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Abstract

Background: Use of cannabis during pregnancy and breastfeeding is increasing. Mental health concerns are reported as
common reasons for maternal cannabis use, but little is known about the use of psychiatric medications in this population.
Objectives: This study aimed to describe psychiatric medication use among pregnant and breastfeeding mothers who
used cannabis for mental health concerns.

Design: Anonymous, online cross-sectional survey.

Methods: Data were collected from May 2018 to August 2019 among pregnant and breastfeeding mothers who used
cannabis. This study included mothers who reported cannabis use for mental health concerns (n=1363). The survey
assessed the timing of cannabis use (during pregnancy and/or lactation); use of cannabis to address depression, posttraumatic
stress disorder, or anxiety; use of psychiatric medications; psychiatric distress (Patient Health Questionnaire-4); and
demographic information. Differences between groups were examined using t-test and chi-square test in SPSS.
Results: The mean age was 29.7 years; most were married (62%); 74% were White non-Hispanic, 9% Hispanic, and 17%
Black, Indigenous or other People of Color. Mental health symptoms prompting cannabis use included anxiety (96%),
depression (75%), and posttraumatic stress disorder (36%). Only 24% of respondents (n=322) reported concomitant
use of psychiatric medications, primarily selective serotonin reuptake inhibitors (72%, n=232) and benzodiazepines
(21%, n=68). The composite Patient Health Questionnaire-4 showed most respondents had no (61%) or mild (27%)
psychological distress; 14% screened positive for depression; and 17% screened positive for anxiety. Respondents who
used psychiatric medications more often screened positive mental health concerns.

Conclusion: Most mothers who used cannabis for mental health concerns were not taking psychiatric medications. This
may be due to a mismatch between perceived mental health and screening results, un- or under-treated mental illness,
or preference for cannabis over psychiatric medications. Improved management of perinatal mental health and effective
patient education about risks of cannabis versus medication use are needed.

Keywords
anxiety, breastfeeding, cannabis, depression, lactation, mental health, perinatal, pregnancy, PTSD, SSRIs

Date received: 13 December 2022; revised: 12 August 2023; accepted: 18 August 2023

'School of Medicine, Texas Tech University Health Sciences Center, Department of Psychiatry, Texas Tech University Health Sciences
Amarillo, TX, USA Center, Amarillo, TX, USA

School of Pharmacy, Texas Tech University Health Sciences Center, ®Department of Pediatrics, Texas Tech University Health Sciences
Amarillo, TX, USA Center, Amarillo, TX, USA

3Department of Obstetrics and Gynecology, Texas Tech University .

Health Sciences Center, Amarillo, TX, USA Corresponding author:

Christine D Garner, Department of Pediatrics, InfantRisk Center,
Texas Tech University Health Sciences Center, 1406 S Coulter St,
ARB 2107, Amarillo, TX 79106, USA.

Email: christine.garner@ttuhsc.edu

“InfantRisk Center, Texas Tech University Health Sciences Center,
Amarillo, TX, USA

@ @@ Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons

Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use,
reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and
Open Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).


https://uk.sagepub.com/en-gb/journals-permissions
https://journals.sagepub.com/home/whe
mailto:christine.garner@ttuhsc.edu

Women’s Health

Introduction

The legalization of cannabis across 33 states in the United
States and other countries has increased cannabis use and
changed perceptions toward this practice.! A study using
data from the National Survey on Drug Use and Health
indicated that from 2005 to 2012, the number of individu-
als who used cannabis and believed cannabis use to be safe
during pregnancy increased from 25.8% to 65.4%.% Data
from the 2017 Pregnancy Risk Assessment Monitoring
System (PRAMS) showed that 9.8% of women self-
reported cannabis use before pregnancy, 4.2% during
pregnancy, and 5.5% after pregnancy.® Coy et al.* further
analyzed the PRAMS data and found that out of the 5.5%
that used cannabis postpartum, 47.2% did so while breast-
feeding. Cannabis use during the perinatal period is of
concern because early prenatal exposure to cannabis can
affect the development of the endocannabinoid system
which can impact the development of executive function
and regulation of the emotional system and cognition in
the offspring.! Gestational cannabis exposure has been
associated with decreased time in a quiet sleep state, trem-
ors, a decrease in the early cognitive performance of
infants, as well as adverse effects on sustained attention
and short-term memory.® Furthermore, it is known that the
psychoactive component of cannabis, delta-9-tetrahydro-
cannabinol, transfers into breast milk, which may impact
postnatal brain development.®’

Some pregnant and breastfeeding women use cannabis
to manage symptoms of depression and anxiety.® ' An
estimated 18% of women are diagnosed with depression
before becoming pregnant, and an additional 8%—13% of
women are diagnosed with depressive or anxiety disorders
during pregnancy.'"!? Kaiser Permanente published data
showing that women with a history of trauma, high depres-
sion scores, and/or an anxiety diagnosis were more likely
to test positive for cannabis use during their pregnancy.'>'4
Similarly, the National Survey on Drug Use and Health
indicated that women diagnosed with depression were
three times more likely to use cannabis while pregnant. '
One study found individuals who used cannabis perceived
a 50% reduction in depression and a 58% reduction in
anxiety and stress after use, but the long-term baseline lev-
els of depression increased over time.!'

Pharmacologic treatments for mental health conditions
include first-line medications like selective serotonin reup-
take inhibitors (SSRIs). However, mental health problems
are often undiagnosed or untreated either because mental
illness is not recognized among perinatal women, because
they opt for nonpharmacologic treatments, or because
they are unable or unwilling to use medications.!”'® To
compound this, many overestimate the potential risks of
antidepressant use in the perinatal period while underesti-
mating the risks of untreated depression.!” A qualitative
study among pregnant women who used cannabis repor-
ted that women may ecither stop or refuse to start taking

antidepressants during pregnancy in an effort to avoid side
effects due to the “chemical” nature of medications.’

It is unknown whether or to what extent psychiatric
medications are used among pregnant and breastfeeding
mothers who also use cannabis for mental health concerns.
Understanding the concurrent use of these drugs will pro-
vide information that may guide healthcare professionals
in counseling about cannabis use and treatment of mental
health concerns during pregnancy and postpartum. This
study aimed to describe the use of psychiatric medications
among mothers who used cannabis to address a mental
health concern.

Method

Survey development and recruitment

An online survey was developed by researchers special-
izing in psychology, pharmacology, lactation, and obstet-
rics and gynecology to collect cross-sectional data from
mothers who used cannabis during pregnancy or lactation.
It was pretested and revised based on feedback from 300
mothers who had used cannabis while pregnant or breast-
feeding.'® The final survey contained 88 questions (some
with multiple parts) that were mostly multiple choice in 8
sections: eligibility screening, demographics, pregnancy
history, infant-feeding, infant sleep, cannabis use, use of
other substances and medications, and emotional and
mental health. An open-ended question was provided at
the end of the survey, which is not reported here (full sur-
vey provided in Supplement 1). Several questions required
responses to continue with the survey; however, most
questions were optional, allowing respondents to skip
questions that they were not comfortable answering; this
was described to survey respondents in the introduction
page prior to beginning the survey. The survey was com-
pleted anonymously, no personal identifiers were col-
lected, and no incentives were provided for completing
the survey. The survey was conducted using Qualtrics
(Qualtrics, Provo, UT), and it limited completion from an
IP address to a single submission to prevent multiple
participation.

The survey was distributed through the InfantRisk
Center website from May 2018 to August 2019. A combi-
nation of convenience and snowball sampling was used.
The survey was shared via the InfantRisk Center’s website
and social media page, and social media pages from one of
the authors (K.K.-T.). Participants were recruited through
a Facebook group that supported mothers using cannabis
during pregnancy and breastfeeding. We also asked indi-
viduals to share the link and further distribute the survey.
Completion of the survey was considered as consent to
participate. The Checklist for Reporting of Survey Studies
(CROSS) guidelines were followed.?’ This study was
approved by the Institutional Review Board (IRB) at Texas
Tech University Health Sciences Center (A18-4037).
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May 2018 to August 2019
N=2165 surveys submitted

244 answered < one question
2 were <18 years old

Excluded n=246

\ 4
Met inclusion criteria
N=1919

293 did not use cannabis for a mental health reason

Excluded n=556
263 missing >90% of data

\ 4
Sample size for analysis
N=1363

Figure |. Flow diagram for study sample based on inclusion and exclusion criteria.

Sample

Demographic data collected included mother’s age, num-
ber of children, age of the youngest child, educational
attainment (high school or less, some college, bachelor’s
degree or higher), marital status (married or partnered, sin-
gle, or other), and the use of tobacco (yes/no) or alcohol
(yes/no). Detailed race and ethnicity data were collected,
due to low numbers in many racial and ethnic groups, they
were combined into three categories: (1) White non-His-
panic, (2) Hispanic, and (3) Black, Indigenous, and people
of color (BIPOC). The IRB specifically requested that the
survey not ask about the respondents’ state of residence
because cannabis is not legal throughout the United States
and they feared there might be legal consequences for
participants, particularly for pregnant and breastfeeding
mothers.

Individuals included in the study were mothers of at
least 18 years of age who used cannabis during pregnancy
or while breastfeeding. The survey received a total of 2165
responses. From the total pool of responses, 246 did not
meet the inclusion criteria (244 answered <1 question, 2
respondents were <18 years of age). Of the remaining
1919 respondents, 263 were excluded due to excess miss-
ing data. Another 293 were excluded because they did not
report using cannabis to address a mental health concern
(Figure 1). The final analyses were conducted using a sam-
ple size of N=1363.

Measures

Cannabis use. Questions were developed for this survey
that asked about reasons for cannabis use, frequency and
timing of cannabis use, and use of psychiatric medications.
The survey asked mothers whether they used cannabis dur-
ing pregnancy, breastfeeding, or both. Mothers were also
asked whether they considered cannabis a “more natural
alternative to medications.” The frequency of cannabis use
was ascertained from two questions that assessed the num-
ber of times per week and number of times per day that
cannabis was used. They were categorized as less than
daily (<7 times per week), low daily (1-3 times per day),
or high daily (4 or more times per day). Mothers were also
asked about conditions that they might be using cannabis
to treat. They were given a list of symptoms and asked to
check all that applied. Options included: anxiety, depres-
sion, PTSD, or other health concerns. A subsequent ques-
tion asked respondents to indicate from a list of 26 common
psychiatric medications, any medications that were taken
to address mental concerns. Respondents could select all
that applied and were provided an “other” category with
the opportunity to write-in other medications.

Patient Health Questionaire-4. The Patient Health Question-
aire-4 (PHQ-4) was included as a screen for anxiety
and depression. The PHQ-4 is a measure that combines
the PHQ-2 with 2 items from the Generalized Anxiety
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Disorder-2 (GAD-2) Scale. The GAD-2 accurately predicted
generalized anxiety disorder, panic disorder, and social anxi-
ety disorder.?! Several recent studies have validated its use
with pregnant and postpartum women including the Listen-
ing to Mothers in California survey (N=2539), which found
it valid for all mothers in their sample including racial/ethnic
minorities.??> A study from Spain also validated the PHQ-4
for pregnant women, comparing it to the PHQ-9 and PHQ-
2.2 The PHQ-9 was originally validated in both a primary
care sample and a sample of obstetricians/gynecologists
patients (N=3000 in both groups).?* Finally, a study from
rural Pakistan of women at risk for postpartum depression
found that it had “excellent psychometric properties to screen
for perinatal depression,” with a sensitivity of 93.4% and a
specificity of 91.7%.%

The PHQ-4 was analyzed separately for depression and
anxiety screening and as a composite score.?! Positive
depression screening was considered a score of =3 on the
PHQ-2 questions. Positive anxiety screening was defined
as a score of =3 on the GAD-2 questions. For the compos-
ite score, responses were classified as having no psycho-
logical distress (PHQ-4 score of 0-2), mild psychological
distress (PHQ-4 score of 3-5), moderate psychological
distress (PHQ-4 score of 6-8), or severe psychological dis-
tress (PHQ-4 score of 9-12).%!

Statistical analyses

In this descriptive study, means and standard deviations
were used to describe continuous variables. Frequencies
were used for categorical variables. Differences between
the mothers who used psychiatric medications and those
who did not were assessed using t-tests and Chi-square
tests. Missing data in research on substance use is a
known challenge.?® Missing data of <8% was considered
acceptable. Two variables exceeded this threshold:
PHQ-4 (n=170, 12%) and frequency of cannabis use
(n=150, 11%). Data were differentially missing for
PHQ-4 between those who did (6%) and did not (15%)
use psychiatric medications (Chi-square 18.3, p <0.001).
Data were also missing for frequency of cannabis use
between those who did (8%) and did not (12%) use psy-
chiatric medications (Chi-square 4.5, p=0.03). In consid-
eration of data justice for our population, we assume that
these data are missing completely at random rather than
omitting participants with missing data.?® All analyses
were conducted using IBM SPSS Statistics Version 28.0
(Armonk, NY: IBM Corp.).

Results
Demographics

The mean age of respondents was 29.7 (SD 5.9) years and
the average age of first cannabis use was 16.6 (SD 4.0)

years. The majority of the sample (75%) used cannabis
during both pregnancy and breastfeeding, and the majority
(74.3%) identified as White non-Hispanic. A large portion
of the sample (43.7%) reported alcohol use, while 16.4%
reported using tobacco. Demographics of the sample are
presented in Table 1. The sample was primarily recruited
from a Facebook group that supports pregnant and breast-
feeding women in their cannabis use. A link for the survey
was also posted on the InfantRisk website and on social
media of one of the authors (K.K.-T.).

Use of cannabis for mental health concerns

Cannabis was used by 96% (n=1301) of the sample for
anxiety, 75% (n=1028) for depression, and 36% (n=494)
for PTSD (Figure 2). The overwhelming majority (98.7%)
believed that cannabis was a more natural alternative to
medications.

Use of psychiatric medications

Just under one-fourth of respondents (24%, n=322) con-
comitantly used psychiatric medications. SSRIs (n=232)
were the most commonly used psychiatric medication, fol-
lowed by benzodiazepines (n=68) (details of medications
reported in Table 2). Of the individuals taking psychiatric
medications, 241 reported taking one psychiatric medica-
tion, 61 reported taking two, and 20 reported taking three
or more medications.

Women who used psychiatric medications and those
who did not were similar in demographic characteristics.
Age of first cannabis use was the only significant differ-
ence (Table 1). Those who used psychiatric medications
first used cannabis at a slightly older age (17.2 = 4.7 years)
than those who did not use psychiatric medications
(16.5 = 3.8 years) (p=0.01). Few other differences existed
between these groups. Tobacco use tended to be higher
among respondents who used psychiatric medication, but
this was not significant (p=0.052). There were slight dif-
ferences in race/ethnicity between these groups (higher
proportion of White non-Hispanic respondents using psy-
chiatric medications); however, this was not statistically
significant (p=0.07).

Current depression and anxiety

Among the participants who completed the PHQ-4
(n=1193), responses ranged the full spectrum of possible
composite scores from 0 to 12. Of the total sample 14.2%
screened positive for depression, 17.3% screened positive
for anxiety, and 22% screened positive for one or both of
these. The proportion who screened positive was signifi-
cantly different by psychiatric medication use group; 31%
screened positive among those who used psychiatric
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Table I. Characteristics of respondents by use of psychiatric medications.
Total sample Used psychiatric Did not use *p-value
(N=1363) medication psychiatric medication
(n=322) (n=1039)
Mean (SD) Mean (SD)
Age (years) 29.7 (5.9) 30.1 (5.1) 29.6 (6.1) 0.12
Child’s age (months) 22.2 (36.6) 21.6 (27.3) 22.4 (39.1) 0.68
Number of children 2.0 (1.1) 2.1 (1.2) 2.0 (1.1) 0.07
Age at first cannabis use (years) 16.6 (4.0) 17.2 (4.7) 16.5 (3.8) 0.01
Percent Percent
Timing of cannabis use 0.39
Pregnancy only 7.0 6.5 72
Breastfeeding only 18.0 20.5 17.2
Both pregnancy and breastfeeding 75.0 73.0 75.6
Frequency of cannabis use 0.31
Less than daily 49.6 525 48.7
Low daily (3 times per day) 32.8 327 329
High daily (4 times per day) 17.6 14.8 18.4
Cannabis is natural alternative to medications 98.7 98.1 98.8 0.33
Education 0.18
High school or less 21.1 17.4 222
Some college 53.2 555 525
Bachelor’s degree 25.7 27.1 253
Race/ethnicity 0.07
White non-Hispanic 743 78.9 729
Hispanic 8.7 6.2 9.5
BIPOC 16.9 14.9 17.6
Marital status 0.17
Married, partnered 61.8 63.8 61.1
Single, never married 22.9 19.2 24.1
Other 153 17.0 14.8
Alcohol use 43.7 42.9 44.0 0.73
Tobacco use 16.4 19.9 15.3 0.052

BIPOC: Black, Indigenous, and people of color.

*Continuous variable p-values are from t-tests, categorical variable p-values are from chi-squares; the bold p-value indicates statistical significance.

100%
90%
80% 23%
70%
20%
60%
50%
10,
40% 73%
10,
30% 55% 11%
20%
1000 25%
0%
Anxiety Depression PTSD
M Cannabis only Cannabis + Psychiatric Medication

Figure 2. Proportion of respondents (N = 1363) self-reporting
mental health symptoms and their use of cannabis alone or
cannabis with psychiatric medications. PTSD = posttraumatic
stress disorder.

medications versus 20% among those who did not (Chi-
square 16.0, p <0.001).

Based on composite PHQ-4 scores, 60.7% of the total
sample (n=725) were categorized as having no psycho-
logical distress, 26.6% (n=318) as having mild distress,
9.6% (n=114) as moderate, and 2.7% (n=36) as having
severe psychological distress (Figure 3). Regardless of
psychiatric medication use, the majority of respondents
fell within the categories of no psychological distress
or mild psychological distress. There was a statistically
significant difference in the distribution of psychological
distress (as categorized by PHQ-4; Chi-square 32.8,
p<0.001) between mothers who used cannabis with ver-
sus without psychiatric medications (Figure 3). Larger
proportions of the mothers taking psychiatric medications
had moderate or severe psychological distress. Among
those with moderate or severe distress, 44% (n=50) and
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Table 2. Psychiatric medications used by survey respondents.

Medication class

Medication name

Respondents reporting use (n)

(brand name)

Selective serotonin reuptake inhibitors Citalopram (Celexa) 28
Escitalopram (Lexapro) 29
Fluoxetine (Prozac) 33
Paroxetine (Paxil) 7
Sertraline (Zoloft) 135
Selective norepinephrine reuptake inhibitors Duloxetine (Cymbalta) 6
Venlafaxine (Effexor) 17
Norepinephrine/dopamine reuptake inhibitors Bupropion (Wellbutrin, Zyban) 18
Herbal over the counter St. John’s Wort 10
Tricyclic antidepressant Amitriptyline (Elavil) 5
Mood stabilizers Lamotrigine (Lamictal) 14
Lithium (Eskalith, Lithobid) 5
Valproic Acid (Depakote) -
Benzodiazepines Alprazolam (Xanax) 26
Clonazepam (Klonopin) 16
Diazepam (Valium) 5
Lorazepam (Ativan) 20

Midazolam (Versed) |

Nonbenzodiazepine anxiolytic
Second-generation antipsychotic

Buspirone (Buspar) 20
Aripiprazole (Abilify) 4

Clozapine (Clozaril) -
Cariprazine (Vraylar) -

Lurasidone (Latuda)
Olanzapine (Zyprexa)
Quetiapine (Seroquel)
Risperidone (Risperdal)
Other medication

NN NDND O

Other

R

Severe [y
\1.0%

Moderate 4.2%
Mild 19.0% 7.6%
None 48.2% 12.6%
0% 10% 20% 30% 40% 50% 60%
W Cannabis only Cannabis + Psychiatric Medications

Figure 3. Proportion of respondents who screened for
differing degrees of psychological distress (none, mild,
moderate, or severe) according to PHQ4 survey, and their
use of cannabis alone or cannabis with psychiatric medications.
Note: Distributions were tested for differences via Chi-square.
Chi-square 32.8, p <0.001.

36.1% (n=13), respectively, also used psychiatric medica-
tions. The missing data between those who did and did not
use psychiatric medications limits our ability to draw con-
clusions about these observed differences.

Discussion

Among a sample of pregnant and breastfeeding women
who used cannabis to address a mental health concern,
only a quarter used a psychiatric medication. Mirroring
these findings are those from the general population where
mental illness is often not treated with medications or left
untreated. According to the National Alliance on Mental
Illness, 1 in 5 US adults experience some type of mental
illness.?’ Yet, only 46% of those affected received treat-
ment in 2020.%7 In the United States, 19% (48 million peo-
ple) have anxiety, 8% (21 million people) have depression,
and 3.6% (9 million people) suffer from both of these con-
ditions in a given year.”’ Prevalence among perinatal indi-
viduals is similar, with 1 in 5 women experiencing mental
health problems like depression, anxiety, PTSD, or obses-
sive-compulsive disorder.?® The numbers rise considerably
if women experience violence or are from a high-risk
group.”’ Byatt et al.>* reported that 75% of women with
mental health problems do not receive treatment. This is
consistent with our findings.

The high proportion of reported mental distress is par-
ticularly concerning because of the increased risks to both
mother and infant after perinatal women screen positive
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for depression and/or anxiety.>! However, only 22% of
women who screen positive for depression actually follow
through with the referral >3 In our study, only 25% of the
pregnant and breastfeeding women who used cannabis to
treat depression or anxiety also used a psychiatric medica-
tion. This meant that either mothers were untreated, they
used non-pharmacologic treatment (such as psychother-
apy), or they self-medicated with cannabis.

For women taking medications, stopping during preg-
nancy is risky. Womersley et al.* concluded that women
who discontinued their antidepressants while pregnant
were three times more likely to struggle with a subsequent
episode of depression compared to those who continued
their treatment throughout their pregnancy. Untreated
depression during pregnancy is associated with increased
risk of preeclampsia, preterm birth, low birth weight, inad-
equate diet, and failure to seek prenatal care.'® Furthermore,
untreated mental illness has also been associated with
increased risk of fetal harm due to increased use of sub-
stances like caffeine, tobacco, alcohol, and recreational
drugs. The effects of untreated mental illness can be so
devastating that a 20% increase in suicide attempts has
been noted among adolescent mothers. %1833

Major medical organizations provide little direction
regarding the pharmacological treatment of mental health
disorders, with statements supporting psychopharmacol-
ogy for “some pregnant patients” or upon an individual-
ized consideration of risks and benefits.* This lack of
concrete direction may contribute to physician uncertainty
about recommending pharmacologic options when offer-
ing interventions for mental illnesses perinatally.*>

A 2012 study of postpartum depression found that
women were more likely to be prescribed medication
treatment (with or without counseling) if their medical
practice received specialized training.>® A 2022 review on
the knowledge, attitudes, and decision-making process of
patients and providers regarding antidepressant use during
pregnancy found that while physicians were confident in
these skills, many overestimated the teratogenic risk, and
between 20% and 74% avoided starting an antidepressant
during pregnancy.’® Furthermore, between 24% and 47%
would recommend discontinuing antidepressant use once
pregnant.>> Clearly, there is a wide range of opinions
among physicians regarding this topic. Ultimately, such
variations in practices based on provider beliefs, comfort
levels, and a lack of guidance of high-quality recommen-
dations leave many women untreated for depression.**

All mothers in our sample reported using cannabis to
address mental health concerns, yet less than a quarter
screened positive for anxiety or depression, and 88%
were classified as having mild or no psychological distress
in the composite PHQ-4. Although substantial differen-
tially missing data for PHQ-4 limits our ability to draw
conclusions about psychological distress between those
who did and did not use psychiatric medications, the rate

of self-reported symptoms (100% of the sample) is higher
than it appeared on the PHQ-4. This mismatch between
PHQ-4 results and self-report can be easily explained.
First, the PHQ-4 asks about symptoms in the past 2 weeks.
The questions about health issues that mothers treated with
cannabis could have occurred at any time. That number, by
definition, will be higher than a scale that focuses only on
current symptoms. Second, this mismatch may result from
the way that the word “depression” is used by laypeople to
describe feeling down or sad, and “anxiety” may be used
to describe stress rather than pathological depression or
anxiety which have clearly defined criteria according to
the DSM-5.373% Third, their treatments (pharmaceutical,
cannabis, or other) may have been effective, meaning that
they were not depressed or anxious when they completed
the survey.

Regarding the low rate of use of medications, many
mothers and providers fear the effects of psychiatric medi-
cation on the fetus or infant, or they are concerned about
pressure to take these medications.*> Womersley et al.*?
found that only 33% of women thought it was acceptable
to use SSRI medications during pregnancy. Colaceci
et al.* found that attitudes about psychiatric medications
among breastfeeding mothers fell into one of the three cat-
egories: to discontinue breastfeeding to take their medica-
tion, to “endure the pain,” or to use natural products that
they believe are safer than prescribed pharmacologic
agents.*” In a qualitative study, many women described
choosing to use cannabis over acetaminophen or psychiat-
ric medications, in an effort to avoid “chemicals” or side
effects from a medication.’

In contrast, some pregnant or lactating women perceive
cannabis as a natural alternative to medications.>*’ This
perception was prevalent in our sample and could help
explain why the majority of respondents were not taking
psychiatric medications despite reporting mental health
concerns. Chang et al.’ found that many mothers were
aware of the risks and, thus, avoided smoking tobacco dur-
ing their pregnancy, even though it is natural; conversely,
they continued cannabis use, reporting limited knowledge
or no knowledge of the potential risks.” Women in their
study believed that cannabis “elevates your mood” while
psychiatric medications “suppress your mood” and that the
“chemicals [in antidepressant medications] mess with
you.”® Similarly, a Swedish study by Kvillemo et al.*!
reported that individuals who used cannabis used it to
reduce anxiety, associated its use with a “calm and cozy”
effect, and believed public health information about its
harms were not credible.*! In our study, some respondents
also used other natural medications such as St. John’s Wort
(n=10). St. John’s wort is a flowering plant that is native
to Europe and Asia (Hypericum perforatum), and is the
most widely prescribed antidepressant in the world.*?

Many societal stressors may contribute to the development
or worsening of mental illness perinatally. Risk factors for
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peripartum depression include lack of social support,
financial stress, food insecurity, poor physical health,
stressful life events, and intimate partner violence.**
While we may advocate for and aim to address improve-
ments in economic, health, and societal equity, such situa-
tions are often inadequately addressed, and pregnant and
postpartum individuals experience substantial challenges.
If such hardships cause mental distress or illness to the
point of self-medicating with cannabis, a conversation
about risks and benefits of medications versus cannabis
use is warranted.

Healthcare providers should inquire about and address
maternal use of cannabis to self-treat mental illness as
evidence suggests that it may exacerbate symptoms.*
Our findings showed that half of the mothers used canna-
bis daily, with 32.8% using cannabis up to three times
daily and 17.6% using cannabis four or more times daily.
The National Academies of Sciences, Engineering, and
Medicine (NASEM) report that frequent cannabis use,
especially with high doses, may cause feelings of anxiety
and paranoia.*’ Furthermore, heavy cannabis use is associ-
ated with an increased risk of the development of depres-
sive disorders as well as thoughts of suicide, suicide
attempts, and death by suicide.?’

Cannabis use can cause neuropsychological impair-
ment, particularly when used during adolescence. Its use
can decrease motivation, and heavy use is associated with
apathy, and a reduced ability to concentrate, follow rou-
tines, or successfully master new content.*® Notably, these
symptoms are similar to those of depression, so it may be
difficult to distinguish the symptoms of cannabis use from
those of depression. Cannabis use is also associated with
cognitive impairment, which may put both the mother and
child at risk. Beyond depression, cannabis use is consid-
ered a preventable risk factor for psychosis.*” The age of
onset of psychosis appears to be correlated with the age of
onset of cannabis use.*®

The effect of in utero exposure to cannabis on the cog-
nitive development of the offspring remains unclear as
methodological challenges of studies to date limit the con-
clusions which can be drawn.>*? Importantly, a lack of
clear data in humans does not equate to a lack of risk.
Animal studies, which tend to use higher doses than would
be consumed by humans, have demonstrated that prenatal
exposure to cannabis increases the excitability of the dopa-
mine neurons in the offspring which may lead to enhanced
impulsivity, hyperactivity, loss of sustained attention, and
increased sensitivity to drugs of abuse.>® It is unclear how
such findings relate to humans.>*

Some mothers, including in the present study, report
using cannabis while pregnant to address anxiety.
Unfortunately, some research reports higher anxiety
among children exposed to cannabis prenatally. Rompala
et al.® reported greater anxiety, aggression, and hyperac-
tivity levels in young children exposed to cannabis, as well

as alterations in gene expression which may suggest pos-
sible mechanisms for these phenotypic differences.’>
These findings suggest the potential for long-term neuro-
developmental impacts on the next generation, effects that
are not widely known by the public.*®

On average, individuals in our sample used cannabis
for the first time around the age of 16. This is very similar
to the average age of first cannabis use in females across
the United States which is 16.3 (SD 3.2).%7 This age may
be important because many parts of the brain are still
developing during this time and into early adulthood.’®
Research suggests that when comparing the amygdala size
of 16- to 18-year-old females, the amygdala volume of
those who used cannabis was larger than that of those who
did not use cannabis.’®*® This finding is associated with
more self-reported depression and anxiety.’® Similarly,
cannabis use can impact the development of the prefrontal
cortex, an area of the brain which has been implicated with
major depression.’¢0

Cannabis—drug interactions have been established
in vitro that involve cytochrome P450 (CYP) enzymes,
including CYP1A2 and CYP3A4.%' Based on these data,
several drug interactions may exist between cannabis and
the medications that our study respondents reported using.
Cannabis is a substrate of CYP3A4, and St. John’s Wort,
which was used by 10 survey respondents, is a CYP3A4
inducer. The induction of this enzyme may decrease
the serum concentration of cannabis, thereby reducing the
effects of cannabis in individuals. Cannabis is also a
CYP1A2 inducer and may decrease the serum concentra-
tion of CYP1A2 substrates, such as duloxetine, clozapine,
and olanzapine, potentially decreasing the therapeutic
effects of these medications. Though in vivo data on these
drug interactions are limited, cannabis smoking cessation
is among the implications of two cases of intoxication with
CYP1A2 substrates (clozapine and olanzapine).>% The
subsistence of adverse reactions from cannabis—drug inter-
actions remain unknown, and merit future study.

Although the differences in psychiatric medication
use by race/ethnicity in our sample did not reach signifi-
cance, our sample may not have been large enough to
capture possible differences. An analysis of the National
Ambulatory Medical Care Survey (NAMCS, 2006-2010)
and the National Hospital Ambulatory Medical Care
Survey (NHAMCS) demonstrated marked differences in
rates of provider-reported maternal depression diagnoses
by race during prenatal visits.** They found that non-
Hispanic White women were more likely to be diagnosed
with depression than non-White women (5.7% vs 2.9%)).
Furthermore, among those with a depression diagnosis,
non-Hispanic White women were over three times more
likely to report antidepressant use during pregnancy com-
pared to non-White women (adjusted odds ratio [aOR] 3.3,
95% CI 2.1, 5.3).% As there are clear influences of race
and ethnicity on antidepressant use during pregnancy, the
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inclusion of cannabis into the discussion also merits fur-
ther investigation.

Strengths/limitations

A strength of this study is that, to our knowledge, it is the
first study to examine psychiatric medication use among
pregnant and breastfeeding women who used cannabis. In
addition, even after applying exclusions to the sample, a
substantially large number (>1000 respondents) remained
for analysis. Finally, the use of a validated screening tool
for psychiatric distress allowed us to examine whether
medication use was related to degree of distress.

This study has several limitations. First, the data were
self-reported and subject to recall bias; notably, there was
a large range in age of the youngest child, thus substan-
tial time had lapsed for some participants since preg-
nancy or breastfeeding. Second, the survey did not ask
about medication prescriptions or compliance, only use.
Misclassification bias may be present for respondents
who were prescribed medications but opted not to take
them, particularly in the context of demographic analy-
sis such as race and ethnicity. In addition, because this
study was a cross-sectional online study, it may have
been subject to selection bias because we recruited largely
from a group of mothers using cannabis who may not be
representative of the population. Most of the respondents
of the survey identified as White, so the data are not rep-
resentative of all mothers who use cannabis to treat a
mental health condition. However, the demographics of
our sample are consistent with those of the Centers for
Disease Control and Prevention in their PRAMS data,
which also found higher use among White mothers with
low income.® Our data, and those of the CDC, may also
reflect minority women'’s reluctance to report cannabis use
in surveys due to fear of possible consequences, such as
child removal, and distrust in institutions. Finally, due to
the descriptive nature of this study and a dearth of availa-
ble literature about cannabis and psychiatric medication
use among perinatal women, a priori power calculations
were not performed. Future studies may use these data
from our descriptive research to power a study to more
thoroughly examine differences among perinatal women
who use cannabis to address mental health concerns.

Conclusion

Of 1363 respondents who used cannabis to address
perceived mental health concerns, more than 75% of
these respondents did not use prescription psychiatric
medications. The low rate of prescribed psychopharma-
cotherapy could suggest that patients are undiagnosed
and untreated, or that these women may have opted to
use nonpharmacologic methods, such as psychotherapy,

exercise, acupuncture, or support groups.®® All of these
methods effectively treat even major depression in peri-
natal women.

As for medications, prescribers are often reluctant to
treat pregnant and postpartum women with psychiatric
medications because of possible effects on the fetus or
infant. This hesitation about pharmacotherapy may create
a barrier to care so mothers use cannabis as their primary
psychiatric drug. Simultaneously, women who use canna-
bis during the perinatal period usually believe it is a safe
and effective alternative to traditional medicine, reflecting
a lack of accurate information and knowledge among peri-
natal women. Focused education should be a high priority
for mothers who use cannabis to address mental distress;
an emphasis should be placed on the increased risk of
anxiety and poorer mental health of children exposed to
cannabis during development.

Coordination of care between obstetricians/gynecolo-
gists and mental health professionals will be key to
addressing appropriate screening and treatment of mental
illness among pregnant and breastfeeding women. Building
trust between the mother and provider is crucial to foster
open conversations about cannabis use. Rapport-building
is especially necessary because women who use cannabis
while pregnant or breastfeeding may perceive it as safe.
Future studies should identify the best strategies to educate
mothers on the risks of cannabis use during the perinatal
period and improve the identification of mental health con-
cerns and guidance for health professionals to address
mental health concerns among perinatal women.
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