Williams v. Dimensions Health Corporation Doc. 53

IN THE UNITED STATESDISTRICT COURT
FOR THE DISTRICT OF MARYLAND
Southern Division

*

TERENCE WILLIAMS,

Plaintiff,
* Case No. PWG-16-4123
V.
*
DIMENSIONSHEALTH
CORPORATION, INC,, *
Defendant. *
* * * * * * * * * * * * * *

MEMORANDUM OPINION AND ORDER

Terence Williams was severely injured imadlover motor vehicle collision and brought
to Prince George’s County Hospit@éenter, a Level Il Trauma @eer. Def.’s Mem. 1, ECF No.
34-1; Pl’s Opp'n 2, ECF No. 4%rince George’s County Hospital Center screened him;
performed “resuscitative andadjnostic procedures” includirf§p]lood transfusions, performing
a cut-down to place a Quinton catheter, endog&akimtubation, diagnostic peritoneal aspiration
(DPA), and blood draws for labstperated on him approximately three hours and forty minutes
after his arrival; admitted him as an inpatient; and treated him for eleven days, including
performing additional surgical pcedures, before transferringmhito University of Maryland
Medical System. Pl.’s Opp'a, 6, 12, 15, 17; Def.’s Mem. 2-®/illiamsv. Dimensions Health
Corp., Inc, No. PWG-16-4123, 2017 WL 5668217, at *1, *2 (D. Md. Nov. 27, 2010¢spite
the extensive treatment, Williams had to have both of his legs amputated due to his injuries.

Def.’s Mem. 20; Pl.'s Opp’n 13.
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Believing that he was not screened approgsiater ever admitted to Prince George’s
County Hospital Center and thtite tissue ischemiand tissue death he suffered in his lower
limbs following the accident could have beemimized had he had surgery sooner or been
transferred promptly to a Level | Tnaa Facility, Williams filed suit againsbefendant
Dimensions Health Corporatipinc. t/a Prince George’s CoynHospital Center (“PGHC” or
the “Hospital”). ECF No. 2. He alleged thihe Hospital’s failure to perform surgery promptly
amounted to a failure to provide stabilizingatment for his emergency medical condition in
violation of the Emergency Medicdlreatment and Active Labor Ac42 U.S.C. § 1395dd
("EMTALA"); he also alleged that the Hospital®ilure to screen hinappropriately violated

EMTALA. Id.!

The Hospital filed a motion to dismis§CF No. 22, which | construed as one for
summary judgment because Williams filed exhibitsupport his position and | relied on those
exhibits in ruling on the motion. | grantednsmary judgment in the Hospital’'s favor on
Williams’s failure to screen claim because th&rties’ exhibits demonstrated that Williams
received an appropriate screeningVilliams 2017 WL 5668217, at *1 With regard to
Williams’s failure to stabilize claim, the Hospitidcused on the extensive care that Williams
conceded he had received, arguing that Williamdd not state an EMTALA claim based on his
belief that “the stabilization efforts were inadate and immediate traesfof the patient to
UMMS was a more appropriateourse of action,” as “a medical negligence claim and not
EMTALA is the appropriate causef action to pursue” for suchllegations. Def.’s Mem. in

Support of Mot. to Disnigs 9, 12—-13, ECF No. 22-8ee alsdef.’s Reply in Support of Mot. to

! williams also separately filed a medical malpractice suit in state cBaeDef.’'s Mem. 9;
Williams v.Dimensions Health Corp., InadCase No. CAL 17-35481 (CCt. Prince George’s
Cty., Md., filed Nov. 14, 2017).



Dismiss 12, ECF No. 24. Notably, the Hospital-gtang for dismissal and therefore not relying
on the exhibits (which showedahWilliams had been admitted, contrary to his allegations)—did

not assert that Williams’s admission to the Hospital barred his recovery under EMTALA.

Williams countered that, despite the treatméemtrovided to him, the Hospital failed to
meet the stabilization requirements of EMTALAdause it allowed his “conditions to materially
deteriorate” by not performing surgery promptlPl.’s Opp’n to Mot. to Dismiss 25-28, ECF
No. 23. | noted the well-established law tktdte medical malpractice law governs treatment
after a patient is admitted, and a patient cabnofy an EMTALA claim based on care received
after admission.Williams, 2017 WL 5668217, at *{citing, e.g, Bryan v. Rectors & Visitors of
Univ. of Va, 95 F.3d 349, 350-51 (4th Cir. 199&ecause | could not determine on the record
before me at that time when Williams was ditied and whether the Hospital failed to stabilize
Williams before admitting him, | denied the motiaa to Williams’s failure to stabilize claim.

Id.

The Hospital has filed a second dispesi motion, ECF No. 34now insisting that
Williams’s admission to the Hospital bars hexovery under EMTALA. Def.’s Mem. 13, ECF
No. 34-1; Def’s Reply 1-2, ECF No. 47Williams continues to argue that he never was
admitted prior to transfer, Pl.’s Opp’n 6, and still | cannot determine on the record before me
when precisely Williams was admitted. Yet, the record establishes that there is no genuine
dispute that, at some point on May 3, 2014wiasadmitted as an inpatienwilliams, 2017 WL

5668217, at *2(noting thatthe Medical Records that Williams filed with his opposition to the

% The parties fully and skillfully briefed tHdotion. ECF Nos. 34-1, 44, 47. A hearing is not
necessarySeelLoc. R. 105.6.



Hospital’'s first dispositive motionshow[] an ‘Admit’ date of May 3, 2014, and stat[e] that

Williams was an “INPATIENT — INENSIVE CARE”; citing Med. RecDHCMTDO000013).

Further, the Hospital's briefing, as well ag/ additional, indepsdent research, makes
clear that*admission of an individual as an inpatieis a complete defense to an EMTALA
failure-to-stabilize claim, providkthat the hospital does so in gdadh in order to stabilize the
emergency condition.Morgan v. N. Miss. Med. Citr., Inc458 F. Supp. 2d 1341, 1350 (S.D.

Ala. 2006),aff'd, 225 F. App’x 828 (11th Cir. 20073pe42 C.F.R. 8§ 489.24(d)(2)(iBryan, 95

F.3d at 351. Thus, contrary to my understandutgn | considered the parties’ arguments for

the Hospital's first dispositive motion, “[tlhe patis admission to the hospital is essential to
this court’s decision—the time of admission is no€&ballos-Germosen v. Doctor’'s Hosp. Ctr.
Manati, 62 F. Supp. 3d 224, 232 (D.P.R. 2014). Because Williams was admitted and has not
shown that his admission was not in good fdithill grant the Hospiths Motion for Summary

Judgment and close this case.

Standard of Review

Summary judgment is prop&rhen the moving party demonstrates, through “particular
parts of materials in the record, includirdepositions, documents, electronically stored
information, affidavits or declations, stipulations . .., adssions, interrogatory answers, or
other materials,” that “there 80 genuine dispute & any material facand the movant is
entitled to judgment as a matter ofvla Fed. R. Civ. P. 56(a), (c)(1)(Asee Matherly v.
Andrews 859 F.3d 264, 279, 280 (4th Cir. 2017). thie party seeking summary judgment
demonstrates that there is no evidence to stipg®nonmoving party’s case, the burden shifts to
the nonmoving party to identify evidem that shows that a genuineslite exists as to material

facts. See Matsushita Elec. Indus. Co. v. Zenith Radio Cdps U.S. 574, 585-87 & n.10



(1986). The existence of only“acintilla of evidence”is not enough talefeat a motion for
summary judgment.Anderson v. Liberty Lobby, Inc477 U.S. 242, 251 (1986). Instead, the
evidentiary materials submitted must show faatenfiwhich the finder of fact reasonably could

find for the party opposing summary judgmeld.
Discussion

State medical malpractice law does not provide a cause of action against a medical
provider for “failure to treat,” such that hosp#tacan, without fear ofepercussions under state
tort law, turn away patnts who cannot afford camryan v. Rectors & ‘éitors of Univ. of Va.

95 F.3d 349, 351 (4th Cir. 1996). Recognizing thigivoithe law more than thirty years ago,
Congress “expressed concern that hospitals were abandtrentpngstanding practice of
providing emergency care to all due to insiag pressures to lower costs and maximize
efficiency.” Brooks v. Md. Gen. Hosp., In@96 F.2d 708, 710 (4th Cir. 1993). To ensure that
hospitals were not “dumping’ patients unable gay, by either refing to provide medical
treatment or transferringatients before their emergencygnditions were stabilized,” Congress
enacted the Emergency Medical Treatmand Active Labor Act, 42 U.S.C. § 1395dd
(“EMTALA"), in 1986. Brooks 996 F.2d at 710seeBryan 95 F.3d at 351 (noting that
Congress enacted EMTALA “to deal with theoplem of patients being turned away from
emergency rooms for non-medical reasons”). $tatute “imposes a ‘limited duty on hospitals
with emergency rooms to provide emergenaye to all individuals who come thereVickers v.
Nash Gen. Hosp., Inc78 F.3d 139, 142 (4th Cir. 1996) (quotiBgooks 996 F.2d at 715). And,
relevantly here, it “creates a private causeadtion for ‘[a]ny individual who suffers personal

harm as a direct result of a peipating hospital’s wlation of a requiremerof this section.



Johnson v. Frederick Mem’l Hosp., In&Nlo. WDQ-12-2312, 2013 WL 2149762, at *3 (D. Md.
May 15, 2013) (quoting 42 U.S.C. § 1395dd(d)(2)(A)).

EMTALA'’s passage did not “duplicate preetuigy legal protections, but rather ...
create[d] a new cause of action, geflgranavailable under state tort landohnson 2013 WL
2149762, at *4 (quotinggatewood v. Wash. Healthcare Cqrp33 F.2d 1037, 1041 (D.C. Cir.
1991)). Stated differently, “EMTALA is a liited ‘anti-dumping’ statute, not a federal
malpractice statute,” and it does not enstthee correctness of the treatment.Mullins v.
Suburban Hosp. Healthcare Sys., |Mdo. PX-16-1113, 2017 WK80755, at *4, *5 (D. Md.
Feb. 6, 2017) (citinddryan 95 F.3d at 351)see alsoVickers 78 F.3d at 1438rooks 996 F.2d
at 710;Baber v. Hospital Corp.977 F.2d 872, 880 (4th Cir. 199)herefore, “[w]hether [a]
[h]ospital properly cared for and tredt[a] [p]laintiff is, if anythng, a question left to state tort
law.” Mullins, 2017 WL 480755, at *5 (citinyickers 78 F.3d at 143)see alsaJohnson 2013
WL 2149762, at *4Bergwall v. MGH Health Servs., In243 F. Supp. 2d 364, 370 (D. Md.
2002).

Pursuant to EMTALA, if an emergency dieal condition existsthe hospital must
“stabilize the condition or, if medally warranted, . . . transferdtperson to another facility if
the benefits of tranef outweigh its risks® Brooks 996 F.2d at 710see 42 U.S.C.

§ 1395dd(b)(1). A hospital stabilizes a patient whéprovide[s] such mdical treatment of the

condition as may be necessary to assure, witasonable medical probabjli that no material

3 EMTALA does not cover all hospitals, and it dows provide a cause of action against the in-
dividual medical providersSee42 U.S.C. § 1395dd(d)(1)(A), (e)(2)n this case, however, it is
undisputed that the Hospital gtlsole defendant, is covereSee Williams2017 WL 5668217, at
*4 n.3. EMTALA also requires the hogpl to “provide to anyoneresented for treatment ‘an
appropriate medical screening . . . to deteemimether or not an emergency medical condition
.. . exists.” Brooks 996 F.2d at 710 (quoting 42 U.S.C. £3%8d(a)). As noted, | already de-
termined that the Hospital fulfilled its obligati to provide an appropriate medical screening.
See Williams2017 WL 5668217, at *1.



deterioration of the condition is kky to result from or occur dung the transfer of the individual
from a facility.” 42 U.S.C. 8395dd(e)(3)(A). Although the statutefies stabilization in terms
of transfer, it obligates a hospital to stabilizgagient even if it is not transferring the patieht.
re Baby K 16 F.3d 590, 597-98 (4th Cir. 1994). Tha&®|TALA also “requre[s] stabilization
prior to discharge.1d.

Significantly, when, instead of discharging toansferring a patient, a “hospital admits
the individual as an inpatient for furtheeatment, the hospital’s bdpation under [EMTALA]
ends.” 42 C.F.R. § 489.24(a)(1)(i®eeLeimbach v. Hawaii Pac. HealtiNo. 14-246 JMS, 2015
WL 4488384, at *11 (D. Haw. July 22, 2015) (“[AJ/BMTALA requirement to transfer Plaintiff
ended when he was admitted to WMH.” (citiBgyant v. Adventist Health Sys., 89 F.3d
1162 1168 (9th Cir. 2003). Thus, if a hospital finds thatn individual has an emergency
medical condition and then “admits that indivitl@s an inpatient in good faith in order to
stabilize the emergency medical condititte hospital has satisfied its special responsibilities
under this section with respeotthat individual.” 42 C.F.R§ 489.24(d)(2)(i) (emphasis added);
see alsalohnson v. Frederick Mem’l Hosp., In&o. WDQ-12-2312, 2018VL 2149762, at *5
(D. Md. May 15, 2013) (“[A] hospitaneed not stabilize a patiewho, although experiencing a
medical emergency, has been admitted for treatmentiNdtably, “[a] hospital's EMTALA
obligation ends when the individual has been admitted in good faith for inpatient hospital services
whether or not the individual has been stabilizeBMS State Operations Manual, Appendix V —
Interpretive Guidelines — Respditities of Medicare Particigting Hospitals in Emergency
Cases 53available at https://www.cms.gov/Regulations-aliidance/Legislation/EMTALA

findex.html



The Fourth Circuit most recently considerEMTALA'’s stabilization requirement in
Bryan v. Rectors & Visitors of University of Virginia5 F.3d 349 (4th Cir. 1996)There, the
University of Virginia’s hospith‘treated Mrs. Robertson for amergency condition for twelve
days,” then “determined pursuantits internal procedures thao further efforts to prevent her
death should be made and then eight days lateen Mrs. Robertsofaced a life-threatening
episode, ... allowed her to dield. at 350. Her estate filed &MTALA action against the
university, and the district coudismissed the failure to stabilize claim, holding that “the Act
imposes no obligations on a hospital once the hospital has admitted the padiestt.349-50. It
reasoned that “Mrs. Robertson had been admitigtie hospital long before the occurrence of
the hospital’'s alleged misdeeddd. at 350.

The Fourth Circuit affirmed “on somewhdifferent grounds than those relied upon by
the district court,” rejectinghe estate’s argument that “EMILA imposed upon the hospital an
obligation not only to admit Mrs. Robertsorr fileatment of her emergency condition, which
concededly was done, but thereaftentinuously to ‘stabilize’ hrecondition, no matter how long
treatment was required to maintain that conditionld. The appellate court noted that
EMTALA'’s “core purpose is to get patients intiee system who might otherwise go untreated
and be left without a remedyebause traditional medical malptiae law affords no claim for
failure to treat,” and that “Congress’s sole gase in enacting EMTALA was to deal with the
problem of patients being turned away fremergency rooms for non-medical reasonisl” at

351.

* More recently, inWilliams v. United Stateshe Fourth Circuit noted that “EMTALA imposes a
duty on any participating hospital to provide emeryemedical care generally,” but in the case
before it, the plaintiff sued the United Stabbesed on its operation of an Indian hospital, and
“this duty is restricted in thease of Indian hospitals operatimgder the Indian Health Care Im-
provement Act, 25 U.S.C. § 16@1 seq.py the express terms of that Act.” 242 F.3d 169, 174
(4th Cir. 2001). Thus, the Fourth Circuitidiot address the duty stabilize further.



The court stated that “the stabilization reqguiest was intended to regulate the hospital’s
care of the patient only in the immediate aftatimof the act of admitting her for emergency
treatment and while it considered whether it would undertake longer-term full treatment or
instead transfer the patient &ohospital that could and walulindertake that treatmentlt. at
352. It observed that, once thespital “undertakestabilizing treatmeinfor a patient who
arrives with an emergency condition, the patemire becomes the légasponsibiliy of the
hospital and the treating physicians” under state raelge law, and any subsequent “refusal of
treatment after the establishnerf a physician-patient relatiomg would be regulated by the
tort law of the several statesld. at 351. The appellate court affied the dismissal, reasoning
that the “complaint allege[d] NEMTALA violation on the part othe hospital at any time before
Mrs. Robertson had been in the hospital for twelags,” such that “the complaint . . . must be
taken to admit that Mrs. Rotison actually received stabilmy treatment in accord with
EMTALA for twelve days following her admission . . . 1d. at 353.

Here, in Williams’s view, hewas forced to languistithout receivingany treatment of
his [emergency medical conditionhile PGHC awaited the uncertain arrival of its vascular and
orthopedic surgeons, rather than transfer hira k@vel | Trauma Facility where he would have
received the requisite surgeryPl.’s Opp’'n 3. It is true thata failure to provide necessary
surgery may result in a failure to stabilizelNilliams, 2017 WL 5668217, at *8—9. The Hospital
counters that, regardless what treatment Williamiglly received, it fulfilled its EMTALA duty
simply by admitting Williams, which put the ademy of his treatment within the purview of
state medical malpractice law. Def.’s Mem. 6, 8, 13.

As discussed, while th8ryan Court addressed EMTALA Illity with regard to a

patient who had been admitted, it couched the hospital’'s satisfaction of the EMTALA



requirements only in terms whether the hospitalvioled stabilizing treatent, not whether it
admitted the patient. 95 F.3d at 351. But, sexears later, in 2003, tli@enters for Medicare &
Medicaid Services (“CMS”) issued a Final Rule to “clarifly] policies relating to the
responsibilities of Mediare-participating hospit in treating indiviluals with emergency
medical conditions who present @aohospital under thprovisions of . . . EMTALA[],” and that
Final Rule provides guidancen the “[a]pplicability of EMTALA to [ijnpatients.” SeeCMS
Final Rule, 68 F.R. 53222-01, 2003 WL 220746#0,*53222 (F.R. Sept. 9, 2003). CMS
considered cases, includidyyan addressing “EMTALA applicability to admitted emergency
patients,” and noted that, “fi] several instances, the coursncluded that a hospital’s
obligations under EMTALA end at ¢htime that a hospital admits an individual to the facility as
an inpatient.” CMS Final Re, 2003 WL 22074670, at *53244 (citirryan, 95 F.3d 349;
Bryant 289 F.3d 11624arry v. Marchant 291 F.3d 767 (11th Cir. 2@)). CMS observed:

In particular, the courts found that th&atute requires thatabilizing care
must be provided in a way that avoisterial deterioratin of an individual's
medical condition if the individual is being transferred from the facility. The
courts gave great weight to the fact thaspitals have a discrete obligation to
stabilize the condition of amdividual when movinghat individual out of the
hospital to either another facility or this or her home as part of the discharge
process.Thus,should a hospital determine that it would be better to admit the
individual as an inpatient, such a decision would not result in either a transfer
or a discharge, and, consequently, the hospital would not have an obligation to
stabilize under EMTALA.

Id. (emphasis added). It noted that this limaaton EMTALA liability is not an absolute bar to
patients’ recovery for negligent treatment:

The courts have generally acknowledgeat tiinis limitation on the scope of the
stabilization requirement does not prothospitals from challenges to the deci-
sions they make about patient care;ydtiat redress may lie outside EMTALA.
For example, a hospital may face liabiligr negligent behavior that results in
harm to persons it treat after they adamitted as inpatients, but such potential li-
ability would flow from melical malpractice principlesnot from the hospital's
obligations under EMTALA.

10



CMS concluded that “hospital obligations un&VITALA . . . end[] once the individuals
are admitted to the hospital inpatient care,” predidhat the hospital does not “ostensibly ‘ad-
mit[]’ a patient, with no intention of treatingdtpatient, and then inappropriately transferring or
discharging the patient without havimget the stabilization requirement.id. at *53244-45.
Under such circumstances, “lifity under EMTALA may attach.”ld. at *53245. Thus, “EM-
TALA does not apply to individuals who have been admitiegbod faith to inpatient sections
of the hospital, regardless of whether thevidiials are experiencing emergency medical condi-

tions.” Id. (emphasis added).

In this regard, cases from othdistricts are informative. IRollinger v. Reading Health
Systemsthe United States District Court for thesksn District of Pennsylvania “consider[ed]
in-patient admission a defense to EMTALA liability permitted that admission was not a deliber-
ate effort to avoid EMTALA obligations,” reasioig that “[tjo do otherwise would be to thwart
the legislative intent behind EMTA and would set courts on thefippery slope of evaluating
every medical decision through the lensEdiITALA.” No. 15-5249, 2016 WL 3762987, at *9
(E.D. Pa. July 14, 2016). It relied dazurkiewicz v. Doylestown Hospit&05 F. Supp. 2d 437
(E.D. Pa. 2004), noting:

In Mazurkiewicz the plaintiff arrived at the enggncy department of Doylestown
Hospital with signs indicative of a right peritonsilar absceeszurkiewicz 305 F.
Supp. 2d at 439. The plaintiffas hospitalized for five days after which he was
discharged. Within twelve hours of shidischarge, the plaintiff's condition
worsened and the plaintiff went to@her hospital’'s emergency department
where he had to undergo emergency swrgThe plaintiff filed a claim under
EMTALA seeking to hold the first hogpi liable because he had an emergency
medical condition that was not “sthbed” prior to his discharge. The
Mazurkiewiczcourt examined case law from the Ninth, Fourth and Eleventh
Circuits which declared that EMTALA faifta to stabilize claims were not viable
where the plaintiff was admitted into the hospityan 95 F.3d at 349Bryant

11



289 F.3d 1162;Harry v. Marchant 291 F.3d 767 (11th Cir. 2002). The
Mazurkiewiczcourt weighed the decisions die Ninth, Fourth and Eleventh
Circuits with case law from the Sixth Cunt holding that “once a patient is found

to suffer from an emergency medical condition in the emergency room, she
cannot be discharged until the condition is stabilized, regardless of whether the
patient stays in the emergency roonitiornton v. Sw. Detroit Hosp895 F.2d

1131 (6th Cir. 1990). Ultimately, tidazurkiewiczcourt adopted the reasoning of
the Ninth, Fourth and Eleventh Circuits. Thzurkiewiczcourt dismissed the
plaintiffs EMTALA claim concluding thathe most “persuasive synthesis” of the
case law, the legislative giory of EMTALA and the situtory language is that
“admission [of a patient] is a defense Isag as admission iaot subterfuge.”
Mazurkiewicz 305 F. Supp. 2d at 447.

Hollinger, 2016 WL 3762987, at *8.

Likewise, inLangston v. Milton S. Hershey Medical Centiére plaintiff did not deny
that she was admitted to the defendant hospitanvdhe arrived, a point that the United States
District Court for the Middle District oPennsylvania found “crucial.” No. 15-CV-2027, 2016
WL 4366960, at *10 (M.D. Pa. Aug. 16, 2016¢cons. denied sub norangston v. Hershey
Med. Ctr, No. 15-CV-2027, 2016 WL 6780702 (M.D. Pao\N 16, 2016). The court held that
admission of the patient-plaintiff to the defendant-hospital is “a defense to EMTALA liability
permitted that [the] admission was not a deliberate effort [by the hospital] to avoid EMTALA
obligations.” Id. (quoting Hollinger, 2016 WL 3762987, at *9 (citindglazurkiewicz 305 F.
Supp. 2d at 447)). And, iMorgan v. North Missisppi Medical Center, In¢the United States
District Court for the Southern District of Alabarstated that “[a] straiigforward reading of [42
C.F.R. 8§ 489.24(d)(2)(i)] is that adssion of an individual as @npatient is a complete defense
to an EMTALA failure-to-stabilie claim, provided that the hospital does so in good faith in
order to stabilize the emergency conditicb68 F. Supp. 2d 1341, 13%8.D. Ala. 2006)aff'd,

225 F. App’x 828 (11th Cir. 2007).
Indeed, considering the statute’s purpose-prvent hospitals from dumping patients—

it is logical that a hospital can “satisf[y] itpecial responsibilitiesby admitting a patient for

12



treatment rather than discontinuing treatmesee42 C.F.R. 8§ 489.24(d)(2)(iBrooks 996 F.2d
at 710;Bryan 95 F.3d at 351Vickers 78 F.3d at 142. At that point, it has committed to
providing care to the indidual seeking care, which iseh‘limited duty” that EMTALA
imposes. Vickers 78 F.3d at 142Brooks 996 F.2d at 715. Having done so, although the
hospital may provide negligent caaad subject itself to liabilitynder state medical malpractice
law, it has not refused to providare and escaped the reachaaiegligence claim under state
law. See Bryan95 F.3d at 351 (noting that “traditidnanedical malpractice law affords no
claim for failure to treat”).

As noted, the record establishes tha Hospital admitted Williams on May 3, 2016.
This admission is a complete defense to EMTALA liability unless Williams can show that he
was not admitted in good faithSee42 C.F.R. § 489.24(d)(2)(i); CMS Final Rule, 2003 WL
22074670, at *53244;angston 2016 WL 4366960, at *1(Hollinger, 2016 WL 3762987, at *9;
Morgan, 458 F. Supp. 2d at 1350tazurkiewicz 305 F. Supp. 2d at 443ee also Bryam5 F.3d
at 350-52.Certainly, Williams argues that “PGHC's efforts were all stalling/delay tactics to
cover up the fact that Defendanbn-call vascular and orthopedsurgeons were ‘no shows,’
and PGHC'’s trauma surgeon refused to take WWhiido the OR,” suggesting a lack of good faith
(as Plaintiff sees it) in his itial treatment. Pl.’s Opp’n 12ge id.at 3 (“Williams was forced to
languish without receivin@ny treatment of his [emergenayedical condition] while PGHC
awaited the uncertain arrival o§ivascular and orthopedic surgeaasher than transfer him to a
Level | Trauma Facility where he would haveceived the requisite surgery.”). But, the
evidence establishes that surgery began witbur hours of Williams’sarrival, and he was
admitted that same day and then treated for more than a week. Williams does not argue, let

alone demonstrate, that his treatment over these of those eleven days was not a good faith
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effort to stabilize his emergency condition; he dymgrgues that the Hospital's efforts began too
late. SeePl.’s Opp’n 1-2, 3, 9, 12. Thus, Williamsnret rely on any delay in performing his
surgery to demonstrate that he was not adnhiin good faith to @ntinue stabilizing his
emergency medical conditiorBee Bryant v. Adventist Health Sys.289 F.3d 1162, 1169 (9th
Cir. 2002) (stating that it is theatient’'s burden to show thatragsion “was a ruse to avoid
EMTALA'’s requirements”). Therefore, Willlms cannot prevail on his EMTALA claim for
failure to stabilize because he has not shown that he was not admitted in good faith to stabilize
his emergency medical conditiorsee42 C.F.R. § 489.24(d)(2)(i); CMS Final Rule, 2003 WL
22074670, at *53244;angston 2016 WL 4366960, at *1(Hollinger, 2016 WL 3762987, at *9;
Morgan, 458 F. Supp. 2d at 1350tazurkiewicz 305 F. Supp. 2d at 443ee also Bryam5 F.3d

at 350-52. | will grant summary judgment in the Hospital's favor.

ORDER
Accordingly, it is, this_30th day of May, 2018, hereby ORDERED that
1. The Hospital’'s Motion, ECNo. 34, IS GRANTED;
2. Judgment IS GRANTED in thHospital's favor; and
3. The Clerk SHALL CLOSE this case.

IS/
Paul W. Grimm
United States District Judge
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