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C 000 INITIAL COMMENTS

An Emergency Medical Treatment and Labor Act
(EMTALA) complaint survey for compliance with
42 CFR Part 489, Subpart B, and Subsections
489.20(1)(m)(q)(r) and 489.24 requirements for
hospitals was conducted from 3/18/25 through
3/19/25. Areas surveyed were Medical Screening
Exam and admission process for patients,
specifically obstetrical patients with

complications, that presented to the emergency
department for services. Platte Health Center was
found in compliance with regulatory requirements.

As directed by the Centers For Medicare &
Medicaid services (CMS), an unannounced
on-site survey for the EMTALA complaint
SD00003452 was conducted at this critical
access hospital (CAH) from 3/18/25 through
3/19/25. The CAH was determined to be in
compliance with the Responsibilities of Medicare
Participating Hospitals in Emergency Cases, 42
CFR 489.24 and in compliance with other

' essentials of Provider Agreements at 42 CFR
489.20. However, the CAH demonstrated past
non-compliance. The CAH identified a potential
violation of 42 CFR 489.24(a); A-2406/C-2406 on
01/22/2025. Reference 489.24(a) if an individual
comes to the emergency department, the hospital
must provide an appropriate medical screening
examination (MSE) to determine whether or not
an emergency medical condition exists. An

comes by him or herself, or with another person,
to a hospital's dedicated emergency department
and a request is made by the individual or on the
individual's behalf, for examination or treatment of
a medical condition. The hospital has incurred the
obligation to provide an appropriate MSE for the

| EMTALA obligation is triggered when an individual
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individual and stabilizing treatment or an
appropriate transfer. The purpose of an MSE is to
determine whether or not an emergency medical
condition exists. The provider failed to provide an
appropriate MSE for an individual who presented
to their ED on the morning of 1/22/25 complaining
of abdominal pain that had been present for
hours. The patient was 31 weeks pregnant with
twins and the staff had advised her to seek
medical assistance from where her provider was
located as they had limited obstetrical
capabilities. The patient left without an MSE to
determine if an emergency and medical condition
existed. The provider implemented immediate
action upon notification of this EMTALA and all
corrective actions had been implemented by
03/19/25. The hospital has not had a violation or
identified similar problems in the past 6 months.
The CAH's emergency departments average
monthly census over the past six months was 67.

Through interviews, video footage review,
electronic medical record review (EMR),
documentation review, and policy review, it was
identified that the provider had implemented new
processes and had provided staff education to
ensure their EMTALA obligations had been met
and to support that they were back in compliance
as of 3/19/25. The provider implemented the
following corrective actions:

*All nursing staff, physicians, and mid-level
practioners had completed EMTALA training
through their iLearn training center between
1/30/25 through 2/14/25.

*Additional iLearn EMTALA training had been
assigned to the nursing staff, physicians, and
mid-level practitioners every year during the
month of February. This training was in addition
to the already scheduled yearly EMTALA training.
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| on 1/24/25 regarding the importance and the

' on all patients who presented to the ED.

and discharge processes had occurred.
video footage reviews of the ED to capture
different shifts and different staff.

-The goal was to ensure all patients who

MSE.

time as the additional EMTALA training.

the medical staff and Governing body.

and requirements.

*Immediate direct face-to-face education began
with all the nursing staff who presented to work

hospital's obligation that an MSE was completed

*The provider will continue to review all ED charts
for compliance to support proper triage, transfer,

*The management staff will complete random

' presented to the ED had received an appropriate

*Their EMTALA policy was updated, and all staff
completed the review of this revision at the same

-The policy was tentative prior to the approval of

As of 3/19/25 the provider was determined to be
back in compliance with all EMTALA regulations
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