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A. INTRODUCTION 

A 60-year-old lady presented for anesthesia for a left breast reconstruction utilizing a DIEP 
flap from the abdomen. She had had a previous left mastectomy for breast cancer. When she 
recovered from anesthesia she screamed and cried uncontrollably. She was then injudiciously 
administered an overdose of opiates and developed acute respiratory arrest, requiring full 
resuscitation and reversal of opiate effects with naloxone.  

The case will be discussed, as to what her correct diagnosis was causing her screaming, and 
what her optimum treatment should have been.  Emphasis will be placed on the screaming, and 
PTSD.  

 

B. THE PATIENT 

The patient was a 60-year-old lady. She 9-years earlier had had a one-sided mastectomy. She 
was now going to receive a complex cosmetic reconstruction of the mastectomy breast, utilizing a 
DIEP tissue flap from the anterior abdominal wall. She had a BMI of 28, weighed 75 kg, and had a 
healthy appearance. She drank minimal alcohol and was a lifetime never-smoker. She was prone to 
develop motion-induced nausea. Her chronic medications were atorvastatin for high blood 
cholesterol levels, and thyroid hormone levothyroxine 25mcg daily. She had already long completed a 
chemotherapy regimen after her previous mastectomy for breast cancer.   

The surgery lasted 13-hours and was uneventful. Analgesia given was 1000mg IV 
acetaminophen, and ketamine 30 at the start of the case, and hydromorphone 2mg (Dilaudad®), and 
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morphine 4mg at the end of the case. A total of 500µg of fentanyl was administered spread 
throughout the anesthetic. Anesthesia was maintained by desflurane, and rocuronium, with assisted 
ventilation and intubation. After the completion of her surgery, she was easily awoken and extubated 
with immediate transfer to the Surgical Intensive Care Unit (SICU). In SICU she was to have precision 
fluid management, to ensure optimum perfusion of the free-flap grafted tissues used in the breast 
reconstruction. At the conclusion of surgery, her intravenous anti-emetic therapy was 
dexamethasone 10mg, Droperidol 0,625mg, and ondansetron 4 mg.  

Upon arrival in the SICU, she started to look around herself spontaneously. She started to 
repeatedly loudly scream the sound “Aaaargh” and cry with tears. She did not respond in any 
intelligible way to verbal words spoken clearly to her, even though she was open-eyed and looking at 
the nurses and doctors around her. She gave no intelligible response to questions or instructions. 
Nursing records used the following words in describing her state; “agitated, restless, combative, 
delirious, disorientated”.  

The receiving physician in the SICU made a rapid judgment that the lady had severe pain 
causing her to scream out loud. He promptly administered 50 µg of fentanyl followed by a bolus of 
5mg of morphine, both intravenously. Within a minute she ceased screaming, ceased breathing, and 
her arterial saturation fell to 38%. A full resuscitation protocol was initiated and she was ventilated 
with a face mask, followed by administration of 0.04mg naloxone to reverse the respiratory effects of 
the freshly administered opiates. She became very alert and restlessly looked around wide-eyed. She 
was then administered 2mg midazolam. That settled her restlessness and the rest of her 1st night in 
SICU was uneventful. Ongoing medical assessments of the full patient from head to toe through the 
night, together with special tests did not reveal any surprise medical diagnoses or injuries that could 
cause extra or unexpected pain. She remained on oral midazolam until hospital discharge on day-7 
after surgery. The case was subjected to formal departmental medical review afterward. 

She also underwent two interviews over the following days with her initial physician 
anesthesiologist that added supplementary information. She denied ever having severe pain at any 
time after surgery and was satisfied with her pain control. She had a vivid clear recollection of her 
restlessness and screaming upon arrival in the SICU after her surgery. She recalled persons trying to 
talk to her, and she recalled the questions they were asking. She was apologetic about her screaming. 
Her initial physician anesthesiologist then recalled aspects of his pre-anesthesia discussions with her 
that were notable. 

At her pre-anesthetic discussions, she was smiling and seemingly relaxed. She had little 
interest in the pre-anesthetic assessment, and her opportunities to ask questions. The 
anesthesiologist had an intuition that the patient was concealing a concern, and having some spare 
time lingered in her examination room making small talk, intending to be reassuring. The lady soon 
looked him in the eyes and stopped smiling. She related the story of her father’s very recent death 
only weeks prior. He had been operated on and was in a general ward afterward. He had been very 
upset by having a major awareness-under-anesthesia experience. He fell out of bed on his third post-
surgical night and was found dead on the floor. She described her father’s death as an “anesthetic 
caused death”. She said she feared having awareness under anesthesia herself as her father had 
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experienced. She also expressed fear that she would similarly die after her surgery, if she too 
experienced awareness under anesthesia, and fell out of her ward bed. She had no specific concerns 
about the surgery, the breast cosmetic outcomes, her cancer, pain after surgery or anything else. She 
just spoke incessantly about her father.  The physician anesthesiologist explained the anesthetic plan, 
explained awareness under anesthesia and how they would prevent it. He was as reassuring as he 
best could be.  

She then further reported that she was obsessed about also falling out of bed, as her father 
had done when he died. She explained that after her father's surgery and before he died, despite his 
chronic dementia, he clearly described his experiences of being awake during his surgery. She stated 
to her physician anesthesiologist that her mind was flooded with her thinking she was also going to 
fall out of bed after her surgery and anesthetic, and die as her father did. She used the phrase, “I am 
scared”.  

In her interview the day after anesthesia and the screaming incident, she described her father 
as being severely senile and had been so from his early sixties. He had no longer recognized his 
daughter and no longer remembered her name in his last decade of life. Regardless, his daughter was 
very dutiful in caring for her aging father, visiting him twice every week.  

She also reported that while she was screaming, she was also vividly thinking she was falling 
out of bed. She also said she had continued thinking and dreaming she was falling out of bed 
throughout her whole first night in SICU after surgery. Nursing notes, however, did not reveal her 
ever falling out of bed. She seemed restful to the nurses, after her opiate overdose, resuscitation and 
administration of naloxone and midazolam. That all suggested that the patient’s vivid horror images 
of falling out of bed were confined to her mind. Of note; she consistently denied her pain was ever a 
problem to her even while she was screaming.  

The surgeons expressed continued concern for the survival of the free tissue flap vascular 
anastomoses and pressured the anesthesia and SICU physicians at all times, to keep the patient still. 
That was a part incentive towards the early error of administering the excessive opiates that caused 
the apnea event.    

With all that above information, the initiating physician anesthesiologist who had seen her 
before surgery and started her anesthetic returned to visit the lady again on the second day after 
surgery and conducted a lengthy private psychological interview. He finally learned that the lady had 
obsessed about her aged father nearly all her life, even after marrying and having three children 
herself. She always visited her senile father twice weekly in his care facility. She thought about him 
daily and had a dream about him more than weekly. She guardedly confirmed to the physician’s 
cautious respectful questioning, that she and her father had had intimate sexual contact when she 
was a peri-pubertal child. She never dated boys until she was in her later twenties in age. She married 
the only man she ever dated after a very long courtship. She had suffered from depression her whole 
life although she avoided therapy and chose to conceal her sadness to the best that she could. She 
also had recurring flashback memories of her incestual pubertal intimate experiences, for all of her 
life. The physician met the patient’s husband and judged him as being exceptionally gentle, 
protective, and caring for his wife.     
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Seven weeks after the breast reconstruction she underwent an additional 3-hour surgical 
nipple and areola reconstruction on the same breast. This last surgery and anesthetic were fully 
uneventful.  

 

C. DISCUSSION 
1. Post-Traumatic Stress Disorder (PTSD):  The patient reflects several 

diagnostic features of civilian Post Traumatic Stress Disorder (PTSD) from her 
experiences of incest as a child. She suffered from long-duration depression. She had 
frequent nightmares about her childhood traumatic sexual experiences. She had 
frequent daytime flashback memories of her childhood experiences. She seemed to 
have mixed, conflicted, and confused feelings towards her father. She seemed to act as 
if she always sought after his fatherly love, and she acted caringly towards him to the 
end of his life.   

Her screaming early after surgery, whilst she had minuscule amounts of 
anesthetic drugs still affecting her, is compatible with emotional disinhibition of strong 
emotions seen with alcohol consumption and with recovery from anesthesia1. PTSD 
has been described as presenting with severe confused agitation, or emergence 
delirium and vocalization after anesthesia6. This author has accumulated several such 
cases in his career, with growing insights over time. Sometimes the patient reaction is 
purely uncontrollable crying or sobbing. Sometimes as in this case, the reaction is loud 
uncontrollable screaming with tears and fits the description of agitation or delirium. 
The first cases of uncontrollable sobbing after anesthesia that this author ever met, 
were in a family medicine setting where the ladies had undergone a minor 
gynecological procedure under anesthesia with near-zero pain post-procedural 
expected. In each of those first five cases the lady patients all later confessed that their 
emotions were overwhelmed dealing with the situation of spousal sexual infidelity, 
and they lost control upon awakening. They also said those very thoughts 
predominated their minds just before anesthetic induction had rendered them asleep.  

This author had also observed a few times in his anesthesia career that a few 
un-premedicated patients when anesthesia was induced while they were conversing, 
that stopped talking in midsentence. Then later upon their awakening from anesthesia 
and when they opened their eyes to see the anesthesiologist, they completed the 
sentence they were speaking when falling asleep. That observation once it was clearly 
perceived invited the thought, that one could control the mind of a patient during the 
induction process and thus likely also control their first thoughts once they achieved 
cognitive status upon recovering from anesthesia. That would be a powerful tool, if 
true, with patients who were severely emotionally burdened at the time of going to 
sleep.   Accordingly, it became this author's lifetime anesthesia habit to get a patient to 
create a harmless happy image within their minds as he was about to start induction of 
anesthesia. The author would talk non-stop softly and soothingly painting a verbal 
image into the mind of the patient. He would also ask once "Can you see that image?" 
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An example is this author would encourage the patient to think he or she was walking 
along the beach, on a sunny day, with a gentle breeze blowing, with their toes in the 
water, and seagulls flying overhead, holding hands with the dearest person they had in 
their lives ever.  When this routine was followed no patient ever awoke in a situation 
of emotional turmoil with load vocalization. There is no scientific evidence that this 
author knows of validating this practice, other than this anecdote. In all the personal 
anesthesia cases this author is describing here and in associated documents, where 
patients woke up crying uncontrollably and or with screaming, this soft-talking 
thought-controlling routine had not been followed for some trivial reason. Scientific 
study validation is needed. The practice however seems harmless, at the least.   

Subtle hints of this patient’s forthcoming post-anesthesia agitation and 
screaming were given pre-anesthetic by her fixation on speaking of memories of her 
father, with little verbalized or apparent concern for herself and surgery. It would take 
a very astute and experienced physician anesthesiologist to have foreseen her agitated 
awakening. Had a physician anesthesiologist considered the possibility of emotional 
disinhibition and agitation occurring upon the lady’s first recovery from anesthesia 
they could have administered a titrated small dose of a major tranquilizer 
prophylactically, upon extubation, and then been ready to titrate extra small doses, as 
needed while observing the patient for 10 to 30 minutes after extubation. This author 
has a favorable experience with haloperidol and would have, retrospectively, liked to 
have administered 1mg immediately after extubation, and retained the drug syringe 
close at hand for supplementary doses as needed in the next 30-minutes. Another 
challenging aspect of this case was the very long duration of the surgery and the fact 
that the anesthesia care team had changed twice by the end of the case. This limited 
the transfer of subtle information, but potentially valuable patient information, to the 
following physician care teams, on the state of the patient from pre-surgery. 

Her lapse into apnea with a near-lethal result following the administration of 
fentanyl and morphine for her screaming after surgery is certainly due to an 
erroneously administered overdose of opiates. The prescribing physician did not factor 
in the extensive amount, of varied analgesics she had already been administered when 
he assessed her screaming and lack of response to verbal questions or instructions. It 
was a critical near-fatal error to judge her screaming to be a sign of pain. A review of 
the analgesic therapy already given should have suggested that the patient could have 
had some pain, but not sufficient pain to produce uncontrollable screaming. A better 
decision would have been to use respiratory-safe major-tranquilizer drugs, such as 
haloperidol, in small slowly titrated doses seeking only a reduction in screaming.    

It has been observed that sufferers from PTSD get little reduction in symptoms 
with time2. It has also been well documented that childhood sexual abuse is a major 
cause of adult civilian PTSD3,4. 

The diagnosis of PTSD is slightly different in different situations. For USA 
soldiers there is a possibility of receiving a payout of a very substantial lifetime 
financial monthly benefit. PTSD has virtually zero objective signs, and symptoms can 
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easily be exaggerated or fabricated by a deceitful patient incentivized by monetary 
considerations. Accordingly, the Diagnostical and Statistical Manual of Mental 
Disorders (DSM) and the VA hospital have a very structured way of diagnosing PTSD, 
subcategorizing the illness, and grading the severity of the illness. There is some 
argument that PTSD is over-diagnosed in military personnel.  Civilian-PTSD is certainly 
very underdiagnosed, and sufferers often socially conceal their causative 
circumstances and have no comprehension that they suffer from the illness. 
Diagnosing civilian PTSD can be much simpler and only has the purpose of recognizing 
a patient's need for sympathy, and appropriate psychotherapy and medications.  

In the context of anesthesia, there are two interesting aspects. Firstly, the PTSD 
patients may present with extreme emotional expression and agitation when 
recovering from anesthesia as the drug effects wain6. That uncontrollable crying or 
screaming is always a surprise and has the potential to mislead physicians and lead to 
incorrect patient therapy, as occurred in this case under discussion. Secondly, one 
anesthesia drug has been shown to have a beneficial effect on suffers from PTSD, and 
it is ketamine. Anesthesiologists have long recognized that ketamine is a potent 
inhibitor and therapeutic against hyperalgesia. Intriguingly the anti-hyperalgesia 
benefits are achieved by very small doses and last 30 hours and more beyond the 
disappearance of measurable blood concentrations, and even longer sometimes. 
Evidence is rapidly accumulating that ketamine has an identical grade of benefit 
against PTSD symptoms. Administering ketamine at the start of anesthesia will conceal 
all hallucinatory side effects of ketamine. That makes general anesthesia a special 
therapeutic window of opportunity to treat a PTSD patient.  By coincidence, this 
patient under discussion did receive 30mg ketamine at the start of her 13-hour 
anesthetic. It did not prevent her crying-screaming event upon awakening. All that can 
be concluded from this single anecdotal observation, is that; (1) the ketamine dose 
administered may have been too small to influence this patient's PTSD, (2) perhaps it 
did reduce the severity of the post-anesthetic crying-screaming compared to what it 
would have been, and (3) the lady's ongoing long term PTSD symptoms are unknown 
to the author and thus cannot be commented on whether they improved or not.   

 
2. Differential diagnosis of a screaming confused patient after anesthesia. 

When a patient fails to swiftly regain full cognitive function after anesthesia with 
the ability to answer questions, execute instructions and additionally be restful, the list 
of potential causes is endless. Patients in this broad group can be described as 
demented, confused, sleepy, agitated, delirious, disorientated, and many more terms. 
The causes of the situations can be natural aging loss of mental acuity, poor analgesia, 
medication side-effects, hypoglycemia, hypothermia, hyponatremia, hypotension, 
hypovolemia, anemia, illicit drug withdrawal, and arterial or ischemic brain injury. 
Making a correct diagnosis requires starting with an elementary visual and physical 
examination of the entire patient and checking basic laboratory tests.  Clinical medical 
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experience and medical intuition is an essential guide on how to act further. Consulting 
with all of the involved anesthesia and surgery physicians is critical.  

The sub-category of patients that this case discussion represents is slightly 
different. This author refers anecdotally to about a dozen identical experiences across 
a full career. The post-anesthesia PTSD patients were all characteristically very vocal 
with disturbing crying and screaming. They all had none of the clinical and biochemical 
changes checked for in the previous paragraph. They all would make fleeting open-
eyed contact with one if one tried hard to speak to them. They would not reply when 
spoken to, or it was very hard to even get a head-nod or shake indicating denial or 
affirmation to a question. None were geriatric patients.  All had already had sufficient 
pre-emptive analgesia medications to make their distressed condition very unlikely to 
be due to extreme pain. Finally, in this author's anecdotal experience, patients who did 
awaken from large surgery and who were additionally markedly undertreated for pain 
all would clearly affirm they were suffering from pain, and they could localize the pain. 
The subcategory of patients that this discussion is about, would not give any slightest 
affirmation that they had severe pain anywhere.   

There are other case reports titled "Emergence delirium with PTSD amongst 
military veterans" describing near-identical post-anesthesia events as happened to this 
patient under discussion. In one case the emergence-delirium was anticipated due to 
the patient already being a diagnosed soldier with PTSD, and a dexmedetomidine 
infusion was specifically used with the general anesthetic5. The dexmedetomidine 
infusion was used as a premedication, and during anesthesia apart from other 
standard drugs and volatile anesthesia. The patient awoke from surgery calmly, and 
without the inconsolable crying that had characterized all his previous surgeries.   

One military veteran with a preexisting formal diagnosis of PTSD underwent 
typical anesthesia and surgery for an inguinal hernia repair6. He was 62 years old, was 
on metoprolol, and was known to regain lucidity very slowly after anesthesia. After 
surgery, he was very agitated and was administered a total of 6mg midazolam for his 
extreme agitation. He chose to sit in bed and uttered phrases repeatedly to no one in 
particular that were interpreted as evidence that he was seeing within his head visual 
memories of his combat experiences in Vietnam. The accumulated midazolam did 
quieten him a bit. He was never violent or at risk of hurting himself or anyone else. It 
took 2 ½ hours before he was calm and able to exchange dialogue with anyone. He 
retrospectively said he had been very confused and was having continuous visual 
flashback images in his head, from his Vietnam military experiences. This reported 
anecdotal case affirms the entity of post-anesthesia emergence delirium occurring in 
known PTSD patients and the report suggests midazolam is futile therapy used alone, if 
at all.   

One of the earliest studies demonstrating dramatic benefits from ketamine in 
treating PTSD is from 20087. A retrospective review was taken of soldiers who had 
seen combat in Iraq. A subgroup of 141 individuals was identified who had received 
surgical burns therapy, such as skin grafting and wound debridement, under 
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anesthesia. They were split into 2-subgroups; 119 had received ketamine during their 
anesthetics, and 28 did not. It was shown that patients receiving ketamine reduced 
their incidence of finally having PTSD after combat by 40%, compared to the burns 
patients operated on who received no ketamine. This was in contrast to the prevailing 
belief at that time that hallucinatory drugs like ketamine were speculatively predicted 
to worsen PTSD development and outcomes. A recent review of ketamine being 
administered to PTSD sufferers strongly considered ketamine to be highly beneficial 
for PTSD sufferers8.   

      
 

D. CONCLUSION. 

The main lessons from this case are the following; 

1. Screaming although a possible sign of pain is not a reliable sign of pain. This is an 
identical problem for any anesthetist or anesthesiologist when dealing with non-
verbally communitive patients such as neonates and veterinary patients. There, 
unable-to-speak patients crying or growling upon recovery from anesthesia has many 
causative explanations, more than just that the patient is suffering from pain.  

2. The administration of extra opiates to a patient immediately after anesthesia, who 
already has been administered a substantial quantity of analgesic drugs, must be 
avoided when the patient is unable to express their having pain or unable to rate the 
severity of any pain. It is thus safer in a screaming noncommunicative patient to 
misdiagnose emotional turmoil and agitation than to misdiagnose pain. Opiates are 
double-dangerous drugs when administered without the patient having any or 
sufficient counter-balancing pain to offset the very potent respiratory depressant and 
sedative effects of excess opiates.   

3. It is safer to treat uncontrollable screaming in a non-verbal patient as being only 
severe agitation and to inject a major tranquilizer cautiously and observe the patient 
further.  

4. Any patient having seeming inexplicable pain always needs a wide-ranging open-
minded full clinical assessment as soon as possible (ASAP) to exclude unexpected new 
medical diagnoses or injuries to the patient. Examples could be ischemic limbs or 
ruptured spleens, or anything.  

5. Full psychological assessment is impossible to do during a situation of having a 
severely agitated uncontrollable patient at the moment. The priority is to bring control 
to the situation, allowing further ongoing medical assessment, and information 
collection. At the first later opportunity, the patient needs to be engaged in a 
conversation where they can be asked about their anxieties, fears, and matters on 
their mind. Even if that interview does not reveal any answers to explain the events 
observed, strong consideration must be given to have a formal psychological 
assessment done by a professional psychologist anyway, at a later time.  In this 
author's personal experience, every younger and generally healthy patient having 
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initially inexplicable dramatic vocalization and agitation soon after the termination of 
anesthesia, always had deep psychological and emotional burdens that were 
discoverable in later days by appropriately skilled and gentle private questioning.  

6. The diagnosis of civilian PTSD is seldom made in patients before a combination of 
triggering circumstances such as recovering from an anesthetic. This is different from 
military personnel where PTSD is nearly always diagnosed.  Presentation of previously 
undiagnosed PTSD after anesthesia with screaming and uncontrollable crying has been 
seen by this author in a few cases he has anesthetized and is described individually 
elsewhere.  

This author, if now presented with an unexpected wide-eyed screaming non-communicating 
patient after surgery where substantive analgesia had already been administered before the end of 
anesthesia, would strongly consider acting as follows. He would first, by clinical examination, exclude 
unexpected sources of pain and causes of confusion. He would do a swift but thorough general 
examination of the patient confirming all limbs, skin areas, and the back seemed intact. He would 
confirm with the surgeon that there were no potential unseen serious surgical complications he was 
fearing, for example, a spinal hematoma. He would also do tests to confirm there was no surprise 
chemical or metabolic abnormalities. That could all be completed or initiated within 1 to 2 minutes.  
He would then administer 50mg ketamine intravenously followed immediately by 2mg midazolam. 
That would be followed by an injection of 1mg haloperidol intravenous, and a further 4 mg being 
immediately at hand to be used in 1mg increments if judged as necessary. He would be willing to 
administer up to a 5 mg total of haloperidol, with about 5 minutes between each dose, if needed to 
bring silence and restfulness to the patient. His experience suggests there is a 60% chance no further 
haloperidol would need to be administered and a 39% chance only a second milligram of haloperidol 
would be needed.  A calm shut-eyed state would follow. An hour later He expects the patient would 
become spontaneously awake, and be capable of calm 2-way conversation further onwards. Finally, 
he would re-visit the patient the following day, or late on the same day and seek to find symptoms of 
PTSD, and causative events for PTSD in the patient’s life. Maybe a second visit or phone call later 
would be needed. Then the patient could be offered the opportunity to seek professional 
psychological or psychiatric help.  

The anesthesiologist’s duty is not to make a fresh diagnosis of PTSD, nor to primarily treat any 
PTSD cases. It is the anesthesiologist’s duty primarily to safely convey the patient through surgery and 
anesthesia doing no harm, and to aid the patient with best referrals for newly discovered problems. A 
master clinician anesthesiologist should however be well informed about the problem of 
undiagnosed PTSD patients manifesting after anesthesia with an uncontrollably crying or screaming 
and how to best safely manage them in the interim.     

……………………………………………………………………………………………………………………………………………………………. 
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