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Post Traumatic 
Stress Disorder: 

What is it and how can it 
affect us as healthcare providers? 

Matthew Zinder, MS, CH, CRNA

PTSD Definition
A disorder that develops in some people who have seen or lived 

through a shocking, scary, or dangerous event.

What is Traumatic Stress?

• Daily Hassles:
• Car breaking down
• Paying bills
• Work related stresses

What is Traumatic Stress?

• Major Life Events
• Losing a job
• Divorce
• Buying a new 

home/moving
• Getting married

What is Traumatic Stress?
• Serious Traumatic 

Events
• A situation where 

someone feels that their 
lives, or the lives of 
someone they know could 
be threatened

• Could be witnessed or 
experienced directly 

• Could be an event that 
happened to someone 
close to you

What is Traumatic Stress?
• Serious Traumatic 

Events
• War Zone Exposure
• Physical or sexual 

assault
• Serious accidents
• Child sexual or 

physical abuse
• Natural disasters
• Torture
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According to the DSM-V
• Diagnosis for PTSD requires specific types of  

trauma exposure:

• Directly experiencing a traumatic event
• Witnessing, in person, an event that happened to 

someone else
• Learning about the violent or unexpected death of 

a friend or family member
• Experiencing repeated or extreme exposure to 

aversive details of traumatic events

According to the DSM-V

• Does NOT include:

• Exposure to electronic 
media like television, 
movies, or photographs 

• (unless this exposure is work-
related)

Dissociative symptoms and numbing
• Acute Stress Disorder: dissociative symptoms during 

or immediately after the distressing event: amnesia, 
depersonalization, derealization, decreased awareness of  
surroundings, numbing, detachment, or lack of  emotional 
response

• PTSD: dx not made because of  initial reactions at the 
time of  the trauma but is based on characteristic 
symptoms that occur 1 month after the trauma.

Symptom Clusters
• At least 1

Re-experiencing symptom

• Recurrent recollections of  
event

• Recurrent distressing dreams
• Acting or feeling as if  event is 

recurring (flashbacks)
• Psychological distress to cues 

resembling event
• Physiological reactivity to 

cues resembling event 

Symptom Clusters
• At least 1

Avoidance Symptom

• Avoidance of  thoughts or 
feelings that are reminders of  
the event

• Avoidance of  activities, 
places, people, or 
conversations that are 
reminders of  the event

Symptom Clusters
• At least 2  Persistent negative 

alterations in cognitions and 
mood 

• Markedly diminished interest 
in significant activities

• Feelings of  detachment from 
others

• Inability to experience positive 
emotions

• Inability to recall important 
aspects of  the trauma
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Symptom Clusters
• At least 2  Persistent negative 

alterations in cognitions and 
mood 

• Negative emotional state
• Exaggerated negative beliefs or 

expectations
• Distorted blame of  self  or 

others about the trauma

Symptom Clusters
• At least 2 Hyperarousal

• Sleep disturbance
• Irritable behavior and 

outbursts of  anger
• Problems with concentration
• Hypervigilance
• Reckless or self  destructive 

behavior
• Exaggerated startle response 

Anesthesia & Analgesia Article 
• Gozoni et al. study

• Sample of  1200 anesthesiologists
• 84% acknowledged involvement in at least 

1 unanticipated death or serious injury of  a 
patient

• 70% experienced symptoms of  guilt,  anger, 
depression, repetitive reliving of  event, and 
loss of  confidence

• 88% required time to recover emotionally 
from the event

• 12% considered a career change
• 67% believed that their ability to provide 

anesthesia was compromised 
• Only 7% were given time to collect their 

thoughts immediately following the event
• 5% admitted to the use of  alcohol or drugs 

as a result of  the event

Cause for Pause After a Perioperative Catastrophe:
One, Two, or Three Victims?
Timothy W. Martin, MD, MBA,* and Raymond C. Roy, MD, PhD†

Anesthesiologist’s Lament

Oh my god, what happened? I need to know.
Did I miss a sign? My response, too slow?
If I was distracted, poorly prepared,
It was not his fault. He should have been spared.

If Lachesis measured a longer thread,
What changed his fate? What? And why is he dead?
When unbidden Atropos came to call
Over our lives she cast her black pall.

Will I see his shroud in another’s face?
In waking dreams am I doomed to retrace
The steps untaken, the shock, even shame
And tormenting fear that mine is the blame?

—R. C. Roy, 2011

Most practicing anesthesiologists during their ca-
reers will be involved in at least one periopera-
tive catastrophe that turns a patient into a victim.

Although the details and responses may vary, the anesthe-
siologist responsible for the patient who has suffered the
unexpected perioperative death or severe adverse event
resulting in permanent disability invariably manifests a
range of emotional and psychological responses such as
those described in the Anesthesiologist’s Lament (R. C. Roy,
personal correspondence). Guilt, anger, depression, repeti-
tive reliving of the event, and loss of confidence are
included in the umbrella of symptoms that comprise acute
and posttraumatic stress disorders (Tables 1 and 2) that
sometimes become so severe that the affected anesthesiolo-
gist may contemplate a career change or even suicide.1,2 In
essence, the anesthesiologist becomes the second victim of
the catastrophe.2,3 If vigilance is reduced as a consequence
of depression or symptoms of the acute stress disorder,

then patients subsequently anesthetized by the affected
anesthesiologist may become third victims.4–6 In this issue of
Anesthesia & Analgesia, Gazoni et al. report the results of a
large survey of active and resident members of the American
Society of Anesthesiologists that assessed the impact of peri-
operative catastrophes on American anesthesiologists.7 Their
findings confirm the high likelihood that every anesthesiolo-
gist will be involved in a perioperative catastrophe during his
or her career and provide strong evidence for second and
third victim concepts.

The Gazoni et al. study revealed a number of notable
findings, some predictable and others less so. A carefully
designed questionnaire was mailed to 1200 randomly selected
active and resident physician members of the American
Society of Anesthesiologists, of whom 659 (56%) responded.
Eighty-four percent of the responders acknowledged in-
volvement in at least one unanticipated death or serious
injury of a perioperative patient over the course of their
careers. When queried about the emotional impact of a
“most memorable” perioperative catastrophe, !70% expe-
rienced symptoms such as those listed above, and 88%
reported requiring time to recover emotionally from the
event. Twelve percent reported having considered a career
change in the aftermath of the catastrophe. Interestingly,
67% believed that their ability to provide anesthesia care
was compromised in the immediate aftermath of the case
(nearly one third indicated a substantial degree of compro-
mise), yet only 7% reported having been provided time off
immediately following the event to collect their thoughts
and begin personal recovery. Five percent admitted to the
use of alcohol or drugs as a result of the event.

In most hospitals or anesthesiology groups (and often
both), after a serious adverse event or unexpected death,
there are reporting and review processes that must occur.
These may take the form of morbidity and mortality
conferences (single specialty or multidisciplinary), root-
cause analyses, or either internal or external peer reviews of
the case and event. Often there are several different types of
investigation and review undertaken simultaneously by
various individuals or entities. Their purpose is to identify
and correct process or system failures or weaknesses to
prevent recurrence of the event with other patients or
health care providers. But rarely is there a formal wellness
advocate for the anesthesiologist who was closely involved
with, or perhaps responsible for, the patient at the time of
the catastrophe. Is it appropriate for the anesthesiologist to
immediately return to clinical duty and the care of other
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EDITORIAL

Treatment
• Cognitive Behavioral Therapies-Now considered the gold 

standard for PTSD treatment due to significant success 
• Prolonged Exposure Therapy
• Cognitive Processing Therapy

Treatment

• Prolonged Exposure

• Evidenced based treatment
• 8-12 weeks
• Repeated exposure to trauma 

memories
• Confronting things that one is 

afraid of  secondary to trauma 
in a safe environment over 
time

Treatment
• Cognitive Processing 

Therapy (CPT)

• Evidenced based treatment
• Examine thoughts in order to 

change behavior
• Perform writings about 

thoughts and behaviors 
• Writings are analyzed and 

processed to change behaviors 
to better cope with 
surroundings and past trauma 
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APSF Article 
• What can be done to help the 

“second victim”

• Create an open, understanding 
environment for colleagues to discuss 
mistakes

• Senior staff  should be supportive of  the 
affected provider by encouraging  
dialogue regarding the events and the 
resulting emotions

• Departmental and institutional policies 
and procedures, that are not punitive, 
should be in place to facilitate formal 
psychological counseling when indicated
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Likewise, it is difficult to talk to colleagues
about the situation because of the fear that they will
question the anesthesia provider’s competency or
ability to practice. The case will certainly be dis-
cussed at a departmental performance improve-
ment conference to identify what went wrong and
to make changes to prevent it from happening in
the future. But usually this process takes place in a
sterile, professional atmosphere without attention
to the emotional needs of the affected physician.

Not knowing where to turn and not having a
readily apparent venue to openly share feelings, the
provider may turn inward looking for solutions. At
times, the provider’s mechanism for dealing with
these complex and strong emotions may be dysfunc-
tional and contribute to depression, substance abuse,
or even suicide.2

Recent work has revealed that depression and
psychiatric disorders are present more commonly
than realized among physicians. Surveys of medical
students indicate that one-fourth may already suf-
fer from depression.3 Depression may continue into
residency and contribute to burnout during train-
ing.4 Physicians may fail to recognize when they are
depressed, or if they do, be resistant to referral for
treatment. There are many possible causes for this
including concern that action would be taken by
state medical boards, insurance companies, or hos-
pital administrators. Additionally, apprehension
arises regarding the stigma of a diagnosis of depres-
sion and the need for treatment.

Data from centers treating anesthesiologists
with addiction indicate that the coexistence of men-
tal disorders is not uncommon.5,6 Although an asso-
ciation exists between addiction and mental
disorders like depression, the attributable risk for
substance abuse due to psychiatric conditions has
not been determined.

Decades of research have documented that
physicians’ risk of suicide is greater than for the
general population.7 In 1968, Bruce published data
indicating that the rate of suicide in anesthesiolo-
gists was 2.7-times greater than for a sample of male
insurance policy holders.8 A more recent mortality
study compared causes of death in anesthesiologists
to a cohort of internists.9 The rate of suicide in anes-
thesiologists was 1.45-times that for the internists,
while the rates for drug-related suicide and all drug-
related deaths were 2.2- and 2.8-times greater,
respectively. A significant proportion of physicians

who attempt suicide have coexisting psychiatric dis-
orders, substance abuse, or alcoholism.7

Undoubtedly, there are multiple factors respon-
sible for the increased rate of suicide in anesthesiol-
ogists and for the cases of depression and addiction.
Multiple stresses are present in the professional life
of anesthesiologists and nurse anesthetists includ-
ing the events associated with an adverse patient
outcome. Future studies should be directed at
determining the extent to which a clinician’s reac-
tion to the stress of an adverse patient outcome con-
tributes to depression, substance abuse, and
suicide. A better understanding of these relation-
ships will permit more effective prevention and
treatment.

But what can be done to help the second victim,
the anesthesia provider, when a medical error or an
adverse outcome occurs?1,10 Creation of an open,
understanding environment for colleagues to dis-
cuss mistakes will reduce the anxiety and shame felt
by the individual. Senior staff should be supportive
of the affected physician and should encourage dia-
logue regarding the events that took place as well as
the resulting emotions. Departmental and institu-
tional policies and procedures, which are not puni-
tive to the individual, should be in place to facilitate
formal psychological counseling when indicated. 

The error or the circumstances surrounding the
adverse event should be discussed with the patient or
the patient’s family including an explanation of what
happened and an assurance that changes have been
made to prevent the event from happening in the
future. On an emotional level, an apology or an
expression of empathy from the anesthesiologist
and/or nurse anesthetist may help assuage the
patient’s anger to an extent that litigation would not
be contemplated. The act may also facilitate resolving
the provider’s emotions and feelings of guilt regard-
ing the error or adverse outcome. Several states have
passed legislation that prohibits apologetic expres-
sions of sympathy from being admitted as evidence
of an admission of liability in a civil action. In our
legal system that emphasizes adversarial relation-
ships, physicians may be counseled against any state-
ments of apology by their institution’s risk
management department or legal staff. Until there is
universal legislation or widespread court rulings that
permit expression of empathy or a formal apology,
caution should be taken to weigh the possible value
versus the risk of making an apology. 

During medical training, physicians learn the
cardinal rule that they are to do no harm to
patients. Errors cannot be tolerated. The culture
within medical education demands that physicians
set high standards for themselves and strive for
perfection. Physicians complete their residency
armed with the most current and the best training,
and many believe that they will be immune from
making clinical mistakes in their practice.

In concert with this assumption are patients’
expectations that everything will always go well
and that, with the advances and discoveries they’ve
heard about so often in the news, bad medical out-
comes will not occur. Many patients have devel-
oped the perception that complications and errors
in the medical system are so rare that they are
unlikely to happen to them. But, in spite of our best
efforts, at some point in every physician’s career, a
patient will suffer an adverse outcome. Although
much of the practice of anesthesiology has become
evidence-based with great improvements in patient
safety, daily practice still requires technical skills
and judgment, and at times, decisions are made
based on imperfect or missing information. A por-
tion of the practice of anesthesiology remains an art,
and it is not unexpected that errors, complications,
or unexpected outcomes, although unintended, will
occur, and the patient may suffer.

When this happens, the anesthesiologist or
nurse anesthetist may become a second victim.1 He
or she must cope with the knowledge of having
inadvertently brought harm to a patient. Several
reactions are common. There may be feelings of
guilt, loss of self-esteem, and depression. Profes-
sional abilities may be questioned, and there may
be the realistic fear of litigation. Doctors have been
taught how to counsel patients when an adverse
outcome takes place, but unfortunately, they have
not learned what to do for themselves under these
circumstances.

Then, there is the unavoidable situation of dis-
cussing the adverse outcome with the patient or the
patient’s family. What should be said? How will the
injured patient or family react? Physicians may be
afraid to admit that an error was made for fear that
the information could potentially be used against
them during future litigation. This creates an inter-
nal conflict forcing the anesthesia provider(s) to
hold in any feelings of remorse or empathy for the
patient or his or her family. Any open display of
emotions will likely be stifled. See “Two Victims,” Next Page

Adverse Events May Have Two Victims
by Arnold J. Berry, MD, MPH

“By Apollo the physician . . . I will keep this Oath. 
I will follow that system of regimen which, according to my ability and judgment, I consider 
for the benefit of my patients, and abstain from whatever is deleterious and mischievous.” 

The Hippocratic Oath

Code Lavender 
Medical Blog, Dike Drummond, M.D.

• Started by Earl Bakken at North Hawaii 
Community Hospital in Waimea in 2008 
and has been reported on most recently in 
the Cleveland Clinic System.

• Code lavender is a code the hospital staff  can 
call for themselves when they are being 
overloaded by stress and traumatic events on 
a particular work day.

• When code lavender is triggered, the staff  
member gets a chaplain consult,  reiki 
treatment, some down time and a lavender 
ribbon on their arm to tell everyone they are 
having a rough day.

Code Lavender and Preventing PTSD
in Health Care
You have heard of code blue and code red. Well, there’s a new code in town:
code lavender.

Code lavender is a code the hospital staff can call for themselves when they
are being overloaded by stress and traumatic events on a particular work day.

When code lavender is triggered, the staff member gets a chaplain consult,
reiki treatment, some down time and a lavender ribbon on their arm to tell
everyone they are having a rough day. Code lavender started by Earl Bakken
at North Hawaii Community Hospital in Waimea in 2008 and has been
reported on most recently in the Cleveland Clinic System.

Code lavender has been touted as a burnout prevention tool in the press. It
actually serves a totally different function in the stressful world of the
hospital.

Code lavender is a crisis intervention tool — NOT a burnout
prevention activity.

Code lavender does not prevent anything. It is a circuit breaker on stressful
days. It allows any caregiver to trigger its holistic pressure relief valve for any
member of the staff.

I was recently able to speak to Amy Greene, the director of spiritual care at
the Cleveland Clinic. She told me that most of the lavender codes to date have
been used for nurses, not doctors. They have also passed a significant
milestone along the way. The organization appears to have largely gotten over
stigmatizing the person who calls the lavender code as a wimp that is not
tough enough for the job.

Code Lavender 

• Can be used as a tool to prevent 
PTSD

• Code lavender institutionalizes the 
support, ensures you will be rallied 
around in the case of  a bad outcome

• As long as the stress is recognized and 
the code called appropriately.

Code Lavender and Preventing PTSD
in Health Care
You have heard of code blue and code red. Well, there’s a new code in town:
code lavender.

Code lavender is a code the hospital staff can call for themselves when they
are being overloaded by stress and traumatic events on a particular work day.

When code lavender is triggered, the staff member gets a chaplain consult,
reiki treatment, some down time and a lavender ribbon on their arm to tell
everyone they are having a rough day. Code lavender started by Earl Bakken
at North Hawaii Community Hospital in Waimea in 2008 and has been
reported on most recently in the Cleveland Clinic System.

Code lavender has been touted as a burnout prevention tool in the press. It
actually serves a totally different function in the stressful world of the
hospital.

Code lavender is a crisis intervention tool — NOT a burnout
prevention activity.

Code lavender does not prevent anything. It is a circuit breaker on stressful
days. It allows any caregiver to trigger its holistic pressure relief valve for any
member of the staff.

I was recently able to speak to Amy Greene, the director of spiritual care at
the Cleveland Clinic. She told me that most of the lavender codes to date have
been used for nurses, not doctors. They have also passed a significant
milestone along the way. The organization appears to have largely gotten over
stigmatizing the person who calls the lavender code as a wimp that is not
tough enough for the job.

Post Traumatic Stress Disorder (PTSD)
PTSD, as defined by the National Institute of Health, is an anxiety disorder that can be experienced after seeing or
living through a dangerous or traumatic event. It is important to your health to recognize symptoms of PTSD and
know resources for seeking help (see below).   

Veterans and PTSD
Military personnel because of the nature of their work and exposure to war, disaster, and trauma are especially
vulnerable to PTSD. 

The U.S. Department of Veterans Affairs National Center for PTSD is the nation’s
leading provider of care for PTSD with nearly 500,000 veterans currently in treatment. VA
has many entry points to care through the use of veterans readjustment counseling
centers, the Veterans Crisis Line (1-800-273-8255, press 1), and integration of mental
health services in the primary care setting. Since 2007, VA has seen a 35 percent increase
in the number of veterans receiving mental health services, and a 41 percent increase in
mental health staff.

Online at www.ptsd.va.gov, the VA raises awareness of PTSD and provides resources to
individuals, families, and communities designed to help those who may be at risk.  These
include: 

Free PTSD Coach mobile app (iPhone, Android)
Veterans talk about living with PTSD and how treatment turned their lives around
PTSD info flyer to raise awareness (PDF) 
PTSD info materials to print and share
Professional resources for diagnosing and treating PTSD 

CRNAs and PTSD
 

PTSD can occur in both personal and professional situations for a variety of
events. Nurse anesthetists and student nurse anesthetists, like other health care
professionals, face workplace situations that can trigger PTSD; military nurse
anesthetists in service to our country can have an increased likelihood. Other
CRNA workplace events that have the potential to cause trauma: 

Adverse medical events/Critical Incidents
Post-Mission Depression 
Compassion Fatigue
Litigation Stress Syndrome

See www.AANA.com/AdverseEvents for coping with an 
adverse event/perioperative catastrophe 

 

 

Links to online PTSD information:

The National Institute of Mental Health: Post-traumatic Stress Disorder
MayoClinic.com: Post-traumatic Stress Disorder

Resources 
• ptsd.va.gov
• ptsdinfo.org
• aana.com
• National Institute of  Mental 

Health:
• PTSD resources page
• www.nimh.nih.gov/health/to

pics/post-traumatic-stress-
disorder-ptsd/index.shtml

• Medically induced trauma 
support services
• mitss.org

You are not alone - for assistance contact
AANA Professional Practice Division

(847) 655-8870
Comments, concerns, or recommendations can be emailed to 

wellness@aana.com


