
Guest Editorial

  The right-sided tongue deviation and the circadian 
rhythm disturbance are narrowed down to a right 
vertebral artery occlusion with stroke in evolution. 
Establishing his diagnosis, Dr. Murphy decides to 
administer thrombolytic therapy without neuro-
imaging. 

  The established diagnosis here is undoubtedly 
brilliant; however, Dr. Murphy makes a major mistake 
in his stroke management as he administers the 
thrombolytic therapy without acquiring any CT-Scan. 
The medical error that has been made might lead to 
serious repercussions if it was a hemorrhagic stroke.  It 
is hereby suggested that Dr. Audrey Lim and Dr. Aaron 
Glassman at San Jose St. Bonaventure Hospital should 
carry out an internal investigation in this case and take 
appropriate action. Dr. Murphy should improve his 
stroke management skills to avoid any future adverse 
outcomes that can jeopardize his career.

General Critique:

  Although from an entertainment point of view, these 
medical sitcoms provide a good sense of the hospital 
environment. However, they can also lead to a 
treatment bias in actual patients and their families in 
real-life situations. Most of the time, these shows either 
over-represent or under-represent these scenarios. 

  An interesting study found a discrepancy in the 
medical errors depicted in these shows to the US 
hospital statistics, which may lead to a delay in patients 
seeking medical care or a higher rate of medico legal 
issues.(1)

  Similarly, another interesting paper compared the 
depiction of trauma cases in a medical show “Grey’s 
Anatomy” to National Trauma Databank statistics. It 
concluded that depicting rapid functional recovery after 
a major trauma may lead to false expectations and 
hopes in an actual setting.(2)

  Many other quotable examples of medical mistakes 
occur in visual and dramatic arts, but the entertainment 
aspect cannot be undermined. These shows provide an 
insight into a modern hospital environment and may 
serve as an educational tool at a larger level. However, 
the audience should acknowledge that these shows are 
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blood transfusion by utilizing validated scores such as 
ABC score.

Devise a method to activate it – phone numbers, identifi-
cation of doctor/nurse who activates it

Collaborating with the hospital blood bank and hematolo-
gists to devise massive transfusion protocols which are 
feasible according to the local circumstances

Public health officials – for public health educational 
interventions for the community, to devise blood dona-
tion drives so that we have adequate blood products in 
time of need. 

A national consensus through the Emergency Medicine 
society to educate the EM graduates, blood bank staff and 
hematologists to work together in saving patients life 
through MTP.
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The Good Doctor gone bad: a medicolegal error in Season 4 Episode 5 titled 
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Background:

   Incorporating Medical sciences into literary, visual, and 
dramatic arts has long been recognized as an area of 
broader public interest by authors and screenwriters. 
Medical dramas and television shows have now taken 
center stage in the entertainment industry. 

  Many notable medical shows have drawn interest from 
healthcare professionals and the general public. It’s 
interesting to see how these dramas can simulate a real 
hospital setting; however, everything shown on television 
is not medically correct. Some medical inaccuracies and 
errors can lead to a severe adverse outcome if overlooked 
in an actual situation. 

The Good Doctor:

  The Good Doctor is an ongoing series that first aired on 
Sept 25, 2017. It was shot in Vancouver, British 
Columbia. It revolves around Shaun Murphy, who is an 
autistic savant surgical resident. Dr. Murphy works at a 
fictional hospital, San Jose St. Bonaventure Hospital, 
supervised by Dr. Audrey Lim, the chief of surgery, and 
Dr. Aaron Glassman, San Jose St. Bonaventure president. 
Hospital.

The Good Doctor Season 4 Episode 5

  In episode 5 from Season 4 of “The Good Doctor” titled 
Fault, Shaun Murphy, the lead actor, diagnoses a patient 
with acute stroke.  

  The patient is a middle-aged lady who is an active 
smoker and is on Estrogen. She comes with high blood 
pressure and, on examination, is found to have a right-
sided tongue deviation. High blood pressure is attributed 
to loss of variation due to an underlying circadian rhythm 
disorder.
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Blood is the elixir of life. It is one of very few medical 
interventions which can lead to the difference in a patient 
outcome in being alive or dead.1 Intravenous fluids other 
than blood can mitigate some of the challenges of a hem-
orrhagic shock such as in trauma, but recent studies show 
that blood is the key component as it not only provides 
with the circulating plasma volume but also the oxygen 
carrying capacity of the red blood cells which is impera-
tive in an under-perfused state secondary to critical 
injury.2

In emergency departments across Pakistan, the failure to 
provide time critical, safe blood transfusion to a patient is 
mainly because of its lack of understanding to prepare 
beforehand, for such an anticipated transfusion. It is also 
unfortunate that the onus of arranging blood is on the 
relatives of the trauma patient, who are already in state of 
shock and in denial because of an unexpected tragedy. 
Conversely, the concept of massive transfusion protocol 
has already been established in the developed countries 
to support the patient in that critical stage. 

Massive transfusion protocol (MTP) is an in-hospital 
emergency response system that is activated when 
massive quantity of blood is required or expected to be 
transfused in specified time interval.3 According to 
Advanced Trauma Life Support (ATLS) massive blood 
transfusion has been defined as transfusing more than 10 
units of blood in a 24-hour period or transfusing more 
than 4 units per hour.4 In Emergency departments, few of 
the criteria that are used apart from the estimated blood 
loss are the shock index, or the recently validated ABC 
score (penetrating injury, SBP<90, FAST positive or 
HR>120) where more than 2 positive values had a 
76-90% sensitivity and 87% specificity in identifying the 
need of a massive transfusion.5

Once activated, the blood bank processes the request and 
will issue pre-screened first cooler, which usually has 4 
PRBCs, 4 Platelets and 4 FFPs to be transfused usually in 
1:1:1 ratio. (6,7) This ratio is important as it urgently 
corrects the coagulopathy which is one of the factors in 
the lethal triad of death. If the patient continues to 
require more transfusion, a second cooler containing 4 
PRBCs, 4 Platelets and 4 FFPs along with other blood 
products is issued. This protocol is continued till the 
de-activation of the protocol. Calcium products after 
massive transfusion are also part of the MTP.  Reporting 
of critical blood values when the protocol is activated can 
guide further the ER physician according to the need of 
further transfusions. During this time period, ongoing 

assessments are being made to identify the source of 
bleeding and steps to resolve it such as endoscopy, angio-
embolization or surgery.6 Investing in rapid transfuser 
systems in ER can also be a game changer as these devices 
can rapidly transfuse up to high rates as much as 300-500 
ml/min and warm the blood at human temperature, thus 
negating the effects of possible hypothermia associated 
with massive transfusions. 

Few, if any, hospitals in Pakistan are utilizing the concept 
the massive transfusion protocols for the emergency 
patients.8 Implementing it would be a systems improve-
ment, where it would not only help in saving lives but also 
streamlining the process. It will communicate the urgen-
cy across the board with which the transfusion process 
needs to be done.

One of the main barriers to developing these protocols in 
Pakistan is that most physicians working in ER are 
unaware that such protocols exist in the developed world 
and do not advocate for it in their settings. And when 
massive transfusion is done, it is without regards to any 
protocol and at times can lead to coagulopathies. Educa-
tional intervention for the emergency physicians is highly 
required so that they are abreast with the latest resuscita-
tion methods. 

Secondly, the collaboration between emergency depart-
ments and blood banks is patchy and at times, nonexis-
tent. The blood banks are usually oblivious of the criticali-
ty of the situation and demand unnecessary blood work 
even in an emergency situation, whereas the doctors are 
unaware of what is the capability of their local blood 
banks in providing urgent transfusion. This communica-
tion is a must, if massive transfusion protocols are to be 
devised and implemented. 

Safe screening and cross match are vital to prevent trans-
fusion reactions and/or blood borne virus transmission 
during this stressful situation which can be error prone. 
Two-person verification before transfusions and proper 
documentation can prevent most of these avoidable 
errors.

The cost of implementing such a system will be on the 
patient and the challenge would be who would pay for it if 
it were not utilized. In such a case, a policy needs to be 
devised so that blood can be timely returned if not utilized 
to prevent wasting such a critical resource. 

RECOMMENDATIONS

Timely identifying a patient who would require massive 
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not always medically correct, and they shouldn’t be taken 
into account when dealing with real-life situations.
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