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101
Underweight (Women)

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.)

Category Priority
Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, Vor VI

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.

The 2009 Institute of Medicine (IOM) report: Weight Gain During Pregnancy:
Reexamining the Guidelines (1) 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
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101
Underweight (Women)

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

101

Underweight (Women)

Height Underweight Normal Weight Overweight Obese

(Inches) BMI <18.5 BMI 18.5-24.9 BMI 25.0-29.9 BMI > 30.0
58” <89 Ibs 89-118 Ibs 119-142 Ibs >142 Ibs
59” <92 lbs 92-123 Ibs 124-147 lbs >147 lbs
60” <95 Ibs 95-127 Ibs 128-152 Ibs >152 Ibs
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 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 lbs 115-154 Ibs 155-185 Ibs >185 Ibs
67" <118 lbs 118-158 Ibs 159-190 Ibs >190 Ibs
68” <122 lbs 122-163 Ibs 164-196 Ibs >196 Ibs
69” <125 Ibs 125-168 Ibs 169-202 Ibs >202 Ibs
70” <129 lbs 129-173 Ibs 174-208 Ibs >208 Ibs
71" <133 lbs 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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103
Underweight or At Risk of Becoming Underweight (Infants and Children)

Definition/ Underweight
cut-off value Birth to 2 years: Less than or equal to 5" percentile weight-for-length*.
2 —5years: Less than or equal to 5 percentile Body Mass Index (BMI)-for-age*.

At Risk of Underweight
Birth to 2 years: 6" through 10" percentile weight-for-length*.
2 —5years: 6" through 10" percentile Body Mass Index (BMI)-for-age*.

*Based on National Center for Health Statistics/Centers for Disease Control and
Prevention age/sex specific growth charts (2000).

Participant Category Priority

category and

priority level Infants I
Children Il

Justification The Centers for Disease Control and Prevention (CDC) uses the 5 percentile as the cut-
off to define underweight in its Pediatric Nutrition Surveillance System. However, CDC
does not have a position regarding the cut-off percentile, which should be used to
determine underweight as a nutritional risk in WIC.

A survey of articles and texts addressing weight for length or stature cut-off percentiles
reveals that: a) many children less than the 5t percentile are in need of nutritional
intervention, and b) many authors also view a child at

less than or equal to the 10™ percentile as at nutritional risk and in need of preventive
nutritional intervention, or at least further evaluation (1). The 10" percentile cut-off is
included in this criterion to reflect the preventive emphasis of the program.

Weight-for-length/stature describes body proportionality and is sensitive to acute
undernutrition, but can also reflect long-term status (2). Physical growth delay is
used as a proxy for the deleterious effects undernutrition can have on immune
function, organ development, hormonal function and brain development (3).
Participation in WIC has been associated with improved growth in both weight and
height in children (4).
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103
Underweight or At Risk of Becoming Underweight (Infants and Children)
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Overweight (Women)

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.)

Category Priority
Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women ", 1v, v, Vi

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.

The 2009 Institute of Medicine (IOM) report: Weight Gain During Pregnancy:
Reexamining the Guidelines (1) 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
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111
Overweight (Women)

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 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. (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)

111

Overweight (Women)

Height Underweight Normal Weight Overweight Obese

(Inches) BMI <18.5 BMI 18.5-24.9 BMI 25.0-29.9 BMI > 30.0
58” <89 Ibs 89-118 Ibs 119-142 lbs >142 Ibs
59” <92 Ibs 92-123 Ibs 124-147 lbs >147 Ibs
60” <95 lbs 95-127 Ibs 128-152 Ibs >152 Ibs
61” <98 lbs 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 lbs 108-144 Ibs 145-173 Ibs >173 Ibs
65” <111 lbs 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 lbs >190 Ibs
68” <122 lbs 122-163 Ibs 164-196 Ibs >196 Ibs
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”7 <137 lbs 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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113
Overweight (Children 2-5 years of Age)

>24 months to 5 years of age and >95" percentile Body Mass Index (BMI)* or
>95™ percentile weight-for-stature*

* Based on National Center for Health Statistics/Centers for Disease Control and
Prevention (2000) age/sex specific growth charts.

Note: For children 24-36 months of age with a recumbent length, use >95™
percentile based on the weight-for-length growth grid.

Category Priority

Children Il
(=24 months of age)

Use of the 95" percentile to define overweight identifies those children with a
greater likelihood of being overweight as adolescents and adults, with increased
risk of obesity-related disease and mortality. It is recommended that an overweight
child (=95™ percentile) undergo an in-depth medical assessment and careful
evaluation to identify any underlying syndromes or secondary complications.
Overweight can result from excessive energy intake, decreased energy expenditure,
or impaired regulation of energy metabolism. In addition, overweight 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.

Overweight children and their families often feel embarrassed and ashamed.
Therefore, it is extremely important for WIC staff to treat these families with
sensitivity, compassion, and a conviction that overweight is an important chronic
medical problem that can be treated. The goal in nutritional counseling provided by
WIC is to help the child achieve recommended rates of growth and development by
emphasizing food choices of high nutritional quality while avoiding unnecessary or
excessive amounts of calorie rich foods and beverages.

Also, the importance of reducing inactivity (for example, decreasing sedentary TV
viewing) and increasing age appropriate physical activity should be emphasized for
children, with information provided to the parent/caretaker. Suggestions for
increasing physical activity could include increased outdoor time as well as
increased gross motor play (e.g., play-along videos or cassettes that promote
physical activity).
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113
Overweight (Children 2-5 years of Age)

In addition to nutrition counseling, the referral services WIC provides can greatly
assist families in identifying medical providers and other services (if available) that
provide the recommended medical assessments and treatment when necessary.

1. Barlow SE, Dietz WH. Obesity Evaluation and Treatment: Expert Committee
Recommendations. Pediatrics 1998;102:3.

2. Hamill PV, Drizd TA, Johnson CL, Reed RB, Roche AF, Moore WM. Physical
growth: National Center for Health Statistics percentiles. Am.J.Clin.Nutr.
1979;32:607-209.

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

4. 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.

5. Whitaker Robert C, Wright JA, Pepe MS, Seidel KD, Dietz WH. Predicting
Obesity in Young Adulthood from Childhood and Parental Obesity. NEJM,
September 25, 1997; Vol 337, No 13, pages 869-873.

Current data suggests that there is no increased risk of adult obesity based on BMI
or weight-for-length during the first two years of life, independent of parental
obesity. Therefore, only children >24 months of age are included in this criterion.
Please refer to risk #114, “At Risk of Becoming Overweight” to assess factors that
place infants and children under 2 years of age at risk of becoming overweight.
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Short Stature or At Risk of Short Stature (Infants and Children)

Short Stature
Birth to 2 years: Less than or equal to 5" percentile length-for-age*.
2 —5years: Less than or equal to 5™ percentile stature-for-age*.

At Risk of Short Stature
Birth to 2 years: 6™ through 10™ percentile length-for-age*.
2 - 5 years: 6" through 10™ percentile stature-for-age*.

*Based on National Center for Health Statistics/Centers for Disease Control and
Prevention age/sex specific growth charts (2000).

Note: 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” (FNS Policy Memorandum 98-9,
Revision 7, April 2004).

Category Priority

Infants I
Children i

The Centers for Disease Control and Prevention (CDC) uses the 5" percentile as
the cut-off to define short stature in its Pediatric Nutrition Surveillance System.
Due to the health risk prevention emphasis in the WIC Program, the 10™
percentile cut-off is also used.

Abnormal short stature in infants and children is widely recognized as a response to a
limited nutrient supply at the cellular level. The maintenance of basic metabolic
functions takes precedence, and thus resources are diverted from linear growth. 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
such micronutrients as zinc, vitamin A, iron, copper, iodine, calcium, and phosphorus.

1)

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).
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121
Short Stature or At Risk of Short Stature (Infants and Children)

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 (2,3).

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.

Participation in WIC has been associated with improved growth in both weight and
height in children (4)

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment.
Washington (DC): National Academy Press; 1996. p. 104-109.

2. Pipes PL, Trahms CM. Nutrition in infancy and childhood, 6™ edition. Seattle
(WA): WCB/McGraw-Hill; 1997. p. 2.

3. Berhane R, Dietz WH. Clinical assessment of growth. In: Kessler DB, Dawson
P., editors. Failure to thrive and pediatric undernutrition: A transdisciplinary
approach. Baltimore (MD): Paul H. Brooks Publishing Company, Inc.; 1999.
p. 199.

4. Disbrow DD. The costs and benefits of nutrition services: a literature review. J Am
Diet Assoc. 1989;89:S3-66.
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131
Low Maternal Weight Gain

Low maternal weight gain is defined as:

1. A low rate of weight gain, such that in the 2" and 3" trimesters, for singleton
pregnancies (1):

Underweight women gain less than 1 pound per week

Normal weight women gain less than .8 pounds per week

Overweight women gain less than .5 pounds per week

Obese women gain less than .4 pounds per week

OR

2. Low weight gain at any point in pregnancy, such that using an Institute of Medicine
(IOM)-based weight gain grid, 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 (1), as follows:

Prepregnancy

Weight Groups Definition (BMI) Total Weight Gain Range (Ibs)

Underweight <185 28-40
Normal Weight 18.5t024.9 25-35
Overweight 25.0t029.9 15-25
Obese >30.0 11-20

Multi-fetal Pregnancies: See Justification for information.

Note: A BMI table is attached to assist in determining weight classifications. Also,
until research supports the use of different BMI cut-offs to determine weight categories
for adolescent pregnancies, 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.)

Category Priority

Pregnant I
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131
Low Maternal Weight Gain

Maternal weight gain during the 2" and 3" trimesters is an important determinant of
fetal growth. 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 (1) 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 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 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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Low Maternal Weight Gain
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Low Maternal Weight Gain

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:

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 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.

BMI Table for Determining Weight Classifications for Women (1)

Height Underweight Normal Weight Overweight Obese
(Inches) BMI <18.5 BMI 18.5-24.9 BMI 25.0-29.9 BMI > 30.0
58” <89 Ibs 89-118 Ibs 119-142 Ibs >142 lbs
59” <92 lbs 92-123 Ibs 124-147 Ibs >147 lbs
60” <95 lbs 95-127 Ibs 128-152 Ibs >152 lbs
61” <98 Ibs 98-131 Ibs 132-157 Ibs >157 lbs
62” <101 lbs 101-135 Ibs 136-163 Ibs >163 lbs
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 lbs 150-179 Ibs >179 lbs
66” <115 lbs 115-154 Ibs 155-185 Ibs >185 lbs
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 lbs
70” <129 lbs 129-173 Ibs 174-208 Ibs >208 lbs
71” <133 Ibs 133-178 Ibs 179-214 Ibs >214 lbs
72” <137 lbs 137-183 Ibs 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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132
Maternal Weight Loss During Pregnancy

e Any weight loss below pregravid weight during 1% trimester, or
e Weight loss of > 2 pounds (> 1 kg) in the 2" or 3" trimesters (14-40 weeks
gestation).

Category Priority

Pregnant Women |

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.

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.

4. Metropolitan Life Insurance Company. New weight standards for men and women.
Stat.Bull.Metrop.Life Insur.Co., 1959.

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:

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 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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High Maternal Weizght Gain

Pregnant Women:

1. A high rate of weight gam, such that in the 2™ and 3™ trimesters, for singleton
pregnancies (1)

Underweight women gain more than 1.3 pounds per week

Normal weight women gain more thas 1 pound per week.

Overweight women gain more than .7 pounds per week

Obese women gain more than .6 pounds per week

2 # % @

OR

2. High weight gain at any point in pregnancy, such that using an Institute of Medicine
{IOM)-based weight gain grid, a pregnant woman’s weight plots at any point above
the top line of the appropriate weight gain range for her respective prepregnancy
weight category (see below).

Breastfeeding or Non-Breastfeeding Women {miost recent pregnancy only): total
gestational weight gain exceeding the upper limit of the I0M’s recommended range (2)
based on Body Mass Index {(BMI) for singleton pregnancies, as follows (1)

Prepregnancy- ' _ Cut-off
Weight Groups Dicfinition {BM Vahie
Underweight <13.5‘ >40 Ibs
Normal Weight 18510249 >35 1bs
Overweight : 25010299 : 325 Ibs
Obese >30.0 220 Bs

Multi-fetal Pregnancies: See Justification for information.

Note: A BMI table is attached to assist in determining weight classification. Also; until
research supports the use of different BMI cut-offs to detenmine weight categories for
adolescent pregnancies, the same BMI cut-offs will be used for alt women, regardless of
age, when determining WIC eligibility. (See Justification for 2 more detailed
explanation.}

Category : Priority

Pregnant Women i
Breastleeding Women I

Non-Breastfeading Women 111 IV, V, b VI
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High Maternal Weight Gain

Women with excessive gestational weight gains are at increased nisk 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 miaternal
obesity. High reaternal weight gain may be associated with ghicose abnormalities and
gestational hypertension disorders, but the evidence is inconclusive. (1) '

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 BML {1}

The 2009 Institute of Medicine {(IOM) report: Weight Gain During Pregnancy:
Reexamining the Guidelines (1) updated the pregnancy weight catsgories 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 revisw 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 ITOM prenatal weigh‘i gain recommendations based on prepregnancy weight
status categories are associated with improved maternal and child health outcomes (1).

Included in the 2609 IOM guidelines is the recommendation that the BMI weight
categories used for adplt 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 1OM 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 taitor nutrition counseling
accordingly.

For twin gestations, the 2009 I0M recommendations provide provisional guidelines:
normal weight womenshould gain 37-54 pounds; overweight women, 31-50 pounds;
and obese women, 25-42 pounds. There was insufficient information for the IOM
comumittee to develop even provisional guidelines for underweight women with multiple
fetuses (1). However, a consistent rate of weighi gain is advisable. A gainof 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 pregrancy (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 ihemseives {Rask #335, Multi-F etal Gestation),
aside from the weight gain issue.

6/10




Clarification

Page 4 of 4

133
High Maternal Weight Gain

The Centers for Disease Control and Prevention ({CDC) defines a timester 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 date is not available, CDC estimates that date from the
estimated date of confinement {EDXC). This definition i3 used in interpreting CDC’s
Prenatal Nutrition Surveillance Systém data, comprised primarily of data on pregnant
women participating in the WIC Program.

BMI Table for Defermining Weight Classifications fer Wemen (1)

Height Underweight | Normal Weight |  Overweight Obese
(Inches) BMI<i85 | BMI18.5-24.9 | BMI25.0-29.9 | BMI>30.0
58”7 <89 Ibs 89-118 Ibs 119-142 Ibs >142 Ibs
597 <972 Ths 92-123 Ibs 124-147 lbs >147 Ibs
o0 <95 Ibs 95-127 Ibs 128-152 Tbs >152 Ibs
61" <08 lbs 98-131 Ibs 132-157 ths >157 Ibs
62”7 <101 tbs 101-135 Tbs 136-163 Ihs >163 Ibs
63” <105 Ths 105-140 1bs 141-168 ibs >168 Ibs
647 <108 Ibs 108-144 Ths 145-173 Ibs >173 Ibs
657 <1171 ibs 111-1491bs 150-179 1bs >179 Ibs
667 <115 ibs 115-154 Tbs 155-185 Ibs >185 1bs
&7 <118 Ibs 118-158 1bs  159-190 Ibs >190 lIbs
68 <122 ibs 122-163.Tbs 164-196 Ibs >196 lbs
69” <125 Tbs 125-168.1bs 169202 lbs >202 Ibs
707 <129 Ibs | 129-173 Ibs 174208 1bs 208 Tbs
717 <133 ibs 135-178 Tbs 179-2141bs >214 lbs
727 <137 Ibs 137-183 Ibs 184-220 Ibs >220 1bs

(1) Adapted from the Clinical Guidelines on the Identification, Evatuation and ‘Treatment of Overweight
and Obesity in Adults. National Heart, Lunig and Biood Institute (NHLBI); Nafional Institutes of Health
(NIFD, NIH Publication No. 98-4083.
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High Maternal Weight Gain

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 prometion, i assisting postparfum women
achieve and maintain a healthy weight.
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134
Failure to Thrive

Presence of failure to thrive (FTT) diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

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).

Category Priority

Infants I
Children 1l

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; or

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

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).

1. Berkow R, Fletcher AJ. 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.

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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Low Birth Weight and Very Low Birth Weight

Low Birth Weight (LBW)
Birth weight defined as less than or equal to 5 pounds 8 ounces (less than or equal to
2500 g), for infants and children less than 24 months old.

Very Low Birth Weight (VLBW)
Birth weight defined as less than or equal to 3 pounds 5 ounces (less than or
equal to 1500 g), for infants and children less than 24 months old.

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.

Category Priority

Infants |
Children less than 24 1l
months old

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)

Cited Reference

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.
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142
Prematurity

Birth at less than or equal to 37 weeks gestation (infants and children less
than 24 months old).

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.

Category Priority
Infants |

Children less than 24 months i
old

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)

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

Definition/ For infants and children less than 24 months old:

cut-off value
Presence of small for gestational age diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

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 Priority
category and
priority level Infants I

Children < 24 months old i

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, hypocalcemia, 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.
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Small for Gestational Age

Cited References

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

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. 3" edition. Chicago (IL): Precept Press, Inc.; 2000.

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

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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Large for Gestational Age

Birth weight greater than or equal to 9 pounds (greater than or equal to
4000 g); or

Presence of large for gestational age diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority

Infants |

Infant mortality rates are higher among full-term infants who weigh greater than
4,000 g (greater than 9 Ibs) 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).

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.

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 I 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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Low Hematocrit/Low Hemoglobin

Definition/ Hemoglobin or hematocrit concentration below the 95 percent confidence interval
cut-off value (i.e., below the .025 percentile) for healthy, well-nourished individuals of the same
age, sex, and stage of pregnancy.

Cut-off values are provided on Tables 201-A and 201-B in the Reference Materials
Section, 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.
Table 201-C includes a table of rounded hematocrit values adapted from CDC for
those WIC agencies that obtain hematocrits only in whole numeric values.

Participant Category Priority

category and

priority level Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, Vv, or VI
Infants I
Children Il

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. Changes in Hb concentration and Hct occur at the late
stages of iron deficiency. While neither an Hb or 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 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.
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Low Hematocrit/Low Hemoglobin

=

Centers for Disease Control and Prevention. Criteria for anemia in children and
childbearing-aged women. MMWR 1998:47:RR-3.

References

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 1. Basis for bloodwork assessment: For pregnant women being assessed for
iron deficiency anemia, bloodwork must be evaluated using trimester values
established by CDC. Thus, a pregnant women would be certified, based on the
trimester in which her bloodwork was taken.

2. 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 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.

3. 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 chooses to 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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211
Elevated Blood Lead Levels

Definition/ Blood lead level of > 10 pg/deciliter within the past 12 months.

cut-off value
Cut off value is the current published guidance from the Centers for Disease Control
and Prevention (CDC).

Participant Category Priority

category and

priority level Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
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. It is 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 pg/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. Iron
deficiency can also cause elevated EP concentrations. Iron deficiency and lead
poisoning often coexist.
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211
Elevated Blood Lead Levels

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 an 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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Hyperemesis Gravidarum

Severe nausea and vomiting to the extent that the pregnant woman becomes
dehydrated and acidotic. Presence of Hyperemesis Gravidarum diagnosed by a
physician as self reported by applicant/participant/caregiver, or as reported or
documented by a physician, or someone working under physician's orders.

Category Priority

Pregnant Women I

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 metabolic
imbalances. Nutrition risk is based on chronic conditions, not single episodes.

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

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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Gestational Diabetes

Definition/ Gestational diabetes mellitus (GDM) is defined as any degree of glucose/carbohydrate
cut-off value intolerance with onset or first recognition during pregnancy (1, 2).

Presence of gestational diabetes diagnosed by a physician as self-reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Participant Category Priority
category and
priority level Pregnant Women I

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

Page 1 of 4 7/09



302
Gestational Diabetes

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).

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 it is
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.

References 1. American Diabetes Association: Diagnosis and classification of diabetes mellitus.
Diabetes Care. Jan 2008; 31 Suppl 1:S55-60.

2. Franz MJ, Biastre SA, Slocum J. Diabetes in the life cycle and research. In:
Gestational Diabetes — A core curriculum for diabetes education, American
Association of Diabetes Educators. 5™ ed. 2003.

3. American Diabetes Association. Gestational diabetes mellitus (position
statement). Diabetes Care. 2003; 26 Suppl 1:5103-105.

4. Ferrara, A. Increasing prevalence of gestational diabetes mellitus: a public health
perspective. Proceedings of the fifth international workshop — conference on
Gestational Diabetes Mellitus. Diabetes Care. Jul 2007; 30 Suppl 2:5S141-46.

5. American Diabetes Association. Standards of medical care in diabetes (position
statement). Diabetes Care. Jan 2007; 30 Suppl 2:54-41.

6. Thomas AM, Gutierrez YM. American Dietetic Association guide to gestational
diabetes mellitus in postpartum considerations. Eds. American Dietetic
Association; 2005:101-113.
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screening, medical management and follow-up. Practical Diabetology. Mar
2007;10-18.

8. American Diabetes Association. Diagnosis and classification of diabetes mellitus.
Diabetes Care. 2008 Jan; 31 Suppl 1:S55-60.

9. Ratner, RE. Prevention of type 2 diabetes in women with previous gestational
diabetes. Proceedings of the fifth international workshop — conference on
gestational diabetes mellitus. Diabetes Care. Jul 2007; 30 Suppl 2 :S242-245.

10. Evert AG, Vande Hei K. Gestational diabetes education and diabetes prevention
strategies. Diabetes Spectrum. 2006; 19(3):135-139.

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 I 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.

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:
e One-step approach: perform a diagnostic 100-g OGTT (Oral Glucose
Tolerance Test)

e Two-step approach:
1. 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).

2. 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
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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).

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 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 (9).
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Definition/ History of diagnosed gestational diabetes mellitus (GDM).

cut-off value
Presence of condition diagnosed by a physician as self-reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under a physician's orders.

Participant Category Priority

category and

priority level Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women 1lI, IV, 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
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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).

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 women
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).

1. Evert AG, Vande Hei K. Gestational diabetes education and diabetes prevention
strategies. Diabetes Spectrum. 2006; 19 (3):135-139.

2. Franz MJ, Biastre SA, Slocum J. Diabetes in the life cycle and research. In:
Gestational diabetes - A core curriculum for diabetes education, American
Association of Diabetes Educators. 5" ed. 2003; 145-163.

3. Thomas AM, Gutierrez YM. American Dietetic Association guide to gestational
diabetes mellitus in postpartum considerations. Eds. American Dietetic
Association. 2005; 101-113.
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4. Kitzmiller JL, Dang-Kilduff L, Taslimi MM. Gestational diabetes after delivery:
short-term management and long-term risks. Proceedings of the fifth international
workshop — conference on Gestational Diabetes Mellitus. Diabetes Care. Jul
2007; 30 Suppl 2:5225-231.

5. Ratner RE. Prevention of type 2 diabetes in women with previous gestational
diabetes. Proceedings of the fifth international workshop — conference on
Gestational Diabetes Mellitus. Diabetes Care. Jul 2007; 30 Suppl 2:5242-245.

6. Reader DM. Medical nutrition therapy and lifestyle interventions. Proceedings of
the fifth international workshop — conference on Gestational Diabetes Mellitus.
Diabetes Care. Jul 2007; 30 Suppl 2:5188-193.

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
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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.
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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Definition/ History of diagnosed preeclampsia.

cut-off value
Presence of condition diagnosed by a physician as self-reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under a physician's orders.

Participant Category Priority

category and

priority level Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women 1lI, IV, V, or 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
Preeclampsia in a prior pregnancy
Nulliparity (no prior delivery)
Maternal age >35 years
Endocrine disorders (e.g., diabetes); autoimmune disorders (e.g.,lupus);
renal disorders
Multi-fetal gestation
e Genetics
e Black race

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 or a placenta is delivered (4). Early prenatal care, therefore, is
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vital to the prevention of the onset of the disease.

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
Scheduling early prenatal care visits
Consuming a diet adequate in calcium and vitamin D
Taking prenatal vitamins
Engaging in regular physical activity
Discontinuing smoking and alcohol consumption

Post-Partum WWomen:

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.

1. American Dietetic Association. Nutrition Care Manual. Hypertension; 2006.
http://www.nutritioncaremanual.org. Accessed May 20009.

2. National Heart, Lung, and Blood Institute, 2000, Working group report on high
blood pressure in pregnancy; 2000 Jul. NIH Publication No. 00-3029.

3. Irani RA, Xia Y. The functional role of the renin-angiotensin system in pregnancy
and preeclampsia. Placenta. 2008;763-771.
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4. Roberts JM, Bodnar LM. Report on the WIC nutrition risk criterion for
hypertension in pregnancy. July 2007. Unpublished.

5. National Heart Lung and Blood Institute: www.nhlbi.gov. Accessed May 2009.

6. U.S. Department of Health and Human Services. 2008 Physical activity guidelines
for Americans. www.health.gov/paguidelines. p. 41-42. Accessed May 2009.

7. Gaugler-Senden, I, Berends A, deGroot C, Steegers E.: Severe, very early onset
preeclampsia: subsequent pregnancies and future cardiovascular health. European
Journal of Obstetrics and Gynecology and Reproductive Biology. 2008:171-177.

8. Institute of Medicine. Weight gain during pregnancy: reexamining the guidelines
(Prepublication Copy). National Academy Press, Washington, D.C.;2009.

Clarification  Self-reporting for “History of...” conditions should be treated in the same manner as
self-reporting for 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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History of Preterm Delivery

Birth of an infant at < 37 weeks gestation

Pregnant Women: any history of preterm delivery
Breastfeeding/Non-Breastfeeding: most recent pregnancy

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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.

1. American College of Obstetricians and Gynecologists. Preterm Labor. Technical
Bulletin 206. Washington, DC: ACOG, 1995.

2. Hoffman HJ, Bakketeig LS. Risk factors associated with the occurrence of preterm
birth. Clin.Obstet.Gynecol. 1984;27:539-52.

3. Keiirse MINC, Rush RW, Anderson AB, Turnbull AC. Risk of preterm delivery in
patients with a previous preterm delivery and/or abortion. Br.J.Obstet.Gynecol.
1978;85:81-85.
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History of Low Birth Weight

Birth of an infant weighing <5 Ib. 8 0z (< 2500 grams)

Pregnant Women: any history of low birth weight
Breastfeeding/Non-Breastfeeding: most recent pregnancy

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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). Thisis
true for histories in 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).

1. Institute of Medicine, Committee to Study the Prevention of Low Birth Weight.
Preventing low birth weight. National Academy Press, Washington, D.C.; 1985.

2. Institute of Medicine. Nutrition during pregnancy. National Academy Press,
Washington, D.C.; 1990.

3. Kramer MS. Intrauterine growth and gestational duration determinants.
Pediatrics 1987;80:502-11.
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History of Spontaneous Abortion, Fetal or Neonatal Loss

A spontaneous abortion (SAB) is the spontaneous termination of a gestation at < 20
weeks gestation or < 500 grams.

Fetal death is the spontaneous termination of a gestation at > 20 weeks.

Neonatal death is the death of an infant within 0-28 days of life.

Pregnant women: any history of fetal or neonatal death or 2 or more spontaneous
abortions.

Breastfeeding women: 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
Non-Breastfeeding: most recent pregnancy

Presence of condition diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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.
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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.

1. American College of Obstetricians and Gynecologists. Preterm Labor. Technical
Bulletin 206. Washington, DC: ACOG, 1995.

2. Carmi R, Gohar J, Meizner |, Katz M. Spontaneous abortion--high risk factor for
neural tube defects in subsequent pregnancy [see comments]. Am.J.Med.Genet.
1994;51:93-7.

3. Institute of Medicine, Committee to Study the Prevention of Low Birth Weight.
Preventing low birth weight. National Academy Press, Washington, D.C.; 1985.

4. Institute of Medicine. Nutrition during pregnancy. National Academy Press,
Washington, D.C.; 1990.

5. Kramer MS. Intrauterine growth and gestational duration determinants. Pediatrics
1987;80:502-11.

6. Paz JE, Otano L, Gadow EC, Castilla EE. Previous miscarriage and stillbirth as risk
factors for other unfavourable outcomes in the next pregnancy.
Br.J.Obstet.Gynecol. 1992;99:808-12.

7. Shapiro S, Ross LF, Levine HS. Relationship of selected prenatal factors to
pregnancy outcome and congenital anomalies. Am.J.Public Health 1965;55;2:268-
282.

8. Spinillo A, Capuzzo E, Piazzi G, Nicola S, Colonna L, lasci A. Maternal high-risk
factors and severity of growth deficit in small for gestational age infants. Early
Hum.Dev. 1994;38:35-43.

9. Thorn DH. Spontaneous abortion and subsequent adverse birth outcomes.
Am.J.Obstet.Gyn. 1992;111-6.
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Clarification =~ NOTE: A woman who becomes pregnant within 16 months after a SAB (her first)
would qualify for risk #332, Closely Spaced Pregnancies.

Self-reporting for “History of...”conditions should be treated in the same manner as
self-reporting for current conditions requiring a physicians 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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331
Pregnancy at a Young Age

Conception <17 years of age.

Pregnant Women: current pregnancy
Breastfeeding/Non-Breastfeeding: most recent pregnancy

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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.

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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References 1. Endres J, Dunning S, Poon SW, Welch P, Duncan H. Older pregnant women and
adolescents: nutrition data after enrollment in WIC. J.Am.Diet.Assoc.
1987;87:1011-6, 1019.

2. Institute of Medicine. Nutrition during pregnancy. National Academy Press,
Washington, D.C.; 1990.

3. Kennedy ET, Kotelchuck M. The effect of WIC supplemental feeding on birth
weight: a case-control analysis. Am.J.Clin.Nutr. 1984;40:579-85.

4. Story M, editor. Nutrition management of the pregnant adolescent a practical
reference guide. Washington, D.C.: National Clearinghouse; 1990. Sponsored by
the March of Dimes Birth Defects Foundation, U.S. Department of Health and
Human Services, U.S. Department of Agriculture.
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Closely Spaced Pregnancies

Conception before 16 months postpartum.

Pregnant Women: current pregnancy
Breastfeeding/Non-Breastfeeding: most recent pregnancy

Category Priority
Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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. It is 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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Closely Spaced Pregnancies
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333
High Parity and Young Age

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.

Pregnant Women: current pregnancy
Breastfeeding/Non-Breastfeeding: most recent pregnancy

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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.

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

2. Kramer MS. Determinants of low birth weight: Methodological assessment and
meta-analysis. Bull. World Health Organ 1987;65:663-737.

3. MacLeod S, Kiely JL. The effects of maternal age and parity on birthweight: a
population- based study in New York City. Int.J.Gynaecol.Obstet. 1988;26:11-9.

4. Taffel SM. Trends in low birth weight: United States, 1975-85. Vital Health Stat.21
1989;1-30.
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334
Lack of or Inadequate Prenatal Care

Prenatal care beginning after the 1% trimester (after 13th 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:

Weeks of Number of

gestation prenatal visits (2)

14-21 0 or unknown

22-29 1 or less

30-31 2 or less

32-33 3 or less

34 or more 4 or less
Category Priority
Pregnant Women |

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).

1. American Academy of Pediatrics, American College of Obstetricians and
Gynecologists. Guidelines for Perinatal Care. Washington, D.C.:AAP,ACOG,;
1997.

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.

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.
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Lack of or Inadequate Prenatal Care

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:

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 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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335
Multi-fetal Gestation

More than one (>1) fetus in a current pregnancy (Pregnant Women) or the most recent

pregnancy (Breastfeeding and Non-Breastfeeding Women).

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, V, or Vi

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.

1. Brown JE and Carlson M. Nutrition and multifetal pregnancy. J Am Diet Assoc.
2000;100:343-348.

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

3. Institute of Medicine. Weight gain during pregnancy: reexamining the guidelines
(Prepublication Copy). National Academy Press, Washington, D.C.; 2009.
www.nap.edu. Accessed June 20009.
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Additional Related References

1. Brown JE, Schloesser PT. Pregnancy weight status, prenatal weight gain, and the
outcome of term twin gestation. Am.J.Obstet.Gynecol. 1990;162:182-6.

2. Suitor CW, editor. Maternal weight gain: a report of an expert work group.
Arlington, Virginia: National Center for Education in Maternal and Child Health;
1997. Sponsored by Maternal and Child Health Bureau, Health Resources and
Services Administration, Public Health Service, U.S. Department of Health and
Human Services.

3. Williams RL, Creasy RK, Cunningham GC, Hawes WE, Norris FD, Tashiro M.
Fetal growth and perinatal viability in California. Obstet.Gynecol. 1982;59:624-32.

4. Worthington-Roberts, BS. Weight gain patterns in twin pregnancies with desirable
outcomes. Clin.Nutr. 1988;7:191-6.
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Fetal Growth Restriction

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 by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women |

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 fetal and 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.

1. Altman DG, Hytten FE. Intrauterine growth retardation: let's be clear about it.
Br.J.Obstet.Gynaecol. 1989;96:1127-32.

2. Barros FC, Huttly SR, Victora CG, Kirkwood BR, Vaughan JP. Comparison of the
causes and consequences of prematurity and intrauterine growth retardation: a
longitudinal study in southern Brazil. Pediatrics 1992;90:238-44.

3. Institute of Medicine. Nutrition during pregnancy. National Academy Press,
Washington, D.C.; 1990.

4. Institute of Medicine. Nutrition during pregnancy; part I, weight gain and part 11,
nutrient supplements. 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.
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Fetal Growth Restriction

10.

Kramer MS, Olivier M, McLean FH, Dougherty GE, Willis DM, Usher RH.
Determinants of fetal growth and body proportionality. Pediatrics 1990;86:18-26.

Kramer MS, Olivier M, McLean FH, Willis DM, Usher RH. Impact of intrauterine
growth retardation and body proportionality on fetal and neonatal outcome.
Pediatrics 1990;86:707-13.

Stein ZA, Susser M. Intrauterine growth retardation: epidemiological issues and
public health significance. Semin.Perinatol. 1984;8:5-14.

Williams SR. Nutrition and diet therapy. St. Louis, Missouri: Times Mirror/Mosby
College Pub, 1989.

Worthington-Roberts BS, Williams SR. Nutrition During Pregnancy and
Lactation. St. Louis: Mosby, 1989.

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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History of Birth of a Large for Gestational Age Infant

Pregant Women: Any history of giving birth to an infant weighing greater than or
equal to 9 Ibs. (4000 grams).

Breastfeeding/Non-Breastfeeding Women: Most recent pregnancy, or history of giving
birth to an infant weighing greater than or equal to 9 Ibs. (4000 grams).

Presence of condition diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

Women with a previous delivery of an infant weighing greater than 9 Ibs. (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 Ibs. (4000 grams). Risks for the infant include dystocia,
meconium aspiration, clavicular fracture, brachia plexus injury, and asphyxia (3).

1. Boyd ME, Usher RH, McLean FH. Fetal macrosomia: prediction, risks, proposed
management. Obstet.Gynecol. 1983;61:715-22.

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

3. Institute of Medicine. Nutrition during pregnancy. Washington, (DC): National
Academy Press;1990. p. 190.

Self-reporting for “History of...”conditions should be treated in the same manner as
self-reporting for current conditions requiring a physicians 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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Pregnant Woman Currently Breastfeeding

Breastfeeding woman now pregnant.

Category Priority

Pregnant Women I

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 changes
in 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.

1. Mohrbacher N, Stock J, La LL, I. The breastfeeding answer book. Schaumburg, 1lI:
La Leche League International, 1997.
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History of Birth with Nutrition Related Congenital or Birth Defect\

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.

Pregnant Women: any history of birth with nutrition-related congenital or birth defect
Breastfeeding/Non-Breastfeeding: most recent pregnancy

Presence of condition diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority
Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

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.

1. Federal Register, Part 11I, DHHS, FDA, 21 CFR Part 101, Food Labeling: Health
Claims and Label Statements, Folate and Neural Tube Defects. Proposed and Final
Rule. March 5, 1996;61;44:8752-8781.

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

Self-reporting for “History of...”conditions should be treated in the same manner as
self-reporting for current conditions requiring a physicians 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

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, Xerophthalmia.

Presence of nutrient deficiency diseases diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority

Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children I

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. Examples include 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.

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, 4™
edition. Boston: McGraw-Hill, 2001.

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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Gastrointestinal Disorders

Diseases and/or conditions that interfere with the intake, digestion, and/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 colitis or Crohn's disease

liver disease

pancreatitis

biliary tract diseases

Presence of gastrointestinal disorders diagnosed by a physician, as self-reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, Vv, or Vi
Infants |
Children i

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.

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
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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 B, 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 B3, 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. Defects in protein metabolism
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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. 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
(12).

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.

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

2. American Dietetic Association, Pediatric Nutrition Practice Group. Pediatric
manual of clinical dietetics. Chicago: Pediatric Nutrition Dietetic Practice Group,
American Dietetic Association, 1998.

7/09



Clarification

Page 4 of 4

342
Gastrointestinal Disorders

10.

11.
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Williams & Wilkins 1999. p. 1125-1133.

Beyer PL. Medical nutrition therapy for upper gastrointestinal tract disorders. In:
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J, Buffington C, Furtado M and Parrott J. Bariatric nutrition: suggestions for the
surgical weight loss patient. Review. Surgery for Obesity and Related Diseases
2008 May 17.

Scolapio JS, Fleming R. Short Bowel Syndrome. In: Maurice ES, Olson JA, Shike
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ed. Lippincott Williams & Wilkins; 1999. p. 1169-1176.

Hasse JM, Matarese JE. Medical nutrition therapy for liver, biliary system and
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food nutrition and diet therapy. 11" ed. Philadelphia: Saunders; 2004. p. 758-760.

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 I 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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343
Diabetes Mellitus

Diabetes mellitus consists of a group of metabolic diseases characterized by
inappropriate hyperglycemia resulting from defects in insulin secretion, insulin action
or both (1).

Presence of diabetes mellitus diagnosed by a physician, as self-reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under a physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, V, or Vi
Infants |
Children i

Diabetes mellitus may be broadly described as a chronic, systemic disease
characterized by:
e Abnormalities in the metabolism of carbohydrates, proteins, fats, and insulin; and
e Abnormalities in the structure and function of blood vessels and nerves (2).

The chronic hyperglycemia of diabetes is associated with long-term damage,
dysfunction, and failure of various organs, especially the eyes, kidneys, nerves, heart,
and blood vessels (1, 2) and includes type 1 diabetes mellitus, type 2 diabetes mellitus,
and Maturity Onset Diabetes of the Young (MODY). MODY is a series of familial
disorders characterized by early onset and mild hyperglycemia. Specific genetic
defects have been identified on chromosomes 7, 12, and 20 (2). MODY is often
diagnosed before the age of 25 years. It is caused by dominantly inherited defect of
insulin secretion. Persons with MODY are often non-obese and without metabolic
syndrome (3).

The two major classifications of diabetes are type 1 diabetes (beta-cell destruction,
usually leading to absolute insulin deficiency); and type 2 diabetes (ranging from
predominantly insulin resistance with relative insulin deficiency to a predominantly
insulin secretory defect with insulin resistance) (1). The Expert Committee on
Diagnosis and Classification of Diabetes Mellitus, working under the sponsorship of
the American Diabetes Association, has identified the criteria for the diagnosis of
diabetes mellitus (1, 2) (see clarification).

Long-term complications of diabetes include retinopathy with potential loss of vision,
nephropathy leading to renal failure; peripheral neuropathy with risk of foot ulcers,
amputations, and Charcot joints; and, autonomic neuropathy causing gastrointestinal,
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genitourinary, cardiovascular symptoms and sexual dysfunction. Patients with diabetes
have an increased incidence of atherosclerotic cardiovascular, peripheral arterial and
cerebrovascular diseases. Hypertension and abnormalities of lipoprotein metabolism
are often found in people with diabetes (1).

WIC nutrition services can reinforce and support the medical and dietary therapies
(such as Medical Nutrition Therapy) that participants with diabetes receive from their
health care providers (4).

1. American Diabetes Association. Diagnosis and classification of diabetes
mellitus. Diabetes Care. Jan 2008; 31 Suppl 1:S55-60.

2. Franz MT, Ratner RE. Diabetes and Complications. In: Pathophysiology of the
diabetes disease state: a Core Curriculum for Diabetes Educators American
Association of Diabetes Educators. 5" ed. 2003.

3. Dean L, McEntrye J. The genetic landscape of diabetes. 2004; Bethesda: NCBI,
2004,
Http://www.ncbi.nlm.nih.gov/books/bv.fcgi?call=bv.veiw..showtoc&rid=diabet
es.toc&depth=1.

4. American Diabetes Association. Nutrition recommendations and interventions
for diabetes: a position statement of the American Diabetes Association.
Diabetes Care. 2006; 29: 2140-2157:548-S65.

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 I 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.

Diabetes mellitus is sometimes described by both patients and health professionals as
“a little bit of sugar” or “high sugar.” In reality, “sugar” is only one component of the
pathology and clinical manifestations of the multifaceted syndrome of diabetes mellitus

).

Diabetes mellitus is diagnosed by a licensed medical provider using any one of the
following three methods:
1. Fasting plasma glucose > 126 mg/dL (7.0 mmo1l/I). Fasting is defined as no
caloric intake for at least 8 hours.
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2. Symptoms of hyperglycemia plus casual plasma glucose concentration > 200
mg/dl (11.1 mmol/L).

e Casual implies any time of day without regard to time since last meal.

e The classic symptoms of hyperglycemia include polyuria, polydipsia, and
unexplained weight loss.

3. Two-hour plasma glucose > 200mg/dL (11.1 mmol/L) during a 75-g oral
glucose tolerance test (OGTT) (1).

In the absence of unequivocal hyperglycemia, these criteria should be confirmed by
repeat testing on a different day. The third measure (OGTT) is not recommended for
routine clinical use.
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Thyroid Disorders

Hypothyroidism (insufficient levels of thyroid hormone produced or defect in
receptor) or hyperthyroidism (high levels of thyroid hormone secreted).

Presence of thyroid disorders diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, v, or VI
Infants I
Children Il

Individuals with hyperthyroidism can benefit from WIC foods and nutrition education
due to the increased caloric needs of hypermetabolism. Nutrition education and low-
fat WIC food packages can assist individuals with hypothyroidism in weight
management and promotion of normal growth and development.

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

2. Berkow, et al.: Merck Manual Section 8.87; 1992;16th edition.

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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Hypertension and Prehypertension

Presence of hypertension or prehypertension diagnosed by a physician as self reported
by applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, Vv, or VI
Infants |
Children i

Hypertension, commonly referred to as high blood pressure, is defined as persistently
high arterial blood pressure with systolic blood pressure above 140 mm Hg or diastolic
blood pressure above 90 mm Hg (1). People with high blood pressure can be
asymptomatic for years (2). Untreated hypertension leads to many degenerative
diseases, including congestive heart failure, end-stage renal disease, and peripheral
vascular disease.

There is a large segment of the population that falls under the classification of
prehypertension, with blood pressure readings between 130/80 to 139/89 mm Hg (3).
People with prehypertension are twice as likely to develop hypertension (3).

There is no cure for hypertension (2); however lifestyle modifications can prevent high
blood pressure and are critical in the management of hypertension and prehypertension

3).

Risk factors for hypertension include (4):

e Age (increases with age)
Race/ethnicity (occurs more often and earlier in African Americans)
Overweight or obesity
Male gender
Unhealthy nutrient consumption and lifestyle habits (e.g. high sodium intake,
excessive alcohol consumption, low potassium intake, physical inactivity, and
smoking)
e Family history
e Chronic stress

Management of hypertension includes lifestyle modifications and medication. In
prehypertensive individuals, implementing lifestyle changes can prevent or delay the
onset of hypertension (3, 5). In hypertensive individuals, dietary intervention is not
only effective in reducing blood pressure but also in delaying drug treatment (6).
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Lifestyle changes to manage hypertension and prehypertension include:

e Consuming a diet consistent with the Dietary Guidelines for Americans or
following the DASH (Dietary Approaches to Stop Hypertension) eating plan, if
recommended by a physician
Limiting dietary sodium
Engaging in regular physical activity
Achieving and maintaining a healthy weight
Smoking cessation

The WIC Program provides fruits, vegetables, low fat milk and cheese, which are
important components of the DASH eating plan. WIC nutritionists provide nutrition
education and counseling to reduce sodium intakes, achieve/maintain proper weight
status, promote physical activity, and make referrals to smoking cessation programs,
which are the lifestyle interventions critical to the management of
hypertension/prehypertension.

Pregnant Women: Hypertension is the most common medical complication of
pregnancy, occurring in 7% of all pregnancies. Hypertension during pregnancy may
lead to low birth weight, fetal growth restriction, and premature delivery, as well as
maternal, fetal, and neonatal morbidity (7). Hypertensive disorders of pregnancy are
categorized as (8, 9):

e Chronic Hypertension: Hypertension that was present before pregnancy. It
increases perinatal mortality and morbidity through an increased risk of SGA
(small for gestational age) infants. Women with chronic hypertension are at risk
for complications of pregnancy such as preeclampsia. There is a 25% risk of
superimposed preeclampsia and an increased risk for preterm delivery, fetal
growth restriction, congestive heart failure and renal failure.

e Preeclampsia: A pregnancy-specific syndrome observed after the 20" week of
pregnancy with elevated blood pressure accompanied by significant proteinuria.

Eclampsia: The occurrence of seizures, in a woman with preeclampsia,that cannot
be attributed to other causes.

Preeclampsia superimposed upon chronic hypertension: Preeclampsia occurring in
a woman with chronic hypertension. It is the major leading factor of maternal and
infant mortality and morbidity.

Gestational Hypertension: Blood pressure elevation detected for the first time after
midpregnancy without proteinuria. It presents minimal risks to mother and baby,
when it does not progress to preeclampsia.

The term “pregnancy-induced hypertension” includes gestational hypertension,
preeclampsia and eclampsia. For more information about preeclampsia, please see risk
#304, History of Preeclampsia.
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The following conditions are associated with an increased incidence of pregnancy-
induced hypertension (4):
e Inadequate diet
o Nutritional deficiencies, including low protein, essential fatty acid, or
magnesium intake
Inadequate calcium intake in early pregnancy (7)
Obesity
Primigravidity
Age (pregnancy before age 20 or after age 40)
Multi-fetal gestation
Genetic disease factors
Familial predisposition

The impact of hypertension continues after delivery. Special consideration must be
given to lactating women with high blood pressure, especially if their care plan
includes medication. It is important that the hypertensive lactating woman inform her
physician of her breastfeeding status if she is also taking medication to determine
whether they pose any risks to the infant. However, hypertension is not a
contraindication for lactation. Lactation, as suggested in research, is thought to present
some therapeutic advantages in the management of the disease in women (10, 11, 12).

Children: Hypertension during childhood is age-specific, and is defined as blood
pressure readings greater than the 95™ percentile for age, gender, and height on at least
three separate occasions. Blood pressure reading between the 90™ and 95" percentile is
considered prehypertension (13). Children with high blood pressure are more likely to
become hypertensive adults (15). Therefore, they should have their blood pressure
checked regularly beginning at the age of three (14, 15).

Epidemiologic data suggests an association between childhood obesity and high blood
pressure (16). Blood pressure and overweight status have been suggested as criteria to
identify hypertensive children. Weight control decreases blood pressure, sensitivity to
salt and other cardiovascular risk factors (13).

Nutrition-related prevention efforts in overweight hypertensive children should aim at
achieving a moderate weight loss or preventing further weight gain. Additionally, a
decrease in time spent in sedentary activities with subsequent increase in physical
activity should be emphasized.

Dietary changes conducive to weight management in children include:

Portion control

Decreased consumption of sugar-containing beverages and energy-dense snacks
Increased consumption of fresh fruits and vegetables

Regular meals, especially breakfast
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The WIC Program provides nutritious supplemental foods and nutrition education
compatible with changes needed to promote a healthy weight and decrease the impact
of hypertension in children.

10.

11.

12.

American Dietetic Association. Nutrition Care Manual. Hypertension; 2006.
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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 I 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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346
Renal Disease

Any renal disease including pyelonephritis and persistent proteinuria, but excluding
urinary tract infections (UTI) involving the bladder. Presence of renal disease
diagnosed by a physician as self reported by applicant/participant/caregiver; or as
reported or documented by a physician, or someone working under physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children i

Renal disease can result in growth failure in children and infants. In pregnant women,
fetal growth is often limited and there is a high risk of developing a preeclampsia-like
syndrome. Women with chronic renal disease often have proteinuria, with risk of
azotemia if protein intake becomes too high.

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

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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Cancer

A chronic disease whereby populations of cells have acquired the ability to multiply
and spread without the usual biologic restraints. The current condition, or the
treatment for the condition, must be severe enough to affect nutritional status.

Presence of cancer diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women* I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children I

* Some cancer treatments
may contraindicate
breastfeeding.

An individual’s nutritional status at the time of diagnosis of cancer is associated with
the outcome of treatment. The type of cancer and stage of disease progression
determines the type of medical treatment, and if indicated, nutrition management.
Individuals with a diagnosis of cancer are at significant health risk and under specific
circumstances may be at increased nutrition risk, depending upon the stage of disease
progression or type of ongoing cancer treatment.

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

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 I 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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Central Nervous System Disorders

Conditions which affect energy requirements, ability to feed self, or alter nutritional
status metabolically, mechanically, or both. These include, but are not limited to:

e epilepsy

e cerebral palsy (CP)

neural tube defects (NTDs), such as spina bifida
Parkinson's disease

multiple sclerosis (MS)

Presence of central nervous system disorders diagnosed by a physician as self reported
by applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician's orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children Il

Epileptics are at nutrition risk due to alterations in nutritional status from prolonged
anti-convulsion therapy, inadequate growth, and physical injuries from seizures (1).
The ketogenic diet has been used for the treatment of refractory epilepsy in children
(2). However, children on a ketogenic diet for six months or more have been
observed to have slower gain in weight and height (3,4). Growth monitoring and
nutrition counseling to increase energy and protein intakes while maintaining the
ketogenic status are recommended (4). In some cases, formula specifically prepared
for children on a ketogenic diet is necessary. Women on antiepileptic drugs (AEDs)
present a special challenge. Most AEDs have been associated with the risk of neural
tube defects on the developing fetus. Although it is unclear whether folic acid
supplementation protects against the embryotoxic and teratogenic effects of AEDs,
folic acid is recommended for women with epilepsy as it is for other women of
childbearing age (5-7).

Oral motor dysfunction is associated with infants and children with cerebral palsy
(CP). These infants and children often have poor growth due to eating impairment,
such as difficulty in spoon feeding, biting, chewing, sucking, drinking from a cup and
swallowing. Rejection of solid foods, choking, coughing, and spillage during eating
are common among these children (8,9). Growth monitoring and nutrition counseling
to modify food consistency and increase energy and nutrient intakes are
recommended. Some children may require tube feeding and referral to feeding
clinics, where available.

6/07



References

Page 2 of 4

348
Central Nervous System Disorders

Limited mobility or paralysis, hydrocephalus, limited feeding skills, and genitourinary
problems, put children with neural tube defects (NTDs) at increased risk of abnormal
growth and development. Ambulatory disability, atrophy of the lower extremities,
and short stature place NTDs affected children at high risk for increased body mass
index (10). Growth monitoring and nutrition counseling for appropriate feeding
practices are suggested.

In some cases, participants with Parkinson’s disease require protein redistribution
diets to increase the efficacy of the medication used to treat the disease (11).
Participants treated with levodopa-carbidopa may also need to increase the intake of B
vitamins (12). Participants with Parkinson’s disease will benefit from nutrition
education/counseling on dietary protein modification, which emphasizes adequate
nutrition and meeting minimum protein requirements. Additionally, since people with
Parkinson’s often experience unintended weight loss (13), it is important to monitor
for adequate maternal weight gain.

Individuals with multiple sclerosis (MS) may experience difficulties with chewing and
swallowing that require changes in food texture in order to achieve a nutritionally
adequate diet (14). Obesity and malnutrition are frequent nutrition problems observed
in individuals with MS. Immobility and the use of steroids and anti-depressants are
contributing factors for obesity. Dysphagia, adynamia, and drug therapy potentially
contribute to malnutrition. Both obesity and malnutrition have detrimental effects on
the course of the disease. Adequate intakes of polyunsaturated fatty acids, vitamin D,
vitamin B, and a diet low in animal fat have been suggested to have beneficial effects
in relapsing-remitting MS (15-17). Breastfeeding advice to mothers with MS has
been controversial. However, there is no evidence to indicate that breastfeeding has
any deleterious effect on women with MS. In fact, breastfeeding should be
encouraged for the health benefits to the infant (18). In addition, mothers who choose
to breastfeed should receive the necessary support to enhance breastfeeding duration.

As a public health nutrition program, WIC plays a key role in health promotion and
disease prevention. As such, the nutrition intervention for participants with medical
conditions should focus on supporting, to the extent possible, the medical treatment
and/or medical/nutrition therapy a participant may be receiving. Such support may
include: investigating potential drug-nutrient interactions; inquiring about the
participant’s understanding of a prescribed special diet; encouraging the participant to
keep medical appointments; tailoring the food package to accommodate the medical
condition; and referring the participant to other health and social services.

1. Institute of Medicine. Food and Nutrition Board. WIC nutrition risk criteria: A
scientific assessment. Washington, DC: National Academy Press; 1996.

2. Nelson JK, Mayo C. Mayo clinic diet manual a handbook of nutrition practices.
St. Louis: Mosby; 1994.
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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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349
Genetic and Congenital Disorders

Hereditary or congenital condition at birth that causes physical or metabolic
abnormality. The current condition must alter nutrition status metabolically,
mechanically, or both. May include, but is not limited to, cleft lip or palate, Down’s
syndrome, thalassemia major, sickle cell anemia (not sickle cell trait), and muscular
dystrophy.

Presence of genetic and congenital disorders diagnosed by a physician as self reported
by applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, Vv, or VI
Infants I
Children I

For women, infants, and children with these disorders, special attention to nutrition
may be required to achieve adequate growth and development and/or to maintain
health.

Severe cleft lip and palate anomalies commonly cause difficulty with chewing, sucking
and swallowing, even after extensive repair efforts (5). Surgery is required for many
gastrointestinal congenital anomalies. (Examples are trachea-esophageal fistula,
esophageal atresia, gastroschisis, omphalocele, diaphragmatic hernia, intestinal atresia,
and Hirschsprung's Disease.)

Impaired esophageal atresia and trachea-esophageal fistula can lead to feeding
problems during infancy. The metabolic consequences of impaired absorption in short
bowel-syndrome, depend on the extent and site of the resection or the loss of
competence. Clinical manifestations of short bowel syndrome, include diarrhea,
dehydration, edema, general malnutrition, anemia, dermatitis, bleeding tendencies,
impaired taste, anorexia, and renal calculi. Total parenteral feedings are frequently
necessary initially, followed by gradual and individualized transition to oral feedings.
After intestinal resection a period of adaptation by the residual intestine begins and
may last as long as 12-18 months (3). Even after oral feedings are stabilized, close
follow-up and frequent assessment of the nutritional status of infants with repaired
congenital gastro-intestinal anomalies is recommended (5).
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Sickle-cell anemia is an inherited disorder in which the person inherits a sickle gene
from each parent. Persons with sickle-cell trait carry the sickle gene, but under normal
circumstances are completely asymptomatic. Good nutritional status is important to
individuals with sickle-cell anemia to help assume adequate growth (which can be
compromised) and to help minimize complications of the disease since virtually every
organ of the body can be affected by sickle-cell anemia (i.e., liver, kidneys, gall ladder,
and immune system). Special attention should be given to assuring adequate caloric,
iron, folate, vitamin E and vitamin C intakes as well as adequate hydration.

Muscular dystrophy is a familial disease characterized by progressive atrophy and
wasting of muscles. Changes in functionality and mobility can occur rapidly and as a
result children may gain weight quickly (up to 20 pounds in a 6 month period). Early
nutrition education that focuses on foods to include in a balanced diet, limiting foods
high in simple sugars and fat and increasing fiber intake can be effective in minimizing
the deleterious effects of the disease.

1. American Dietetic Association, Pediatric Nutrition Practice Group. Pediatric
manual of clinical dietetics. Chicago: Pediatric Nutrition Dietetic Practice Group,
American Dietetic Association, 1998.

2. Ekvall S. Pediatric nutrition in chronic diseases and developmental disorders
prevention, assessment, and treatment. New York: Oxford University Press 1993.
p. 289-292.

3. Grand RJ, Sutphen JL, Dietz WH. Pediatric nutrition theory and practice. Boston:
Butterworths, 1987.

4. |nstitute of Medicine. WIC nutrition risk criteria a scientific assessment. National
Academy Press, Washington, D.C.; 1996.

5. Ohio Neonatal Nutritionists. Nutritional care for high risk newborns. Philapelphia,
PA: G.F. Stickley Publishers, 1985.

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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351
Inborn Errors of Metabolism

Presence of inborn error(s) of metabolism diagnosed by a physician as self
reported by applicant/participant/caregiver; or as reported or documented by a

physician, or someone working under physician’s orders.

Generally refers to gene mutations or gene deletions that alter metabolism in the

body, including, but not limited to:

phenylketonuria (PKU)
maple syrup urine disease
galactosemia
hyperlipoproteinemia
homocystinuria
tyrosinemia

histidinemia

urea cycle disorders
glutaric aciduria
methylmalonic acidemia
glycogen storage disease
galactokinase deficiency
fructoaldolase deficiency
propionic acidemia
hypermethioninemia.
medium-chain acyl-CoA dehydrogenase (MCAD)

Category Priority

Pregnant Women I
Breastfeeding Women I

Non-Breastfeeding Women I, 1V, V, or VI

Infants I
Children 1

Appropriate dietary management, which may include the use of special
formulas, can minimize the medical risk to individuals with inborn errors of

metabolism.
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Inborn Errors of Metabolism

References 1. Institute of Medicine: WIC Nutrition Risk Criteria: A Scientific
Assessment; 1996; pp. 181-183.

2. Queen, PM and Land, CE: Handbook of Pediatric Nutrition; Aspen
Publishers, Inc.; 1993; p. 342.

3. The American Dietetic Association: Pediatric Manual of Clinical Dietetics;
Table 2-Metabolic Disorders Amenable to Nutrition Therapy; 1998; p. 288.

Clarification  If a participant has a physician’s diagnosis of a condition not listed in the
definition, but included in the table, they may be eligible. If after assessment by
a CPA, it is determined that the inborn error of metabolism impacts nutritional
health and the condition can be ameliorated by WIC participation, the
participant can be certified using this risk code. Such case by case
determinations of nutrition risk do not require Federal approval. However, if a
specific condition, not listed in the definition, is frequently used as a certifying
nutritional risk, than a request for approval to RISC must be submitted by the
State agency.

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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352
Infectious Diseases

A disease caused by growth of pathogenic microorganisms in the body severe enough
to affect nutritional status. Includes, but is not limited to:

e tuberculosis

e pneumonia

e meningitis

e parasitic infections

e hepatitis

e Dbronchiolitis (3 episodes in last 6 months)

e HIV (Human Immunodeficiency Virus infection)*
e AIDS (Acquired Immunodeficiency Syndrome)*

The infectious disease must be present within the past 6 months, and diagnosed by a
physician as self reported by applicant/participant/caregiver; or as reported or
documented by a physician, or someone working under physician's orders.

Category Priority

Pregnant Women |
Breastfeeding Women* I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children I

*Breastfeeding is
contraindicated for women
with HIV or AIDS.
Breastfeeding may be
permitted for women with
hepatitis (see Clarification
for guidelines.)

Chronic, prolonged, or repeated infections adversely affect nutritional status through
increased nutrient requirements as well as through decreased ability to take in or
utilize nutrients.

Catabolic response to infection increases energy and nutrient requirements and may
increase the severity of medical conditions associated with infection.

Bronchiolitis is a lower respiratory tract infection that affects young children, usually
under 24 months of age. It is often diagnosed in winter and early spring, and is caused
by the respiratory syncytial virus (RSV). Recurring episodes of bronchiolitis may
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Infectious Diseases

affect nutritional status during a critical growth period and lead to the development of
asthma and other pulmonary diseases.

HIV is a member of the retrovirus family. HIV enters the cell and causes cell
dysfunction or death. Since the virus primarily affects cells of the immune system,
immunodeficiency results (AIDS). Recent evidence suggests that

monocytes and macrophages may be the most important target cells and indicates that
HIV can infect bone marrow stem cells. HIV infection is associated with the risk of
malnutrition at all stages of infection.

1. Institute of Medicine: WIC Nutrition Risk Criteria: A Scientific Assessment;
1996; pp. 184-186.

2. Berkow, et al.: Merck Manual: 1992: 16™ Edition.

3. Grand, Stupen, and Dietz: Pediatric Nutrition: Theory and Practice;
Butterworths; 1987; pp. 549-570, 571-578, 651-664.

4. Lawrence, Ruth A: Maternal and Child Health Technical Information Bulletin:
A Review of Medical Benefits and Contraindications to Breastfeeding in the
United States; 1997; pp. 14-17.

Developments in the management and prevention of hepatitis have changed the
management of infected women during pregnancy and have made breastfeeding safe.
The following are guidelines for breastfeeding women with hepatitis, as found in the
Technical Information Bulletin (10/97) "A Review of the Medical Benefits and
Contraindications to Breastfeeding in the United States":

Hepatitis A: Breastfeeding is permitted as soon as the mother receives gamma
gobulin.

Hepatitis B: Breastfeeding is permitted after the infant receives HBIG (Hepatitis B
specific immunoglobin) and the first dose of the series of Hepatitis B
vaccine.

Hepatitis C: Breastfeeding is permitted for mothers without co-infection
(e.g. HIV).

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.

4/01



352
Infectious Diseases

Page 3 of 3 4/01



Definition/
cut-off value

Participant
category and
priority level

Justification

References

Clarification

Page 1 of 1

353
Food Allergies

An adverse immune response to a food or a hypersensitivity that causes adverse
immunologic reaction.

Presence of food allergies diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, v, or VI
Infants I
Children Il

The only way to avoid a food allergy reaction is to eliminate the food. This requires
the assistance of a nutritionist to help individuals obtain nutrients from other food
sources (1).

The goal is to remove from the diet as many potential food allergens as possible
while also providing optimal nutrition. Treatment of food allergies by a registered
dietitian or competent professional authority not only improves compliance by
ensuring strict dietary avoidance through education and appropriate substitution, but
also is essential for ensuring the nutritional adequacy of the diet (2).

1. Zeman FJ. Clinical nutrition and dietetics. New York: Macmillan Pub. Co, 1991.
p.149-185.

2. Queen PM, Helm KK, Lang CE. Handbook of pediatric nutrition.
Gaithersburg, Md: Aspen Publishers, 1999.

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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354
Celiac Disease

Also known as:

e Celiac Sprue
e Gluten Enteropathy
e Non-tropical Sprue

Inflammatory condition of the small intestine precipitated by the ingestion of wheat
in individuals with certain genetic make-up.

Presence of Celiac Disease diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician or
someone working under physician's orders.

Category Priority
Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or
Infants Vi
Children I

Individuals need to eliminate all wheat from their diets. Wheat in the diet can cause
diarrhea, weight loss, failure to thrive and possibly malabsorption of protein,
carbohydrates, and fat (1,2). Nutrition counseling can help individuals meet nutrient
needs on a wheat-free diet.

1. Clinical Nutrition and Dietetics: The intestinal tract and accessory organs. New
York; 1991. p. 219-258.

2. Semrod, CE. Celiac disease and gluten sensitivity. Columbia University
Division of Gastroenterology. Available at:
http://www.cpmcnet.columbia.edu/dept/gi/celiac.html. 1995.

3. Institute of Medicine. WIC nutrition risk criteria a scientific assessment.
National Academy Press, Washington, D.C.;1996. p. 192-193
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Celiac Disease

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 I 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.

4/01



Definition/
cut-off value

Participant
category and
priority level

Justification

References

Page 1 of 1

355
Lactose Intolerance

Lactose intolerance occurs when there is an insufficient production of the enzyme
lactase. Lactase is needed to digest lactose. Lactose in dairy products that is not
digested or absorbed is fermented in the small intestine producing any or all of the
following Gl disturbances: nausea, diarrhea, abdominal bloating, cramps. Lactose
intolerance varies among and within individuals and ranges from mild to severe.

Presence of lactose intolerance diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders; or symptoms must be well documented by
the competent professional authority. Documentation should indicate that the ingestion
of dairy products causes the above symptoms and the avoidance of such dairy products
eliminates them.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women i, 1v, v, or VI
Infants |
Children Il

Lactose is found primarily in milk, milk-based formula and other dairy products. Dairy
products provide a variety of nutrients essential to the WIC population (calcium,
vitamin D, protein). Lactose intolerance varies according to individuals. Some
individuals may tolerate up to one cup of milk without discomfort, although many
avoid dairy products all together. WIC can provide counseling on how to incorporate
small amounts of lactose-containing foods and/or other dietary sources of above
nutrients into the client’s diet.

1. Duyff, Roberta Larson: The American Dietetic Association’s Complete Food and
Nutrition Guide; Chapter 9 Sensitive About Food; 1996; pp. 189-203.

2. Institute of Medicine: WIC Nutrition Risk Criteria: A Scientific Assessment,
1996, pp.194-195.

3. American Dietetic Association: Lactose Intolerance Resource Including Recipes;
Chicago; 1985.
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356
Hypoglycemia

Presence of hypoglycemia diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children i

Hypoglycemia can occur as a complication of diabetes, as a condition in itself, in
association with other disorders, or under certain conditions such as early pregnancy,
prolonged fasting, or long periods of strenuous exercise (1).

Symptomatic hypoglycema is a risk observed in a substantial proportion of newborns
who are small for gestational age (SGA), but it is uncommon and of shorter duration
in newborns who are of the appropriate size for gestational age (2).

WIC can provide nutrition management that concentrates on frequent feedings to
support adequate growth for infants and children (2). WIC can also provide nutrition
education to help manage hypoglycemia in women that includes consuming a
balanced diet, low carbohydrate snacks and exercise (1).

1. National Institute of Diabetes, Digestive and Kidney Diseases. Hypoglycemia.
National Diabetes Information Clearinghouse, 1999. Available at:
http://www.niddk.nih.gov/health/diabetes/pubs/hypo/hypo.htm

2. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National
Academy Press, Washington D.C.; 1996. p.217-218

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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358
Eating Disorders

Eating disorders (anorexia nervosa and bulimia), are characterized by a disturbed
sense of body image and morbid fear of becoming fat. Symptoms are manifested by
abnormal eating patterns including, but not limited to:

self-induced vomiting

purgative abuse

alternating periods of starvation

use of drugs such as appetite suppressants, thyroid preparations or diuretics
self-induced marked weight loss

Presence of eating disorder(s) diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders or evidence of such disorders documented
by the CPA.

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI

Anorexia nervosa and bulimia are serious eating disorders that affect women in the
childbearing years. These disorders result in general malnutrition and may cause life-
threatening fluid and electrolyte imbalances. Women with eating disorders may begin
pregnancy in a poor nutritional state. They are at risk of developing chemical and
nutritional imbalances, deficiencies, or weight gain abnormalities during pregnancy if
aberrant eating behaviors are not controlled. These eating disorders can seriously
complicate any pregnancy since the nutritional status of the pregnant woman is an
important factor in perinatal outcome.

Maternal undernutrition is associated with increased perinatal mortality and an
increased risk of congenital malformation. While the majority of pregnant women
studied reported a significant reduction in their eating disorder symptoms during
pregnancy, a high percentage of these women regressed in the postpartum period.
This regression in postpartum women is a serious concern for breastfeeding and non-
breastfeeding postpartum women who are extremely preoccupied with rapid weight
loss after delivery.

1. Worthington-Roberts, B., and Williams, SR: Nutrition in Pregnancy and
Lactation; 5" ed.; Mosby Pub; St. Louis; pp.270-271.
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Eating Disorders

2. Strober, M: International Journal of Eating Disorders; Vol. 8, No. 3; 1986;
pp.285-295.

3. Institute of Medicine: Nutrition Services in Perinatal Care; 1992, p. 20.
4. Clinical Issues Perinatal Womens Health Nursing; 1992; 3(4); pp. 695-700.

5.  Krummel DA, and Kris-Etherton, PM: Nutrition in Women’s Health, Aspen Pub;
Gaithersburg, MD; pp. 58-102.

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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359
Recent Major Surgery, Trauma, Burns

Major surgery (including C-sections), trauma or burns severe enough to compromise
nutritional status.

Any occurrence:

e within the past two (<2) months may be self reported

e more than two (>2) months previous must have the continued need for nutritional
support diagnosed by a physician or a health care provider working under the
orders of a physician.

Category Priority

Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, Vv, or VI
Infants I
Children I

The body's response to recent major surgery, trauma or burns may affect nutrient
requirements needed for recovery and lead to malnutrition. There is a catabolic
response to surgery; severe trauma or burns cause a hypermetabolic state. Injury
causes alterations in glucose, protein and fat metabolism.

Metabolic and physiological responses vary according to the individual's age,
previous state of health, preexisting disease, previous stress, and specific pathogens.
Once individuals are discharged from a medical facility, a continued high nutrient
intake may be needed to promote the completion of healing and return to optimal
weight and nutrition status.

1. Institute of Medicine. WIC nutrition risk criteria a scientific assessment. National
Academy Press, Washington, D.C.; 1996. p. 188-9.
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Other Medical Conditions

Definition/ Diseases or conditions with nutritional implications that are not included in any of the
cut-off value other medical conditions. The current condition, or treatment for the condition, must
be severe enough to affect nutritional status.
Includes, but is not limited to:

e juvenile rheumatoid arthritis (JRA)

e lupus erythematosus

e cardiorespiratory diseases

e heart disease

e cystic fibrosis

e persistent asthma (moderate or severe) requiring daily medication

Presence of medical condition(s) diagnosed by a physician as self reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Participant Category Priority

category and

priority level Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1V, V, or VI
Infants I
Children i

Justification Juvenile rheumatoid arthritis (JRA) is the most common pediatric rheumatic disease
and most common cause of chronic arthritis among children. JRA puts individuals at
risk of anorexia, weight loss, failure to grow, and protein energy malnutrition.

Lupus erythematosus is an autoimmune disorder that affects multiple organ systems.
Lupus erythematosus increases the risk of infections, malaise, anorexia, and weight
loss. In pregnant women, there is increased risk of spontaneous abortion and late
pregnancy losses (after 28 weeks gestation).

Cardiorespiratory diseases affect normal physiological processes and can be
accompanied by failure to thrive and malnutrition. Cardiorespiratory diseases put
individuals at risk for growth failure and malnutrition due to low calorie intake and
hypermetabolism.

Cystic fibrosis (CF), a genetic disorder of children, adolescents, and young adults
characterized by widespread dysfunction of the exocrine glands, is the most common
lethal hereditary disease of the Caucasian race.
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Other Medical Conditions

Many aspects of the disease of CF stress the nutritional status of the patient directly or
indirectly by affecting the patient's appetite and subsequent intake. Gastrointestinal
losses occur in spite of pancreatic enzyme replacement therapy. Also, catch-up growth
requires additional calories. All of these factors contribute to a chronic energy deficit,
which can lead to a marasmic type of malnutrition. The primary goal of nutritional
therapy is to overcome this energy deficit.

Studies have shown variable intakes in the CF population, but the intakes are usually
less than adequate and are associated with a less than normal growth pattern.

Asthma is a chronic inflammatory disorder of the airways, which can cause recurrent
episodes of wheezing, breathlessness, chest tightness, and coughing of variable
severity. Persistent asthma requires daily use of medication, preferably inhaled anti-
inflammatory agents. Severe forms of asthma may require long-term use of oral
corticosteroids which can result in growth suppression in children, poor bone
mineralization, high weight gain, and, in pregnancy, decreased birthweight of the
infant. High doses of inhaled corticosteroids can result in growth suppression in
children and poor bone mineralization. Untreated asthma is also associated with poor
growth and bone mineralization and, in pregnant women, adverse birth outcomes such
as low birth weight, prematurity, and cerebral palsy. Repeated asthma exacerbations
("attacks™) can, in the short-term, interfere with eating, and in the long-term, cause
irreversible lung damage that contributes to chronic pulmonary disease. Compliance
with prescribed medications is considered to be poor. Elimination of environmental
factors that can trigger asthma exacerbations (such as cockroach allergen or
environmental tobacco smoke) is a major component of asthma treatment. WIC can
help by providing foods high in calcium and vitamin D, in educating participants to
consume appropriate foods and to reduce environmental triggers, and in supporting and
encouraging compliance with the therapeutic regimen prescribed by the health care
provider.

NOTE: This criterion will usually not be applicable to infants for the medical
condition of asthma. In infants, asthma-like symptoms are usually diagnosed as
bronchiolitis with wheezing which is covered under Criterion #352, Infectious
Diseases.

1. Institute of Medicine: WIC Nutrition Risk Criteria: A Scientific Assessment; 1996;
pp. 185-187, 190-191

2. Queen, Patricia and Lang, Carol: Handbook of Pediatric Nutrition; 1993; pp. 422-
425.

3. National Heart, Lung, and Blood Institute: Expert Panel Report 2: Guidelines for the
Diagnosis and Management of Asthma; 1997; pp. 3, 20, 67-73.
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4. National Heart, Lung, and Blood Institute: Management of Asthma During
Pregnancy; 1992; pp. 7, 36-37.

5. JAMA: Asthma Information Center: Asthma Medications Misused, Underused in
Inner City Residents; 1998, pp.1-2

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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361
Depression

Presence of clinical depression diagnosed by a physician or psychologist as self
reported by applicant/participant/caregiver; or as reported or documented by a
physician, psychologist or someone working under physician’s orders.

Category Priority
Pregnant Women |
Breastfeeding Women I
Non-Breastfeeding Women 111, 1V, V, or VI
Children i

Appetite changes are a distinguishing feature of depression. Severe depression is
often associated with anorexia, bulimia, and weight loss. Maternal depressive
symptoms are associated with pre-term birth among low-income urban African-
American women. Depressed pregnant women are more likely to smoke during
pregnancy, attend prenatal care less frequently, have a higher incidence of low birth
weight infants, and experience higher perinatal mortality rates. WIC can provide
much needed nutrition education and counseling that encourages clinically depressed
women to continue healthy eating habits as well as referrals to other health care and
social service programs that may be of more direct assistance to the clinically
depressed WIC participant.

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

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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Developmental, Sensory or Motor Disabilities Interfering with the Ability to Eat

Definition/ Developmental, sensory or motor disabilities that restrict the ability to intake, chew or
cut-off value swallow food or require tube feeding to meet nutritional needs. Disabilities include
but are not limited to:
e minimal brain function
e feeding problems due to a developmental disability such as pervasive development
disorder (PDD) which includes autism
birth injury
head trauma
brain damage
other disabilities

Participant Category Priority
category and
priority level Pregnant Women I
Breastfeeding Women I
Non-Breastfeeding Women I, 1v, Vv, or Vi
Infants I
Children I
Justification Infants and children with developmental disabilities are at increased risk for

nutritional problems. Education, referrals, and service coordination with WIC will aid
in early intervention of these disabilities. Prenatal, lactating and non-lactating women
with developmental, sensory or motor disabilities may: 1) have feeding problems
associated with muscle coordination involving chewing or swallowing, thus restricting
or limiting the ability to consume food and increasing the potential for malnutrition;
or 2) require enteral feedings to supply complete nutritional needs which may
potentially increase the risk for specific nutrient deficiencies.

Pervasive Developmental Disorder (PDD) is a category of developmental disorders
with autism being the most severe. Young children may initially have a diagnosis of
PDD with a more specific diagnosis of autism usually occurring at 2 1/2 to 3 years of
age or older. Children with PDD have very selective eating habits that go beyond the
usual "picky eating" behavior and that may become increasingly selective over time,
i.e., foods they used to eat will be refused. This picky behavior can be related to the
color, shape, texture or temperature of a food. Common feeding concerns include:

o difficulty with transition to textures, especially during infancy;

e increased sensory sensitivity; restricted intake due to color, texture, and/or
temperature of foods;
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Developmental, Sensory or Motor Disabilities Interfering with the Ability to Eat

References
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e decreased selection of foods over time;

o difficulty accepting new foods; difficulty with administration of
multivitamin/mineral supplementation and difficulty with changes in mealtime
environment.

Nutrition education, referrals, and service coordination with WIC will assist the
participant, parent or caregiver in making dietary changes/adaptations and finding
assistance to assure she or her infant or child is consuming a nutritionally adequate
diet.

1. Quinn, Heidi Puelzl; “Nutrition Concerns for Children With Pervasive

Developmental Disorder/Autism” published in Nutrition Focus by the Center on

Human Development and Disability; University of Washington, Seattle,
Washington; September/October 1995.

2. Paper submitted by Betty Lucas, MPH, RD, CD to the Risk Identification and
Selection Collaborative (RISC); November, 1999.

3. Zeman. Frances J.; Clinical Nutrion and Dietetics, 2" Edition; 1991; pp.713-1
721-22, 729-730.

4,
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Pre-Diabetes

Impaired fasting glucose (IFG) and/or impaired glucose tolerance (IGT) are referred to
as pre-diabetes. These conditions are characterized by hyperglycemia that does not
meet the diagnostic criteria for diabetes mellitus (1). (See Clarification for more
information.)

Presence of pre-diabetes diagnosed by a physician as self-reported by
applicant/participant/caregiver; or as reported or documented by a physician, or
someone working under physician’s orders.

Category Priority

Breastfeeding Women I
Non-Breastfeeding I, 1v, V, or Vi

An individual who is identified as having pre-diabetes is at relatively high risk for the
development of type 2 diabetes and cardiovascular disease (CVD).

The Expert Committee on the Diagnosis and Clarification of Diabetes Mellitus (2, 3)
recognized a group of individuals whose glucose levels, although not meeting criteria
for diabetes, are nevertheless too high to be considered normal. The blood tests used
to measure plasma glucose and to diagnose pre-diabetes include a fasting plasma
glucose test and a glucose tolerance test (see Clarification for more information).
Individuals with a fasting plasma glucose level between 100-125 mg/dl are referred to
as having impaired fasting glucose (IFG). Individuals with plasma glucose levels of
140-199 mg/dl after a 2-hour oral glucose tolerance test are referred to as having
impaired glucose tolerance (IGT).

Many individuals with IGT are euglycemic and, along with those with IFG, may have
normal or near normal glycosylated hemoglobin (HbA1c) levels. Often times,
individuals with IGT manifest hyperglycemia only when challenged with the oral
glucose load used in standardized oral glucose tolerance test.

The prevalence of IFG and IGT increases greatly between the ages of 20-49 years. In
people who are >45 years of age and overweight (BMI >25), the prevalence of IFG is
9.3%, and for IGT, it is 12.8% (4).

Screening for pre-diabetes is critically important in the prevention of type 2 diabetes.
The American Diabetes Association recommends (5) that testing to detect pre-diabetes
should be considered in all asymptomatic adults who are overweight (BMI >25) or
obese (BMI >30) and who have one or more additional risk factors (see Table 1 in
Clarification).
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Pre-Diabetes

IFG and IGT are not clinical entities in their own right but, rather, risk factors for
future diabetes as well as CVD. (Note: During pregnancy, IFG and IGT are
diagnosed as gestational diabetes.) They can be observed as intermediate stages in
many of the disease processes. IFG and IGT are associated with the metabolic
syndrome, which includes obesity (especially abdominal or visceral obesity),
dyslipidemia (the high-triglyceride and/or low HDL type), and hypertension. Dietary
recommendations include monitoring of calories, reduced carbohydrate intake and
high fiber consumption. Medical nutrition therapy (MNT) aimed at producing 5-10%
loss of body weight and increased exercise have been variably demonstrated to prevent
or delay the development of diabetes in people with IGT. However, the potential
impact of such interventions to reduce cardiovascular risk has not been examined to
date (2, 3).

WIC nutrition services can support and reinforce the MNT and physical activity
recommendations that participants receive from their health care providers. In
addition, WIC nutritionists can play an important role in providing women with
counseling to help them achieve or maintain a healthy weight after delivery.

The WIC food package provides high fiber, low fat foods emphasizing consumption of
whole grains, fruits, vegetables and dairy products. This will further assist WIC
families in reducing their risk for diabetes.

1. American Diabetes Association. Clinical practice recommendations: standards of
medical care in diabetes. Diabetes Care. 2008 Jan; 31 Suppl 1:S12-54.

2. The Expert Committee on the Diagnosis and Classification of Diabetes Mellitus.
Report of the expert committee on the diagnosis and classification of diabetes
mellitus. Diabetes Care.1997; 20:1183-1197.

3. The Expert Committee on the Diagnosis and Classification of Diabetes Mellitus.
Follow-up report on the diagnosis of the diabetes mellitus. Diabetes Care. 2003;
26:3160-3167.

4. American Diabetes Association National Institute of Diabetes and Digestive and
Kidney Diseases. Position statement on prevention or delay of type 2 diabetes.
Diabetes Care. 2004; 27:547.

5. American Diabetes Association. Executive summary: standards of medical care in
diabetes. Diabetes Care. 2008 Jan; 31 Suppl 1:S5-11.
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Additional Related Reference

Garber A-J, et al. Diagnosis and management of pre-diabetes in the continuum of
Hyperglycemia: When do the risks of diabetes begin? A consensus statement from the
American College of Endocrinology and the American Association of Clinical
Endocrinologists. ACE/AACE Consensus Statement Endocrine Practice 2008 Oct;
14(7):933-946.

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 I 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.

Hyperglycemia is identified through a fasting blood glucose or an oral glucose
tolerance test (1).

Impaired fasting glucose (IFG) is defined as fasting plasma glucose (FPG) >100 or
>125 mg/dl (>5.6 or >6.1 mmol/l), depending on study and guidelines (2).

Impaired glucose tolerance (IGT) is defined as a 75-g oral glucose tolerance test
(OGTT) with 2-h plasma glucose values of 140-199 mg/dl (7.8-11.0 mmol/l).

The cumulative incidence of diabetes over 5-6 years was low (4-5%) in those
individuals with normal fasting and normal 2-h OGTT values, intermediate (20-34%)
in those with IFG and normal 2-h OGTT or IGT and a normal FPG, and highest (38-
65%) in those with combined IFG and IGT (4).

Recommendations for testing for pre-diabetes and diabetes in asymptomatic,
undiagnosed adults are listed in Table 1 below.
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Table 1. Criteria and Methods for Testing for Pre-Diabetes and Diabetes in

Asymptomatic Adults

1. Testing should be considered in all adults who are overweight (BMI > 25) and
have additional risk factors:

physical inactivity

first-degree relative with diabetes

members of a high-risk ethnic population (e.g., African American,
Latino, Native American, Asian American, Pacific Islander)

women who delivered a baby weighing >9 Ib or were diagnosed with
gestational diabetes mellitus

hypertension (blood pressure >140/90 mmHg or on therapy for
hypertension)

HDL cholesterol level <35 mg/dl and/or a triglyceride level >250 mg/dl
women with polycystic ovarian syndrome (PCOS)

IGT or IFG on previous testing

other clinical conditions associated with insulin resistance (e.g., severe
obesity and acanthosis nigricans)

history of CVD

2. In the absence of the above criteria, testing for pre-diabetes and diabetes
should begin at age 45 years.

3. [If results are normal, testing should be repeated at least at 3-year intervals, with
consideration of more frequent testing depending on initial results and risk

status.

4. To test for pre-diabetes or diabetes, either an FPG test or 2-hour oral glucose
tolerance (OGTT; 75-g glucose load), or both, is appropriate.

5. An OGTT may be considered in patients with impaired fasting glucose (IFG)
to better define the risk of diabetes.

6. Inthose identified with pre-diabetes, identify and if appropriate, treat other
CVD risk factors.

*At-risk BMI may be lower in some ethnic groups.
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Maternal Smoking

Any smoking of tobacco products, i.e., cigarettes, pipes, or cigars.

Category Priority
Pregnant Women |
Breastfeeding Women I
Postpartum Women i, 1Iv,v, VLVII

Research has shown that smoking during pregnancy causes health problems and other
adverse consequences for the mother, the unborn fetus and the newborn infant such as:
pregnancy complications, premature birth, low-birth-weight, stillbirth, infant death,
and risk for Sudden Infant Death Syndrome (SIDS) (1). Women who smoke are at risk
for chronic and degenerative diseases such as: cancer, cardiovascular disease and
chronic obstructive pulmonary disease. They are also at risk for other physiological
effects such as loss of bone density (2).

Maternal smoking exposes the infant to nicotine and other compounds, including
cyanide and carbon monoxide, in-utero and via breastmilk (3). In-utero exposure to
maternal smoking is associated with reduced lung function among infants (4). In
addition, maternal smoking exposes infants and children to environmental tobacco
smoke (ETS). (See #904, Environmental Tobacco Smoke).

Because smoking increases oxidative stress and metabolic turnover of vitamin C, the
requirement for this vitamin is higher for women who smoke (5). The WIC food
package provides a good source of vitamin C. Women who participate in WIC may
also benefit from counseling and referral to smoking cessation programs.

1. Manual of Clinical Dietetics 6" ed., American Dietetic Association. 2000.

2. Women and Smoking: A Report of the Surgeon General — 2001.
http://www.cdc.gov/tobacco/data statistics/sqr/sgr 2001/sgr women chapters.ht
m

3. Breastfeeding Handbook for Physicians, American Academy of Pediatrics and
American College of Obstetrics and Gynecologists. 2006.
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4. U.S. Department of Health and Human Services. The Health Consequences of

5.

Smoking: A Report of the Surgeon General--Executive Summary. U.S. Department
of Health and Human Services, Centers for Disease Control and Prevention,
Coordinating Center for Health Promotion, National Center for Chronic Disease
Prevention and Health Promotion, Office on Smoking and Health, 2004.

Dietary Reference Intakes for Vitamin C, Vitamin E, Selenium and Carotenoids
(2000) Institute of Medicine, the National Academy of Science.
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Alcohol and Illegal Drug Use

For Pregnant Women:
e Any alcohol use
e Any illegal drug use

For Breastfeeding and Non-Breastfeeding Postpartum Women:

e Routine current use of > 2 drinks per day (6). A serving or standard sized drink is:
1 can of beer (12 fluid 0z.); 5 0z. Wine; and 1 % fluid ounces liquor (1 jigger gin,
rum, vodka, whiskey (86-proof), vermouth, cordials or liqueurs), or

e Binge Drinking, i.e., drinks 5 or more (= 5) drinks on the same occasion on at least
one day in the past 30 days; or

e Heavy Drinking, i.e., drinks 5 or more (= 5) drinks on the same occasion on five or
more days in the previous 30 days; or

e Any illegal drug use

Category Priority
Pregnant Women |
Breastfeeding Women* I
Non-Breastfeeding Women I, 1V, V, or VI

* Breastfeeding is
contraindicated for women
with these conditions.

Drinking alcoholic beverages during pregnancy can damage the developing fetus.
Excessive alcohol consumption may result in low birth weight, reduced growth rate,
birth defects, and mental retardation. WIC can provide supplemental foods, nutrition
education and referral to medical and social services which can monitor and provide
assistance to the family.

“Fetal Alcohol Syndrome” is a name given to a condition sometime