
  06/2018  

1 of 2 501 Other Risks: Possibility of Regression 

2.13F OTHER RISK CRITERIA DEFINITION AND JUSTIFICATION

501 Possibility of Regression 
Definition/Cut-off Value 

A participant who has previously been certified eligible for the Program may be considered to be at 
nutritional risk in the next certification period if the competent professional authority determines there is a 
possibility of regression in nutritional status without the benefits that the WIC Program provides.  The State 
must limit the use of regression as a nutrition risk criterion to one time following a certification period. 

Participant Category and Priority Level 

Category Priority 

Breastfeeding Women I, IV, or VII 

Non-Breastfeeding Women III, IV, V, VI, or VII 

Infants I, IV, or VII 

Children III, V, or VII 

Justification 

On occasion, a participant's nutritional status may be improved, to the point that s/he rises above the 
cutoff of the initial risk condition by the end of the certification period.  This occurs most frequently with 
those conditions that contain specific cutoffs or thresholds, such as anemia or inappropriate growth.  
Removal of such individuals from the Program can result in a "revolving-door" situation where the 
individual's recently improved nutritional status deteriorates quickly, so that s/he then re-enters the 
Program at equal or greater nutrition risk status than before.  Therefore, WIC Program regulations permit 
State agencies to certify previously certified individuals who do not demonstrate a current nutrition risk 
condition based on the possibility of their reverting to the prior existing risk condition if they do not 
continue to receive WIC benefits.  This provision may be used only once following a certification period. 
Such applicants shall not be considered to be at nutrition risk based on the possibility of regression for 
consecutive certification periods.   

This policy is consistent with the preventive nature of the WIC Program, and enables State and local 
agencies to ensure that their previous efforts to improve a participant's nutrition status, as well as to 
provide referrals to other health care, social service, and/or public assistance programs are not wasted. 

Applicants who are certified based on the possibility of regression should be placed either in the same 
priority for which they were certified in the previous certification period; a priority level lower than the 
priority level assigned in the previous certification period, consistent with WIC regulations 246.7(e)(4); or in 
priority VII, if the State agency uses that priority level. 

Competent Professional Authorities and other certifying staff should keep in mind that every nutrition risk 
condition does not necessarily lead itself to the possibility of regression.  For example, gestational diabetes 
or gingivitis of pregnancy are not conditions to which a new mother could regress, since they are directly 
associated with pregnancy, and the breastfeeding or non-breastfeeding women cannot regress to being 
pregnant if she is no longer receiving WIC benefits.   
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502 Transfer of Certification 
Definition/Cut-off Value 

Person with current valid Verification of Certification (VOC) document from another State or local agency.  
The VOC is valid through the end of the current certification period, even if the participant does not meet 
the receiving agency’s nutritional risk, priority or income criteria, or the certification period extends beyond 
the receiving agency’s certification period for that category, and shall be accepted as proof of eligibility for 
Program benefits.  If the receiving agency is at maximum caseload, the transferring participant must be 
placed at the top of any waiting list and enrolled as soon as possible.  (1, 2) 

This criterion would be used primarily when the VOC card/document does not reflect another (more 
specific) nutrition risk condition or if the participant was certified based on a nutrition risk condition not in 
use by the receiving State agency (1). 

Participant Category and Priority Level 

Category Priority 

Pregnant Women N/A 

Breastfeeding Women N/A 

Non-Breastfeeding Women N/A 

Infants N/A 

Children N/A 

Justification 

Local agencies must accept Verification of Certification (VOC) documents from participants.  A person with a 
valid VOC document shall not be denied participation in the receiving State because the person does not 
meet that State’s particular eligibility criteria.  Once a WIC participant has been certified by a local agency, 
the service delivery area into which s/he moves is obligated to honor that commitment. (1, 2) 

Implications for WIC Nutrition Services 

Transferring participants should receive the food package offered in the receiving State agency according to 
their category and nutritional needs.  The receiving agency should explain any differences in the authorized 
supplemental foods.  Participants who are eligible to receive WIC formula (infant formula, exempt infant 
formula, or WIC-eligible nutritionals) in Food Package III must have one or more qualifying conditions, as 
determined by a health care professional licensed to write medical prescriptions under State law (1, 2).    

References 

1. U.S. Department of Agriculture, Food and Nutrition Service. Policy Memorandum 2016-4: 
Verification of Certification.  August, 11, 2016. Available from: 
https://www.fns.usda.gov/wic/verification-certification.  

2. WIC Program Regulations; 7 CFR 246.7(k). 
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503 Presumptive Eligibility for Pregnant 
Women 
Definition/Cut-off Value 

A pregnant woman who meets WIC income eligibility standards but has not yet been evaluated for nutrition 
risk, for a period of up to 60 days. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women* IV 

*Up to 60 days certification 

Justification 

In some cases, State or local agencies may not have the essential equipment or staff onsite to perform the 
necessary bloodwork assessment for pregnant women.  There has been some concern that the bloodwork 
data requirement could be an impediment to the enrollment of eligible pregnant women early in 
pregnancy.  Early enrollment is an important WIC Program objective, as well as a legislative requirement. 

In response to these concerns, Congress amended the Child Nutrition Act in 1994 to allow State agencies to 
consider pregnant women who are income eligible for the WIC Program to be presumed to be nutritionally 
at risk and thus eligible to participate in the Program.  These women may be certified immediately upon 
application without the results of a nutrition risk evaluation.  However, the nutrition risk evaluation must be 
completed no later than 60 days from the date the pregnant woman is certified for participation.  Ideally, 
States should complete the full nutrition risk assessment at certification or at the earliest possible date 
thereafter.  This would allow the WIC staff to initiate appropriate counseling on nutrition and diet, as well 
as complete appropriate health care referrals, at the earliest opportunity.  This information is also 
invaluable in developing an appropriate food package for the pregnant woman. 

References 

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

2. WIC Program Regulations; Sect. 246.7 (e)(1)(v). 

Clarification 

While the nutrition risk assessment must be performed no later than 60 days after the pregnant woman is 
certified for participation, the hematological test for anemia is not required to be performed within the 60 
day period, but rather within 90 days, unless the nutrition risk assessment performed does not identify a 
qualifying risk factor.  Please see Food and Nutrition Service Policy Memorandum #2001-2:  WIC Blood Work 
Requirements for more information. 

The Centers for Disease Control and Prevention (CDC) defines a trimester as a term of three in the prenatal 
gestation period with the specific trimesters defined as follows in weeks: 
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Specific Trimesters Defined (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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601 Breastfeeding Mother of Infant at 
Nutritional Risk 
Definition/Cut-off Value 

A breastfeeding woman whose breastfed infant has been determined to be at nutritional risk. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women I, II, or IV* 

Breastfeeding Women I, II, or IV* 

*Must be the same priority as at-risk infant. 

Justification 

A breastfed infant is dependent on the mother's milk as the primary source of nutrition.  Special attention 
should therefore be given to the health and nutritional status of the mother (5).  Lactation requires 
approximately 500 additional Kcal per day as well as increased protein, calcium, and other vitamins and 
minerals (3, 1).  Inadequate maternal nutrition may result in decreased nutrient content of the milk (1). 

References 

1. Institute of Medicine.  Nutrition During Lactation.  National Academy Press, Washington, D.C.; 
1991. 

2. Lawrence RA.  Breastfeeding a guide for the medical profession.  St. Louis: Mosby, 1994. 

3. National Research Council (U.S.), Subcommittee on the Tenth Edition of the RDAs, National 
Institutes of Health, Committee on Dietary Allowances.  Recommended dietary allowances.  
Washington, D.C.: National Academy Press, 1989. 

4. WIC Program Regulations, Sect. 246.7(e)(1)(iii). 

5. Worthington-Roberts BS, Williams SR.  Nutrition in Pregnancy and Lactation.  St. Louis: Mosby, 
1993. 
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602 Breastfeeding Complications or 
Potential Complications (Women) 
Definition/Cut-off Value 

A breastfeeding woman with any of the following complications or potential complications for 

breastfeeding: 

Complications (or Potential Complications) 

Severe breast engorgement Cracked, bleeding or severely sore nipples 

Recurrent plugged ducts Age ≥ 40 years 

Mastitis (fever or flu-like symptoms with localized 
breast tenderness) 

Failure of milk to come in by 4 days postpartum 

Flat or inverted nipples 
Tandem nursing (breastfeeding two siblings who are 
not twins) 

Participant Category and Priority Level 

Category Priority 

Pregnant Women I 

Breastfeeding Women I 

Justification 

Severe breast engorgement 

Severe breast engorgement is often caused by infrequent nursing and/or ineffective removal of milk.  This 

severe breast congestion causes the nipple-areola area to become flattened and tense, making it difficult 

for the baby to latch-on correctly.  The result can be sore, damaged nipples and poor milk transfer during 

feeding attempts.  This ultimately results in diminished milk supply.  When the infant is unable to latch-on 

or nurse effectively, alternative methods of milk expression are necessary, such as using an electric breast 

pump.   

Recurrent plugged ducts 

A clogged duct is a temporary back-up of milk that occurs when one or more of the lobes of the breast do 

not drain well.  This usually results from incomplete emptying of milk.  Counseling on feeding frequency or 

method or advising against wearing an overly tight bra or clothing can assist. 

Mastitis 

Mastitis is a breast infection that causes a flu-like illness accompanied by an inflamed, painful area of the 

breast - putting both the health of the mother and successful breastfeeding at risk.  The woman should be 

referred to her health care provider for antibiotic therapy. 
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Flat or inverted nipples 

Infants may have difficulty latching-on correctly to nurse when nipples are flat or inverted.  Appropriate 

interventions can improve nipple protractility and skilled help guiding a baby in proper breastfeeding 

technique can facilitate proper attachment. 

Cracked, bleeding or severely sore nipples 

Severe nipple pain, discomfort lasting throughout feedings, or pain persisting beyond one week postpartum 

is atypical and suggests the baby is not positioned correctly at the breast.  Improper infant latch-on not only 

causes sore nipples, but impairs milk flow and leads to diminished milk supply and inadequate infant intake.  

There are several other causes of severe or persistent nipple pain, including Candida or staph infection.  

Referrals for lactation counseling and/or examination by the woman's health care provider are indicated. 

Age ≥ 40 years 

Older women (over 40) are more likely to experience fertility problems and perinatal risk factors that could 

impact the initiation of breastfeeding.  Because involutional breast changes can begin in the late 30's, older 

mothers may have fewer functioning milk glands resulting in greater difficulty producing an abundant milk 

supply. 

Failure of milk to come in by 4 days postpartum 

Failure of milk to come in by 4 days postpartum may be a result of maternal illness or perinatal 

complications.  This may place the infant at nutritional and/or medical risk, making temporary 

supplementation necessary until a normal breast milk supply is established. 

Tandem nursing (breastfeeding two siblings who are not twins) 

With tandem nursing the older baby may compete for nursing privileges, and care must be taken to assure 

that the younger baby has first access to the milk supply.  The mother who chooses to tandem nurse will 

have increased nutritional requirements to assure her adequate milk production. 
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603 Breastfeeding Complications or 
Potential Complications (Infants) 
Definition/Cut-off Value 

A breastfed infant with any of the following complications or potential complications for breastfeeding. 

BF Complications (or Potential Complications) 

Jaundice Weak or ineffective suck 

Difficulty latching onto mother’s breast 
Inadequate stooling (for age, as determined by 
a physician or other health care professional), 
and/or less than 6 wet diapers per day 

Participant Category and Priority Level 

Category Priority 

Infants I 

Justification 

Jaundice 

Jaundice occurs when bilirubin accumulates in the blood because red blood cells break down too quickly, 

the liver does not process bilirubin as efficiently as it should, or intestinal excretion of bilirubin is impaired.  

The slight degree of jaundice observed in many healthy newborns is considered physiologic.  Jaundice is 

considered pathologic if it appears before 24 hours, lasts longer than a week or two, reaches an abnormally 

high level, or results from a medical problem such as rapid destruction of red blood cells, excessive bruising, 

liver disease, or other illness.  When jaundice occurs in an otherwise healthy breastfed infant, it is 

important to distinguish "breastmilk jaundice" from "breastfeeding jaundice" and determine the 

appropriate treatment. 

• In the condition known as "breastmilk jaundice," the onset of jaundice usually begins well after the 

infant has left the hospital, 5 to 10 days after birth, and can persist for weeks and even months.  

Early visits to the WIC clinic can help identify and refer these infants to their primary health care 

provider.  Breastmilk jaundice is a normal physiologic phenomenon in the thriving breastfed baby 

and is due to a human milk factor that increases intestinal absorption of bilirubin.  The stooling and 

voiding pattern is normal.  If the bilirubin level approaches 18-20 mg%, the health care provider 

may choose to briefly interrupt breastfeeding for 24-36 hours which results in a dramatic decline in 

bilirubin level. 

• Resumption of breastfeeding usually results in cessation of the rapid fall in serum bilirubin 

concentration, and in many cases a small increase may be observed, followed by the usual gradual 

decline to normal. 
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• "Breastfeeding jaundice", is an exaggeration of physiologic jaundice, which usually peaks between 

3 and 5 days of life, though it can persist longer.  This type of jaundice is a common marker for 

inadequate breastfeeding.  An infant with breastfeeding jaundice is underfed and displays the 

following symptoms:  infrequent or ineffective breastfeeding; failure to gain appropriate weight; 

infrequent stooling with delayed appearance of yellow stools (i.e., prolonged passage of 

meconium); and scant dark urine with urate crystals.  Improved nutrition usually results in a rapid 

decline in serum bilirubin concentration. 

Weak or ineffective suck 

A weak or ineffective suck may cause a baby to obtain inadequate milk with breastfeeding and result in a 

diminished milk supply and an underweight baby.  Weak or ineffective suckling can be due to prematurity, 

low birth weight, a sleepy baby, or physical/medical problems such as heart disease, respiratory illness, or 

infection.  Newborns who receive bottle feedings before beginning breastfeeding or who frequently use a 

pacifier may have trouble learning the proper tongue and jaw motions required for effective breastfeeding. 

Difficulty latching onto the mother's breast 

Difficulty latching onto the mother's breast may be due to flat or inverted nipples, breast engorgement, or 

incorrect positioning and breastfeeding technique.  Early exposure to bottle feedings can predispose infants 

to "nipple confusion" or difficulties learning to attach to the breast correctly and effectively extract milk.  A 

referral for lactation counseling should be made. 

Inadequate stooling and/or less than 6 wet diapers per day 

Inadequate stooling or less than 6 wet diapers are probable indicators that the breastfed infant is not 

receiving adequate milk.  Not only is the baby at risk for failure to thrive, but the mother's milk is at risk for 

rapidly diminishing due to ineffective removal of milk.  The breastfed infant with inadequate caloric intake 

must be identified early and the situation remedied promptly to avoid long-term consequences of 

dehydration or nutritional deprivation.  Although failure to thrive can have many etiologies, the most 

common cause in the breastfed infant is insufficient milk intake as a result of infrequent or ineffective 

nursing.  Inadequate breastfeeding can be due to infant difficulties with latching on or sustaining suckling, 

use of a nipple shield over the mother's nipple, impaired let down of milk, a non-demanding infant, 

excessive use of a pacifier, or numerous other breastfeeding problems.   

The literature regarding inadequate stooling varies widely in terms of quantification; this condition is best 

diagnosed by the pediatrician or other health care practitioner.  
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701 Infant Up to 6 Months Old of WIC 
Mother or of a Woman Who Would Have 
Been Eligible During Pregnancy 

Definition/Cut-off Value 

An infant < six months of age whose mother was a WIC Program participant during pregnancy or whose 

mother’s medical records document that the woman was at nutritional risk during pregnancy because of 

detrimental or abnormal nutritional conditions detectable by biochemical or anthropometric 

measurements or other documented nutritionally related medical conditions. 

Participant Category and Priority Level 

Category Priority 

Infants II 

Justification 

Federal Regulations designate these conditions for WIC eligibility (3).  

WIC participation during pregnancy is associated with improved pregnancy outcomes.  An infant whose 

nutritional status has been adequately maintained through WIC services during gestation and early infancy 

may decline in nutritional status if without these services and return to a state of elevated risk for nutrition 

related health problems.  Infants whose mother was at medical/nutritional risk during pregnancy, but did 

not receive those services, may also be thought of as a group at elevated risk for morbidity and mortality in 

the infant period (1, 2). 

WIC participation in infancy is associated with lower infant mortality, decreased anemia for infants and 

improvements in growth (head circumference, height and weight).  Infants on WIC are more likely to 

consume iron-fortified formula and cereal and less likely to consume cow's milk before one year, thus 

lowering the risk of developing iron deficiency anemia (1, 2). 
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702 Breastfeeding Infant of Woman at 
Nutritional Risk 

Definition/Cut-off Value 

Breastfeeding infant of woman at nutritional risk. 

Participant Category and Priority Level 

Category Priority 

Infants I,II, or IV* 

*Must be the same priority as at-risk mother. 

Justification 

A breastfed infant is dependent on the mother's milk as the primary source of nutrition.  Lactation requires 

the mother to consume an additional 500 Kcal per day (approximately) as well as increased protein, 

calcium, and other vitamins and minerals (2, 1).  Inadequate maternal nutrition may result in decreased 

nutrient content of the milk (1).  Special attention should therefore be given to the health and nutritional 

status of breastfed infants whose mothers are at nutritional risk (4). 
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801 Homelessness 
Definition/Cut-off Value 

A woman, infant or child who lacks a fixed and regular nighttime residence; or whose primary nighttime 

residence is:   

• A supervised publicly or privately operated shelter (including a welfare hotel, a congregate shelter, 

or a shelter for victims of domestic violence) designed to provide temporary living 

accommodations;  

• An institution that provides a temporary residence for individuals intended to be institutionalized;  

• A temporary accommodation of not more than 365 days in the residence of another individual; or  

• A public or private place not designed for, or ordinarily used as, a regular sleeping accommodation 

for human beings. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women IV or VII 

Breastfeeding Women IV or VII 

Non-Breastfeeding Women VI or VII 

Infants IV or VII 

Children V or VII 

Justification 

Homeless individuals comprise a very vulnerable population with many special needs.  WIC Program 

regulations specify homelessness as a predisposing nutrition risk condition.  Today's homeless population 

contains a sizeable number of women and children – over one-third of the total homeless population in the 

U.S.  Studies show forty-three percent of today's homeless are families, and an increasing number of the 

"new homeless" include economically-displaced individuals who have lost their jobs, exhausted their 

resources, and recently entered into the ranks of the homeless and consider their condition to be 

temporary.   
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802 Migrancy 
Definition/Cut-off Value 

Categorically eligible women, infants and children who are members of families which contain at least one 

individual whose principal employment is in agriculture on a seasonal basis, who has been so employed 

within the last 24 months, and who establishes, for the purposes of such employment, a temporary abode. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women IV or VII 

Breastfeeding Women IV or VII 

Non-Breastfeeding Women VI or VII 

Infants IV or VII 

Children V or VII 

Justification 

Data on the health and/or nutritional status of migrants indicate significantly higher rates or incidence of 

infant mortality, malnutrition, and parasitic disease (among migrant children) than among the general U.S. 

population.  Therefore, migrancy has long been stipulated as a condition that predisposes persons to 

inadequate nutritional patterns or nutritionally related medical conditions.  

References 
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901 Recipient of Abuse 
Definition/Cut-off Value 

Battering or child abuse/neglect within past 6 months as self-reported, or as documented by a social 

worker, health care provider or on other appropriate documents, or as reported through consultation with 

a social worker, health care provider, or other appropriate personnel.  

"Battering" generally refers to violent physical assaults on women. 

Child abuse/neglect:  “Any recent act or failure to act resulting in imminent risk of serious harm, death, 

serious physical or emotional harm, sexual abuse, or exploitation of an infant or child by a parent or 

caretaker (1).”  

If State law requires the reporting of known or suspected child abuse or neglect, WIC staff must release 

such information to appropriate State officials.  WIC regulations pertaining to confidentiality do not take 

precedence over such State law. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women IV or VII 

Breastfeeding Women IV or VII 

Non-Breastfeeding Women VI or VII 

Infants IV or VII 

Children V or VII 

Justification 

Battering during pregnancy is associated with increased risks of low birth weight, pre-term delivery, and 

chorioamnionitis, as well as poor nutrition and health behaviors.  Battered women are more likely to have a 

low maternal weight gain, be anemic, consume an unhealthy diet, and abuse drugs, alcohol, and cigarettes. 

Serious neglect and physical, emotional, or sexual abuse have short- and long-term physical, emotional, and 

functional consequences for children.  Nutritional neglect is the most common cause of poor growth in 

infancy and may account for as much as half of all cases of non-organic failure to thrive.  
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902 Woman or Infant/Child of Primary 
Caregiver with Limited Ability to Make 
Appropriate Feeding Decisions and/or 
Prepare Food 
Definition/Cut-off Value 

A woman or an infant/child whose primary caregiver is assessed to have a limited ability to make 
appropriate feeding decisions and/or prepare food.  Examples include, but are not limited to, a woman or 
an infant/child of caregiver with the following:   

• Documentation or self-report of misuse of alcohol, use of illegal substances, use of marijuana, or 
misuse of prescription medications.  

• Mental illness, including clinical depression diagnosed, documented, or reported by a physician or 
psychologist or someone working under a physician’s orders, or as self-reported by 
applicant/participant/caregiver.  

• Intellectual disability diagnosed, documented, or reported by a physician or psychologist or 
someone working under a physician’s orders, or as self-reported by 
applicant/participant/caregiver. 

• Physical disability to a degree which impairs ability to feed infant/child or limits food preparation 
abilities. 

• ≤ 17 years of age. 

See Clarification (page 5) for more information about self-reporting a diagnosis. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women IV or VII 

Breastfeeding Women IV or VII 

Non-Breastfeeding Women IV or VII 

Infants IV or VII 

Children V or VII 

Justification 

A primary caregiver’s ability to make appropriate feeding decisions and prepare suitable food is crucial for 
the health and nutrition of infants and young children.  Infants and children depend entirely on caregivers 
for food, as well as to learn what, when, and how to eat.  A responsive feeding relationship, in which 
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caregivers recognize infant/child cues and respond appropriately in a warm and nurturing environment, is 
critical for supporting healthy dietary habits, food preferences, and weight outcomes in children (1).  
Several situations that might impair the feeding abilities of a caregiver have been identified below as 
potential nutritional risks for infants and children. 

A pregnant or postpartum woman’s ability to choose and prepare suitable foods for herself is vital for her 
own nutritional status and wellbeing.  A variety of circumstances can impair a woman’s ability to make diet-
related decisions or prepare food and thus have been identified as possible nutritional risks for pregnant 
and postpartum women. 

Substance Use 

About 1 in 5 children in the US live with at least one caregiver who has a substance use disorder (2).  While 
little research has been conducted on the impact of parental substance misuse on infant/child feeding, 
much has been learned about the influence of substance misuse on overall parenting and caregiving 
abilities.  Parental substance misuse is sometimes associated with the following, which can all potentially 
have a negative impact on infant/child feeding: 

• Impaired parental behaviors – “lower levels of parental involvement, limited or absent parental 
monitoring, ineffective control of children’s behavior, and poor discipline skills” (2). 

• Compromised caregiving relationship – Less sensitive and responsive to infant/child’s cues and 
needs (3, 4); and less warm, positive, nurturing, and emotionally available (5). 

• Reduced capacity to prioritize infant/child’s needs (including feeding needs) over need for 
substances (2, 4). 

• Parental difficulty in controlling emotions and anger (4). 
• Reduced likelihood for infants/children to receive adequate medical and dental care (2). 
• Chaotic, unpredictable home environment – higher rates of household financial instability, food 

and housing insecurity, inconsistent employment, domestic violence, and stress (2). 
• Parental incarceration (2). 
• Increased likelihood of infant/child entering foster care – about 60% of infants and 40% of children 

in out-of-home care are from families with substance use disorders (2, 4). 
• Increased risk of neglect and abuse – children of parents who misuse substances are 3 times as 

likely to be physically, emotionally, or sexually abused and 4 times as likely to be emotionally or 
physically neglected (2). 

In addition to impacting infants/children, substance use can also impair a woman’s ability to choose and 
prepare suitable foods for herself.  People with substance use disorders tend to have impaired decision-
making (6, 7), which can extend to diet-related choices.  Also, as stated above, substance use can result in 
difficulty in controlling emotions and anger; a chaotic, unpredictable home environment; and incarceration 
– all of which can negatively impact ability to choose and prepare foods.  

For additional information, please refer to Risk 372 – Alcohol and Substance Use. 

Mental Illness 

Mental illness refers to a wide range of mental health conditions-disorders that affect your mood, thinking 
and behavior. Examples of mental illness include depression, anxiety disorders, schizophrenia, eating 
disorders and addictive behaviors (8).  Some caregivers with a mental illness can struggle with parenting, 
including the feeding of infants and young children (1, 9).  Depression in particular has been studied for its 
impact on the caregiver-child feeding relationship.  For mothers with depression, they may be less able to 
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detect and respond to an infant’s needs, including feeding needs.  Depressed mothers are also more likely 
to be withdrawn, disengaged, and non-interacting, all of which can negatively impact infant/child feeding.  
Maternal depression may also have a significant impact on breastfeeding dyads, as depression is linked to 
worrying more about breastfeeding and reporting breastfeeding difficulties (10).  In addition, mothers who 
are depressed tend to have decreased rates of breastfeeding initiation, duration, and exclusivity, compared 
to mothers who are not depressed (10).  There is a scarcity of research on the impact of other forms of 
mental illness (other than depression) on the caregiver-infant/child feeding relationship. For additional 
information on depression, please refer to Risk 361 – Depression. 

Mental illness can be debilitating to pregnant and postpartum women in a variety of ways, which include 
impairing the ability to choose and prepare suitable foods.  Some studies indicate that poor eating habits 
may be common among those with a mental illness (11, 12).  For example, people with bipolar disorder or 
schizophrenia are more likely to report only eating once a day, eating alone, and having difficulty with 
preparing food (11).  Individuals with a mental illness also may experience cognitive challenges, which can 
limit learning and retention of information about nutrition and food preparation.  In addition, those with a 
mental illness may also have limited resources (due to not being able to work) for purchasing foods.  

Intellectual Disability 

Intellectual disability is a disability characterized by significant limitations in both intellectual functioning 
and in adaptive behavior, which covers many everyday social and practical skills (13).  A limited amount of 
research has been conducted on the impact of caregiver intellectual disability and infant/child feeding.  
Some research indicates caregivers with an intellectual disability may be less sensitive to an infant/child’s 
cues (14).  Other research indicates some caregivers with an intellectual disability also struggle with 
interacting positively and demonstrating affection with their infant/child (15).  Based on each individual’s 
situation, these concerns could possibly impair a caregiver’s ability to provide appropriate infant/child 
feeding. 

Having an intellectual disability, such as Down syndrome, may make it difficult or even impossible for 
women to choose, prepare, or serve themselves foods and beverages (16).  As a result, some women with 
intellectual disabilities are at risk for developing diseases associated with obesity, inactivity, and poor 
nutrition and may have very little choice in deciding their dietary intake since it may be determined by a 
caregiver (17). 

Physical Disability 

Some physical disabilities have the potential to reduce a caregiver’s ability to feed an infant/child 
appropriately or prepare suitable foods.  Likewise, some physical disabilities may limit a woman’s ability to 
feed herself or prepare suitable foods for herself.  This risk should be assigned if a caregiver’s physical 
disability restricts or limits food preparation ability or ability to feed an infant/child.  It should also be 
assigned if a woman’s physical disability restricts or limits her ability to prepare foods for herself or to feed 
herself. 

17 Years of Age and Younger 

In 2015, about 230,000 infants were born to teenage mothers; this is a birthrate of about 22 per 1,000 
teenage women (18).  Teenage mothers may face several challenges as they raise infants and children, 
including their ability to interact in a responsive manner.  Being a teenage mother is sometimes associated 
with the following, which can all potentially have a negative impact on infant/child feeding:  
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• Increased likelihood of a compromised caregiving relationship – Reduced verbal and emotional 
responsiveness to infant/child (19), reduced sensitivity to needs of infant (19), and impaired ability 
to provide cognitive stimulation to infant/child (20). 

• Increased likelihood of infant/child entering foster care (20). 
• Greater likelihood to misuse substances (21). 

For additional information regarding pregnant and postpartum adolescents, please refer to Risk 331 – 
Pregnancy at a Young Age. 

Implications for WIC Nutrition Services 

WIC provides support to women and to infants/children of caregivers with limited ability to make 
appropriate feeding decisions/prepare food by offering counseling on nutrition, breastfeeding, and 
infant/child feeding.  WIC also provides nutritious foods for women and caregivers to give their 
infants/children, as well as referrals to support participants’ needs.  WIC staff can assist participants by: 

• Providing individualized nutrition education in an easy-to-understand format that is appropriate 
for the learning level of the participant/caregiver.  Most education materials should be written for 
a 5th to 7th grade reading level.  Be sensitive to the unique learning needs and style of the 
participant/caregiver, which may mean using food models, posters, and handouts (12).   

• Providing referrals to promote parenting and infant/child feeding skills, including referrals to local 
home visiting programs, parenting programs, and early intervention services.  

• Providing referrals to those with substance misuse for professional treatment, referring to 
community resources for alcohol and substance use support groups, and providing breastfeeding 
promotion and support to women enrolled in supervised medication-assisted treatment programs. 

• Encouraging participants/caregivers with mental illnesses, intellectual disabilities, and physical 
disabilities to follow health care provider’s plan of care.  Coordinate with health care providers as 
needed. 

• Providing individualized food packages, tailored to meet the needs of participants. Some caregivers 
who have a limited ability to make appropriate feeding decisions/prepare food may be unable to 
prepare powder or concentrated infant formula.  Thus, for the safety of the infant, State WIC 
Agencies may allow ready-to-feed (RTF) WIC formulas to be issued when it is determined that the 
caregiver may have difficulty correctly diluting powder or concentrated formulas.  Please refer to 
your State WIC Agency’s specific policies regarding the issuance of RTF, as policies vary from state 
to state. 
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Clarification 

Self-reporting of a diagnosis by a medical professional should not be confused with self-diagnosis, where a 
person simply claims to have or to have had a medical condition without any reference to professional 
diagnosis.  A self-reported medical diagnosis (“My doctor says that 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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903 Foster Care 
Definition/Cut-off Value 

Entering the foster care system during the previous six months or moving from one foster care home to 

another foster care home during the previous six months. 

Participant Category and Priority Level 

Category Priority 

Pregnant Women IV or VII 

Breastfeeding Women IV or VII 

Non-Breastfeeding Women VI or VII 

Infants IV or VII 

Children V or VII 

Justification 

"Foster children are among the most vulnerable individuals in the welfare system.  As a group, they are 

sicker than homeless children and children living in the poorest sections of inner cities."  This statement 

from a 1995 Government Accounting Office report on the health status of foster children confirms research 

findings that foster children have a high frequency of mental and physical problems, often the result of 

abuse and neglect suffered prior to entry into the foster care system.  When compared to other Medicaid-

eligible children, foster care children have higher rates of chronic conditions such as asthma, diabetes and 

seizure disorders.  They are also more likely than children in the general population to have birth defects, 

inadequate nutrition and growth retardation including short stature. 

Studies focusing on the health of foster children often point out the inadequacy of the foster care system in 

evaluating the health status and providing follow-up care for the children for whom the system is 

responsible.  Because foster care children are wards of a system which lacks a comprehensive health 

component, the social and medical histories of foster children in transition, either entering the system or 

moving from one foster care home to another, are frequently unknown to the adults applying for WIC 

benefits for the children.  For example, the adult accompanying a foster child to a WIC clinic for a first-time 

certification may have no knowledge of the child's eating patterns, special dietary needs, chronic illnesses 

or other factors which would qualify the child for WIC.  Without any anthropometric history, failure to 

grow, often a problem for foster children, may not be diagnosed even by a single low cutoff percentile. 

Since a high proportion of foster care children have suffered from neglect, abuse or abandonment and the 

health problems associated with these, entry into foster care or moving from one foster care home to 

another during the previous six months is a nutritional risk for certification in the WIC Program.  Certifiers 

using this risk should be diligent in evaluating and documenting the health and nutritional status of the 

foster child to identify other risks as well as problems that may require follow-up or referral to other health 

care programs.  This nutritional risk cannot be used for consecutive certifications while the child remains in 

the same foster home.  It should be used as the sole risk criterion only if careful assessment of the 
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applicant's nutritional status indicates that no other risks based on anthropometric, medical or nutritional 

risk criteria can be identified. 

The nutrition education, referrals and service coordination provided by WIC will support the foster parent in 

developing the skills and knowledge to ensure that the foster child receives appropriate nutrition and 

health care.  Since a foster parent frequently has inadequate information about a new foster child's health 

needs, the WIC nutritionist can alert the foster parent to the nutritional risks that many foster care children 

have and suggest ways to improve the child's nutritional status. 
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904 Environmental Tobacco Smoke Exposure 
Definition/Cut-off Value 

Environmental tobacco smoke (ETS) exposure is defined (for WIC eligibility purposes) as exposure to smoke 

from tobacco products inside enclosed areas, like the home, place of child care, etc.  ETS is also known as 

secondhand, passive, or involuntary smoke (1).  The ETS definition also includes the exposure to the aerosol 

from electronic nicotine delivery systems (2). 

Participant Category and Priority Level 

Category Priority 

Pregnant Women I 

Breastfeeding Women I 

Non-Breastfeeding Women III,IV,V, or VI 

Infants I 

Children III 

Justification 

Most environmental tobacco smoke (ETS) exposure occurs in homes and workplaces (3).  It can also happen 

in public places, such as in restaurants, bars, casinos, and cars and other vehicles (3).  There are no safe 

levels of exposure to ETS (1, 4).  It is known to increase the risk of lung cancer, respiratory diseases, and 

cardiovascular diseases among adults, and to have adverse effects on birth outcomes and the health of 

infants and children (4).  ETS exposure increases oxidative stress and inflammation (5-7).  Inflammation is 

associated with asthma (8), cardiovascular diseases (9, 10), cancer (11), chronic obstructive pulmonary 

disease (12), and metabolic syndrome (13, 14).   

ETS from Tobacco Smoking 

ETS from traditional tobacco and nicotine products is a mixture of the sidestream smoke given off by a 

burning cigarette, pipe, or cigar, and the mainstream smoke exhaled by smokers.  ETS is made up of over 

7,000 chemicals, and at least 69 of which are known to cause cancer (1).   

ETS from Electronic Nicotine Delivery Systems (ENDS) 

Vapes, vaporizers, vape pens, hookah pens, electronic cigarettes (e-cigarettes or e-cigs), and e-pipes are 

some of the many terms used to describe electronic nicotine delivery systems (ENDS).  ENDS are 

noncombustible tobacco products used to smoke or “vape” a solution that often contains nicotine.  The 

solution, or “e-liquid,” is heated to create an aerosol that the user inhales. (15)   

While ENDS do not produce sidestream vapor, their mainstream vapor has been shown to be hazardous.  It 

contains chemicals, such as nicotine, which can cause cancer, can harm the fetus, and are a source of 

indoor air pollution (2, 16-19).  An individual’s level of exposure to secondhand nicotine depends on the 

amount of nicotine in the ENDS product, as well as on product characteristics, device operation, and the 

user’s inhalation pattern.  A few studies have demonstrated that passive exposure to ENDS among healthy 
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adults causes an increase in nicotine in the bloodstream that is similar to that from passive exposure to 

cigarette smoke (2).  More research is needed to evaluate health consequences of ETS exposure from ENDS, 

particularly for pregnant women and children (2).  

The following table summarizes the conditions associated with increased risk from ETS exposure for the 

mother, infant, and child:  

ETS 
Source 

Effects on 
Mother 

Effects on 
Birth 

Outcomes 
Effects on Infant Effects on Child 

Tobacco 
Smoke 

• Stroke (4) 

• Nasal irritation 
(4) 

• Asthma (4) 

• Lung cancer 
(4) 

• Cardiovascular 
disease (4) 

• Increased 
levels of 
inflammation 
and oxidative 
stress (5, 6, 7) 

 

 

• Ectopic 
pregnancy 
(4) 

• Fetal 
growth 
restriction 
(4, 20, 21)* 

• Sudden unexpected 
infant death (SUID) 
(4, 20) 

• Lower birth weight 
(21, 22) † 

• Smaller head 
circumference (22) ‡ 

• Impaired lung 
growth and function 
(4) 

• Lower respiratory 
illnesses (4) 

 Middle ear 
disease (4, 20) 

 Lower respiratory 
illness (4, 20) 

 Increased 
severity of 
asthma/wheezing 
(20) 

 Metabolic 
syndrome (14) 

May develop in adulthood:   

• Lung cancer (23, 24) 

• Cardiovascular diseases 
(10, 25) 

• Potential nicotine use 
(26) 

Electronic 
Nicotine 
Delivery 
System 
(ENDS) 
Vapor 

Limited data, but 
potential 
association with  
(2): 

• Impaired lung 
function from 
long-term 
exposure 

• Dermatitis 

• Allergic 
sensitization 

Nicotine 
exposure 
effects (2): 

• Preterm 
birth§ 

• Stillbirth 

Nicotine exposure 
effects (2): 

• Sudden unexpected 
infant death (SUID) 

• Impaired brain 
development 

• Deficits in auditory 
processing 

• Attention and 
cognition problems 

Limited data, but potential 
association with  (2): 

• Nut allergy reaction due to 
e-liquids containing 
flavorants derived from 
nuts 

*See risk #336 Fetal Growth Restriction for more information. 

†See risk #141 Low Birth Weight and Very Low Birth Weight for more information. 

‡See risk #152 Low Head Circumference (Infants and Children <24 Months of Age) for more information. 

§See risk #142 Preterm or Early Term Delivery for more information. 
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Nutrition 

Nonsmokers who are regularly exposed to ETS have been observed to have high vitamin C turnover, thus 

resulting in a vitamin deficiency (27, 28).  Data from the Center of Disease Control and Prevention National 

Health and Nutrition Examination Survey 2003-2004 found that children exposed to ETS had lower levels of 

vitamins A, C, and E, as well as beta-carotene and folate when compared to non-exposed children (29).  

Antioxidants may reduce oxidative stress-induced lung damage among both smokers and non-smokers (5-7, 

28, 29).  Research on preventing oxidative stress-related diseases by antioxidant supplementation has 

produced mixed results; therefore, it is recommended to consume fruits and vegetables for appropriate 

antioxidants intake (28, 29).  It is recommended that individuals exposed to ETS meet the Recommended 

Dietary Allowance for vitamin C (27, 30). 

Thirdhand Smoke 

Thirdhand smoke (THS) is the unintentional intake of tobacco smoke and other related chemicals that 

occurs without the presence of active smoking.  Residual tobacco smoke pollutants adhere to the clothing 

and hair of smokers, to pet fur, and to surfaces, furnishings, and dust in indoor environments (31).  Contact 

with the pollutants can cause nicotine exposure.  Infants and children are the most at risk of THS exposure 

because they spend more time indoors and are closer to or on the ground where the nicotine-contaminated 

dust accumulates (31, 32).  Once smoking has occurred indoors, THS cannot be eliminated by airing out 

rooms, opening windows, using fans or air conditioners, or confining smoking to only certain areas of a 

home.  Replacing items is often the only way to reduce, though not eliminate, residual tobacco smoke 

pollutants (33).  There is limited research on the extent of negative health outcomes from exposure to THS.  

While THS is not a WIC Nutrition Risk, it should be considered for overall health implications. 

Implications for WIC Nutrition Services 

WIC staff can provide the following nutrition services to women, infants and children who are exposed to 

environmental tobacco smoke: 

• Administer State or local agency substance use screening methods.  For more information, please see: 

WIC Substance Use Prevention Resource, Chapter 5: https://wicworks.fns.usda.gov/resources/wic-

substance-use-prevention-guide.     

• Provide a safe and supportive environment when discussing ETS exposure.  For more information on 

techniques for delivering effective messages, please see: WIC Substance Use Prevention Guide, 

Chapter 6: https://wicworks.fns.usda.gov/resources/wic-substance-use-prevention-guide.    

• Encourage fruit and vegetables that are high in vitamin C.  

• Highlight WIC foods, especially 100% juice that are good sources of vitamin C and other important 

nutrients. 

• Offer the following suggestions to minimize secondhand and thirdhand smoke exposure (20, 33, 34): 

o Have smoke-free rules for the car and home. 

o Make sure places that are frequently visited are smoke-free (i.e., school, work, parks, 

restaurants, places of worship, etc.). 

o Ask anyone who cares for children or pets to follow smoke-free rules. 

o Those who smoke outside should do so away from open doors or windows. 

https://wicworks.fns.usda.gov/resources/wic-substance-use-prevention-guide.
https://wicworks.fns.usda.gov/resources/wic-substance-use-prevention-guide.
https://wicworks.fns.usda.gov/resources/wic-substance-use-prevention-guide.
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o If smoking has occurred inside a house, consider replacing fabric-covered items and 

thoroughly washing walls. 

Clarification 

The following questions were adapted from the validated surveys to be applicable for WIC purposes, and 

can be used to determine ETS exposure (35, 36): 

• In the past seven days, have you and/or child been in an enclosed space while someone used 

tobacco products? 
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