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When the grass isn’t greener: a case series of young
children with accidental marijuana ingestion

Derek Murray, MD*; Joshua Olson, MD†; Ana Sofia Lopez, MSc, MD‡

ABSTRACT

Marijuana is the most commonly used illicit drug in Canada, with 10%
of the general population admitting to its use in the past year. This high
prevalence increases risk of accidental ingestion in young children.

We report four pediatric cases of accidental marijuana ingestion
who presented to our local emergency department with altered
mental status. Three patients had extensive testing, including one
patient who underwent lumbar puncture and empirical treatment for
meningitis. To our knowledge, this is the first Canadian case series
since McNabb et al., published over 2 decades ago.

The case series aims to highlight the importance of considering
acute marijuana intoxication in the differential diagnosis when
assessing young children with altered level of consciousness.

RÉSUMÉ

La marijuana est la drogue illicite la plus répandue au Canada, et 10 %
de la population générale a admis en avoir fait usage au cours de la
dernière année. La forte prévalence de la consommation de cette dro-
gue accroît le risque d’ingestion accidentelle chez les jeunes enfants.

Seront exposés ici quatre cas d’ingestion accidentelle de marijuana
chez des enfants amenés au service local des urgences pour une
altération de l’état de conscience. Trois d’entre eux ont été soumis à
de nombreux examens, dont l’un à une ponction lombaire et à un
traitement empirique en raison d’une possible méningite. Il s’agit, à
notre connaissance, de la première série de cas semblables au Canada
depuis la publication de l’article de McNabb et de ses collaborateurs
il y a plus de 20 ans.

La série de cas vise à souligner l’importance d’envisager la possibilité
d’une intoxication aiguë à la marijuana dans le diagnostic différentiel
d’une altération de l’état de conscience chez de jeunes enfants.
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INTRODUCTION

Marijuana is the most commonly used illicit drug in
Canada, with British Columbia being the highest con-
suming province.1 Acute marijuana intoxication in

adults seldom causes significant morbidity.2 In contrast,
young children can present dramatically, mimicking
other serious conditions. We present four cases of
accidental marijuana ingestion in children under 5 years
of age seen at a community hospital emergency
department (ED) over a period of 6 years (2008–2014).
Each case had accidental marijuana ingestion as
the primary diagnosis on discharge and were seen in
consultation by a pediatrician. Urine drug screens
were performed using a Beckman Coulter enzyme
immunoassay for delta-9-tetrahydrocannabinol and
metabolites.

CASE 1

A previously well 11-month-old girl presented to the
ED after an acute onset of diminished tone and poor
responsiveness. Vital signs on presentation were heart
rate (HR) 110/min, respiratory rate (RR) 24/min,
temperature (T) 36.8°C (98.2°F), SpO2 97% on room
air, and blood pressure (BP) 95/55 mm Hg. Initial
examination demonstrated nuchal rigidity and promp-
ted a thorough meningitis workup, including a com-
plete blood count, electrolyte panel, C-reactive protein,
blood cultures, chest x-ray, CT head, urinalysis and
lumbar puncture, and an empirical dose of ceftriaxone.
The on-call pediatrician could not replicate nuchal
rigidity but noted pallor and decreased responsiveness,
tone, and reflexes.

The patient’s urine drug screen was positive for
cannabinoids, whereas the other investigations were
normal. The patient’s father admitted to smoking
marijuana recreationally, and, although he stored it
in a locked room, he could not deny the possibility of
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an accidental ingestion. The patient remained in
the ED for observation and was discharged home
after the Ministry of Families and Children Develop-
ment deemed she was safe and offered community
follow-up.

CASE 2

A 3-year-old girl presented to the ED after waking
from a nap with excessive sleepiness, lethargy, and
poor balance. Past medical history included dex-
trocardia and subpulmonary valve stenosis, but she
had been otherwise completely well prior to this
presentation. Vitals were HR120/min, RR 36/min,
T 36.5°C (97.7°F), BP 98/52 mm Hg. Physical exami-
nation was normal, except for tiredness. Response to
the examiner was appropriate, and she had no focal
neurological deficits.

The consultant pediatrician suspected marijuana
ingestion based on resemblance to the previous cases,
yet the initial urine toxicology screen was unexpectedly
negative. Further investigations included a complete
blood count, electrolyte panel, C-reactive protein,
vitamin D and liver function tests—all were normal.
The hospital laboratory subsequently reported that the
original urine was falsely negative for cannabinoids due
to inadequate centrifugation. Both parents reported
smoking marijuana recreationally, which was stored on
a high shelf in the house. The child was discharged
home after she remained in stable condition, with no
documentation of Ministry of Families and Children
Development involvement.

CASE 3

A 4-year-old previously well girl reported nausea and
became pale while eating dinner. She subsequently lost
consciousness for approximately 5 minutes. There was
no reported seizure activity, tongue biting, or urinary
incontinence. Vitals were as follows: HR 138/min,
RR 20/min, T 37.5°C (99.5°F), SpO2 99% on room air,
BP 95/60 mm Hg. Physical examination revealed
hypotonia and fluctuating level of consciousness, yet she
was easily rousable. There were no other neurological
abnormalities noted.

Initial workup consisted of a complete blood count,
electrolyte panel, urinalysis, and electrocardiogram
(ECG). With no clinical improvement, further

investigations included a urine toxicology screen, urine
culture, and blood cultures. Her urine was positive for
cannabinoids, whereas the blood work and ECG were
normal.
Her father possessed a medical marijuana licence and

reported secure storage of the drug. Moreover, the
patient had not recently been at his home. The more
likely source were marijuana cookies brought to the
mother’s home that day by a visitor.
The patient remained in the ED overnight for

observation. She was discharged home the following
morning, after the fluctuating level of consciousness
had resolved. A referral was made to the Ministry of
Families and Children Development to provide
community follow-up.

CASE 4

An 8-month- old previously well girl was noted by her
parents to have an acute episode of intermittent
lethargy and irritability. She was transferred from a
neighbouring hospital after cardiac monitoring report-
edly demonstrated ventricular tachycardia and pre-
mature ventricular contractions. One episode of emesis
occurred in transit. On arrival, she was in normal sinus
rhythm with a rectal temperature of 37.6°C (99.7°F).
On physical examination, she was intermittently lethargic
and irritable, with a small, flat anterior fontanel.
Based on the history and similarity to other mar-

ijuana ingestion cases, a urinalysis and urine toxicology
screen were ordered. The urine was positive for
cannabinoids. On further questioning, the patient’s
mother admitted to smoking marijuana recreationally
but denied having any in the household.
The infant was observed in the ED for 6 hours and

then discharged with community follow-up from the
Ministry of Families and Children Development.

DISCUSSION

Marijuana consists of components from the hemp plant
Cannabis sativa. Marijuana preparations contain over 400
compounds, including delta-9-tetrahydrocannabinol
(THC), the main active ingredient with psychoactive
properties, and 60 additional cannabinoids. Advances in
breeding and cultivation have increased the THC content
of recreational marijuana 15- to 30-fold in the past
20 years.3

Prompt recognition, management, and disposition of children with accidental marijuana ingestion
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Marijuana intoxication has been well described in the
literature with case reports from different countries,
including England, Australia, and Saudi Arabia.4-6 Most
pediatric data have come from the United States,
particularly Colorado, where marijuana became decri-
minalized in 2009.7 Overall, accidental pediatric
exposures have increased in U.S. states where marijuana
has been decriminalized compared to those where
cannabis remains illegal.8

There have been no reported deaths in young
children from marijuana exposure. Postmortem drug
detection records in Ohio (1992-2002) showed that
zero of 388 children under 12 years of age tested
positive for cannabinoids.9 Most cases reported to date
in children presented with lethargy and decreased
responsiveness4,5,7,10-16 and some coma.5,12,15 With
the increasing potency and availability of marijuana
products,3 accidental marijuana intoxication in young
children will likely become more common.

Marijuana is a Schedule II drug under the Canadian
Controlled Drugs and Substances Act, wherein grow-
ing, possessing, distributing, and selling cannabis is
illegal. Despite this, marijuana is the most commonly
used illicit drug in Canada, with British Columbia
having the highest use per capita amongst provinces.1

Medical marijuana, both possession and production, is
legal in Canada with a medical marijuana licence. Only
producers licensed by Health Canada may dispense
medical marijuana.17 As of December 2013, British
Columbia accounts for 18,383 of 37,884 personal use
licences.18 Rising public pressure and changing opinion
in Canada could translate to decriminalization in the
near future. As demonstrated by Colorado’s experience,
this could increase pediatric presentations to Canadian
hospitals with acute marijuana toxicity.

A 1989 case series at BC Children’s Hospital also
reported accidental marijuana exposure in children.10

Three of the six cases presented in a coma, with one
requiring assisted ventilation. Our case series comes
from a community hospital with 240 inpatient beds and
no pediatric ward serving a local population of 83,000.
Even in such smaller centres, community emergency
physicians need to maintain a high index of suspicion
for marijuana intoxication when assessing young
children presenting with acutely altered level of
consciousness.

All of the children seen were previously healthy.
Common to all cases, parents noted a sudden and
pronounced alteration in consciousness and

responsiveness. Vomiting, ataxia, dizziness, agitation,
and coma as previously described in case reports were
not uniformly present. On physical examination, all
four patients had decreased level of consciousness with
easy rousability, three were tachycardic, two were hypo-
tonic, and one showed decreased reflexes. None had
conjunctival hyperemia documented in the medical
record. Except for transient nuchal rigidity in one case,
there were no focal neurological deficits. Nuchal rigidity
can be an unreliable sign of meningitis in children under
12 months of age.19-21

While pattern and symptom recognition obtained
through experience can reduce unnecessary investiga-
tions, acute marijuana intoxication should remain only
one facet of a broad differential diagnosis when asses-
sing young children with altered mentation. Urine drug
screens can be misleading, with positive results occur-
ring many days post-exposure,22 and do not demon-
strate impairment.
In our series, parents reported smoking marijuana

recreationally, and one possessed a medical marijuana
licence. British Columbia also has the highest
number of medical marijuana licences and producers.18

It can be postulated that accidental marijuana ingestion
(including baked goods) in children will increase, and
ongoing safety education for parents should be
emphasized.
Study limitations include the possibility that

additional cases of accidental marijuana exposure were
missed in our search. Confirmatory or quantitative
toxicology testing by an alternate method was not
performed. Our cases are presumptive that marijuana
intoxication was in fact the correct diagnosis.

CONCLUSION

We report four cases of unintentional marijuana
ingestion in children under the age of 5 years present-
ing as altered mental status to a single community
hospital ED. Such presentations are expected to
increase in Canada and can lead to extensive investi-
gations and empirical treatment for more serious
conditions such as meningitis. A positive urine drug
screen for marijuana is helpful but should be considered
in the context of excluding more serious pathology.
Future work could include public awareness campaigns
of the risks of marijuana use in the home.
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