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The Criminal Liability for the medical
Malpractice in Cardiac Catheterization
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The defendant performed a cardiac catheterization
procedure on the Patient A but forgot to remove the
guidewire after insertion, leaving it inside A’s body for two
months. It is clear from the X-ray imaging examinations
conducted by the defendant that the guidewire formed a
ring-like structure within the heart. The defendant didn’t
take any action. The issue only became critical after A
was transferred to another hospital. The guidewire had
penetrated and adhered to the right ventricular wall. When
the physicians at the new hospital tried to remove it, the
guidewire perforated the right ventricular wall, causing
cardiac tamponade. A died eventually. The court ruled that
it was not unreasonable to conclude that the defendant’s
actions were the primary cause of the harm, given that it
was difficult to rule out myocardial damage caused by the
transferring hospital’s physicians during guidewire removal.
The court ruled that the defendant was responsible for the
myocardial injury, regardless of its origin. The investigation
revealed that the defendant failed to promptly confirm
whether the X-ray image depicted a retained guidewire
and remove it. This failure created a risk that necessitated
intervention by the receiving hospital physician, thereby
causing the fatal outcome. This negligence undoubtedly
caused A’s death. The subsequent physician’s failure to
exercise due care during the removal procedure as a key

factor in the incident. Had the defendant removed the
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guidewire promptly, the subsequent physician’s removal
procedure would have been unnecessary. It is clear that
even if the subsequent physician’s actions contributed to A’s

death, this contribution was limited.
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