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Accidental ingestion 
of tetrahydro- 
cannabinol by an 
adult who was not 
a regular user
Ingesta accidental de 
Tetrahidro-cannabinol 
en un paciente adulto 
no consumidor 
habitual
To the Editor,

According to data from 
the European Monitoring 
Centre for Drugs and Drug 
Addiction, in 2020, 19% of 
Spaniards aged 15 to 64 
had consumed cannabis in 
the past 12 months, a per-
centage that rose to 23% 
among adolescents aged 
15 and 16.1

The main psychoactive 
component of cannabis is 
∆-9-tetrahydrocannabinol 
(THC). Compounds structur-
al ly s imilar to THC are 
known as cannabinoids, 
which can be natural or syn-
thetic. Their effects include 
altered consciousness, a 
sense of well-being, relaxa-

tion, and increased appe-
tite, among others. The 
symptoms of intoxication 
depend on the amount 
consumed and the potency 
of the cannabinoids used, 
although there is considera-
ble interindividual variabili-
ty. The clinical picture may 
include nausea, dizziness, 
tachycardia, sensory-per-
ceptual disturbances, anxie-
ty attacks, and even psy-
chotic episodes.2

A 36-year-old woman, 
with no toxic habits or rele-
vant medical history, was 
brought to the emergency 
department by ambulance 
after a 2-hour episode of 
dizziness (unsteadiness), 
drowsiness, and nausea. 
She worked as a domestic 
cleaner and related the epi-
sode to the ingest ion, 
about an hour prior to 
symptom onset, of some 
gummies she had found 
while cleaning a private res-
idence. She brought the 
product’s wrapper and re-
ported having eaten almost 
the entire contents (Figure 

1). Upon arrival, the pa-
tient’s blood pressure was 
93/58 mmHg, heart rate 98 
bpm, afebrile, eupneic, and 
with a baseline oxygen sat-
uration of 98%. Physical ex-
amination revealed conjunc-
tival injection, psychomotor 
slowing, and unsteady gait.

Since the wrapper did 
not list ingredients, an in-
ternet  search was per-
formed, identifying a web-
s i te  descr ib ing a  THC 
content of 300 mg. Urinaly-
sis tested positive for can-
nabis and negative for oth-
er widely screened toxins in 
hospital emergency depart-
ments. Blood tests and 
ECG showed no abnormali-
ties. The patient was ob-
served for about six hours, 
with full resolution of symp-
toms, and was subsequently 
discharged.

This case represents THC 
intoxication following invol-
untary oral ingestion, a situ-
ation described mainly in 
children but exceptional in 
adults³. In recent years, the 
number of emergency de-
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Figure 1. Packaging of the gummies consumed, provided by the patient.
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An unidentified 
patient in coma

Coma en paciente 
nomen nescio

To the Editor,
Comatose patients are 

sometimes a diagnostic 
challenge in emergency de-
partments. Approaching 
their evaluation through a 
systematic method allows 
not only for diagnosis of 
the patient but also for 
identification of the under-
lying disease causing the 
coma.

An unidentified patient 
was found on the street 
with a low level of con-
sciousness and brought to 
our center. On arrival, he 
had a temperature of 39°C, 
a Glasgow Coma Scale 
score of 8, and abundant 

secretions, prompting oro-
tracheal intubation to pro-
tect the airway.

Other vital signs were 
normal. The pupils were 
isocoric and reactive to 
light. There was no neck 
stiffness. Cardiopulmonary 
auscultation and abdominal 
examination were normal. 
The patient presented spi-
der angiomas, decreased 
body hair, and numerous 
epidermal excoriations.

Arterial blood gas analy-
sis showed no hypercapnia 
or acidosis, and the electro-
cardiogram was normal ex-
cept for a prolonged QT in-
terval (520 ms).

Because of an initial sus-
picion of acute meningitis, 
cultures were obtained and 
empirical antibiotic therapy 
was started. Cranial CT was 
unremarkable, and a lumbar 

puncture was performed, 
yielding clear cerebrospinal 
fluid with normal opening 
pressure. CSF analysis also 
came out normal. Blood 
tests revealed leukocytosis 
without inflammatory mark-
ers or electrolyte distur-
bances, and mild liver en-
zyme elevation (GGT, 270 
U/L; AST/ALT, 62/41 U/L). A 
toxicology screen showed 
positive methadone in urine 
only. However, it was upon 
reviewing the chest X-ray 
that the cause of the coma 
was discovered: a metal 
structure was observed su-
perimposed on the image 
of a right rib, corresponding 
to a TIPS (Transjugular Intra-
hepa t i c  Po r tosys temic 
Shunt) (Figure 1).

This finding, along with 
the described clinical fea-
tures, led to the diagnosis 

Authors:
Daniel N. Marco , 
Sandra Cuerpo, 
Blanca Coll-Vinent.

Author Affiliations:
Área de Urgencias, Hospital 
Clínic, Barcelona, Spain. 
Universitat de Barcelona, Spain.

E-mail:
dnmarco@clinic.cat

Ethical Responsibilities:
All authors have confirmed 
their authorship, the 
nonexistence of external 
funding, and the maintenance 
of confidentiality and respect 
for patients’ rights in the 
author’s responsibilities 
document, publication 
agreement, and assignment of 
rights to Revista Española de 
Urgencias Emergencias.

Editor in Charge:
Guillermo Burillo Putze.

partment visits related to cannabis in-
toxication has increased and is pres-
ent  in  44% of  cases  invo lv ing 
intoxicated patients4. The reasons for 
this increase have been linked to sev-
eral factors, such as the rise in con-
sumption and the greater potency of 
current cannabis strains.5

Various forms of synthetic cannabi-
noid products exist—mainly incense 
and liquid preparations for vaping—
which are mostly sold online as alter-
natives to cannabis, whose use and 
possession are illegal in Spain. Anoth-
er distinguishing feature of this case 
was the presentation in gummy form, 
whose harmless appearance and com-
mon edible nature may facilitate acci-
dental intoxication.

In this case, despite the positive re-
sult for THC, it cannot be ruled out 
that the gummies also contained syn-
thetic cannabinoids, which are unde-
tectable with conventional toxicologi-
cal assays.6,7 Therefore, such tests 

should be reserved for cases with po-
tentially severe symptoms—of unclear 
etiology—or when clinical history does 
not explain the presentation.7

The use of synthetic cannabinoids 
may thus be underestimated in emer-
gency hospital visits, due to the inabil-
ity to detect them with standard toxi-
cological laboratory tests.8

Moreover, clinicians should perform 
a comprehensive medical history giv-
en the diverse presentations and 
routes of consumption of natural and 
synthetic cannabinoid products.

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed 
Spanish-language article, which should be cited 
as Rev Esp Urg Emerg. 2023;2:55-56. In this trans-
lated version, the editors have supervised the 
process; however, it cannot be ruled out that some 
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.

REFERENCES

  1.	Observatorio Europeo de las Drogas y las To-
xicomanías. Informe Europeo sobre Drogas 

2022: Tendencias y novedades, Oficina de 
Publicaciones de la Unión Europea, Luxem-
burgo, 2022.

  2.	Adams IB, Martin BR. Cannabis: pharmacolo-
gy and toxicology in animals and humans. 
Addiction. 1996;91:1585.

  3.	Pinedo-Painous I, Garrido-Romero R, Valls-La-
fon A, Muñoz-Santanach D, Martínez-Sánchez 
L. Intoxicación por cannabis en menores de 3 
años. Emergencias. 2018;30:408-11.

  4.	Supervía A, Salgado E, Córdoba F, García Gi-
bert L, Martínez Sánchez L, Moreno A, et al. 
Características de las intoxicaciones agudas 
atendidas en Cataluña y diferencias según 
grupos de edad: Estudio Intox-28. Emergen-
cias. 2021;33:115-20.

  5.	Ibrahim-Achi D, Miró O, Galicia M, Supervía 
A, Puiguriguer Ferrando J, Ortega Pérez J, et 
al. Red de Estudio de Drogas en Urgencias 
Hospitalarias en Spain (Registro REDUrHE): 
análisis general y comparación según asisten-
cia en día laborable o festivo. Emergencias. 
2021;33:335-44.

  6.	Salgado Garcia EJ. Registro de atenciones 
generadas por el consumo de drogas en los 
servicios de urgencias hospitalarios: exploran-
do la punta del iceberg. Emergencias. 
2021;33:329-30.

  7.	Córdoba F, Iglesias Lepine ML, García Gibert L, 
Gispert MA, Moreno A, Supervía A. Grado de 
conocimiento de la detección de drogas en 
orina entre médicos que atienden a pacientes 
intoxicados. Emergencias. 2020;32:451-2.

  8.	Arntson A, Ofsa B, Lancaster D. Validation of 
a novel immunoassay for the detection of 
synthetic cannabinoids and metabolites in 
urine specimens. J Anal Toxicol. 2013;37:284.



© SEMES

57www.reue.org	 Rev Esp Urg Emerg. 2023;2:55-60

of grade 4 hepatic encephalopathy, 
and specific treatment was initiated 
with antibiotics and enemas. Serum 
ammonia levels were elevated, and vi-
ral serologies came out positive for 
HCV and HIV. With these findings, 
along with the presence of a TIPS and 
an estimated age range, the patient 
was successfully identified. It was de-
termined that he was on chronic 
methadone therapy, which explained 

the prolonged QT interval. Later, S. 
pyogenes was isolated in blood cul-
tures. After 24 hours, the patient was 
extubated in the intensive care unit 
without complications.

It is common for comatose patients 
to arrive at emergency departments 
without identification (NN, nomen 
nescio). A high index of suspicion and 
careful physical examination are cru-
cial in these cases when anamnesis is 

not possible. In this case, faced with a 
coma and high fever, a differential di-
agnosis was considered including in-
fectious, toxicologic, metabolic, and 
neurological causes. After ruling out 
acute meningitis, reevaluation of the 
physical findings and liver enzyme ab-
normalities suggested hepatic en-
cephalopathy as the cause of the 
coma, as well as a probable cutane-
ous infectious focus. Nevertheless, a 
systematic review of the chest X-ray 
provided the diagnostic key—a test 
commonly performed when fever is 
present, to rule out pneumonic pro-
cesses, as initially suspected in this 
case.3

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed 
Spanish-language article, which should be cited 
as Rev Esp Urg Emerg. 2023;2:56-57. In this trans-
lated version, the editors have supervised the 
process; however, it cannot be ruled out that some 
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.
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Figure 1. Portable chest X-ray on the patient’s arrival to the emergency depart-
ment. The shadow of the TIPS can be observed overlapping the image of a ri-
ght rib (arrowheads).
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Eritema migrans: 
Not every rash 
in the emergency 
department is hives
Eritema migrans. No 
todo es urticaria en 
urgencias

To the Editor,
Lyme disease is a zoono-

sis whose clinical diagnosis 
in the acute phase remains 
well below its true preva-
lence.1 Cutaneous signs are 
common and easily accessi-
ble for clinical assessment. 
Delayed diagnosis carries a 
risk of chronicity and com-
plications.

We present the case of a 
54-year-old woman with a 
past medical history of sys-
temic lupus erythematosus 
on methotrexate and hy-
droxychloroquine. She pre-
sented to the emergency 
department with a 24-hour 
history of pruritic skin le-
sions, which began on the 
left arm and progressively 
generalized. The previous 
week ,  she  repor ted  a 
self-limited episode of fe-
ver, arthromyalgias, head-
ache, and diarrhea, treated 
with paracetamol. She had 
traveled 10 days earlier to 
northern Spain, denied ani-
mal contact and recalled no 
tick bites. Physical examina-
tion revealed erythema-
tous-edematous plaques 
approximately 3–4 cm in di-
ameter scattered over the 
lower limbs, lighter lesions 
on the arms and abdomen, 
and on the right flank, a 
l a r g e  o v a l  e r y t h e m a-
tous-edematous plaque 
with a slightly violaceous 
central area and a poorly 
defined pale border about 
1 cm wide.

At the center of the le-

sion, a reddish pseudove-
sicular area was noted, 
compatible with the inocu-
lation site (Figure 1). Blood 
tests, serologic studies, and 
a skin biopsy were per-
formed. With a probable di-
agnosis of Lyme disease, 
given the presence of typi-
cal erythema migrans (EM) 
lesions, doxycycline treat-
ment was initiated. Serolo-
gy revealed positive IgM ti-
ters for Borrelia burgdorferi. 
Histopathological analysis 
showed a superficial and 
deep lymphoplasmacytic 
dermatitis with periadnexal 
involvement, consistent with 
EM.

Lyme disease is caused 
by 3 species of Borrelia 
burgdorferi sensu lato: sen-
su stricto (in America), gari-
nii, and afzelii (in Asia). In 
Europe, all 3 have been 
identified,1 with ticks as the 
usual vectors. In Spain, the 
most frequent species is B. 
garinii.

Endemic areas include La 
Rioja, Navarre, northern 

Castile and León, Asturias, 
Cantabria, and the Basque 
Country. Transmission oc-
curs through the tick Ixodes 
ricinus (sheep tick),1,2 whose 
life cycle includes larval, 
nymphal, and adult stages. 
Nymphal bites are the main 
cause of infection during 
late spring and summer. 
Due to their small size, 
most patients do not recall 
being bitten. After an incu-
bation period of 3–32 days, 
the spirochete multiplies lo-
cally in the skin, giving rise 
to EM, the most common 
sign of the disease, and 
considered pathognomonic 
in endemic regions.3,4 Other 
signs suggesting hematoge-
nous dissemination include 
flu-like illness, lymphade-
nopathy, meningism, myo-
carditis, and the presence 
of multiple EM-like skin le-
sions (secondary EM), as 
occurred in this case—this 
form of presentation being 
more common in the Unit-
ed States.1 Chronic signs 
may include arthritis, neuro-
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Figure 1. Erythema migrans. A. Right flank: annular erythe-
ma with a poorly defined peripheral erythematous border; 
a reddish area and a central pseudovesicle are observed in 
the center. B. Proximal half of the lower limbs: scattered, 
faint, poorly defined erythematous-edematous plaques. C. 
Left flank and abdomen: 2 erythematous-edematous pla-
ques similar to those previously described.
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logical involvement (such as sensory 
polyneuropathy), acrodermatitis chron-
ica atrophicans, and endocarditis. Di-
agnosis is primarily clinical, and the 
suspicion of EM alone is sufficient to 
initiate treatment,5 although serologic 
confirmation or PCR detection of Bor-
relia from biopsy samples is recom-
mended in atypical EM or in cases 
with multiple EM lesions. Histopatho-
logically, there are no specific find-
ings, but the most common pattern is 
that observed in this patient. The 
treatment of choice is oral doxycy-

cline, although amoxicillin is a valid al-
ternative.

Maintaining a high index of suspi-
cion, especially during seasons of in-
creased transmission, contributes to 
improved diagnosis and allows early 
treatment, preventing the develop-
ment of chronic forms of the disease.

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed 
Spanish-language article, which should be cited 
as Rev Esp Urg Emerg. 2023;2:58-59. In this trans-
lated version, the editors have supervised the 
process; however, it cannot be ruled out that some 
errors resulting from the artificial intelligence trans-
lation process may have gone unnoticed.
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Unexpected 
outcome for 
a professional 
housekeeper

Limpieza doméstica 
con desenlace 
inesperado

To the Editor,
The ingestion of products 

stored in containers differ-
ent from the original or 
without identification is a 
common cause of acciden-
tal poisoning in both do-
mestic and occupational 
settings.1

A 34-year-old woman, 
with no relevant medical 
history and working as a 
domestic cleaner in several 
private homes, was per-
forming household chores 
in a client’s residence when 
she ingested an unspecified 
amount of a clear, odorless, 
and tasteless liquid from an 
unlabeled bottle. Approxi-
mately 30 minutes after in-
gestion, she developed 
general malaise manifested 
by abdominal discomfort, 
unsteady gait, dizziness, 
and drowsiness, prompting 
her to call a family member. 
About 30 minutes later, 

upon arriving at the home, 
the relative found the pa-
tient unconscious and unre-
sponsive on the floor and 
alerted the Emergency 
Medical Service (EMS).

Upon EMS arrival, the pa-
tient was in a non-reactive 
coma (GCS = 3). She was 
administered 2 mg of IV na-
loxonewithout response, 
followed by 0.5 mg of IV 
flumazenil, also without im-
provement. Orotracheal in-
tubation was performed, 
and she was transferred to 
the emergency department 
(ED).

Upon arrival at the ED, 
the patient was mechanical-
ly ventilated, with a RASS 
score of –5, without seda-
tion. The blood test, includ-
ing arterial blood gas, com-
plete blood count, and 
basic biochemistry, showed 
no significant abnormalities. 
A cranial CT scan ruled out 
acute lesions, and toxico-
logical testing for blood 
ethanol, ethylene glycol, 
and methylene glycol, as 
well as urine screening for 
amphetamines, benzodiaze-
pines, cannabis, metha-
done, and opioids, yielded 
negative results.

During the first hours in 
the ED, the patient exhibit-
ed clonic movements of all 
4 limbs, spontaneous eye 
opening, asynchrony with 
the ventilator, and no inter-
action with the environ-
ment, leading to the initia-
tion of pharmacological 
sedation and subsequent 
admission to the intensive 
care unit (ICU) where an 
e l e c t ro e n c e p h a l o g r a m 
(EEG) was performed, which 
showed no epileptiform ac-
tivity, but rather global 
slowing, compatible with in-
toxication by an unknown 
central nervous system de-
pressant.

During the first 12 hours 
of ICU stay, sedation was 
gradually reduced unti l 
withdrawal, allowing the pa-
tient to be extubated at 24 
hours without immediate 
complications.

While in the ICU, contact 
was made with the owner 
of the residence, who re-
ported that the ingested 
substance was very likely 
ketamine. Toxicological 
analysis of the urine sample 
obtained upon arrival at the 
ED, using gas chromatogra-
phy and mass spectrometry 
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(GC/MS), confirmed the presence of 
ketamine and ruled out the presence 
of other substances.

Note of the editors: This is a BOWMAN-gener-
ated English translation of the officially indexed 
Spanish-language article, which should be cited as 
Rev Esp Urg Emerg. 2023;2:59-60. In this translated 
version, the editors have supervised the process; 
however, it cannot be ruled out that some errors 
resulting from the artificial intelligence translation 
process may have gone unnoticed.

REFERENCES

  1.	González-Díaz A, Ferrer Dufol A, Nogué Xa-
rau S, Puiguriguer Ferrando J, Dueñas Laita 

A, Rodríguez Álvarez C, Burillo-Putze G. In-
toxicaciones agudas por productos quími-
cos: análisis de los primeros 15 años del 
Sistema Español de Toxicovigilancia (SETv). 
Rev Esp Salud Publica. 2020;94:e202001007.

  2.	Mion G. History of anaesthesia: The ketamine 
story - past, present and future. Eur J Anaes-
thesiol. 2017;34:571-5.

  3.	Le Daré B, Pelletier R, Morel I, Gicquel T. His-
toire de la kétamine: une molécule ancienne 
qui a toujours la cote [History of Ketamine: An 
ancient molecule that is still popular today]. 
Ann Pharm Fr. 2022;80:1-8.

  4.	Warner LL, Smischney N. Accidental Ketamine 
Overdose on Induction of General Anesthesia. 
Am J Case Rep. 2018;19:10-2.

  5.	Morgan CJA, Curran HV. Ketamine use: a re-
view. Addiction. 2012;107:27-38.

  6.	Nogué-Xarau S, Martínez-Morillo E, Salga-

do-García E, Butjosa-Roca M. Sobredosis gra-
ve de ketamina. Med Clín. 2011;136:412-3.

  7.	Sinner B, Graf BM. Ketamine. Handbook of 
Experimental Pharmacology. 2008;182:313-33.

  8.	Middela S, Pearce I. Ketamine-induced vesico-
pathy: a literature review. Inter J Clin Pract. 
2011;65:27-30.

  9.	Huang LK, Wang JH, Shen SH, Lin AT, Chang 
CY. Evaluation of the extent of ketamine-indu-
ced uropathy: the role of CT urography. Post-
grad Med J. 2014;90:185-90.

10.	Liu L, Huang H, Li Y, Zhang R, Wei Y, Wu W. 
Severe Encephalatrophy and Related Disor-
ders From Long-Term Ketamine Abuse: A 
Case Report and Literature Review. Frontiers 
Psychiatry. 2021;12:707326.

11.	Liu Y, Lin D, Wu B, Zhou W. Ketamine abuse 
potential and use disorder. Brain Research Bu-
lletin. 2016;126:68-73.


	Botón 2: 
	Botón 3: 
	Botón 4: 
	Botón 6: 
	Botón 5: 
	Botón 9: 


