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TO: Janet Simpson 
FROM: Martin A. Ginsburg, RN, LNC 
SUBJECT: Requested Medical Chronology with supplements 
CLIENT: Michael Biggs Law, P.C. 
DOCKET: 15-254-0857 
DATE: 02OCT15 

 
Ms. Simpson, 

Per your instructions and at your request, this memorandum is a summary of the 

medical record chronology developed to address concerns and issues in the matter of 

Michael Biggs Law client Mr. Robert Seeger. 

Mr. Seeger was hospitalized 09/22/2014 through 10/08/2014 and treated for 

sepsis secondary to Acute Respiratory Distress Syndrome (ARDS). Statewide Regional 

Medical Center (SWRMC) admitted Mr. Seeger with diagnoses of: 

1. Probable Bacterial healthcare-associated pneumonia, procalcitonin 
pending; 

2. Severe sepsis; 
3. Metabolic encephalopathy, "improving with bi-level positive airway 

pressure and fluid resuscitation”; 
4. Probable diabetes, unknown control. A1c pending; 
5. Hypertension; 
6. Bipolar disorder with anxiety; 
7. Leukocytosis; 
8. Chronic pain syndrome; 
9. Abdominal pain; 
10. Lactic acidosis secondary to acute illness; 
11. Known coronary artery disease (CAD); 
12. Obesity; 
13. Probable chronic obstructive pulmonary disease (COPD). No pulmonary 

function testing available in the computer; 
14. Chronic diastolic congestive heart failure with most recent 

echocardiogram on August 4, 2014; 
15. Acute respiratory failure. 
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Mr. Seeger was admitted to the Intensive Care Unit (ICU) for close monitoring 

with a belief that despite his improvement with non-invasive ventilator support he might 

require more intrusive intervention. Mr. Seeger was subsequently intubated by 

Respiratory Therapy on 09/23/2014 at 0630. At this point sedation and restraints, 

common protocol in many hospitals for both patient comfort and safety, were initiated. 

It was the declining condition of Mr. Seeger leading to invasive ventilatory 

support, sedation, and restraint use for safety that combined to create what is sometimes 

referred to as a “perfect storm” of risk factors for pressure ulcer and heralded the need for 

strict adherence to best practices to prevent skin wounds. Patients in this situation require 

their caregivers to anticipate needs, be vigilant for signs of unmet needs and exercise due 

diligence in executing necessary interventions to prevent patient injury. 

“Never Events”, as they are frequently referred to by healthcare professionals; 

including pressure ulcers, are sometimes thought of as res ipsa loquitor evidence 

of negligence; this is not always the case. The Centers for Medicare and Medicaid 

Services (CMS) more accurately terms these “never events” “Serious Reportable 

Events” (SRE) and considers these events in reimbursement decisions. Concurring with 

the Institute of Medicine recommendation for better and greater reporting of healthcare 

associated adverse events and errors, the Federal Government’s Quality Interagency 

Coordination Committee requested National Quality Forum (NQF) to promulgate a 

standardized listing of serious adverse events to enhance the accuracy and detail of 

available information related to preventable illness and injury associated with healthcare 

delivery. 

In Mr. Seeger’s case, inadequate, insufficient, inaccurate, and sometimes 

conflicting documentation leave little room for a presumption of unavoidability. The 

chronology details the flaws in the documentation and omissions therein. The medical 

records reflect that a pressure relieving mattress was not ordered until approximately 72 

hours after the initiation of sedation and restraints. Skin frequently documented as dry or 

cracked lacks documentation of interventions. There are approximately five identified 

wound site specifically referred to as ulcerations without explanation of documentation 

errors f o u n d  i n  t h e  r e c o r d .  If t h e s e  w e r e  n o t  d o c u m e n t a t i o n  e r r o r , t h e r e  
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i s  n o  documentation of interventions undertaken to address these additional wounds. 

In fact, the wounds are not universally documented by any one provider; this is the 

basis for a suspicion the documentation is erroneous, rather than lacking. 

After discontinuation of restraints and sedation there are identified several lapses 

in the standard of care for Mr. Seeger. Following discharge from SWRMC Mr. Seeger 

was admitted to Local Center Health and Rehabilitation (LCHR). During this admission 

there continued inadequate and errant documentation of wound assessment and care with 

the wound subsequently deteriorating until bone was exposed and requiring surgical 

repair of what is widely recognized as a preventable condition. 

During the course of rehabilitation at LCHR, despite a specific medical order for 

both bed and chair pressure relief/reduction surfaces, Mr. Seeger was not provided 

pressure relief/reduction surfaces for chair and was provided an “air mattress” for her 

sleep surface. Air mattresses are not generally specifically designed as pressure relieving 

or reducing surfaces and are not interchangeable with such a surface as bariatric bed 

surfaces most frequently employ alternating pressure low-loss capabilities not found in 

conventional air mattresses. Therapeutic surfaces for beds vary widely in features but all 

share some common traits, among which are; low air loss; pressure control zones; surface 

material; and alternating pressure, among others. These are not available in what many 

frequently refer to as “air mattresses”. For this reason, documentation of a particular 

surface and its settings, if appropriate, are critical to understanding wound development 

and efficacy of prevention or corrective measures. 

Pressure related wounds are a known and preventable risk of hospitalization, 

especially in patients with co-morbid conditions related to tissue perfusion, such as 

coronary artery disease, diabetes, or systemic infections. Added to these underlying 

factors; the need for mechanical ventilation and sedation, risk increases significantly. 

Risk factors and risk reduction strategies are well documented and widely known. 

Implementation of appropriate preventive strategies in a timely manner is 

essential in the prevention of pressure related wounds in patients during enforced bed 

rest. There is a duty of care that in this case was breached; leading inexorably to the 
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formation of the wounds suffered by Mr. Seeger. While these injuries cause patients 

appreciable pain until fully resolved the psychological toll on a patient affected by 

physical de-conditioning and pain would be immeasurable. This suffering could only be 

exacerbated in one suffering underlying mental health issues where chronic or enduring 

acute pain is an aggravating factor for that underlying illness. 

While there are contributing factors to the risk for pressure ulcer, such as; obesity, 

diabetes mellitus (Type II), coronary artery disease, hypertension, and malnutrition, these 

are better seen as pre-disposing in the context of law. This being so, and with no other 

information available, I see no mitigating or militating factors from the record reviewed. 

Thank you for your confidence in MarGin and permitting us to be of service in 

this rather complex matter. As we discussed via telephone 10/01/2015 I will hand deliver 

hard copies and the electronic files for this matter to your office in the coming week. 

Please advise of additional information needed or questions I can answer. 

Respectfully, 

Martin A. Ginsburg, RN, LNC 
Paralegal Nurse Consultant 
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