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Abstract
Background: Approximately 5% of breastfeeding women report using cannabis. Little is understood about
perceived benefits and risks of cannabis use; thus, this study aimed to fill this gap.
Methods: An anonymous online survey was conducted from 2018 to 2019 among breastfeeding women
(n = 1516) who used cannabis. Data collected included demographics, frequency and timing of cannabis
use, perceived effects in infants, and repercussions experienced. Analyses included descriptive statistics;
chi-square and t-tests were used to test differences between groups (SPSSv28). A subset (n = 413) left
open-text responses about cannabis and its perceived risks and benefits. Content analysis and ATLAS.ti
were used for open-ended responses.
Results: Two-thirds (67%) of participants were “not at all” concerned that cannabis use while breastfeeding
affected their baby. Only 3% attributed symptoms in their infants to cannabis use; symptoms were perceived
as positive or negative. Interestingly, 45% (n = 603) altered timing of cannabis use relative to breastfeeding to
avoid exposing their infant to cannabis. Most mothers (85.8%) reported no changes in their breast milk sup-
ply. Few respondents were investigated by Child Protective Services (6.9%) or arrested (3.8%) for cannabis
use. In open-ended responses, three themes emerged about the perceptions of cannabis use while breast-
feeding: (1) cannabis preferred to address medical concerns, (2) positive impact of cannabis on quality of life
for mothers and their children, and (3) concerns about negative consequences.
Conclusion: Breastfeeding mothers who used cannabis reported positive perceptions of cannabis as a safer
alternative to medications, yet concerns existed about legal repercussions. Understanding maternal percep-
tions may be useful in developing successful approaches to counseling mothers about cannabis use.
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Introduction
Medical cannabis is legal in 38 U.S. states, 3 territo-
ries, and the District of Columbia, and nonmedical
cannabis is legal in 25 states, 2 territories, and the Dis-
trict of Columbia.1 As more states legalize cannabis,
its use has become more accepted. A study in 2020
showed women living in states with legalized recrea-
tional cannabis were 2.2 and 1.7 times more likely to
use cannabis prenatally and postpartum, respectively,
compared with women in states where recreational
cannabis remained illegal.2 Simultaneously, concen-
trations of D9-tetrahydrocannabinol (THC), the psy-
choactive component in cannabis, have risen from 3%
in 1980 to 14% in 2019.3

THC can cross the placenta and cross into breast
milk resulting in infant exposure.4,5 Current evidence
suggests an association between cannabis use during
pregnancy and fetal growth restriction, preterm birth,
stillbirth, and increased neonatal intensive care unit
admission.6 Prenatal exposure may also increase the
risk of long-term neurobehavioral effects such as
decreased reasoning and attention.7 However, evi-
dence of adverse development due to cannabis expo-
sure is mixed and difficult to study because of
confounding variables such as differences in dose and
duration of exposure.6 Owing to limited data evaluat-
ing the effects of cannabis on infants during breast-
feeding, the American College of Obstetricians and
Gynecologists (ACOG) discourages cannabis use
while breastfeeding, and the Academy of Breastfeed-
ing Medicine recommends counseling mothers to
reduce or eliminate use of marijuana.8,9 There is cur-
rently no standard recommendation for cannabis use
and timing breastfeeding.
An estimated 5% of pregnant and breastfeeding

women report using cannabis.10,11 In postpartum
individuals and women who used cannabis during
either pregnancy or breastfeeding, perinatal cannabis
use has been reported to address mental health prob-
lems (anxiety and stress), conditions related to preg-
nancy (nausea and vomiting), and pain.12–14 A study
that analyzed anonymous data from HealthTap, an
online digital platform that provides free access to
online health information, and a study of Jamaican
women who used cannabis while pregnant reported
more general benefits including improved general
health, spiritual well-being, and improved mood.14,15

Only half (46%–54%) of women who used cannabis
during pregnancy reported using it to get high.12,13

Perceived safety of cannabis is complex and influ-
enced by many factors including opinions of health
care providers, information read online, personal
experiences, and anecdotal information.16 A 2020
study reported that around 20% of women perceived
no risk with weekly cannabis use; lower perceived risk
has been associated with higher cannabis use during
pregnancy.17,18

Despite reports of some perceived safety during
pregnancy, 92% of postpartum individuals completing
the Pregnancy Risk Assessment Monitoring System
(PRAMS) questionnaire across seven states believed
that cannabis use while breastfeeding was unsafe.11

Those same women were less likely to breastfeed and
had shorter duration of breastfeeding compared with
women who believed it was safe.11 This study aimed
to understand mothers’ perceptions of risks and bene-
fits of cannabis use while breastfeeding.

Material and Methods
Survey development
An online cross-sectional survey was developed by
researchers at the InfantRisk Center, Texas Tech Uni-
versity Health Sciences Center to be conducted
among mothers who used cannabis while pregnant or
lactating. The survey was pretested and revised based
on feedback from mothers who had used cannabis.12

The survey contained 88 questions in 8 sections and
has been published.19 Demographic data collected
included mother’s age, age of first cannabis use, race,
income, age of youngest child, racial/ethnic group,
marital status, highest level of education, and country
of residence.
Specific questions were asked about cannabis use to

assess the mother’s cannabis-related behaviors, per-
ception of cannabis and its effects, and perceived
consequences of cannabis use. Cannabis-related
behaviors included smoking to get high (yes/no),
frequency of use while breastfeeding (frequency in a
week and frequency in a day), and if they intention-
ally altered their cannabis use to avoid exposing
their infant (breastfed before using cannabis; waited
longer after using cannabis to breastfeed; I did not
alter my use of cannabis relative to breastfeeding).
Questions about perceived effects of cannabis

included: if they considered it a more natural alternative
to medications (yes/no), concern about it affecting their
baby (not at all concerned to very concerned), if they
noticed symptoms in their baby while breastfeeding
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(yes/no and free response), and if there was a
noticed change in breast milk supply (increase, no
change, decrease). Mothers who reported observed
symptoms in their baby were provided an opportunity
to write in the symptom; these responses were split
into five categories (sleepy, calm, advanced, delayed,
and other negative symptoms).
Three questions pertained to legal consequences of

cannabis use including being arrested for cannabis,
being investigated by Child Protective Services (CPS),
and having a child removed by CPS.
The last question of the survey was an open-text

question to which all survey participants were pro-
vided an opportunity to respond: “Is there any-
thing you would like to tell us? Feel free to add
anything you would like to say about this survey or
any topic you’d like for us to ask more about.”

Survey distribution
The survey was distributed online through social
media pages of the InfantRisk Center (which has broad
national following) and the study investigators and
was also distributed to a support group for mothers
who used cannabis during pregnancy or while breast-
feeding. The InfantRisk Center website hosted the sur-
vey and made it available to anyone who viewed the
website. This study used a combination of convenience
and snowball sampling.
The Qualtrics (Qualtrics, Provo, UT, USA) plat-

form was used and was set up to limit submissions to
prevent multiple participation in this survey. The sur-
vey was completed anonymously. Respondents were
not compensated for completing the survey. Data
were collected from May 2018 to April 2019.

Study sample
This study includes data from mothers who used can-
nabis while breastfeeding (n = 1516). Of 2165 survey
responses, 1919 met inclusion criteria (244 were
excluded for answering one or fewer questions and 2
were excluded for being under 18 years of age).
Another 263 were missing over 90% of the data; 140
were excluded for not using cannabis while breast-
feeding, leaving 1516 responses used in the quantita-
tive analysis. A subsample of 413 responded to the
open-ended question and were used for the qualitative
portion of the study (Fig. 1). Completion of this sur-
vey was considered consent to participate. This
study was approved by the Institutional Review

Board at Texas Tech University Health Sciences
Center (A18-4037).

Data analysis
Data were analyzed using IBM SPSS Statistics for
Windows, v. 29 (IBM Corp., Armonk, NY, USA),
descriptive statistics are reported, and chi-square tests
for categorical data and t-tests for continuous data are
reported for differences between groups. Open-ended
responses were analyzed through qualitative content
analysis and ATLAS.ti Mac v. 9. Three researchers
read all comments and identified concepts that
occurred in the data. The team developed a list of
codes and discussed the concepts and coding at
weekly meetings. The data were coded in three
rounds. Multiple codes could be added to a single
quote, and coding was agreed upon during regular
meetings. Once coded, recurrent themes were identi-
fied, and the codes were grouped accordingly.
Comparative statistics between respondents included

in the quantitative and qualitative study are reported.

Results
Respondent characteristics
Among the 1516 respondents included in this analy-
sis, 91% lived in the United States, 6.4% lived in Can-
ada, and 3.1% lived in other countries (Table 1). The
mean maternal age was 30 years and mean parity was
2. Just over half (56.1%) of the mothers had given
birth 12 months or more prior to responding to the
survey. Nearly two-thirds of survey respondents were
married (64%), and a majority had some post-high
school education (80.7%). A majority (78.2%) of respond-
ents were White non-Hispanic, 8% were Hispanic, and
14% were Black, indigenous, or other people of color.
Respondents were distributed across four income catego-
ries evenly.
The average age of first cannabis use was 17 years.

Most mothers (77.4%) also used cannabis while preg-
nant (Table 2). A slim majority (52%) used cannabis
less than daily while breastfeeding, and 53% of the
respondents reported using cannabis to get high; 55%
reported drinking alcohol while 15% reported smoking
tobacco.

Results of closed-ended survey questions
Two-thirds (67.2%) of respondents reported being
“not at all concerned” about cannabis use while
breastfeeding affecting their baby, whereas 1.3%
reported being “very concerned” (Table 2). Nearly all
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(98%) believed that cannabis was a safer alternative to
medication.
Only 2.9% (n = 40) believed their babies displayed

symptoms from use of cannabis while breastfeeding.
The symptoms reported in written-in responses were
organized into five categories, some were perceived as
positive effects and others as negative effects. Sleepi-
ness was reported the most (n = 11); some mothers
perceived it as a positive symptom: “sleeps well at
night”; others described it neutrally: “tiredness.” Some
mothers believed their babies were more advanced (n =
5) or calm (n = 6) because of their cannabis use. Others
reported verbal/social delays (n = 3) or other negative
consequences including irritability or failure to thrive
(n = 8) due to cannabis use while breastfeeding.
Nearly half (44.5%) of respondents intentionally

altered the timing of cannabis use relative to breast-
feeding. Breastfeeding before cannabis use was
reported by 35.7% of respondents and waiting longer
after cannabis use to breastfeed was reported by 8.8%.
Interestingly, altering the timing of cannabis use was
not associated with perceived symptoms in the infant
(chi-square 0.15, p = 0.7), possibly because of few
mothers reporting perceived symptoms. Most respond-
ents (85.8%) also did not report changes in milk supply
while using cannabis; 12.3% of mothers reported an
increase and 1.8% reported a decrease in their milk
supply.

Most respondents had not encountered legal reper-
cussions related to cannabis use; 6.9% reported being
investigated by CPS and 3.8% reported having been
arrested for cannabis use.

Comparison of open-ended question respondents
to nonrespondents
Respondents to the open-ended question were similar
to the nonrespondents. They differed on marital status,
education, use of cannabis during pregnancy, and
tobacco smoking. The mothers who provided open-
text responses more often chose “Other” for marital
status (p = 0.047), were more educated (p = 0.002),
more often used cannabis while pregnant (p = 0.007),
and were less likely to smoke tobacco (p = 0.003).

Qualitative open-ended question results
Open-text responses (n = 413) expanded on results from
the closed-ended questions. They revealed new concepts
that had not been addressed in the closed-ended survey
questions. Three themes emerged (example quotations in
Table 3). The first theme related to cannabis being pre-
ferred over medications. Theme two centered on the per-
ceived positive impact of cannabis on quality of life for
parents and their children. The third theme described
concerns from respondents about possible consequences
related to their perinatal cannabis use.

FIG. 1. Study sample flow
chart.
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Theme 1: Cannabis preferred over medications. Nearly
half (n = 195) of respondents to the open-ended question
described using cannabis as a treatment for medical con-
ditions (Table 4). The most mentioned symptoms/condi-
tions were nausea/vomiting, anxiety, depression, pain, and
low appetite. History of trauma, insomnia, attention-
deficit/hyperactivity disorder (ADHD), Tourette’s
syndrome, and inflammatory conditions were also
mentioned. Many mothers described using cannabis to
address more than one problem (ID #118, Table 4).
Among those describing cannabis use for medical con-

ditions, it was often described as necessary for the sur-
vival of themselves or their babies (ID #1505, Table 3).
Use of emotional language by the mothers demonstrated
how strongly they felt about perinatal cannabis use as
helpful to them.
Cannabis was perceived to have fewer or no side

effects compared with medications. Specific side effects
being avoided were rarely mentioned and medications

were typically referred to by class (ID #2051, Table 3).
In some cases, participants used cannabis to avoid med-
ication side effects in the infants (ID #2051, Table 3).
Cannabis was described as a “more natural” or “safer”

option. It was referred to as an “ancestral herb,” a “natu-
ral chemical,” and a “lifesaving medicine.” Because it was
perceived as natural, mothers shared that using it did not
concern or worry them (ID #933, Table 3).
A few described shared decision-making to use canna-

bis perinatally. They reported involving other mothers
who had used cannabis during their pregnancy, family,
and health care professionals. One mother described talk-
ing with her doctor about cannabis use for morning sick-
ness (ID #1109, Table 3).

Theme 2: Positive impact of cannabis on parent and
child. Cannabis use improved quality of life. Moth-
ers felt it helped them be a “better parent” by making
them “calmer” or “more present and attentive.” Some

Table 1. Characteristics of Survey Respondents Who Used Cannabis While Breastfeeding

Responded to
open-ended question

Characteristics Total Y N Test statistica p-Value

Maternal age, mean (SD) 29.98 (6.1) 30.38 (5.8) 29.83 (6.3) -1.042 0.15
Parity, mean (SD) 2.018 (1.1) 1.973 (1.1) 2.035 (1.1) -0.951 0.17
Age of first cannabis use, mean (SD) 16.78 (4.1) 16.78 (4.4) 16.78 (4.0) 0.022b 0.491
Youngest child’s age
n (%) 1.972 0.373
Months 365 (24.2) 99 (24.1) 266 (24.2)
6 to <12 months 298 (19.7) 72 (17.5) 226 (20.6)
12 months or older 846 (56.1) 240 (58.4) 606 (55.2)

Marital status, n (%) 6.125 0.047
Married 939 (63.7) 249 (61) 690 (64.8)
Single 311 (21.1) 82 (20.1) 229 (21.5)
Other 223 (15.1) 77 (18.9) 146 (13.7)

Race/Ethnicity, n (%) 0.298 0.862
White Non-Hispanic 1028 (78.2) 274 (77.2) 754 (78.5)
Hispanic 108 (8.2) 30 (8.5) 78 (8.1)
BIPOC 179 (13.6) 51 (14.4) 128 (13.3)

Education level attained, n (%) 12.737 0.002
High school or less 287 (19.2) 61 (14.8) 226 (20.9)
Some post-high school 780 (52.3) 210 (51) 570 (52.8)
Bachelor’s or higher 424 (28.4) 141 (34.2) 283 (26.2)

Income, n (%) 0.285 0.963
25K or less 261 (20.4) 70 (19.8) 191 (20.6)
26K–50K 404 (31.5) 109 (30.9) 295 (31.8)
51K–75K 290 (22.6) 82 (23.2) 208 (22.4)
76K or more 326 (25.4) 92 (26.1) 234 (25.2)

Country, n (%) 1.354 0.51
United States 1336 (90.6) 357 (89.7) 979 (90.9)
Canada 94 (6.4) 30 (7.5) 64 (5.9)
Other 45 (3.1) 11 (2.8) 34 (3.2)

Smokes tobacco, n (%) 206 (15.3) 45 (10.9) 161 (17.3) 8.84 0.003
Drinks alcohol, n (%) 606 (45.2) 177 (42.9) 429 (46.2) 1.274 0.259

Bolded p-value indicates statistical significance at a p < 0.05.
at-test was used for continuous variables; chi-square was used for categorical variables.
bDid not meet criteria for equal variance by Levene’s test.
SD, standard deviation; BIPOC, Black, indigenous, or other people of color.
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mothers explicitly tied being a better parent to using
cannabis, which successfully addressed symptoms like
anxiety and panic attacks (ID #1105 and #1841, Table 3).
For others, this was less explicit (ID #1939, Table 3).
Mothers perceived positive effects on their infants.

Many described their children meeting or exceeding
milestones despite “birth weight and cognitive develop-
ment” warnings during their pregnancy. Some reported
their children were exceeding milestones and “advanced
for their age.” Others noted their child being more
expressive and happier (ID #1772, Table 3).

Theme 3: Concerns about negative consequences. Alth-
ough few negative effects were perceived, some mothers
expressed concerns about potential negative consequen-
ces of cannabis use and adopted behaviors to avoid
them. To avoid exposing infants through breast milk,
26 mothers described timing breastfeeding with canna-
bis use. The amount of time they waited to breastfeed
after using cannabis varied; some reported waiting a
few hours, and one waited at least 24 hours. Another
mother described using formula rather than breastfeed-
ing after using cannabis (ID #2115, Table 3).

Several described only using cannabis after put-
ting their infants to bed, presumably to increase the
length of time between use and interacting with or
feeding their infants. Others described avoiding
infant smoke exposure by washing hands and
changing clothes before picking up their baby (ID
#933, Table 3).
Negative consequences described were the possibil-

ity of hospital repercussions or involvement of CPS.
These consequences were mentioned by 19 mothers.
Such fears caused a few women to not reveal cannabis
use to their doctors (ID #1415, Table 3). Others
described testing positive for cannabis during their
delivery, which resulted in anxiety or CPS cases.
Another mother ceased cannabis use in her third tri-
mester to avoid a positive test during delivery (ID
#2164, Table 3).

Discussion
The mothers in this study perceived perinatal cannabis
use as more natural, more effective, and safer than med-
icines to address medical conditions. In open-ended
comments, respondents described using cannabis for

Table 2. Responses to Survey Questions Related to Cannabis Use

Responded to
open-ended question

Total Yes No Test statistic p-Value

Used cannabis while pregnant, n (%) 1173 (77.4) 339 (82.1) 834 (75.6) 7.186 0.007
Used cannabis to get high, n (%) 754 (53.4) 226 (55.1) 528 (52.7) 0.659 0.417
Cannabis use frequency while breastfeeding, n (%) 0.559 0.455
Less than daily 686 (51.7) 199 (50.1) 487 (52.4)
Daily user while breastfeeding 641 (48.3) 198 (49.9) 443 (48.3)

Investigated by CPS for cannabis use, n (%) 93 (6.9) 35 (8.5) 58 (6.2) 2.306 0.129
Been arrested for using cannabis, n (%) 51 (3.8) 17 (4.1) 34 (3.6) 0.179 0.672
Noticed change in milk supply while using cannabis, n (%) 0.067 0.967
Increased my milk supply 167 (12.3) 51 (12.5) 116 (12.3)
No change in my milk supply 1163 (85.8) 351 (85.8) 812 (85.8)
Decreased my milk supply 25 (1.8) 7 (1.7) 18 (1.9)

Altered timing of cannabis use to avoid exposing infant, n (%) 2.933 0.231
Yes, I breastfed before using cannabis 484 (35.7) 143 (34.8) 341 (36.2)
Yes, I waited longer after using cannabis to breastfeed 119 (8.8) 90 (9.5) 29 (7.1)
No, I did not alter my use of cannabis relative to
breastfeeding

751 (55.5) 512 (54.3) 239 (58.2)

Concerned cannabis is affecting your baby, n (%) 0.536 0.970
1—Not at all concerned 804 (67.2) 252 (67.7) 552 (67.0)
2 279 (23.3) 84 (22.6) 195 (23.7)
3 51 (4.3) 17 (4.6) 34 (4.1)
4 42 (3.5) 12 (3.2) 30 (3.6)
5—Very concerned 20 (1.7) 7 (1.9) 13 (1.6)

Noticed symptoms in baby related to cannabis use while
breastfeeding, n (%)

40 (2.6)

Test statistic for continuous variables is a t-test, and for categorical variables is a chi-square.
CPS, Child Protective Services.
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Table 3. Themes and Subthemes with Example Quotations from Open-Ended Responses Provided by 413 Respondents

Themes and subthemes No. of responsesa Example quotations

Cannabis preferred to address medical concerns
(n = 202)

“Saved” from medical conditions or symptoms 195 1) “Please understand, MJ saved my children and as sick as I was, I could
have lost them, or even my own life, without the healing properties of
this herb.” (ID #1505)

2) “I smoked with both of my kids to help aid with hyperemesis gravida-
rum. Marijuana literally saved my life when prescribed drugs did noth-
ing.” (ID #1321)

Fewer or better side effects than prescription
medications

52 3) “I was prescribed various medications over the course of about 3 years
including lithium, abilify, and trazodone. I was able to completely stop
taking prescription medications, which had terrible side effects, with
use of cannabis.” (ID #1140)

4) “Other drugs give me so many side effects and cannabis has none.” (ID
#1841)

5) “I was put on an antidepressant that [my daughter] reacted horribly to
so cannabis seemed like a safer choice with less side effects.” (ID #
2051)

Cannabis perceived as more natural and safer 34 6) “Consuming while pregnant never worried. This is an ancestral herb
used for thousands of years.” (ID #933)

7) “My reasoning for using marijuana during breastfeeding was that if
doctors were prescribing Zoloft and other antidepressants and saying
those were okay to use, how could marijuana be any worse as a natural
substance.” (ID #1281)

8) “I have many medical issues, and the prescriptions I take for them my
Drs warned could affect my baby. Cannabis is natural and to me safer.”
(ID #1683)

Shared decision-making 27 9) “After talking to multiple doctors, OBs, midwives, my pharmacist, and
high risk OBs, everyone felt that it would likely be safest for my baby
and for me to continue using my low dose of cannabis and having my
chronic conditions controlled vs stopping it and not having my condi-
tions well controlled.” (ID #76)

10) “Having been on several medications myself that did not work or had
unwanted side effects, I knew I had to do something. We made the
decision as a family.” (ID #14)

11) “I did research in Cannabis use during pregnancy and breastfeeding, I
spoke to other Moms.” (ID #484)

Positive impact on parent and child (n = 77)
Being a better parent 28 12) “I use it to function. If I don’t have it, I am angry and irritable. I have

extreme anxiety and I can’t leave my house. Consuming this plant
helps me function as a better parent and partner. (ID #1105)

13) “Cannabis helps me maintain a positive and multifaceted perspective
and I think it helps me be a more patient and engaged parent.” (ID
#2099)

Children exposed perceived to exceed
milestones

54 14) “I have smoked cannabis my entire pregnancy and during breastfeed-
ing still going strong and my son is very advanced in everything . . .
With my first I did not smoke during pregnancy, and I did not breast-
feed. He was extremely difficult as a newborn . . . but I’ve noticed that
the son I did smoke with vs the one I didn’t; the one I did is much
more advanced in a lot of areas. (ID#1276)

15) “My oldest child weighed 6lbs at birth, my 2nd child 6lbs 5 oz. Birth
weight & cognitive development were stressed in the warnings I received
when marijuana & pregnancy came up in conversation. My 2nd child sur-
passed their older sibling in hitting first year milestones.” (ID #1284)

Children were more expressive and happier 18 16) “From day one she has been jubilant and alert, she is ‘talkative’ and
incredibly expressive, she learns quickly and adapts well to change
and new environments.” (ID #1121)

17) “I used cannabis w/ my first preg but not with my second as I moved
to a state where it then became illegal . . . Understanding of the fact
that all children are different and unaware if it’s related to the canna-
bis, my first child was much easier to console, had no issues with feed-
ing and slept longer periods of time. Second child has difficulties
sleeping, eats like a pig and is hard to console.” (ID # 1895)

(continued)
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reasons previously reported (anxiety and depression,
nausea and vomiting, pain, insomnia, and appetite)13,20

and specified use for trauma, ADHD, and autoimmune
conditions while pregnant or breastfeeding. The relief
from symptoms was great enough some women in our
study reported “being saved” by cannabis and described
it as working when other medications failed them. The
language used by our participants demonstrated
strongly held beliefs about the positive health impact of
cannabis on mothers and sometimes on their children.
In some cases, mothers attributed carrying their preg-
nancy to term to cannabis, further supporting their
beliefs of cannabis being “life-saving.”
Not only was cannabis perceived as more effective

at treating medical conditions, it was also perceived to
improve overall quality of life and help respondents be
better parents. These perceived benefits are consistent
with previous research on mothers who used cannabis
during pregnancy for parenting-related stress.15,16,21 In
our study, mothers similarly described how it helped
them to be patient and engaged rather than irritable or
anxious. A reduction in anxiety and stress is beneficial
to both the parent and the child. Postpartum stress,
which may include depression, anxiety, and posttrau-
matic stress disorder, has a negative association with

infant outcomes in terms of growth and development,
nutrition, and bonding.22

A majority (98%) of respondents in this survey
perceived cannabis to be a natural alternative to
medications. Two-thirds of respondents in our
study were “not at all concerned” about cannabis
affecting their infant while breastfeeding. In con-
trast, Odom et al.18 reported that only 20% of
women perceived no risk of cannabis use while
pregnant, and Coy et al.11 reported 92% of breast-
feeding women felt cannabis use was unsafe during
breastfeeding. Differences in these findings may be
attributed to our convenience sampling strategy versus
the more representative PRAMS and National Sur-
vey on Drug Use and Health datasets. Mothers also
noticed fewer side effects for them and their chil-
dren with cannabis compared with medications. The
perception that cannabis is a safer option for preg-
nant and breastfeeding women is consistent with
previous literature, particularly for controlling nau-
sea in pregnancy.21,23

Few women attributed negative outcomes in their
children to their use of cannabis. The lack of per-
ceived negative effects is in contrast with evidence
that suggests an association between cannabis use

Table 3. (Continued)

Themes and subthemes No. of responsesa Example quotations

Concerns about potential negative consequences
(n = 42)

Timing breastfeeding before cannabis use 26 18) “When I do medicate, it’s after my child breastfeeds and he does not
sleep in the same bed with me if I’ve used cannabis. We usually co-
sleep, but on those occasions, he sleeps either in the swing or mini-
crib in my room.” (ID # 1756)

19) “I used it only in the evenings after my son went to bed and would
not breastfeed for at least 4 hours (we gave a bottle of my breast milk
pumped earlier in the day).” (ID #1674)

Avoiding smoke exposure 13 20) “After using cannabis, I brush my teeth, wash my face, hands, and
arms, and change my clothes to reduce smoke exposure to my child.”
(ID #844)

21) “I only vaped or ate cannabis while pregnant because I felt the most
dangerous part was the smoke itself . . . For me personally, while
breastfeeding, I will only consume after my kids go to bed because
otherwise, I feel paranoid. (ID #1218)

Possible hospital repercussions or CPS
involvement

19 22) “[Marijuana] also gives me anxiety because I have a friend who lost
her daughter to cps for a couple years purely from smoking weed.”
(ID #1218)

23) “I was investigated by cps because my hospital turned me in for mari-
juana in my baby’s cord blood even though my doctor and midwife
okayed it because I had [hyperemesis gravidarum]. CPS stayed in my
life for 30 days and closed the case with no charges.” (ID # 1231)

24) “I quit smoking around 30 weeks pregnant so my babies would not
test positive if drug tested at birth, then resumed smoking as soon as
we returned home from the hospital.” (ID # 2164)

aResponses could be categorized under more than one theme or subtheme.
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Table 4. Medical Conditions for Which Cannabis Was Used as a Treatment as Reported in Open-Text Responses
(n = 195) and Example Quotations

Medical condition No. of responsesa Example quotations

Nausea/Vomiting 81 25) “I had more negative side effects with the medication they gave me for nausea, sleep etc. I
chose cannabis because I did not have those side effects...I would do it again if I had any
more children.” (ID #1180)

26) “I continued my cannabis use though my doctors tried to push Zofran on me for my daily
nausea, I chose cannabis because I was educated in a state funded program about medical
cannabis use and decided the risks of a plant were less than the risks of big pharma’s chemi-
cal concoction.” (ID #265)

Anxiety 64 27) “On a daily basis, I live with crippling anxiety that renders me useless. I use cannabis to treat
my anxiety. When my anxiety is regulated, I am able to be the best mother possible for my
children.” (ID #67)

28) “I suffer from severe clinical anxiety and when I got pregnant with my second son my anxi-
ety only increased. . .Then I started to use cannabis during my pregnancy and my symptoms
almost immediately subsided. I felt free and energetic and overall happier throughout my
pregnancy. . .My doctor had wanted to put me back on the anxiety medication. . .But after
seeing improvement, she rescinded the recommendation as long as I was continuing to
improve.” (ID #1086)

Depression 48 29) “I abstained during pregnancy until I became suicidally depressed, at which point I found
that cannabis helped me not want to kill myself but also helped me sleep despite the heart-
burn, nightmares, and restless leg syndrome and helped me eat more than cream of wheat
and saltines.” (ID #469)

30) “Medical marijuana, in addition to cognitive behavioral therapy, has helped me go from
someone who couldn’t function from anxiety/depression to someone who could.” (ID #564)

Pain 35 31) “[After my baby was born] I smoked to deal with surgery recovery pain and stress.” (ID #602)
32) “I use cannabis as an alternative to sedating medications for my severe chronic pain, after a

thorough risk/benefit analysis comparing my treatment options. I have found that my pain
and quality of life are drastically improved by cannabis. I use primarily CBD.” (ID #860)

33) “I began to use cannabis in place of opiate pain medication for a back injury sustained dur-
ing my youngest child’s delivery. . .I could barely walk, was in excruciating pain and had
zero quality of life. . .It has been a lifesaver and safe for my family.” (ID #870)

Increased appetite 33 34) “I mainly used cannabis during my pregnancies because I had been a user and had frequent
nausea and vomiting the entire length of pregnancy. Cannabis is the only thing that kept
me eating during my first pregnancy.” (ID #1210)

35) “Cannabis made my nausea go away completely and stimulated my appetite.” (ID #1788)
Trauma/PTSD 23 36) “I have a drunk father who left me with a lot of issues when he abandoned my family after I

turned 18. . .I still deal with trauma from him. I can’t afford therapy, but I can afford cannabis
and it helps a lot.” (ID #368)

37) “Trauma makes you react in a way that isn’t ‘you’ but rather a memory of what you’ve seen,
and marijuana allows me to always be myself and have control over my actions. It’s a level
of control I have never thought I could have and I’m so glad I can be my best self with my
children.” (ID #898)

Insomnia 18 38) “I used MJ with both my pregnancies mostly in the beginning due to severe N&V. Then used
it during breastfeeding both children due to sleep issues/insomnia.” (ID #1169)

39) “I have used CBD tinctures to help with anxiety and insomnia, because I was more comforta-
ble with these than ambien and Zoloft while BF.” (ID #511)

Unspecified condition 16 40) “I had to wean off all of my other prescription medicines when I was pregnant. I spoke to
other mothers who had smoked during pregnancy and breastfeeding. I also looked up what
research I could.” (ID #1233)

41) “Weed is great I use it over prescription drugs. I also have 4 kids who I all smoked during
pregnancy with and they are above average and extremely smart for their age!” (ID #1263)

42) “Medical marijuana can be beneficial if not abused.” (ID#1699)
ADHD 4 43) “I was diagnosed with ADHD at 16 and am currently unmedicated due to the cost of pre-

scription. Mainly, I use to be able to slow down my thoughts and focus on one thing at a
time such as completing household tasks.” (ID #57)

44) “For my 4th pregnancy I started using medical cannabis. I had been diagnosed with depres-
sion, PTSD, anxiety, ADHD, ODD, mood disorders; reason why my doctor recommended the
use of medical cannabis.” (ID #1248)

Autoimmune conditions 3 45) “I am a legalized medical marijuana user for my rheumatoid arthritis, ankylosing spondylitis
and Crohn’s Disease. . . To minimize any potential risks to my son I use a high CBD, low THC
marijuana.” (ID #330)

46) “I suffer from severe rheumatoid arthritis, I could easily take opioids for the pain but they’re
useless and dangerous. Marijuana essentially gave me my life back, it’s the only way I’m able
to function.” (ID #570)

aResponses could be categorized under more than one medical condition if more than one was described in the response.
ADHD, attention-deficit/hyperactivity disorder; PTSD, post-traumatic stress disorder.
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during pregnancy and adverse short-term outcomes
(sleep and birthweight) and longer-term effects
(attention, hyperactivity, and depression) for the
child.6,24 The risk of negative outcomes because of
cannabis use may be downplayed by mothers who
perceive benefits from its use. In addition, clinicians
and patients tend to overestimate the risk of dramatic,
low-probability outcomes, like large malformations,
and underestimate risks of more common outcomes,
like low birthweight.25,26

Despite perceiving cannabis as a best option and
reporting low concern of impacts on their infants,
many respondents described behaviors to decrease
their infants’ exposure to cannabis through breast
milk or smoke. Use of harm-reduction strategies were
evident in the open-ended question and the multiple-
choice questions in this study. Strategies included
washing hands, changing clothes, using cannabis
when the child is not present, breastfeeding before
using cannabis, and waiting a variable amount of time
after cannabis use to breastfeed. The behaviors
reported are similar to those recommended to moth-
ers who smoke cigarettes or drink alcohol while
breastfeeding. Previous studies have reported behav-
iors for reducing secondhand smoke exposure include
smoking in a designated room away from a child to
reduce environmental exposure.27 Current recom-
mendations on alcohol consumption during breast-
feeding advise waiting 90–120 minutes after drinking
a serving of alcohol to breastfeed or expressing and
discarding the breast milk from that timeframe.8

There is currently no standard recommended time to
wait after using cannabis to breastfeed.4

Nearly half of respondents altered breastfeeding hab-
its to reduce cannabis exposure to the infant. Cannabis
has been detected in breast milk from 4 hours up to 6
weeks after its use. Factors that affect the THC content
of breast milk include frequency of use, time since most
recent use, and THC concentration of the cannabis,
which is currently much higher than 20 years ago.3,28

Although there is no consensus on how to adjust breast-
feeding for cannabis use, there is agreement on advising
mothers who consume cannabis through smoking to
take measures to reduce second-hand smoke exposure
to reduce the risk of sudden infant death syndrome.29,30

Fear of CPS involvement or other legal or social
repercussions led some mothers to reduce their can-
nabis use or adopt strategies as mentioned earlier to
reduce their child’s exposure. This fear was also a

reason for withholding information about cannabis
use from their health care provider. CPS involvement
and social repercussions have been previously
reported as motivators for reducing or discontinuing
cannabis use during pregnancy.31 The counseling
approach of clinicians may often rely on the legal
aspect of use rather than the potential health effects of
cannabis use during pregnancy and breastfeeding.32

Clinical guidelines from ACOG recommend discour-
aging pregnant and breastfeeding women from using
cannabis, and counseling patients that the purpose of
cannabis screening is to treat substance use not to
punish or prosecute them.9 However, it is also recom-
mended to inform the mother of any potential ramifi-
cations of positive test results.9

Interestingly, using cannabis during pregnancy or
while breastfeeding was described by some as a shared
decision; partners, friends, family, and even health
care providers engaged in the decision to use cannabis
perinatally. There is little known about the influence
of health care providers, partners, and family on the
decision to use cannabis in the postpartum period. A
2017 study reported that mothers who quit smoking
cannabis during their pregnancy were more likely to
be motivated by the belief that it could harm their
pregnancy while few decreased or ceased cannabis use
simply because they were advised by their doctor to
do so.16,31 Furthermore, including warning signs
against use of cannabis on cannabis-containing prod-
ucts during pregnancy was not associated with beliefs
about its safety among those who used it.33 However,
it increased support for punishment and stigma
among those who did not use cannabis.33

Strengths and Limitations
This study had a large sample size of women who
used cannabis while breastfeeding, whereas previous
studies have focused on cannabis use during preg-
nancy.16 Coy et al. also examined perceptions of risk
associated with cannabis use in the postpartum period
but was limited by closed-ended survey questions.
The large number of open-text responses in this study
provides insight into how or why benefits and risks of
cannabis use are perceived and managed among
women who use cannabis while breastfeeding. Lack of
substantial differences between open-ended question
respondents and nonrespondents improves our confi-
dence that the qualitative findings may not be solely
unique to this subset.
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This research has several limitations. First, our
sampling strategies limit the representativeness of all
breastfeeding women who have used cannabis, and
thus, the generalizability of our findings. The survey
was distributed in one support group of mothers who
used cannabis, and thus, frequent cannabis users may
be overrepresented in this sample possibly skewing in
favor of more positive perceptions. Second, the low
representation of minorities in this study may be in
part because of differences in rates of cannabis use or
racial disparity in breastfeeding.13,34 This study had a
large portion of White, non-Hispanic respondents.
This group also has higher rates of both cannabis use
and breastfeeding initiation and continuation than
black women, which may have contributed to our low
sample of individuals who identified as black or peo-
ple of color.34 When informed of studies and given
equal access, minorities in the United States have
shown similar willingness to participate in health
research.35 However, it is possible that our sampling
strategy did not provide equal access to minorities
given the survey’s distribution through a specific web-
site, social media outlets, and snowball sampling.
Another limitation of this study was the inability to

further explore perceptions and behaviors described
in the open-ended responses because of the nature of
the data collection method. For example, the exact
medical conditions for which a respondent used can-
nabis were not always stated, or some of the responses
provided were vague or unclear.

Conclusions
As cannabis legalization continues, its use among
breastfeeding women may also continue to rise. This
study provides insights into decision-making among
breastfeeding women who use cannabis and their
strategies to reduce risks for their infants. Breastfeed-
ing women who used cannabis perceived it as safer
than medications; some perceived benefits to canna-
bis. It was perceived to reduce stress and allow them
to be more attentive to their children and engaged as
parents. Few mothers who used cannabis perceived
negative outcomes; however, nearly half of respond-
ents reported harm-reduction strategies. Several par-
ticipants reported concern about the risk of legal
repercussions. Focusing counseling on legal and social
repercussions may discourage some mothers from
sharing information with their providers. Practitioners
should hold open nonjudgmental conversations about

cannabis use in the perinatal period and counsel on
risk–benefit analysis while being aware of parents’
concerns of possible CPS involvement. Future stud-
ies should examine patient counseling, the decision-
making process around perinatal cannabis use, and
further explore health outcomes in the parent and
child with cannabis use. This would give health care
providers the information necessary to be prepared
participants in the shared decision-making process.
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