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Abstract

Background—Despite evidence of low transfer of methadone into breast milk and the potential
physical and psychological benefits that breastfeeding offers for methadone-exposed mothers and
infants, the rate of breastfeeding initiation in this population is about half that reported nationally.
This study describes the perceptions surrounding breastfeeding decisions and management among
pregnant and postpartum women taking methadone.

Methods—Seven pregnant women and four postpartum women enrolled in methadone
maintenance programs participated in semi-structured, audio-taped interviews and focus groups,
respectively, about their breastfeeding experiences. Transcripts were analyzed and coded using
qualitative content analysis.

Results—Three major content categories were indentified: (1) fears, barriers and misconceptions
about breastfeeding while taking methadone; (2) motivation and perceived benefits of
breastfeeding; and (3) sources of information, support, and anxiety about general breastfeeding
management and breastfeeding while taking methadone. Lack of support from the healthcare
community and misinformation about the dangers of combining breastfeeding and methadone
therapy represented significant, yet modifiable, barriers to breastfeeding success in methadone-
exposed women.

Conclusions—Interventions to increase the prevalence of breastfeeding among women taking
methadone should address identified logistical, educational, and psychological barriers and
consider inclusion of women themselves, partners, peers, and clinicians. In particular, clinicians
who care for methadone-exposed mothers and infants should be educated on therapeutic
communication, up-to-date breastfeeding contraindications, and the health benefits of
breastfeeding in this population.
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INTRODUCTION

Breastfeeding is globally recognized as the optimal method of infant feeding through the
first one to two years of life.1:2 Breastfeeding may have additional benefits for women
taking methadone and their infants, including decreased occurrence or severity of neonatal
abstinence syndrome (NAS)3-° and improvement of familial social functioning through
stress reduction, increased maternal confidence, and enhanced mother-infant bonding
associated with a positive breastfeeding experience.® It is plausible that breastfeeding may
also prolong the substance-free period in methadone-exposed women, owing to the known
risks of illicit drug transfer through breast milk. Thus, breastfeeding promotion could be one
cost-effective mechanism to improve the physical and psychological trajectory of
methadone exposed mother-infant dyads.

Prior to the mid-1990s, the American Academy of Pediatrics Policy Statement on the
transfer of drugs into human milk stated that methadone doses above 20 mg/day were a
contraindication to breastfeeding.” However, in their most recent policy statements in 2001
and 2013, methadone at any dose is no longer listed as a breastfeeding contraindication.82
Recent work has suggested that transfer of methadone through breast milk is small (1-3% of
the maternal weight-adjusted dose; equating to significantly less than the dose typically
given to infants to treat NAS)10 and remains relatively negligible even at higher maternal
doses.>11-13 Still, breastfeeding initiation among women in methadone treatment programs
(who are adherent to treatment and with no contraindications to breastfeeding) is low, with
reports ranging from ~24-46%,1415 compared to the national initiation rate of 77%.16

Women taking methadone may face additional barriers to successful breastfeeding over and
above that experienced in the general population. Suggested breastfeeding deterrents include
physiological effects of methadone on the infant, idiosyncratic cultural norms among
methadone-treated women, and practical and healthcare system barriers. Infants exposed to
methadone frequently exhibit hypertonicity, irritability, and disorganized sucking, which can
render breastfeeding a challenging experience. Women taking methadone may lack
breastfeeding role models within their familial and social networks and may have a lower
tolerance for breastfeeding setbacks and discomforts. Women with a history of substance
use also disproportionately experience physical and sexual abuse—potentially leading to
apprehension regarding skin-to-skin contact and breast exposure necessary for
breastfeeding. Within the healthcare system, clinician suspicion of polysubstance use or
misinformation about transfer of methadone through breast milk can lead to covert or overt
breastfeeding discouragement. Practically, required daily commutes to methadone programs
can interfere with early breastfeeding establishment.615 No published research to date has
explored the influence of these or other barriers on breastfeeding behavior. In this analysis,
we describe the experiences and perceptions impacting breastfeeding decisions among
pregnant and postpartum women taking methadone.

METHODS

Pregnant and postpartum women expressing an interest in breastfeeding their child were
invited to participate in a study about their breastfeeding experiences while taking
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methadone. Individual interviews were conducted between 2005-2006 with pregnant
participants in their second or third trimesters (n=7). These women were part of a larger
study on methadone pharmacokinetics and were recruited from an outpatient obstetrical
clinic at a large, urban teaching hospital. Interviews were conducted at a private location.

Four women in their first year postpartum participated in two small focus groups (2 women
per group) between 2008-2009. These women were recruited via advertisements at a local
drug treatment center for pregnant women and mothers, and groups were also held at the
treatment centers. Institutional Review Board approval was obtained from the University of
Pittsburgh to conduct the interviews and focus groups. Both pregnant and postpartum
participants signed written informed consent prior to any data collection.

Interviews and focus groups were 60—90 minutes in length and followed a semi-structured
interview guide (Table 1) developed by DB with input from experts in breastfeeding
medicine, drug addiction medicine, and qualitative methods. Scripts were intended to
capture factors influencing women’s decision-making about breastfeeding, obstacles
encountered with breastfeeding in the postpartum period, and suggestions for improving
postpartum breastfeeding support for mothers taking methadone. Focus groups were
conducted by an external qualitative researcher, and interviews were conducted by DB. DB
disclosed her clinical expertise in breastfeeding to participants prior to beginning the
interviews, but deferred addressing participant breastfeeding questions and concerns until
the end of the interview. All groups and interviews were audiotaped, transcribed verbatim,
and reviewed for accuracy.

Using qualitative content analysis, transcripts were coded line-by-line for content using
constant comparison by two authors (JRD and YK) independently. Individual coding was
then compared and organized into sub-categories and major categories by JRD based on the
consensual interpretations of both coders. Several interpretative differences at the sub-
category level (e.g., “guilt/atonement” as a motivating factor to breastfeed) were resolved
through review of original transcripts and discussion by JRD and DB. YK and DB reviewed
the final categorical grouping of codes and exemplars in separate consensus meetings with
JRD. ATLAS TI was used for coding and data management.

Background data were not collected on the four postpartum women participating in focus
groups. Pregnant women ranged in age from 18-45 years (m=27 years), five of the seven
were multiparous, and all self-reported race as Caucasian and non-Hispanic. None had
previously breastfed. Five reported currently smoking. Of five women with available chart
data, two were Hepatitis C positive, and methadone dosages ranged from 60-120 mg/day
(m=90 mg/day). All pregnant women intended to breastfeed, and all postpartum women
initiated breastfeeding during the postpartum hospitalization. Two postpartum women
stopped breastfeeding prior to their intended breastfeeding duration—one during her infant’s
postpartum hospitalization and one at appoximately three months postpartum.
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Three major content categories were indentified in the transcipts: (1) fears, barriers and
misconceptions about breastfeeding while taking methadone; (2) motivation and perceived
benefits of breastfeeding; and (3) sources of information, support and anxiety about general
breastfeeding management and breastfeeding while taking methadone.

Fears, barriers and misconceptions

This category encompassed anticipated or experienced negative influences on the decision to
initiate and continue breastfeeding, respectively. Among pregnant women, smoking was
erroneously viewed as a contraindication to breastfeeding; the possibility of pain,
disappointment if the infant were to reject the breast, lack of family support for
breastfeeding, and partners’ perceived tredpidation about transfer of methadone through
breast milk also made women hesitant to attempt breastfeeding.

“And | was watching this thing on TLC [The Learning Channel] and the mom got
real upset and kind of hurt because her baby wouldn’t latch to her...And she got
real, real upset. | don’t know. I’m just afraid that might happen to me. | know 1’d
be upset if my baby didn’t want my milk. It would just make me feel, | don’t know,
unwanted, | guess.”

“My husband doesn’t want me to breastfeed, because he worries about the
methadone in the breast milk. [The baby] is going to go through withdrawals and is
going to be addicted to my breast milk, as my husband would say...And I’m trying
to convince him. Like I try to make everything seem so much better than it is about
the breast milk. I don’t want him to see my fears...l won’t express that. | won’t let
him know anything like that, because | want be confident...you know, I’m going to
breastfeed and that’s it. Underneath I’m scared crapless.”

“My sister is like, “‘why would you want to breastfeed? There’s all these formulas.
The baby will be fine if you just give him a bottle. What about when you go back to
work?’...nobody’s actually on my side about the breastfeeding. Everybody’s kind
of like, “Why do you want to breastfeed?’ There’s a lot of negativity. They’re
probably like “Why?’, you know... 1t’s nice when | go to [name of drug treatment
program] and I have support of other women who are like, “Yeah, I’'m
breastfeeding’...But at home, it’s going to be uncomfortable at first, | guess, until
everyone gets used to the idea of me breastfeeding.”

Among both postpartum and pregnant women, barriers to breastfeeding included the
following: (1) worry about transfer of Hepatitis C through breast milk; (2) perceived or
anticipated lack of time to devote to breastfeeding due to other responsibilities and children;
(3) concern about having enough breast milk or “drying up”; (4) potential for or actual infant
latching problems (note that women did not attribute latching issues to NAS, but rather as a
common issue faced by breastfeeding women in general); and (5) apprehension that the
infant might “OD” (overdose) or become “high” on methadone transferred through breast
milk.

“l don’t want her to be all high or nothing, you know, because | am on a high dose
[of methadone].”
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“But | also in the back of my head, | keep thinking about it because no one has ever
told me—[I’ve] heard of lot of stories of babies OD’ing on methadone. I never [seen
it], so I don’t know. But it still sticks in the back of my head. | don’t know why.”

“l guess the hepatitis was a main reason [for my uncertainty about breastfeeding].
Because | definitely didn’t want my baby to get that. My stupid mistakes going
over to them.”

Motivation and perceived benefits

Pregnant and postpartum women’s motivation to breastfeed included general benefits to her
and her child’s health, the potential for enhanced bonding, and convenience.

“l knew that [breastfeeding] was beneficial. It would be beneficial to me as far as
faster recovery. You know, it’s healthy for me, healthy for the baby...”

“I hope it works, because people have told me the antibodies from me will help the
baby, and the nutrients are more in breast milk than in formula.”

“Well, | think that breastfeeding, you don’t have to deal with bottles. | mean unless
you pump and you work. It’s way better. | mean you don’t have to sit there and
clean the bottles. Less time there. So | really just think overall breastfeeding is way
better than bottle-feeding.

Women also breastfed or planned to breastfeed as atonement for early pregnancy
ambivalence or as a means to assuage guilt and mitigate infant discomfort associated with
withdrawal symptoms. Women believed that withdrawal could be lessened through the
“nutrients” in breast milk, the “closeness” inherent in at-breast feeds, or the small amount of
methadone transferred though breast milk.

“At first, because of my situation —I was on drugs, so | kind of didn’t have a feeling
about being pregnant....And | felt bad because | didn’t have that connection right
off with him. And | just feel he needs the extra love and everything...And he’s
going to go through so much because of me. And I’m going to give him everything
that I can give him—no matter what, to try to make him feel comfortable and adapt
into the world.”

“Even though it’s like the baby won’t be getting my whole dose, at least she’ll get
some to where it will calm her down. And basically that’s what | want. | don’t want
her to suffer because of my addiction.”

“l was talking to this one girl and she said don’t let anyone else hold the baby the
first couple of weeks, especially methadone babies. Because her baby left the
[hospital] the day after she [was discharged from the] hospital, and she was the
only one that held the baby the first couple of days...[the baby] felt more secure
with her mom. She said letting everyone hold [the baby], it’s kind of like -- her
withdrawal symptoms probably would have been worse. | don’t know if that’s true
or not, but that’s what I’m going to do. And with breastfeeding, he’ll have to be
with me a lot.”
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“| think the nutrition and -- | don’t know, like the closeness with the mother and the
baby. I think that will help him a lot [with withdrawal symptoms].”

“You know, even with my oldest son, | never really gave [breastfeeding] a chance.
I let him try it one time, and | didn’t like it so it never happened again. But | mean
right now I’m trying to do what’s best for my baby, because if my breast milk will
help her from her withdrawals, then that’s what I’m going to do.”

Sources of information, support and anxiety

This category comprised the individuals and entities women viewed as conduits of
knowledge or opinions about general breastfeeding management or breastfeeding in the
context of methadone exposure. Women’s own mothers were generally seen as purveyors of
experiential breastfeeding knowledge and support, while partners were cited alternately as
sources of support or anxiety about the decision to breastfeed. Some women displayed
ambivalence toward breastfeeding, owing to their desire to include fathers in the bonding or
parental responsibilities associated with infant feedings.

“You know, and | would feel bad if [my partner] wanted to take part in feeding the
baby and here | am breastfeeding. | could always pump, you know.”

Friends were viewed as helpful regarding general breastfeeding management tips, although
methadone use and its possible effects on breastfeeding were not specifically disclosed or
discussed. Peers in drug treatment programs offered a sense of comaraderie about
breastfeeding while taking methadone, but they also amplified women’s anxieties about
their infants becoming “addicted to” or high from methadone in breast milk.

“I told my friends | was breastfeeding, but they didn’t know about the methadone,
because | don’t want them knowing. | was asking them like their opinion -- or not
opinion, but like helpful hints, tips to help her latch on and stuff like that.”

“I like going to [name of drug treatment program]. It makes me feel comfortable
seeing other women in the same kind of situation. All of us have different stories. It
feels kind of good to know, you know what | mean, I’m not the only one out there
that’s pregnant and on methadone and it feels good to be able to talk about the
breastfeeding with other people who have the same kind of ifs and buts like I do.
And | don’t have to worry about are they going to be like, ‘oh you’re crazy for
taking [methadone while breastfeeding], you know.” ”

“I’m in the [name of drug treatment] program. It’s all pregnant women and women
who just delivered and so forth, so we kind of like feed off each other. Get
information off of each other. Like if one has asked their doctor questions, [they
share the information]...which some of them misconstrue things because when I re-
ask the question, they’re like, ‘No, that’s not true.” Like one of the women told me
that you have to wean the baby off of breast milk because of the methadone in the
breast milk. You can’t just stop giving them breast milk. And | was worried about
that. Is he going to go through withdrawal off my breast milk because I’'m on
methadone? ... And there’s a lot of women [in the program] who their baby didn’t
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have no withdrawal symptoms. You know, they were home in seven days. | think
that’s great. I’m so scared that my baby’s going to be opposite.”

Within the healthcare community, women obtained information and misinformation about
breastfeeding while taking methadone through WIC counselors and internet resources.
Prenatal providers rarely addressed breastfeeding and were perceived to “not know much”
about breastfeeding. Pediatricians, however, were seen as a trusted resource for
breastfeeding information. Nurses in drug treatment and transitional infant care programs
were thought to be knowledgeable and helpful with breastfeeding, but postpartum women
were outspoken about the lack of of breastfeeding support from hospital-based nurses.
Women described these nurses as undermining their breastfeeding efforts, not taking the
time to help with breastfeeding, not being interested in breastfeeding, or unknowledgeable
about breastfeeding among women and infants exposed to methadone.

“The nurses in the NICU got [my baby] up to the point where she was screaming
and then [a nurse] would say, ‘Okay, try and breastfeed her the first time.” And she
was so excited that [my baby] couldn’t even latch on. And [the nurse] did that
purposely so that she would give her formula. She wouldn’t let me change her
diaper. She wouldn’t let me hold her. She wouldn’t let me do anything. And
whenever | finally said | want to breastfeed her, [the nurse] just to show me, she
just said ‘Okay, take [your breast] out,” and she just put the baby’s head there and
that was it. She walked out of the room.”

“And | don’t think a lot of those nurses are used to having women on methadone
come in, and so they thought | was a bad mother and they wanted to give her
formula...l was pumping constantly so that they wouldn’t have to give her formula,
but the first 2 or 3 days | wasn’t getting a lot so they’d have to supplement her.”

“l had a couple [nurses] when | pumped my milk and | wasn’t [present] at the
hospital...they would not look at my paper [indicating feeding preference] and they
would just give the baby formula. And they would be like, ‘Oh, I forgot.” *

DISCUSSION

Despite the AAP’s statement that methadone is not a contraindication to breastfeeding, the
potential benefits of breastfeeding for methadone-exposed dyads, and study participants’
intentions to breastfeed, our results indicate that women taking methadone face opposition,
stigma, misinformation, and logistical barriers that impact their decision to initiate
breastfeeding and persevere through early challenges. While some of the identified obstacles
are not unique to women taking methadone (e.g., lack of family support, inadequate
lactation education and assistance, apprehension about breastfeeding time
commitments),17-20 participants in our study often experienced these issues more acutely
and faced more cumulative breastfeeding barriers compared to women in the general
population. Among these, lack of support from the healthcare community and
misinformation about the dangers of combining breastfeeding and methadone therapy
represent significant, yet modifiable, barriers to breastfeeding success.
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It is important that obstetric and pediatric healthcare providers understand current guidelines
for breastfeeding amongst methadone-exposed women and offer these women non-
discriminatory and supportive counsel regarding common breastfeeding barriers and
concerns they may face. For example, clinicians should seek to preemptively negate
erroneous beliefs that Hepatitis C, smoking, and methadone use are contraindications to
breastfeeding. Ways to include family members and partners in this education should also be
considered, as these individuals’ opinions were often added sources of anxiety for women.

It should be stressed that Hepatitis C is a blood-borne pathogen with no documented cases of
transmission via breast milk, and caution need only be exercised if a mother develops an
open lesion on her breast.2! While pregnant and postpartum women should be counseled in
ways to reduce or quit smoking due to the association of tobacco with decreased breast milk
volume and adverse fetal and neonatal outcomes (e.g., sudden infant death syndrome), they
should also understand that the potential health benefits of breastfeeding likely outweigh the
risks of tobacco products passing into breast milk.%:22 Clinicians should also seek to dispel
women’s fears that infants can “OD” on methadone—emphasizing the proportionately small
transfer of methadone through milk,1 the poor correlation between maternal methadone
dose and severity of NAS symptoms,®11-13.23-25 and the mechanisms through which
breastfeeding can potentially protect against NAS development (e.g., skin-to-skin contact;
small transfer of methadone through breast milk).26-28 It is equally imperative that clinicians
communicate to women the infant health risks of unprotected sex (and HIV contraction),
alcohol use, and illicit drugs while breastfeeding, as these substances pass readily into breast
milk.%:21

Despite the potential for NAS symptomatology to complicate or discourage breastfeeding
(e.g., problems with latching/suck, positioning at breast),6 we did not find this to be the case
in our study. Rather, these issues were viewed as normal breastfeeding issues, which could
be dealt with through supplementation with formula or breast milk via bottle; breastfeeding
was largely viewed as a mechanism to provide comfort to the infant through the withdrawal
process. While these findings are encouraging, formula supplementation and exclusive,
long-term “pumping” can compromise milk production through insufficient removal of milk
from the breast. Among women whose infants develop NAS, referral to a lactation
consultant to assist in achieving at-breast feeds may be prudent.

Similar to childbearing women within the general population, participants identified peers as
influential in their breastfeeding decisions. Breastfeeding peer support programs have been
demonstrated to increase rates of breastfeeding initiation, duration, and exclusivity,2%-31 and
they may be particularly beneficial for women sharing unique breastfeeding concerns, such
those taking methadone. While peer breastfeeding support can take many forms, including
one-to-one assistance, group meetings, or telephone-based support, the most effective
programs include some level of breastfeeding training and oversight by healthcare
professionals, support that is provided as soon after birth as possible, and peer assistants
who are of the same sociocultural background as the mothers they are counseling.32 As one
potential mechanism to improve breastfeeding rates in methadone-exposed women, future
research or quality improvement programs might consider the feasibility and effectiveness
of peer-based lactation support in the context of community methadone treatment programs
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and/or facilities caring for infants exhibiting NAS symptoms (e.g., NICUs, special care/
transitional nurseries).

Limitations of this study include the small convenience sample of women and recruitment
from a single geographical area, which limits generalizability of findings. In addition, we
interviewed pregnant and postpartum women at only a single time-point; lack of prospective
data introduces the possibility of recall bias. All participants also expressed an interest in
breastfeeding; women taking methadone who intend to formula feed or who are less
committed to breastfeeding may have differing breastfeeding concerns and be less engaged
in the health care system. Breastfeeding promotion efforts for this group would thus require
alternate approaches. Finally, we did not survey clinicians about their interactions with
methadone-exposed mother-infant dyads; their experiences and opinions may offer
additional insight into feasible interventions in the prenatal and postpartum settings.

Findings from this study contribute to our knowledge base surrounding the barriers,
preferred and available sources of information and support, and motivating factors
influencing breastfeeding in pregnant and postpartum women taking methadone compared
to women in the larger population. This may provide a starting point for the design of future
interventions seeking to improve breastfeeding initiation and continuation among
methadone-exposed mother-infant dyads.
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