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Introduction
Cannabis is the most widely used recreational 
drug in the United States with an estimated prev-
alence of up to 19.6%.1 There is a trend towards 
legalization of cannabis. Although there are 
potential therapeutic applications of cannabis, 
there is a plethora of well-described adverse 
effects associated with its use.2–4

There have been previous reports of cardiovascu-
lar, cerebrovascular, and peripheral vascular 
adverse effects of cannabis use.5 We present a 
case of a cilioretinal artery occlusion in a previ-
ously healthy young man, who had smoked can-
nabis only once prior to his admission.

Case
A 21-year-old man from the Indian Subcontinent 
experienced right sided, painless, sudden visual 
loss. He presented on the same day and his best-
corrected visual acuity (BCVA) was 6/60 in the 
right eye and 6/6 in the left. His anterior segment 
examination was unremarkable and his intraocu-
lar pressure was 17 OD and 15 OS. On fun-
doscopy, we found a recent cilioretinal artery 
occlusion on the right and a normal left fundus. 

White retinal oedema was present along the artery 
course leading into the fovea. No thrombi were 
seen within the artery lumen. The optic discs 
were healthy bilaterally and there were no other 
peripheral retinal or vascular lesions. No signs of 
inflammation were found in the anterior or poste-
rior chamber.

He had normal eye movements and a neuro-
logical examination did not reveal any other 
signs of stroke. The patient was otherwise well 
with no other medical history. He was not tak-
ing any regular medication and there was no 
significant family history. He admitted to 
smoking cannabis three times earlier in the 
day, before his vision loss. He denied the use of 
tobacco and informed us that this was his first 
use of Skunk cannabis. He also denied using 
any other illicit substance, most pertinently, 
cocaine.

On general examination, his blood pressure, heart 
rate, and ECG were within normal limits. His full 
blood count, kidney, liver, and thyroid function 
tests were normal. Furthermore, inflammatory 
markers, glycosylated haemoglobin, plasma 
homocysteine, lipid panel, coagulation screen, and 
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serum protein electrophoresis were also normal. 
His blood tests did not reveal any signs of 
dehydration.

The fundus photograph of the right eye showed 
neuroretinal thickening along the route of the cili-
oretinal artery (Figure 1), while the left eye showed 
normal retinal layers. An optical coherence tomog-
raphy (OCT) scan confirmed neuroretinal thick-
ening in the distribution of the cilioretinal artery of 

the right eye (Figure 2). He was treated with topi-
cal beta-blockers (timolol), prostaglandin ana-
logues (latanoprost), apraclonidine, and oral 
carbonic anhydrase inhibitors (acetazolamide). 
He was also given aspirin 300 mg PO. We could 
not offer him hyperbaric oxygen as has previously 
been recommended by some authors,2 since we do 
not have that facility at our institution. His vision 
improved to 6/24 unaided in the right eye on the 
next day.

Figure 1. The right fundus shows an acute cilioretinal artery occlusion. The affected ischaemic retina has 
turned white due to ganglion cell swelling.

Figure 2. Bilateral macular and disc HD OCT showing thickening of the right inner retina starting at the disc 
and continuing along the cilioretinal artery territory indicative on an acute arterial obstructive event.
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His BCVA improved to 6/12 in the right eye and 
remained 6/6 in the left over the following 
3 months. He was discharged from our service as 
he had no further complications.

The most common causes of branch or central 
retinal artery occlusion in individuals younger 
than 30 are migraines, coagulopathies, trauma, 
high intraocular pressure, and oral contracep-
tives. Other causes in younger individuals include 
hyperhomocysteinaemia, vasculitic processes, 
cocaine use, and HIV infection.1 Our patient had 
none of those present on investigation and his 
only risk factor appears to be the use of skunk 
cannabis.

‘Skunk’ refers to potent cannabis strains that con-
tain high levels of delta-9-tetrahydrocannabinol 
(THC).3 This variety is often grown indoors 
under artificial lighting and has been linked to a 
greater risk of developing psychosis.4 A number 
of published reports have highlighted the cardio-
vascular, cerebrovascular, and peripheral vascular 
adverse effects of cannabis.5 After teasing out 
potential compounding factors such as parallel 
tobacco and alcohol use, some have suggested 
that cannabis may reduce the speed of flow 
through smaller vessels, in some cases leading to 
disturbances in the coronary microcirculation.6,7 
Numerous case reports and reviews have high-
lighted the correlation of cannabis and synthetic 
cannabinoid consumption to ischaemic strokes.8,9 
Wolff and colleagues recently found that of 334 
patients aged below 45 years, who had suffered an 
ischaemic stroke, 16.8% were regular users of 
cannabis. These patients did not use any other 
recreational substances.10

The mechanisms underlying the potential link 
between cannabis use and vascular pathology 
have not been clearly established. Some studies 
suggest a role for cerebral vasoconstriction,11 
while others have found that stimulation of the 
cannabinoid receptor, CB2, leads to vasodilation 
and subsequent cerebral hypotension.12 This case 
report suggests that the ophthalmic vasculature 
may react in a similar fashion to the cerebral vas-
culature following cannabis use. Further study is 
required to elucidate a potential association, in 
light of the growing trend towards advocating 
cannabis for medical purposes.
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