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Breastfeeding Complications or Potential Complications (Infants)

Definition/
cut-off value

Participant
category and
priority level

Justification

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

a. jaundice
b. weak or ineffective suck
c. difficulty latching onto mother's breast
d. inadequate stooling (for age, as determined by a physician or other health
care professional), and/or less than 6 wet diapers per day
Category Priority
Infants |
a. 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.

* Inthe 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
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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.

e 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.

e "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.

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 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 difficulty learning to attach to the breast correctly
and effectively extract milk. A referral for lactation counseling should be
made.

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
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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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