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CHoSEN QIC PERINATAL CANNABIS USE & BREASTFEEDING RECOMMENDATIONS  

 
KEY SUMMARY OF RECOMMENDATIONS 
 
Increased legalization of cannabis has led to increased prevalence of use, including among pregnant 
and birthing individuals. 

• Cannabis use through pregnancy may remain stable, or decrease, and often increases postpartum, 
similar to other substance use in pregnancy. 

• There is public perception of safety of cannabis use, and patients seek information from online non-
medical resources that often promote perinatal use. 

• A long history of stigmatization with substance use, including cannabis, warrants thoughtful shared 
decision making between healthcare providers and birthing parents regarding perinatal cannabis use. 

 
Major medical and public health professional societies recommend abstaining from cannabis use 
during pregnancy and lactation or significantly limiting exposure (e.g., occasional/infrequent use) 
{ACOG, AAP, ABM, AAFP, CDC}. 

• THC, the psychoactive component of cannabis, crosses the placenta to the fetus, and is excreted and 
concentrated in breastmilk. 

• There is wide variation in THC concentration in breastmilk, and prolonged excretion up to six weeks 
after abstention. 

• Cannabis use in pregnancy is associated with SGA (small for gestational age) infants, and negative 
effects on cognition, behavior, and attention later in childhood. 

• There is no known safe amount of cannabis use during pregnancy/lactation. 
 
Universal verbal screening for cannabis use is recommended for all birthing individuals prenatally and 
postpartum with a validated tool e.g. 5ps, CUDIT-R. 

• Assess patterns of use (route, frequency, potency), reasons for use and possibility of cannabis use 
disorder. 

• Screen for anxiety and mood disorders, provide resources/referrals as needed. 
• Counsel on other health effects of cannabis use- e.g., pulmonary effects, anesthesia considerations.  
• Assess intent to breastfeed, counsel for safe breastfeeding, and encourage cannabis cessation early in 

pregnancy. 
• Identify need for additional supports- behavioral therapy, community support organizations, referral to 

Addiction Medicine. 
 

Abstention of cannabis use during pregnancy and postpartum should be encouraged, and anticipatory 
guidance surrounding cannabis should be provided for all birthing parents, regardless of their ability 
to abstain from use. 

• Safe storage of cannabis products away from children. 
• Identify safe and sober caregiver for children, do not drive impaired. 
• Review safe infant sleep practices- do no sleep with infant while impaired. 

 
Provide harm reduction strategies to reduce problems related to cannabis use, when abstention is not 

realistic or achievable. 
• Identify reasons for use, pros/cons of continued use versus cessation. 
• Reduce cannabis use to occasional or infrequent use. 

 
PURPOSE 

To provide evidence-based guidance for healthcare teams in developing guidelines to support birthing parents 
with perinatal cannabis exposure. The intent is to encourage an open, evidence-informed discussion between 
healthcare teams and families with perinatal cannabis use regarding safe breastfeeding and infant care 
practices. 
 

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/10/marijuana-use-during-pregnancy-and-lactation?utm_source=redirect&utm_medium=web&utm_campaign=otn
https://publications.aap.org/pediatrics/article/142/3/e20181889/38625/Marijuana-Use-During-Pregnancy-and-Breastfeeding
https://www.aafp.org/about/policies/all/breastfeeding-position-paper.html
https://www.cdc.gov/breastfeeding/breastfeeding-special-circumstances/vaccinations-medications-drugs/marijuana.html
https://ilpqc.org/wp-content/docs/toolkits/MNO-OB/5Ps-Screening-Tool-and-Follow-Up-Questions.pdf
https://adai.uw.edu/instruments/pdf/Cannabis_Use_Disorders_Identification_Test_59.pdf
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SCOPE 
• Healthcare providers- obstetrical and pediatric 
• Nurses- obstetric, pediatric, and neonatal 
• Lactation Support Services 
• Pharmacy 
• Social Work (SW) 

 
DEFINITIONS 
For the purposes of this guideline:  

• ‘Cannabis’ refers to marijuana, THC (delta-9-tetrahydrocannabinol, the psychoactive compound of 
cannabis), CBD (cannabidiol) or any other compound derived from the cannabis plant.  

• ‘Screening’ refers to verbal questions ideally using a validated tool to assess substance use, including 
cannabis use, and to identify cannabis use disorder. 

• ‘Testing’ refers to the collection of biological samples to assess for the presence of metabolites 
associated with cannabis or other substance use. 

• ‘Breastfeeding’ refers to the provision of milk to the newborn via direct latching and suckling or 
expression of milk for the intent of infant feeding. This includes chestfeeding, for those individuals for 
whom the term ‘breastfeeding’ is gender specific. 

 
 

I. BACKGROUND 
Increasing legalization of cannabis across the United States has led to an increase in prevalence of use and 
public perceptions of safety, including among pregnant and breastfeeding individuals. Screening all individuals 
for perinatal cannabis use, prenatally and postpartum, is critical to: 

- assess ongoing cannabis use and other concomitant substance use. 
- provide accurate education, anticipatory guidance, and harm reduction strategies to birthing parents. 
- provide recommendations for safe breastfeeding and lactation support. 

 
The aim of this document is to provide evidence supporting healthcare team members who care for birthing 
individuals and/or their infants where there is a history of perinatal cannabis exposure. It is the responsibility of 
the healthcare team to provide birthing parents with accurate, evidence-based information about perinatal 
cannabis use so that parents can make informed decisions about how to feed their baby. Currently, national 
medical organizations do not recommend cannabis use during pregnancy or lactation, and encourage 
cannabis cessation or limited/infrequent use: 

- American College of Obstetrics and Gynecology (ACOG) 
- American Academy of Pediatrics (AAP) 
- American Academy of Family Practice (AAFP) 
- Academy of Breastfeeding Medicine (ABM)   
- Centers for Disease Control (CDC)  

 
There is a rapidly evolving body of literature regarding the effects of perinatal cannabis exposure, though 
limited by study design, wide variations in quantification and timing of exposure, lactational effects and capacity 
for assessing neurodevelopmental outcomes in later childhood and adolescence. Additional challenges include 
the ease of public access to misinformation regarding cannabis use in pregnancy and general perceptions of 
safety with legalization. Research demonstrates inconsistencies in healthcare providers’ counseling around 
perinatal cannabis use, or avoidance in discussing after a disclosure of use; thus, it is imperative that 
healthcare teams incorporate universal screening, consistent education and guidance in this setting. 
  
In counseling birthing parents, it is critical for providers to understand that parental substance use is a highly 
stigmatized topic in healthcare. Avoidance of stigmatizing language and utilizing trauma-informed practices to 
build a collaborative relationship between the healthcare team and birthing parents is essential to a positive 
and productive experience. It is ideal to speak with patients about cannabis use as early as possible (prenatally 
or early postpartum). Providers need to anticipate the time required for an informative and collaborative 
conversation with families to address all aspects of this guide.  
 

https://www.acog.org/clinical/clinical-guidance/committee-opinion/articles/2017/10/marijuana-use-during-pregnancy-and-lactation?utm_source=redirect&utm_medium=web&utm_campaign=otn
https://publications.aap.org/pediatrics/article/142/3/e20181889/38625/Marijuana-Use-During-Pregnancy-and-Breastfeeding
https://www.aafp.org/about/policies/all/breastfeeding-position-paper.html
https://www.cdc.gov/breastfeeding/breastfeeding-special-circumstances/vaccinations-medications-drugs/marijuana.html
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II. SCREENING   
 
ACOG recommends that all individuals should receive universal preconception, pregnancy and perinatal 
verbal screening for substance use, including cannabis use, ideally with a validated tool - e.g., 5ps, CUDIT-R, 
to identify and counsel and support families through the perinatal period. SBIRT techniques can be used as 
well (Screening, Brief Intervention, Referral to Treatment). Positive screenings are opportunities to: 

a. assess the birthing parents’ patterns of use (route, potency, frequency), reasons for use and evaluate 
for the possibility of cannabis use disorder (CUD).  

b. screen for commonly associated mood and anxiety disorders. 
c. provide counseling regarding other medical effects of use, e.g. pulmonary complications, anesthesia 

concerns and risks. 
d. assess the birthing parents’ intent to breastfeed and initiate counseling for safe breastfeeding. 

Addressing abstention early in pregnancy to promote safe breastfeeding is encouraged. 
e. identify potential needs for additional support, such as referrals to addiction medicine, therapy, 

community support organizations. 
 
Verbal screening allows for the development of collaborative relationships between the healthcare team and birthing 
parent, facilitating a better understanding for reasons for use and the provision of evidence-based education and 
guidance on perinatal cannabis use. It is ideal to speak with patients about cannabis use as early as possible (prenatally 
or early postpartum) and encourage abstention or reduction of use. 

 
Identifying Reasons for Use 
Understanding a birthing individual’s reasons for cannabis use is imperative to effectively provide support and 
education, including management of mental health symptoms (e.g. anxiety) and somatic symptoms such as 
pain and nausea. Recognize that patients frequently seek information from other sources rather than 
healthcare providers, using social media or cannabis dispensaries which contribute to misperceptions of 
safety of perinatal cannabis use. Currently, there are no medical indications for cannabis use during 
pregnancy, nor are cannabis products FDA approved for treatment of mental health disorders. It is encouraged 
to explore with the birthing parent safer and more well studied alternatives to cannabis for common symptoms 
in the prenatal period.  
 
All birthing individuals, regardless of substance use history, should be assessed for mood and anxiety 
disorders due to the increased risk for perinatal depression and anxiety, and increased risk for psychosis 
and suicidality in the peripartum period. Symptoms of perinatal mood and anxiety disorders are increased 
among birthing individuals who use cannabis, which may contribute to challenges with cessation.  Referrals 
for behavioral health and substance use disorder treatment services should be provided as needed, in 
addition to close and frequent follow up with obstetric and pediatric providers. See CDPHE Pregnancy-
Related Depression resources for providers 
 
Cannabis Use Disorder 
Some individuals continue their cannabis use because they cannot moderate or stop on their own, and this can 
be reflective of a Cannabis Use Disorder (CUD). Evidence-based, validated tool such as the CUDIT-R can be 
used to identify patients with CUD. There are no FDA approved medications for treatment of CUD. If a birthing 
person’s goal is reduction or cessation, they may be most successful with a referral to support such as 
behavioral therapy or substance use disorder treatment (especially for patients using other substances in 
addition to cannabis). Additionally, peer support services and gender-specific treatment options for perinatal 
people who are seeking treatment or support for a substance use disorder are available. 
 
 
III. EDUCATION  
Birthing parents may have misconceptions regarding the safety of cannabis during pregnancy and postpartum. 
There is variation among providers regarding their own knowledge of the effects of perinatal exposure. 
Addressing a patient’s perceptions, knowledge, and questions regarding cannabis exposure during fetal and 

https://www.sbirt.care/tools.aspx
https://ilpqc.org/wp-content/docs/toolkits/MNO-OB/5Ps-Screening-Tool-and-Follow-Up-Questions.pdf
https://adai.uw.edu/instruments/pdf/Cannabis_Use_Disorders_Identification_Test_59.pdf
https://www.samhsa.gov/sbirt
https://docs.google.com/document/d/1t1yVVppwCUvpE22Rok8wyGspqEyC_Yj9_-4tTFkgMLs/edit?usp=sharing
https://docs.google.com/document/d/1t1yVVppwCUvpE22Rok8wyGspqEyC_Yj9_-4tTFkgMLs/edit?usp=sharing
https://adai.uw.edu/instruments/pdf/Cannabis_Use_Disorders_Identification_Test_59.pdf
https://www.toughasamother.org/special-connections/
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newborn development is helpful for open and collaborative conversations that can lead to tailored anticipatory 
guidance and harm reduction strategies. 
 
Prevalence  

• Prevalence of self-reported cannabis use in the United States among pregnant people ~2-7%, 
depending on source; Colorado prevalence is similar, ~6.8% in 2016. 

o May be up to 28% among young, urban, or disadvantaged people 
o Prevalence by toxicology testing up to 22%. 

• Nationally representative samples demonstrate no differences in prevalence of use during pregnancy 
between different racial groups or household incomes. 

• Chronic frequent cannabis use (daily/near daily) increased to ~3.4% in 2017. 
• Use may decrease through pregnancy and often increases postpartum. 

 
Cannabis Products and Potency 

• Cannabis can be consumed by smoking, vaping, edibles, topicals. 
• THC potency increasing, from ~4% pre-2000, to ~12% in 2015 in tested ‘joints’. 

o Per Colorado Regulated Marijuana Reports, THC content ~19% for ‘flower’. 
o High potency concentrates from vaporized oil or wax, THC content 60-90%. 

• FDA does not evaluate or regulate medical marijuana use. 
• No current indications for cannabis use in pregnancy. 

 
Pharmacology 

• THC is highly lipophilic and is distributed rapidly to the brain and fat tissues. 
• THC activates cannabinoid receptors, which are found throughout the body, particularly in the central 

nervous system. 
• Metabolized by the liver via hydroxylation/carboxylation and glucuronidation. 
• Half-life is variable, challenging to predict based on route, potency, frequency of use: 

o 20-36 hours in occasional users, may be up to 4 to 5 days in heavy users. 
• THC crosses the placenta and is excreted in breastmilk: 

o Fetal plasma THC levels are approximately 10% of maternal levels (animal data) 
o THC breastmilk to plasma ratio varies: 5-10:1 (concentrates in breastmilk relative to plasma due 

to the high fat content in breastmilk). 
 
Fetal/Infant Effects 

• Cannabinoid receptors have been detected in humans as early as 14 weeks gestation and 
endocannabinoids are critical for neurodevelopment. 

• Animal models suggest that exogenous cannabinoids (eg, THC) may interfere with normal brain 
development. 

• In utero cannabis exposure is strongly associated with infants being born small for gestational age 
(SGA)  

• Children exposed to prenatal cannabis may have: 
o Lower scores on tests of visual problem-solving 
o Challenges with visual-motor coordination 
o Decreased attention span 
o Behavioral problems, increased anxiety, impulsivity, aggression 
o Higher likelihood of using cannabis themselves and initiating cannabis use earlier in 

childhood/adolescence 
 
Lactation 

• THC is concentrated and excreted in breastmilk, with wide inter-individual variation in concentration and 
duration of excretion: 

o 100-fold difference in THC concentrations within and across studies, attributed to variation in 
potency, route and frequency of cannabis use. 

o THC Breastmilk to maternal plasma ratio ranges from 5-10:1. 

https://sbg.colorado.gov/med/regulated-marijuana-reports
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o Detection in breastmilk peaks shortly after use (estimated 1-2 hours with inhalation), decreases 
over time though THC excretion persists with continued cannabis use. 

o With cannabis cessation, THC concentrations in breastmilk decline over time but may remain 
detectable up to 6 weeks after use. 

 
Infant Effects from Lactation 

• THC is bioavailable to infants via lactation: both THC and several major THC metabolites have been 
detected in human milk. 

o THC metabolism in infants is less clearly defined. In general, drug metabolizing enzymes 
undergo significant changes in expression and activity during infancy and early childhood. For 
example, hepatic glucuronidation capacity in infants is significantly reduced relative to that in 
adolescents and adults.   

o Oral THC is known to be bioavailable in humans, including in neonates and young children, 
though high inter-individual variability in oral bioavailability has been described. 

• Cannabinoids alter breastmilk composition, with unknown subsequent health effects. 
• There is very limited data on the effects of isolated cannabis use during lactation, as studies 

encompass prenatal and perinatal exposure. 
• Prolonged use throughout pregnancy and through postpartum increases the cumulative exposure of 

THC to the developing fetus and infant. 
• ACOG, AAP, ABM and CDC discourage the use of cannabis during lactation. 

 
 
Colorado Department of Public Health and Environment (CDPHE) was tasked with developing  the Retail 
Marijuana Public Health Advisory Committee (RMPHAC), with a structure for literature review of clinical studies 
and method for public education. For more information, visit RMPHAC and search ‘pregnancy and 
breastfeeding’. 

 
 
Recommendations 
As noted, ACOG, AAP, ABM, and the CDC discourage any cannabis use while pregnant or breastfeeding. 
There is no known safe amount of cannabis use during breastfeeding.  
 
Research regarding defining ‘chronic’ or ‘heavy’ cannabis use versus ‘infrequent’ use is variable. In CUD, the 
frequency threshold associated with the disorder is use more than 3 times per week, or near daily use. In the 
lactation reference text, Hale’s Medications and Mother’s Milk, medications are stratified by lactation risk 
categories. ‘Chronic’ cannabis use is labeled: 

• L4 Potentially Hazardous- there is positive evidence of risk to a breastfed infant or to breastmilk 
production but the benefits from use in breastfeeding mother may be acceptable despite the risk to the 
infant (e.g. if the drug is needed in a life threatening situation or for a serious disease for which safer 
drugs cannot be used or are ineffective). 

 
The neurodevelopmental risks to the infant, the known benefits of breastfeeding to the child and parent, as well 
as the parent’s desires, must all be carefully considered when counseling patients about the risks and benefits 
of lactation in the setting of cannabis use, particularly with chronic daily/near daily use. While achieving 
complete cessation for a parent with chronic frequent use may be impossible, reducing use may be feasible. 
Care must be taken to emphasize there is no known safe amount of cannabis use in the perinatal period. If 
birthing parents choose to breastfeed after a discussion of risks and benefits, that decision should be 
respected and the full spectrum of lactation care should be provided. 
 
THC excretion in milk is variable and may be prolonged as a lactating parent attempts to achieve cannabis 
cessation. Maintaining milk supply by pumping while allowing time to improve the safety of human milk is 
employed in many clinical instances (infectious risks, milk protein allergy, parental medications harmful to 
breastfeeding infant until medications can be transitioned/discontinued). In settings of concern for 
vulnerable newborns with heavy parental cannabis use, parents may wish to consider this strategy while 
reducing their cannabis use, in close collaboration with lactation consultants to establish safe 

https://marijuanahealthreport.colorado.gov/literature-review/evidence-statements
https://marijuanahealthreport.colorado.gov/literature-review/evidence-statements
https://marijuanahealthreport.colorado.gov/literature-review/evidence-statements
https://books.google.com/books?hl=en&lr=&id=boZvEAAAQBAJ&oi=fnd&pg=PP1&dq=Hale%27s+medications+and+mother%27s+milk&ots=XPJZxVwhaR&sig=jeu13GrQAnhsHuG1YWa8YkcV57I#v=onepage&q=Hale's%20medications%20and%20mother's%20milk&f=false
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breastfeeding. To be clear, expressing breastmilk will not increase parental metabolism or meaningfully 
alter the elimination kinetics of THC, but decreases the infant’s cumulative exposure to cannabis in the 
perinatal period. This is a temporary recommendation where the birthing parents are working toward 
cessation or significant reduction in cannabis use; healthcare teams and birthing parents should work 
together to determine the desired duration of “pumping and dumping,” as there is significant inter-individual 
variation in cannabis use patterns and in the duration of THC excretion in human milk after cessation (up to 
6 weeks has been reported). Lactation support is imperative to maintain milk supply. Donor human milk 
should be offered for preterm infants in hospitalized settings. For healthy term newborns, donor human milk 
does not confer a benefit over formula. 
 
In summary, we recommend engaging in shared decision making with birthing parents to determine the 
appropriate feeding plan for each infant with perinatal cannabis exposure. Possible infant feeding plans 
include:  

1) Birthing parent abstains from cannabis use and provides their milk for infant feeding (recommended) 
2) Birthing parent decreases their cannabis use and provides their milk for infant feeding 
3) Birthing parent cannabis use remains unchanged or decreased and donor milk and/or formula are used 

for infant feeding 
4) Birthing parent cannabis use remains unchanged and birthing parent provides their milk for infant 

feeding 
 
 
IV. Anticipatory Guidance 
 
Major medical organizations agree that cannabis use is discouraged while lactating.  Patients who wish to 
chest/breastfeed should be provided lactation support, while encouraged to discontinue or decrease cannabis 
use. Anticipatory guidance for safe infant care should be discussed, and harm reduction strategies should be 
provided for birthing parents working toward cannabis cessation. Obstetrical and pediatric providers can and 
should both provide this guidance for birthing parents with cannabis use. 
 

1. Screening for ongoing cannabis use, provide ongoing support for reducing use 
2. Screening for perinatal mood and anxiety disorders 
3. Always encourage parents to have a plan for safe and sober caregiving. Being high or impaired while 

caring for a child is not safe.  
4. Support parents to create a plan not to smoke or vape around their child(ren), as any form of second-

hand smoke can expose a child to dangerous chemicals.  
5. Encourage parents to wash hands after smoking/vaping or handling cannabis products and before 

handling their child.  
6. Encourage safe sleep habits between parent and child, including reinforcing that it is not safe for your 

baby to sleep in bed with anyone who is high or impaired. 
7. Inform parents to always store all cannabis products in their original child-resistant packaging, in a 

locked area where children cannot see or reach.  
8. Encourage parents to adhere to pediatric well child appointments to evaluate the child’s development 

which allows for early interventions or referrals as indicated. 
 
 
V. Harm Reduction Strategies 
 
Harm reduction strategies are intended to reduce problems associated with substance use while 
recognizing that for some users, abstinence may be neither realistic nor achievable. The primary goal 
encourages abstinence as a way to avoid harm, while including means for reducing harm among those who 
continue substance use. It is helpful to provide evidence-based recommendations to reduce harm, despite 
the perception of condoning use. 
 
The following strategies were intended for public health education and policy development, providing a 
comprehensive systematic evidence-based review of recommendations to reduce harm from cannabis use. 



V5_2.20.2024   

The Academy of Perinatal Harm Reduction has published guidance for perinatal substance use (graphic at 
end of this document). Additionally, ‘The Lower-Risk Cannabis Use Guidelines for reducing health harms 
from non-medical cannabis use’ can be found here for an extensive guide to harm reduction 
recommendations. 

 
 

 
 

https://www.sciencedirect.com/science/article/pii/S0955395921002863?via%3Dihub
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