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Healthcare Insurance Company Doc

UNITED STATES DISTRICT COURT

NORTHERN DISTRICT OF CALIFORNIA

JAMIE F., Case No.: 19-CV-1111-YR
Plaintiff, ORDER GRANTING MOTION FOR JUDGMENT
IN FAVOR OF PLAINTIFF AND DENYING
V. DEFENDANT’S CROSSMOTION

UNITED HEALTHCARE |INSURANCE COMPANY,| Dkt. Nos. 29, 30, 34, 35

Defendant.

Presently before the Court is plaintiff Jamie F.’s claim under a plan covered by the
Employee Retirement Income Secudtgt (‘ERISA”), 29 U.S.C. § 100Xt seqby defendant
UnitedHealthCare Insurance Company (“UHC”)aiRtiff alleges defendant improperly denied
coverage for inpatient residential treatment mewbased upon lack of medical necessity. The
parties filed cross-motions for summary judgm@it. Nos. 29 and 34), and the Court heard the
parties’ arguments oRebruary 11, 2020.

Having considered the partiesidfing, the administrative recotdand the oral arguments
of the parties, the Cou@RANTS plaintiff's motion for judgment an®eNIES defendant’s cross-

motion?2

! The administrative motions to seal thenamistrative record (Rt. No. 30, 35) and the
motion to seal the one-page erratdhe record (Dkt. No. 38) af@RANTED. The parties agree that
the administrative record mprised of the documerftem UHC’s production, designated by
bates stamp “UHC/JamieF” (referenced as “UH&@"simplicity), and portions of plaintiff's
production, designated bytea stamp “JamieF.SeeDefendant’s Responsi&eparate Statement
Dkt. No. 33, at 2, n.1.)

2 The parties conceded at the hearing ofrtaster that, although the motions are styled &
motions for summary judgment,ey are cross-motions for judgnigursuant to Rule 52 of the
Federal Rules of Civil Procedure, given the matieitse decided by the Court. As such, this ord
constitutes findings of fact and consians of law pursuant to Rule 52(a).
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l. APPLICABLE STANDARD

Plaintiff appeals UHC'’s denialf benefits under ERISA, 29 U.S.C. section 1132(a)(1)(B).
Beneficiaries and plan participants may sue defal court “to recover Ioefits due to [them]
under the terms of [their] plan, émforce [their] rights under thertes of the planor to clarify
[their] rights tofuture benefits under thertas of the plan.” 29 &.C. § 1132(a)(1)(B).

A claim of denial of benefits in alBRISA case “is to be reviewed undesteanovostandard
unless the benefit plan gives fipdan’s] administratoor fiduciary discrg@onary authority to
determine eligibility for benefits or toonstrue the termof the plan.”Firestone Tire & Rubber Co.
v. Bruch,489 U.S. 101, 115 (1989). The parties agraettie standard of review heredis novo
On such a review, the court contkia bench trial on the recorshdamakes findings of fact and
conclusions of law tsed upon that recordKearney v. Standard Ins. CA.75 F.3d 1084, 1095 (9th
Cir. 1999) (bench trial may “congfsof no more than the triaupge reading [the administrative
record].”)3

Under ade novostandard, a court does not give defieeeto an insurer’s determination to
deny benefitsFirestone 489 U.S. at 115 (1989). Instead the tbdetermines in the first instance
if the claimant has adequtestablished” entitlement benefits under the platMuniz v. Amec
Constr. Mgmt. In¢.623 F.3d 1290, 1295-96 (9th Cir. 2010). “In conductinlg aovoreview, the
Court gives no deference to theumer’s interpretation dhe plan documentgs analysis of the
medical record, or its conclusi regarding the merits of tipdaintiff's benefits claim."McDonnell
v. First Unum Life Ins. CoCase No. 10-cv-8140, 2013 WA975941, at *12 (S.D.N.Y. Aug. 5,
2013);Tedesco v. I.B.E.W. Local 1249 Ins. FuNd. 14-CV-3367 (KBF), 2017 WL 3608246, at
*6 (S.D.N.Y. Aug. 21, 2017)xff'd, 729 F.App’x 136 (2d Cir. 2018) (citingirestone 489 U.S. at
112) (same).

Plaintiff bears the burden of establishingirment to benefits durg the claim period by a

preponderance of the evidence, and the Court evadtiate the persuasivess of the conflicting

3 The Court finds that the administrative recbade suffices and a trial with live witness
testimony is not necessary.
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evidence to make its determinatioBee Kearneyl75 F.3d at 1094-9%isner v. The Prudential
Ins. Co. of Am.10 F.Supp.3d 1104, 1114 (N.D. Cal. 2014).
I. FACTS

Plaintiff Jamie F. is a covededependent through hmother’s group employee benefit plar
UnitedHealthCare Insurance Company is the undemof the insurance policy for the medical
benefits at issue and administers thaims for mental health bertsfthrough its subsidiary, United
Behavioral Health (d/b/a Optun@ollectively, “UHC”). (UHC 01596.)

During the time period relevahere, plaintiff was a 19-yeatd Bay Area college student
with a history of several mental ilinesses inchgdanorexia nervosa, dgsssion, anxiety, obsessivi
compulsive disorder, and sdlrming behaviors. (JamieF 1660, UHC 1574, UHC 0520.) She |
been treated in resideattreatment programs and outpatierartpal hospitalization” programs in
2015 and 2017, which resulted in a period of remrssupported by outpatietreatment. In
February 2018, plaintiff tapsed and was hospitalized. Follagithis last hospitalization, treating
physicians recommended plaintifatrsfer to a residential treatméatility in Utah called Avalon
Hills. UHC'’s denial of coverage for residentiaddtment at Avalon Hills ges rise to the instant
action.

A. Plan Terms

The Certificate of Coverage contains the teafnthe Plan governing éhmedical benefits at
issue. Mental health servicasd supplies that do not meet tedinition of a Covered Health
Service are excluded from coverage under the RIHIC 01627.) Accordingo the Certificate of
Coverage, “[t]he health carers&e, supply or Pharmaceuticaldduct is only a Covered Health
Service if it is Medically Necessa” (UHC 01599.) The term “medically necessary” is defined

as:

Medically Necessary (Medical Necessity) - health care services provided for the
purpose of preventing, evaluating, diagngsor treating dealth condition,

Mental lliness, substance-related and efilekk disorders, condition, disease or its
symptoms, that are all of the following:

* In accordance witsenerally Accepted Standards of Medical Practice.
» Clinically appropriate, in terms dype, frequency, extent, site and

U

nad
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duration, and consideredfective for your halth condition, Mental
lliness, substance-related and addictive disgrdiisease or its symptoms.

* Not mainly for your convenience orahof your doctor or other health
care provider.

* Not more costly than aalternative drug, service(s) supply that is at
least as likely to produce equivalen¢tipeutic or diagnostic results as to
the diagnosis or treatment of yowgdith condition, disease or symptoms.

(UHC 1667, italics in original.) The terttsenerally Accepted Standards of Medical
Practice” is likewise definenh the Plan as follows:

Generally Accepted Standards of Medical Practice are standards that are based
on credible scientific edence published in peer-iewed medical literature
generally recognized by the relevantdical community, riying primarily on
controlled clinical trialsor, if not available, obseational studies from more
than one institution that suggest a @uslationship beteen the service or
treatment and health outcomes.

If no credible scientific evidence is available, then standards that are based on
Physician specialty societecommendations or profgenal standards of care
may be considered. We reserve the rigltaosult expert opion in determining
whether health care seceis are Medically Necessary.

We develop and maintain clinical policies that describeéseerally Accepted
Standards of Medical Practicientific evidence, prevailing medical standards
and clinical guidelines supporting our deterations regarding specific services.
These clinical policies (adeveloped by us and reviskgdm time to time), are
available to Covered Persoms www.myuhc.com or by callinGustomer Care

at the telephone number on your ID camt] &0 Physicians and other health care
professionals on UnitedHealthcareOnline.

(Id.) Mental Health Services, inading inpatient services at a Riential Treatment facility, are a
Covered Health Service that remgs prior authorization. (UHC 01699Bursuant to the terms in

the Certificate of Coverage, no benefits will béddar a service determined not to be a Medically
Necessary Covered Health ServidelHC 01699 [“If you choose to ceive a service that is not a

Medically Necessary Covered Health Service, willbe responsible fopaying all charges and ng

Benefits will be paid.”].)
Plaintiff's Plan provides beffiés for servicedy non-network providers only in certain

situations. According to ehCertificate of Coverage:
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“If specific Covered Health Serviceseamot available froma Network provider,
you may be eligible for Network Benefitghen Covered Health Services are
received from non-Network providers. thms situation, youPrimary Physician

or other Network Physician will notify uend, if we confirm that care is not
available from a Network provider, well work with you and your Primary
Physician or other Network Physiciandoordinate care through a non-Network
provider. If care is authorized frominon-Network provider because it is not
available from a Network provider, youllbe responsible for paying only the
in- Network cost sharing for the service.”

(UHC 01737.) The Plan also pateclaims to be made afteretlveneficiary has received medica
services: “Post-service ctas are those claims thate filed for payment dBenefits after medical
care has been received.” (UHC 1645.)

B. Plaintiff's Treatment

Plaintiff previously receivethpatient treatment for anexia nervosa in 2015 and 2017.
(JamieF 1660.) Following her treatment in 2017, npifiireceived regular outpatient care with a
psychiatrist, therapist, and physician dad illness went into remission. (UHC 0527,
JamieF 1660.) On February 15, 20f@Rintiff appeared foa routine appointmentith her regular
physician, Dr. Jennifer Carlson. Dr. Carlson deteedlithat plaintiff had not been eating, had log
a significant amount of weight @ short time, and vgaengaging in self-harming behaviors. Dr.
Carlson noted that she had an abnormal hear{lyeddycardia) and wasxperiencing dizziness,
fatigue, and loss of concentration. (Jami&lB0, 1662.) On Dr. Carlson’s recommendation,
plaintiff was admitted immediately to the inpatiemit at Stanford’s Lucile Packard Children’s
Hospital (“Stanford”) for medicadtabilization. (JamieF 1584, 1664.)

One week later, on February 2018, plaintiff was to be dischargedndtanford, with a
recommendation from her hospital treatment teatratesfer her immediately to Avalon Hills for
residential treatment. (JamieF 1659, 1581, 1583, 1E&E.) That day, Avalon Hills contacted

UHC to seek pre-service authorizatfotdHC's initial reviewer detenined that a “peer-to-peer

4 Avalon Hills is an out-of-netwi facility with UHC. Accading to the Certificate of
Coverage, non-network mental hibabenefits require prior aubrization beforeservices are
received. (UHC 01594, 01698-99.)

—
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review” was needed before it would authorizedfés to pay for residential treatment. (UHC
00067, 00069?)

On February 22, 2018, plaintiff transferreddealon Hills. Upon admission, her medical
records indicate that she had sevaeanutrition and bradycardia (UHC 05Z5)She was refusing
food and had a slight decrease in her weight in her first weekie@&%584.) She met the
diagnostic criteria for generalize@shxiety disorder, obsessive cputsive disorder, and “Anorexia
Nervosa, Restricting type, Extreme.” (JamieB3.)J Avalon’s IntakeAssessment, completed by
therapist Michael Albright in conjunction withembers of Avalon’s tréaent team, noted that
plaintiff had a three-year histoof eating disorder behaviors trsdte had been “unable to cease.
following treatments at outpatiemitensive outpatient, partial hagalization, residential, and
inpatient levels of care.” (Jaek 1701.) The Intake Assessment noted that she previously had
attempted a partial hospitalizatiprogram after being hospitalizedStanford for 10 days in July
of 2015, but the program “did not geell” and she was transferredddocal residential treatment
facility for three months. 1d.) While she had been stable from August 2016 to February 2018,
refusal to eat and plummeting wetgequired hospitalization até8tford. Based on this history,
and “[i]n light of her worsening condition,” thevalon Hills intake assessment concluded that,
“[t]he severity of Jamie’s eating disorder symptoms and level dicakacuity” made a residential

treatment level of care “clinically necessaryld.)

> UHC's records indicate that at least calls were documented between UHC and
plaintiff, her family, and her ntkcal team from Februg 16-26, some duringer hospitalization at
Stanford and some after her transfer to AvaldisHnquiring about coverage for the residential
treatment program. (UHC 0064-72.)

® In its response to plaintiff's statementfatts, UHC disputedontinued bradycardia,
citing Stanford’s discharge summandicating that bradycardia wa®solved” as of discharge.
(UHC 01524.) However, records regarding aemission to Avalon Hills indicate bradycardia
continued to be an issue. (UHC 0525 [AoraHills Nursing Intake Assessment]; UHC 1575
[doctor's summary regarding course of treattrarAvalon Hills, noting bradycardia and several
lab values outside normal limits].) LikewidéHC's dispute of the discharge note regarding her
food intake at Stanford digot account for Dr. Ammermantrrection indicating she had
significant difficulty with her food intake throughout her hospitayst (JamieF 1658-59.)

her
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C. UHC's Initial Review and Denial

On February 26, 2018, UHC reviewer psychstNatasha Sane, M.D., conducted a “peer

to-peer review” to determine whether plaintiffeatment at Avalon Hills should be authorized a$

medically necessary. Dr. Sane spoke witff staAvalon Hills, including therapist Michael

Albright. (UHC 00073.) Avalon Hillstaff reported plaintiff as logg 91% of her target weight,

requiring supervision during and after meals, and having an abnormal heart rate. (UHC 00074.

Sane’s notes indicate that plafhtcontinues to restrict” her émg, was recently hospitalized due
to bradycardia, continues to have “orthostatic yaahdia” but “there is nendication that [patient]
requires 24[-Jhour medical or pdyiatric care in [a residentitreatment] setting.” (UHC 00075.)
Dr. Sane’s notes further statdtht treatment at Avalon Halldid not meet the “coverage
determination guideline required to be followsg@ecifically because aintiff's weight was
“stable” and “patients with Eating Disorders shouldreated in the least restrictive level of care
that is most likely to prove gaand effective.” JHC 00077.) Based upon Dr. Sane’s assessme
UHC determined that residentiaéatment was not medically necessary and that plaintiff could
treated appropriately in an outpatient, “partiaépitalization program” cles to her home. (UHC
00075, UHC 0154%)

On February 27, 2018, UHC issued a written delettter regarding pintiff's request for
residential treatment &valon Hills. (UHC 0154.)Dr. Sane stated, basen her review of “the
available documentation and all infieation received to date, | hadetermined that coverage is

not available under your benefit planUHC 0154.) The deal letter stated:

" It is unclear from Dr. Sane’s notes wiet she reviewed any pfaintiff's medical
records, including those from Stanford, in makihg initial review. After summarizing her
conversation with staff at Avalonilt$, the notes state “I havekal the provider if there is any
additionalclinical and pertinent informain that | need to review iorder to make a determination
including information from the medical recarcdeyond what wasrakdy shared with meHe
indicated that the above clinicaformation was sufficieinto make a peer restv determination.”
(UHC 0075, emphasis supplied.)

8 Dr. Sane’s notes do not indieavhether she was aware that plaintiff had previously be
hospitalized in 2015 and dischargeda partial hospitalization pgram which proved unsuccessfy
resulting in plaintiff needing tbe transferred to residentiaéatment for several months.

D
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You do not seem to need residentiabtment for your eating disorder. Your
weight is stabilizing. You are now medica#itable. You are not reported to be at
risk of harm to yourself or others. @ie is no indication that you need 24[-]hour
medical or psychiatric cardt seems you could wotkwards recovery at the
partial hospital level of care.

Based on Optum Level of Care Guidetinfor MENTAL HEALTH Residential
LEVEL OF CARE, it is my deermination thatuthorization cannot be provided
as of 2/22/18. It seemsahtreatment could continue at the mental health/eating
disorder partial hostal level of care.

(UHC 00077, UHC 00154.)

D. Plaintiff's Appeal of the Initial Denial

On April 11, 2018, plaintiff submitted an appeékhe denial of benefits to UHC through
her counsel. (JamieF 1553-1761.) The appeddded copies of hamedical records from
February 22 to April 5, 2018 at Avalon Hills, apwith four letters frm plaintiff's treating
physicians: Jennifer Derenne, M.Psychiatry Directoof the Comprehensive Care Program for
Inpatient Eating Disorders at Stanford’s LladPackard Children’s Hospital (JamieF 1580-1581);
Seth Ammerman, M.D., pediatrician at Stad’s Lucile Packard Children’s Hospital
(JamieF 1582-1583); Dr. Jennifer Carlsthe outpatient physan treating her fathe year prior to
her hospitalization (JamieF 1584)nadder Zumarraga, M.D., plaintiff psychiatrist for outpatient
and prior partial hospitalizatianeatment (JamieF 1585-86). Eauflthose doctors recommended
residential treatmerat Avalon Hills.

Dr. Ammerman noted that Jamie had diffigulith food intakethroughout her hospital
stay despite support from her patebeing present; had been selerestricting food by not eating
for three weeks prior to her adssion; and was “medically frdg’ though stable when she was
discharged from Stanford. (Jeef 1582-83.) He concluded thatthout the support of a program
like Avalon Hills, “[Jamie] would very likely bguickly readmitted for medical instability.”
(JamieF 1583.)

Dr. Zumarraga, who had treatplintiff in her first hospithzation for anorexia in 2015,
stated that residential treatmevds “absolutely necessary” duedamie’s long history of eating

disorder, anxiety, [attention fieit hyperactivity disorderor] ADHD, and depression, which
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resulted in rapid relapses and dangeroustygromised health. (Jaef 1585.) Dr. Zumarraga
noted that the “[tlhe [American Psychiatric AssocialiGuideline. . . states that weight in relation
to estimated individuaiealthy weight, cardiaftinction, metabolic stas and psychosocial
parameters are the most importéagtors to consider when deternmg what level of treatment is
required.” (d.) Dr. Zumarraga noted that depressianxiety, and ADHDIkaffect how Jamie
copes with her eating disorder, requiring a higdthuctured environmeo ensure treatment

compliance, which her family could not providgamieF 1585-86.) In Dr. Zumarraga’'s words:

| have treated Jamie and have seerthreugh many phases of her ilinesses. She
is a driven young woman who struggleish a terrible illness which requires
aggressive treatment anéating to outcome. Therger the recovery, the more
difficult it is and the more often there is relapse. This illness, if not treated
appropriately and at the agleate level of care (residential treatment in this case)
puts Jamie at a higher risk for ppabed relapse and premature death.

(JamieF 1586.)

Dr. Derenne indicated that Jamie had strugtpeeht adequately during her hospital stay,
and though motivated to recoveras overwhelmed by upcoming lifiansitions [to college] and
“fighting very strong eating disdered thoughts the entire tirtteat she was awake.” (JamieF
1581.). While noting that Jamie had lostio¥® pounds in the threeeeks prior to her
hospitalization, Dr. Derenne emphasized that “wegbihe is not a good indicator of her clinical
status and was not the sole detming factor in our clinicatecommendations for ongoing care.”
(JamieF 1580.) Dr. Derenne, alongh the whole treatment teatpelieved that Jamie needed
“residential treatment in a unitahis geared toward adults—hmevious resideral experience
was at a unit that specialized in treating adoént eating disorders.” (JamieF 1581.) As Dr.
Derenne stated, “[w]e know that eating disorderge the highest mortality rate of any mental
illness, and that quick, aggressigapspecialized care is associated with the best prognokls.” (

Dr. Carlson had been treatingpltiff since January 2017. Sheted that the majority of
plaintiff's nutritionalintake during her hospitalization haden through liquid supplements, not

food, and despite a motivation to bealthy, plaintiff was unabledtmaintain her nutrition without
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significant structure and support(JamieF 1584.) Dr. Carlsoomrcluded that “[d]irected and

intense treatment is indicated asttime in order to present any fudurelapses and to enable Jamie

to engage in schoaind life.” (d.)
E. UHC’s Second Review and Denial

On May 18, 2018, Sherifa Igbal, M.D., conduttn appeal review for UHC. (UHC

00081.) UHC's file notes by Dr. Igbal indicate “current working diagnosis is Anorexia nervosi

Restricting -Moderate” (Id., emphasis supplied.)Dr. Igbal listed thénformation used to

complete the review as:
Appeal Letter, Medical Records, PriBhysician Determination, Linx Notes,
Optum Level of Care Guidelines for Sldential Treatment of Mental Health
Disorders and the Optum Common Critextal Clinical Best Practices for All
Levels of Care Level of Care Guidelines

(Id.) After repeating Dr. Sane’s casemmary, Dr. Igbal's notes state:

The facility did not agree with the det@nation and requested a standard appeal.
The medical records are reviewed. Tleyrelate with the information from the
review with the exception gfatient denying [suicidatieation] completely per

the intake. The patient had been trdaia the medical unit for 6 days prior to
coming to [Avalon Hills]. She was coapéive, calm, engaged in care. Her
family was supportivealbeit frustrated. Her vitals we stable. She was at above
90% her [ideal body weight]. . . . It does @apipear that there were any medical or
[mental health] issues that required 24[-]hour monitoring to be safely treated.

(UHC 00082.) Dr. Igbal@ancluded as follows:

Taking into consideration thevailable information, a resw of the Certificate of
Coverage for [the employer], and also kbeally available clinical services, it is
determination that the noncoverage determination for residential level of care will
be upheld on 2/22/2018 and forward.

*k%k

Your daughter was at over 90% of deal body weight. She was calm and
cooperative. She was not wanting to hé&wenself or otherslt seems that her

care could have occurred in a less intensive setting.

(UHC 00082-83.) Dr. Igbal's natedo not reference any of thétées from plaintiff's treating

doctors or their finding stated therein.

° Dr. Igbal’s diagnosis is thenly one in the record to ctamterize plaintiff’'s Anorexia
nervosa as “moderate” rather than “severe.”

10
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On May 20, 2018, UHC sent plaintiff a lettd#nying her appeal. (UHC 00166.) In the
letter, as in the case notes, UtsIed the information reviewedithout indicating whether the
treating physicians’ letts were reviewed.Id.)° The denial letter, sigr by Dr. Igbal, repeated
the statements in the @sotes that the prior denial would lpgheld because plaintiff was 90% of
her ideal body weight, calm and cooperativel aat self-harming. (UHC 0166.) UHC's letter
stated it was a final determination of administraippeal per the terms pfaintiff's Plan. (UHC
00165-69.)

Plaintiff's treatment at Avaln Hills continued from her adgission on February 22 to her
discharge on July 16, 2018.

[I. ANALYSIS AND FINDINGS

The Court finds that the preponderancéhef evidence in the adnistrative record
demonstrates plaintiff was entitled to coverageer the Plan. Based upon a thorough review of
the record including: plaintiff's diagnosis of Anorexia nervosageee her co-morbid diagnoses of
anxiety, depression, obsessicompulsive disorder; her treatméigtory; her mdically fragile
state; and the recommendationsef treating physicians basegon medical standards, the Cour
concludes that residential treatment at Avalolishivas medically necessary following plaintiff's

week-long hospitalization at Stanfordi@nen’s Hospital in February 2018.

A. Plaintiffs’ Doctors’ Recommendations Were Consistent with
Generally Accepted Standard of Medical Practice

Plaintiff has demonstrated that residentiahtment at Avalon Hills was in accordance wit

generally accepted standardswddical practice, based on theakations of the doctors who

10 The Court notes that pldiff's two-page appeal letteaappears at UHC 0163-64 of the
administrative record submittéy UHC, and UHC's denial lettdollows immediately at UHC
0165-69. The letters from plaintiff's treating doctdsnot appear in thedministrative record
until the submission of plaintiff’ post-serviceclaims appeal letteafter her discharge from Avalon
Hills. (SeeUHC 1566-1572 [treating doctolstters], UHC 1573-1576 [post-discharge letter fror
Avalon Hills doctor].) Thus, therder of the documents in theraihistrative record as provided b}
UHC suggests that the doctors’ letters, thougkdists enclosures piaintiff's April 11, 2018
appeal letter provided on a CD-RQMere not part of the materiaksviewed at that time. Given
this, UHC’s assertion that they were considdrgdr. Igbal, without mee, is unpersuasive.

11
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treated her. Plaintiff's tréimg physicians explained why rdsintial treatment was medically
necessary, referencing the APA standards. UHG doechallenge the opons of these treating
physicians now, nor did its revi@ns challenge them in the auttzation review process. In
addition, UHC does not contest whether APA statislaepresent generalecepted standards of

medical practice. Instead, UHC argues that igemers determined residential care treatment W

not medically necessary under its own Optum Levé&are Guidelines: Mental Health Conditions

(UHC 1833-46), and that the medical exde supports thosetdaminations.

First, to the extent that UHSlUggests that plaintiff's appesthould be denied because its
reviewers’ determinations were supported by suibistieevidence, it misapphends the applicable
standard here. Undeida novareview standard, the question is not whether UHC can point to
substantial evidence in theaord to support its decision, buhether, upon the Court’s
independent review, theghtiff has establisheshe was entitled to benefits under the plan.
Moreover, the preponderance of the evidence indberd indicates that UHCigviewers failed to
consider the medical opinions jifintiff's treating physicians do conduct a thorough review of
the medical evidence.

The doctors who were most fdrar with plaintiff, her symptms, and her treatment history
all recommended residentiaeatment. There is no indicati in its May 20, 2018 appeal denial
letter that United considered those opinions at'allvhile the Court is not required to give any

particular weight to plaintiff’'greating doctors’ opinions, neithghould it give decliing weight to

11 Because UHC never disputed the treatingsjaiigns’ opinions irthe review process,
plaintiff contends UHC waived its alifito do so in these proceedingsf. Harlick v. Blue Shield
of California, 686 F.3d 699, 720 (9th Cir. 2012) (ERISAiisdermined “where plan administrator
have available sufficient informatn to assert a basis for denialbenefits, but choose to hold that
basis in reserve rather than commuate it to the beneficiary,” quotir@lista v. Unum Life Ins. Co.
of Am, 378 F.3d 113, 129 (1st Cir. 2004y)itchell v. CB Richard Ellis Long Term Disability Plan
611 F.3d 1192, 1199 (9th Cir. 2010) (samMieves v. Prudentidns. Co. of Am.233 F. Supp. 3d
755, 764 (D. Ariz. 2017) (administratdid not raise argument duritige appeal process, thereby
“forfeited its ability to assert that defense irstlitigation.”). However, given that UHC offers no
substantive counter to the treatiplgysicians’ opinions in this &on, the Court need not rest its
decision on waiver.
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the opinions of a plan’s reviewewho “arbitrarily refuse to credit claimant’s reliable evidence,
including the opinions ad treating physician.Black & Decker Disability Plan v. Nor38 U.S.
822, 834 (2003). Courts generally give greater weighklbctors who have examined the claiman
versus those who only review the fileloimgren v. Sun Life & Health Ins. C&54 F.Supp.3d
1018, 1030 (N.D. Cal. 2018) (citisplomaa v. Honda Long Term Disability P|&42 F.3d 666,
676 (9th Cir. 2011)Heinrich v. Prudential Ins. Co. of ApnNo. C 04-02943 JF, 2005 WL 186817
at *8 (N.D. Cal. July 29, 2005¥%;00per v. Life Ins. Co. of N. Am86 F.3d 157, 167 (6th Cir.
2007)). This is especially true in cases imire mental illness wére there are no objective
imaging or laboratory tests evhich diagnoses are baseSee Smith v. Hartford Life & A¢2013
WL 394185, at *23 (N.D. Cal. Jan. 30, 2013) (“Urdikardiologists or ¢nopedists, who can
formulate medical opinions based on objective findiegisved from clinical tsts, the psychiatrist
typically treats his patient’s subjective symptoms.4li¢ting Sheehan v. Mejpolitan Life Ins.

Co., 368 F.Supp.2d 228, 255 (S.D.N.Y. 2005)). The IN@ircuit has cautioned that “complete
disregard for a contrary conclosi without so much as an eaphtion raises questions about

whether an adverse benefitdatenination was ‘the product afprincipled and deliberative

reasoning process.’Salomaa642 F.3d at 679 n. 35ee also Montour v. Hartford Life & Acc. Ins.

Co, 588 F.3d 623, 635 (9th Cir. 2009) (completreljard for Social Serity Administration
opinion, without explanation, sugded failure to engage in pgipled reasoning and failure to
consider relevant evidencedrsability detemination).

Further, UHC’s determinations relied orachcterizations of plaintiff's diagnoses,
symptoms, and severity which omitted or weredxs with the informatiom her medical records
from her Stanford hospitalization and Avalon Hillstake. Dr. Sane’s summary of the informatig
provided by Avalon’s staff signifantly understates amanits information those same providers
included in Avalon’s contemporaneobake Assessment, suggestthgt Dr. Sane either did not
elicit or did not recordhat information. Dr.dbal’'s secondary review simply repeats Dr. Sane’s
summary and endorses the same determinaRather than account for treating physicians’

opinions or the medical recordglinating the severity of her syptoms and co-morbid diagnoses,
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UHC'’s reviewers appear to hafazused entirely on &ir own assessment of her percentage of

ideal weight, lack of current sudality, and family support.
The APA Guidelines on which plaintiff's doctamslied emphasized that percentage of ide
weight is only one factor to lmnsidered in assessing the appiatprlevel of care for a patient

with a severe eating disordeAs Dr. Zumarraga explained:

the standard of care in treating someone waitheating disorder states that, “it is
important to consider the patientsgerall physical condition, psychology, and
behaviors, rather than simply rely one or more physical parameter, such as
weight.” The APA Guideline also stat#sat weight in relation to estimated
individual healthy weightcardiac function, metabolgtatus and psychosocial
parameters are the mostportant factors to considarhen determining what
level of treatment is required.

(JamieF1585.) And while a generally supportieene environment may suggest a non-resident
level of treatment, plaintiff's treating doctdmund it was not enough to favor a lower level of
treatment. Dr. Zumarraga noted tp&intiff had a history of deiling “extremely rapidly” such
that “[h]er family is not able to support hertlre home with the type of treatment she needs.”
(JamieF 1586.) Similarhpr. Ammerman explained that “weigahd nutrition are related but not
the same. Jamie was still medigaiecovering from acute moderatealnutrition, and if unable to
eat appropriately, would become acyteledically unstable.” (JamieF 1583.)

B. UHC'’s Reliance on the Optum Guidelines

UHC argues that its reviewserelied on generally acceptedrsiiards of medical practice
found in the Optum Level of Care Guidelinéental Health ConditionJHC 1833-46; “Optum
Guidelines”). UHC contends that the Optum Glirts are a set of objective and evidence-basg
behavioral health criteria derived from generaltgepted standards of behavior health practice.
Indeed, the Optum Guidelines themselvesresfee several APA Guidelines, such as for

psychiatric evaluation of adultseatment of patients with sudial behaviors, and the APA’s

12 ack of current suicidal ideation is natriterion for deciding whether between
residential or communityéatment, but instead is actar for deciding whethanpatient
hospitalization is needed, evander UHC’s own guidelinesSeeOptum Guidelines at UHC 1842
(“member isnotin imminent or current risk of harm to self”).
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Diagnostic and statistical manualroéntal disorders, 5th editiond,, the DSM-V). (UHC 1845.)
However, the Court finds reasons to doubt theu®pGuidelines can be relied upon as a statemg
of generally accepted standards of mddicactice in the present context.

First, several recent decisiohave found that the Optum Guidweds are not consistent with
any generally accepted standards of medical pedticluding a sweeping, comprehensive revie
by the court in th&Vit class action challemgg the Optum Guidelines, among othe8eeWwit v.
United Behavioral HealthNo. 14- CV-02346-JCS, 2019 WL 1033730 (N.D. Cal. Mar. 5, 2019)
see also S.B. v. Oxford Health Ins., Jido. 3:17-CV-1485 (MPS), 2019 WL 5726901, at *12-13
(D. Conn. Nov. 5, 2019Bain v. Oxford Health Ins. IncNo. 15-CV-03305-EMC, 2020 WL
808236, at *10 (N.D. Cal. Feb. 14, 2028)Even under a more general abuse of discretion
standard, each of these decisions concluded that reliance on the Optum Guidelines were
inconsistent with “generallycaepted standards of medical practice” in the respective plans.
Following a 10-day bench trial thalicited testimony from severalental health experts, theit
court found that the Optum Guidelines are in tonWith generally accepted standards of care,
such as those set forth by the APA, becdheg are focused on managing acuity rather than
providing effective treatment, and therefore mmasrictive than the geraly accepted standards
of care. Wit at 14-17, 55. Similarly, the district court$B. v. Oxford Healtfound the Optum
Guidelines as applied to authorization for desitial treatment ofreorexia nervosa created
restrictions that exceededetbounds of “medical necessityS.B. v. Oxford Health Ins., Inel19
F. Supp. 3d 344, 362 (D. Conn. 2019) (“The introduchipithe [Optum] Guidelines of this novel
limitation on coverage exceeds the discretion grantaghder the terms of the Plan. It represent
new requirement for coverage, rather than anoeédion on the definition aihedical necessity set
forth in the Plan; only the latter ism@mplated by the terms of the Plansgge alsd_.B. ex rel.
Brock v. United Behavioral Health Wells Fargo & Co. Health P& F.Supp.3d 349, 360

13 TheWit, Bain, andS.B.decisions refer to United Behaval Health or “UBH.” United
Behavioral Health, which does busss as Optum, is a subsidiary of UHC and administers clain
for mental health benefitan its behalf. (UHC 1589.)
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(W.D.N.C. 2014) (court found denial of beriefunreasonable, noting “unprincipled and
unreasonable claims review by UBH in applying ¢hg3ptum] Guidelines d@enot appear to be
isolated,” citingPacific Shores Hosp. v. United Behavioral Heaitb4 F.3d 1030 (9th Cir.2014)).

Second, the Optum Guidelines nowhere mentioreference eating disorders, nor do they
reference any scientific literatior professional standards ceming eating disorders. Instead
they are more general guidelinfes mental health treatmewhich do not consider symptoms
specific to eating disorders suah healthy body weight, compulsigrercise, structure needed to
ensure eating and weight gain, and the level aitoring needed to maintain medical stability.
SeeS.B, 419 F.Supp.3d at 355 (describing APA Eating Disorder Guidelinesadied contrasting
“the [Optum] Guidelines, which are intertti® apply to all mental illnesses™.

Moreover, regardless of their validity, tgptum Guidelines do not support the UHC'’s

reviewers’ decisions. UHC revi@wDr. Sane’s recommendatioresked toward the generalizatiof

=7

that “patients with Eating Disorders should be &dah the least restrictvievel of care” without
taking into account evidence offety and effectiveness in conding that partial hospitalization,
not residential treatment, wagpopriate. (UHC 00077.) The Optum Guidelines require that a
lower level of care must be sadad effective. (UHC 1841-42 he Optum Guidelines indicate

that residential treatment is appropriate when:

The factors leading to admission cannoshgely, efficiently, or effectively
assessed and/or treated in a less intensive setting daetéochanges in the
member’s signs and symptoarsd/or psychosocial and environmental factors.
Examples include the following:

14 UHC argues that the Optum Guidelines areripomted as Plan tesn While the Plan’s
definition of medical necessity references “clinipalicies” that “describe the Generally Accepte
Standards of Medical Practice[,] scientific evidence, prevailing medical standards and clinica
guidelines supporting our determiimas regarding specific services” (UHC 1667), the Certificat
of Coverage does not list the Optum Guideliaesng the documents incled in the policy (UHC
1592). Rather, the Optum Guidelines appear twl@cal guidelines” ofno greater priority than
other standards or evidence that would fall ineodkfinition of “Generally Accepted Standards of
Medical Practice.” Certainly, éhCourt does not read the Plsrequiring that the Optum
Guidelines be followed even when contraryrare specific standarad practice would require
different treatment.

j =
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e Acute impairment of behavior or cogoiti that interferes with activities of
daily living to the extent that theelfare of the member others is
endangered

e Psychosocial and environmental problethrest are likely to threaten the
member’s safety or undermine engagement in a less intensive level of care
without the intensity of servicesfered in this level of care.

(UHC 1841-42, emphasis suppli€d)Dr. Sane did not addressiywa level of care lower than
residential treatment would addsese acute changes plaintiff ®ating physicians reported in hel
eating disorder symptoms—malntitsn, dramatic weight loss, irgelar heartbeat, disordered
thinking in relation to eating—which requiredriespitalization desptplaintiff's regular
outpatient treatment and family suppobr. Sane’s notes stated tipdaintiff's weight was “stable”
even though her records at Avaloiligdindicated she had lost a siamount of weight in her first
week there. Dr. Igbal's opinion merely refeced plaintiff's weight ad lack of suicidality.

Neither UHC reviewer’s opinions accounted adedydte the safety andfectiveness of a lower
level of care in light of plaintiff's symptoms and history.

“Placement in a less regttive environment is appropriate onfyit is likely to be safe and
just as effective as trement at a higher level of careaddressing a patient’s overall condition,
including underlying and co[-]occurring condition®Vit, 2019 WL 1033730, at *19. All of
plaintiff's treating doctos emphasized that the residential treatihtevel of care was necessary to
provide safe and effective treatment given piHis presenting symptoms, psychosocial factors,
and treatment history. The wéit of the medical evidence aogdinions here does not support the]
determination that a partial hospitalization paogrwould have been “just as effective” as
residential treatment in adglsing plaintiff’'s condition.

1

1

1

15 By contrast, the Optum Guidelines’ critefta a partial hospitalation program indicate
that observation, assessment, amédraction are needed for BOurs per week, such as in a
“coordinated transition back into the community”a “structured envimment to practice and
enhance skills” with “face-tbace interactions severahtes a week.” (UHC 1840-41.)
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V. CONCLUSION AND DISPOSITION

Uponde novareview of the record, theourt finds that plaintiff was entitled to coverage f
the residential treatment provil®y Avalon Hills in 2018. Platiff's motion for judgment is
GRANTED and defendant’s cross-motionD§NIED.

The parties shall, within thirty (30) days o&tHate of this Ordef1l) meet and confer to
resolve the amount of unpaid betefiue, and (2) submit a propogedgment approved as to forn
consistent with the terms of this Order.

This terminates Docket Nos. 29 and 34.

T IsSo ORDERED.
Date: July 23, 2020 W / &'X"% ? E“Sf‘

(/ YVONNE GONZALEZ ROGERS
UNITED STATES DISTRICT COURT JUDGE
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