Contact State WIC Office to verify Warranty.

*  Contact Medela at 1-800-435-8316 to request a repair return authorization number.

*  Advise Medela that you have a Warranty Repair

*  Forward return authorization number, along with pump serial number to the State WIC Office for
recording of service on the pump.

*  Ship the pump*, as instructed by Medela, to the Medela factory for repair.

For Pumps No Longer Under Warranty:

*  Contact State WIC Office to request approval for repair.

*  Contact Medela at 1-800-435-8316 to request a repair return authorization number.

*  Contact the State WIC Office with the pump serial number, repair return authorization PRIOR to
shipment.
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*  Notify the State WIC Office upon return of the repaired pump to confirm receipt.

*NOTE: Ship pumps without their cases unless a pump is contaminated. Medela has specific shipping
instructions for pumps contaminated with insects or bacteria. Ship infested pumps in the case
regardless of Medela’s instructions. Follow this procedure to avoid additional cost. If a case is not
returned by Medela, the local agency may order a replacement.

vi. Procedures for Recovering a WIC-owned Electric Breast Pump
WIC benefits cannot be denied to a participant for failing to return a pump. If an electric breast
pump is not returned or cannot be located, staff should do the following:

+  Attempt to reach the participant and relatives/friends (referrals) listed on the Breastfeeding
Equipment panel in Compass. Document all attempted contacts in Compass under Comments/Alerts
of the participant’s file.

*  Contact the State WIC Office with the pump serial number to obtain the depreciated value of the
pump.

+ Ifthe missing pump is determined to have no monetary value (the pump has depOreciated over 6-
years), it is up to the Agency/Clinic(s) to determine if pursuit of the pump should be continued. (Ifa
pump has S0.00 depreciated value, is it cost effective for an Agency/Clinic to continue pursuit of the
missing pump).

* If phone call contact attempts are unsuccessful, send a certified letter to the participant and contacts
listed in Compass. Notify them if the pump is not returned promptly local authorities may be
contacted.

+  Depending on the pump’s depreciated value, agency/clinics will determine whether to request
assistance from local law enforcement. Many missing pumps are returned when local law
enforcement makes contact with the participant; however not all local law enforcement will act on
requests for assistance.

+ Ifthe pumps depreciated valued is still at/near purchase price, and cannot be recovered, contact the
State WIC Office for further instructions.

* If the pump is not returned, the participant may not be eligible for a loaned hospital grade pump in
the future. See Section IX: Nutrition Education/Breastfeeding Promotion & Support: Issuance Criteria.

vii. Offering Breastfeeding Aids

Breast shells and supplemental nursing systems are aids that may be provided to WIC participants as
needed. Local agencies desiring to offer these must use local WIC agency funds to purchase them.

e Issuance of Shells

Indications for use:

v" Sore nipples: worn over the nipples between nursings to minimize contact with clothing to
help healing process.

v" Flat or inverted nipples: worn to press around the base of the nipple to cause the nipple to
protrude. For prenatal use, shells are worn in the last month of pregnancy. It is imperative
that the mother gets permission from her obstetric care provider to wear shells as they can
trigger contractions of the uterus. For postpartum use, shells are typically worn for about 30
minutes before each feeding.

e Issuance of Supplemental Nursing Systems (SNS)

e SNSis a method to supplement a baby’s intake while at the breast. While the baby breastfeeds
they simultaneously receive expressed breast milk or formula via a small tube. The delivery of
milk to the infant increases the chances that the infant will stay at the breast and continue to
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suckle. Mothers receiving an SNS through WIC must be working closely with a hospital or
community lactation consultant to ensure each infant is receiving adequate nutrition for growth.

Indications for use:

Underweight breastfed infants

Low milk supply

Re-lactating mothers

Mothers attempting to lactate for an adopted infant
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Colorado WIC Breast Pump/Aid Release Form

FOR WIC CLINIC USE ONLY
B Spring Express Manual Breast shells E Pumping plans
[J Harmony Manual [ Collection kit [ storage of breast milk
I Pedal ID # [J Supplemental Nursing System [ Breast pump/aid assembly
[ Loan Lactina Serial # [ Breast pumpjaid use
[ Loan Symphony Serial # [ Breast pump/aid cleaning
I WIC-in-Style [ Returning to work or scheol
[ Who to call for help
Issued by: - ‘ Follow-up date: |

Participant read and initial by each statement below:

— 1 have been glven the breast pump /aid marked above.

— The use of the pump /aid has been explained to me and | fully understand how to use it.

— For baby’s health, [ understand that this pump/atd is for my use only. Twill not give or sell this pump/aid to anyone or let
anyone else use It to avold cross-contamination.

—  lunderstand that the WIC Program, its employees, and the Colorado Department of Public Health and Environment are
not responsible for any personal damage caused by the use of this breast pump /aid or caused by information and
instruction provided by WIC staft.

For loaned electric and pedal pumps:

1 understand that this pump Is the property of the Colorado WIC Program and must be returned to the WIC office by the
following date: A
| understand that I will make and keep monthly appointments while 1 have the pump,

— lunderstand that [ am responsible to clean the pump (Le, wipe) before returning it to the WIC office or [ may be asked to
clean it upon returning the pump,
I will be responsible with this pump and return the pump in clean condition, [ will not smoke around the pump,

— 1 will contact the WIC office It I cannot return the pump on time or If | would like to use It longer.

— 1 'will report any loss, theft, breakage, or damage to the WIC Program immediately.
1 will contact the WIC Program If | move.

— If1don't return a loaned pump within 15 days of the date listed above, | understand the clinic will file a stolen property
report with local enforcement,
If1 fail to return the pump, | will replace it up to the value of the pump (maximum of $500 electric and $25 pedal).

WIC participant name - Print WIC ID number Date
WIC particlpant name - Sign Phone number Message number
Participant’s address:

Please list below, name, address, and phone number of local relative or friend not living with you: (at least 2)
1.

2.

3.

l('.all the WIC Program at if you have problems with this pump or need help with pumping.J
[ Breastfecding O Formula feeding OBoth Was the pump helpful to you? __yes __ no

Date Returned Participant Signature WIC Staff Signature

WIC &7

Gronwig Hlealihy Fandlios
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Medela Breast Pump Order Form

JanuaryO April0d JulyOd Octoberd
Complete order form instructions can be found on page 2

O Check this box if the Agency/Clinic{s) will not be ordering pumps this quarter. Please submit this form regardiess if you are pladng an

O Check this box to indicate Agency WIC Director authorizes the order. ordar for the quarier o aet (heck sppropriste bua).

Agency Name & Address Ship To Clinic Name & Address
Agency Nome: Employee Naome:

Street Address: Clinic Name:

Clty, State & 1IP: Stree! Adclress:

Phone Number: City, State & 1IP;

Emall Address: Phone Number:

aulamant
o men

Qty Item # Description Unit Sold As

| 0165C01 Lactina Select w/Case Each Each

| 6107170W | WIC Lactina Double Breastpump Ka | 20/Case | CaseONLY

| 8007085 Lactina Replacement Case ACCESSORY for Lactina Select ‘ Each Each

| 8100147 | Lactina Carrying Case Clips ACCESSORY for Lactina Select | Each | Each

| 8997001 | Lactina Hard Case Strap ACCESSORY for Lactina Sefect | Each | Each

| 57018W Personal Double Pump Advanced (Two-Phase) 3/Case Case ONLY

| o712 PodalPump WIC EXCLUSIVE | Each | Each

| 4707004 Pedal Pump Springs ACCESSORY for WIC Manual w/o Spring Each Each

; 8127017 VCom!on Cushion (handle cover) ACCESSORY for WIC Manual w/o Spring ‘ Each Each

| B67161W2 WIC Harmony Manual One-Handed Pump ‘ 20/Case Case ONLY
S mccessomies

| 67091 Lactina to Symphony Conversion Kit 10/Case Case ONLY

‘ 67090 Symphony to Lactina Conversion Kit 10/Case Case ONLY

| 6007080 Symphony Replacement Casa Each Each

87086 | 21 mm Breast Shield . 12/Case | Case ONLY

| 87077 27 mm Breast Shield 12/Case Case ONLY

E 8707§ 30 mm Breast iield ‘ 12/Case Case ONU

| 87094 36 mm Breast Shield ‘ 12/Case Case ONLY
|0 Persanal Fit Connectors ACCESSORY for Lactina Select | 12/case Case ONLY

Instructions

The State Office of the Colorado WIC Program processes (4) breast pump orders yearly.
These are the only opportunities your Agency/Clinic(s) will have to stock your Medela Breast Pump supplies.

AGENCY and CLINIC information is “auto fill” if the information on the previous page is completed.
Fax or email completed page 1 of this form to katie roby@state. co us or fax to 303-756-9926. Please submit one form for EACH
shipping address.

When orders have been received AND confirmad, please complete the Confirmation of Goods Received portion of this form (next page)
and e-mall to katle.roby@state.co.us or fax to 303-756-9926.

JIAWIC Common\FORMS\ 297 Pump Oxcler Form 6.
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Lactation Management for Woman and Infants with Breastfeeding Complications or Potential Complications —
High Risk (Definitions, Complications, Assessment, Counseling Points and Contraindications follow below.)

Definition
A breastfeeding woman with any of the following:

Severe breast engorgement

Recurrent plugged ducts

Mastitis(fever or flu like symptoms with localized breast tenderness)
Flat or inverted nipples

Cracked, bleeding, or severely sore nipples

Failure of milk to come in by 4 days postpartum

Tandem nursing (breastfeeding two siblings who are not twins)

Noukwne

Other conditions (described in this section), not defined in the nutrition risk factor criteria, that may impair
successful breastfeeding include mother:

e Age 16 years or younger

Consumes excess caffeine or herbal teas/herbs

Uses alcohol or drugs (refer to section on breastfeeding contraindications)

Breastfeeding multiples

Breast variations (surgeries, asymmetry)

Maternal medications

Returning to work

Other illness including: diabetes, systemic hypertension, pregnancy induced hypertension, PKU and
eating disorders

Background

Breastfeeding problems left unidentified or managed can place the infant and mother at risk for health
complications and lead to early breastfeeding cessation. Therefore, breastfeeding women with complications or
potential complications require immediate intervention by the RD/RN or lactation management specialist. If
these staff members are not available the day the problem is identified, the woman should be referred to her
primary care provider, lactation consultant, a hospital lactation program, a trained public health nurse or a
professional in the community with lactation management expertise.

Conditions that Contraindicate Breastfeeding or Require Medical Evaluation Before Breastfeeding is Permitted:

A. Women with active tuberculosis should refrain from breastfeeding or any other close contact with the infant,
due to potential transmission through respiratory droplets. Women with tuberculosis who have been treated
appropriately 2 or more weeks and who are considered not contagious may breastfeed. Drugs to treat the
disease are known to be secreted into human milk, however no harmful effects have been demonstrated.

B. A woman who is HIV-positive should be counseled not to breastfeed her infant since human
immunodeficiency virus has been found in human milk and can be transmitted through breastfeeding. (The
World Health Organization recommends that, in areas where infectious diseases and malnutrition are
important causes of infant mortality, mothers should be advised to breastfeed regardless of their HIV status.)
In the U.S., however, where the risk of mortality from infectious diseases and malnutrition is low, and where
safe and effective formulas are readily available, HIV-positive women should not breastfeed. Breast milk is one
of the four identified body fluids that have the potential to transmit HIV.
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C. Hepatitis is a viral infection of the liver that can cause fever, jaundice, anorexia, nausea, fatigue, and in some
cases, chronic liver disease. All hepatitis is not the same, as hepatitis can have many causes, with each type
differing in the method of transmission, incubation period, severity of illness, carrier state, possible
treatments and preventions, and long-term prognosis. The decision to breastfeed should be made in
conjunction with the mother's and the infant's health care provider and often warrants input from an
infectious disease expert. The three most common types of hepatitis are:

- Hepatitis A - Breastfeeding is permitted for the infant of a mother with hepatitis A who has received
gamma globulin.

- Hepatitis B - Breastfeeding is permitted for infants born to mothers with active disease or persistent
hepatitis B surface antigen (HBsAg) after the infant receives both hepatitis B specific immunoglobulin
(HBIG) and the first dose of the series of hepatitis B vaccine to eliminate any remote risk of transmission
by breastfeeding.

- Hepatitis C - Hepatitis C virus (HCV) has been found in the milk of HCV-infected mothers. Although
transmission of HCV by breastfeeding theoretically is possible, it has not yet been documented. The U.S.
Public Health Service does not consider maternal HCV infection to be a contraindication to breastfeeding
at this time. However, the decision to breastfeed should be made in collaboration with the infant's health
care provider.

D. Alcohol and drug abuse may be linked with poor parenting practices and with child neglect and abuse. Alcohol
and drug users may be reluctant or inattentive parents. Women who abuse alcohol, illegal drugs, marijuana or
certain prescription medications, should not breastfeed. Most maternally ingested drugs are transmitted to
breast milk. Some over-the-counter drugs may also cause reactions in the infant.

Intravenous drug abusers also have a high incidence of hepatitis and HIV, which can be transmitted to the
breastfeeding infant.

- Excessive alcohol consumption during breastfeeding is contraindicated and should be carefully
investigated due to a wide range of effects.

- Use/abuse of illegal drugs is a contraindication to breastfeeding. lllegal drugs are hazardous to the nursing
infant and to the physical and psychological well-being of the mother. Category 2 illegal drugs (as defined
by the Committee on Drugs of the American Academy of Pediatrics) contraindicated during breastfeeding
include: amphetamines, cocaine, heroin, marijuana (though currently legal in Colorado), and PCP or angel
dust.

E. Life-threatening maternal illness, such as heart or other organ failure, can contraindicate breastfeeding. For a
seriously ill woman, the metabolic burden of lactation may jeopardize her life and health. In each case of
serious maternal illness, the decision to breastfeed should be individualized and made in conjunction with the
mother's health care provider.
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Counseling on the Contraindications to Breastfeeding

» When a mother has a condition that contraindicates breastfeeding, encourage her to change her
behavior (alcohol and/or drug use) or, in the case of some medical conditions, avoid breastfeeding
altogether. A woman who is unable to change her behavior or condition should not be made to feel guilty.
Provide her with the information specific to her contraindicated condition or behavior, while remaining as
encouraging and positive as possible.

» Advise the mother to avoid drug or alcohol consumption while breastfeeding. A negative or threatening
tone usually has the opposite effect from that desired, making the mother defensive and resistant to
change. Inform her that alcohol and many drugs, including prescription, over-the-counter, and illegal
drugs can pass into breast milk and harm her infant. Advise the mother to inform their doctors that they
are breastfeeding, so medications can be prescribed that are not contraindicated.

» If the mother is using illegal drugs or alcohol, warn her of the dangers and refer her for further assistance.

Suggested Referrals

Breastfeeding Specialist: If there are problems with breastfeeding that cannot be solved by the WIC High Risk
Counselor, refer to a lactation consultant, a hospital lactation program, a trained public health nurse, or the
primary care physician.

Primary Care Provider, Nurse Practitioner, or Disease Specialist: When a mother has systemic illness and having
problems with breastfeeding that may be directly or indirectly related to her disease. Rapid weight loss in a mother
with diabetes or dramatically fluctuating blood pressure or edema in a woman who is hypertensive are two
examples when immediate referral is necessary. Also, a woman with HIV+, active tuberculosis, hepatitis, or taking
anticoagulants should be encouraged to maintain regular contact with her physician or health care provider. If she
does not have a primary care provider, she should be referred to one. Familiarity with providers who are able to
treat HIV, tuberculosis, and other systemic conditions is very important. By knowing available resources, referrals
can be more personalized, thus increasing the likelihood of follow through by the participant.

Breastfeeding Support Group: such as La Leche League, may be helpful for the new mother.

Public Health Nurse: The public health nurse may have additional information and can often assist with problem
solving and additional community resources. The nurse may be available for home visits as needed and can do
additional assessments and referrals.

Social Worker or Mental Health Worker: In some cases the family situation or the parent/child relationship may be
disordered or challenging that help is required from a mental health specialist to bring about change.

Substance Abuse Program: If substance abuse by the caregiver is involved refer to a substance abuse program.

Food Assistance Program: If needed, refer to food bank, Food Stamps or other food assistance programs.

Social Services: A referral to Social Services may be required if the cause of the low weight is believed to be a result
of neglect or child abuse.

Other: Head Start or daycare for help with care of an older child if the caregiver is overwhelmed and does not have
adequate time to provide care.

Discuss the reasons for follow-up visits to the WIC staff training in lactation management monthly or as needed.
More frequent follow-up may be indicated given the breastfeeding complication. Follow-up telephone calls may
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be appropriate in the days following the initial contact. It may also be appropriate to bring the breastfeeding dyad
back to the clinic within a few days following a visit.

- Continue to monitor indicators for adequate nutritional intake, including weight gain, number of feedings,
bowel movements and wet diapers.

- Provide praise and support for success with breastfeeding, as appropriate.

- Follow up with primary care provider or other referral as needed.

Infant Breastfeeding Complications or Potential Complications — High Risk

Definition
A breastfeeding infant with any of the following:

Jaundice

Weak or ineffective suck

Difficulty latching onto mother’s breast

Inadequate stooling (for age, as determined by a physician or other health care professional), or
less than 6 wet diapers

el .

Other conditions infants may have (described in this section), not defined in the nutrition risk factor criteria, which
may impair successful breastfeeding include:

Neuromuscular problems, including Down’s syndrome

Oral anatomic problems, such as cleft lip and/or palate
Excessive weight loss after birth and inadequate weight gain
Refusal to nurse

e Low-birth-weight

e Born prematurely

e  Born late-preterm

e  (Classic Galactosemia or Phenylketonuria (PKU)

Background

Breastfeeding problems left unidentified or managed can place the infant and mother at risk for health
complications and lead to early breastfeeding cessation. Therefore, breastfeeding infants with complications or
potential complications require immediate intervention by the RD/RN or lactation management specialist. If
these staff members are not available the day the problem is identified, the woman should be referred to her
primary care provider, lactation consultant, a hospital lactation program, a trained public health nurse or a
professional in the community with lactation management expertise.
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Counseling Points

Breast engorgement is over fullness in the breasts
resulting from hormone changes after delivery and
exaggerated by ineffective or irregular milk emptying.
All new mothers experience some breast fullness when
their milk comes in abundantly a few days after
delivery. The condition is usually temporary until milk
starts flowing freely and production adjusts to the
infant's demand and nutritional requirements. Mild
engorgement can usually be relieved with hand
expression.

Continued severe engorgement is often caused by
infrequent nursing and/or ineffective removal of milk.
With severe engorgement, massive breast congestion
occurs and the breast becomes hard, shiny, and painful
to the touch.

The problem is compounded when severe breast
swelling causes the nipple areola area to become
flattened and tense, making it difficult for the infant to
latch on correctly. The result can be sore, damaged

nipples and poor milk transfer during feeding attempts.

Worse yet, residual milk and excess pressure in the
breasts can quickly result in diminished milk supply.

When the infant is unable to latch on or nurse
effectively, alternate methods of milk expression are
necessary, such as using an electric breast pump.

COLORADO
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Occurs approximately 2 to 4 days after delivery. The mother
may complain of painful breast swelling and difficulty
latching her infant on to nurse.

Severe engorgement should be considered an urgent
problem, which rapidly can lead to diminished breast milk
supply if milk flow is not established quickly.

Assess whether the infant is nursing with appropriate
frequency and whether the mother has access to an electric
breast pump.

Engorgement can also occur anytime during the course of
breastfeeding if the mother allows her breasts to go an
inappropriately long interval without emptying. Examples
include mother-infant separations due to work or school, an
infant who sleeps all night without nursing, or a mother who
offers a bottle to her infant in place of breastfeeding.

Encourage the mother to nurse as frequently as
possible with the infant latched on correctly to
help reduce breast firmness enough to relieve
discomfort. This will require approximately
nursing 10 to 15 minutes on each side every 1-3
hours (counted from the beginning of one
feeding to the beginning of the next).

Other recommendations include:

(1) using moist heat on the breasts for 10
minutes before a feeding (applying a wash
cloth soaked in warm water or standing in a
warm shower);

(2) expressing some milk by hand or with a
breast pump to soften the nipple-areola
area and breast;

(3) gently massaging the breast from the outer
margins toward the nipple to help move
milk through the ducts; and

(4) applying cold compresses to the breast
after feedings to reduce swelling and pain.

If the infant is unable to latch on or nurse
effectively, alternate methods of milk
expression are necessary, such as using an
electric breast pump.




2. Recurrent Plugged Ducts
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Colorado WIC Program Nutrition Risk Manual

Assessment

2013
Page |31

Counseling Points

Recurrent plugged ducts can be a frustrating problem
for breastfeeding women. A clogged duct is a
temporary back up of milk that occurs when one or
more of the lobes of the breast don't drain well. A
tender, hard knot can form in the blocked duct system,
causing the surrounding area of the breast to feel full
and tender.

A clogged duct usually results from in-complete
emptying of milk due to: infrequent or skipped
nursings, severe engorgement, an over abundant milk
supply, consistently nursing on one breast only, overly
vigorous breast massage that traumatizes the tissues,
or wearing an overly tight bra or constrictive clothing
that prevents complete breast emptying.

Any lump that persists for days or weeks must be
accurately diagnosed to rule out the possibility of
malignancy.

COLORADO
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Inquire of mother about feeding frequency, the type of bra
she wears, other constrictive clothing, whether she has an
over-abundant milk supply, and whether the plugs occur in
the same breast or both breasts, whether a particular duct
system is frequently involved, and whether the problem
resolves completely between recurrences.

Encourage the mother to:

(1)

(2)

(3)

(4)

nurse more frequently and start several
consecutive feedings on the affected
breast,

apply moist, hot packs and gentle massage
or pressure applied to any tender knots to
help milk flow from the obstructed area,
nurse in different positions and with the
infant’s sucking directed toward occluded
ducts,

nurse at least 10 minutes per side; if the
breasts aren't well emptied, she should
pump or express enough residual milk to
become comfortable.

Elicit possible risk factors that predispose a
woman to recurrent plugged ducts and
encourage the mother to avoid such behaviors:

- an erratic feeding frequency,

- allowing the breasts to remain overly full,

- tight conventional or underwire bras,

- prolonged pressure on one area of the breast.




3. Mastitis
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Counseling Points

Mastitis is a breast infection that causes a miserable,
"flu-like" illness. A mother with mastitis may
experience the following symptoms: tenderness or
redness of the breast, flu-like symptoms, headache,
nausea, fever, chills, malaise or fatigue.

Factors that cause inadequate emptying of milk, such as
engorgement, a clogged duct, or an erratic feeding
schedule, can predispose a breastfeeding woman to
mastitis.

Infecting bacteria also can enter the breast through a
cracked nipple or duct opening to cause mastitis.

COLORADO
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Inquire about the presence and duration of signs and
symptoms, including breast pain and redness, fever, and
flu-like symptoms.

Ask about predisposing factors, such as a clogged duct or
cracked nipple.

Inquire about medication allergies, since the woman will
need treatment with antibiotics.

Encourage the mother to rest as much as
possible and continue nursing from both
breasts frequently.

She can begin on the unaffected side until her
let-down is triggered, then move the infant to
the affected breast until it is well emptied.

Moist hot packs applied prior to feeding may
help facilitate milk flow.

Recommend she call her physician so antibiotics
can be prescribed promptly to prevent the
development of an abscess.

Symptoms usually improve dramatically within
48 hours of beginning antibiotic therapy, and
treatment should continue for at least 10 days.




4. Flat or Inverted Nipples
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Counseling Points

Flat or inverted nipple/s do not protrude properly so

the infant may have difficulty latching on correctly to
nurse. However, this should not prevent women from
breastfeeding.

Appropriate interventions (use of a breast pump prior
to breastfeeding or wearing breast shells between
feedings) can improve nipple protractility, and skilled
help guiding an infant in proper breastfeeding
technique can facilitate correct infant attachment.
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Inquire about difficulties with latching the infant.

Determine whether the mother had a physical assessment
for flat or inverted nipples, and whether she has tried
wearing breast shells or using a pump prior to feedings.

If the infant has not been nursing well, assess whether
mother’s milk supply may have declined.

Flat or inverted nipples may interfere with
proper latch.

Instruct mother to compress the breast and
areola between two fingers or draw out the
nipple with an electric or manual pump before
each feeding to facilitate latch.

Usually pre feed pumping is necessary for only a
few days until the infant learns to attach
correctly.

Wearing a breast shell between feedings may
help make the nipple become more erect.




5. Cracked, Bleeding or Severely Sore Nipples
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Counseling Points

Cracked, bleeding, or severely sore nipples are most
often caused by improper infant positioning, latch on,
or suckling. Most women experience slight nipple
discomfort at the beginning of feedings during the first
3 -5 days of nursing. However, severe nipple pain, pain
lasting throughout feedings, or pain persisting beyond
one week postpartum is atypical and suggests the
infant is not positioned correctly at the breast.

Improper infant latch not only causes sore nipples, but
impairs milk flow and leads to diminished milk supply
and inadequate infant intake.

Other causes of severe or persistent nipple pain
include: mother not breaking suction properly before
removing the infant from the breast; inappropriate
breast care practices (i.e. washing nipples with soap or
antiseptic); excessive nipple moisture or excessive
drying; sensitive skin; infant tongue tie; overly vigorous
infant sucking; infant pulling tongue back with each
suck (causing "biting" effect); pro-longed non nutritive
sucking; engorgement contributing to improper latch
on; or mother pregnant or menstruating. Nipple
soreness is due to the infant not grasping sufficient
areola during latch.

Pain or skin trauma on the underside of the nipple may
result if the infant's lower lip is curled in while nursing.
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Assessment requires the direct observation of breastfeeding.

Evaluate the mother's positioning, the infant's latch
technique, evidence of the let-down reflex, and the quality of
infant sucking and swallowing.

Inquire about the mother’s nipple care practices, feeding
routines, history of yeast infections in the infant or mother,
the presence of open nipple cracks, infant tongue-tie, or the
use of a breast pump.

The cause of the soreness needs to be
determined in order to remedy the problem
and prevent it from recurring.

Review proper positioning and infant
attachment, frequency and duration of feeds,
and breast care, as appropriate.

Review the nutritional status of the mother,
focusing especially on protein, zinc, and vitamin
C, to assure adequacy for wound healing.

Reassure the mother that small amounts of
blood will not harm her infant. (Although
ingesting blood from a mother who is
seropositive with Hepatitis C may be of
concern. Have the mother discuss the risks
with her physician.)

Recommend the mother apply U.S.P. medical
grade lanolin or hydro gel dressings to her
nipples after nursing to prevent excessive
moisture loss and promote healing.

If an infection with yeast or bacteria is
suspected, refer the mother to her health care
provider for antifungal or antibiotic therapy.

When nipple pain is so severe that it interferes
with direct breastfeeding, suggest the mother
use an electric breast pump to maintain her
milk supply while her nipples heal.




Stabbing pain that persists after feedings and radiates
through the breast is often associated with Candida
infection of the nipples. Predisposing factors for yeast
nipples include: infant thrush, yeast diaper rash,
antibiotic treatment of infant or mother, or chronic
yeast vaginal infections in the mother.

Bacterial infection, such as Staphylococcus Aureus, also
can cause persistent or severe sore nipples. Staph
infection is most common when the nipple has an open
crack or the infant is less than 1 month old.
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6. Forty Years of Age or Older

Background
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Counseling Points

Older breastfeeding women are more likely to
experience fertility problems and perinatal risk factors
that could impact the initiation of breastfeeding.

Because evolutional breast changes can begin in the
late 30s, older mothers may have fewer functioning
milk glands than younger mothers, resulting in greater
difficulty producing an abundant milk supply.

Older mothers also may have less physical stamina to
meet the demands of breastfeeding, higher
performance expectations, or greater job and family
responsibilities that could interfere with feeding on de-
mand.
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Inquire about any pregnancy or perinatal complications,
other job and family commitments, and their expectations of
themselves regarding breastfeeding.

If an older mother chooses to breastfeed,
provide similar support and assurance given to
other participants.

If perinatal complications are anticipated,
prepare the woman for the possibility of using a
breast pump after delivery to initiate lactation.

Arrange for close follow-up after discharge to
assure that an adequate milk supply is
produced.

Help the mother prioritize other competing
demands in her life to enable her to breastfeed
often and get breastfeeding well established.
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Counseling Points

The failure of milk to come in by 4 days postpartum
may be a result of maternal iliness or perinatal
complications.

Onset of abundant milk production may be delayed in
these women, although a normal milk supply may
eventually be achieved.

Failure of a mother's milk to come in normally by 4 days
postpartum may place the infant at nutritional and/or
medical risk, making temporary supplementation
necessary.

It is rare that a mother is unable to establish a full milk
supply, due to illness or breast abnormalities.
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When a mother reports that her milk is not in by 4 days
postpartum, review the signs of lacto genesis, her
breastfeeding frequency, and medical problems that could
cause delayed onset of abundant milk production (e,g,
hypertension, edema, retained placenta, diabetes).

Inquire about the infant's birth weight, present weight, urine
and stooling pattern, evidence of jaundice, and intake of any
supplemental fluids.

Both mother and infant should be seen by the
lactation management special +/or RD/RN in
the clinic that day for a full assessment.

The evaluation will help guide appropriate
changes in feeding frequency or technique and
determine the need to begin donor human milk
(not available through WIC) or formula
supplementation of the infant.

Pumping after nursing may be suggested to
increase breast stimulation and emptying.

An infant feeding test weight procedure can be
performed to document the infant's intake of
milk during a breastfeeding. Refer the infant to
his or her health care provider and, possibly, to
a lactation consultant (at the hospital where
she delivered or in the community).




8. Tandem Nursing
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Counseling Points

Tandem nursing refers to breastfeeding two siblings
who are not twins. It requires a great deal of patience
and understanding on the mother's part to meet the
unique needs of two nursing children at different
developmental stages.

The older infant/child may compete for nursing
privileges, and care must be taken to assure that the
younger infant has first access to the milk supply.

The mother who chooses to tandem nurse will have
increased nutritional requirements to assure her
adequate milk production.
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Inquire about the nursing routines for both children.

Assess the mother’s diet and fluid intake and whether she is
getting adequate rest.

Inquire about the mother’s long-term breastfeeding plans. It
also is useful to assess the reaction of her family and friends
to tandem nursing and identify her sources of support.

The mother who chooses to tandem nurse two
siblings who are not twins requires support and
understanding for her particular parenting style.

She will need to prioritize the nutritional and
comfort needs of two children at different
stages, without allowing herself to become
physically or emotionally depleted.

Encourage the mother to provide the younger
infant with preferential access to the breast and
to avoid using breastfeeding as her principal
means of meeting the intimacy needs of the
older infant/child.
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Counseling Points

Consumption of excessive amounts of caffeine derived
from coffee, teas, and cola beverages by the
breastfeeding mother are excreted into breast milk.

Symptoms of irritability and poor sleep patterns in the
nursing infant could develop as a result of the
accumulation of caffeine in the infant. Daily coffee
consumption of 1 to 2 cups by the breastfeeding
woman is unlikely to have a harmful effect on the
nursing infant.

Smoking has been shown to intensify the effect of
caffeine. Chocolate and cocoa containing theobromine
have been shown to have little effect on the infant
when consumed by the mother.

The increasing popularity of herbs and herbal teas
carries an increased risk of potential toxicity and liver
problems. While many herbal teas are safe, herbs
should be classified as drugs, and components in some
herbal teas may have undesirable effects on a breastfed
infant when consumed by the mother. Examples
include: licorice, comfrey leaves, sassafras, senna,
buckthorn bark, chamomile and some herbal tea
combinations, such as “Mothers Milk Tea.”

If any herbal product is reported, its contents should be
evaluated.
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Ask the mother specifically what and how much is being
taken or consumed. Include information about coffee, teas,
colas, and other sources of caffeine.

Try to ascertain the cultural significance of any herbal
preparations the mother uses.

Counsel the mother on the potential effects of
these substances on herself and her infant.

Encourage the mother to greatly reduce or
eliminate the consumption of excess caffeine
and herbs. In a friendly tone, be direct and
make positive statements whenever possible.
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Non-Nutrition Risk Factor Condition: Mother Less than 16 Years of Age
Background Assessment Counseling Points
Breastfeeding women less than 16 years of age have Assess the mother’s knowledge of breastfeeding routines, If a young mother chooses to breastfeed,
not completed their own growth and development her reasons for choosing breastfeeding, sources of provide praise, support and assurance that she
which places them at nutritional risk when lactating. breastfeeding support, her diet, fluid intake, and her ability can do so.
to rest.
The increased nutrient demands of pregnancy may Discuss the importance of getting sufficient rest
have already compromised the young woman's and an adequate diet and fluids.

nutritional status, and breastfeeding may further

deplete her nutrient stores. Inquire about the challenges the mother

perceives to attaining her breastfeeding goals.
Offer resources and support.

Be available as necessary to provide guidance
and support for her decision and to help her
prioritize her infant's needs.

Show her how to breastfeed discreetly and
explain pumping options to maintain her milk
supply if she must be separated from her infant
due to work or school commitments.
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Non-Nutrition Risk Factor Condition: Breast Variations (surgeries, asymmetry)
Background Assessment Counseling Points
Breast variations may affect breastfeeding if mothers Assess if the mother had a prenatal breast exam to screen for | Depending on the variation, encourage mothers
do not receive the support and information for success. | potential breastfeeding challenges. If variations exist to maximize early breast stimulation and
recognize that they represent a risk to lactation. drainage by pumping after feedings.
While minor breast asymmetry is normal, marked
differences may be linked with decreased milk Inform mothers about concerns but do not
production in the smaller breast. Other variations may predict a poor outcome that could become a
be as a result of breast surgeries, whether cosmetic self-fulfilling prophecy.
(augmentation or reduction) or diagnostic (e.g.
lumpectomy). Recommend mother visit infant’s health care
provider for close weight monitoring.
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Non-Nutrition Risk Factor Condition: Maternal Medications
Background Assessment Counseling Points
Virtually all lactating mothers will take one or more Assess that the mother is not taking cancer chemotherapy, Encourage mothers to ask their doctor,
medications during the course of breastfeeding. radioactive drugs, or drugs that suppress the immune whenever a medication is prescribed, if it is safe
system, or illicit drugs. These are harmful and considered for breastfeeding. If the medication is
Although all drugs are excreted to some degree in contraindicated in breastfeeding mothers. determined to not be compatible with
breast milk, most medications taken by nursing breastfeeding, recommend mothers inquire for
mothers actually are quite safe for breastfeeding another medication that is compatible with
infants because only minimal quantities of drug breastfeeding.

usually appear in milk. A host of drug properties
influence the amount that appears in breast milk. A
very helpful reference that is updated regularly is
Medications and Mother’s Milk by Thomas Hale, Ph.D
or Infant Risk Center www.infantrisk.org or by phone
806-352-2519, Monday-Friday 7am-4pm). Another
resource is Thomas Hale’s Breastfeeding and
Medications Forum (for health care professionals)
http://neonatal.ama.ttuhsc.edu/lact/
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Non-Nutrition Risk Factor Condition: Returning to Work

Background

Assessment
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Counseling Points

Employed women have been less likely to initiate
breastfeeding and they tend to breastfeed for a short
length of time than women who are not employed.

Colorado and Federal laws include provisions for
employers to provide workplace accommodation for
nursing employees.
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Assess how long the mother would like to breastfeed and
discuss the type of work she performs.

Assess if she will have ability to nurse infant at work; work
part time each day and not miss feedings; split her shift to
work two shorter time frames in a day; pump and save at
work; pump and dump; or not pump at work and attempt to
breastfeed when with the infant.

Encourage mother to work part time or a split
shift if feasible. Encourage her to discuss with
her employer prenatally her intention to
continue breastfeeding upon returning to work.

Discuss building an abundant milk supply and
expressing and freezing milk for the future.
Recommend introducing a bottle to her infant
once breastfeeding is going well.

Discuss child care options and the importance
of finding a suitable child care provider.
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Non-Nutrition Risk Factor Condition: Systemic lliness

Background/Counseling Points

For mothers with systemic illnesses, ask the specific diagnoses, medications being taken, current health status and on-going medical care:

. Mothers with diabetes should be offered the opportunity to breastfeed unless specific problems are present that prohibit successful breastfeeding. It is essential
that the mother with diabetes who breastfeeds understands that milk production requires additional calories. The insulin requirement usually decreases during
lactation. Alert mothers to the risk of hypoglycemia. Mothers with diabetes are more susceptible to infection and are at increased risk for developing mastitis and
yeast nipples. Reassure the mother that she is capable of breastfeeding successfully. Encourage her to follow her prescribed diet, drink adequate fluid, get
moderate exercise, and maintain close communication with her primary health care team.

. Mothers with systemic hypertension are usually treated with drugs. Some drugs are secreted in breast milk and may affect the infant, while others may suppress
milk production. In some cases, breastfeeding may help decrease blood pressure by relaxing the mother.

. Women with pre-pregnancy-induced hypertension (PIH) may deliver prematurely, and mother and infant often have significant perinatal complications.
Lactogenesis (milk coming in) may be delayed postpartum. PIH usually resolves within 48 hours of delivery.

. Mothers with PKU — Pregnancy and breastfeeding can be successful if strict dietary controls are begun before conception. Composition of milk is normal in mothers
whose PKU is controlled by diet.

(] Mothers with cystic fibrosis may have limited milk production due to low body fat, or they may lose excessive weight while lactating. Milk composition is normal in
mothers with cystic fibrosis.

(] Mothers with eating disorders may lack sufficient body fat to produce abundant milk. Those mothers with depression may take medications that are
contraindicated during lactation.
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1. Jaundice
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Counseling Points

Jaundice is a condition in which the skin, the whites of
the eyes, and the mucous membranes appear yellow
due to a substance, bilirubin, in the blood. Bilirubin is
produced as a result of the breakdown of hemoglobin
in red blood cells. It is carried through the blood to the
liver where it is processed, excreted into the
intestines, and eliminated in the stools. Jaundice
occurs when bilirubin accumulates in the blood
because red blood cells break down too quickly, the
liver does not process bilirubin as efficiently as it
should, or intestinal excretion of bilirubin is impaired.

More than half of all newborns develop visible
jaundice, which usually becomes apparent between 2
and 3 days of life and resolves by 7 to 10 days. The
slight degree of jaundice observed in many healthy
newborns is considered physiologic.

Jaundice is considered pathologic if:

- appears before 24 hours

- lasts longer than 1-2 weeks

- reaches an abnormally high level

- or results from a medical problem such as rapid
destruction of red blood cells, excessive bruising, liver
disease, or other illness.

Numerous studies confirm jaundice occurs more
frequently and with greater severity in breastfed
newborns.
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Jaundice in an infant may become evident within 2 to 10
days after birth. The infant appears to have a yellow
tinge to his or her skin, the whites of the eyes, and
mucous membranes. When jaundice occurs in an
otherwise healthy, breastfed infant, it is important to

distinguish breast milk jaundice from breastfeeding
jaundice and determine the appropriate treatment.

Breast Milk Jaundice

In the condition known as breast milk jaundice, the onset
of jaundice usually begins well after the infant has left
the hospital, 5 to 10 days after birth, and can persist for
weeks and even months. Early visits to the WIC clinic can
help identify and refer these infants to their primary
health care providers. Breast milk jaundice is a normal
physiologic phenomenon in the thriving breastfed infant
and is due to a human milk factor that increases
intestinal absorption of bilirubin. The stooling and
voiding pattern is normal (>4 yellow, seedy "milk”
stools/day and >6 clear voids/day). If the bilirubin level
approaches 18 -20 mg%, briefly interrupting
breastfeeding for 24 - 36 hours results in a dramatic
decline in bilirubin level.

Resumption of breastfeeding usually results in cessation
of the rapid fall in serum bilirubin concentration, and in
many cases a small increase may be observed, followed
by the usual gradual decline to normal.

Breast Milk Jaundice

Refer the infant with breast milk jaundice to the
infant's physician to determine if the infant needs to
cease breastfeeding to lower bilirubin levels. If it is
recommended the infant not breastfeed for 24 - 36
hours, provide an electric breast pump to maintain
the mother’s milk supply. The expressed milk can be
stored and fed at a later date; no need to discard.




Breast milk jaundice and breastfeeding jaundice are
two different forms of jaundice (discussed under
"Assessment") associated with the breastfed infant.

Jaundice in the newborn requires monitoring
because bilirubin is a toxin. If allowed to accumulate,
excessive bilirubin can be deposited in the tissues of
the body, especially the brain, resulting in brain
damage, hearing loss, cerebral palsy, and even death.

Furthermore, the underlying cause of jaundice needs
to be diagnosed and treated, if necessary, as jaundice
sometimes results from serious medical illness, such as
infection, liver disease, heart failure, severe anemia, or
hypothyroidism.

COLORADO
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Breastfeeding Jaundice

Breastfeeding jaundice is an exaggeration of physiologic
jaundice, which usually peaks between 3 and 5 days of
life, though it can persist longer. This type of jaundice is
a common marker for inadequate breastfeeding. An
infant with breastfeeding jaundice is underfed and
displays the following symptoms:

-infrequent/ineffective breastfeeding

-failure to gain appropriate weight

-infrequent stooling with delayed appearance of yellow
stools (prolonged passage of meconium)

-scant dark urine with urate crystals.

Improved nutrition and phototherapy if required, usually
results in a rapid decline in serum bilirubin
concentration.
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Breastfeeding Jaundice

The infant with breastfeeding jaundice should
continue to breastfeed. Optimize breastfeeding
technigue and routines to maximize infant intake.
Encourage the mother to frequently nurse the
infant, to wake a sleepy infant, and not to limit the
duration of feeds. Using an electric breast pump to
express residual milk after nursing may help to
increase the mother's supply. Weight checks should
occur twice weekly until the infant has regained the
birth weight or is gaining at least 1 ounce/day.




2. Weak or Ineffective Suck

Background
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Assessment
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Counseling Points

A weak or ineffective suck may cause an infant to
obtain inadequate milk with breastfeeding and result

in a diminished milk supply and an underweight infant.

Weak or ineffective suckling can be due to
prematurity, low birth weight, a sleepy infant, or
physical/medical problems such as heart disease,
respiratory illness, or infection.

Newborns who receive bottle feedings before
beginning breastfeeding or who frequently use a
pacifier may have trouble learning the proper tongue
and jaw motions required for effective breastfeeding.

COLORADO
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A weak or ineffective suck should be considered
whenever a breastfed infant is failing to gain adequate
weight.

The infant with an ineffective or weak suck must be
evaluated in person. The most productive assessment
often is observation of the infant at the breast. Sucking
evaluations are best performed by health care
professionals trained in lactation management or the
infant's physician.

An infant test-weighing procedure (weighing the clothed
infant before and after breastfeeding) can help identify
the nursing infant who sucks ineffectively and takes little
milk.

Since the condition may contribute to or be the
result of an insufficient milk supply, advise the
mother to use a breast pump to express any residual
milk after breastfeeding in order to increase her
milk supply.

As the mother's milk supply increases and the infant
becomes stronger, the infant's ability to suck will
improve.

In some cases, supplemental milk can be provided
simultaneously during breastfeeding, using a
feeding tube device (the Supplemental Nursing
System). This recommendation should be made
after consultation with a lactation management
specialist or the RD/RN.




3. Difficulty Latching onto Mother’s Breast

Background
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Assessment
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Counseling Points

Difficulty latching onto the mother's breast may be
due to flat or inverted nipples, breast engorgement,
incorrect positioning, ankyloglossia, oral abnormalities
or breastfeeding technique. Early exposure to bottle
feedings can predispose infants to "nipple confusion,"
or difficulty learning to attach to the breast correctly in
order to effectively extract milk.

COLORADO
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To assess difficulty latching on, observe breastfeeding.
Check the mother's positioning and latch technique to
ensure she allows the infant to open his or her jaw
sufficiently wide to grasp not just the nipple, but
approximately an inch and a half of surrounding areola.

If the mother has flat or inverted nipples, pumping for a
few minutes prior to feeding will increase nipple
prominence and may facilitate correct latch on.

To assess ankyloglossia, does the infant’s tongue extend
beyond the gums or lips or it may appear heart shaped
at the tip when extended.

Evaluation of the infant with difficulty latching on
needs to be done in person before counseling
occurs. The mother should be observed putting her
infant to breast to ensure she is using correct
technique. Many repetitions may be required to get
the infant attached successfully, particularly for the
inexperienced mother.

If problems with correct breastfeeding technique
are identified, then gentle encouragement and
demonstration of proper technique may be all that
is necessary.

If a mother has flat or inverted nipples or breast
engorgement that interferes with latch-on, briefly
pumping prior to feeding may be necessary to
elongate the nipples or soften the breasts. This is
usually required for only a few days.

If tongue appears “tied” refer to physician for
evaluation for clipping the tight frenulum.
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4. Inadequate Stooling for Age (as determined by a physician or other health care professional) or less than 6 wet diapers

Background

Assessment

Counseling Points

Inadequate stooling for age, less than 6 wet diapers
per day, excessive weight loss, and inadequate weight
gain are probable indicators that the breastfed infant
is not receiving adequate milk. The infant at risk for
failing to thrive, and the mother's milk supply is at risk
for rapidly diminishing due to ineffective removal of
milk.

The breastfed infant with inadequate caloric intake
must be identified early and the situation remedied
promptly to avoid long-term consequences of
dehydration or nutritional deprivation. Although
failure-to-thrive can have many etiologies, the most
common cause of inadequate weight gain in the
breastfed infant is insufficient milk intake as a result of
infrequent or ineffective nursing.

Inadequate breastfeeding can be due to infant
difficulties with latching on or sustaining suckling, a
non-demanding infant, excessive use of a pacifier, or
numerous other breastfeeding problems.

Performing an infant test-weighing procedure can help
confirm suspicions about inadequate milk
consumption during breastfeeding and determine
whether the "slow gaining" infant really is obtaining
sufficient milk. WIC staff (RD/RNs, educators,
breastfeeding peer counselors, LMSs and IBCLCs)
should not perform test weights rather staff should
refer infants who are not gaining well to their
physician.

COLORADO
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Inadequate stooling, less than 6 wet diapers per day,
excessive weight loss, and inadequate weight gain, may
be related to a number of breastfeeding problems.
Mothers should be encouraged to bring their infants into
the clinic within one week of delivery (ideally 2 - 5 days
postpartum), if resources are available. Weigh the
infant and inquire about the daily numbers of soiled and
wet diapers. It is important to understand the difference
between slow gainers and failure-to-thrive.

Infants who are slow gainers usually feed with
appropriate frequency, have a strong suck, have at least
6 wet diapers and multiple yellow seedy stools, and
remain bright, responsive, alert, and content.

Failure to thrive occurs commonly among breastfed
infants especially in the first six months of life. It often
resolves once solids and other liquids are added to the
diet. In some cases, failure to thrive occurs in previously
thriving breastfed infants, usually as a result of a
dramatic decline in the mother's milk supply. Common
causes of diminished milk supply include: a young infant
sleeping through the night; a mother returning to work;
a mother starting combination birth control pills
(Estrogen can inhibit established lactation); an infant
receiving solid foods that displace rather than
complement breast milk in the infant's diet, or maternal
illness such as mastitis.

An infant with excessive weight loss, inadequate
weight gain, inadequate stooling and/or less than 6
wet diapers per day needs immediate evaluation to
identify and remedy the cause. If the infant is
obtaining insufficient milk, not only will the infant
be undernourished, but the mother's milk supply
will rapidly decrease.

The infant may be an otherwise healthy, "slow
gainer," or may be having difficulty gaining because
of ineffective nursing, infrequent feedings, a low
milk supply, a poor let-down reflex or other feeding
problem.

Expain to the mother that let-down is a conditioned
reflex and that she should nurse her infant
whenever she perceives her milk letting down.
Using relaxation techniques and drinking fluids prior
to nursing can help stimulate the milk ejection
reflex.

Review proper positioning and appropriate
frequency and duration of feeds.

Encourage the mother to breastfeed or pump
frequently to maintain her milk supply and to get as
much breast milk into her infant as possible. The
mother can pump her breasts after feedings and use
any expressed milk she obtains to supplement her
infant's intake at the breast. Supplementing with
expressed breast milk or formula may be required to
achieve catch-up weight gain and maintenance
growth until the infant begins nursing more
effectively and the mother's milk supply increases.




The maximum acceptable weight loss after birth in
breastfed infants is 10%, but few babies lose this much
weight unless a breastfeeding problem is present.
When an infant loses > 7% from birth weight,
breastfeeding should be evaluated and appropriate
interventions suggested to improve milk intake.

Continued weight loss after the mother's milk comes
in suggests a problem with milk transfer from breast
to infant.

It is normal for an infant to lose some weight after
birth, but initial weight loss should be regained by two
weeks of age. By 4 to 5 days of age, breastfed infants
should start to gain about an ounce each day, or 5to 7
ounces each week. Most will surpass their birth weight
by 10 to 14 days.

Growth in the first 2 - 3 months of life should continue
at about one ounce per day, or 5 - 7 ounces per week.

COLORADO
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If the infant is apathetic, cries weakly, has strong
smelling urine with fewer than 6 wet diapers a day and
infrequent and/or few stools, he or she must be
assessed for failure -to- thrive. The infant should be
examined and the feeding routines evaluated to
determine frequency, duration, technique, and an
estimate of infant milk intake (preferably using infant
test-weighing procedure or pumped milk volume). The
presence of "breastfeeding jaundice," should be ruled
out.

Breastfeeding should be observed to assess rooting,
positioning, latch on, sucking and swallowing, use of a
nipple shield, and evidence of milk let-down. Look for
infant factors that interfere with effective nursing, such
as a receding chin, difficulty breathing while nursing,
repeatedly breaking suction, lack of coordination, or
failure to sustain sucking.

Discuss bottle use as infants may have trouble learning
to nurse after being given bottles or a pacifier.

Inquire about the mother's health. The mother's diet,
sleeping pattern, smoking habits, medication use, drug
or alcohol use, and medical conditions should be
reviewed. In addition, the emotional status of the
mother, and the psychosocial atmosphere in the home
should be evaluated. Her report of pre-feed breast
fullness, post-feed softening, evidence of the let-down
reflex, sore nipples and mastitis are pertinent factors for
inquiry.
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If ongoing pumping becomes necessary, the mother
will need encouragement and frequent contacts to
continue breastfeeding.

Discourage the use of pacifiers in breastfed infants
in the first month of life and for slow gaining infants.




Colorado WIC Program Nutrition Risk Manual

Non Nutrition Risk Factor Condition: Neuromuscular problems

Background

Assessment
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Counseling Points

Neuromuscular problems, such as Down’s Syndrome,
may result in ineffective suckling and inadequate
breastfeeding. Down’s Syndrome, or Trisomy 21, is a
chromosome abnormality resulting in mental
retardation and characteristic physical features,
including flat nasal bridge, protruding tongue,
up-slanted eyes, and short, spade-like hands.

The Down’s Syndrome infant may be extremely placid,
difficult to awaken or keep awake, and have low
muscle tone that result in poor suckling ability.

Because Down Syndrome infants are highly
susceptible to infections, the immune benefits of
human milk make breastfeeding particularly
advantageous to these babies.

With skilled guidance and patience, many of these
infants can learn to breastfeed effectively. Mothers
will probably need to use an electric breast pump to
express residual milk after feedings to maintain an
abundant supply until the infant is able to breastfeed
effectively.
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Neuromuscular conditions, including Down’s Syndrome,
are usually diagnosed prenatally or while the infant is in
the hospital. In a supportive hospital environment, a
mother can be provided accurate, practical information
about breastfeeding her infant.

Some milder cases may go undiagnosed until the infant
is brought to the clinic, with or without a feeding
problem.

Infants with Down’s Syndrome may initially appear to
suck well at the breast, only to develop feeding and
growth problems after discharge. Feeding difficulties and
poor weight gain can occur whether or not the infant is
breastfed. Switching a breastfed infant who is gaining
poorly to the bottle will not necessarily solve the
problem.

Observation of the mother's method of infant arousal
and her feeding techniques will help identify
feeding-related difficulties.

Ask the mother to discuss her feelings about her infant
to help identify underlying anxiety and depression that
may interfere with successful breastfeeding.

An infant with neuromuscular problems,
including Down’s Syndrome and other trisomies,
should be referred to a lactation consultant
when difficulties are observed. This mother will
need ongoing encouragement and guidance to
successfully breastfeed her infant.

Support the mother to breastfeed as long as
possible or to consider pumping her breasts to
supply her infant with her milk. Providing
expressed breast milk for her infant can be highly
rewarding to the mother as she sees her infant
thrive on her own milk.

If problems persist, the mother should not be
made to feel guilty if she decides to discontinue
breastfeeding. Nursing or pumping milk for an
infant with a neuromuscular problem can be a
trying experience.

Whatever feeding decision she makes, support for
the mother is critical, and she should be
commended for providing any breast milk for her
infant.
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Non Nutrition Risk Factor Condition: Excessive Infant Weight Loss after Birth or Inadequate Weight Gain

Background

Assessment

Counseling Points

Excessive infant weight loss after birth (greater
than1/2 pound weight loss or losing 8% to 10% of
birth weight), inadequate infant weight gain (not back
to birth weight by 2 weeks of age or gaining less than 5
to 7 ounces each week in the first 2 to 3 months of
life), inadequate stooling for age, and less than 6 wet
diapers per day are probable indicators that the
breastfed infant is not receiving adequate milk. Refer
to Condition, Inadequate stooling for age (as
determined by a physician or other health care
professional), or less than 6 wet diapers.

COLORADO
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Refer to Condition Inadequate stooling for age, (as
determined by a physician or other health care
professional), or less than 6 wet diapers.

Refer to Condition Inadequate stooling for age, (as
determined by a physician or other health care
professional), or less than 6 wet diapers.
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Non Nutrition Risk Factor Condition: Refusal to Nurse

Background

Assessment
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Counseling Points

An infant who refuses to nurse, can be frustrating to
the new mother. Evaluate the infant for
neuromuscular problems, jaundice, tongue-tie,
borderline prematurity, or other conditions.

Unexplained refusal to nurse may be inter-preted by
the mother as evidence of not having enough milk or
the infant's rejection of breastfeeding, causing her to
abandon nursing.

Initial refusal to nurse can be due to: flat or inverted
nipples; nipple confusion; incorrect positioning; infant
tongue thrusting; prematurity; hypotonia; or infant
illness.

The infant who previously nursed well, but now
refuses can be due to: diminished milk supply;
inhibited let down reflex; maternal foods flavoring her
milk; infant teething, earache, or nasal obstruction;
infant startled by maternal reaction to infant biting
nipple; maternal anxiety transmitted to infant; mother
starting her period; change in soap or perfume.

Infants who refuse to nurse should be evaluated for
specific medical conditions that can cause disorders of
sucking including: hypothyroidism, congenital heart
disease, respiratory distress, abnormalities of the
mouth including tongue-tie, cleft palate, cleft lip, or
neurological disorders. Such conditions may have been
overlooked in the hospital, particularly if no obvious
signs are present at birth.

COLORADO
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Refusal to nurse can be assessed by asking the mother to
nurse her infant while being observed in the clinic.

Reviews positioning of the infant during breastfeeding,
making sure that the infant is held close, air passages are
not blocked, and the mother is relaxed. Observe the
position of the mother's hand on the breast to make sure
it does not interfere with the infant's ability to grasp
sufficient areola. The infant should grasp the entire
nipple, plus about 1 to 1 % inches of surrounding areola,
keeping the lips flanged outward, not curled in.

Observe the maternal infant interaction during the
feeding, including presenting the breast, assisting the
infant to latch, and response of the infant to lower lip
stimulus.

Question the mother regarding the use of nipple shields,
evidence of milk let down, and possibility of nipple
confusion due to bottle supplementation.

Observe for tongue thrusting by the infant. Some infants
will push the breast out of their mouth many times but
will finally latch on when the milk lets down.

Hungry infants may be upset and screaming. A screaming
infant should never be put to breast, but first calmed.
Giving % to 1 ounce of expressed milk or formula by cup,
bottle, or spoon may settle the infant sufficiently to
resume attempts to breastfeed.

If the infant is extremely irritable and unable to be
calmed, the problem may be related to illness.

Mothers of infants who refuse to nurse should be
counseled about interpreting their infant's cues in
optimal positioning and latch-on technique.

Expressing some milk or colostrum onto the nipple
can entice a reluctant infant to latch on.

Encourage the mother to nurse in subdued
surroundings to minimize distractions if the infant
has difficulty settling down to nurse.

Mothers of infants who are not consistently
nursing well should be advised to regularly empty
their breasts with a breast pump to maintain a
generous supply. This will facilitate a mother's
efforts guiding her infant to nurse, as well as
provide expressed milk for her infant's feedings.
Refer the couple to the infant's primary health care
provider and to a lactation consultant.

Older infants who start refusing to nurse (nursing
strike) often will latch on and nurse in their sleep
and may continue breastfeeding after they
awaken.
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A clinic or home visit at 2 - 5 days postpartum is Question the mother about her diet to determine if any
important to detect such conditions. In addition, an foods may be causing an off taste in her milk or if she has
infant who refuses to nurse requires frequent weight changed soaps perfumes or creams that the infant may
checks and an interim feeding plan until effective be reacting to.

breastfeeding can be achieved.
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Non Nutrition Risk Factor Condition: Low Birth Weight, Premature, or Late-preterm

Background

Assessment
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Counseling Points

Low-birth-weight infants are those born weighing less
than 5 % pounds who may or may not be full term.

Premature infants are infants born less than 38 weeks
gestation. The infant's ability to breastfeed may be
dependent upon the gestational age and the presence of
medical factors. Even borderline premature infants (36 -
38 weeks) can have initial difficulty learning to breastfeed
effectively, although with skilled guidance, they can go on
to nurse well. Late-preterm infants are born 34-36 weeks
gestation and are less physiologically and metabolically
mature and make up over 70% of all preterm infants.

Very premature infants usually cannot be nourished by
milk alone. While expressed human milk provides many
essential nutrients and immune factors necessary for
healthy growth and development of premature infants, it
has been found to be limiting in some nutrients. Mother's
milk often is fortified with protein, vitamins, and minerals
for premature infant feeding.

Many preemies remain in the hospital for extended
periods of time, making breastfeeding on demand
impractical. A mother should be encouraged to provide
breast milk for her infant through use of a pump until the
infant is able to nurse. Mothers who provide expressed
milk for their premature infants say it helps them feel
connected to their babies.
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Premature and low-birth-weight infants may present
special problems. Optimum growth for the premature
infant is the growth curve he or she would have
followed if s/he had remained in the uterus until full
term.

Some infants may be sleepy and difficult to keep
aroused; this is common in premature infants who
have not reached their due date.

Medications given to the mother at delivery, and
shortly thereafter, may remain in the infant's system
or be passed through breast milk, causing the infant to
be placid.

Observing the mother's techniques for arousing and
feeding her infant will provide additional insight about
breastfeeding problems.

Assess the mother’s ability to use and benefit from an
electric breast pump.

Mothers of infants who are premature or weighing
less than 5 % pounds at birth should be counseled
on optimizing breastfeeding technique and
routines to maximum infant intake.

Counsel mother as she sees her infant thrive on her
own milk.

Congratulate the mother for her efforts to provide
her milk for her premature infant. Continue to
offer encouragement and support.

Nursing or pumping milk for an infant with a
neuromuscular problem can be a trying
experience. Whatever feeding decision she makes,
support for the mother is critical, and she should
be commended for providing any breast milk for
her infant.

A mother needs continued support and
encouragement to maintain her milk supply.
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Non Nutrition Risk Factor Condition: Classic Galactosemia

Background

Assessment
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Counseling Points

Classic galactosemia is a rare
hereditary disorder of galactose
metabolism. Human milk contains
high levels of lactose, which breaks
down to glucose and galactose.

Breastfeeding is contraindicated, as
the infant is unable to metabolize
galactose. A galactose-free diet is
essential to prevent rapid
progression of disease leading to
brain damage and death. Initially,
the diagnosis may be confused with
other conditions that cause
persistent jaundice, vomiting,
diarrhea, dehydration, or weight
loss.

Assessment is done using
laboratory analysis of the urine
and blood. A simple urine screen
can be done (not as reliable as
testing blood) and should be
obtained even if an initial
metabolic screen was done in the
hospital.

An infant seen in the clinic with
severe and persistent jaundice,
vomiting, diarrhea, dehydration,
and weight loss s/he must be
immediately referred to rule out
the disease. The infant with
galactosemia requires a special
formula and should not be

breastfed.

Non Nutrition Risk Factor Condition: Phenylketonuria (PKU)

Background

Assessment

Assessment is done using
laboratory analysis of the urine
and blood. A simple urine
screen can be done (not as
reliable as testing blood) and
should be obtained even if an
initial metabolic screen was
done in the hospital.

An infant seen in the clinic with
severe and persistent jaundice,
vomiting, diarrhea,
dehydration, and weight loss
s/he must be immediately
referred to rule out the disease.
The infant with galactosemia
requires a special formula and
should not be breastfed.

Counseling Points

PKU is a rare metabolic hereditary
disorder. The lack of the enzyme
that converts the amino acid
phenylalanine to tyrosine causes
phenylalanine to accumulate in the
blood. Without treatment, patients
develop severe mental retardation.
Other symptoms include
hyperactivity, a light complexion,
and eczema.

The aim of treatment is to limit
dietary phenylalanine intake to
amounts that permit normal
growth and development without
causing an accumulation in the
blood.
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Since human milk contains less of
certain amino acids, such as
phenylalanine, than cow’s milk,
partial breastfeeding is desirable
with supplement of a
phenylalanine-free formula.

Mothers of infants with
PKU required close
monitoring by a metabolic
specialist and a pediatric
dietitian.

WIC staff can support the mother
with encouragement and normal
breastfeeding support.
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Suggested Referrals

Lactation Specialist: If there are problems with breastfeeding that cannot be solved by the WIC High Risk
Counselor, refer to a lactation consultant, a hospital lactation program, a trained public health nurse, or the
primary care physician.

Breastfeeding Support Group: For example, the La Leche League may be helpful for the new mother.

Children with Special Health Care Needs Program: If the child needs evaluation or services from a pediatric
specialist, e.g., physician, speech therapist, occupational or physical therapist, dietitian, audiologist, nurse, or social
worker.

Public Health Nurse: The public health nurse may have additional information and can often assist with problem
solving and additional community resources. The nurse may be available for home visits as needed and can do
additional assessments and referrals.

Social Worker or Mental Health Worker: In some cases the family situation or the parent/child relationship may be
so disordered that help is required from a mental health specialist to bring about change.

Substance Abuse Program: If substance abuse by the caregiver is involved refer to a substance abuse program.

Food Assistance Program: If needed, refer to food bank, Food Stamps or other food assistance programs.

Social Services: A referral to Social Services may be required if the cause of the low weight is believed to be a result
of neglect or child abuse.

Other: Head Start or daycare for help with care of an older child if the caregiver is overwhelmed and does not have
adequate time to provide care.

Follow Up

Discuss the reasons for follow-up visits to the WIC nutritionist/nurse monthly or as needed. More frequent follow
up may be indicated given the breastfeeding complication. Follow-up telephone calls may be appropriate in the
days following the initial contact. It may also be appropriate to bring the breastfeeding dyad back to the clinic
within a few days following a visit.

- Continue to monitor indicators for adequate nutritional intake, including weight gain, number of feedings,
bowel movements, and wet diapers.

- Provide praise and support for success with breastfeeding, as appropriate.

- Follow up with primary care provider or other referral as needed.

IV. Compass Reports
A complete list of each Compass report and its description is located on Colorado WIC website in the Compass
section.

Reports commonly used by WIC High Risk Counselors follow:

1. High Risk Nutrition Education (located under Assessment & Education Reports)
1. Thisreportis used to track whether high risk participants have been seen within the appropriate
time frames.
2. Appointment Summary (located under Scheduler)

1. Appointment show rates (kept, no shows, reschedules, & cancelled.)

COLORADO
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V. Confidentiality of WIC Participant data - (See Program Manual Section VII -
Eligibility; Confidentiality and Release of Participant Information)
The protection of WIC participant data is governed by USDA Confidentiality regulations. Because the local
agencies contracted to provide WIC services are commonly governed by The Health Insurance Portability and
Accountability Act of 1996 (HIPAA) Privacy, Security and Breach Notification Rules, local WIC staff must
abide by both sets of rules. Please check with your supervisor to learn what this means to you, a handler of
WIC participant data.

VI. Mandatory Reporting - (See Program Manual Section IX: Nutrition

Education/Breastfeeding Promotion & Support; Subject: Documentation)

All local agency WIC staff persons are required to document any suspected instances of child abuse or neglect.
Per instructions from the Dept of Human Services, agency staff are encouraged to contact their county's
Human Services agency for exact instructions on reporting and to request training on the topic. The
Participant Care Plan should be used for WIC-related observations, verbal or written reports. All
documentation must be done in a professional manner as any WIC record can be used for legal purposes.
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101 Underweight (Women)

Definition/Cut-off Value

Underweight for women is defined as follows:

Category BMI
Pregnant Women Prepregnancy Body Mass Index (BMI) <18.5.
Non-Breastfeeding Women Prepregnancy or current Body Mass Index (BMI) <18.5.

Breastfeeding Women less than 6 Months
Postpartum

Prepregnancy or current Body Mass Index (BMI) <18.5.
Breastfeeding Women 6 Months Postpartum
or More

Current Body Mass Index (BMI) <18.5.
Note: A BMI table is attached to assist in determining weight classification. Also, until research supports
the use of different BMI cut-offs to determine weight status categories for adolescent pregnancies, the
same BMI cut-offs will be used for all women, regardless of age, when determining WIC eligibility (1). (See
Justification for a more detailed explanation.)

Participant Category and Priority Level
Category Priority
Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 1, IV, Vor VI

Justification

Underweight women who become pregnant are at a higher risk for delivery of low birth weight (LBW) infants, retarded fetal
growth, and perinatal mortality. Prepregnancy underweight is also associated with a higher incidence of various pregnancy
complications, such as antepartum hemorrhage, premature rupture of membranes, anemia, endometriosis, and cesarean
delivery (2).

The goal in prenatal nutritional counseling provided by WIC is to achieve recommended weight gain by emphasizing food
choices of high nutritional quality; and for the underweight woman, by encouraging increased consumption and/or the
inclusion of some calorically dense foods.

COLORADO
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The 2009 Institute of Medicine (IOM) report: Weight Gain During Pregnancy: Reexamining the Guidelines updated the
pregnancy weight categories to conform to the categories developed by the World Health Organization and adopted by the
National Heart, Lung and Blood Institute in 1998 (3). The reexamination of the guidelines consisted of a review of the
determinants of a wide range of short-and long-term consequences of variation in weight gain during pregnancy for both the
mother and her infant. The IOM prenatal weight gain recommendations based on prepregnancy weight status categories are
associated with improved maternal and child health outcomes (1).

Included in the 2009 IOM guidelines is the recommendation that the BMI weight categories used for adult women be used for
pregnant adolescents as well. More research is needed to determine whether special categories are needed for adolescents.

It is recognized that both the IOM cut-offs for defining weight categories will classify some adolescents differently than the
CDC BMi-for-age charts. For the purpose of WIC eligibility determination, the IOM cut- offs will be used for all women
regardless of age. However, due to the lack of research on relevant BMI cut- offs for pregnant and postpartum adolescents,
professionals should use all of the tools available to them to assess these applicants’ anthropometric status and tailor
nutrition counseling accordingly.

Weight during the early postpartum period, when most WIC certifications occur, is very unstable. During the first 4-6 weeks
fluid shifts and tissue changes cause fluctuations in weight. After 6 weeks, weight loss varies among women. Prepregnancy
weight, amount of weight gain during pregnancy, race, age, parity and lactation all influence the rate of postpartum weight
loss. By 6 months postpartum, body weight is more stable and should be close to the prepregnancy weight. In most cases
therefore, prepregnancy weight is a better indicator of weight status than postpartum weight in the first 6 months after
delivery. The one exception is the woman with a BMI of @18.5 during the immediate 6 months after delivery. Underweight at
this stage may indicate inadequate weight gain during pregnancy, depression, an eating disorder or disease, any or all of
which need to be addressed (4).

While being on the lean side of normal weight is generally considered healthy, being underweight can be indicative of poor
nutritional status, inadequate food consumption, and/or an underlying medical condition. Underweight women who are
breastfeeding may be further impacting their own nutritional status. Should she become pregnant again, an underweight
woman is at a higher risk for delivery of low birth weight (LBW) infant(s), retarded fetal growth, and perinatal mortality. The
role of the WIC Program is to assist underweight women in the achievement of a healthy dietary intake and body mass index.
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BMI Table for Determining Weight Classification for Women (1)

Underweight BMI <18.5 Normal Weight BMI 18.5- Overweight BMI 25.0- Obese BMI >30.0

24.9 29.9

Height (Inches)

58” <89 lbs 89-118 lbs 119-142 lbs >142 lbs
59” <92 Ibs 92-123 lbs 124-147 lbs >147 Ibs
60” <95 lbs 95-127 lbs 128-152 lbs >152 lbs
61" <98 lbs 98-131 lbs 132-157 lbs >157 lbs
62" <101 Ibs 101-135 lbs 136-163 lbs >163 Ibs
63” <105 lbs 105-140 lbs 141-168 lbs >168 lbs
64" <108 lbs 108-144 lbs 145-173 lbs >173 lbs
65" <111 lbs 111-149 lbs 150-179 lbs >179 Ibs
66" <115 lbs 115-154 lbs 155-185 lbs >185 Ibs
67" <118 lbs 118-158 Ibs 159-190 lbs >190 Ibs
68" <122 lbs 122-163 lbs 164-196 lbs >196 Ibs
69” <125 lbs 125-168 lbs 169-202 lbs >202 Ibs
70” <129 lbs 129-173 lbs 174-208 lbs >208 Ibs
71" <133 Ibs 133-178 lbs 179-214 lbs >214 Ibs
72" <137 Ibs 137-183 lbs 184-220 lbs >220 Ibs

(1) Adapted from the Clinical Guidelines on the Identification, Evaluation and Treatment of Overweight and Obesity in Adults.
National Heart, Lung and Blood Institute (NHLBI), National Institutes of Health (NIH). NIH Publication No. 98-4083.
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103 Underweight or At Risk of Underweight

(Infants and Children)

Definition/Cut-off Value

Underweight and at risk of underweight are defined as follows:

Weight Classification Age

Birth to < 24 months

103B Underweight
2-5 years
Birth to < 24 months

103A At Risk of Underweight

2-5years

Cut-off Value

< 2" percentile weight-for- length as
plotted on the Centers for Disease
Control and Prevention (CDC) Birth
to 24 months gender specific growth
charts (1).*

<5 percentile Body Mass Index
(BMI)-for-age as plotted on the 2000
CDC age/gender specific growth
charts (2).

> 2™ percentile and < 5" percentile
weight-for-length as plotted on the
CDC Birth to 24 months gender
specific growth charts (1).*

>5™" percentile and < 10™ percentile
BMiI-for-age as plotted on the 2000
CDC age/gender specific growth
charts (2).

*Based on 2006 World Health Organization international growth standards (3). For the Birth to <24 months
“underweight” definition, CDC labels the 2.3 percentile as the 2" percentile on the Birth to 24 months
gender specific growth charts. For more information about the percentile cut-off, please see Clarification.
Note: The Birth to 24 months and the 2000 CDC growth charts are available at: www.cdc.gov/growthcharts.
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Participant Category and Priority Level
Category Priority

Infants |

Children 1}

Justification

The CDC uses the 2.3rd percentile weight-for-length (for birth to 24 months of age) and the 5th percentile BMI-for-age (for 2-
5 years of age), as the cut-offs to define underweight in its Pediatric Nutrition Surveillance System (1, 2). However, CDC does
not have a position regarding the cut-off percentile, which should be used to determine at risk of underweight as a nutrition
risk in the WIC Program. At risk of underweight is included in this criterion to reflect the preventive emphasis of the WIC
Program.

A review of literature on weight-for-length or stature cut-off percentiles indicates that: a) many children at or below the 5th
percentile for weight are in need of nutritional intervention, and b) those at or below the 10th percentile may be at
nutritional risk and in need of preventive nutritional intervention, or at least further evaluation (4).

Weight-for-length/stature describes body proportionality and is sensitive to acute under nutrition, but can also reflect long-
term status (5). Physical growth delay is used as a proxy for the deleterious effects under nutrition can have on immune
function, organ development, hormonal function and brain development (6).

Implications for WIC Nutrition Services

Participation in WIC has been associated with improved growth in both weight and height in children (7). An infant or child
determined to be underweight at WIC certification should be monitored at regular intervals during the certification period, as
appropriate. Through client-centered counseling, WIC staff can assist families in making nutritionally balanced food choices to
promote adequate weight gain. Also, the foods provided by the WIC Program are scientifically-based and intended to address
the supplemental nutritional needs of the Program’s target population, and can be tailored to meet the needs of individual
participants.

In addition, WIC staff can greatly assist families by providing referrals to medical providers and other services, if available, in
their community. Such resources may provide the recommended medical assessments, in order to rule out or confirm
medical conditions, and offer treatment when necessary and/or in cases where growth improvement is slow to respond to
dietary interventions.
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1. Centers for Disease Control and Prevention. Use of World Health Organization and CDC
growth charts for children aged 0-59 months in the United States. MMWR 2010; 59(No.
RR-9). Available at:
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5909al.htm?s cid=rr5909al w.
Accessed September 2010.

2. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM, et al. CDC growth charts: United States.
Advance data from vital and health statistics; no. 314. Hyattsville, Maryland: National
Center for Health Statistics. 2000.

COLORADO
A Department of Public
. Health & Environment



http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5909a1.htm?s_cid=rr5909a1_w

Colorado WIC Program Nutrition Risk Manual 2013
Page | 67

3.  World Health Organization. WHO child growth standards: Length/height-for-age, weight-
for-age, weight for height and body mass index-for-age: Methods and development.
Geneva, Switzerland: World Health Organization; 2006. Available at:
http://www.who.int/childgrowth/publications/technical report pub/en/index.html.
Accessed September2010.

4. Food and Nutrition Information Center, National Agriculture Library. Update of analysis of
literature regarding cut-off percentiles for low weight for length in infants. Washington,
D.C.; February 5, 1991.

5. Sherry B. Epidemiology of inadequate growth. In: Kessler DB, Dawson P, editors. Failure to
thrive and pediatric undernutrition: A transdisciplinary approach. Baltimore: Paul H.
Brooks Publishing Company, Inc.; 1999.
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Clarification

The cut-off for underweight for infants and children < 24 months is 2.3; however, for ease of use, CDC labels it as the 2nd
percentile on the hard copy Birth to 24 months growth charts. Electronic charts should use the 2.3rd percentile as the cut-off.
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111 Overweight (Women)

Definition/Cut-offValue

Overweight for women is defined as follows:

Category Cut-off Value
Pregnant Women Prepregnancy Body Mass Index (BMI) > 25
Non-Breastfeeding Women Prepregnancy Body Mass Index (BMI) > 25

Breastfeeding Women less than 6 Months
Postpartum Prepregnancy Body Mass Index (BMI) > 25

Breastfeeding Women 6 Months Postpartum or
more Current Body Mass Index (BMI) > 25

Note: A BMI table is attached to assist in determining weight classifications. Also, until research supports
the use of different BMI cut-offs for adolescent pregnancies, the same BMI cut-offs will be used for all
women, regardless of age, when determining WIC eligibility (1). (See Justification for a more detailed
explanation.)

Participant Category and Priority Level
Category Priority
Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 1, IV, Vor VI

Justification

Maternal overweight and obesity are associated with higher rates of cesarean delivery, gestational diabetes mellitus,
preeclampsia and other pregnancy-induced hypertensive disorders, as well as postpartum anemia (2). Several studies have
established an association between obesity and an increased risk for hypertension, dyslipidemia, diabetes mellitus,
cholelithiasis, coronary heart disease, osteoarthritis, sleep apnea, stroke and certain cancers (1).

One goal of prenatal nutritional counseling is to achieve recommended weight gain during pregnancy. For the overweight
woman, emphasis should be on selecting food choices of high nutritional quality and avoiding calorie-rich foods, thereby
minimizing further risks associated with increased overweight and obesity.
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The 2009 Institute of Medicine (IOM) report: Weight Gain During Pregnancy: Reexamining the Guidelines updated the
pregnancy weight categories to conform to the categories developed by the World Health Organization and adopted by the
National Heart, Lung and Blood Institute in 1998 (3). The reexamination of the guidelines consisted of a review of the
determinants of a wide range of short-and long-term consequences of variation in weight gain during pregnancy for both the
mother and her infant. The IOM prenatal weight gain recommendations based on prepregnancy weight status categories are
associated with improved maternal and child health outcomes (1).

Included in the 2009 IOM guidelines is the recommendation that the BMI weight categories used for adult women be used for
pregnant adolescents as well. More research is needed to determine whether special categories are needed for adolescents.
It is recognized that the IOM cut-offs for defining weight categories will classify some adolescents differently than the CDC
BMl-for-age charts. For the purpose of WIC eligibility determination, the IOM cut-offs will be used for all women regardless of
age. However, due to the lack of research on relevant BMI cut-offs for pregnant and postpartum adolescents, professionals
should use all of the tools available to them to assess these applicants’ anthropometric status and tailor nutrition counseling
accordingly.

Weight during the early postpartum period, when most WIC certifications occur, is very unstable. During the first 4-6 weeks
fluid shifts and tissue changes cause fluctuations in weight. After 6 weeks, weight loss varies among women. Prepregnancy
weight, amount of weight gain during pregnancy, race, age, parity and lactation all influence the rate of postpartum weight
loss. By 6 months postpartum, body weight is more stable and should be close to the prepregnancy weight. In most cases,
therefore, prepregnancy weight is a better indicator of weight status than postpartum weight in the first 6 months after
delivery (4).

The percentage of adolescents who are overweight has increased rapidly and more than 60% of adults in the US are
overweight. Due to the significant impact that overweight and obesity have on morbidity and mortality, it is imperative that
every effort be made to identify individuals who are overweight and to assist them in achieving a more healthful weight. The
WIC Program is in a position to play an important role in helping to reduce the prevalence of overweight not only by working
with postpartum women on improving their own weight status, but also by helping them to see their role in assisting their
children to learn healthful eating and physical activity behaviors.
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BMI Table for Determining Weight Classification for Women (1)
Height (Inches) Underweight BMI < 18.5 Normal Weight BMI 18.5-24.9 Overweight BMI 25.0-29.9 Obese BMI > 30.0

58” < 89 Ibs 89-118 Ibs 119-142 Ibs > 142 lbs
59” <92 Ibs 92-123 lbs 124-147 Ibs > 147 Ibs
60” <95 Ibs 95-127 Ibs 128-152 Ibs > 152 lbs
61” <98 Ibs 98-131 Ibs 132-157 Ibs > 157 Ibs
62" <101 Ibs 101-135 lbs 136-163 Ibs > 163 Ibs
63” <105 lbs 105-140 Ibs 141-168 Ibs > 168 lbs
64" <108 Ibs 108-144 lbs 145-173 Ibs > 173 Ibs
65” <111 lbs 111-149 Ibs 150-179 Ibs > 179 lbs
66" <115 Ibs 115-154 lbs 155-185 Ibs > 185 Ibs
67" <118 Ibs 118-158 Ibs 159-190 Ibs > 190 Ibs
68" <122 Ibs 122-163 lbs 164-196 Ibs > 196 Ibs
69” <125 Ibs 125-168 lbs 169-202 Ibs >202 Ibs
70” <129 1bs 129-173 lbs 174-208 Ibs > 208 Ibs
71” <133 Ibs 133-178 lbs 179-214 Ibs >214 Ibs
72" <137 Ibs 137-183 lbs 184-220 Ibs >220 lbs

(1) Adapted from the Clinical Guidelines on the Identification, Evaluation and Treatment of Overweight and Obesity in Adults.
National Heart, Lung and Blood Institute (NHLBI), National Institutes of Health (NIH). NIH Publication No. 98-4083.
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113 Obese (Children 2-5 Years of Age)

Definition/Cut-off Value

Obesity for children 2-5 years of age is defined as follows:
Age Cut-Off Value

>95™ percentile Body Mass Index (BMI) or weight-
for-stature as plotted on the 2000 Centers for
2-5years Disease Control and Prevention (CDC) 2-20 years
gender specific growth charts (1,2) (available at:
www.cdc.gov/growthcharts).*

*The cut off is based on standing height measurements. Therefore, recumbent length measurements may
not be used to determine this risk. See Clarification for more information.

Participant Category and Priority Level

Category Priority
Children (2-5 years of age) 1]

Justification

The rapid rise in the prevalence of obesity in children and adolescents is one of the most important public health issues in the
United States today. The National Health and Nutrition Examination Survey (NHANES) from the mid-1960s to the early 2000s
document a significant increase in obesity among children from preschool age through adolescence. These trends parallel a
concurrent increase in obesity among adults, suggesting that fundamental shifts occurring in dietary and/or physical activity
behaviors are having an adverse effect on overall energy balance (3).

The causes of increased obesity rates in the United States are complex. Both genetic make-up and environmental factors
contribute to the obesity risk. Important contributors include a large and growing abundance of calorically dense foods and
an increased sedentary lifestyle for all ages. Although obesity tends to run in families, a genetic predisposition does not
inevitably result in obesity. Environmental and behavioral factors can influence the development of obesity in genetically at-
risk people (3).

BMI is a measure of body weight adjusted for height. While not a direct measure of body fatness, BMI is a useful screening
tool to assess adiposity (3). Children >2 years of age, with a BMI-for-age >85th and <95th percentile are considered
overweight and those at or above the 95th percentile, obese (4). Research on BMI and body fatness shows that the majority
of children with BMI-for-age at or above the 95th percentile have high adiposity and less than one-half of the children in the
85th to <95th percentiles have high adiposity (4). Although an imperfect tool, elevated BMI among children most often
indicates increased risk for future adverse health outcomes and/or development of diseases (5). BMI should serve as the
initial screen and as the starting point for classification of health risks (3).
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Use of the 95th percentile to define obesity identifies those children with a greater likelihood of being obese as adolescents
and adults, with increased risk of obesity-related disease and mortality. It is recommended that an obese child (95th
percentile) undergo a medical assessment and careful evaluation to identify any underlying health risks or secondary
complications (3). Obesity can result from excessive energy intake, decreased energy expenditure, or a medical condition
that impairs the regulation of energy metabolism. In addition, obesity in early childhood may signify problematic feeding
practices or evolving family behaviors that, if continued, may contribute to health risks in adulthood related to diet and
inactivity.

Implications for WIC Nutrition Services

The WIC Program plays an important role in public health efforts to reduce the prevalence of obesity by actively identifying
and enrolling young children who may be obese or at risk of overweight/obesity in later childhood or adolescence. When
identifying this risk, it is important to communicate with parents/caregivers in a way that is supportive and nonjudgmental,
and with a careful choice of words that convey an empathetic attitude and minimize embarrassment or harm to a child’s self-
esteem (4). In recognition of the importance of language, the 2007 American Medical Association Expert Committee Report
recommends the use of the terms overweight and obese for documentation and risk assessment only and the use of more
neutral terms (e.g., weight disproportional to height, excess weight, BMI) when discussing a child’s weight with a
parent/caregiver (3) .

BMl is calculated and plotted on growth charts at each WIC certification. However, growth charts are meant to be used as a
screening tool and comprise only one aspect of the overall growth assessment. A clinical assessment to determine if a child is
at a healthy weight is more complex. Weight classification (derived from the growth chart) should be integrated with the
growth pattern, familial obesity, medical risks, and dietary and physical activity habits to determine the child’s obesity risk (1,
5).

The goal in WIC nutrition counseling is to help the child achieve recommended rates of growth and development. WIC staff
can frame the discussion to make achieving normal growth a shared goal of the WIC Program and the parent/caregiver and
make clear that obesity is a medical condition that can be addressed (4). Parents/caregivers of children may need education
on recognition of satiety cues and other physiological needs that lead to crying, and ways to comfort a child (holding,
reading, rocking) other than by feeding. The foods provided by the WIC Program are scientifically-based and intended to
address the supplemental nutritional needs of the Program’s target population and can be tailored to meet the needs of
individual participants. Emphasis can be placed on promoting food choices of high nutritional quality while avoiding
unnecessary or excessive amounts of calorie rich foods and beverages, and reducing inactivity (like decreasing sedentary TV
viewing).

Beliefs about what is an attractive or healthy weight, the importance of physical activity, what foods are desirable or
appropriate for parents to provide to children, family mealtime routines, and many other lifestyle habits are influenced by
different cultures, and should be considered during the nutrition assessment and counseling (6). The following resources for
obesity prevention can be found at:

e  Fit WIC Materials: http://www.nal.usda.gov/wicworks/Sharing Center/gallery/foodfunfamilies.htm.
e  MyPryramid for Preschoolers: http://www.mypyramid.gov/preschoolers/index.html

In addition, WIC staff can greatly assist families by providing referrals to medical providers and other services, if available, in
their community. Such resources may provide the recommended medical assessments, in order to rule out or confirm
medical conditions, and offer treatment when necessary and/or in cases where growth improvement is slow to respond to
dietary interventions.
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Clarification

The 2000 CDC Birth to 36 months growth charts cannot be used as a screening tool for the purpose of assigning this risk
because these charts are based on recumbent length rather than standing height data. However, these charts may be used as
an assessment tool for evaluating growth in children aged 24-36 months who are not able to be measured for the standing
height required for the 2000 CDC 2-20 years growth charts.

12/2013

COLORADO
Department of Public
Health & Environment



http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5909a1.htm?s_cid=rr5909a1_w




Colorado WIC Program Nutrition Risk Manual 2013
Page |77

114 Overweight or At Risk of Overweight (Infants
and Children)

Definition/Cut-Off Value

Weight Classification Age Definition/Cut-offvalue

>85" and < 95" percentile Body
Mass Index (BMI)-for-age or weight-
for-stature as plotted on the 2000
Centers for Disease Control and
Overweight 2-5 years Prevention (CDC) 2- 20 years gender
specific growth charts (1,2).*

Biological mother with a BMI 2 30 at

the time of conception or at any
<12 months (infant of obese point in the first trimester of
mother) pregnancy.**

Biological mother with a BMI 2 30 at
the time of certification.** (If the
mother is pregnant or has had a
baby within the past 6 months, use
her preconceptual weight to assess

At Risk of Overweight >12 months (child of obese mother) for obesity since her current weight
will be influenced by pregnancy-
related weight gain.)

Birth to 5 years (infant or child of Biological father with a BMI > 30 at
obese father) the time of certification.**

* The cut off is based on standing height measurements. Therefore, recumbent length measurements may
not be used to determine this risk. See Clarification for more information.

** BMI must be based on self-reported weight and height by the parent in attendance (i.e., one parent may
not “self report” for the other parent) or weight and height measurements taken by staff at the time of
certification.

Note: The 2000 CDC 2 — 20 years growth charts are available at: www.cdc.gov/growthcharts.
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Participant Category and Priority Level

Category Priority

Infants I

Children 1]

Justification

The rise in the prevalence of overweight and obesity in children and adolescents is one of the most important public health
issues in the United States today. The National Health and Nutrition Examination Survey (NHANES) from the mid-1960s to the
early 2000s document a significant increase in overweight among children from preschool age through adolescence. These
trends parallel a concurrent increase in obesity among adults, suggesting that fundamental shifts in dietary and/or physical
activity behaviors are having an adverse effect on overall energy balance (3).

BMI is a measure of body weight adjusted for height. While not a direct measure of body fatness, BMl is a useful screening
tool to assess adiposity (3). Children > 2 years of age, with a BMI-for-age > 85th and < 95th percentile are considered
overweight and those at or above the 95th percentile, obese (4). Research on BMI and body fatness shows that the majority
of children with BMI-for-age at or above the 95th percentile have high adiposity and less than one-half of the children in the
85th to < 95th percentiles have high adiposity (4). Although an imperfect tool, elevated BMI among children most often
indicates increased risk for future adverse health outcomes and/or development of diseases (5). BMI should serve as the
initial screen and as the starting point for classification of health risks (3).

Increasingly, attention is being focused on the need for comprehensive strategies that focus on preventing
overweight/obesity and a sedentary lifestyle for all ages. Scientific evidence suggests that the presence of obesity in a parent
greatly increases the risk of overweight in preschoolers, even when no other overt signs of increasing body mass are present
(6). The presence of parental obesity should lead to greater efforts by nutrition services staff to assist families in establishing
or improving healthy behaviors (3).

Implications for WIC Nutrition Services

The WIC Program plays an important role in public health efforts to reduce the prevalence of obesity by actively identifying
and enrolling infants and children who may be overweight or at risk of overweight in childhood or adolescence. When
identifying this risk, it is important to communicate it in a way that is supportive, nonjudgmental, and with a careful choice of
words to convey an empathetic attitude and to minimize embarrassment or harm to a child’s self-esteem (4). In recognition
of the importance of language, the 2007 American Medical Association expert committee report recommends the use of the
terms overweight and obese for documentation and risk assessment only and the use of more neutral terms (e.g., weight
disproportional to height, excess weight, BMI) when discussing a child’s weight with a parent/caregiver (3) .

BMl is calculated and plotted on growth charts at each WIC certification. However, growth charts are meant to be used as a
screening tool and comprise only one aspect of the overall growth assessment. A clinical assessment to determine if a child is
at a healthy weight is more complex. Weight classification (derived from the growth chart) should be integrated with the
growth pattern, familial obesity, medical risks, and dietary and physical activity habits to determine the child’s obesity risk
(1,5).
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The goal in WIC nutrition counseling is to help the child achieve recommended rates of growth and development. WIC staff
can frame the discussion to make achieving normal growth a shared goal of the WIC Program and the parent/caregiver.
Studies have shown that the early childhood eating environment provides a great opportunity for preventive intervention (7).
Parents/caregivers of infants and toddlers may need education on recognition of satiety cues and other physiological needs
that lead to crying, and ways to comfort a child (holding, reading, rocking) other than by feeding. Young children look upon
their parents as role models for eating behaviors. Through client-centered counseling, WIC staff can emphasize

the importance of prevention and can assist families in making changes that improve parenting skills that promote healthy
eating, and physical activity behaviors and a healthy weight in children. Also, the foods provided by the WIC Program are
scientifically-based and intended to address the supplemental nutritional needs of the Program’s target population and can
be tailored to meet the needs of individual participants.

Beliefs about what is an attractive or healthy weight, the importance of physical activity, what foods are desirable or
appropriate for parents to provide to children, family mealtime routines, and many other lifestyle habits are influenced by
different cultures, and should be considered during the nutrition assessment and counseling (8). The following resources for
obesity prevention can be found at:

e  Fit WIC Materials: http://www.nal.usda.gov/wicworks/Sharing Center/gallery/foodfunfamilies.htm.
e  MyPryramid for Preschoolers: http://www.mypyramid.gov/preschoolers/index.html

In addition, WIC staff can greatly assist families by providing referrals to medical providers and other services, if available, in
their community. Such resources may provide the recommended medical assessments, in order to rule out or confirm
medical conditions, and offer treatment when necessary and/or in cases where growth improvement is slow to respond to
dietary interventions.
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Clarification

The 2000 CDC Birth to 36 months growth charts cannot be used as a screening tool for the purpose of assigning this risk
because these charts are based on recumbent length rather than standing height data. However, these charts may be used as
an assessment tool for evaluating growth in children aged 24-36 months who are not able to be measured for the standing
height required for the 2000 CDC 2-20 years growth charts.

Abbreviated Body Mass Index (BMI) Table*

Height Inches Weight (Ibs) equal to BMI 30
4'10" 58 143
4'11" 59 148
5'0" 60 153
5'1" 61 158
5'2" 62 164
5'3" 63 169
5'4" 64 174
5'5" 65 180
5'6" 66 186
5'7" 67 191
5'8" 68 197
5'9" 69 203
5'10" 70 209
5'11" 71 215
5'12" 72 221
6'1" 73 227
6'2" 74 233
6'3" 75 240

*This table may be used to determine parental (male or female) obesity (BMI > 30).
Source

Evidence Report of Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight and Obesity in Adults,
1998. National Institutes of Health/National Heart, Lung, and Blood Institute (NHLBI). Note: A complete BMI table is available
on the NHLBI website: www.nhlbi.gov/guidelines/obesity/ob _home.htm.
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115 High Weight-for Length (Infants and Children
< 24 Months of Age)

Definition/Cut-Off Value

High weight-for-length for infants and children < 24 months of age is defined as follows:
Age Cut-Off Value

> 98(h percentile weight-for-length as plotted on the

Centers for Disease Control and Prevention (CDC),
Birth to <24 months Birth to 24 months gender specific growth charts (1)

(available at: www.cdc.gov/growthcharts).*

*Based on the 2006 World Health Organization (WHO) international growth standards (2). CDC labels the

97.7" percentile as the 98" percentile on the Birth to 24 months gender specific growth charts. For more
information about the percentile cut-off, please see Clarification.

Participant Category and Priority Level

Category Priority

Infants '

Children (< 24 months of age) 1

Justification

In 2006, WHO released international growth standards for infants and children aged 0-59 months (2), similar to the 2000 CDC
growth references. Since then, the CDC has developed Birth to 24 months growth charts, based on the WHO growth
standards, and recommends their use in the United States (1). For persons 2-20 years, the 2000 CDC growth charts will
continue to be used (1).

The WHO and CDC growth charts are similar in that both describe weight-for-age, length (or stature)-for- age, weight-for-
length (or stature) and body mass index (BMI) for age. However, they differ in the approach taken to create the growth
charts. The WHO growth charts are growth standards that describe how healthy children grow under optimal environmental
and health conditions. The 2000 CDC charts are a growth reference, not a standard, and describe how certain children grew in
a particular place and time (2).

The WHO growth standards for children < 24 months are based on data collected from 1997-2003 in 6 countries (including
the U.S.), from children who were born between 37 and 42 weeks gestation, breastfed for at least 12 months, and introduced
to complementary food by at least 6 months but not before 4 months. Infants and children of low-income mothers and/or
mothers who smoked were not included in the data sample (2).
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The 2000 CDC charts for infants and children < 36 months are based on birth weight (from 1968 to 1980 and from 1985 to
1994) and birth length data (from 1989 t01994) obtained from U.S. birth certificates; National Health and Nutrition
Examination Survey (NHANES) data; and, measurements from infants who had been breastfed and formula fed
(approximately 50% ever breastfed and approximately 33% who were still breastfeeding at 3 months). Very low birth weight
infants were not included in the sample population. This was the only exclusion criterion applied to the sample population (2,
3).

Prior to making its recommendation, CDC convened an Expert Panel with the National Institutes of Health and the American
Academy of Pediatrics to review the scientific evidence and discuss the potential use of the WHO growth standards in the U.S.
The recommendation to use WHO growth standards for infants and children < 24 months was made on the basis of input
from the Expert Panel. In addition, CDC concluded that the WHO growth standards are based on a high quality study and,
since breastfeeding is the recommended infant feeding practice, it is appropriate to use the breastfed infant as the standard
against which all other infants are compared (2).

The WHO growth standards use values of 2 standard deviations away from the median to identify children whose growth
might be indicative of adverse health conditions (1). The CDC Birth to 24 months growth charts (based on the WHO growth
standards) labels 2 standard deviations above the median as the 97.7th percentile. Thus, an infant or child (< 24 months) is
categorized as high weight-for-length when plotted at or above the 97.7th percentile, labeled as the 98th percentile on the
CDC Birth to 24 months growth charts. The CDC recommends that all infants and children < 24 months be assessed using the
CDC Birth to 24 months growth charts regardless of type of feeding (formula or breastfed) (2). (See Clarification for
information about standard deviations and the cut-off used to determine high weight-for-length.)

Implications for WIC Nutrition Services

The WIC Program plays an important role in public health efforts to reduce the prevalence of obesity by actively identifying
and enrolling infants and young children who may be at risk of overweight/obesity in later childhood or adolescence. When
identifying this risk, it is important to communicate with parents/caregivers in a way that is supportive and nonjudgmental,
and with a careful choice of words that convey an empathetic attitude and minimize embarrassment or harm to a child’s self-
esteem (4). In recognition of the importance of language, the 2007 American Medical Association Expert Committee Report
recommends the use of more neutral terms such as weight disproportional to height, excess weight, and high weight-for-
length when communicating with a parent/caregiver (5).

Height and weight measurements are plotted on growth charts at each WIC certification. However, growth charts are meant
to be used as a screening tool and comprise only one aspect of the overall growth assessment. A clinical assessment to
determine if a child is at a healthy weight is more complex. Weight classification (derived from the growth chart) should be
integrated with the growth pattern, familial obesity, medical risks, and dietary and physical activity habits to determine the
child’s obesity risk (3, 6).

The goal in WIC nutrition counseling is to help the child achieve recommended rates of growth and development. WIC staff
can frame the discussion to make achieving normal growth a shared goal of the WIC Program and the parent/caregiver.
Studies have shown that the early childhood eating environment provides a great opportunity for preventive intervention (7).
Parents/caregivers of infants and toddlers may need education on recognition of satiety cues and other physiological needs
that lead to crying, and ways to comfort a child (holding, reading, rocking) other than by feeding. Young children look upon
their parents as role models for eating behaviors. Through client-centered counseling, WIC staff can emphasize the
importance of prevention and can assist families in making changes that improve parenting skills that promote healthy eating,
physical activity behaviors and a healthy weight in children. Also, the foods provided by the WIC Program are scientifically-
based and intended to address the supplemental nutritional needs of the Program’s target population and can be tailored to
meet the needs of individual participants.
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Beliefs about what is an attractive or healthy weight, the importance of physical activity, what foods are desirable or
appropriate for parents to provide to children, family mealtime routines, and many other lifestyle habits are influenced by
different cultures, and should be considered during the nutrition assessment and counseling (8). The following resources for
obesity prevention can be found at:

e  Fit WIC Materials: http://www.nal.usda.gov/wicworks/Sharing_Center/gallery/foodfunfamilies.htm.
e  MyPryramid for Preschoolers: http://www.mypyramid.gov/preschoolers/index.html.

In addition, WIC staff can greatly assist families by providing referrals to medical providers and other services, if available, in
their community. Such resources may provide the recommended medical assessments, in order to rule out or confirm
medical conditions, and offer treatment when necessary and/or in cases where growth improvement is slow to respond to
dietary interventions.

References

1. Centers for Disease Control and Prevention. Use of World Health Organization and CDC
growth charts for children aged 0-59 months in the United States. MMWR 2010; 59(No. RR-
9). Available at:
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5909al1.htm?s_cid=rr5909a1_w.
Accessed September 2010.

2.  World Health Organization. WHO child growth standards: Length/height-for-age, weight-for-
age, weight for height and body mass index-for-age: Methods and development. Geneva,
Switzerland: World Health Organization; 2006. Available at
http://www.who.int/childgrowth/publications/technical_report_pub/en/index.html.
Accessed September 2010.

3. Kuczmarski RJ, Ogden CL, Grummer-Strawn LM, et al. CDC growth charts: United States.
Advance data from vital and health statistics; no. 314. Hyattsville, Maryland: National Center
for Health Statistics. 2000.

4. Ogden CL, Flegal KM. Changes in Terminology for childhood overweight and obesity. National
health statistics reports; no. 25. Hyattsville (MD): National Center for Health Statistics. 2010.

5. Barlow SE, Expert Committee. Expert committee recommendations regarding the prevention,
assessment, and treatment of child and adolescent overweight and obesity: Summary report.
Pediatrics. 2007; 120; S164-5192.

6. U.S. Department of Health and Human Services. The Surgeon General’s vision for a healthy
and fit nation. Rockville (MD): U.S. Department of Health and Human Services, Office of the
Surgeon General. 2010.

7. Anzman SL, Rolllins BY, Birch LL. Parental influence on children’s early eating environments
and obesity risk: implications for prevention. International Journal of Obesity 34, 1116-1124
(July 2010).

8. Krebs NF, Himes JH, Jacobson D, Nicklas TA, Guilday P, Styne D. Assessment of child and
adolescent overweight and obesity. Pediatrics 2007; 120 Suppl 4:5103-5228.

COLORADO
A Department of Public
. Health & Environment



http://www.nal.usda.gov/wicworks/Sharing_Center/gallery/foodfunfamilies.htm
http://www.mypyramid.gov/preschoolers/index.html
http://www.cdc.gov/mmwr/preview/mmwrhtml/rr5909a1.htm?s_cid=rr5909a1_w
http://www.who.int/childgrowth/publications/technical_report_pub/en/index.html

Colorado WIC Program Nutrition Risk Manual 2013
Page | 84

Clarification

Standard deviation is a measurement widely used in statistical analysis. It shows how much variation there is from the
median. The WHO growth charts use standard deviations to illustrate the proximity of a given child’s growth from that of the
average child of the same age and gender. For infants and children < 24 months of age, 2 standard deviations above the
median indicates high weight-for-length. A measurement of 2 standard deviations below the median indicates underweight.
Since most health care providers in the U.S. are more familiar with percentiles, the CDC developed growth charts based on
the WHO growth standards, but converted standard deviations into percentile readings. Two standard deviations above the
median is the 97.7th percentile; however, for ease of use, CDC labels it as the 98th percentile on the hard copy Birth to 24
months growth charts. Electronic charts should use the 97.7th percentile as the cut-off.

Participant Category and Priority Level
Category Priority
Infants '

Children 11

Justification

The CDC uses the 2.3rd percentile (for birth to 24 months of age) and the 5th percentile (for 2-5 years of age) stature-for-age,
as the cut-offs to define short stature in its Pediatric Nutrition Surveillance System (1, 2).

However, CDC does not have a position regarding the cut-off percentile which should be used to determine at risk of short
stature as a nutritional risk in the WIC Program. At risk of short stature is included in this criterion to reflect the preventive
emphasis of the WIC Program.

Abnormally short stature in infants and children is widely recognized as a response to an inadequate nutrient supply at the
cellular level (4). This indicator can help identify children whose growth is stunted due to prolonged undernutrition or
repeated illness (3). Short stature is related to a lack of total dietary energy and to poor dietary quality that provides
inadequate protein, particularly animal protein, and inadequate amounts of micronutrients such as zinc, vitamin A, iron,
copper, iodine, calcium, and phosphorus (4). In these circumstances, maintenance of basic metabolic functions takes
precedence, and thus resources are diverted from linear growth.

Demonstrable differences in stature exist among children of different ethnic and racial groups. However, racial and ethnic
differences are relatively minor compared with environmental factors (1). Growth patterns of children of racial groups whose
short stature has traditionally been attributed to genetics have been observed to increase in rate and in final height under
conditions of improved nutrition (5, 6).

Short stature may also result from disease conditions such as endocrine disturbances, inborn errors of metabolism, intrinsic
bone diseases, chromosomal defects, fetal alcohol syndrome, and chronic systemic diseases (4).

Implications for WIC Nutrition Services

Participation in WIC has been associated with improved growth in both weight and height in children (7). A more in-depth
dietary assessment and/or referral to a health care provider may be necessary to determine if short stature is a result of
dietary inadequacy or a disease condition. Also, more frequent follow-up to monitor growth is appropriate for children in
these categories. Through client-centered counseling WIC staff can assist families in improving dietary intake to promote
healthy growth and development. In addition, the foods provided by the WIC Program are scientifically-based and intended
to address the supplemental nutritional needs of the Program’s target population, and can be tailored to meet the needs of
individual participants.
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In addition, WIC staff can greatly assist families by providing referrals to medical providers and other services, if available, in
their community. Such resources may provide the recommended medical assessments, in order to rule out or confirm
medical conditions, and offer treatment when necessary and/or in cases where growth improvement is slow to respond to
dietary interventions.
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121 Short Stature or At Risk of Short Stature
(Infants and Children)

Definition/Cut-Off Value

Short Stature and at risk of short stature are defined as follows:

< Z”dpercentile length-for-age as
plotted on the Centers for
Disease Control and Prevention
(CDC) Birth to 24 months gender
specific growth charts (1).*

Birth to < 24 months

121B Short Stature

<5" percentile stature-for-age as
plotted on the 2000 CDC
age/gender specific growth charts

(2).

2 —5years

> 2" percentile and < 5™
percentile length-for-age as
plotted on the CDC Birth to 24
months gender specific growth
charts (1).*

Birth to < 24 months

121A At Risk of Short Stature

>5" percentile and < 10"
percentile stature-for-age as
plotted on the 2000 CDC
age/gender specific growth charts

2).

2 —5years

*Based on 2006 World Health Organization international growth standards (3). CDC labels the 2.3
percentile as the 2" percentile on the Birth to 24 months gender specific growth charts. For more
information about the percentile cut-off, please see Clarification.

Notes:

1. The Birth to 24 months and the 2000 CDC growth charts are available at: www.cdc.gov/growthcharts.

2. For premature infants and children (with a history of prematurity) up to 2 years of age, assignment of
this risk criterion will be based on adjusted gestational age. For information about adjusting for
gestational age see: Guidelines for Growth Charts and Gestational Age Adjustment for Low Birth
Weight and Very Low Birth Weight Infants.
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Participant Category and Priority Level

Infants |

Children 1]

Justification

The CDC uses the 2.3" percentile (for birth to 24 months of age) and the 5 percentile (for 2-5 years of age) stature-for-age, as
the cut-offs to define short stature in its Pediatric Nutrition Surveillance System (1, 2).

However, CDC does not have a position regarding the cut-off percentile which should be used to determine at risk of short
stature as a nutritional risk in the WIC Program. At risk of short stature is included in this criterion to reflect the preventive
emphasis of the WIC Program.

Abnormally short stature in infants and children is widely recognized as a response to an inadequate nutrient supply at the
cellular level (4). This indicator can help identify children whose growth is stunted due to prolonged undernutrition or
repeated illness (3). Short stature is related to a lack of total dietary energy and to poor dietary quality that provides
inadequate protein, particularly animal protein, and inadequate amounts of micronutrients such as zinc, vitamin A, iron,
copper, iodine, calcium, and phosphorus (4). In these circumstances, maintenance of basic metabolic functions takes
precedence, and thus resources are diverted from linear growth.

Demonstrable differences in stature exist among children of different ethnic and racial groups. However, racial and ethnic
differences are relatively minor compared with environmental factors (1). Growth patterns of children of racial groups whose
short stature has traditionally been attributed to genetics have been observed to increase in rate and in final height under
conditions of improved nutrition (5, 6).

Short stature may also result from disease conditions such as endocrine disturbances, inborn errors of metabolism, intrinsic
bone diseases, chromosomal defects, fetal alcohol syndrome, and chronic systemic diseases (4).

Implications for WIC Nutrition Services

Participation in WIC has been associated with improved growth in both weight and height in children (7). A more in-depth
dietary assessment and/or referral to a health care provider may be necessary to determine if short stature is a result of
dietary inadequacy or a disease condition. Also, more frequent follow-up to monitor growth is appropriate for children in
these categories. Through client-centered counseling WIC staff can assist families in improving dietary intake to promote
healthy growth and development. In addition, the foods provided by the WIC Program are scientifically-based and intended to
address the supplemental nutritional needs of the Program’s target population, and can be tailored to meet the needs of
individual participants.

In addition, WIC staff can greatly assist families by providing referrals to medical providers and other services, if available, in
their community. Such resources may provide the recommended medical assessments, in order to rule out or confirm medical
conditions, and offer treatment when necessary and/or in cases where growth improvement is slow to respond to dietary
interventions.
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The cut-off for short stature for infants and children > 24 months is 2.3; however, for ease of use, CDC labels it as the 2"
percentile on the Birth to 24 months hard copy growth charts. Electronic charts should use the 2.3 percentile as the cut-off.
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131 Low Maternal Weight Gain

Definition/Cut-offValue

Low maternal weight gain is defined as: low weight gain at any point in pregnancy. Using an Institute of Medicine
(IOM)-based weight gain grid, user assigns anytime a pregnant woman'’s weight plots at any point beneath the bottom line of
the appropriate weight gain range for her respective prepregnancy weight category.

Participant Category and Priority Level
Category Priority

Pregnant

Justification

Low maternal weight gain is associated with an increased risk of small for gestational age (SGA) infants, especially in
underweight and normal-weight women (1). In addition, low maternal weight gain is associated with failure to initiate
breastfeeding and preterm birth among underweight and to a lesser extent normal weight women (1).

The 2009 Institute of Medicine (IOM) report: Weight Gain During Pregnancy: Reexamining the Guidelines updated the
pregnancy weight categories to conform to the categories developed by the World Health Organization and adopted by the
National Heart, Lung and Blood Institute in 1998 (2). The reexamination of the guidelines consisted of a review of the
determinants of a wide range of short-and long-term consequences of variation in weight gain during pregnancy for both the
mother and her infant. The IOM prenatal weight gain recommendations based on prepregnancy weight status categories are
associated with improved maternal and child health outcomes (1).

Included in the 2009 I0M guidelines is the recommendation that the BMI weight categories used for adult women be used
for pregnant adolescents as well. More research is needed to determine whether special categories are needed for
adolescents. Itis recognized that the IOM cut-offs for defining weight categories will classify some adolescents differently
than the CDC BMI-for-age charts. For the purpose of WIC eligibility determination, the IOM cut-offs will be used for all
women regardless of age. However, due to the lack of research on relevant BMI cut-offs for pregnant and postpartum
adolescents, professionals should use all of the tools available to them to assess these applicants’ anthropometric status and
tailor nutrition counseling accordingly.

For twin gestations, the 2009 IOM recommendations provide provisional guidelines: normal-weight women should gain 37-54
pounds; overweight women, 31-50 pounds; and obese women, 25-42 pounds. There was insufficient information for the IOM
committee to develop even provisional guidelines for underweight women with multiple fetuses (1). A consistent rate of
weight gain is advisable. A gain of 1.5 pounds per week during the second and third trimesters has been associated with a
reduced risk of preterm and low- birth weight delivery in twin pregnancy (3). In triplet pregnancies the overall gain should be
around 50 pounds with a steady rate of gain of approximately 1.5 pounds per week throughout the pregnancy (3). For WIC
eligibility determinations, multi-fetal pregnancies are considered a nutrition risk in and of themselves (Risk #335, Multi-Fetal
Gestation), aside from the weight gain issue.

The supplemental foods, nutrition education, and counseling related to the weight gain guidelines provided by the WIC
Program may improve maternal weight status and infant outcomes (4).
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Clarification

The Centers for Disease Control and Prevention (CDC) defines a trimester as a term of three months in the prenatal gestation
period with the specific trimesters defined as follows in weeks:

e  First Trimester: 0-13 weeks

e Second Trimester: 14-26 weeks

e  Third Trimester: 27-40 weeks

Further, CDC begins the calculation of weeks starting with the first day of the last menstrual period. If that date is not
available, CDC estimates that date from the estimated date of confinement (EDC). This definition is used in interpreting
CDC'’s Prenatal Nutrition Surveillance System data, comprised primarily of data on pregnant women participating in the WIC
Program.
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(BMI) Table for Determining Weight Classification for Women (1)

Underweight BMI < Normal Weight BMI Overweight BMI Obese BMI 2 30.0

Height (Inches) 18.5 18.5-24.9 25.0-29.9

58” <89 Ibs 89-118 Ibs 119-142 Ibs > 142 Ibs
59” <92 lbs 92-123 Ibs 124-147 Ibs > 147 Ibs
60” <95 Ibs 95-127 Ibs 128-152 Ibs > 152 lbs
61” <98 Ibs 98-131 Ibs 132-157 Ibs > 157 Ibs
62" <101 lbs 101-135 Ibs 136-163 Ibs > 163 Ibs
63” <105 lbs 105-140 Ibs 141-168 Ibs > 168 lbs
64" <108 lbs 108-144 Ibs 145-173 Ibs > 173 lbs
65" <111 lbs 111-149 Ibs 150-179 Ibs >179 Ibs
66" <115 lbs 115-154 Ibs 155-185 Ibs > 185 Ibs
67" <118 lbs 118-158 Ibs 159-190 Ibs >190 lbs
68” <122 lbs 122-163 Ibs 164-196 Ibs > 196 lbs
69” <125 lbs 125-168 Ibs 169-202 Ibs >202 Ibs
70” <129 lbs 129-173 Ibs 174-208 Ibs > 208 Ibs
71" <133 Ibs 133-178 Ibs 179-214 Ibs >214 Ibs
72" <137 Ibs 137-183 Ibs 184-220 Ibs > 220 Ibs

(1) Adapted from the Clinical Guidelines on the Identification, Evaluation and Treatment of Overweight and
Obesity in Adults. National Heart, Lung and Blood Institute (NHLBI), National Institutes of Health (NIH). NIH
Publication No. 98-4083.
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132 Maternal Weight Loss During Pregnancy

Definition/Cut-off Value

Maternal weight loss during pregnancy is defined as follows:

Definition Trimester
Any weight loss below pregravid weight 1st
Weight loss of > 2 pounds (> 1 kg) 2nd or 3rd (14-40 weeks gestation)

Participant Category and Priority Level
Category Priority

Pregnant Women

Justification

Weight loss during pregnancy may indicate underlying dietary or health practices or health or social conditions associated
with poor pregnancy outcomes. These outcomes could be improved by the supplemental food, nutrition education, and
referrals provided by the WIC Program.

References

1. Brown JE. Prenatal weight gain considerations for WIC. Final report. Commissioned by the
Risk Identification and Selection Collaborative. 1998.

2. Centers for Disease Control and Prevention. Prenatal Nutrition Surveillance System User’s
Manual. Atlanta: CDC, 1994.

3. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National Academy
Press, Washington, D.C.; 1996.
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Clarification

The Centers for Disease Control and Prevention (CDC) defines a trimester as a term of three months in the prenatal gestation
period with the specific trimesters defined as follows in weeks:

e  First Trimester: 0-13 weeks
e Second Trimester: 14-26 weeks
e  Third Trimester: 27-40 weeks

Further, CDC begins the calculation of weeks starting with the first day of the last menstrual period. If that date is not
available, CDC estimates that date from the estimated date of confinement (EDC). This definition is used in interpreting CDC’s
Prenatal Nutrition Surveillance System data, comprised primarily of data on pregnant women participating in the WIC
Program.
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133 High Maternal Weight Gain

Definition/Cut-off Value

Pregnant Women:

At any point in a singleton pregnancy, weight plots at any point above the top line of the appropriate weight gain range for
her respective prepregnancy weight category.

Breastfeeding or Non-Breastfeeding Women (most recent pregnancy only):

For the most recent pregnancy only, total gestational weight gain exceeded the upper limit of the IOM’s recommended range
based on Body Mass Index (BMI) for singleton pregnancies, as follows:

Pregnancy Weight Classification BMI Total Weight Gain (Ibs.)
Underweight <18.5 > 40

Normal Weight 18.5t024.9 >35

Overweight 25t029.9 >25

Obese >30 >20

Multi-fetal Pregnancies: See Justification for more information

Note: A BMl is attached to assist in determining weight classification. Also, until research supports the use
of different BMI cut-offs to determine weight categories for adolescent prepregnancies, the same BMI
cut-offs will be used for all women, regardless of age, when determining WIC eligibility. (See Justification for
a more detailed explanation.)

Participant Category and Priority Level
Category Priority
Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 1, 1V, Vor VI
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Justification

Women with excessive gestational weight gains are at increased risk for cesarean delivery and delivering large for gestational
age infants that can secondarily lead to complications during labor and delivery. There is a strong association between
higher maternal weight gain and both postpartum weight retention and subsequent maternal obesity. High maternal weight
gain may be associated with glucose abnormalities and gestational hypertension disorders, but the evidence is inconclusive

(2).

Childhood obesity is one of the most important long-term health outcomes related to high maternal weight gain. A number
of epidemiologic studies show that high maternal weight gain is associated with childhood obesity as measured by BMI (1).

The 2009 Institute of Medicine (I0OM) report: Weight Gain During Pregnancy: Reexamining the Guidelines updated the
pregnancy weight categories to conform to the categories developed by the World Health Organization and adopted by the
National Heart, Lung and Blood Institute in 1998 (2). The reexamination of the guidelines consisted of a review of the
determinants of a wide range of short-and long-term consequences of variation in weight gain during pregnancy for both the
mother and her infant. The IOM prenatal weight gain recommendations based on prepregnancy weight status categories are
associated with improved maternal and child health outcomes (1).

Included in the 2009 I0M guidelines is the recommendation that the BMI weight categories used for adult women be used
for pregnant adolescents as well. More research is needed to determine whether special categories are needed for
adolescents. It is recognized that the IOM cut-offs for defining weight categories will classify some adolescents differently
than the CDC BMlI-for-age charts. For the purpose of WIC eligibility determination, the IOM cut-offs will be used for all
women regardless of age. However, due to the lack of research on relevant BMI cut-offs for pregnant and postpartum
adolescents, professionals should use all of the tools available to them to assess these applicants’ anthropometric status and
tailor nutrition counseling accordingly.

For twin gestations, the 2009 IOM recommendations provide provisional guidelines: normal weight women should gain 37-54
pounds; overweight women, 31-50 pounds; and obese women, 25-42 pounds. There was insufficient information for the IOM
committee to develop even provisional guidelines for underweight women with multiple fetuses (1). However, a consistent
rate of weight gain is advisable. A gain of 1.5 pounds per week during the second and third trimesters has been associated
with a reduced risk of preterm and low-birth weight delivery in twin pregnancy (3). In triplet pregnancies the overall gain
should be around 50 pounds with a steady rate of gain of approximately 1.5 pounds per week throughout the pregnancy (3).
Education by the WIC nutritionist should address a steady rate of weight gain that is higher than for singleton pregnancies.
For WIC eligibility determinations, multi-fetal pregnancies are considered a nutrition risk in and of themselves (Risk #335,
Multi-Fetal Gestation), aside from the weight gain issue.

The supplemental foods, nutrition education, and counseling related to the weight gain guidelines provided by the WIC
Program may improve maternal weight status and infant outcomes (4). In addition, WIC nutritionists can play an important
role, through nutrition education and physical activity promotion, in assisting postpartum women achieve and maintain a
healthy weight.
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4. Siega-Riz AM, Adair LS, Hobel CJ. Institute of Medicine maternal weight gain
recommendations and pregnancy outcomes in a predominately Hispanic population. Obstet
Gynecol, 1994; 84:565- 73.

5. Suitor CW, editor. Maternal weight gain: a report of an expert work group. Arlington,
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Clarification

The Centers for Disease Control and Prevention (CDC) defines a trimester as a term of three months in the prenatal gestation
period with the specific trimesters defined as follows in weeks:

e  First Trimester: 0-13 weeks
e Second Trimester: 14-26 weeks
e  Third Trimester: 27-40 weeks

Further, CDC begins the calculation of weeks starting with the first day of the last menstrual period. If that date is not
available, CDC estimates that date from the estimated date of confinement (EDC). This definition is used in interpreting
CDC'’s Prenatal Nutrition Surveillance System data, comprised primarily of data on pregnant women participating in the WIC
Program.
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BMI Table for Determining Weight Classifications for Women (1)

Underweight BMI < Normal Weight BMI  Overweight BMI Obese BMI > 30.0

Height (Inches) 18.5 18.5-24.9 25.0-29.9

58” <89 Ibs 89-118 Ibs 119-142 Ibs > 142 Ibs
59” <92 Ibs 92-123 Ibs 124-147 Ibs > 147 Ibs
60” <95 Ibs 95-127 Ibs 128-152 Ibs > 152 Ibs
61 <98 Ibs 98-131 Ibs 132-157 Ibs > 157 Ibs
62" <101 Ibs 101-135 Ibs 136-163 Ibs > 163 Ibs
63" <105 Ibs 105-140 Ibs 141-168 Ibs > 168 Ibs
64" <108 Ibs 108-144 Ibs 145-173 Ibs > 173 Ibs
65” <111 Ibs 111-149 Ibs 150-179 Ibs >179 Ibs
66” <115 Ibs 115-154 Ibs 155-185 Ibs > 185 Ibs
67" <118 Ibs 118-158 Ibs 159-190 Ibs >190 Ibs
68" <122 Ibs 122-163 Ibs 164-196 Ibs > 196 Ibs
69” <125 Ibs 125-168 Ibs 169-202 Ibs > 202 Ibs
70” <129 Ibs 129-173 Ibs 174-208 Ibs > 208 Ibs
71" <133 Ibs 133-178 Ibs 179-214 Ibs > 214 Ibs
72" <137 Ibs 137-183 Ibs 184-220 Ibs > 220 Ibs

(1) Adapted from the Clinical Guidelines on the Identification, Evaluation and Treatment of Overweight and
Obesity in Adults. National Heart, Lung and Blood Institute (NHLBI), National Institutes of Health (NIH). NIH
Publication No. 98-4083.
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Failure to Thrive

Definition/Cut-off Value

Presence of failure to thrive (FTT) diagnosed, documented, or reported by a physician or someone working under a
physician’s orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about self-
reporting a diagnosis.

Note: For premature infants with a diagnosis of FTT also see: “Guidelines for Growth Charts and Gestational Age Adjustment
for Low Birth Weight and Very Low Birth Weight Infants” (FNS Policy Memorandum 98-9, Revision 7, April 2004).

Participant Category and Priority Level
Category Priority
Infants '

Children 11

Justification

Failure to thrive (FTT) is a serious growth problem with an often complex etiology. Some of the indicators that a physician
might use to diagnose FTT include:

Weight consistently below the 3™ percentile for age

Weight less than 80% of ideal weight for height/age

Progressive fall-off in weight to below the 3rd percentile

A decrease in expected rate of growth along the child’s previously defined growth curve irrespective of its
relationship to the 3rd percentile (1)

O O O O

FTT may be a mild form of Protein Energy Malnutrition (PEM) that is manifested by a reduction in rate of somatic growth.
Regardless of the etiology of FTT, there is inadequate nutrition to support weight gain (2).
References

1. Berkow R, Fletcher Al. The Merck manual of diagnosis and therapy. Rahway (NJ): Merck
Sharp & Dohme Research Laboratories; 1992.

2. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. Washington (DC):
National Academy Press; 1996. p. 100.
Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a person simply
claims to have or to have had a medical condition without any reference to professional diagnosis. A self-reported medical
diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to validate the presence of the
condition by asking more pointed questions related to that diagnosis.
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135 Inadequate Growth

Definition/Cut-offValue

An inadequate rate of weight gain as defined below.

1. Infants from birth to 1 month of age:

Excessive weight loss after birth (current weight is

0, H 1 .
Infants from birth to 1 month of age < 92% of birth weight) ; or

Not back to birth weight by 2 weeks of age

2. Infants from 1 month to 12 months of age:

Any weight gain less than the expected weight gain
as calculated from the Minimum Expected Weight

1 month to 12 months of age Gain Tables (Attachment 135-A, Tables #1-4) using
current weight and the most recent previous weight.

3. Children 12 months to 59 months of age:

Any weight gain less than the expected weight gain
as calculated from the Minimum Expected Weight
Gain Tables (Attachment 135-A,Table #5) using
current weight and the most recent previous weight.

12-59 months
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Participant Category and Priority Level

Infants |

Children 1]

How to Assess for NRF 135: Inadequate Growth

When an infant or child is following their growth channel there is no reason to calculate for inadequate growth.
Growth is considered adequate when the measurement plots stay inside the same growth channel.

However, a measurement that plots outside the child’s growth channel indicates the need to know how much weight
the child should have gained. The amount of weight the child should have gained is referred to as the minimum
expected weight gain, or MEWG. To calculate MEWG, use Attachment 135-A: Minimum Expected Weight Gain Tables.
Assign NRF 135 Inadequate Growth when an infant (one month of age and older) or child’s actual weight gain is less
than the ounces calculated using the MEWG tables for that same time period. All values in the MEWG tables are
presented in ounces.

Follow these steps to assess for inadequate growth using the MEWG Tables (Attachment 135-A):
Infants from 1 month to 12 months of age (MEWG tables #1-4):
On the Weight for Age chart accessed from the Anthropometric Panel:

Look at the previous measure record.

Note the age in months and days.

Look at today’s measurement record.

Note the age in months and days.

Use the chart below to convert the age to months and weeks.

- To calculate weeks from days:

From 0 to 5 days = 0 weeks

From 6 to 11 days = 1 week

From 12 to 18 days = 2 weeks

From 19 to 25 days = 3 weeks

o Over 25 days, add a month and 0 week

6. Using the MEWG Charts (Attachment 135-A, Tables #1-4), determine the minimum expected weight
gain.

7. Look at the Wt Chg (Weight Change) between the last two visits and convert to ounces.
If the weight change is less than the minimum expected weight gain, check the “135 -
Inadequate Growth” box on the anthropometric panel.

8. If the period of time between the last two weights recorded cannot be assessed using the MEWG
tables, then inadequate growth cannot be assessed.

9. Infants assigned NRF 135 who are less than 1 month of age must receive high risk consultation within

24 hours. Infants older than 1 month of age assigned NRF 135 must receive high risk consultation

within 30 days of risk identification.

ukwn e
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Children over 12 months of age:

On the Weight-for-Age chart accessed from the Anthropometric panel:

1. Look at the age in years and months next to the previous measurement date.
2. Look at the age in years and months next to today’s measurement date.
3. Determine the difference in time between today’s age and the age of the previous measurements.
4, Use the MEWG Chart for children > 12 months (Attachment 135-A, Table #5) to determine the
minimum expected weight gain.
Example:
Today’s age: 3 years 2 months
Previous age: 2 years 8 months
Difference: 6 months
MEWG: 16.2 ounces (6 months x 2.7 ounces)
5. If the weight change is less than the minimum expected weight gain, check the “135 - Inadequate
Growth” box on the anthropometric panel.
6. Assignment of NRF 135 to children can be either low or high risk.

NRF 135 High Risk Criteria for Children

Assign High Risk and refer to the WIC High Risk Counselor within 30 days when at least one of the following
conditions is also present:

» Growth drops two channels in 6 months or less for weight-for-age, length/height-for-age, or weight-for-
length/height, or BMI-for-age; or

» Weight loss or no weight gain between two weights taken at least 3 months and no more than 6 months
apart; or

» Both weight-for-age and length-for-age are less than the 5" percentile.

Exception:
Child was previously assigned NRF 113 (BMI for age was > the 95" percentile). At current WIC visit, child’s
growth does not meet minimum expected weight gain. Refer to WIC High Risk Counselor only when one or
both of the following conditions are present:

o Current weight is below the 75" percentile BMI-for-age; - or-

o Weight loss or inadequate weight gain was due to illness, food insecurity, or improper
dietary/feeding practices.

Justification

Weight for age is a sensitive indicator of acute nutritional inadequacy. The rate of gain during infancy, especially early
infancy is rapid, and abnormalities in rate of weight gain may often be detected in just a few months. There is little
question that decrease in the rate of weight gain during infancy is the earliest indication of nutritional failure. In
contrast, children beyond infancy grow rather slowly, and many months of observation may be required to
demonstrate that the rate of weight gain is unusually slow. During the first eighteen months of life, the rate of change
in weight fluctuates and then declines rapidly. Because of this deceleration it may be difficult to differentiate normal
growth slowing from an abnormal rate. After 18 months weight gain becomes more linear so assessment becomes
easier.
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Infants and children with abnormally slow growth can benefit from nutrition and health interventions to improve
weight and height gain. The diagnosis of slow growth must consider possible causes of growth changes including
under eating and disease conditions. Under eating, for any number of reasons, and disease conditions are the main
causes of abnormally slow growth. Factors associated with under eating by an infant or child include inadequate
sources of nutrient dense foods; lack of social support for the caregiver; an adverse social and psychological
environment; a disorganized family; depressed parents or caregivers; and the caregiver's lack of education, health and
nutrition knowledge, mental and physical abilities, and responsibility for child care. There is good evidence that
through nutrition education, supplemental foods, and referrals to other health and social services, participation in the
WIC Program will benefit infants and children with slow growth. In keeping with the preventive nature of the WIC
Program, a cut-off point approximating the 10th percentile rate of change in weight for age was chosen.

References

1. Baumgartner RN, Roche AF, Himes JH. Incremental growth tables: Supplementary to previously published
charts. Am. J. Clin. Nutr. 1986; 43:711-722.
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Attachment 135-A: Minimum Expected Weight Gain Tables
Infants is under 6 months of age, measurements must be at least 1 month apart.

Infants over 6 months of age, measurements must be at least 3 months, but not more than 7 months apart.

Minimum Expected Weight Gain (MEWG)

Table #1
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Table #5

Use the MEWG Chart below for children >12 months of age. The first column is the amount of time between weights
and the second column is the “minimal expected weight gain” for the time period. The period of time between
weights may not be more than 7 months or less than 3 months. On the average, a child’s MEWG is 2.7 ounces/month.

Table #5 Minimum Expected Weight Gain (MEWG)

Change in months Weight Change
3 8.1 ounces
4 10.8 ounces
5 13.5 ounces
6 16.2 ounces
7 18.9 ounces
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141 Low Birth Weight and Very Low Birth
Weight

Definition/Cut-off Value

Low birth weight and very low birth weight are defined as follows:

Weight Classification Cut-off Value

Birth weight defined as <5 pounds 8 ounces (< 2500 g), for
141A - Low Birth Weight (LBW) infants and children less than 24 months.

Birth weight defined as < 3 pounds 5 ounces (< 1500 g), for
141B - Very Low Birth Weight (VLBW) infants and children less than 24 months.

Note: See “Guidelines for Growth Charts and Gestational Age Adjustment for Low Birth Weight and Very
Low Birth Weight Infants” (FNS Policy Memorandum 98-9, Revision 7, April 2004) for more information
about the anthropometric assessment and nutritional care of LBW and VLBW infants.

Participant Category and Priority Level
Category Priority
Infants |

Children < 24 months 11}

Justification

Low birth weight is one of the most important biologic predictors of infant death and deficiencies in physical and
mental development during childhood among those babies who survive and continues to be a strong predictor of
growth in early childhood. Infants and children born with LBW/VLBW, particularly if caused by fetal growth restriction,
need an optimal nutrient intake to survive, meet the needs of an extended period of relatively rapid postnatal growth,
and complete their growth and development (1).

References

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. Washington
(DC): National Academy Press; 1996. p. 97.
Additional Reference

1. Anderson DM. Nutritional implications of premature birth, birth weight, and
gestational age classification In: Groh-Wargo S, Thompson M, Cox J, editors.
Nutritional care for high-risk newborns. Rev. 3rd Ed. Chicago: Precept Press, Inc.;
2000.
12/2013
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142 Prematurity

Definition/Cut-off Value

Birth at < 37 weeks/0 days gestation (infants and children < 24 months of age).

*This is system assigned. The Compass system will round the infant/child’s weeks gestation at birth to a whole
number. Example: 37 weeks in Compass = 36 weeks/1 day to 37 weeks/ 0 days.

Diagnosed Weeks Gestation: This field is located on the Anthropometric panel next to the Calculated Weeks
Gestation field. Staff should only document in the Diagnosed Weeks Gestation field when the participant states

the infant was a different weeks gestation than the value in the Calculated Weeks Gestation field. Please note, if the
Diagnosed Weeks Gestation field is completed, Compass will use this value to determine prematurity.

Note: See “Guidelines for Growth Charts and Gestational Age Adjustment for Low Birth Weight and Very Low Birth
Weight Infants” (FNS Policy Memorandum 98-9, Revision 7, April 2004) for more information on the anthropometric
assessment and nutritional care of premature infants.

Participant Category and Priority Level
Category Priority
Infants |

Children < 24 months 11

Justification

Premature infants may have physical problems that have nutritional implications, including immature sucking,
swallowing and immature digestion and absorption of carbohydrates and lipids. Premature infants have increased
nutrient and caloric needs for rapid growth. Premature infants grow well on breast milk. WIC promotes breastfeeding
and provides nutrition education about infant feeding (1).

References

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. Washington
(DC): National Academy Press; 1996. p. 215.
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151 Small for Gestational Age

Definition/Cut-off Value

Infants and children less than 24 months of age diagnosed as small for gestational age.

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about self-
reporting a diagnosis.

Note: See “Guidelines for Growth Charts and Gestational Age Adjustment for Low Birth Weight and Very Low Birth
Weight Infants” (FNS Policy Memorandum 98-9, Revision 7, April 2004) for more discussion on the anthropometric
assessment and nutritional care of SGA infants.

Participant Category and Priority Level
Category Priority
Infants |

Children < 24 months 11

Justification

Impairment of fetal growth can have adverse effects on the nutrition and health of children during infancy and
childhood, including higher mortality and morbidity, slower physical growth, and possibly slower mental
development. Infants who are small for gestational age (SGA) are also more likely to have congenital
abnormalities. Severely growth-retarded infants are at markedly increased risk for fetal and neonatal death,
hypoglycemia, hypocalcaemia, polycythemia, and neurocognitive complications of pre- and intrapartum hypoxia.
Over the long term, growth-retarded infants may have permanent mild deficits in growth and neurocognitive
development (1).

WIC staff should routinely complete anthropometric assessments and follow-up (to include coordination with and
referral to, other health care providers and services) for infants/children with a diagnosis/history of SGA who have
not yet demonstrated normal growth patterns.

References

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment.
Washington (DC): National Academy Press; 1996. p. 100.
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Additional References

1. Behrman RE, Kliegman R, Jenson HB. Nelson textbook of pediatrics. Philadelphia
(PA): Saunders; 2000.

2. Groh-Wargo S, Thompson M, Cox J, editors. Nutritional care for high-risk
newborns. Rev. 3rd edition. Chicago (IL): Precept Press, Inc.; 2000.

3. Kessler DB, Dawson, P, editors. Failure to thrive and pediatric under nutrition, a
transdisciplinary approach. Baltimore (MD): Paul H. Brooks Publishing Company,
Inc.; 1999.
Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, wherea person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A self-
reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to
validate the presence of the condition by asking more pointed questions related to that diagnosis.
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153 Large for Gestational Age

Definition/Cut-off Value

Birth weight = 9 pounds (> 4000 g); or presence large for gestational age (LGA) condition as diagnosed,
documented, or reported by a physician or someone working under a physician’s orders, or as self reported by
applicant/participant/caregiver. See Clarification for more information about self-reporting a diagnosis.

Participant Category and Priority Level
Category Priority

Infants |

Justification

Infant mortality rates are higher among full-term infants who weigh greater than 4,000 g (greater than 9 lbs) than
for infants weighing between 3,000 and 4,000 g (6.6 and 8.8 Ibs). Oversized infants are usually born at term;
however, preterm infants with weights high for gestational age also have significantly higher mortality rates than
infants with comparable weights born at term. When large for gestational occurs with pre-term birth, the mortality
risk is higher than when either condition exists alone (1). Very large infants regardless of their gestational age, have
a higher incidence of birth injuries and congenital anomalies (especially congenital heart disease) and
developmental and intellectual retardation (2).

Large for Gestational Age may be a result of maternal diabetes (which may or may not have been diagnosed before
or during pregnancy) and may result in obesity in childhood that may extend into adult life (1).

References

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment.
Washington (DC): National Academy Press; 1996. p. 117.

2. Behrman RE, Kliegman R, Jenson HB. Nelson textbook of pediatrics. Philadelphia
(PA): Saunders; 2000. p.384.
Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, wherea person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A self-
reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to
validate the presence of the condition by asking more pointed questions related to that diagnosis.
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201 Low Hematocrit/Low Hemoglobin
Definition/Cut-off Value

201 Low Hematocrit/Low Hemoglobin is defined as: a hemoglobin value below those listed in Hemoglobin Levels
Indicating NRF #201 table.

201B Severely Low Hematocrit/Hemoglobin is defined as: a hemoglobin value low enough to necessitate a
medical referral as listed in the Standards for Severely Low Hemoglobin-NRF #201b- High Risk Condition table.
When a participant is identified with severely low hemoglobin/hematocrit:

e And permission has been granted to WIC to contact the health care provider - print two Abnormal
Blood Work Notices. Give one copy of the Notice to the endorser/participant. On the second Notice,
write in the WIC High Risk Counselor’s name and contact information and fax or email that Notice to the
health care provider within 24 hours. Schedule an appointment with the WIC High Risk Counselor within
the next 30 days.

e And permission has not been granted for WIC to contact the health care provider - print one Abnormal
Blood Work Notice. Give this copy of the Notice to the endorser/participant and urge that it be shared
with the participant’s health care provider. Also, WIC staff must share this participant’s hemoglobin level
with the WIC High Risk Counselor within 24 hours.

Cut-off values are provided in the attached Tables 201-A and 201-B, based on the levels established by the Centers
for Disease Control and Prevention (CDC). Adjustments for smoking and/or altitude are optional for State
agencies as long as the cut-off values used are those indicated on the CDC tables.

Participant Category and Priority Level
Category Priority
Pregnant Women |
Breastfeeding Women |
Non - Breastfeeding Women I, IV, V, or Vi
Infants I

Children 1

Justification

Hemoglobin (Hb) and hematocrit (Hct) are the most commonly used tests to screen for iron deficiency anemia.
Measurements of Hb and Hct reflect the amount of functional iron in the body. Changesin Hb concentration and
Hct occur at the late stages of iron deficiency. While neither an Hb nor Hct test are direct measures of iron status
and do not distinguish among different types of anemia, these tests are useful indicators of iron deficiency anemia.

Iron deficiency is by far the most common cause of anemia in children and women of childbearing age. It may be
caused by a diet low in iron, insufficient assimilation of iron from the diet, increased iron requirements due to
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growth or pregnancy, or blood loss. Anemia can impair energy metabolism, temperature regulation, immune
function, and work performance. Anemia during pregnancy may increase the risk of prematurity, poor maternal
weight gain, low birth weight, and infant mortality. In infants and children, even mild anemia may delay mental and
motor development. The risk increases with the duration and severity of anemia, and early damages are unlikely to
be reversed through later therapy.

References

1. Centers for Disease Control and Prevention. Criteria for anemia in children and
childbearing-aged women. MMWR 1998:47: RR-3.

2. Centers for Disease Control and Prevention. Prenatal Nutrition Surveillance System
User’s Manual. Atlanta: CDC, 1994.

3. Institute of Medicine. Iron deficiency anemia: recommended guidelines for the
prevention, detection, and management among U.S. children and women of
childbearing age. National Academy Press, Washington, D.C.; 1993.

4. Institute of Medicine. Nutrition during pregnancy. National Academy Press,
Washington, D.C.; 1990.

5. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National
Academy Press, Washington, D.C.; 1996.
Clarification

Basis for blood work assessment: For pregnant women being assessed for iron deficiency anemia, blood work
must be evaluated using trimester values established by CDC. Thus, a pregnant woman would be certified, based
on the trimester in which her blood work was taken.

Definition of Trimester: CDC defines a trimester as a term of three months in the prenatal gestation period with
the specific trimesters defined as follows in weeks:

First Trimester: 0-13 weeks
Second Trimester: 14-26 weeks
Third Trimester: 27-40 weeks

Further, CDC begins the calculation of weeks starting with the first day of the last menstrual period. If that dateis
not available, CDC estimates that date from the estimated date of confinement (EDC). This definition is used in
interpreting CDC’s Prenatal Nutrition Surveillance System data, comprised primarily of data on pregnant women
participating in the WIC Program.

Adjustments for smoking: A State agency may elect to use only one cutoff for all smokers rather than making
specific adjustments based on the individual applicant’s smoking frequency. If the State choosesto use only one
category for this issue, the “up to <1 pack/day” cutoff values category as shown on Tables 201- A and 201-B is the
only one that may be used.
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Table 201 - A: Standards for Low Hematocrit
1st and 3rd Nonpreg |Nonpreg Nonpreg Infants |Infants |Child | Child
Trimester |Trimester Trimester (12-<15 15-<18 >18yrs [0-<6 |6-<12 |1-<2 2-<5
yrs yrs mo mo yrs o yrs
Altitude Smoking Het < Het < Het < Het < Het<  Hct< Hct<  Het<  Het<  Het<
Nonsmokers 330 320 330 35.7 359 357 330 329 330
No altitude  Up to <1 pack/day 34.0 330 340 36.7 36.9 36.7
adjustment |1 -2 packs/day 345 335 345 372 374 372
>2 packs/day 35.0 34.0 35.0 37.7 379 37.7
Nonsmokers 335 32.5 335 36.2 36.4 36.2 335/ 334 335
Up to <1 pack/day 345 335 345 372 374 372
3000-3999 ft
1-2 packs/day 35.0 345 35.0 377 379 37.7
>2 packs/day 355 345 355 382 384 382
Nonsmokers 34.0 330 340 36.7 36.9 36.7 340 339 340
Up to <1 pack/day 35.0 34.0 35.0 37.7 379 37.7
4000- 4999 ft
1-2 packs/day 355 345 355 38.2 384 38.2
>2 packs/day 36.0 35.0 36.0 38.7 389 38.7
Nonsmokers 345 335 345 37.2 374 37.2 345 344 345
Up to <1 pack/day 355 345 355 38.2 384 38.2
5000- 5999 ft
1-2 packs/day 36.0 35.0 36.0 38.7 389 38.7
>2 packs/day 365 355 36.5 39.2 394 39.2
Nonsmokers 35.0 34.0 35.0 37.7 379 37.7 350 349 350
Up to < 1 pack/day 36.0 35.0 36.0 38.7 389 38.7
6000-6999 ft
1-2 packs/day 36.5 355 36.5 39.2 394 39.2
>2 packs/day 37.0 36.0 370 39.7 39.9 39.7
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Table 201 - A, pg. 2
1% 2 3¢ Nonpreg Nonpreg Nonpreg Infants Infants Child Child
Trimester Trimester Trimester 12-<15 15-<18 >218yrs 0-<6 6-<12 1-<22-<5
yrs yrs mo mo yrs yrs
Altitude Smoking Hct < Hct < Hct < Hct < Hct < Hct < Hct< Hct<  Hct< Het<
Nonsmokers 36.0 35.0 36.0 38.7 38.9 38.7 36.0 359 36.0
Upto<1l 37.0 36.0 37.0 39.7 39.9 39.7
7000-7999 ft
pack/day
1-2 37.5 36.5 37.5 40.2 40.4 40.2
packs/day
> 2 packs/day 38.0 37.0 38.0 40.7 40.9 40.7
Nonsmokers 37.0 36.0 37.0 39.7 39.9 39.7 37.0 369 37.0
Upto<1 38.0 37.0 38.0 40.7 40.9 40.7
8000- 8999 ft
pack/day
1-2 38.5 37.5 38.5 41.2 414 41.2
packs/day
> 2 packs/day 39.0 38.0 39.0 41.7 41.9 41.7
Nonsmokers 38.0 37.0 38.0 40.7 40.9 40.7 38.0 379 38.0
Upto<1l 39.0 38.0 39.0 41.7 41.9 41.7
ack/da
9000- 8999 ft pack/day
1-2 39.5 38.5 39.5 42.2 42.4 42.2
packs/day
> 2 packs/day 40.0 39.0 40.0 42.7 42.9 42.7
Nonsmokers 39.0 38.0 39.0 41.7 41.9 41.7 39.0 389 39.0
Upto<1l 40.0 39.0 40.0 42.7 42.9 42.7
10000 ft or more
pack/day
1-2 40.5 39.5 40.5 43.2 43.4 43.2
packs/day
> 2 packs/day 41.0 40.0 41.0 43.7 43.9 43.7
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Table 201 - B: Standards for Low Hemoglobin
1+ 2 3¢ Nonpreg Nonpreg Nonpreg Infants Infants Child Child
Trimester  TrimesterTrimester12-<15 15-<18 >218yrs 0-<6 6-<12 1-<22-<5
yrs yrs mo mo yrs  yrs
Altitude Smoking Hgb < Hgb < Hgb < Hgb < Hgb < Hgb < Hgb< Hgb< Hgb< Hgb<
Nonsmokers 11.0 10.5 11.0 11.8 12.0 12.0 11.0 11.0 111
Upto<1 11.3 10.8 11.3 12.1 12.3 12.3
No altitude pack/day
adjustment
1-2 11.5 11.0 11.5 12.3 12.5 12.5
packs/day
> 2 packs/day 11.7 11.2 11.7 12.5 12.7 12.7
Nonsmokers 11.2 10.7 11.2 12.0 12.2 12.2 11.2 11.2 113
Upto<1 11.5 11.0 11.5 12.3 12.5 12.5
ack/da
3000- 3999 ft pack/day
1-2 11.7 11.2 11.7 12.5 12.7 12.7
packs/day
> 2 packs/day 11.9 11.4 11.9 12.7 12.9 12.9
Nonsmokers 11.3 10.8 11.3 12.1 12.3 12.3 11.3 11.3 11.4
Upto<1 11.6 11.1 11.6 12.4 12.6 12.6
pack/day
4000- 4999 ft 1-2 11.8 11.3 11.8 12.6 12.8 12.8
packs/day
> 2 packs/day 12.0 11.5 12.0 12.8 13.0 13.0
Nonsmokers 11.5 11.0 115 12.3 12.5 12.5 11.5 115 11.6
Upto<1 11.8 11.3 11.8 12.6 12.8 12.8
ack/da
5000-5999 ft pack/day
1-2 12.0 11.5 12.0 12.8 13.0 13.0
packs/day
> 2 packs/day 12.2 11.7 12.2 13.0 13.2 13.2
Nonsmokers 11.7 11.2 11.7 125 12.7 12.7 11.7 11.7 11.8
Upto<1 12.0 11.5 12.0 12.8 13.0 13.0
ack/da
6000-6999 ft pack/day
1-2 12.2 11.7 12.2 13.0 13.2 13.2
packs/day
>2 packs/day 12.4 11.9 12.4 13.2 13.4 13.4
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Table 201 - B, pg. 2
1t 2 3 Nonpreg Nonpreg Nonpreg Infants Infants Child (Child
Trimester  TrimesterTrimester12-<15 15-<18 >218yrs 0-<6 6-<12 1-<22-<5
yrs yrs mo mo yrs yrs
Altitude Smoking Hgb < Hgb < Hgb < Hgb < Hgb < Hgb < Hgb< Hgb< Hgb< Hgb<
Nonsmokers 12.0 11.5 12.0 12.8 13.0 13.0 12.0 12.0 12.1
Upto<l1 12.3 11.8 12.3 13.1 13.3 133
ack/da
7000-7999 ft pack/day
1-2 12.5 12.0 125 13.3 13.5 13.5
packs/day
> 2 packs/day 12.7 12.2 12.7 135 13.7 13.7
Nonsmokers 12.3 11.8 12.3 13.1 13.3 13.3 12.3 12.3 124
Upto<1 12.6 12.1 12.6 13.4 13.6 13.6
ack/da
8000- 8999 ft pack/day
1-2 12.8 12.3 12.8 13.6 13.8 13.8
packs/day
> 2 packs/day 13.0 12.5 13.0 13.8 14.0 14.0
Nonsmokers 12.6 12.1 12.6 13.4 13.6 13.6 12.6 12.6 12.7
Upto<1 12.9 12.4 12.9 13.7 13.9 13.9
pack/day
9000- 8999 ft 1-2 13.1 12.6 13.1 13.9 14.1 14.1
packs/day
> 2 packs/day 13.3 12.8 13.3 14.1 14.3 14.3
Nonsmokers 13.0 12.5 13.0 13.8 14.0 14.0 13.0 13.0 13.1
Upto<l1 13.3 12.8 13.3 14.1 14.3 14.3
ack/da
10000 ft or pack/day
more 1-2 13.5 13.0 135 143 145 145
packs/day
> 2 packs/day 13.7 13.2 13.7 14.5 14.7 14.7
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STANDARDS FOR SEVERE ANEMIA
(Hematocrit low enough to necessitate a medical referral)

3000-4999 5000-6999 7000-7999 8000-8999 9000-9999 >10,000

Pregnancy (any trimester)

Non-Smoker <31% <32% <33% <34% <35% <36%
Smoker
% - 1 pk/day <32% <33% <34% <35% <36% <37%
1 -2 pk/day <32% <33% <35% <36% <37% <38%
>2 pk/day <34% <34% <35% <36% <37% <38%

Non-Pregnant

Non-Smoker <32% <33% <34% <35% <36% <37%
Smoker
% - 1 pk/day <33% <34% <35% <36% <37% <38%
1 -2 pk/day <33% <34% <36% <37% <38% <39%
>2 pk/day <34% <34% <35% <36% <37% <39%
6 — 23 months <29% <30% <31% <32% <33% <34%
2 -5 years <29% <30% <31% <32% <33% <34%
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STANDARDS FOR SEVERE ANEMIA
(Hemoglobin low enough to necessitate a medical referral)

3000-4999 5000-6999 7000-7999 8000-8999 9000-9999 >10,000

Pregnancy (any trimester)

Non-Smoker <10.0 <10.3 <10.8 <11.1 <11.4 <11.8
Smoker
% - 1 pk/day <10.3 <10.6 <111 <114 <11.7 <121
1 -2 pk/day <10.5 <10.8 <11.3 <11.6 <11.9 <12.3
>2 pk/day <10.7 <11.0 <11.5 <11.8 <12.1 <12.5

Non-Pregnant

Non-Smoker <10.3 <10.6 <11.1 <11.4 <11.7 <121
Smoker
% - 1 pk/day <10.8 <11.1 <11.6 <11.9 <12.2 <12.6
1- 2 pk/day <11.0 <11.3 <11.8 <12.1 <124 <12.8
>2 pk/day <11.2 <11.5 <12.0 <12.3 <12.6 <13.0
6 — 23 months <9.5 <9.8 <10.3 <10.6 <11.0 <11.3
2 -5 years <9.6 <9.9 <10.4 <10.7 <11.0 <11.4
08/2016

COLORADO
A Department of Public
Health & Environment




Colorado WIC Program Nutrition Risk Manual 2013
Page | 127

211 Elevated Blood Lead Levels

Definition/Cut-off Value

Blood lead level of > 10 ng/deciliter within the past 12 months.*
*Cut-off value is the current published guidance from the Centers for Disease Control and Prevention.
Participant Category and Priority Level
Category Priority
Pregnant Women |
Breastfeeding Women |
Non-BreastfeedingWomen I, IV, V, or VI
Infants |

Children i

Justification

Venous blood measurement levels at or above the level identified in CDC published guidelines are associated with
harmful effects on health, nutritional status, learning or behavior for everyone. Because published guidelines are
currently available only for children, similar thresholds should be used for other participant categories until
category-specific guidelines are available from CDC.

Lead poisoning is a persistent, but entirely preventable public health problem in the United States. Itis most
common in children, but can occur in other groups as well. Blood lead levels have been declining in the U.S.
population as a whole in recent years, but children remain at risk. Children absorb lead more readily than adults
and children’s developing nervous systems are particularly vulnerable to lead’s effects.

In pregnant women lead crosses the placenta and can have a detrimental impact on a developing fetus. Adequate
intake of calories, calcium, magnesium, iron, zinc, and various vitamins (e.g. thiamin, ascorbic acid, and vitamin E)
decreases the absorption of lead in adults and the susceptibility of children to the toxic effects of lead.

Individuals exposed to lead who participate in WIC may benefit from referrals to lead treatment programs,
guidance on how to reduce exposure to lead, supplemental food, and the importance of diet in minimizing
absorption.

Measurement, of blood lead levels, replaces the Erythrocyte Protoporphyrin (EP) test as the recommended
screening tool because EP is not sensitive enough at blood lead levels below 25 ng/dl. Venous blood samples are
preferable, but capillary samples may be more feasible at some sites. Elevated blood lead levels obtained using
capillary samples should be confirmed using venous blood. If EP is used, elevated results should be followed by a
blood lead test using a venous blood sample.
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Iron deficiency can also cause elevated EP concentrations. Iron deficiency and lead poisoning often coexist.
Although follow-up screening within less than 12 months is recommended for children with an elevated blood lead
level (BLL), CDC recommends blood lead screening for potentially at-risk children at 1 and 2 years of age and
between 36 and 72 months of age. The WIC Program can refer children to a health care provider if they had
elevated BLL 12 months ago and no interim follow-up BLL screening.

References

1. Centers for Disease Control and Prevention. Update: blood lead levels-United
States, 1991-1994. MMWR 1997:46: RR-7.

2. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National
Academy Press, Washington, D.C.; 1996.

3. National Center for Environmental Health. Screening young children for lead
poisoning guidance for state and local public health officials. Atlanta, Ga.:
Centers for Disease Control and Prevention, National Center for Environmental
Health, U.S. Dept. of Health and Human Services, Public Health Service, 1997.
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301 Hyperemesis Gravidarum

Definition/Cut-off Value

Hyperemesis Gravidarum is defined as severe nausea and vomiting to the extent that the pregnant woman
becomes dehydrated and acidotic.

Presence of condition diagnosed, documented, or reported by a physician or someone working undera physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about self-
reporting a diagnosis.

Participant Category and Priority Level
Category Priority

Pregnant Women |

Justification

Nausea and vomiting are common early in gestation; 50% or more of normal pregnant women experience some
vomiting. However, pregnant women with severe vomiting during pregnancy are at risk of weight loss,
dehydration, and metabolicimbalances. Nutrition risk is based on chronic conditions, not single episodes.

References

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National Academy Press,
Washington, D.C.; 1996.
Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A self-
reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to
validate the presence of the condition by asking more pointed questions related to that diagnosis.
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302 Gestational Diabetes

Definition/Cut-offValue

Gestational diabetes mellitus (GDM) is defined as any degree of glucose/carbohydrate intolerance with onset or
first recognition during pregnancy (1, 2).

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about
self-reporting a diagnosis.

Participant Category and Priority Level
Category Priority

Pregnant Women |

Justification

The definition of GDM applies regardless of whether insulin or only diet modification is used for treatment, or
whether the condition persists after pregnancy. Included in this classification are women who may have had
undiagnosed diabetes prior to pregnancy but who are first diagnosed during pregnancy (1, 2). Pregnant women
requiring the use of exogenous steroids, tocolytics, or other medications, or who have medical conditions that alter
glucose tolerance, may develop GDM (2). GDM represents nearly 90% of all pregnancies complicated by diabetes
(1). The criteria for the diagnosis of GDM (3) are shown in Table 1 (see Clarification).

Pregnancy is an insulin-resistant and diabetogenic state (2). Deterioration of glucose tolerance occurs normally

during pregnancy, particularly in the 3" trimester (1, 2). Untreated or poorly treated GDM results in a higher risk of
morbidity and mortality for both the mother and the fetus (2).

Established risk factors for GDM are advanced maternal age, obesity, and family history of diabetes (4).  Risk
assessment for GDM should be undertaken at the first prenatal visit. Women with clinical characteristics
consistent with a high risk for GDM (e.g., those with marked obesity, personal history of GDM or delivery of a
previous large-for-gestation-age infant, glycosuria, polycystic ovary syndrome, or a strong family history of
diabetes) should undergo glucose testing as soon as possible (5). Unquestionably, there are also ethnic
differences in the prevalence of GDM. In the U.S., Native Americans, Asians, Hispanics, and African American
women are at a higher risk for GDM than non-Hispanic White women. Besides obesity, there is a suggestion that
physical inactivity, diets high in saturated fat and smoking are associated with increasing risk for GDM or recurrent
GDM (4).

Infants of women with GDM are at an increased risk of developing obesity, impaired glucose tolerance or diabetes
as children or young adults (4). GDM is associated with a higher incidence of maternal and fetal complications.
Maternal complications include polycythemia, respiratory distress syndrome, and increased rate of stillbirth (6).
Although rarely seen in GDM, congenital anomalies, neural tube defects, cardiac abnormalities and/or caudal
regression may occur if a woman has GDM in the early first trimester (6, 7).
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Since GDM is a risk factor for subsequent type 2 diabetes after delivery, lifestyle modifications aimed at reducing
weight and increasing physical activity are recommended (8). The National Diabetes Education Program (NDEP) is
currently promoting a GDM Prevention Initiative, targeting both providers and women with a GDM history (9). Key
messages are illustrated in Table 2 (see Clarification).

Medical Nutrition Therapy (MNT) is the primary treatment for the management of GDM (7). MNT for GDM
primarily involves a carbohydrate-controlled meal plan that promotes optimal nutrition for maternal and fetal
health with adequate energy for appropriate gestational weight gain, achievement and maintenance of
normoglycemia, and absence of ketosis (7, 8). Breastfeeding should be strongly encouraged as itis associated with
maternal weight loss and reduced insulin resistance for both mother and offspring (10). WIC nutrition services can
reinforce and support the medical and diet therapies (such as MNT) that participants with GDM receive from their
health care providers.
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Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A
self-reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA
to validate the presence of the condition by asking more pointed questions related to that diagnosis.
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Women at high risk for GDM who have tested negative at the initial screening, and women at average risk for
GDM should be tested by a licensed medical provider, between 24 and 28 weeks of gestation. Women of average
risk should be tested at 24-28 weeks of gestation. Testing should follow one of two approaches:

One-step approach: perform a diagnostic 100-g OGTT (Oral Glucose Tolerance Test).
Two-step approach:

A screening test (glucose challenge test) that measures plasma or serum glucose is done 1 hour after a 50-g oral
glucose load without regard for time of day or time of last meal. If a plasma or serum glucose level meets or
exceeds the threshold (= 130 mg/dl [7.2 mmol/L] or

> 140 mg/dl [7.8 mmol/L], respectively), an OGTT is performed (3).

A diagnosis of GDM is made with a 100-g oral glucose load after an overnight fast. Using a 3- hour test, if two or
more plasma or serum glucose levels meet or exceed the threshold, a diagnosis of GDM is made. Alternatively,
the diagnosis can be made using a 75-g oral glucose load. The glucose threshold values for both tests are listed in
Table 1 (10). The 75-g glucose load test is not as well validated as the 100-g OGTT.

With either the 75-g OGTT or the 100-g OGTT, it is recommended that the test be performed after an overnight
fast of at least 8 hours but no longer than 14 hours. For 3 days prior to the test the woman should consume an
unrestricted diet (> 150 g carbohydrate per day) and maintain unrestricted physical activity. Women need to
remain seated and not smoke during the test. (1, 2).
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Table 1. Diagnosis of Gestational Diabetes Mellitus with a 100-g or 75-g
Oral Glucose Load

Time (h) 100-g Oral Glucose Load 75-g Oral Glucose Load
Fasting 95 mg/dL (5.3 mmol/L) 95 mg/dL (5.3 mmol/L)

1 180 mg/dL (10.0 mmol/L) 180 mg/dL (10.0 mmol/L)
2 155 mg/dL (8.6 mmol/L) 155 mg/dL (8.6 mmol/L)
3 140 mg/dL (7.8 mmol/L)

Two or more of the venous plasma concentrations must be met or exceeded for a positive diagnosis.
Source: American Diabetes Association (3).

Table 2. Gestational Diabetes Mellitus (GDM) Prevention Initiative from
the National Diabetes Education Program

e  GDM imparts lifelong risk for diabetes, mostly type 2.
e Modest weight loss and physical activity can delay or prevent type 2 diabetes.
e Offspring can lower risk of diabetes by eating healthy foods, being active, and not becoming overweight.

Conservative recommendations to patients include:
e Let health care practitioners know of any history of GDM.
e  Get glucose testing at 6 to 12 weeks postpartum, then every 1-2 years.
e Reach pre-pregnancy weight 6 to 12 months postpartum.
o [f still overweight, lose at least 5 to 7% of weight slowly, over time, and keep it off.

Adapted from the National Diabetes Education Program (9).
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303 History of Gestational Diabetes
Definition/Cut-offValue

History of diagnosed gestational diabetes mellitus (GDM)

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about
self-reporting a diagnosis.

Participant Category and Priority Level
Category Priority
Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 11, 1V, V or VI

Justification

Women who have had a pregnancy complicated by GDM are 40-60% more likely to develop diabetes within 15-20
years (1), usually type 2 (2). This risk of subsequent diabetes is greatest in women with GDM who are diagnosed
early in the pregnancy, exhibit the highest rates of hyperglycemia during the pregnancy, and are obese.

Approximately 30-50% of the women with a history of GDM will develop GDM in a subsequent pregnancy. Studies
have found that the risk factors for subsequent GDM include insulin use in the index pregnancy, obesity, diet
composition*, physical inactivity, failure to maintain a healthy BMI and weight gain between pregnancies (2, 3). In
addition, if a woman’s lipid levels are elevated, a history of GDM is also a risk factor for cardiovascular disorders

(3).

There is evidence to suggest that some women with a history of GDM show relative beta-cell dysfunction during
and after pregnancy (3). Most women with a history of GDM are insulin resistant. Changes in lifestyle (dietary
and physical activity) may improve postpartum insulin sensitivity and could possibly preserve B-cell function to
slow the progression to type 2 diabetes (2, 3).

During WIC nutrition education and counseling, obese women with a history of GDM should be encouraged to lose
weight before a subsequent pregnancy. Breastfeeding has been shown to lower the blood glucose level and to
decrease the incidence of type 2 diabetes in women with a history of GDM (2, 3). Exercise also has a beneficial
effect on insulin action by enhancing peripheral tissue glucose uptake (3). Medical Nutrition Therapy (MNT) is an
essential component in the care of women with a history of GDM.

Women with a history of GDM but without immediate subsequent postpartum diagnosis of diabetes should be
advised to discuss with their medical provider the importance of having a Glucose Tolerance Testing (GTT) at 6 to
12 weeks postpartum (see Clarification, Table 1); to have a pre-pregnancy consultation before the next pregnancy,
and to request early glucose screening in the next pregnancy (4). The National Diabetes Education Program
(NDEP) is currently promoting a GDM Diabetes Prevention Initiative, targeting both providers and women with a
history of GDM (5). Key messages are illustrated in Table 2 (see Clarification).
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WIC nutrition services can support and reinforce the MNT and physical activity recommendations that participants
receive from the health care providers. In addition, WIC nutritionists can play an important role in providing
women with counseling to help manage their weight after delivery. Also, children of women with a history of GDM
should be encouraged to establish and maintain healthy dietary and lifestyle behaviors to avoid excess weight gain
and reduce their risk for type 2 diabetes (1).

*Diet Composition

Carbohydrate is the main nutrient that affects postprandial glucose elevations. During pregnancy complicated
with GDM, carbohydrate intake can be manipulated by controlling the total amount of carbohydrate, the
distribution of carbohydrate over several meals and snacks, and the type of carbohydrate. These modifications
need not affect the total caloric intake level/prescription (6).

Because there is wide inter-individual variability in the glycemic index each woman needs to determine, with the
guidance of the dietitian, which foods to avoid or use in smaller portions at all meals or during specific times of the
day, for the duration of her pregnancy. Practice guidelines have avoided labeling foods as “good” or “bad” (6).

Meal plans should be culturally appropriate and individualized to take into account the patient’s body habitus,
weight gain and physical activity; and should be modified as needed throughout pregnancy to achieve treatment
goals (6).
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Clarification

Self-reporting of “History of ...” conditions should be treated in the same manner as self-reporting of current
conditions requiring a physician’s diagnosis, i.e., the applicant may report to the CPA that s/he was diagnosed by a
physician with a given condition at some point in the past. As with current conditions, self- diagnosis of a past
condition should never be confused with self-reporting.

Table 1. Reasons for Delayed Postpartum Glucose Testing of Women
with Prior Gestational Diabetes Mellitus (GDM)

1. The substantial prevalence of glucose abnormalities detected by 3 months postpartum.

2. Abnormal test results identify women at high risk of developing diabetes over the next 5 to 10 years.

3. Ample clinical trial evidence in women with glucose intolerance that type 2 diabetes can be delayed or
prevented by lifestyle interventions or modest and perhaps intermittent drug therapy.

4. Women with prior GDM and impaired glucose tolerance (IGT) have cardiovascular disease (CVD) risk
factors. Interventions may reduce subsequent CVD, which is the leading cause of death in both types of
diabetes.

5. Identification, treatment, and planning of pregnancy in women developing diabetes after GDM should
reduce subsequent early fetal loss and major congenital malformations.

Kitzmiller JL, Dang-Kilduff L, Taslimi MM

Table 2. Gestational Diabetes Mellitus (GDM) Prevention Initiative from
the National Diabetes Education Program

e  GDM imparts lifelong risk for diabetes, mostly type 2.

e Modest weight loss and physical activity can delay or prevent type 2 diabetes.

e Offspring can lower risk by eating healthy foods, being active, and not becoming overweight. Conservative
recommendations to patients include:

e Let health care practitioners know of any history of GDM.

Conservative recommendations to patients include:
e  Get glucose testing at 6 to 12 weeks postpartum, then every 1-2 years.
e  Reach prepregnancy weight 6 to 12 months postpartum.
o If still overweight, lose at least 5 to 7% of weight slowly, over time, and keep it off.

Adapted from the National Diabetes Education Program.
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304 History of Preeclampsia

Definition/Cut-off Value

History of diagnosed preeclampsia.

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about
self-reporting a diagnosis.

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 11, 1V, Vor VI

Justification

Preeclampsia is defined as pregnancy-induced hypertension (> 140mm Hg systolic or 90mm Hg diastolic) with
proteinuria developing usually after the twentieth week of gestation (1, 2). Clinical symptoms of preeclampsia may
include: edema, renal failure, and the HELLP (Hemolysis, Elevated Liver enzymes and Low Platelets) syndrome.

Preeclampsia is a leading cause of maternal death and a major contributor to maternal and perinatal morbidity (3).
Women who have had preeclampsia in a prior pregnancy have an increased risk of recurrence (about 20% overall)
(4). The risk is greater in women who have had preeclampsia occurring early in pregnancy or who have had
preeclampsia in more than one pregnancy. Additionally, maternal pre- pregnancy obesity with BMI > 30 is the
most prevalent risk factor for preeclampsia (4).

Risk factors for preeclampsia include (2, 4, 5):

e  Pre-pregnancy obesity BMI > 30

e  Preeclampsia in a prior pregnancy

e Nulliparity (no prior delivery)

e Maternal age > 35 years

e Endocrine disorders (e.g., diabetes); autoimmune disorders (e.g., lupus); renal disorders
e  Multi-fetal gestation

e  Genetics

e Blackrace

There are few established nutrient recommendations for the prevention of preeclampsia. However, vitamin D may
be important because it influences vascular structure and function, and regulates blood pressure (4). Also, calcium
may prevent preeclampsia among women with very low baseline calcium intake (4).

There is no treatment for preeclampsia. The condition resolves itself only when the pregnancy terminates ora
placenta is delivered (4). Early prenatal care, therefore, is vital to the prevention of the onset of the disease.
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WIC is well poised to provide crucial strategies during the critical inter-conceptual period to help reduce the risk of
recurrence of preeclampsia in a subsequent pregnancy.

WIC nutrition education encourages practices shown by research to have a protective effect against developing
preeclampsia (2, 4, 5). These include:

e  Gaining recommended weight based on pre-pregnancy BMI, in order to help return to a healthy
post-partum weight

e Scheduling early prenatal care visits

e Consuming a diet adequate in calcium and vitamin D

e Taking prenatal vitamins

e Engaging in regular physical activity

e Discontinuing smoking and alcohol consumption

Post-Partum Women

Women who have had preeclampsia should be advised that they are at risk for recurrence of the disease and
development of cardiovascular disease (CVD) later in life (4, 7). WIC nutrition education can emphasize measures
that support the prevention of preeclampsia in a future pregnancy such as reaching or maintaining a healthy BMI
and lifestyle between pregnancies, consuming a nutritionally adequate diet consistent with the Dietary Guidelines
for Americans, and engaging in regular physical activity.

Pregnant Women

The WIC Program provides supplemental foods rich in nutrients, especially calcium and Vitamin D, which research
has shown to have a protective effect on preeclampsia (4). During nutrition education, WIC can encourage actions
or behaviors that also have been shown to have a protective effect against preeclampsia: early prenatal care,
taking a prenatal vitamin, and engaging in physical activity (6). WIC can also discourage smoking and alcohol
consumption (2) and counsel pregnant women to gain recommended weight based on pre-pregnancy BMI (8) and
to return to pre-pregnancy weight or a healthy BMI of < 25 for the benefit of future pregnancies.
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Clarification

Self-reporting of “History of ...” conditions should be treated in the same manner as self-reporting of current
conditions requiring a physician’s diagnosis, i.e., the applicant may report to the CPA that s/he was diagnosed by a
physician with a given condition at some point in the past. As with current conditions, self- diagnosis of a past
condition should never be confused with self-reporting.
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311 History of Preterm Delivery

Definition/Cut-off Value

History of preterm delivery is defined as the birth of an infant at < 37 weeks gestation for the following:

Pregnant Women Any history of preterm delivery

Breastfeeding/Non-Breastfeeding Most recent pregnancy

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-BreastfeedingWomen I, 1V, Vor VI

Justification

Preterm birth causes at least 75% of neonatal deaths not due to congenital malformations (1). In most cases of
preterm labor, the cause is unknown. Epidemiologic studies have consistently reported low socioeconomic status,
nonwhite race, maternal age of < 18 years or > 40 years, and low prepregnancy underweight as risk factors. A
history of one previous preterm birth is associated with a recurrent risk of 17-37% (2, 3); the risk increases with the
number of prior preterm births and decreases with the number of term deliveries.
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312 History of Low Birth Weight

Definition/Cut-off Value

History of low birth weight is defined as the birth of an infant weighing <5 Ib. 8 oz. (< 2500 grams) for the
following:

Pregnant Women Any history of low birth weight

Breastfeeding/Non-Breastfeeding Most recent pregnancy

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-BreastfeedingWomen I, 1V, Vor VI

Justification

A woman’s history of a delivery of a low birth weight (LBW) baby is the most reliable predictor for LBW in her
subsequent pregnancy (1). The risk for LBW is 2-5 times higher than average among women who have had
previous LBW deliveries and increases with the number of previous LBW deliveries (1). This is true for historiesin
which the LBW was due to premature birth, fetal growth restriction (FGR) or a combination of these factors. The
extent to which nutritional interventions (dietary supplementation and counsel) can decrease risk for repeat LBW
depends upon the relative degree to which poor nutrition was implicated in each woman’s previous poor
pregnancy outcome. Nutritional deficiencies and excesses have been shown to result in LBW and pregnancy loss.
The pregnant woman’s weight gain is one of the most important correlates of birth weight and of FGR (2, 3).
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321 History of Spontaneous Abortion, Fetal
or Neonatal Loss

Definition/Cut-off Value

History of spontaneous abortion, fetal or neonatal loss are defined as follows:

321A - Pregnant Women Any history of fetal.or neonatal death or 2 or more
spontaneousabortions.

Most recent pregnancy in which there was a

multifetal gestation with one or more fetal or

neonatal deaths but with one or more infants still

living.

321B - Breastfeeding Women

Spontaneous abortion, fetal or neonatal loss in most

321C - Non-BreastfeedingWomen
recent pregnancy.

Spontaneous abortion, fetal and neonatal death are defined as follows:

. The spontaneous termination of a gestation at < 20

Spontaneous Abortion (SAB) P L &
weeks or of a fetus weighing < 500 grams.

The spontaneous termination of a gestation at > 20

Fetal Death P g

weeks.

Neonatal Death The death of an infant within 0-28 days of life.

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about self-
reporting a diagnosis.
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Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-BreastfeedingWomen I, 1V, Vor VI

Justification
Pregnancy

Previous fetal and neonatal deaths are strongly associated with preterm low birth weight (LBW) and small for
gestational age (SGA) and the risk increases as the number of previous poor fetal outcomes goes up.

Spinnillo et al found that the risk for future small for gestational age outcomes increased two fold if a woman had 2
or more SAB. Adverse outcomes related to history of SAB include recurrent SAB, low birth weight (including
preterm and small for gestational age infants), premature rupture of membranes, neural tube defects and major
congenital malformations. Nutrients implicated in human and animal studies include energy, protein, folate, zinc,
and vitamin A.

Postpartum women

A SAB has been implicated as an indicator of a possible neural tube defect in a subsequent pregnancy. Women who
have just had a SAB or a fetal or neonatal death should be counseled to increase their folic acid intake and delay a
subsequent pregnancy until nutrient stores can be replenished.

The extent to which nutritional interventions (dietary supplementation and counseling) can decrease the risk for
repeat poor pregnancy outcomes depends upon the relative degree to which poor nutrition was implicated in each
woman’s previous poor pregnancy outcome. WIC Program clients receive foods and services that are relevant and
related to ameliorating adverse pregnancy outcomes. Specifically, WIC food packages include good sources of
implicated nutrients. Research confirms that dietary intake of nutrients provided by WIC foods improve indicators
of nutrient status and/or fetal survival in humans and/or animals.
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Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A self-
reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to
validated the presence of the condition by asking more pointed questions related to that diagnosis.

Note: A woman who becomes pregnant within 16 months after a SAB (her first) would qualify for risk #332, Closely
Spaced Pregnancies.
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331 Pregnancy at a Young Age

Definition/Cut-off Value

Pregnancy at a young age is defined as conception at:
331A: <16 years of age
331B: 16 to <18 years of age

Note: Compass uses age as of date of LMP to assign risk.

Pregnant Women Current pregnancy

Breastfeeding/Non-Breastfeeding Most recent pregnancy

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women I, 1V, Vor VI

Justification

Pregnancy before growth is complete is a nutritional risk because of the potential for competition for nutrients for
the pregnancy needs and the woman’s growth.

The pregnant teenager is confronted with many special stresses that are superimposed on the nutritional needs
associated with continued growth and maturation.

Younger pregnant women of low socioeconomic status tend to consume less than recommended amounts of
protein, iron, and calcium, and are more likely to come into pregnancy already underweight. Pregnant teens who
participate in WIC have been shown to have an associated increase in mean birth weight and a decrease in LBW
outcomes.

Adolescent mothers frequently come into pregnancy underweight, have extra growth related nutritional needs,
and because they often have concerns about weight and body image, are in need of realistic, health promoting
nutrition advice and support during lactation. Diets of adolescents with low family incomes typically contain less
iron, and less vitamin A than are recommended during lactation.
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The adolescent mother is also confronted with many special stresses superimposed on the normal nutritional needs
associated with continued growth. Nutrition status and risk during the postpartum period follow from the
nutritional stresses of the past pregnancy, and in turn have an impact on nutrition related risks in subsequent
pregnancies.

Poor weight gain and low intakes of a variety of nutrients are more common in pregnant adolescents. Therefore,
participation in the WIC Program should be of substantial benefit.
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332 Closely Spaced Pregnancies

Definition/Cut-off Value

Closely spaced pregnancies are defined as conception before 16 months postpartum for the following:

Pregnant Women Current pregnancy

Breastfeeding/Non-Breastfeeding Most recent pregnancy

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-BreastfeedingWomen I, 1V, Vor VI

Justification

Pregnancy stimulates an adjustment of the mother to a new physiological state which results in rapid depletion of
maternal stores of certain nutrients. Mothers with closely spaced pregnancies do not have sufficient time to
replenish the nutritional deprivations of the previous pregnancy. Breastfeeding places further nutritional demands
on the mother and may increase risks to the pregnancy. After birth, readjustments take place. Itis undesirable for
another pregnancy to occur before the readjustment is complete since a short interconceptional time period may
leave the woman in a compromised nutritional state and at risk for a poor pregnancy outcome. Among low income,
inner-city, multiparous women, inter- pregnancy intervals of less than 12 months have been associated with lower
folate levels in the postpartum period.

There is a sharply elevated relative risk for low birth weight (LBW) when the interconception interval is less than 6
months. An increased risk persists for inter-pregnancy intervals of up to 18 months and holds when adjusted for
potential confounders. The increased risk is for small gestational age term births rather than for LBW due to
prematurity.

In one study, postpartum women who received WIC supplements for 5-7 months, delivered higher mean birth
weights and lengths and had a lower risk of low birth weight than women who received supplements for two
months or less. Women who were supplemented longer had higher mean hemoglobin values and a lower risk of
maternal obesity at the subsequent pregnancy.

Recognizing the potential problems associated with closely spaced pregnancies, WIC Program Regulations
specifically include this condition.
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333 High Parity and Young Age

Definition/Cut-off Value

Women under age 20 at date of conception who have had 3 or more previous pregnancies of at least 20 weeks
duration, regardless of birth outcome for the following:

Pregnant Women Current pregnancy

Non-Breastfeeding Women Most recent pregnancy

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 11, 1V, Vor VI

Justification

The IOM Report (p. 204) states, “empirical evidence on the interactions of high parity with both age and short
interpregnancy interval does suggest significant [nutritional] risks associated with high parity at young ages and
high parity with short interpregnancy intervals (1).”

Since factors such as adolescent pregnancy (< 18 years of age) and short interpregnancy interval are used
independently as risk criteria, women with such risks would be eligible for participation in WIC. Studies by Kramer
(1987) and MacLeod & Kiely (1988) (pg. 202) show that “multiparity increases the risk of low birth weight (LBW) for
women under age 20.” Kramer further reports “multiparity has little effect for women age 20-34 years and
decreases for women over age 35.” These studies demonstrate the risk of delivering LBW babies for women under
the age of 20 years. Thus, low birth weight increases the likelihood of physical and mental developmental
deficiencies among surviving infants, and even a higher incidence of infant death.
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334 Lack of or Inadequate Prenatal Care

Definition/Cut-off Value

Prenatal care beginning after the 1* trimester (after 13" week), or based on an Inadequate Prenatal Care Index
published in a peer reviewed article such as the one by Kessner et al. (4).

First prenatal visit in the third trimester (7-9 months) or:

14-21 0 or unknown
22-29 lorless
30-31 2 or less
32-33 3orless
34 or more 4 or less

Participant Category and Priority Level

Pregnant Women |

Justification

Women who do not receive early and adequate prenatal care are more likely to deliver premature, growth
retarded, or low birth weight infants (3). The Kessner Index can be used to assess the adequacy of prenatal care for
a woman with an uncomplicated pregnancy. Women with medical or obstetric problems, as well as younger
adolescents, may need closer management; the frequency of prenatal visits should be determined by the severity
of identified problems (1). Several studies have reported significant health and nutrition benefits for pregnant
women enrolled in the WIC Program (3).
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4. Kessner DM, Singer J, Kalk CE, Schlesinger ER. Infant Death: An analysis by
maternal risk and health care. Contrasts in Health Status; Vol. I. Washington, DC:
Institute of Medicine, National Academy of Sciences; 1973.
Clarification

The Centers for Disease Control and Prevention (CDC) defines a trimester as a term of three months in the prenatal
gestation period with the specific trimesters defined as follows in weeks:

e  First Trimester: 0-13 weeks
e Second Trimester: 14-26 weeks
e  Third Trimester: 27-40 weeks

Further, CDC begins the calculation of weeks starting with the first day of the last menstrual period. If that dateis
not available, CDC estimates that date from the estimated date of confinement (EDC). This definition is used in
interpreting CDC’s Prenatal Nutrition Surveillance System data, comprised primarily of data on pregnant women
participating in the WIC Program.
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335 Multi-fetal Gestation

Definition/Cut-off Value

More than one (> 1) fetus in a current pregnancy (Pregnant Women) or the most recent pregnancy
(Breastfeeding and Non-Breastfeeding Women).

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 11, 1V, Vor VI

Justification

Multi-fetal gestations are associated with low birth weight, fetal growth restriction, placental and cord
abnormalities, preeclampsia, anemia, shorter gestation and an increased risk of infant mortality. Twin births
account for 16% of all low birth weight infants. The risk of pregnancy complications is greater in women carrying
twins and increases markedly as the number of fetuses increases (1, 2).

For twin gestations, the 2009 IOM recommendations provide provisional guidelines: normal weight women
should gain 37-54 pounds; overweight women, 31-50 pounds; and obese women, 25-42 pounds (3). There was
insufficient information for the IOM committee to develop even provisional guidelines for underweight women
with multiple fetuses. A consistent rate of weight gain is advisable. A gain of 1.5 pounds per week during the
second and third trimesters has been associated with a reduced risk of preterm and low-birth weight delivery in
twin pregnancy (2). In triplet pregnancies the overall gain should be around 50 pounds with a steady rate of gain
of approximately 1.5 pounds per week throughout the pregnancy (2). Education by the WIC nutritionist should
address a steady rate of weight gain that is higher than for singleton pregnancies.

Pregnant or breastfeeding women with twins have greater requirements for all nutrients than women with only
one infant. Postpartum, non-breastfeeding women delivering twins are at greater nutritional risk than similar
women delivering only one infant. All three groups of women would benefit greatly from the nutritional
supplementation provided by the WIC Program.
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336 Fetal Growth Restriction

Definition/Cut-off Value

Fetal Growth Restriction (FGR) (replaces the term Intrauterine Growth Retardation (IUGR)), may be diagnosed by a
physician with serial measurements of fundal height, abdominal girth and can be confirmed with ultrasonography.
FGR is usually defined as a fetal weight < 10" percentile for gestational age.

Presence of condition diagnosed, documented, or reported by a physician or someone working undera physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about self-
reporting a diagnosis.

Participant Category and Priority Level

Pregnant Women |

Justification

Fetal Growth Restriction (FGR) usually leads to low birth weight (LBW) which is the strongest possible indicator of
perinatal mortality risk. Severely growth restricted infants are at increased risk of fetaland neonatal death,
hypoglycemia, polycythemia, cerebral palsy, anemia, bone disease, birth asphyxia, and long term neurocognitive
complications. FGR may also lead to increased risk of ischemic heart disease, hypertension, obstructive lung
disease, diabetes mellitus, and death from cardiovascular disease in adulthood. FGR may be caused by conditions
affecting the fetus such as infections and chromosomal and congenital anomalies. Restricted growth is also
associated with maternal height, prepregnancy weight, birth interval, and maternal smoking. WIC’s emphasis on
preventive strategies to combat smoking, improve nutrition, and increase birth interval, may provide the guidance
needed to improve fetal growth.
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Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A self-
reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to
validate the presence of the condition by asking more pointed questions related to that diagnosis.

12/2013

COLORADO
A Department of Public
Health & Environment




Colorado WIC Program Nutrition Risk Manual 2013
Page | 163

337 History of Birth of a Large for Gestational
Age Infant

Definition/Cut-offValue

History of birth of a large for gestational age infant is defined as follows:

Any history of giving birth to an infant weighing greater

P tW
reghant Yomen than or equal to 9 Ibs. (4000 grams).

Most recent pregnancy, or history of giving birth to an

B tfeeding/Non-B tfeeding W
reastfeeding/Non-Breastfeeding Women infant weighing greater than or equal to 9 Ibs. (4000 grams).

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about
self-reporting a diagnosis.

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women 11, IV, Vor VI

Justification

Women with a previous delivery of an infant weighing greater than 9 lbs. (4000 grams) are at an increased risk of
giving birth to a large for gestational age infant (1). Macrosomia may be an indicator of maternal diabetes
(current or gestational) or a predictor of future diabetes (2).

The incidence of maternal, fetal, and neonatal complications is high with neonates weighing greater than 9 |bs.
(4000 grams). Risks for the infant include dystocia, meconium aspiration, clavicular fracture, brachia plexus injury,
and asphyxia (3).

References
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3. Institute of Medicine. Nutrition during pregnancy. Washington, (DC): National
Academy Press; 1990. p. 190.

Clarification

Self-reporting of “History of ...” conditions should be treated in the same manner as self-reporting of current
conditions requiring a physician’s diagnosis, i.e., the applicant may report to the CPA that s/he was diagnosed by a
physician with a given condition at some point in the past. As with current conditions, self- diagnosis of a past
condition should never be confused with self-reporting.
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338 Pregnant Woman Currently Breastfeeding

Definition/Cut-off Value

Breastfeeding woman now pregnant.

Participant Category and Priority Level

Pregnant Women

Justification

Breastfeeding during pregnancy can influence the mother’s ability to meet the nutrient needs of her growing fetus
and nursing baby. Generally, pregnancy hormones cause the expectant mother’s milk supply to drastically decline
(until after delivery). If the mother conceived while her nursing baby was still solely or predominantly
breastfeeding, the baby could fail to receive adequate nutrition. In addition to changesin milk volume and
composition, mothers who breastfeed throughout a pregnancy usually report that their nipples, previously
accustomed to nursing, become extremely sensitive (presumably due to pregnancy hormones). When women
nurse through a pregnancy it is possible that oxytocin released during breastfeeding could trigger uterine
contractions and premature labor. When a mother chooses to nurse through a pregnancy, she needs breastfeeding
counseling.

References
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339 History of Birth with Nutrition Related
Congenital or Birth Defect
Definition/Cut-offValue

A woman who has given birth to an infant who has a congenital or birth defect linked to inappropriate
nutritional intake, e.g., inadequate zinc, folic acid, excess vitamin A.

Any history of birth with nutrition-related congenital or

Pregnant Women birth defect.

Breastfeeding/Non-Breastfeeding Most recent pregnancy.

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about
self-reporting a diagnosis.

Participant Category and Priority Level

Pregnant Women
Breastfeeding Women

Non-Breastfeeding Women I, IV, V or VI

Justification

The single greatest risk factor for a pregnancy with a neural tube defect is a personal or family history of such a
defect. More than 50% of recurrences can be prevented by taking folic acid before conception. Recent studies
suggest that intake of folic acid may also be inversely related to the occurrence of cleft lip and palate. The WIC
Program provides nutrition education and folic acid-rich foods to women to help prevent future birth defects.

Recurrent birth defects can also be linked to other inappropriate nutritional intake prior to conception or during
pregnancy, such as inadequate zinc (LBW) or excess vitamin A (cleft palate or lip). The food package and nutrition
education provided to WIC participants help women at risk make food choices that provide appropriate nutrient
levels.
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References

1. Federal Register, Part Ill, DHHS, FDA, 21 CFR Part 101, Food Labeling: Health Claims
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2. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National
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Clarification

Self-reporting of “History of ...” conditions should be treated in the same manner as self-reporting of current
conditions requiring a physician’s diagnosis, i.e., the applicant may report to the CPA that s/he was diagnosed by a
physician with a given condition at some point in the past. As with current conditions, self- diagnosis of a past
condition should never be confused with self-reporting.
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341 Nutrient Deficiency Diseases

Definition/Cut-off Value

Diagnosis of nutritional deficiencies or a disease caused by insufficient dietary intake of macro and micronutrients.
Diseases include, but are not limited to, Protein Energy Malnutrition, Scurvy, Rickets, Beri Beri, Hypocalcemia,
Osteomalacia, Vitamin K Deficiency, Pellagra, Cheilosis, Menkes Disease, and Xerophthalmia.

Presence of condition diagnosed, documented, or reported by a physician or someone working under a physician’s
orders, or as self reported by applicant/participant/caregiver. See Clarification for more information about self-
reporting a diagnosis.

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-BreastfeedingWomen I, 1V, Vor VI
Infants |

Children 1]

Justification

The presence of macro- and micro-nutrient deficiencies indicates current nutrition health risks. Persistent
malnutrition may lead to elevated morbidity and mortality rates. Important functional disturbances may occur as a
result of single or multiple nutrient deficiencies. Examplesinclude impaired cognitive function, impaired function
of the immune system, and impaired function of skeletal muscle. Participation in the WIC Program provides key
nutrients and education to help restore nutrition status and promote full rehabilitation of those with an overt
nutrient deficiency.

References

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National
Academy Press, Washington, D.C.; 1996.

2.  Worthington-Roberts BS, Williams SR. Nutrition throughout the life cycle, 4th
edition. Boston: McGraw-Hill, 2001.
Clarification

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a person
simply claims to have or to have had a medical condition without any reference to professional diagnosis. A self-
reported medical diagnosis (“My doctor says that | have/my son or daughter has...”) should prompt the CPA to
validate the presence of the condition by asking more pointed questions related to that diagnosis.
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342 Gastrointestinal Disorders

Definition/Cut-off Value

Disease(s) and/or condition(s) that interferes with the intake or absorption of nutrients. The diseases and/or
conditions include, but are not limited to:

Gastroesophageal reflux disease (GERD) Peptic ulcer
Post-bariatric surgery Short bowel syndrome

Inflammatory bowel disease, including ulcerative

. . Liver disease
colitis or Crohn’s disease

Pancreatitis Biliary tract disease

Presence of gastrointestinal disorders diagnosed, documented, or reported by a physician or someone working
under a physician’s orders, or as self reported by applicant/participant/caregiver. See Clarification for more
information about self-reporting a diagnosis.

Participant Category and Priority Level

Pregnant Women |
Breastfeeding Women |

Non-Breastfeeding Women I, 1V, Vor VI
Infants |

Children 1]

Justification

Gastrointestinal disorders increase nutritional risk in a number of ways, including restricted food intake, abnormal
deglutition, impaired digestion of food in the intestinal lumen, generalized or specific nutrient malabsorption, or
excessive gastrointestinal losses of endogenous fluids and nutrients. Frequent loss of nutrients through vomiting,
diarrhea, malabsorption, or infections can result in malnourishment and lowered disease resistance (1, 2).
Nutrition management plays a prominent role in the treatment of gastrointestinal disorders.
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Gastroesophageal Reflux Disease (GERD)

GERD is irritation and inflammation of the esophagus due to reflux of gastric acid into the esophagus (3).
Nutritional care of GERD includes avoiding eating within 3 hours before going to bed; avoiding fatty foods,
chocolate, peppermint, and spearmint, which may relax the lower esophageal sphincter; and coffee and alcoholic
beverages, which may increase gastric secretion (4). Consumption of these items may need to be limited
depending on individual tolerance.

Peptic Ulcer

Peptic ulcer normally involves the gastric and duodenal regions of the gastrointestinal tract (4). Because the
primary cause of peptic ulcers is Helicobacter pylori infection, the focus of treatment is the elimination of the
bacteria with antibiotic and proton pump inhibitor therapy. Dietary advice for persons with peptic ulcers is to avoid
alcohol, coffee (with and without caffeine), chocolate, and specific spices, such as black pepper (4, 5).

Post-bariatric Surgery

Many types of surgical procedures are used for the intervention of morbid obesity. These procedures promote
weight loss by restricting dietary intakes, e.g., adjustable gastric banding (AGB), and/or bypassing some portion of
intestine to cause incomplete digestion and/or malabsorption of nutrients, e.g., Roux-y gastric bypass (RYGB).
Therefore, the risks for developing nutritional deficiencies after bariatric surgery are greatly increased. Since
gastric bypass individuals have both a decreased availability of gastric acid and intrinsic factor, vitamin B12
deficiency can develop without supplementation. Taking daily nutritional supplements and eating foods high in
vitamins and minerals are important aspects of the nutritional management for the individuals who have had
bariatric surgery (6).

Short Bowel Syndrome (SBS)

SBS is the result of extensive small bowel resection. SBS in infants is mostly the result of small bowel resection for
the treatment of congenital anomalies, necrotizing enterocolitis, and congenital vascular. In adults, Crohn's
disease, radiation enteritis, mesenteric vascular accidents, trauma, and recurrent intestinal obstruction are the
most common conditions treated by small bowel resection and resulting in SBS (4). The loss of a large segment of
the small bowel causes malabsorption syndrome. Total parenteral nutrition usually is started within the first few
days after intestinal resection. Gradual supplementation with enteral feeding promotes intestinal adaptation in
order to wean from parenteral nutrition therapy. Supplementation with fat soluble vitamins and vitamin B12 may
be needed (7). The pediatric client’s nutritional status must be assessed and growth closely monitored (8).

Inflammatory Bowel Disease (IBD)

Inflammatory bowel disease includes Crohn’s disease and ulcerative colitis. Weight loss, growth impairment, and
malnutrition are the most prevalent nutritional problems observed in IBD. Nutritional support is essential.
Exclusive elemental nutrition has been used in attaining the remission of Crohn’s disease. However, symptoms
tend to recur promptly after resuming the conventional diet (9).

Liver Disease

Since the liver plays an essential role in the metabolic processes of nutrients, liver disorders have far- reaching
effects on nutritional status. Acute liver injury is often associated with anorexia, nausea and vomiting. Therefore,
inadequate nutritional intakes are common. Decreased bile salt secretion is associated with the maldigestion and
impaired absorption of fat and fat-soluble vitamins. Defectsin protein metabolism associated with chronic liver
failure include decreased hepatic synthesis of albumin, coagulation factors, urea synthesis and metabolism of
aromatic amino acids. For nutritional therapy, an important consideration should be the balance between
preventing muscle wasting and promoting liver regeneration without causing hepatic encephalopathy.
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It is recommended that persons with chronic liver disease consume the same amount of dietary protein as that
required by normal individuals (0.74g/kg) (10).

Pancreatic Disease

In chronic pancreatitis, there is a reduced secretion of pancreatic enzymes leading to malabsorption. In severe
cases, tissue necrosis can occur. It is suggested that for patients with pancreatitis, a high carbohydrate, low-fat, low
protein diet may be helpful (11).

Biliary Tract Diseases
Common diseases of the biliary tract are:

e Cholelithiasis (gallstones, without infection).
e Choledocholithiasis (gallstone in the bile duct causing obstruction, pain and cramps).
e  Cholecystitis (inflammation of gallbladder caused by bile duct obstruction).

Obesity or severe fasting may increase risk for these disorders. Since lipids stimulate gallbladder contractions, a
low fat diet with 25% to 30% of total calories as fat is recommended. Greater fat limitation is undesirable as some
fat is required for stimulation and drainage of the biliary tract. Supplementation with fat-soluble vitamins may be
needed for persons with fat malabsorption or a chronic gall bladder condition (12).

WIC nutritionists can provide counseling to support the medical nutrition therapy given by clinical dietitians, and
monitor compliance with therapeutic dietary regimens. They can also review and provide WIC- approved medical
foods or formulas prescribed by the health care providers. In certain circumstances, WIC staff may recommend an
appropriate medical food or formula to the health care provider. They should also make referrals to an
appropriate health care provider for medical nutrition therapy by a clinical dietitian when indicated.
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