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Abstract 

Background: Perinatal cannabis use is increasing, and clinician counselling is an important aspect 
of reducing the potential harm of cannabis use during pregnancy and lactation. To understand 
current counselling practices, we conducted a systematic review and integrative mixed-methods 
synthesis to determine “how do perinatal clinicians respond to pregnant and lactating patients 
who use cannabis?”
Methods: We searched 6 databases up until 2021-05-31. Eligible studies described the attitudes, 
perceptions, or beliefs of perinatal clinician about cannabis use during pregnancy or lactation. 
Eligible clinicians were those whose practice particularly focusses on pregnant and postpartum 
patients. The search was not limited by study design, geography, or year. We used a convergent 
integrative analysis method to extract relevant findings for inductive analysis.
Results: Thirteen studies were included; describing perspectives of 1,366 clinicians in 4 countries. 
We found no unified approach to screening and counselling. Clinicians often cited insufficient 
evidence around the effects of perinatal cannabis use and lacked confidence in counselling about 
use. At times, this meant clinicians did not address cannabis use with patients. Most counselled for 
cessation and there was little recognition of the varied reasons that patients might use cannabis, 
and an over-reliance on counselling focussed on the legal implications of use.
Conclusion: Current approaches to responding to cannabis use might result in inadequate 
counselling. Counselling may be improved through increased education and training, which would 
facilitate conversations to mitigate the potential harm of perinatal cannabis use while recognizing 
the benefits patients perceive.

Family Practice, 2022, 504–514
https://doi.org/10.1093/fampra/cmab146

Advance Access publication 16 November 2021

https://orcid.org/0000-0002-2994-6292
https://orcid.org/0000-0002-2623-8952
https://orcid.org/0000-0003-4909-5808
https://orcid.org/0000-0003-0293-6294
https://orcid.org/0000-0003-4860-384X
https://orcid.org/0000-0002-4461-2178
https://orcid.org/0000-0003-1499-4854
https://orcid.org/0000-0002-9963-7313
https://orcid.org/0000-0003-2675-3222
https://orcid.org/0000-0002-7347-6259
mailto:meredith.vanstone@mcmaster.ca?subject=


Lay Summary

Cannabis use during pregnancy and breastfeeding is common and understanding current physician 
counselling approaches is important to identify gaps and to make suggestions for practice. We 
conducted a systematic review of the literature to understand how physicians respond to pregnant 
or breastfeeding patients who use cannabis. We found 13 eligible articles in our review and our 
analysis showed that there was no common approach to screening and counselling patients. 
Physicians often described needing more training and education to support their confidence. 
Additionally, physicians often did not address the various medical reasons for which patients 
might use cannabis during pregnancy and breastfeeding. We suggest that counselling approaches 
may be improved through increased education and training. This could facilitate conversations to 
help mitigate the potential harm of cannabis use while recognizing the benefits patients perceive 
and thus establish strong patient–physician relationships.
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Introduction

Cannabis use has increased over time in many populations, particu-
larly when recreational cannabis is legalized or decriminalized.1–3 
Cannabis use among pregnant and lactating people has shown a 
corresponding increase.4–6 Rates of cannabis use during pregnancy 
reported in current literature vary greatly (2%–36%)5,6 and actual 
use is often under-reported or under-detected.7 Cannabis use among 
lactating people is likely higher, as individuals who stopped during 
pregnancy may reinitiate postpartum.8,9

Addressing cannabis use during pregnancy and lactation is a 
complex counselling issue for perinatal clinicians, or health care 
providers whose clinical practice focusses on care for pregnant 
and/or postpartum patients. These clinicians may struggle with dis-
cussing risk and safety when evidence about the harm of cannabis 
use during pregnancy is equivocal, and in some instances, contra-
dictory.10–13 Some studies show a decrease in birth weight with can-
nabis use,12,14,15 while others report no association.10,11 There is some 
association between substance use (cannabis and other illicit drugs) 
and pregnancy loss, but the impact of cannabis remains unclear.11 
There are also inconsistencies as to whether cannabis use poses a 
risk for preterm delivery,11,12,15–17 or an increased risk of neonatal in-
tensive care unit admission.11,12,16 Some studies of cognitive function 
suggest that prenatal exposure to cannabis may result in problems 
with executive functioning, emotion, and behaviour in early child-
hood17,18 but this evidence base also has limitations.19 Literature on 
the potential for harm from cannabis exposure during lactation is 
also conflicting, with some studies reporting decreased infant motor 
development while others report no effect.10,20,21

While it may be reasonable to follow the precautionary principle 
and counsel cessation for recreational users, there is evidence that 
pregnant and lactating people are using cannabis for a wide variety 
of therapeutic reasons.4,22–27 When a pregnant or lactating patient 
is using cannabis to provide relief from preexisting conditions (e.g. 
chronic pain, mental illness, sleep quality, and seizure control4,22–26), 

pregnancy-related symptoms (e.g. vomiting, nausea, pain, and fa-
tigue24,25,28) or to decrease use of more harmful substances,29 the 
counselling encounter becomes more complex. When cannabis is 
being used for these reasons, clinicians may wish to help patients 
take a harm reduction approach,10 but with cannabis there is no 
clinical evidence to support risk mitigation through type, timing, or 
dose.30

A trusting, supportive relationship between patients and clin-
icians is an essential foundation for ensuring high quality perinatal 
care.31 Counselling about cannabis should seek to build the patient–
clinician relationship through the provision of information and 
nonjudgemental support. To inform clinicians in their counselling 
approach, it is important to understand the current range of clinician 
responses to cannabis use, what influences these responses, and any 
potential gaps. We therefore conducted a systematic review to deter-
mine “how do perinatal clinicians respond to pregnant and lactating 
patients who use cannabis?”

Methods

We conducted a mixed-methods systematic review using a conver-
gent integrated approach to synthesis and integration,32 following 
the Joanna Briggs Institute guidance.32,33 This review was conducted 
according to the PRISMA guidelines34 in conjunction with a separate 
review on the perspectives of pregnant and lactating people about 
cannabis use and is registered with PROSPERO (CRD42020180038).

Screening and sources
An initial search of published literature was conducted by a med-
ical librarian on 1 April 2020, using the following databases: 
MEDLINE (via Ovid), APA PsycINFO (via Ovid), Cumulative Index 
to Nursing and Allied Health Literature (CINAHL, via EBSCOhost), 
Social Science Citation Index (SSCI, via Web of Science) Social 
Work Abstracts (via EBSCOhost), ProQuest Sociology Collection 

Key Messages

• Rates of cannabis use during pregnancy and lactation continue to increase.
• We conducted a systematic review to determine current counselling approaches.
• There was no unified counselling approach due lacking knowledge and confidence.
• Counselling may be improved with more training to support harm reduction.
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(including Sociological Abstracts). The final search update was com-
pleted on 31 May 2021. Grey literature searching was limited to 
academic theses and conducted within the ProQuest Dissertation 
Abstracts database.

The search strategy (Supplementary Material 1) consisted of 
both controlled vocabulary (e.g. Medical Subject Headings) and 
keywords, and was peer reviewed using PRESS (Peer Review of 
Electronic Search Strategies) guidelines. The search was limited 
to English language publications; however, no date limits, no geo-
graphic limits, and no study design filters were applied. A  hand 
search of relevant journals was also conducted. See Supplementary 
Material 2 for eligibility criteria.

Two reviewers (of JP, ST, and AP) independently screened each 
citation to determine eligibility. When it was impossible to reach 
consensus on inclusion or exclusion via the title and abstract, full 
text articles were reviewed. Disagreements between reviewers were 
resolved through discussion with the senior author (MV) until con-
sensus was reached.

After identifying eligible articles, we engaged in citation chaining, 
searching the reference lists of included articles as well as those who 

cited our included articles. After determining our final list of in-
cluded articles, we engaged 2 topic experts to review the list and to 
suggest additional publications which we may have missed. See Fig. 
1 for PRISMA diagram.

Critical appraisal
We critically appraised included articles using the Mixed Methods 
Appraisal Tool (MMAT).35 The MMAT was designed to appraise 
studies with diverse designs and is validated and reliability tested.35,36 
Articles were appraised independently by 2 reviewers (JP, MV, ED, 
and a research assistant) who rated each aspect of the study as “yes,” 
“no,” or “can’t tell.” Disagreements were resolved through discus-
sion (results in Table 1). All eligible studies were included, as long as 
they presented data in evidence of their conclusions.35

Data extraction and collation
We obtained study characteristics and results relevant to the research 
question from each included study and extracted this descriptive 
data into a standardized electronic form. There are a variety of ana-
lytic approaches used in integrative reviews of studies.50,51 We used 

Records identified from*:
PsycInfo (n = 957)
OvidMedLine (n = 1843)
CINAHL (n = 1055)
SSCI (n = 1078)
SocialWork Abstracts(n=251)
ProQuest Sociology (n=326)
Handsearching (n=3)

Records removed before 
screening:

Duplicate records removed 
(n =2418)

Records screened
(n = 3095)

Records excluded**

Not empirical (n=298)
Not about cannabis (n=348)
Not about pregnancy or lactation 
(n=320)
Not available in English (n=1)
Not primary data (n=560)
Not published (n=6)
Not about attitudes, opinions, 
experiences, or beliefs (n=1535)
Not about health care providers 
(n=14)

Reports assessed for eligibility
(n = 13)

Studies included in review
(n =13)

Identification of studies via databases and registers
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Fig. 1. PRISMA flow diagram of systematic review of perinatal clinicians’ responses to pregnant and lactating patients who use cannabis.
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Sandelowski’s method of “qualitizing data,” 51 which consists of 
identifying and extracting findings and subsequently rewriting each 
finding into a declarative statement that can stand alone. These de-
clarative statements were constructed in a way such that the findings 
were integrated with study information that was determined to be 
most relevant to characterizing those findings. Statements were com-
posed by 1 reviewer and independently verified by a second, with 
disagreements resolved through discussion, and consultation with a 
third reviewer where necessary.

Data analysis
The results from all included studies were analyzed using the con-
vergent integrated approach in Hong’s typology.32 The data from 
the “qualitized” declarative statements were treated as qualitative 
data and analysed via a staged comparative coding strategy similar 
to that in Grounded Theory.52 This analytic approach involves the 
comparison of research findings across studies, categories, and ana-
lysts including the identification of negative or discrepant findings. 
Analytic comparisons included attention to the drug of focus (can-
nabis only or general substance use), whether the patient population 
was pregnant, lactating or both, clinicians’ professional designations, 
time of publication, and jurisdictional legality of cannabis. Analysis 
was led by JP, MV, AP, and ST. Analytic interpretations were negoti-
ated during regular meetings with the whole research team.

Results

We searched 6 databases and screened 3,095 records (see PRISMA 
diagram in Fig. 1). Thirteen eligible papers were included in this re-
view (Table 2). As recommended for MMAT quality appraisal, ra-
ther than provide a global judgment of quality, the ratings for each 
criterion are provided in Table 1 for the purposes of evaluating the 
strength of the conclusions of this synthesis.35

These studies represent the perspectives of 1,366 health care 
clinicians, mainly general practitioners/family physicians and ob-
stetrician–gynaecologists (Table 3). Included studies were conducted 
in the United States,37,38,41–46,48,49 as well as France,40 Australia,39 
and  South Africa.47 At the time of study data collection or publi-
cation, recreational cannabis was only legal in 2 jurisdictions in 
the United States (Colorado and Washington).38,48 Medical can-
nabis  was  legal in Australia39 and in 6 jurisdictions within the 

United  States.37,38,42,43,48 State-level cannabis legality is complicated 
by ongoing federal criminalization. The legal status of cannabis was 
unspecified for 3 studies41,46,49 where data collection occurred across 
multiple unidentified US jurisdictions (see Table 2). Cannabis was 
full illegal in South Africa47 and France.40 No study specified whether 
cannabis use was for medical or recreational purposes—although 
1 study did mention considerations around providing patients with 
medical cannabis authorizations.48 Five studies were conducted with 
a qualitative methodology, 4 with quantitative and 3 with mixed 
methods (Table 2 and Supplementary Material 3). Eight studies fo-
cussed on cannabis or substance use in pregnancy, 2 focussed on 
lactation, and 3 focussed on both (Table 2). Nine studies specifically 
discussed cannabis, while the remaining 4 described cannabis as one 
of multiple substances of interest.39,41,43,47 Our analysis, depicted in 
Fig. 2, describes current evidence on how perinatal clinicians were 
observed or self-reported becoming aware that their pregnant and 
lactating patients were using cannabis, and how they responded to 
this awareness.

Awareness of cannabis use
Clinicians became aware of or screened for, patient cannabis use in a 
variety of ways that included previsit questionnaires,38,46 structured 
or informal discussions between the patient and clinician (where the 
clinician asked about use or the patient disclosed use),38,40,44,46 and 
biochemical screening as part of routine blood testing.46 When asking 
patients about their consumption of substances, some American clin-
icians described needing to ask directly about cannabis use, as pa-
tients did not always include it when talking about general substance 
use.44 Clinicians reasoned this may be because patients do not view 
cannabis as similarly harmful to other drugs.44 French clinicians did 
not always attempt to identify specific substances pregnant patients 
were consuming, considering all illicit drug use to be equivalently 
harmful.40

Clinicians in multiple studies expressed a lack of confidence 
about how to respond after becoming aware a patient was using 
cannabis.38,40,43,45 A  lack of research evidence and knowledge 
about perinatal cannabis use also made it a challenge to fit can-
nabis into standard assessment or counselling procedures.43 This 
lack of knowledge and confidence often contributed to clinician 
avoidance of screening for or asking about cannabis use38,40 and 
some clinicians waited for patients to spontaneously disclose their 

Table 1. Critical appraisal results—quality evaluation of included studies using the Mixed Methods Appraisal Tool (2018 version).

Qualitative Quantitative descriptive Mixed methods

1.1 1.2 1.3 1.4 1.5 2.1 2.2 2.3 2.4 2.5 3.1 3.2 3.3 3.4 3.5

Bergeria37      Y C Y Y N      
Brooks38      Y N Y C Y      
Geraghty39 Y Y Y Y Y Y N Y C Y Y Y Y Y C
Gérardin40      Y Y N Y Y      
Gotham41 Y Y Y N N           
Gray42 Y Y Y Y Y C Y Y Y N Y Y Y Y C
Herzig43 Y Y Y Y Y           
Holland44 Y Y Y Y Y           
Holland45      C N Y Y Y      
Northrup46      Y Y Y N Y      
Petersen Williams47 Y Y Y Y Y           
Salisbury48 Y Y Y N N           
Young-Wolff49 Y Y Y Y Y Y C Y N Y N C Y Y C

Y = yes; N = No; C = Can’t Tell. Detailed descriptions of each criterion are published elsewhere.
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use.45 This finding was different in studies where cannabis was 
considered alongside other substances; clinicians were more likely 
to express comfort and confidence identifying and counselling 
pregnant patients about general substance use than cannabis use 
specifically.41,43,47

Response to cannabis use
Comparative analysis identified common factors that influenced 
clinicians’ responses to patient cannabis use—including counselling 
approaches.

Understanding of risks and benefits
Perceptions that cannabis posed a risk to fetal health were cited as 
influencing clinicians’ decisions to counsel about ceasing cannabis 
use. Specific risks mentioned by clinicians were the impacts of tetra-
hydrocannabinol (THC) (a component of cannabis) on cognitive 
development,37,38,48 the addictive potential of cannabis,48 and the 
potential negative impact of cannabis on a patient’s parenting abil-
ities.37,48 In several of the included studies, clinicians described can-
nabis use as unsafe but did not describe specific risks.40,42,44,46,49

The 2 studies that focussed only on cannabis use during lactation 
noted that clinicians weighed the benefits of breastfeeding against 
the risks of cannabis use when considering how to counsel.37,48 One 
article discussed clinician hesitancy in providing medical author-
ization of cannabis for lactating patients who desired relief from 
migraines, seizures, chronic pain, or chemotherapy.48 Benefits of can-
nabis use were seldom mentioned in other studies. One study men-
tioned the use of cannabis for relief of pregnancy-associated nausea, 
but beyond this mention there was no discussion of potential thera-
peutic reasons for which patients may wish to use cannabis during 
pregnancy or lactation.43

Confidence in knowledge and skills
In some studies, clinicians expressed a lack of knowledge about 
the risks of cannabis use during pregnancy and lactation.40,43,44,48 
This lack of knowledge contributed to reluctance counselling 
about anything beyond the legal risks of cannabis use.44 In con-
trast, clinicians who felt more informed about the evidence that 
exists about the risks of cannabis use during pregnancy were more 
likely to screen for use and engage in discussions with their pa-
tients and make additional referrals for consultation.40 This link 
between knowledge and comfort counselling was made explicit by 
clinicians in 1 study who emphasized the need for more education 
and resources to increase their comfort in counselling.38 Clinicians 
based their knowledge and recommendations on information from 
colleagues,40 textbooks, and professional college policy statements 
or personal experiences.37 They expressed a desire for additional 
information about the health risks of cannabis38 and strategies for 
counselling patients.40

Professional designation
Professional designation affected the way that clinicians responded 
to the issue of cannabis use in pregnancy, and a number of studies 
offered comparative insights into interprofessional variation on 
counselling and consultation. In France, compared with gynaecol-
ogists and general practitioners, midwives and obstetricians see a 
higher volume of pregnant patients and so encounter more pregnant 
patients using cannabis. This additional clinical exposure resulted in 
midwives and obstetricians describing more difficulties in supporting 
these patients, but also feeling more informed than colleagues with L
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less clinical exposure.40 This finding of clinical exposure increasing 
both comfort and identification was echoed with different groups of 
providers in the United States.45 One study from Washington found 
that most family physicians, breastfeeding medicine specialists, and 
some paediatricians were less likely to authorize medical cannabis to 
a breastfeeding mother than obstetricians and midwives.48 It is diffi-
cult to draw conclusive comparisons given the differences in national 
and clinical context, but this evidence suggests that clinicians who 
specialize in perinatal care and have higher levels of clinical exposure 
to pregnant and lactating patients who use cannabis are more likely 
to address cannabis use during pregnancy and breastfeeding than 
generalist clinicians.

Cannabis considered alone or as one of a number of substances
Studies which included cannabis as one of multiple substances de-
scribed clinicians as more likely to encourage cessation than studies 
that addressed clinician responses to cannabis only. Clinicians in 
1 US state expressed that with the limited time they have during 
a patient’s first perinatal appointment, they do not prioritize dis-
cussing cannabis but will focus on other substances.44 Patients who 
disclosed using both cannabis and tobacco often only received to-
bacco counselling from clinicians,45 and counselling about cannabis 
smoking was notably tied with tobacco smoking in 1 study.46

Studies which included cannabis as one of multiple sub-
stances used in pregnancy were more likely to offer suggestions for 

Table 3. Type and number of participants.

Type of participants N

Family Planning Cliniciansa 34
OB-GYN (including obstetricians, gynaecologists, faculty OB-GYN, OB-GYN resident) 219
Midwives 95
Nurses (including RN, RPN, nurse midwife, nurses with a Bachelor of Nursing, mental health nurse) 126
Physicians (not otherwise specified) 13
Paediatrician 4
Lactation Specialists (breastfeeding medicine specialists and lactation consultants) 36
HIV counsellor 8
Physician Assistant 5
General Practitioners/Family Physicians 623
Public health/WIC personnel 11
Nutritionist 5
Psychiatrists/Psychologists 63
Other (medical assistants, dietitians/nutrition counsellors, counsellors, social workers, reception staff, La Leche League affiliate, unknown) 145
 1,387

aIn Bergeria,37 participants were able to identify more than 1 title so total is larger than that reported in Table 2.

Fig. 2. Depiction of how clinician awareness of patient perinatal cannabis use can impact response type.

510 Family Practice, 2022, Vol. 39, No. 3



improvements to current systems to better address substance use. 
Comparatively, studies which considered cannabis alone focussed 
more on clinician experiences, describing clinician perceptions of a 
lack of knowledge, training and, consequently, lower confidence in 
counselling.

Counselling approaches
With respect to counselling specifically for cannabis use, most 
studies described clinicians focussing on encouraging cessation of 
cannabis use during pregnancy or lactation—with the implication 
or direct statement that use was harmful.37,38,40,42,44–46,48,49 In most of 
these studies, however, there were clinicians who chose to respond 
in other ways,37,40,44,48,49 did not respond at all when patients dis-
closed use,45 or expressed uncertainty about how to respond to 
cannabis use.40,43,44 When cannabis was studied alongside other sub-
stances, there was a clearer focus on counselling to encourage ces-
sation of substance use39,41,43,47 than when cannabis was considered 
alone.37,38,40,42,44–46,48,49

When clinicians counselled with the goal of encouraging preg-
nant and lactating patients to cease cannabis use,42,44–46,48,49 they 
most frequently reported or were observed doing so by sharing the 
medical risks of use.40,45 Two studies noted that in these counsel-
ling sessions many clinicians used a “punitive counselling style” 45—
threatening involvement of child protective services,44,45 which study 
authors identified as the only leverage clinicians felt they had to mo-
tivate cessation, given their limited knowledge about medical risks 
of perinatal use.

Other clinicians took an empathetic or encouraging approach 
to counselling when trying to get pregnant patients to stop using 
cannabis.42,45,49 Some described making case-by-case decisions on 
their approaches to counselling their lactating patients—considering 
the individuality of the patient’s situation48 such as lifestyle factors, 
the severity of cannabis use, and parenting situation.37,48 While the 
studies addressing responses to “substance use” more generally iden-
tified a common approach or consensus about how to respond to 
disclosures about substance use,41,43,47 the studies examining can-
nabis only did not identify a consensus or preference for how to 
respond to awareness of cannabis use.37,38,40,42,44–46,48,49

Discussion

This review highlights the relationship between clinician comfort re-
garding counselling about cannabis use during pregnancy or lactation 
and clinicians’ likelihood of eliciting and responding to information 
about cannabis use. Across multiple jurisdictions and professional 
designations, there were no standardized approaches for screening 
for cannabis use. Clinicians acknowledged the underdevelopment 
of the clinical evidence about the potential harms of perinatal can-
nabis use, and strategies to mitigate those risks. Accordingly, some 
clinicians adopted a variety of screening methods and counselling 
approaches based on past experience and advice from their profes-
sional networks or colleagues. Therefore, we suspect that newer, less 
experienced, and less connected clinicians may encounter more chal-
lenges when attempting to determine how to screen for and address 
cannabis use. While these studies indicate the need for more clinician 
education, they also point to a greater need for clear research evi-
dence to inform that education and the resulting clinical strategies.

Also noteworthy was a lack of discussion about the reasons why 
pregnant and lactating people might use cannabis, perhaps related 
to the grouping of cannabis with other substances that do not have 

known therapeutic benefits.53,54 Medical authorization and coun-
selling about medical cannabis was not mentioned in most papers, 
and was described as an area of confusion for clinicians.30 Given 
that many pregnant and lactating people consume cannabis to treat 
specific conditions and symptoms including some related to preg-
nancy,55 this is an important area to address with patients in order to 
provide information, guidance, and support. Clinical practice guide-
lines in multiple jurisdictions are clear that there is no evidence of a 
safe level for cannabis consumption in pregnancy or lactation, and 
cessation is recommended.10,56–58 However, these statements do not 
provide adequate guidance to assist clinicians in nuanced counsel-
ling with patients who perceive therapeutic benefits from cannabis. 
Where pregnant or lactating people identify specific reasons for 
using cannabis, clinicians should seek to assist by identifying alter-
native solutions including acceptable substitutions.59 Patients who 
use cannabis therapeutically will also require guidance on when and 
how to restart their use after pregnancy or lactation ends.

We also found that counselling approaches varied considerably, 
with an over-reliance on what Holland et al. title a “punitive style” 45 
of counselling that emphasized the potential sociolegal consequences 
of cannabis use. Clinicians noted confusion about how to counsel 
about the issue, indicating the need for guidance. Recent litera-
ture on counselling for cannabis use during pregnancy and lacta-
tion suggests that a nonpunitive, harm reduction approach might be 
more suitable.10,53,60–62 A harm reduction approach typically entails 
strategies and perspectives directed at reducing the negative con-
sequences of substance use, while respecting the autonomy of the 
person using substances and the complexity of the phenomenon of 
substance use.63 Likely due to a focus on abstinence,64 there is not 
much research describing harm reduction approaches employed with 
pregnant or lactating patients. Past studies have focussed on harm 
reduction approaches for pregnant and postpartum persons using 
tobacco,65–67 cocaine,68 and methamphetamine.64 Adopting from the 
strategies employed in these studies, a harm reduction approach for 
managing cannabis use during pregnancy or lactation would include 
establishing perinatal care environments and interactions that are 
supportive, judgement-free, and conducive to open and honest con-
versations between clinicians and patients about cannabis use.64 The 
counselling foci should be to improve birth and neonatal outcomes; 
provide education to not only patients but all clinicians and staff in-
volved on how to counsel for cannabis use in a judgement-free way; 
provide educational resources to the community for those looking 
for more information on the potential impact of cannabis use during 
pregnancy and lactation; suggest alternative therapies for patients 
using cannabis therapeutically (for existing and pregnancy-related 
symptoms), and be involved in, or promote further research on the 
effects of cannabis to advance the current evidence base.64,67

Areas for future research
The results of this study point to the need for more clinical research 
on the risks of cannabis use during pregnancy and lactation, and 
strategies for mitigating those harms. In the domain of counselling, 
future research might include feasibility and pilot tests of cannabis 
harm reduction programmes and strategies for clinician behaviour 
change as they were suggested above. Clinical guidelines to in-
form patient-centred approaches on screening and counselling for 
cannabis use should be developed or modified to acknowledge the 
varied reasons that patients might be using cannabis during preg-
nancy or breastfeeding10 and the implications these reasons might 
have for cessation.

Clinician responses to cannabis use in pregnancy and lactation 511



Strengths and limitations
To our knowledge, this is the first systematic review to describe 
perinatal clinicians’ approaches to counselling for cannabis use. 
Our search approach was extensive—and including citation list 
searching and hand searching, resulted in 13 eligible studies. These 
studies were also a mix of studies focussed on pregnancy and those 
on lactation. This analysis is limited, however, by the fact that we 
only included studies published in English and only included pub-
lished empirical studies, potentially missing valuable research pub-
lished in other languages, nonempirical reports of experience and 
opinion, and important content in the grey literature. The literature 
retrieved comes primarily from industrialized, high-income countries 
and transferability to other clinical contexts may be limited.

Conclusion

This systematic review and synthesis of 13 studies described clinician 
responses to cannabis use by pregnant or lactating patients. Findings 
indicated that many clinicians felt uncertain about their knowledge 
and skills in addressing cannabis use with patients and this uncer-
tainty acted as a barrier to eliciting information about cannabis use. 
The lack of clear research evidence on safety, adequate substitutions, 
and strategies to mitigate harm by changing the timing, dose, type, or 
amount contributed to clinician discomfort in counselling. Amongst 
the included papers, there were no unified approaches to screening and 
counselling. Clinicians who did counsel focussed on encouraging can-
nabis cessation but there was little discussion of the varied reasons a 
patient might use cannabis during pregnancy or lactation. These find-
ings highlighted the opportunity for clinicians to change their coun-
selling to an approach that reduces the potential harm of cannabis use 
while ensuring that the other needs of the pregnant or lactating person 
are met and the patient–clinician relationship remains strong.
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