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ABSTRACT

Cannabinoid hyperemesis syndrome (CHS) is a rare but increasingly recognized condition among chronic cannabis users, char-
acterized by cyclic nausea, vomiting, and relief with hot bathing. During pregnancy, CHS may mimic hyperemesis gravidarum
(HG), complicating diagnosis and management. We report the case of a 24-year-old pregnant patient who presented at 20 weeks'
gestation with recurrent nausea, vomiting, and labile hypertension. Investigations ruled out preeclampsia and secondary causes
of hypertension. She met DSM-5 criteria for cannabis use disorder, had a prior hospitalization for CHS, and had recently reduced
her cannabis use, raising concern for withdrawal as a contributing factor to her presentation. Gabapentin was initiated off-label
after an Addiction Medicine consultation, resulting in resolution of symptoms and normalization of blood pressure within 24 h.
To our knowledge, this is the first reported use of gabapentin in a pregnant patient with a history of CHS and suspected cannabis
withdrawal. This report highlights the importance of screening for cannabis use, recent reduction or cessation, and withdrawal
symptoms in pregnant patients presenting with severe or refractory hyperemesis. In this case, short-term off-label gabapentin
use led to rapid symptom resolution without apparent maternal or fetal complications, suggesting that it may be relatively safe in
this population, although data remain limited.

1 | Introduction

Cannabinoid Hyperemesis Syndrome (CHS) is a clinical entity
characterized by recurrent episodes of nausea, vomiting, and ab-
dominal pain in the context of chronic cannabis use. It is often
refractory to standard antiemetic therapies such as diphenhydr-
amine, ondansetron, or metoclopramide, and is classically asso-
ciated with symptom relief through hot baths or showers [1]. In
the Canadian context, where cannabis has been legalized since
2018, its use has significantly increased across the general popu-
lation, reaching approximately 27% as of 2024 [2]. A notable and

statistically significant increase has also been observed among
women of reproductive age, with prevalence rising from 18% in
2018 to 23% in recent years [2]. These trends pose not only a pub-
lic health concern, but also a growing diagnostic and manage-
ment challenge in clinical obstetrics.

The overlap between symptoms of CHS and those of hypereme-
sis gravidarum (HG) can make diagnosis particularly challeng-
ing during pregnancy. Nausea and vomiting affect up to 80% of
pregnant women, and HG is diagnosed in approximately 0.3%-
3% of pregnancies [3]. In this context, CHS-related symptoms
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are frequently misattributed to pregnancy itself, potentially
delaying appropriate management. This diagnostic complexity
may be further increased when recent cannabis reduction or
cessation raises concern for overlapping withdrawal symptoms.

We present the case of a pregnant patient with refractory nausea,
vomiting, and labile hypertension, whose symptoms resolved
rapidly following off-label initiation of gabapentin for suspected
cannabis withdrawal in the context of a history of CHS. To our
knowledge, this clinical scenario has not been previously re-
ported in the literature.

2 | Case Presentation
2.1 | Patient History and Initial Presentation

A 24-year-old G1PO woman was referred to our tertiary care
center at 20 + 2weeks' gestation for a detailed fetal ultrasound
following an elevated maternal serum alpha-fetoprotein («FP: 6
MoM). Aside from presumed endometriosis and untreated anxi-
ety disorder, her medical history was unremarkable. She had no
surgical history or known allergies. Her only regular medica-
tion was pyridoxine-doxylamine (two tablets four times daily).
Regarding lifestyle factors, she denied alcohol use but reported
daily smoked cannabis consumption early in pregnancy (4-6g/
day), recently reduced to approximately 1 g/day. To compensate,
she increased her tobacco use. She lived with her sister and boy-
friend, both of whom smoked cannabis daily inside their apart-
ment, contributing to passive exposure.

Before her scheduled ultrasound, the patient experienced a syn-
copal episode in the hospital's bathroom. Upon further ques-
tioning, she described recurrent nausea, epigastric pain, and
vomiting since early pregnancy, associated with occasional
presyncopal episodes, intermittent headaches, and minimal
weight gain. These symptoms were only minimally relieved by
her antiemetic medication. On initial examination, she was afe-
brile with normal oxygen saturation. Blood pressure (BP) was
148/90mmHg and heart rate (HR) was 95bpm. Given these
findings, she was admitted for further evaluation.

That night, her BP peaked at 180/87mmHg with associated
temporal headache and transient scotomas. Neurological exam-
ination was unremarkable. Two doses of labetalol 100 mg were
administered, lowering BP to 110/70 mmHg and HR to 76 bpm.

2.2 | Investigations

The patient was managed using our institutional HG protocol,
consisting of bowel rest (NPO), multivitamin infusion (B1 and
B6), as well as intravenous administration of diphenhydramine,
ranitidine, and metoclopramide for symptom management.
Initial preeclampsia workup was normal.

Given her complaint of episodic abdominal pain, an abdominal
ultrasound was performed the next day and was unremark-
able. A detailed fetal ultrasound showed no fetal or placental
anomalies. However, during the appointment, the patient ex-
perienced another hypertensive spike (BP: 181/89 mmHg) with

presyncope. She received a single dose of short-acting nifedipine
5mg and was started on nifedipine XL 30mg once daily, plus
labetalol 100 mg as needed.

Given her history of nausea, vomiting and headaches, a non-
contrast head CT-scan was performed to rule out intracranial
pathology and came back normal. Due to persistent episodes of
severe hypertension despite antihypertensive treatment, severe
early-onset preeclampsia remained a concern. She was therefore
transferred to an intermediate care unit and started on intrave-
nous magnesium sulfate infusion for seizure prophylaxis while
diagnostic investigations were ongoing.

The obstetrics and gynecology internal medicine service was
consulted for evaluation of secondary hypertension. All in-
vestigations (TSH, serum calcium, renal Doppler ultrasound,
urinary catecholamines and metanephrines, and aldosterone-
renin ratio) were unrevealing. Repeat preeclampsia workup re-
mained normal, and secondary causes of hypertension were not
identified. Because the patient had reduced but not discontinued
cannabis use, the positive urine toxicology screen for cannabi-
noids (cut-off: 50mg/mL of 11-nor-9-carboxy-delta-9-THC) was
expected but did not exclude withdrawal. The screen was nega-
tive for other substances.

Further history-taking revealed important contextual details.
The patient reported that nausea and vomiting worsened at
work and improved in the morning. She reported relief by hot
baths or showers. Importantly, she disclosed a prior hospitaliza-
tion for CHS and hypertension before conception. Her history
met DSM-5 criteria for cannabis use disorder (CUD) [4], and re-
cent cannabis reduction raised suspicion for a withdrawal syn-
drome. Finally, the patient reported that her household context
made her feel considerable social pressure regarding her own
consumption. Given this context, her overall precarious social
situation, psychiatric, and social work were consulted.

2.3 | Treatment and Management

Given the strong suspicion that cannabis withdrawal was con-
tributing to the patient's current symptoms, the maternal-fetal
medicine team consulted with an addiction medicine specialist
from another Canadian tertiary care center. Based on the clin-
ical history, including the recent substantial reduction in can-
nabis use, the consultant recommended initiating gabapentin,
an off-label option occasionally used in her department to al-
leviate cannabis withdrawal symptoms. Although not officially
approved for this indication, gabapentin has shown promise in
mitigating withdrawal symptoms in nonpregnant populations
[5] and is considered relatively safe in pregnancy, particularly
when used short-term [6].

Gabapentin was initiated on Day 2 of her hospitalization at a
dose of 300mg orally three times daily (TID). The patient tol-
erated the treatment well, without adverse effects. She was ad-
vised to avoid direct and passive cannabis exposure to prevent
recurrence of symptoms. At discharge, a short tapering sched-
ule was prescribed to discontinue the medication: Gabapentin
300mg PO TID for 4 days, then 300mg PO BID for 2 days, fol-
lowed by 300 mg PO once daily for 2 days, then discontinued.
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2.4 | Outcome

The patient showed marked clinical improvement within 24h
of initiating gabapentin, with resolution of nausea, vomiting,
and general malaise. Her BP also normalized, and she was able
to resume oral intake. Given the normal preeclampsia workup,
absence of end-organ involvement, and sustained clinical stabil-
ity, magnesium sulfate was discontinued and the diagnosis of
preeclampsia was not retained. She was transferred back to the
maternal-fetal medicine care unit and remained stable without
further antihypertensive therapy on the day prior to discharge.
She was discharged on hospital Day 4 in stable condition, with
follow-up arranged with her primary obstetrical team. Attempts
to contact her treating physician for pregnancy outcome were
unsuccessful.

3 | Discussion

This case underscores the importance of recognizing CUD in
pregnant patients, per DSM-5 criteria, and highlights the value
of addiction medicine consultation for withdrawal management.
To our knowledge, this is the first report discussing gabapentin
use for suspected cannabis withdrawal in a pregnant patient
with a history of CHS. This medication, approved for treatment
of neuropathic pain, seizures, and restless legs syndrome, is con-
sidered relatively safe in pregnancy when used short-term, with
no clear association with first-trimester malformations [6]. In
this case, short-term gabapentin use was associated with rapid
withdrawal-symptom resolution without apparent maternal or
fetal complications. This suggests a potential role for this agent
in selected cases where withdrawal symptoms are suspected,
but this observation should be interpreted cautiously, and fur-
ther studies are needed to confirm safety and efficacy.

Compared with previously published cases of CHS in pregnancy,
our patient shared several typical features, including heavy can-
nabis use, recurrent nausea and vomiting with limited response
to conventional antiemetics, and symptom relief with hot bath-
ing [1]. As in prior reports, these overlapping symptoms initially
raised concern for HG, illustrating how CHS may be overlooked
during pregnancy and contribute to diagnostic delays [7]. This
supports the importance of comprehensive substance use
screening when symptoms are atypical, severe, or refractory to
standard treatment.

However, this case differs from prior reports in two import-
ant ways. First, the recent substantial reduction in cannabis
use raised concern for overlapping cannabis withdrawal rather
than CHS alone. Unlike prior pregnancy cases, which primar-
ily focused on cannabis cessation and supportive antiemetic
management [1], this case describes short-term gabapentin use
specifically targeting suspected withdrawal symptoms in preg-
nant patient with a history of CHS. This distinction is import-
ant because CHS typically improves with cannabis cessation,
whereas withdrawal symptoms may emerge or worsen after
abrupt reduction or cessation [8]. In our patient, conventional
antiemetic therapy had provided limited relief, and re-expo-
sure to cannabis or cannabinoid agonists was not appropriate
during pregnancy [9]. Gabapentin was therefore considered
after an addiction medicine consultation as a short-term

off-label option for withdrawal management. Although not
formally approved for this indication, gabapentin has shown
promise in alleviating cannabis withdrawal symptoms in
nonpregnant populations [5] and is used by addiction med-
icine specialists for management of symptomatic cannabis
withdrawal in patients with severe cannabis use disorder. Its
mechanism of action in this context remains incompletely un-
derstood, but its potential benefit is thought to relate, at least
in part, to modulation of the GABA/glutamate dysregulation
that occurs during cannabis withdrawal. Gabapentin binds
to the alpha-2d subunit of voltage-gated calcium channels,
thereby reducing presynaptic calcium influx and decreasing
excitatory neurotransmitter release, particularly glutamate
[10] while also indirectly modulating GABAergic signaling
[11]. Cannabis withdrawal is believed to involve disruption of
GABA /glutamate homeostasis, partly related to CB1 receptor
desensitization and downregulation following chronic canna-
bis exposure [12]. Therefore, gabapentin mechanism may help
restore balance within dysregulated brain stress systems and
alleviate withdrawal-related symptoms [5]. In addition, a study
by Lile et al. [13] reported that gabapentin may produce intero-
ceptive effects similar to cannabinoids, which could further
contribute to its potential benefit in a withdrawal setting.

Secondly, the presentation was complicated with labile se-
vere-range hypertension, which raised concern for ear-
ly-onset preeclampsia and prompted magnesium sulfate
administration while investigations were ongoing. Although
hypertension is not considered a cardinal feature of cannabis
withdrawal, transient BP elevations have been described after
abrupt cessation or reduction of heavy cannabis use [14]. THC
exposure affects cardiovascular regulation through CBI re-
ceptor-mediated vasodilatation and modulation of peripheral
sympathetic outflow [15]. As mentioned previously, CB1 recep-
tors are downregulated following chronic cannabis use [12].
This may contribute to autonomic instability when cannabis is
suddenly discontinued and result in a rebound increase in car-
diovascular parameters, including BP. These effects present a
diagnostic challenge during pregnancy, where such findings
may mimic preeclampsia and lead to unnecessary interven-
tions. In our patient, the subsequent BP normalization, to-
gether with the absence of evidence of preeclampsia, further
supports the hypothesis of cannabis withdrawal-induced tran-
sient hypertension, although causality cannot be established
from a single case.

Nomenclature

CHS cannabinoid hyperemesis syndrome
CUD cannabis use disorder

HG hyperemesis gravidarum
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