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A. INTRODUCTION.

A 58-year-old man underwent a thoracolumbar posterior approach spinal fusion. Despite
maximal analgesic therapy before awakening after surgery, he screamed uncontrollably after the 
termination of anesthesia and extubation. He was treated with a major tranquilizer drug and became 
restful. A later diagnosis was made of civilian-PTSD following an abusive childhood. The recognition of 
such cases and their management are discussed, with a scientific literature review. The patient has 
provided written consent for this case report to be made. 

B. THE PATIENT

  The man was presented for elective thoracolumbar posterior approach spinal surgery. It was 
to be his 5th back surgery. He had no major comorbidities, was a lifetime non-smoker, and a complete 
abstainer from alcohol. He weighed 85 kg with a Body Mass Index (BMI) of 27. At his pre-anesthetic 
assessment, he seemed relaxed, was very polite, and tended towards having a quiet demeanor. It 
was learned that he was a community protestant Christian church pastor. 

Anesthesia was routine using nitrous oxide and sevoflurane for maintenance. Small amounts 
of fentanyl were used. Acetaminophen 1000mg was administered at the start of surgery, as well as 
8mg of morphine starting 30 minutes before the anticipated end of surgery. The morphine was split 
over 4-doses and 20 minutes, so as not to cause a blood pressure fall. Ketorolac 60mg was 
administered intramuscularly. After successful awakening from anesthesia and extubation, the 
patient was transferred to the Post-Anesthesia Care Unit (PACU). 

By the time the patient reached the PACU, he was further awake and looking around 
spontaneously. He chose to sit and started to scream as if in severe pain. When one stood in front of 
him and addressed him firmly, he looked into one's face, but there was no perceivable reaction that 
indicated that he grasped what any question was or what any instruction was. He would not affirm 
that he had pain. He would not indicate where any pain was located. He was not aggressive and lay 
back when he was firmly but steadily pushed back to a semi-reclining position resting on the bed back 
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support. He held the side railings of his bed with each hand. The screaming continued. The nurse 
attending to him administered 0.2mg Hydromorphone (Dilaudid ®) intravenous. There was no 
evidence it made any difference to his screaming. 

A swift medical examination was done, including checking all vital systems. Serum 
hemoglobin, glucose, and electrolytes were checked. All vital signs were normal, except for a heart 
rate of 85. The urine was clear and accumulating in a reservoir bag. He seemed to have neurological 
control of his legs and tendon reflexes were normal. Wound inspection revealed no indication of 
unusual bleeding or hematoma formation. The surgeon was phoned and he too came swiftly to 
examine the patient and stated he was satisfied that a spinal hematoma was very unlikely. A 
hypothetical spinal hematoma immediately following surgery is very serious, but also very painful.  

The attending anesthesiologist for the surgery decided to treat this as an emotional delirium 
and sedate the patient with a tranquilizer. Haloperidol was chosen. The ECG QT interval was visually 
estimated as 40% of the RR interval. One milligram of haloperidol was administered and 120 seconds 
were waited. The vocalization softened noticeably. A second 1mg of haloperidol was administered 
and the patient became silent but remained wide-eyed looking around. After an additional 2-minute 
wait, an intravenous injection of the 3rd milligram of haloperidol was administered. That became the 
total dose of haloperidol. Soon the patient closed his eyes and seemed fully restful. His heart rate 
slowed to 80 beats per minute. Oxygenation remained optimal.   ECG QT-interval, grossly viewed, was 
unchanged. No added analgesia was given. 

The physician anesthesiologist returned to visit the patient 6 hours later in the general ward. 
He had slept for 3 hours after arrival from the operating rooms. He had been rousable at all times and 
had only minimally utilized his morphine PCA machine (Patient Controlled Analgesia). At the time of 
the anesthesiologist visiting, he had his wife at his side. He was generally well and had no complaints. 
His screaming after surgery was discussed. He was well aware that he had screamed and apologized. 
He said it was not due to excess pain. He had a clear recall of the events and the people around him 
before the tranquilizer put him to sleep. He said he had pain, but it was tolerable. He said he always 
had back pain.  

The anesthesiologist returned the following day for a conversation. He probed more into the 
patient’s psychological health and life experiences. He had had a very strict and controlling father. No 
affection was shared between him and his father. His father would chronically punish him with all 
kinds of restrictions and sometimes his father in anger would punch him with his fists. He got verbally 
abused too. In counter-reaction to that, he had become a very rebellious teenager.  

One day at the age of 15-years he took his father's car illegally and without permission for a 
drive. He crashed the car badly. His father was irate to the extreme and seemed minimally concerned 
about his son's injuries.  The patient had a fractured mandible (jaw bone) from the accident and it 
had to be repaired as an emergency surgery. The patient had an awareness experience under 
anesthesia. He had been aware the whole time of a blueish-tinged light in front of him, probably the 
operating lights. He felt the surgery, heard speaking, and could not move. The most traumatic part, 
he said, was that afterward, no one would believe him having been awake during the surgery. A few 
days later he had semi-elective surgery for a femur bone fracture also sustained in the car accident. 
He did not experience awareness during that surgery. A year later he came to need back surgery also 
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for an injury related to the car accident. The surgery was minimally helpful and he had his back 
reoperated a number of times over the rest of his life. The current back surgery under review was his 
fifth back surgery 

He then was able to give more details about his immediate recent back surgery. He said it 
had been very painful upon awakening, but not enough to make him scream. He recalled from when 
he was in the PACU, that his feet kept turning for the whole time, side to side. The anesthesiologist 
who was at his side then did not observe that. He recalled everyone who tried to speak to him. He 
had no answer why he did not respond to back to those who spoke to him in PACU. He recalled his 
screaming. Once he had to roll onto his side for an X-ray of his back with the help of several PACU 
nurses. He had only a very vague recollection of that, likely due to the haloperidol that had been 
administered by that point. He also said that at the time of his screaming in PACU, his mind was 
flooded with vivid recollections of his car accident as a teenager and of his father’s anger about it. He 
kept hearing his, now deceased, father’s words. It felt that at his present age of 58-years old, 43-years 
after the car accident, that his father was still angry with him. 

After he recovered from the surgeries after the teenage car accident, his father had made 
him work for all of his weekends and school vacation times to earn money to pay his father back for 
the uninsured car damage repair costs. That continued until he left home as a very young man. It was 
as if his remaining childhood had gotten obliterated.   

When asked if he ever had screamed upon awakening from anesthesia for all of his many 
surgeries over his life span, he said he could not recall that he had.  He had had a minor non-
orthopedic surgery only 6 months earlier in another town and he was very certain his awakening 
from anesthesia was then clear-headed, calm, and uneventful. He said he had felt very frustrated 
about this 5th back surgery, as it was as if he could not escape his childhood traumas.  

In his adult life, he had become a protestant Christian pastor. He then made an unsolicited 
comment. He said his biggest frustration in life was dealing with “Christians”. He then added his 
biggest gratification in life came from dealing with “real Christians”. This author has no comment on 
those comments.  His wife was present. All indications were that she very intelligent, dynamic, and 
successful in her career. She acted fully as if she deeply loved her husband and cared for him. It was 
hinted later by a nurse caring for the patient that she had reasons to believe the pastor’s community 
that he served was a very small one barely able to sustain him. The hospital staff volunteered 
comments that he received no church community visitors nor gifts from them, during hospitalization. 
They said the norm for pastor-patients was to be showered with flowers and gifts and get-well 
wishes. This is perhaps because the hospital was a hundred miles from his residential town.   

On questioning, the patient felt his current memory was as good as it ever had been. He did 
admit that in most recent years he couldn’t always find the perfect word to express himself 
sometimes. 

  

https://www.regional-anesthesia.com/
https://regional-anesthesia.com/index.htm


 21SCPTAB           4 
 

 

C. DISCUSSION 

This case is possibly compatible with the patient having a civilian-PTSD illness, and having an 
emotional crisis triggered by (1) the stress of a major surgery directly associated with his most 
traumatic childhood experiences from 43 years earlier, and (2) the disinhibitory effects on low 
anesthetic drug concentrations at the end of the surgery. The concept of “Civilian-PTSD” is not 
broadly known to the public and in 2021 only 7 publications listed that term in an article title on 
Pubmed, versus 6402 articles that listed just “PTSD” as a term in the title.   

The clinical problem that needed urgent handling was having a patient present immediately 
after major back surgery (i) screaming in a suggestive fashion of him being in (ii) unexpected extreme 
severe pain, that suggesting a turn that (iii) a critical medical complication was possibly present such 
as an acute compressing spinal canal hematoma, and with all that the patient was (iv) 
uncommunicative.  This required fast bold and correct decision-making. Simply assuming the entire 
problem is only that of the expected pain from the actual surgery, and then administering additional 
opiates until the patient is silenced can be a fatal step ending in respiratory arrest1. Best physician 
approaches to surprise critical problems start with making the best clinical assessment that time and 
circumstances permit, then initiating the judged best therapeutic intervention while continuing 
ongoing reassessment of the still undefined problem, as well as continually assessing the effect of the 
interim therapy.  Thereafter a late follow-up assessment must occur regardless of the favorability of 
the outcome.   

Very importantly any screaming patient able to state they have pain and localize it, has pain. 
Any other post-anesthesia screaming patient fully unable to confirm that they scream for their pain 
and answer any question must be presumed to be having an acute psychiatric event and be primarily 
in need of a tranquilizer drug. The second patient may be given analgesic drugs but the analgesic drug 
choices and doses must very strongly factor in the analgesic drugs already administered and expected 
to be already effective. Furthermore, the doses of analgesic, if opiates, must deviate strongly towards 
the side of conservatism in dose size. The calming medications should be in the category of a major 
tranquilizer drug and not anxiety treating drugs such as midazolam or diazepam. Finally, the person 
should tentatively be labeled as potentially having PTSD. That illness needs to be evaluated for, at a 
later date, by appropriate professionals.  

This diagnosis of post-operative PTSD agitation cannot automatically be applied to aged persons 
with likely dementia. Certainly, persons acquiring PTSD in earlier life, can become aged persons, and 
then additionally develop senile dementia. The incidence of PTSD in aged persons has been 
measured, in 2017 in a large meta-analysis, was found to be a mean of 8.4%, with a range of 1 – 22% 
in different studies2.  In that study, the incidence of senile dementia was higher at 10.7%. In a single 
2006 US Veterans study of depressed patients' psychiatric co-morbid diseases, the PTSD incidence 
was 5.4% amongst the aged patients, and the dementia incidence was 4.5%3. A German geriatric 
study found a 3.4% incidence of PTSD4. PTSD has been shown to be a lifetime illness, that fluctuates 
in symptom severity, dependent upon periodic events that restimulate memories of the PTSD’s 
causative life’s events5. The French review on the etiology of the neurophysiology of PTSD affirmed 
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that particularly childhood adversities, and more particularly those of sexual nature, are potent 
causative traumatic events for PTSD that manifests in adulthood6.  PTSD has an overall incidence in 
the U.S.A. adult population of 3.5%10. Although the general public belief is that PTSD results 
predominantly from military experiences, sexual assault is the biggest cause, with 11.4 % of sexual 
assault victims developing PTSD, and 19% developing PTSD if the sexual assault included genital 
penetrative events. Although physical trauma may cause PTSD, it is overwhelmingly trauma of the 
interpersonal type that can cause PTSD, such as being repeatedly punched by one’s father10.  

In sufferers of PTSD, the manifestation of severe symptoms, such as screaming after anesthesia 
needs an additional trigger event as a reminder of the long past PTSD causing events10,6. That applies 
strongly to this case under discussion. He had no post-anesthesia symptoms from a small surgery a 
half-year earlier that had no relation to his childhood experiences. This back surgery which was his 
fifth back surgery, was large surgery and was the consequence of his injuring his back in the very 
traumatic teenage car accident that triggered his father's worst emotional abuse of his son (this 
patient).  PTSD is also associated with sufferers experiencing greater pain from painful conditions 
with a substantial risk for acquiring opiate addiction, compared to non-sufferers of PTSD7. That 
however is not a reason to focus on administering additional opiates to the immediate post-
anesthesia screaming patient who has already received large amounts of analgesics, including 
opiates.   

There is also a symptom of PTSD when a sufferer is in a stress situation, called dysphoric 
hyperarousal8. Its has been described as a state of nervous system dysregulation, and includes having 
the victim have an exaggerated observing of their surroundings, but with a disconnection from their 
immediate reality. They relive, mentally, their worst past nightmares in a delusional state. It has been 
described as them having a “thousand-yard stare”. That very closely describes this patient’s 
experience where they were open eyed while screaming. They looked at persons around them but 
could not relate and respond to those persons questions and instructions. They were also, as later 
revealed, visually within their heads reliving their PTSD triggering stresses in those dysphoric 
hyperarousal moments.  

The 2020 Bruneau study highlighted the fact that in mature to aged patient’s onset of dementia 
or neurocognitive disorders can worsen PTSD symptoms9. Equally an established illness of PTSD is 
itself a risk factor to develop senile dementia. Establishing exact diagnoses in such patients, and in 
particular establishing the diagnosis of PTSD and its exact cause(s) lends itself to more tailored and 
more effective selections in the therapy for an individual patient. This strongly suggests that any 
patient screaming after anesthesia with an inadequate pain explanation for that behavior must have 
1 or 2 post-anesthesia discussions seeking symptoms of PTSD, and causative life experience events 
for the development of PTSD. Thereafter the patient needs to be referred to more specialized care. 

Numerous publications indicate the use of benzodiazepines may worsen PTSDs’ evolution and 
symptomatology and the drug should be strongly avoided in screaming patients after surgery6,10.   

Interestingly, the anesthesia drug ketamine that has potent analgesic and anti-hyperalgesia 
effects, benefits in treating depression, also is being increasingly found to be highly therapeutic for 
PTSD too. It is a complex drug with very complex pharmacology and that was recently reviewed 
attempting to explain its beneficial PTSD effects11. It seems that its anti-PTSD effects outlasts its 
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presence in blood, as it identically does for depression and hyperalgesic pain. That is probably all 
linked to it being a non-competitive NMDA receptor antagonist, which then influences GABA, AMPA, 
and BDNF neurological effects, which all alter synaptic plasticity. Non-competitive antagonists bind 
the receptor permanently for the life of the receptor. Receptors are dynamic have short life spans 
ranging from hours to days depending on their type, but not for months. While there is no scientific 
studied proven optimum dose and administration methods for all of those illnesses, it strongly seems 
that high doses have no advantages over the observed benefits of small doses. A popular small bolus 
dose is 50mg for any adult patient. This author has a large amount of experience utilizing the 50mg 
bolus IV dose, with very satisfactory sometimes dramatic results for hyperalgesic pain. If 
administered early in anesthesia no midazolam is needed. If administered very near the conclusion of 
anesthesia or after anesthesia, the 50mg ketamine bolus is highly recommended to be accompanied 
by a small dose of midazolam, of 1 to 20 mg IV, to eliminate the visual hallucinations that can occur in 
the first 10 minutes of the ketamine drug's effects.   

 

D.     CONCLUDING KEY POINTS: 

1. If a patient screams unexpectedly and severely after surgery, ask if they have severe 
pain and where it is, and they affirm they have severe pain act as follows;  

I. Do a swift clinical assessment to exclude any surprise complication adding 
to causes of pain. 

II. Review all the analgesic drugs already administered to the patient. 
III. Administer extra analgesia to compliment and balance the analgesia 

already administered. Be conservative with fresh-drug doses, if the 
already administered doses are substantial. Strongly consider treating for 
hyperalgesia with 50mg ketamine and 1.5 mg midazolam IV (average 
adult) (Google “18VRPHAA” for best hyperalgesia review)   

2. If a patient screams unexpectedly and severely after surgery, ask if they have severe 
pain and where it is, and if they do not reply in affirmation of having pain act as 
follows; 

I. Do a swift clinical assessment to exclude surprise complications adding to 
causes of pain. 

II. Review all the anesthesia drugs already administered to the patient. 
III. Do not administer any additional analgesia, if the review of the drugs 

already administered for pain is substantial.  
IV. Only if the review of the analgesic drugs reveals that analgesics 

administered were zero or minimal, then strongly consider administering 
50mg ketamine and 1.5 mg midazolam IV (average adult). 

V. Administer a major tranquilizer drug, such as haloperidol. Prepare 5mg in 
a syringe. Inject 1mg and observe for 2 minutes. Then administer an 
additional 1mg if the patient is not yet tranquil. By titration of 1mg at 2-
minute intervals, administer the drug until patient tranquility is achieved. 
Use ECG monitoring for QT interval length, and do not exceed 5 mg 
haloperidol for any adult.   
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VI. Do a post-anesthesia consultation between 8 to 36 hours later seeking a 
history of causative events for having PTSD, and seek PTSD symptoms. If 
the results are positive, refer the patient to specialist psychiatry or 
psychiatrist care at first convenience.  

VII. Absolutely avoid benzodiazepines as calming drugs, except for 1.5 mg 
midazolam paired with ketamine, if ketamine is administered.  
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Recommended readings: 

For a non-psychiatrist wishing to read a global broad overview of PTSD under 25 pages long, this 
author recommends the Wikipedia “Post-traumatic stress disorder” article. It covers the diagnosis, 
pathophysiology, and treatment very well.     
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