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Abstract  

Background: Weight loss during the first week of life is common in newborns, particularly 

among exclusively breastfed infants. Some institutional protocols use weight-loss thresholds of 

7%–10% to trigger intensified evaluation or hospitalization, although thresholds and manage-

ment approaches vary across settings. Structured breastfeeding support and close follow-up may 

allow selected clinically stable newborns to be managed as outpatients.  

Methods: A single-center retrospective descriptive cohort study without a comparison group was 

conducted at a quaternary-level referral hospital in Bogotá, Colombia, during 2022. Eligible 

newborns were those delivered at the institution and documented to have ≥7% weight loss from 

birth weight at the first outpatient check-up. The primary outcome was weight stabilization or 

gain at the second check-up, defined as weight equal to or greater than that recorded at the first 

outpatient visit. Proportions and 95% confidence intervals (CIs) were calculated for the main 

outcomes. A weight loss of ≥10% by itself was not an indication for admission; hospitalization 

was determined by clinical warning signs .    

Results: A total of 381 newborns were included; 51.2% were female, 55.9% were firstborn, 

54.9% were delivered by cesarean section, and 92.4% were exclusively breastfed. At the first out-

patient check-up, 57.7% had weight loss of 7% to <10%, while 42.3% had weight loss ≥10%. 

Weight stabilization or gain was observed in 332 newborns (87.1%; 95% CI, 83.4%–90.1%), in-

cluding 84.4% of those with weight loss ≥10%.  
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 Introduction 

Newborns typically lose weight during the 

first week of life. Full-term infants lose an av-

erage of 5%–7% of their birth weight in the 

first five days when exclusively breastfed, 

compared with approximately 3.5% among 

formula-fed infants (1). These differences re-

flect the physiology of early lactation, the 

small but nutritionally appropriate volumes of 

colostrum, and differences in early intake pat-

terns between feeding modalities (2–4). 

Physiological weight loss must be distin-

guished from excessive or pathological weight 

loss. Weight loss >10% may be associated 

with clinically relevant complications, includ-

ing hypernatremia, dehydration, and hyper-

bilirubinemia. In many newborns, excessive 

early weight loss is related to breastfeeding 

challenges such as suboptimal latch or posi-

tioning, low feeding frequency, short feeds, 

delayed lactogenesis, anatomical difficulties, 

or maternal or infant illness (5). 

Clinical practice varies across institutions. In 

 many settings, significant early weight loss 

prompts close clinical assessment and, when 

warning signs are present, hospitalization to 

investigate underlying causes and prevent 

complications (1, 6). However, selected guid-

ance for otherwise healthy breastfed newborns 

supports careful outpatient assessment, breast-

feeding support, and close follow-up when the 

infant is clinically stable and no immediate 

indication for admission is present (3, 5). This 

approach may reduce mother–infant separation 

and the risk of hospitalization when appropri-

ately applied. 

For example, a United Kingdom clinical 

guideline for healthy breastfed newborns rec-

ommends structured assessment for excessive 

weight loss, including physical examination, 

evaluation of breastfeeding, assessment of 

urine and stool output, telephone follow-up at 

24 hours in selected cases, and repeat in-

person weight assessment within 48 hours for 

some weight-loss categories (5). Although this 

recommendation was developed in a different 

health-care  context,  it  provides  a  practical  
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Within the analytic cohort, five newborns (1.3%; 95% CI, 0.6%–3.0%) required hospitalization 

at or after the second outpatient assessment. The median interval between visits was 4 days 

(IQR, 3–5). 

Conclusions: In this selected cohort of clinically stable newborns with ≥7% early weight loss, 

outpatient breastfeeding support was associated with weight stabilization or gain in most cases. 

Further prospective comparative studies with predefined safety outcomes are needed. 

Keywords: Breastfeeding support; Neonatal weight loss; Outpatient management; Newborn; 

Postnatal follow-up; Hypernatremic dehydration 
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 framework for evaluating selected clinically 

stable newborns in outpatient care. At Hospi-

tal Infantil Universitario de San José, an out-

patient model has been adapted to reinforce 

breastfeeding support in selected newborns 

with early weight loss. The primary objective 

of this study was to estimate the proportion of 

clinically stable newborns with ≥7% weight 

loss who achieved weight stabilization or gain 

after outpatient breastfeeding support. Sec-

ondary objectives were to describe baseline 

clinical characteristics, clinical well-being 

indicators at the first outpatient assessment, 

follow-up hospitalization, and weight re-

sponse according to initial weight-loss cate-

gory. 

Methods 

Study design and setting 

This was a single-center retrospective de-

scriptive cohort study conducted at Hospital 

Infantil Universitario de San José, a quater-

nary-level referral hospital in Bogotá, Colom-

bia, during 2022. The study did not include a 

comparison group; therefore, analyses were 

descriptive and were intended to characterize 

weight evolution and hospitalization among 

selected newborns managed as outpatients, 

rather than to establish comparative effective-

ness or safety. This study was reported in ac-

cordance with the STROBE (Strengthening 

the Reporting of Observational Studies in Ep-

idemiology) guidance for cohort studies; a 

completed STROBE checklist is provided as 

Supplementary File 1. 

Population, sampling, and eligibility crite-

ria 

All newborns delivered at and followed up at 

the institution during the study period were 

screened for eligibility; newborns born outside 

the institution were not eligible. Newborns 

with gestational age ≥35 completed weeks and 

documented weight loss ≥7% of birth weight 

at the first outpatient check-up were included. 

Newborns with anatomical malformations, 

relevant comorbidities, or clinical indications 

for immediate hospitalization were excluded 

from the outpatient weight-response cohort, 

including those requiring inpatient manage-

ment for jaundice, dehydration, infection, or 

other acute conditions. Clinical stability was 

defined as the absence of these warning signs 

at the first outpatient assessment. The initial 

weight-loss percentage did not by itself deter-

mine admission: a weight loss of ≥10% was 

managed as an outpatient when the newborn 

was clinically stable, and admission was driv-

en by clinical warning signs rather than by the 

weight-loss category. A consecutive sampling 

approach was used. Patient flow and the dis-

tinction between screened newborns, losses to 

follow-up, early hospitalization before sched-

uled follow-up, records excluded after valida-

tion, and the final analytic cohort are summa-

rized in Figure 1. 
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Figure 1: Flowchart of newborn selection  

 
Weight assessment and outpatient interven-

tion 

Newborn weight was assessed at birth, at the 

first outpatient check-up, and at the second out-

patient check-up. The first outpatient check-up 

occurred within the first 7 days of life. Percent-

age weight loss was calculated as birth weight 

minus first check-up weight, divided by birth 

weight and multiplied by 100. During this visit, 

pediatricians from the outpatient clinic provid-

ed structured breastfeeding support according 

to institutional practice. The intervention in-

cluded clinical assessment of the newborn, as-

sessment of feeding frequency, latch (infant 

attachment to the breast) and positioning, breast 

examination when indicated, maternal educa-

tion regarding warning signs, and reinforce-

ment of breastfeeding on demand. Advice 

regarding expressed breast milk or supple-

mentation was individualized according to 

clinical judgment. Breastfeeding support was 

delivered by an outpatient pediatrician with 

expertise in lactation rather than by a dedicat-

ed lactation consultant, and included assess-

ment of feeding frequency (on-demand or at 

least every two hours), inspection of the 

breast and nipple, and evaluation and correc-

tion of positioning and latch. Because of the 

retrospective design, the duration of each 

counseling session, the number of providers 

involved, and the use of a formal standardized 

checklist, structured feeding observation, pro-

vision of written instructions to families, and  

Note: Hospitalizations after the second outpatient check-up were assessed separately and did not define 
the response categories  
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 involvement of dedicated lactation consult-

ants were not consistently documented in the 

medical records; the intervention is therefore 

described as it was recorded in routine clini-

cal practice rather than as a structured re-

search protocol. Hospitalization was consid-

ered when warning signs were present, in-

cluding poor general condition, dehydration, 

clinically significant jaundice, suspected in-

fection, ineffective feeding, or inadequate 

urine or stool output. A second check-up was 

scheduled 2 to 7 days later to assess weight 

evolution. 

Outcome definition 

The primary outcome was weight stabiliza-

tion or gain at the second outpatient check-up, 

defined as a second check-up weight equal to 

or greater than the weight recorded at the first 

outpatient visit. A poor weight response was 

defined as a second check-up weight lower 

than the weight recorded at the first outpatient 

visit. This weight-based outcome was not 

considered a complete safety endpoint. Hos-

pitalization at or after the second outpatient 

assessment was analyzed as a secondary clini-

cal outcome. 

Variables 

The variables assessed at the first outpatient 

check-up included weight-related variables 

(birth weight, first check-up weight, and per-

centage of weight loss), potential risk factors 

(gestational age, gestational-age category, 

mode of delivery, type of feeding, maternal 

age, parity, and sex), and clinical well-being 

indicators. Clinical well-being indicators in-

cluded number of daily bowel movements, uri-

nation pattern, presence of jaundice, urate 

crystals, and general condition. Normal bowel 

movements were defined according to institu-

tional clinical criteria as two or more stools per 

day; before the third day of life, normal stool 

color was black (meconium) or green, and 

from the third day onward, green or yellow 

was considered normal. Normal urination was 

defined according to the newborn's day of life 

as approximately 2–4 voids per day during 

days two to four and 5–6 voids per day from 

the fifth day of life onward; urination pattern 

was recorded as reported by caregivers and 

assessed by the attending pediatrician. Jaun-

dice not requiring hospitalization was defined 

as the presence of mild icteric tinting at the 

first outpatient check-up, without clinical signs 

of severe or rapidly progressive hyperbiliru-

binemia. Jaundice was assessed clinically by 

visual inspection by the attending pediatrician; 

transcutaneous or serum bilirubin was not sys-

tematically measured in the outpatient setting, 

and newborns requiring inpatient management 

of jaundice were excluded. Visual assessment 

may therefore misclassify clinically important 

hyperbilirubinemia. Urate crystals were rec-

orded as present or absent. General condition 

was recorded as good or irritable based on 

clinical assessment. 
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 Data collection 

Data collection followed a structured five-step 

process. First, an institutional Excel database 

maintained by the outpatient pediatrician, 

which included all newborns who attended the 

first outpatient check-up and had documented 

weight loss, was used as the primary source. 

Second, newborns with weight loss ≥7% were 

identified from this list. Third, a new database 

was generated for this subgroup, including 

variables related to weight loss and clinical 

well-being indicators. Fourth, the electronic 

medical records of each newborn were indi-

vidually reviewed using the Hospital Infantil 

Universitario de San José clinical software, 

from which the study variables were extracted 

from pediatric and gynecology-obstetrics rec-

ords. Fifth, to ascertain the secondary out-

come of hospitalization at the second check-

up, a separate database provided by the outpa-

tient pediatrician—containing all newborns 

hospitalized during follow-up—was cross-

referenced, retaining only those hospitalized 

at or after the second outpatient weight assess-

ment. A single complete review of each first-

visit medical record was performed jointly by 

the research team members. Data extraction 

and validation were performed using prede-

fined variables. Discrepancies between the 

database and the medical record were resolved 

by re-reviewing the electronic record; records 

with missing charts, unavailable clinical 

notes, or inconsistent weights that could not 

be resolved were excluded. Because the study 

was retrospective and hospitalization tracking 

relied on institutional databases, hospitaliza-

tions occurring outside the institution could not 

be reliably captured and represent a potential 

source of underascertainment. No formal fol-

low-up window beyond the second check-up 

was established. 

Statistical analysis 

A descriptive analysis was performed using 

Microsoft 365 Excel. Categorical variables are 

presented as absolute frequencies and percent-

ages, while quantitative variables are reported 

as medians and interquartile ranges based on 

the data distribution of the variables. The pro-

portions of weight stabilization or gain and 

hospitalization were reported with 95% CIs 

calculated using the Wilson score method; re-

sults were independently cross-verified using 

an online statistical calculator (GraphPad 

QuickCalcs). The interval between the first and 

second outpatient visits was summarized as 

median and interquartile range. No compara-

tive hypothesis testing or causal analysis was 

performed. Quality-control procedures includ-

ed range checks, verification of formulas, joint 

review of key variables, and consistency 

checks between the database, tables, and manu-

script text. All confidence intervals, subgroup 

proportions, and sensitivity analyses were 

recomputed independently to confirm repro-

ducibility, and the underlying weight data 

(birth weight and first- and second-check-up 

weight) permit recalculation of all reported 

proportions. 
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 Results 

A total of 511 newborns had documented 

weight loss ≥7% at the first outpatient check-

up. Of these, 99 did not attend the second 

check-up and 5 were hospitalized before the 

scheduled second outpatient weight assess-

ment; these newborns were not included in the 

weight-response analytic cohort. The out-

comes of the 99 newborns lost to follow-up 

could not be verified. Among 407 newborns 

who attended the second check-up, 26 records 

were excluded because of missing or incon-

sistent data, including medical record not 

found (n = 15), no clinical record available (n 

= 9), and unresolved weight discrepancy (n = 

2). The final analytic cohort comprised 381 

newborns. Of these, 51.2% were female and 

55.9% were firstborn. The median birth weight 

was 2880 g (IQR, 2640–3160), and the median 

maternal age was 29 years (IQR, 25–33); 1.3% 

of mothers were underage. The median gesta-

tional age was 38 weeks (IQR, 37–39), and 47 

newborns (12.3%) were late preterm (35–36 

completed weeks). Cesarean section was the 

mode of delivery in 54.9% of cases, and 

92.4% of newborns were exclusively breastfed 

(Table 1). 
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Table 3: Baseline characteristics of the study population  

Variable Category Number (%) or Median (IQR) 

Parity Primiparous 213 (55.9%) 

 Multiparous 168 (44.1%) 

Gestational age, median in weeks 38 (37–39) 

Gestational age category Late preterm (35–36 weeks) 47 (12.3%) 

Gestational age category Term (≥37 weeks) 334 (87.7%) 

Sex Female 195 (51.2%) 

 Male 186 (48.8%) 

Maternal age, median in years 29 (25–33) 

Type of delivery Cesarean 209 (54.9%) 

 Vaginal 172 (45.1%) 

Type of feeding Exclusive breastfeeding 352 (92.4%) 

 Mixed feeding 26 (6.8%) 

 Formula 3 (0.8%) 

 At the first outpatient check-up, 220 newborns 

(57.7%) had weight loss of 7% to <10%, 

while 161 (42.3%) had weight loss ≥10%           

of birth weight.  Among  the  161  newborns  
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 categorized as having ≥10% loss, recalculat-

ed percentage weight loss was 10% to <12% 

in 87, 12% to <15% in 62, and ≥15% in 7 

(maximum 18%); the remaining 5 had recal-

culated values below 10% (four just under 

the threshold at 9.7%–9.9% and one reflect-

ing a recording discrepancy) and were re-

tained in the ≥10% category as originally rec-

orded. The median day of life was 4 (IQR, 3–

5) at the first outpatient check-up and 8 (IQR, 

6–9) at the second. 

At the first outpatient assessment, normal 

bowel movements were documented in 342 

newborns (89.8%), normal urination in 328 

(86.1%), absence of jaundice in 312 (81.9%), 

and absence of urate crystals in 374 (98.2%). 

Most, 380 newborns (99.7%), were reported 

to be in good general condition, whereas 1 

(0.3%) was described as irritable. Details are 

presented in Table 2. 
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Table 2. Clinical well-being indicators at the first outpatient assessment 

 
Overall, 332 newborns (87.1%; 95% CI, 

83.4%–90.1%) had weight stabilization or 

gain at the second outpatient check-up, where-

as 49 (12.9%; 95% CI, 9.9%–16.6%) had a 

poor weight response. Between the first and 

second outpatient visits, the median absolute 

weight change was +100 g (IQR, 40–165). At 

the second check-up, the median weight defi-

cit relative to birth weight was 6.3% (IQR, 

3.9%–9.0%); 74 newborns (19.4%) still had a 

deficit of ≥10%, and 25 (6.6%) had returned to 

at least their birth weight. As shown in Figure 

2, 89.1% (95% CI, 84.3%–92.6%) of new-

borns with weight loss of 7% to <10% and 

84.5% (95% CI, 78.1%–89.3%) of those with 

weight loss ≥10% had weight stabilization or 

gain. Within the analytic cohort, five new-

borns (1.3%; 95% CI, 0.6%–3.0%) required 

hospitalization at or after the second outpa-

tient assessment. This proportion excludes the  

Variable Category Number (%) 

Number of daily bowel movements Normal 342 (89.8%) 

 Abnormal 39 (10.2%) 

Urination Normal 328 (86.1%) 

 Abnormal 53 (13.9%) 

Urate crystals No 374 (98.2%) 

 Yes 7 (1.8%) 

General condition Good 380 (99.7%) 

 Irritable 1 (0.3%) 

Jaundice Present 69 (18.1%) 

 Absent 312 (81.9%) 
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 five newborns hospitalized before the sched-

uled second assessment and cannot capture 

hospitalizations at other facilities; it therefore 

does not represent a complete safety outcome. 

Three hospitalized newborns were in the poor

-response group and two were in the weight 

stabilization/gain group. Four of the five hos-

pitalized newborns had jaundice documented 

at the first check-up; however, the primary 

admission diagnosis was not available as a 

structured field in the analyzable database. All 

five were in good general condition at the first 

outpatient assessment and two had abnormal 

stool output. Bilirubin and serum sodium val-

ues and structured admission diagnoses were 

not available in the analyzable dataset, which 

precludes a full assessment of the clinical rea-

sons for hospitalization. 

Figure 2. Response to outpatient management 

according to initial weight-loss category Bars 

show the percentage of newborns with weight 

stabilization/gain versus poor response within 

each initial weight-loss category; error bars 

are 95% Wilson confidence intervals. Weight 

stabilization/gain occurred in 196/220 (89.1%; 

95% CI, 84.3%–92.6%) of newborns with 7% 

to <10% loss and in 136/161 (84.5%; 95% CI, 

78.1%–89.3%) of those with ≥10% loss. 
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Table 3 presents characteristics by response 

group. Type of delivery was cesarean in 183 

(55.1%) newborns with weight stabilization/

gain and 26 (53.1%) with poor response; vag-

inal in 149 (44.9%) and 23 (46.9%), respec-

tively. Female sex was documented in 169 

(50.9%) and 26 (53.1%). Exclusive breast-

feeding was reported in 306 (92.2%) and 46 

(93.9%). Primiparity was present in 189 

(56.9%) and 24 (49.0%). Median gestational 

age was 38 weeks (IQR, 37–39) in the weight 

stabilization/gain group and 38 weeks (IQR, 

37–38.6) in the poor-response group. Median 

maternal age was 29 years (IQR, 25–33) and 

31 years (IQR, 27–33), respectively. 

Figure: 2: Response to outpatient management according to initial weight-loss 
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Table 3. Characteristics by response group 

 The median interval between the first and sec-

ond outpatient check-up was four days (IQR, 

3–5). Of the 381 newborns, 142 (37.3%) were 

reassessed at 2–3 days, 194 (50.9%) at 4–5 

days, and 45 (11.8%) at 6–7 days after the 

first check-up. Weight stabilization or gain 

was documented in 123 of 142 (86.6%) new-

borns reassessed at 2–3 days, 172 of 194 

(88.7%) reassessed at 4–5 days, and 37 of 45 

(82.2%) reassessed at 6–7 days. Because the 

outcome was assessed at a scheduled follow-

up visit rather than as a continuously observed 

event, an incidence rate per person-days was 

not reported. The distribution of follow-up 

timing and its potential influence on weight 

outcomes are discussed in the Limitations sec-

tion. 

Discussion 

This study evaluated weight evolution in clini-

cally stable newborns with ≥7% weight loss at 

their first outpatient visit in a quaternary-level 

referral hospital in Bogotá. The institutional 

approach prioritizes breastfeeding support and 

clinical reassessment, recognizing feeding dif-

ficulties as a frequent contributor to early     

neonatal  weight  loss.   Because  weight-loss  

Variable Category 

Weight stabilization/

gain Number (%) or 

Median (IQR) 

Poor response 

Number (%) or 

Median (IQR) 

Type of delivery Cesarean 183 (55.1%) 26 (53.1%) 

 Vaginal 149 (44.9%) 23 (46.9%) 

Sex Female 169 (50.9%) 26 (53.1%) 

 Male 163 (49.1%) 23 (46.9%) 

Type of feeding Exclusive breastfeeding 306 (92.2%) 46 (93.9%) 

 Formula 3 (0.9%) 0 (0.0%) 

 Mixed feeding 23 (6.9%) 3 (6.1%) 

Parity Primiparous 189 (56.9%) 24 (49.0%) 

 Multiparous 143 (43.1%) 25 (51.0%) 

Gestational age in weeks 38 (37–39) 38 (37–38.6) 

Maternal age in years 29 (25–33) 31 (27–33) 

Data are presented as number (percentage) or median (interquartile range). This table presents a 

descriptive characterization of the two response groups and was not designed for inferential compari-

sons; no hypothesis testing was performed, and no conclusions about predictors of weight response 

should be drawn from these data. 
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thresholds and hospitalization practices vary 

across institutions, our findings should be in-

terpreted within the context of a selected out-

patient cohort and not as evidence that hospi-

talization can be avoided in all newborns with 

≥7% weight loss. 

Data on outpatient follow-up of newborns with 

early weight loss in Latin American settings 

are limited. Most research focuses on mean 

weight loss, timing of nadir, and associated 

factors rather than structured outpatient breast-

feeding support after a first post-discharge as-

sessment (7–9). Two studies monitored weight 

only until discharge (2–3 days), likely missing 

the nadir (9–10). Miyoshi et al. (11) followed 

infants until day five, identifying the nadir on 

day three. McDonald et al. (1) and Manganaro 

et al. (12) reported nadirs at 2.7 and four days 

post-discharge. Flaherman et al. (13–14) ob-

served more frequent post-discharge monitor-

ing after cesarean delivery, potentially under-

estimating nadirs in vaginal births. 

In our study, weights were measured between 

days 2–7 after birth. Infants assessed earlier 

may have been closer to their weight nadir, 

while those evaluated after day 5 may have 

already begun weight recovery. The distribu-

tion of response rates by follow-up interval (2–

3, 4–5, and 6–7 days) is reported in the Results 

and was broadly similar across groups, alt-

hough the study was not designed to formally 

compare subgroups. Variation in the timing of 

the second check-up may have influenced the 

probability of documenting weight stabiliza-

tion or gain and should be considered when 

interpreting the results. 

The high proportion of newborns with weight 

stabilization or gain suggests that many select-

ed clinically stable newborns improved after 

outpatient breastfeeding support; however, 

without a comparison group, it is not possible 

to determine how much of this change was 

attributable to the intervention, spontaneous 

postnatal weight recovery, timing of reassess-

ment, or selection of lower-risk newborns. 

Response rates by follow-up interval (86.6% 

[95% CI, 80.0%–91.3%] at 2–3 days, 88.7% 

[83.4%–92.4%] at 4–5 days, and 82.2% 

[68.7%–90.7%] at 6–7 days) were broadly 

similar, however, the study was not designed 

to test whether the timing of reassessment in-

fluenced this proportion, and these subgroup 

comparisons should be interpreted with cau-

tion given the observational design and small 

subgroup sizes. 

Late-preterm newborns represented 12.3% of 

the cohort. This subgroup is clinically relevant 

because feeding immaturity may increase the 

risk of excessive weight loss and readmission. 

Other studies included only infants ≥36 weeks 

(13–17) or full-term newborns (7, 9, 18–20), 

which may partly explain differences across 

studies. Future studies should prespecify strat-

ified analyses by gestational-age category. 

Two studies excluded formula-fed infants     

(13–14), which may affect  estimates  of early  



348 

 Piedrahita et al.  ISSN 2413-2640        eISSN 2519-0334 Ethiopian Journal of  Pediatrics and  Child  Health, 2026, 21(3) 

 
weight loss. Four studies—Gallardo et al. (7), 

Martens et al. (8), Manganaro et al. (12), and 

Regnault et al. (21)—included more than one 

feeding type. In the last two, exclusive breast-

feeding predominated among infants with 

≥10% weight loss (85.2% and 74%, respec-

tively), similar to our cohort, which was pre-

dominantly exclusively breastfed. Because on-

ly three newborns in the present study received 

formula alone, these findings should not be 

generalized to formula-fed infants. 

Miyoshi et al. (11) and Manganaro et al. (12) 

reported clinical characteristics of infants with 

≥10% loss. Cesarean delivery predominated in 

Manganaro et al. (77%), consistent with Fon-

seca et al. (22). Miyoshi et al. (11) reported 

more vaginal births (64.6%) and higher primi-

parity (52%), similar to the high proportion of 

firstborn newborns observed in our cohort and 

consistent with previous evidence that new-

borns of first-time mothers may experience 

greater early weight loss (10). 

Females represented 51.2% of the cohort. Ac-

cording to national birth statistics, more males 

than females were born in Colombia in 2022 

(23); however, females slightly predominated 

in our sample. Sarmiento-Aguilar et al. (24), in 

a study specifically examining percentage of 

birth weight loss as a reference for well-being 

in exclusively breastfed newborns, suggest that 

female sex may be associated with greater ear-

ly weight loss, though the underlying mecha-

nism remains unclear. This finding is descrip-

tive, and no inference can be made regarding 

sex-related susceptibility in the absence of 

comparative analysis. 

Although this outpatient model was developed 

in a Latin American referral hospital, the un-

derlying principle—supporting breastfeeding 

and providing close weight follow-up for clin-

ically stable newborns rather than defaulting 

to admission—is potentially relevant to other 

resource-limited settings, including many low- 

and middle-income countries where inpatient 

capacity is constrained and mother–infant sep-

aration carries particular costs. Structured post

-discharge newborn follow-up is a core com-

ponent of postnatal care recommended by the 

World Health Organization, and locally 

adapted breastfeeding-support pathways may 

help reduce avoidable hospitalizations when 

applied to appropriately selected, clinically 

stable infants (25). 

Study Limitations 

This study has several limitations. First, it was 

a single-center retrospective descriptive co-

hort without a comparison group, which limits 

causal interpretation and generalizability. Sec-

ond, newborns with clinical indications for 

hospitalization were excluded from the outpa-

tient weight-response cohort, which may have 

selected a lower-risk population and weakens 

any safety inference. Third, five newborns 

who met the initial screening criterion were 

hospitalized before the scheduled second out-

patient assessment and were not included in  
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 the weight-response analytic cohort; their clini-

cal profiles and admission diagnoses were not 

systematically captured in a structured format 

and could not be fully described. Fourth, 99 of 

511 screened newborns (19.4%) did not attend 

the second check-up, and their weight and hos-

pitalization outcomes could not be verified; 

outpatient safety cannot be confirmed for this 

group, and some may have required care at 

other institutions. Because these newborns did 

not complete follow-up, their outcomes remain 

unknown; in a sensitivity analysis, if the 99 

newborns lost to follow-up and the 5 hospital-

ized before the scheduled assessment were all 

reclassified as poor outcomes, the proportion 

with weight stabilization or gain would fall 

from 87.1% to 68.5% (332/485; 95% CI, 

64.2%–72.4%), whereas in the opposite best-

case scenario it would be 89.9% (436/485; 

95% CI, 86.9%–92.3%). These bounds indicate 

that losses to follow-up could substantially in-

flate the apparent success rate, so the primary 

estimate should be interpreted as applying to 

the analytic cohort rather than to all screened 

newborns. Fifth, the follow-up interval varied 

from 2 to 7 days, which may have influenced 

the probability of documenting weight stabili-

zation or gain: newborns assessed at 2–3 days 

were more likely near their weight nadir, while 

those assessed at 6–7 days may have already 

begun spontaneous recovery. The distribution 

of follow-up timing and response rates by in-

terval are reported in the Results section; these 

data suggest broadly similar response rates 

across intervals, but the study was not de-

signed or powered to formally compare sub-

groups. Sixth, biochemical safety outcomes 

such as serum sodium, bilirubin levels, and 

emergency department visits outside the insti-

tution were not consistently available or re-

trievable. No formal follow-up window be-

yond the second outpatient check-up was es-

tablished; newborns hospitalized after this visit 

were identified through institutional databases, 

but events occurring at other facilities could 

not be captured, which may underestimate the 

true rate of adverse outcomes. Data were ex-

tracted through a single joint review of each 

medical record rather than by two independent 

reviewers; a predefined set of variables was 

used, but a piloted standardized extraction 

form and formal inter-rater agreement (e.g., 

Cohen’s kappa) were not assessed, which may 

allow residual extraction error. Finally, several 

known risk factors were not evaluated, includ-

ing intrapartum fluid administration, epidural 

use, and maternal body mass index. 

Conclusion 

This study adds data from a Latin American 

quaternary hospital on weight evolution 

among selected clinically stable newborns 

with ≥7% early weight loss managed through 

outpatient breastfeeding support. Most new-

borns in the analytic cohort had weight stabili-

zation or gain at the second outpatient assess-

ment,  and  few  hospitalizations  were docu-

mented within the analytic cohort. However, 

the  retrospective  design,  absence  of  a  
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 comparator group, losses to follow-up, exclu-

sion of hospitalized newborns, and absence of 

predefined biochemical safety outcomes pre-

vent conclusions about comparative safety or 

effectiveness. These findings should be con-

sidered hypothesis-generating. A prospective 

comparative study with a clearly defined con-

trol group—for example, comparing outpatient 

management with a historical or concurrent 

cohort of hospitalized newborns—with stand-

ardized breastfeeding-support protocols and 

predefined clinical and biochemical safety out-

comes is needed to determine whether this ap-

proach reduces hospitalization without in-

creasing adverse outcomes. 
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