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Lactation and the Substance-Exposed
Mother-Infant Dyad
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ABSTRACT
Pregnant and postpartum women with substance use dis-
orders have very unique needs and can present challenges
to healthcare providers who are not familiar with how to
evaluate and respond properly to their necessities. One
such situation frequently arises when women with sub-
stance use disorders wish to breast-feed. There are many
benefits and challenges to this practice that are specific to
this population, and treating practitioners are often unclear
on how to address them. The purpose of this article is to
identify barriers to lactation in substance-exposed dyads
and to provide strategies to mitigate these barriers and for
promoting lactation in appropriate women with substance
use disorders who wish to breast-feed.
Key Words: breast-feeding, breast milk, lactation, maternal
drug dependency, substance-exposed infants, substance
use disorder

T
he growing problem of peripartum substance
use/misuse and its attendant effects on the
mother, infant, mother-infant dyad, healthcare

providers, and the healthcare system in the United
States today has reached epidemic proportions. Among
pregnant women of childbearing age, 5.4% were illicit
drug users in 2012-2013.1 Opioid dependency is a par-
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ticular concern as numbers and costs associated with
neonatal abstinence syndrome (NAS) due to maternal
opioid use have tripled in the last decade.2 Gestational
marijuana use is a concern, with as many as 11% to 20%
of pregnant women reporting recent use.3,4 Cannabis
potency has increased 4-fold in the last 30 years.5 Strate-
gies for improving care in this arena are optimally mul-
tipronged and include improved identification, educa-
tion, prevention, and treatment efforts for women of
childbearing age and improved identification and treat-
ment of the substance-exposed infant with NAS. Breast-
feeding, when it is appropriate, is one strategy that
may mitigate the expression of NAS and other neu-
robehavioral alterations related to in utero substance
exposure in affected infants. The purpose of this ar-
ticle is to identify barriers to lactation in substance-
exposed dyads, to provide strategies in mitigating these
barriers, and for promoting lactation in appropriate
women with substance use disorders who wish to
breast-feed.

It is well accepted that breast-feeding provides myr-
iad short-, medium-, and long-term medical and cog-
nitive benefits for children and medical and emotional
advantages for mothers.6 The substance-exposed dyad
in particular is likely to benefit from lactation and breast
milk when the mother is an appropriate candidate for
lactation. However, there are barriers that can prevent
lactation in this population.

BARRIERS TO BREAST-FEEDING IN THE
SUBSTANCE-EXPOSED DYAD
Barriers to the initiation of lactation in this group are
likely to also influence continued lactation. These bar-
riers are likely due to (1) the mother with a sub-
stance use disorder, (2) the infant with NAS or other
neurobehavioral alterations due to exposures to licit
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and illicit substances, and (3) the provider and the
environment.

The mother with a substance use disorder

A smooth process of breast-feeding requires a calm and
confident mother who is able to understand both inter-
nal mental and physical cues and infant cues. Deficits
in maternal self-awareness and self-regulatory abilities
among women with substance use disorders that may
impact the lactation process can be created by acute
and/or chronic use of drugs, psychiatric comorbidity,
trauma history, or a combination thereof.

Maternal factors related to addiction

Continued active gestational drug use or postpartum re-
lapse to substance use are not uncommon7 and must
be considered in all women with substance use dis-
orders who wish to breast-feed. The choice of breast-
feeding alone does not indicate a sufficiently healthy
lifestyle for the endorsement of lactation in all women
with substance use disorders.8 Women actively using
drugs can have substances of abuse/misuse and their
metabolites, plus adulterants (ie, added chemicals or
contaminants) found in some substances of abuse, in

breast milk. Some of these components can lead to in-
fant intoxication and death, as noted in Table 1.

The breast-fed infant, as compared with a formula-
fed infant, must necessarily be physically approximated
with the mother more often and more frequently needs
attention due a shorter feeding schedule. Therefore, the
breast-fed infant may be at greater risk by a mother who
is actively drug taking/seeking, living in a chaotic envi-
ronment, exposed to/engaged in violence, or involved
in crime or prostitution. Altered maternal responses
due to psychoactive substances can lead to physical
harm for the infant due to maternal somnolence dur-
ing breast-feeding, poor positioning on the breast, poor
judgment, and/or risk minimization. Women with sub-
stance use disorders on medication-assisted treatment
(MAT) with methadone or buprenorphine frequently
need downward adjustments in medication in the im-
mediate postpartum period and may have interim tran-
sient somnolence. It is not always easy to determine
the reason for increased sedation/tiredness in recently
postpartum women with substance use disorders. Se-
dation may be due to active use, the need for a de-
crease in MAT dosing, depression, sleep disorders sec-
ondary to a history of sexual abuse,9 or fatigue due
to the care of a demanding newborn. All, and any

Table 1. Substance of abuse: Breast milk concentrations and known infant effects

Substance
Concentration
in breast milk Infant symptoms

Infant intoxication/
death reported Other

Cocaine Variable; high
concentrations
possible44

Infant intoxication
reported45

Amphetamines M/P = 2.8-7.546 Irritability agitation47 Infant death
reported48

PCP High concentrations
(single case
report)49

Benzodiazepines Lethargy, poor weight
gain, apnea50

Infant death
reported51

Drug-drug interactions
possible

Used alone, may
present minimal
risk52

Alcohol Altered sleep wake
cycles53

Alters infant milk
intake55

Delayed infant
development54

Opioids Morphine:
M/P = 2.45

CNS depression56 Codeine: 1 infant
death (mother an
ultrarapid Cy2D6
metabolizer)57

Methadone: 1 infant
(maternal misuse in
a methadone-naive
pair)58

Abbreviations: CNS, central nervous system; PCP, phencyclidine; M/P, milk to maternal plasma ratio.
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combination of the aforementioned factors, must be
considered.

Neurochemical changes in the maternal brain related
to the chronic use of drugs and drug seeking may result
in poor interoception (the ability to read one’s own
internal cues), poor attention and emotional
regulation,10 increased impulsivity and risk taking,
which can particularly affect the breast-feeding pro-
cess. Breast-fed infants require more frequent feedings
and therefore exhibit more frequent cues that require
an attentive, self-regulated mother who is able to
accurately interpret the infant’s cues and to respond
in a contingent, sensitive way. For some women with
substance use disorders, parenting and infant cueing,
normally perceived as rewarding, are instead replaced
by a stressful neurophysiological response that can
portend maternal relapse.11 Women with substance use
disorders may have difficulty interpreting any infant
cue due to lack of parenting skills, poor internal repre-
sentation of the infant, and unrealistic developmental
ideals.

Substance-dependent people in general have low
tolerance for pain/discomfort or setbacks, making
breast-feeding a source of concern or fear (ie, breast-
feeding will hurt, the infant will reject my breast and
me) and therefore risky. Maternal misconceptions re-
garding the safety of MAT, hepatitis C infection, smok-
ing, and breast-feeding may derail the decision to
breast-feed in some mothers. While many providers
consider these factors compatible with breast-feeding,
many remain cautious, particularly when more than 1
of them coexists in the same woman.

Factors related to psychiatric comorbidity

Between one-half and two-thirds of women with
substance use disorders have 1 or more psychiatric
comorbidities.7,12–14 Anxiety and depression have been
related to poor initiation and early cessation of breast-
feeding.15,16 Psychiatric conditions and required med-
ications can further affect the choice to breast-feed.
While most medications that are prescribed for psy-
chiatric concerns are compatible with breast-feeding,
safety has not been established for all.17 Mothers who
require these medications may view them as poten-
tially harmful for the infant, particularly if they are tak-
ing other medications such as methadone or buprenor-
phine. Mothers with psychiatric conditions may stop
taking medications during lactation, putting them at risk
for increased symptoms that can affect not only the lac-
tation process but also maternal functioning and dyadic
interaction.

Often women with substance use disorders feel guilt
and anxiety after delivery, particularly if the infant dis-
plays NAS or symptoms of neurobehavioral dysregu-
lation related to exposures, which can compound ex-
isting or postpartum depression or anxiety disorders.
Anxiety is frequently heightened by interventions by
child protective services interventions, familial diffi-
culties, and the demands of substance abuse treat-
ment facilities. Many women with substance use dis-
orders struggle with emotional modulation and the ap-
propriate expression of unpleasant feelings. This can
lead to mistrustful relationships with the medical staff
and/or disruptive behavior when feelings of being mis-
understood or stigmatized by the medical care staff
arise.

Factors related to trauma exposure

Women with substance use disorders are at elevated
risk for trauma exposure Violence against women with
substance use disorders is so frequent that most peri-
natal healthcare providers will encounter concerns or
behaviors among pregnant women related to current
or past abuse during the lactation process. In a study
of 715 pregnant women in substance abuse treatment,
41% and 73% reported a history of sexual and physi-
cal abuse, respectively, and 7% and 20% of those re-
porting sexual and physical abuse during the current
pregnancy.18 Women who have experienced sexual vi-
olence are as likely or more likely to initiate breast-
feeding as the general population19,20 but may be more
likely to stop breast-feeding early.9 Many women be-
come aware of abuse or its emotional cost during preg-
nancy, during delivery, or in postpartum period, as
many sensations associated with childbirth and breast-
feeding may be emotion-provoking or produce symp-
toms of reexperiencing the trauma. Some situations that
produce flashbacks, intrusive thoughts, feelings of pow-
erlessness or panic attacks include being confined to a
bed/tethering via monitors/intravenous lines, examina-
tion of genitals or breasts, or seeing strangers in the
hospital room at night. Victims of sexual trauma may
view breasts as sexual objects and not appropriate for
contact with the infant. A red flag for identifying the
sexual abuse survivor may be the ability to only give
the infant pumped breast milk. Furthermore, this popu-
lation of women may develop hostile or uncomfortable
feelings toward the infant due to the infant’s physical
need for the maternal body.21 Poor self-confidence in
the ability to provide appropriate nutrition with the ma-
ternal body, which they may view as damaged or inad-
equate due to medical comorbidities, years of drug use,
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and/or exposure to abuse, may corrupt early choices to
breast-feed.21

Psychosocial factors

Psychosocial factors may also play a role in the decision
to breast-feed for women with substance use disorders.
Logistical concerns, such as the daily need to get to
a treatment facility for medication that may not allow
infants, may make breast-feeding challenging. A lack of
role models for successful lactation or available family
supports are not uncommon in this population. More
than 1 breast-feeding mother has been discouraged by
a significant other or relative who feels that the infant
will be harmed by the maternal taking of methadone or
buprenorphine or the fear that a maternal relapse will
harm the infant.

The substance-exposed infant

The infant’s symptoms related to substance exposure
can make the process of breast-feeding challenging. For
example, an infant with poor state control may have
difficulty achieving and sustaining a drowsy or quiet
alert state necessary for breast-feeding. Hypertonicity
or excessive movement of the extremities can make
physically positioning the infant on the breast for
latching on and feeding difficult. An infant with
suck/swallow incoordination may be unable to prop-
erly position the nipple in his or her mouth and lose
breast milk when sucking due to poor latching or poorly
coordinated suck/swallowing.

Substance-exposed infants may be unable to transmit
easily interpretable cues that can affect dyadic commu-
nication. As examples, poorly interpretable/interpreted
cues (ie, misinterpreting infant discomfort or irritability)
can lead to attempted feeds for pacification when an in-
fant is not hungry or an infant who receives an insensi-
tive response to a hunger cue (ie, the mother interprets
the infant crying as irritability and not hunger) and is al-
lowed to get to an insulated crying state in which the ca-
pacity for feeding is reduced or nonexistent. For infants
at risk for NAS, irritability and/or sleeplessness associ-
ated with hunger and a mother who misinterprets infant
cues or does not have adequate milk supply can lead
to initiation or escalation of pharmacotherapy when it
may be unwarranted.

The provider and the environment

There are challenges that face the provider who en-
counters women with substance use disorders who
wish to breast-feed. Frequently, the provider has lit-
tle or no information to be able to make a decision
to promote or disallow breast-feeding, such as drug

abuse/treatment histories or psychiatric comorbidities.
There often exists a problem with clear identification of
women with substance use disorders. Current research
demonstrates that maternal self-report of substance use
during pregnancy is markedly inaccurate.22 Providers
may lack clear guidelines regarding this topic and may
lack the training requisite to address the substance-
dependent and/or psychiatrically impaired mother to
be able to effectively treat the dyad. Lack of time to
adequately and confidentially assess and understand
women with substance use disorders in a busy nurs-
ery or postpartum setting can lead to a skewed un-
derstanding of the maternal history and functioning.
Formula provided as the default feeding as a “safer”
method of feeding the infant while these factors are
considered in the immediate postpartum period may
become the feeding method of choice if the mother is
a poor self-advocate, as many women with substance
use disorders are. Miscommunications and conflicting
advice provided to women with substance use disor-
ders are frequent and often arise from different knowl-
edge bases regarding addiction among various treating
professionals. Hesitancy on the part of treating profes-
sionals and perceived by women with substance use
disorders can reinforce self-doubt about breast-feeding
among women who lack self-confidence or are ambiva-
lent about breast-feeding.

MARIJUANA USE AND LACTATION
While other substances of abuse and lactation have
been discussed, albeit sparsely, in the literature, there
are many issues surrounding the use of marijuana
and lactation that make this topic particularly confus-
ing to providers. Marijuana use is becoming legal in
many states in the United States and is one of the
most commonly used drugs in pregnancy and during
lactation.23 As medical use and promarijuana advocacy
become more frequent in the United States, marijuana
use has increased among all groups including pregnant
women.24 Marijuana use and dependence have been
associated with a wide range of psychiatric disorders,25

and up to 50% of users report impaired control over
their use.26 This makes detection of a woman who
is marijuana using at or near term fraught with con-
cern for other factors that may affect the care of the
infant. Marijuana is considered by many to be a harm-
less recreational agent despite evidence that cannabis
exposure during periods of critical brain development
has the propensity to significantly adversely affect neu-
rodevelopmental and behavioral outcomes.27 There is
uncertainty about short- and long-term implications of
marijuana use during lactation.27 Providers are widely
divided on the decision to encourage versus disallow
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breast-feeding in this population and seek appropriate
responses to these questions as they arise in the face of
sparse and/or definitive research in this area.

The main compound in marijuana is delta9-
tetrahydrocannabinol (�9THC). It is the major cannabi-
noid in exhaled breath after smoking, where it is present
for up to 2 to 4 hours after smoking a single THC
cigarette.28 The potency of marijuana has increased 4
times in the last 30 years.5 In animal models, early ex-
posure to THC can recalibrate the sensitivity of the re-
ward system to other drugs.29 Passive exposures should
be considered in marijuana-using mothers, as the in-
fant can potentially be exposed to a large dose. THC
can be concentrated in breast milk at up to 8 times
plasma in daily users, is secreted into breast milk, and
absorbed and metabolized by the infant.30 Marijuana
exposure via breast milk has been associated with no
developmental effects31 and conversely delayed mo-
tor development at 1 year.32 Infant effects of sedation,
growth delay,33 low tone, and poor sucking34 have been
described.

It is difficult for providers to differentiate a
“casual/light” versus a “chronic/heavy” or otherwise
impaired user of marijuana in the postpartum period.
Maternal self-report of substance use in the immedi-
ate postpartum period is notoriously unreliable due to
multiple social and legal pressures for women to deny
substance use. Urine tests for cannabis can stay pos-
itive for weeks after last use in heavy users, making
it impossible to differentiate new use from residual
excretion with commonly used screening tests.35 This
makes routine urine toxicology screening for marijuana,
which also fails to determine quantitative exposure, of
little value. The long urine half-life makes pumping and
dumping problematic for the establishment of lactation.
It is unlikely that women who have used marijuana near
term can establish lactation with a prolonged period of
discarding pumped breast milk until urine toxicology
returns THC-negative findings.

It is unknown if women with positive urine toxi-
cology screens at the time of delivery are more likely
to be heavy or chronic users of marijuana. How-
ever, if one considers that substance use in the gen-
eral population of pregnant women declines over the
course of gestation for marijuana,36 it would stand to
reason that women who are using marijuana in the
third trimester are more likely to be users who may
have impaired control over their use. Furthermore,
marijuana remains a category I controlled drug and
an illicit substance despite individual state laws, and
there are many universal guidelines that do not per-
mit breast-feeding in women using illicit substances
(ie, http://www.guidelines.gov/content.aspx?id=15262;
SAMHSA TIP 43). Guidelines, such as those published

by the American Academy of Pediatrics,37 which find
THC use and breast-feeding contraindicated, are used
by judges and in legal decision making, which can place
a marijuana-using lactating woman and a recommend-
ing provider at legal risk. It is necessary to consider that
it may represent a missed opportunity to assist a newly
postpartum woman with finding acceptable treatment
of a substance use or psychiatric disorder, to provide
intensive postnatal services to at risk dyads, or to detect
an infant at risk for harm by minimizing marijuana use
detected at the time of delivery.

STRATEGIES TO BREAK THE BARRIERS
TO LACTATION
Given the multiple concerns that are evident in this
population, it is clear that there are risks to lacta-
tion that exist in women with substance use disor-
ders that can outweigh even large benefits of breast
milk and breast-feeding. It therefore becomes the task
of the provider faced with the substance-dependent
woman who wishes to breast-feed to determine the
correct population (where benefit outweighs risk) ver-
sus the entire population (where, in some dyads, risk
outweighs benefit) for endorsement of lactation. This
decision weighs on the thoughtful and comprehen-
sive evaluation of the mother, the infant, the dyad,
and conditions and attitudes within the healthcare
environment.

Evaluation of the mother

Careful evaluation of the woman with a substance use
disorder who wishes to breast-feed is a crucial first
step. This includes evaluation for human immunode-
ficiency virus infection, active substance use, and any
other medical conditions or medications that might be
used in the postpartum period that are contraindicated
in lactating women. Further risks to sobriety in absti-
nent women with substance use disorders, if present,
must be defined. Breast-feeding should not be viewed
as a method to promote abstinence in women who
are not stable in their recovery from substance use
or who are only able to maintain sobriety in inpatient
settings. The mother’s drug use and treatment history,
psychiatric status, violence/abuse history and plans for
medical and pediatric care, and family and community
supports must be explored in a nonjudgmental fash-
ion. Every woman who is in MAT (with methadone
or buprenorphine) has a treatment provider that has
developed an individualized treatment plan, and it is
appropriate to speak to these providers with maternal
written consent. Women with substance use disorders
who are identified as such in the perinatal period can be
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referred to an appropriate substance abuse treatment fa-
cility. Medication-assisted treatment is not a contraindi-
cation to breast-feeding in stable women. Since only
low concentrations of these medications are evident in
breast milk as noted in Table 2, it is not necessary to
wean infants off of breast milk from lactating women in
MAT.

Women with psychiatric comorbidities are more
likely to have enhanced difficulties in the postnatal
period; these can include intense guilt and/or lack of
maternal self-confidence, and increased symptoms of
depression or anxiety. These maternal feelings may
be exacerbated if the milk supply is perceived as
inadequate, if there is discomfort putting the infant to
breast, or if the infant is not calmed with nonpharma-
cologic techniques. Assistance from existing psychiatric
care providers, or assistance in finding an acceptable
provider, is appropriate. Similarly, symptoms related to
violence exposure may be greater in the perinatal pe-
riod or may be newly detected, as many women in this
circumstance view abuse as “normal.” Among women
who have been exposed to sexual violence, difficul-
ties in cleaning the genital area of the infant, particu-
larly female infants, may become apparent and should
prompt a thoughtful discussion of their history. Facil-
itation of a trusting relationship that allows disclosure
of a history of abuse and/or psychiatric symptoms is
key. Compassionate and nonjudgmental providers can
use open-ended questions in a private setting about
feelings and perceptions related to the breast-feeding
process.

Finally, even in some stable and abstinent drug-
dependent women, pressures that may be related to
breast-feeding in the postpartum period can threaten
emotional stability and sobriety. For example, feelings

surrounding lactation in a sexual abuse survivor, or ma-
ternal anxiety triggered by trying to breast-feed an in-
fant with NAS, might trigger drug cravings or elopement
from substance abuse treatment in some women. While
breast milk does provide many significant benefits, the
mother’s sobriety and adherence to substance abuse
treatment are likely to be of greater long-term benefit
for both aspects of the dyad. It is sometimes necessary
to suggest to the mother pumping and feeding the in-
fant breast milk using a bottle or to switch to formula
when that is a more appropriate choice.

Evaluation of the substance-exposed infant

As with the mother, careful evaluation of the substance-
exposed infant is an important feature in the consid-
eration of lactation in the substance-exposed dyad. It
is imperative that the neonatal medical status, medica-
tions, and neurobehavioral display related to NAS be
fully evaluated and understood. Assessment of mani-
festations of difficulties in sensory modulation, as well
as triggers for dysregulation, is necessary for each
substance-exposed newborn due to the frequent mani-
festation of hyper- or hyposensory responsivity among
this population of infants.38,39 For effective latching and
feeding, infants must sense and react properly to a vari-
ety of tactile, kinesthetic, and proprioceptive, olfactory,
visual, and auditory inputs at the same time that they
must coordinate sucking, swallowing, and breathing.
One or several of these functions may be compromised
in this population of infants. If an infant of a woman
with a substance use disorder fails to latch on or feed,
the underlying cause of the infant’s distress and inability
to latch or suck/swallow effectively at the breast should
be identified and the services of a knowledgeable

Table 2. Maternal opioid addiction treatment agents and lactation

Medication
Concentration
in breast milk

Infant dose
(calculated) Other

Methadone 21.0-612.0 ng/mL59,60 0.004-0.0152 mg/d59 M/P ≈ 0.4059,60

0.038 mg/kg/d60 Concentration in infant
plasma is low: 2.2-
8.1 ng/mL59

Buprenorphine 0.83-8.27 ng/mL61 0.12-1.24 μg/kg/d 0.26 μg/kg/d
Buprenorphine is poorly

bioavailable if taken
orally

Naltrexone (single
case report)

1.7 ng/mL62 0.26 μg/kg/d M/P = 1.9

Buprenorphine-
Naltrexone

No data No data In a case series of
n = 3, no adverse
effects reported63

Abbreviation: M/P, milk to maternal plasma ratio.

Copyright © 2015 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.

282 www.jpnnjournal.com October/December 2015



lactation consultant and/or occupational therapist may
be necessary.

Factors that may cause sensory dysregulation during
breast-feeding can include environmental (ie, tactile,
auditory, visual) or internal (ie, gas, bowel movements)
stimuli. Other factors may be related to inappropriate
environmental (ie, overstimulating) or communication/
handling (ie, misinterpretation of cues, rough or
insensitive handling). For successful breast-feeding,
evaluation of the environment prior to time for an
infant feeding is necessary to ensure that there are no
triggers for neurobehavioral dysregulation in the infant,
such as maternal discomfort or apprehension, room
temperature, or dysregulating stimuli. Oral sensitivities
can interfere with latching and can be addressed by
gradually introducing the nipple with small amounts
of breast milk while monitoring the infant for signs
of overstimulation. Infants who are overstimulated by
visual stimuli might feed better in darkened rooms
without looking at the mother’s face; those with
auditory sensitivities might feed better in a quiet room.
Tactile sensitivities may be exacerbated by blankets
that are too rough or too fluffy, monitor wires or
security devices, or pressure on excoriated skin, all
of which can be detected by careful observation of
the infant and his or her responses and avoided when
present.

The ability of the infant to modulate and control be-
havioral states is necessary for successful lactation. The
expression of NAS is state dependent, and frequently
infants with NAS have difficulty with state control, or
the orderly progression through behavioral states from
quiet sleep to crying.40 Since breast-feeding must occur
in a drowsy, quiet awake, or mildly irritable state,
assisting the fragile infant with progression from a
sleep state onto the breast can improve breast-feeding
success. Instituting a feeding prior to the escalation to
an irritable or insulated crying state can help in these
infants. If the infant is receiving medication for NAS,
it is necessary to understand of the control of arousal
state in the infant in relation to feeding to determine
the best time to give the medication (before, during,
or after feeding). Some infants who receive medication
before feeding are unable to maintain an alert state
for the duration of feeding. Other newborns who are
irritable and disorganized do best if medication is given
before feeding so that they are able to be calm and to
latch and suck/swallow. Still other newborns who exist
in between these 2 extremes may feed best if given
medication during a feed, although lactation needs to
be interrupted to medicate the infant.

One frequently encountered and often difficult to
resolve problem is the breast-fed infant who is being
medicated for NAS and the effect of feeding schedules

on scoring and medication. Breast-fed infants may feed
more frequently and sleep for shorter periods of time
than formula-fed infants. These factors may represent
normal physiology and not necessarily NAS pathology.
Instead, the scoring tool being used to evaluate the in-
fant can be adapted to individual breast-feeding sched-
ules, perhaps by eliminating the sleeping items. Med-
ication for NAS may need to be delivered in smaller
amounts at more frequent intervals to coincide with in-
fant feeds.

Muscle tone problems may affect the infant’s abil-
ity to function effectively at the breast. Positioning the
infant on the breast must include strategies to reduce
hypertonic posturing when it is present, including con-
tainment holding/swaddling and a flexed infant pos-
ture. This can be combined with hand holding in front
of the body (ie, without one infant arm around the
mother’s side, which can predispose to arched postur-
ing and promote hypertonicity) or containment of the
lower extremities if tremors are present. Head thrash-
ing can be addressed by containment holding of the
infant’s head and gentle pressure to the occiput if tol-
erated. Careful attention to the positioning of the infant
tongue during latching is necessary, as many infants
with NAS can hold the tongue on top or to the side of
the nipple.

As important as it is to understand the infant and
the mother, it is equally necessary to understand the
dyad and their communication, such as the substance-
affected infant’s capacity to transmit interpretable cues
(ie, indicating hunger, overstimulation, the need for
position change) and the maternal interpretation and
ability to provide a sensitive response to those cues.
Nonpharmacologic care for the dyad,38 which is the
standard of care for all women with substance use dis-
orders and their infants, is applied beginning at birth,

Figure 1. Weighing the benefits and risks of lactation for
the substance-exposed dyad.
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Table 3. Published breast-feeding guidelines

Academy of Breastfeeding Medicine: http://www.bfmed.org/Media/Files/Protocols/Protocol%2021%20English.pdf64

World Health Organization: http://www.who.int/substance abuse/publications/pregnancy guidelines/en65

American Academy of Pediatrics: http://pediatrics.aappublications.org/content/129/3/e827.full37

American College of Obstetricians and Gynecologists: http://www.acog.org/Resources-And-Publications/Committee-
Opinions/Committee-on-Health-Care-for-Underserved-Women/Opioid-Abuse-Dependence-and-Addiction-in-
Pregnancy66

Centers for Disease Control and Prevention: http://www.cdc.gov/breastfeeding/disease/index.htm67

or ideally during pregnancy in the form of education
for the mother. Assisting mothers with understanding
the infant’s communication patterns and providing sen-
sitive responses to cues can promote and sustain breast-
feeding in appropriate dyads.

The healthcare provider(s) and the environment

Providers treating women with substance use disorders
must carefully assess the risks/benefits associated with
lactation (see Figure 1) and consider the infant’s func-
tioning (stable vs dysregulated), the substance(s) of ex-
posure (toxic vs nontoxic), and the mother (stable vs
unstable).

There are several published guidelines (see Table 3)
for lactation in women with substance use disorders,
and in general, they do not promote breast-feeding
among women actively using illicit or misusing licit sub-
stances, such as benzodiazepines or clonidine.

Understanding addiction as a chronic and relapsing
disease that can produce neural changes that can af-
fect the way mothers view the infant is a necessary
first step for providers. Understanding the neonatal ca-
pacities and providing interventions that support indi-
vidual signs of stress are equally as necessary.41 Sim-
ilarly, understanding and utilizing available resources,
including substance abuse treatment facilities that will
accept women (ie, are gender specific) and their in-
fants, psychiatric services, support groups, social ser-
vices support to assist with housing and legal issues,
and familial support systems, are important. Early pe-
diatric care that is identified by or to the mother prior
to hospital discharge is vital for questions regarding the
infant’s resolving symptoms of NAS and for continued
lactation. It is critical to address the mother in a non-
judgmental fashion, as the breast-feeding process can
be easily undone by overtly or covertly pejorative atti-
tudes and statements, particularly by the nursing staff42

who do not intend harm. An example is referring to the
substance-exposed infant in misinterpretable terms (ie,
“If your baby was a normal baby we would not have
to keep him for observation,” or referring to substance-
exposed infants as “addicted newborns”). Similarly, the
provision of formula as a default feeding, or because the

direct care staff is more comfortable with this option,
is inappropriate for these women who meet criteria for
breast-feeding and wish to do so.

The nursing staff may be most poised to play a valu-
able role in the treatment of postpartum women with
substance use disorders and their infants,43 particularly
during lactation. Communication between specialties
and other services involved in the dyad’s care can
optimize outcomes and minimize conflicting advice.
Communicating appropriately with the family while
protecting the mother’s confidentiality, particularly
around issues associated with MAT, can be difficult,
but familial supports can be beneficial to continued
breast-feeding. Providers must be prepared to act if the
mother returns to active drug use and offer formula
and options for substance abuse treatment in this case.
Finally, a nonbiased and consistent interdisciplinary ap-
proach and a supportive environment for both aspects
of the dyad during the hospital stay and beyond are
critical to breast-feeding success and overall well-being
of the dyad.
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