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IN THE UNITED STATES DISTRICT COURT
FOR THE DISTRICT OF MONTANA
HELENA DIVISION

JESSICA U, Cause No. CV 18-05-H-CCL
Plaintiff,

VS. ORDER
HEALTH CARE SERVICE
CORPORATION d/b/a BLUE CROSS
AND BLUE SHIELD OF MONTANA,

Defendant.

This matter is a coverage dispaigsing under 29 U.S.C. § 1132 of the
Employment Retirement Income Secuwtyt of 1974 (“ERISA”), which is a
“comprehensive statue designed to prartbe interest of employees and their
beneficiaries in employee benefit plan&ée Shaw v. Delta Air Lines, 463 U.S.
85, 90-91 (1983). Plaintiff's Amendd&Zibmplaint seeks review of Defendant’s
denial of health insurance benefits allege be due to her undtéhe plan. Before
the Court are cross-motions for summarggment. The parties have stipulated
that the standard of review is de novse(Doc. 26 at 3-4), the Court finds the
matter is appropriate for deteirmation without a hearing.

Background
Plaintiff Jessica U. (“Jessica”) was gpdadent beneficiary of an employee

group health plan made available to her through her father’'s company, Amatics
1
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CPA Group (“Amatics”). Diendant Health Care Service Corporation, operating
in Montana as Blue Cross Blue Shield of Montana (“BCBS”), issued the group
health plan (“the plan”) to Amatics. #&r her claim was denied, Jessica appealed
administratively and has exhausted her auirative remedies. The plan issued
by BCBS does not grant BCBS discretiorctmstrue plan provisions or interpret
plan terms. The parties tledore agree that a de novorgdard of review applies in
this action.

L egal Standards

l. Medical Necessity of Treatment

Summary Judgment

The moving party must inform theoart of the basis for the motion for
summary judgmentCelotex Corp. v. Catrett, 477 U.S. 317, 323 (1986). Summary
judgment should be granted if the movingtpademonstrates that “there is no
genuine issue as to any nraéfact and that the mawg party is entitled to judgment
as a matter of law.” Rule 56{, Fed. R. Civ.P. An issuof fact is genuine only if
there is sufficient evidence for a reasoeajoiry to find for the nonmoving party.
See Anderson v. Liberty Lobby, Inc., 477 U.S. 242, 248-49 (1986). “The mere
existence of a scintilla of evidence...will besufficient; there must be evidence on
which a jury could reasonablynfil for the [nonmoving party].1d. at 252. At the

summary judgment stage, evidence must beed in the light most favorable to the



nonmoving party and all jusi#fble inferences are to lsgawn in the nonmovant’s
favor. Seeid., at 255. Where a defendant mever summary judgment on a claim
for which the plaintiff has the burden pifoof, the defendant may prevail simply by
pointing to the plaintiff's failure “to maka showing sufficient to establish the
existence of an element essentiig[the plaintiff's] case.” Celotex Corp., 477 U.S.
at 322.

“On summary judgment, the propeask is not to weigh conflicting
evidence, but rather to ask whethernlo@-moving party has produced sufficient
evidence to permit the fact finder to hold in his favdmgram v. Martin Marietta
Long Term Disability Income Plan for Salaried Employees of Transfrerred GE
Operations, 244 F. 3d 1109, 1114Y%ir. 2001). Because there is no right to a
jury trial in ERISA casesa bench trial confined tine administrative record,
before a district judge who haseddy ruled on summary judgment would be
“little more than a formality.”ld. at 1114. At a bench trial, the district court can
admit additional evidence if “circumstanadsarly establish that [it] is necessary
to conduct an adequate de novaiee of the benefit decisiomd. (quoting
Mongeluzo, 46 F. 3d at 944). In this case, neither party gives any indication of
having any additional evidence to offdoth parties seek summary judgment on
the existing administrative record and ass®te are no genuine issues of material

fact.



Review of Denial of ERISA benefits

ERISA provides that a qualifying ERISA plan “participant” may bring a
civil action in federal court “to recover benefits due to [her] under the terms of
[her] plan, to enforce [her] rights under the terms of the plan, or to clarify [her]
rights to future benefits under the texof the plan[.]” 29 U.S.C. § 1132(a)(1)(B);
Metro. LifeIns. Co. v. Glenn, 554 U.S. 105, 108 (2008)(ERA “permits a person
denied benefits under an employee benefibhpb challenge thatenial in federal
court.”).

A claim of denial of benefits in aBRISA case “is to be reviewed undedea
novo standard unless the benefit plan gives the [plan's] administrator or fiduciary
discretionary authority to determine eligibiliyr benefits or to construe the terms
of the plan.”Firestone Tire & Rubber Co. v. Bruch, 489 U.S. 101, 115 (1989).
Here there is no dispute that a de noamdard of revievapplies. Under de
novo standard of review, the court “simpbyoceeds to evaluate whether the plan
administrator correctly or gorrectly denied benefitsAbatie v. Alta Health & Life
Ins. Co., 458 F. 3d 955, 963 {{CCir. 2006). The court’s review is generally limited
to the evidence containedtime administrative recordOpeta v. NW Airlines

Pension Plan for Contract Employees, 484 F. 3d 1211, 1217{%ir. 2007)*

1 A non-exhaustive list of circumstances cleadyablishing the neddr evidence beyond the
administrative record include complex medical dges, little orno evidentiary reord, need for
evidence regarding plan interpretation, impartiabgues when the administrator is fyegyor,
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“Under de novo review, the rules ordinarily associated with the
interpretation of insurace policies apply.”Lang v. Long-Term Disability Plan of
Sponsor Applied Remote Tech., Inc., 125 F. 3d 794, 799 {Cir. 1997).
Accordingly, the court construes any aguaties in the Plan against BCBS and is
required “to adopt [a] reasonable intetpt®n advanced by [the insured]3ee
Lang, 125 F. 3d at 799.

The claimant seeking to clarify a rigiat benefits under the terms of the plan
carries the burden of proof, and she must establish her entitlement by a
preponderance of the evidencge Muniz v. Amec Const. Management, Inc., 623
F. 3d 1290, 1294 {9Cir. 2010)(citingHorton v. Reliance Standard Life Ins. Co.,
141 F. 3d 1038, 1040 (T'Cir. 1998);see also Richards v. Hewlett-Packard Corp.,
592 F. 3d 232, 239 fiCir. 2010). Under the de nostandard of review, “the
court does not give deference to theraleiadministrator’s decision, but rather
determines in the first instaa if the claimant has adequigtestablished that he or
she is [entitled to benefits] under the terms of the pl&iuhiz, 623 F. 3d at 1295-
96.

111

traditional insurance contract claims prioBBISA, and circumstances in which there is
additional evidence that the claintacould not have presentedtire administrative process.
Opeta, 484 F. 3d at 1217 (quotir@uesinberry v. Life Ins. Co. of North America, 987 F. 2d
1017, 1025 (% Cir. 1993)(en banc).
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In Kearney v. Sandard Insurance Co., 175 F.3d 1084 (9th Cir. 1999), the
Ninth Circuit indicated thatvhere there is an ERISA dispute, a trial based on the
administrative record alone may be conducteda trial on the record, but not on
summary judgment, [a] judge can evakuthe persuasiveness of conflicting
testimony and decide whiagk more likely true.”Id. at 1095.

Facts

From March 16, 2015 to May 21, 2015sSiea was in residential treatment
(“RTC”) at Avalon. At the time of hemdmission, Jessica was 16 years old. She
was admitted to RTC upon thecommendation of her outpatient treatment team in
Bozeman, Montana, for failute make progress toward recovery at other levels of
care and due to a lack of specific eatirgpdiler focused sewes in her home area.
(AR0340).

Jessica had a complicated history of gastistress and illness that preceded
her admission by at least four years.2011, due to her gastric distress, Jessica’s
gall bladder was removed and multiplelescopies were performed. (AR0284).
Jessica was then diagnosed with collagemassritis, “which is where collagen
bands are formed in the stomach tthan’t allow the food to move through!d.
Correspondingly, Jessica suffered from ¢ansnausea. In 2013, Jessica was
prescribed prednisone which led her ttng20 pounds in a short period of time.

(AR340). The weight gain was highlystliessing to Jessica and, as result, she



began changing her diet and exercmatines. Her food restriction and over
exercise behaviors increased stlyaiiom that point forward.ld. Jessica’s
behaviors during this timgeriod, however, were not conceptualized as eating
disorder related or resulting from psyabgical distress, but rather were tied
instead to her ongoing nausea and gastric problédns.

In 2014, Jessica had a gaspacemaker put in whicacted as a stimulator
to assist food in moving through her Gl tratdd. In December of 2014, Jessica
had a Jpeg, or feeding tube installédR0284). This device was only used for
approximately 1 month, however, besawhen she was receiving calories
through the feeding tube, Jessica refused to eat. (AR0338). Additionally, in an
effort to manage Jessica’s “gastric awanatic complaints” she had her tonsils
removed, her adenoidemoved, and was prescribeidth control for her nausea.
(AR0340). Upon admission to Avalon it was edthat Jessica had been routinely
treated by medical providers who didti@ave expertise in treating eating
disordersld.

During this same four-year period, Jessica also missed a significant amount
of school. Upon arrival at Avalon, admittitlgerapist, Dr. Sara Boghosian, noted it
was “unclear of how much of [the schatisence] is related to avoidance and/or
somatic complaints versus true medioahcerns at this time.” (AR0341). Jessica

attempted to return to schomh several occasions, but wast able to do so due to



her high anxiety, which included panidaatks. Accordingly, Jessica had been
homeschooledld.

Upon admission Jessica met criteriaAoorexia Nervosa, Restricting Type
and Generalized Anxiety Disord@BAD). (AR0342). Additionally, Major
Depressive Disorder could not be ruled out, with the admitting therapist noting
Jessica had had at least one depressivedia her life, and there was evidence
of ongoing problems in this are&d. Of particular concern in relation to Jessica’s
treatment was her lack of insight intethsychological componis of her medical
issues.ld. This lack of insight and connection also delayed Jessica’s identity
development and she “appear[ed] todnavoidant/dependent personality
characteristics that lead her to owdentify with the sickness role.fd. Upon
admission, Jessica was 5'2.241d weighed 92.2 pounds. (AR 1069).

On March 30, 2015, a BCBS repret#ive inquired about the estimated
length of Jessica’s stay Avalon. Avalon advised #y operate under a model of
“treat to outcome” and that the lengthspay varies individual to individual.
(ARO500). Of particular concern to Alon providers was the interwoven nature
of Jessica’s physiological health/gastric issues and her eating disorder and the fact
that Jessica and her family holding oritie idea that Jessica was someone who
was chronically ill. (AR0499).
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BCBS initially approved residentitleatment from March 15, 2015 to May
19, 2015 Subsequently, BCB&pproved benefits for twadditional days of
residential treatment thugh May 21, 2015. (AR 0152).

On May 22, BCBS denied further benefits for residential treatment; Jessica
transitioned into Avalon’s partial hosalization (“PHP”)program. (AR 0490-
491, 0694). Jessica’s treatment testmAvalon had anticipated Jessica would
engage in a series of passmitside of Avalon, and if she did well, would step
down to PHP. See e.g., (AR0016). md 6, Jessica wehbme to Bozeman on
a 1-week therapeutic pass. Jessicaduage struggles on the pass which resulted
In an increase in self-harm urgespadn return to Avalon, her urges became so
strong that she engaged in self-harnrdidybing her wrist and creating a burn mark.
(AR0308). Due to the risk of self-marideation and self-harm behavior, Jessica
was placed on quarter hourly clinical watbth. Jessica also was admitted back
into RTC, rather than remainirag the lower PHP level of care.

BCBS denied Jessica further treatméns unclear exactly why, but the
request for treatment in June of 2015 wasle for PHP, when Jessica was actually
back in RTC. Nevertheless, BCBS denteghtment. Jessicamained in RTC at

Avalon for the summer of 2015Jessica discharged on September 10, 2015.

2 0On April 29, 2015, Dr. Rasik Lal determined Jeasiid not qualify for continued RTC care.
(AR0027). On May 1, 2015, Dr. Heldings, overtutrigr. Lal's denial orappeal. (AR0024).

3 The specifics of Jessica’s summer 2015 treatment are discugsettién detéd below.
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On October 19, 2015, Jessica submittedfingt level appeal for post service
review to BCBS for the summe015 RTC. (AR0154); (AR0087-88). On
November 9, 2015, a post service revigas performed. Upon review of the
records, Dr. Timothy Stock denied theuest for benefits for Jessica’s summer
2015 treatment, finding she did not méwet Milliman Care Guidelines (“MCG?*)
for admission to RTC; the approprid¢éeel of care was intensive outpatient
(“IOP”). (ARO167).

On May 6, 2016, Jessica submitted test level appeal from denial of
benefits. (AR0502-16). On June P016, Dr. Thomas Allen completed a chart
review and denied coverag®r. Allen also found Jsica did not meet the MCG
for RTC:

She was not at imminent risk of hatmherself or anyone else. She had no

behavioral dysregulation that requiraround-the-clock care. She had no

severe impairment in functioningshe had no acute medical issues. Her
weight remained stable, and she \a8400% of her ideal body weight. She
had no instances of purging or othen@eas eating disorder behaviors that
could not be managed asoaver level of care. Shwas adherent with her
meal plan. Her family was supportivand she had sevemccessful passes
outside of the facility without incidentOngoing treatment to address this
patient’s psychiatric symptoms and eating disorder behaviors could

reasonably have been addressed l&ss restrictive environment, for
example 10P.

(AR0082-3). Based on Dr. Allen’s applican of the MCG, Jessica was advised

that the requisite “medical necessitytider the plan was not met. (AR0158).

4 The MCG are discussed in greater detail below.
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Medical Necessity
The plan covers residential treatmant partial hospitalization as long as
those services are deemed “medicakgessary,” which is defined as:

Health care services thatPhysician, exercising prudent clinical judgment,
would provide to a patient for the purpose of preventing, evaluating,
diagnosing or treating an lliness, Injudisease or its symptoms, and that
are:

1. in accordance with generally accepstandards of medical practice;

2. clinically appropriate, in terms of type, frequenextent, site and
duration, and considered effective for the patient’s lliness, Injury or
disease; and

3. Not primarily for the convenience tie patient, Physician, or other
health care provider, and not moresttp than an alternative service or
seqguence of services aa$t as likely to producegaivalent therapeutic or
diagnostic results as to the diagnosisreatment of that patient’s Iliness,
Injury or disease.

For these purposes, “generally aceejpgtandards of medical practice”
means standards that are based onladesdcientific evidence published
in peer-reviewed medical literatugenerally recognizelly the relevant
medical community, Physician SpdtyaSociety recommendations and
the view of Physicians practicing ialevant clinicalareas and any other
relevant factors.

The fact that services were reamended or performed by a Covered
Provider does not automatically make services Medically Necessary.
The decision as to whether the seed were Medically Necessary can be
made only after the Member reces/the services, supplies, or
medications and a claim is submittedltoe Plan. The Plan may consult
with Physicians or national medicgdecialty organizations for advice in
determining whether servicesre Medically Necessary.

(AR0247).

Under the terms of The Plan, anorem&vosa constitutesraental illness.
11



(AR0248). When making the determiioat whether Jessica’'s mental health
treatment was medically necessary, BABized the MCG. While the plan
allows for BCBS to consider “standarithst are based on credible scientific
evidence published in peer-reviewed medical literature generally recognized by the
relevant medical community, Physici8pecialty Society recommendations and
the view of Physicians practicing in relenalinical areas ahany other relevant
factors,” in making a determination of “medical necessigg’(AR0899), the
MCG themselves are not referenced or rpooated into the plan. (AR0172-0276).

BCBS argues that Jessica’s sum2@t5 RTC treatment was not medically
necessary based upon application of theGMDoc. 46 at 17-24.) Specifically,
citing to the MCG, BCBS argues Jessica wasin imminent danger to herself or
others, had no issues with self-cdrad no severe disgiby requiring acute
residential intervention, had no co-mattsubstance abuse disorder, and did not
require a structured setting with continued around-the-clock tdresee also,
MCG, Residential Acute Behavial Health Level of CareChild or Adolescent,
19" Edition 2015. (AR0602-07).

Relying in part upoM\it v. United Behavioral Health, 2019 WL 1033730, at
*20 (N.D. Cal. Mar. 5, 2019), Jessica ass#resMCG do not represent, and, in
fact are more restrictive than, gerisraccepted standards of medical care.

(Doc.55 at 22-27.) IWvit, plaintiffs filed a class action suit alleging they were
12



improperly denied benefits for treatmearitmental health and substance use
disorders because United Behavioral Héal(HJBH") Guidelines did not comply
with the terms of their insurance plaRollowing a 10-day bench trial, the court
found UBH was liable to the class und@dRISA for its breach of fiduciary duty
and for its arbitrary and capricious denial of bene¥lit, 2019 WL 1033730 at
*51-55°

Jessica argues the MCG improperly fecun acute symptoms and presenting
problems, rather than the effective treattngf the patient’s overall condition and
that treatment aimed only at managing crises is not effettivat 24, citing\Mt,
2019 WL 1033730 at *17 (noting factors that focus on “acute,” “severe,” or
“imminent” symptoms deviate from generadgcepted standards of care.”) Jessica
also argues the MCG permit denial of desitial treatment ibehaviors could be
“adequately monitored” & lower level of care, buhat this requirement is
contrary to the standards of caredese those with chronic conditions,
improvement “includes semés to maintain functionld. at 25, citing\it, at *32.
Jessica argues that if a patieah only be adequately mtored at a lower level of
care, but cannot improve or maintaim€tion, a higher level of care should be

provided. Id. Additionally, Jessica notes tMCG are not specific to eating

5 As set forth above, this Court is operating undee movo standard of reviepnot an arbitrary
and capricious standard.

13



disorders, but rather apply to any meiitakss, rendering them virtually irrelevant
to eating disorders. Jessica notes factors such as “command auditory
hallucinations” and “risk for homicidedre unhelpful in assessing her disordet.
Also, Jessica asserts the MG€ek treatment to be successful within a certain time
period, when generally accepted standarfcare dictate that the duration of
treatment should be based upon the imtliai patient’s specific illness, needs,
history, treatment goals, and responksk.at 26, citingWit, at *20, 31.

BCBS argued\it is inapplicable to the psent case because it does not
examine medical necessity criteria foriegtdisorder treatment and contains no
analysis of the MCG. (Doc. 60 &5.) Additionally, BCBS claim$\it addressed
internal propriety guidelines for menta¢alth and substance abuse created by
UBH, not an industry-standardhtionally recognized clinical support tool, like the
MCG. Id. Inresponse to Jessica’'s argumentithatsing the MCG in his denial of
benefits that Dr. Allen did not referemcredible scientifievidence or peer-
reviewed literature, BCBS argues the @@re an industry standard clinical
decision support tool that cite 32 differesaientific articlesand medical literature
relied upon when Milliman created the guidelines.at 16; see also (AR0605-6).
These guidelines include ASAM attte APA guidelines, accordingly, the
generally accepted standard of care was appligdIn relation to Jessica’s

argument about the overemphasis on acute symptoms in the MCG, BCBS argued

14



this statement was wrong because theGWH{d not require the presence of acute
symptoms for patient admission to RTBCBS points out one of the criteria for
residential treatment under the MCQGhst the patient has stabilized during
inpatient treatment for severe symptoms or behavior and requires structured setting
with continued around-thelock behavioral careld. Additionally, unlikeWit, the
MCG do not focus on presenting problemd require that “adequate response...to
planned treatment is expectedhin a limited time period.”ld. at 17-18. Thus,
the MCG do not focus solely on expedtimprovement in presenting acute
symptoms, but rather require expeditegrovement from a residential treatment
center’s planned treatment for all of a patient’s symptamsat 18. BCBS also
argues that the MCG'’s considerationndfether behavior cape adequately
monitored at a lower level of care is consistent with the generally accepted
standard of careld. In response to the argumeinat the MCG is not specific to
eating disorders, BCBS argues that desdid not meet the eating-disorder-
specific MCG for partial hospitalization fune of 2015, thus, it stands to reason
that she would not have met the reqdestidmission to a higher level of RTC
care.ld. at 19. Accordingly, B8S asserts the lack ofegificity of the MCG for
residential treatment for eating disordeas no bearing in the present mattet.

But the Court finds problems with BBS’s argument. As a preliminary

matter, despite BCBS’s claim that the M@@s just a tool for the administrators
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evaluating Jessica’s case and that theGviiemselves encompassed generally
accepted standards of care, particuleghative to eating disorders, the record
reveals something different. Of the 38des cited by the@plicable MCG, not
one specifically addresses eating disorders. See (AR0605-6). Rather a broad array
of topics are covered with a seemingue on acute hospitaéitons and patient
stabilization, including: acute psychiathospitalization; addiction/substance
abuse/co-occurring disorders; suicide/@sgive disorders; acutely psychotic
patients/psychiatric disorders; violent patients; psychiatric emergencies/involuntary
admission/crisis stabilization; obsessommpulsive disorder; delirium/dementia;
developmental disorders; and, adolescent residential treathaent.

On June 6, 2016, Dr. Thomas W&l performed a paper review of
Jessica’s first level member appeal. (AR0082-83). The appeal was denied because
Jessica failed to meet criteria for RTC based on MCG care guidelines: “She was
not at imminent risk of harm to hersel anyone else. She had no behavioral
dysregulation that required around-the-&lcare. She had rsevere impairment
in functioning. She had no acute medisaiues. Her weight remained stable and
she was at 100% of her ideal body weighte 8had no instances of purging or other
serious eating disorder behaviors thaild not be managed atlower level of
care. She was adherent with her meahplHer family was supportive, and she

had several successful passes outside the facility without incident. Ongoing
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treatment to address this patient’s psychiatric symptoms and eating disorder
behaviors could reasonablyveabeen addressed in @daestrictive environment,
for example an IOP.” (AR0082-3). Nearyery denial leading up to Dr. Allen’s
ultimate denial, was based upon Jessicalsrato meet théVICG for Residential
Acute Behavioral Level of care; there swao other meaningful rationale provided
or other standards considefednd to the extent BCBS argues that the denial in
June of 2015 considered eating-disorsjgcific factors relative to PHP, because
Avalon had erroneously submitted a cldon PHP rather than RTC, see (AR0068;

0777-78), both the denial of reconsidera and expedited appeal relied upon the

6 On 4/29/15- Dr. Lal found Jessica did not qualidy RTC care, but would not inform Jessica’s
treatment team of the guided#is he was using for his detanation. (AR0496) Dr. Lal, was
using the MCG, and found: no abnormal lab itssmot an imminent danger to yourself or
others, no medical instability, can bafely treated in a less restive environment such as PHP.
(AR0027). On 5/1/15- Dr. Heldingsverturned Dr. Lal's deniain appeal finding that Jessica
did meet the MCG for continued treatment atR&vel because she “has some issues with
mood and anxiety. The patient had a recent paiftge looking at hersgin the mirror. The

patient remains orthostatic.” Dr. Heldings, applying the same guidelines, authorized additional
RTC treatment. (AR0024). This recommendatiors weade despite telling Jessica’s treatment
team that she didn’'t mette criteria for RTC. (R0495). 5/20/15- Review by Dr.
Chadraskehar, found Jessica did not to ivée6& for ED RTC level of care because: “Your
current weight [is] 115.6 pounds. Ybave stable vitals standimgd sitting. You struggle but
complete[ ] meals. Theiis no evidence of medical instability. You are not suicidal or homicidal
and are not displaying any agg®® or threatening behavidrgle found Jessica could be
treated in EDPHP (AR0010). 5/22/15 Expeditpgeal assigned to Dr. Lal. He found Jessica
did not meet “medical necessitipr RTC and recommended no PHRt IOP. Again he refused
to tell Jessica’s treatment tedhne criteria he was using to keahis decision. (AR0491). Dr. Lal
was using the MCG and found Jessica did natroentinued RTC treatment level for the
following reasons: “There was no report ofgsosis or mania. No abnormal lab results
reported. You were not reportedizmng an imminent danger self or others. You were not
reported as being aggressivalmeatening. From the clinical ieence, you can be safely treated
in a less restrictive setting such as Eiensive Outpatient (IOP). (AR0007).
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same factors addressed in outlined inM@G in relation to an RTC acute level of
care’

Instructive to the court is a decision entere@larles W. v. Regence
BlueCross BlueShield of Oregon, 2:17-CV-00824-TC, 2019 WL 4736932, (D.
Utah Sept. 27, 2019yder clarified, 2:17-CV-00824-TC, 2020 WL 1812372 (D.
Utah Apr. 9, 2020). There Charles ¥aught benefits from Regence Blue Cross
Blue Shield of Oregon (Regence) fapatient mental health treatment his
daughter, Zoe, received at Newuga Residential Treatment Centé&harlesW.,
2019 WL 4736932 at *1. There the plafthérgued that the MCG were not the
appropriate standard tesess fithess of Zoe for discharge because the type of
inpatient care addressed by the MCG peg&d acute or emergency inpatient
hospitalization, not sub-atiresidency program<harlesW., at *5. Plaintiff

relied upon findings entered kv.N. v. Regence Bluehield, Case No. 15-cv-1374

" See, (letters dated 6/18/1%d 6/19/15 (AR0131-33); (6/19/Ibtes at AR0112-13)(Jessica
fails to meet PHP level of care for the folliony reasons: “[tlhere weano report of medical
instability. No abnormal lab rekis reported. There was no evideméenability to adequately
care for yourself with functioningp multiple sphere areas.ov were not reported as being
aggressive or threatening. There was no reggesychosis or mania.” (AR112). The basis for
the expedited appeal relied o tbame acute RTC factors: Jessica did not meet the MCG for
PHP admission because: there was no evidencealoifity to adequatelgare for yourself with
functioning in multiple spherareas. There was no report of@sosis or mania. No abnormal
lab results reported. There was no report of cednstability. She is near her ideal body
weight. You could be treated safely and effeglinin a less restrictive level of care, EDIOP.
(AR0110).

18



RAJ, 2016 WL 7426496 (W.D. Wash. Dec. 23, 2016). Hh¢ court criticized
Regence for relying exclusively oretfCG in making its determinations:

The MCG might be a helpful tool but veenot intended toperate as a sole
basis for denying treatment or payrméerhe MCG are tde applied to
individual patients on a case-by-case $asid always in the context of a
gualified healthcare professionatknical judgment....Though the MCG are
recognized by physicians and hospit#hey are “by no means the sole
measure of medical necessity.”

Id. at *4. The court also notedahthe MCG seemed patrticularly
inapplicable to New Haven:

New Haven is a non-acute [Residehlieeatment Center (RTC) ]. REG
3447. A non-acute RTC typically tregiatients for a longer duration and
has less emphasis on constant safetypitoring than an acute facilitid.
“Peer-reviewed scientific studies havesim that for patients with persistent
behavioral disorders that have nadpended to outpatient therapy, long-
term non-acute RTCs provideghly effective treatment.d. The industry
standards for non-acute RTCs differ from those of acute RTCs....

The MCG, however, only account for r@sntial acute levels of treatment.
See, e.g., REG 3770. With that saidg MCG cite to an article describing
the different levels of care for chileh and adolescents, including the
residential treatment ledREG 3793. The article states that residential
treatment typically lasts from six months to several yedrs.
CharlesW.,, at *5. Regence urged the Cboot to apply the rationale &f.N., to
Charles W.’s case, because it relied upahfferent administrative record. The
Court, however, noted Regence prodd®m compelling reason why the findings
about the services provided by New Hawes a non-acute residential treatment

center, and the application of the MCG to the services provided, would not apply.

“[T]hose conclusions appear @able to any record.’ld. at *6.
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With this rationale in mind, a revieof the administrative record reveals it
was precisely due to the acute and imminent factors outlined in the MCG, and
relied upon by BCBS in examining the dieal necessity of Jessica’s treatment,
that many relevant factodetailed in Jessica’s treatmgeptogress, and struggles
were not considered by BCBS. Conversely, there were factors applied in Jessica’s
request for benefits that had absolutabyrelation to her unique mental health
issues.

Before this Court BCBS concedes tliassica was never a danger to others,
(Doc. 46 at 18), yet this factor was remedy considered in the coverage denials
detailed aboveSeef.n. 6 & 7. Moreover, amrding to the MCG “imminent
danger to self’ is only a valid considadat if there is: an imminent risk of
recurrence of suicide attempt or act of serious harm; a current plan for suicide or
serious harm; command auditory hallu¢ioas for suicide or serious harm; or,
engagement in danger behavior thatnmarbe adequately monitored at a lower
level.ld. at 19. BCBS stisses the importance mhminent dangerld.

Accordingly, while BCBS acknowtiges that on June 14, 2015, Jessica
engaged in self harmpon return to Avalon after hérweek home visit, the injury
to her wrist did not constitute “seus harm” according to BCBSd. Likewise,

BCBS acknowledges the following day, Jeadnad high self-harm urges, but she

did not want to act on themid. BCBS contends thattaf June 29, 2015, Jessica
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largely denied suicidal or self-harttmoughts and any such thoughts that were
reported did not pose an imminent dangehnerself as required by the MCG. But
limiting consideration to the MC@mits important information.

On July 6, 2015, Jessica reported to her therapist that on a scale of 1 to 10
she was a 9 for self-harm urges and tids. Because Jessica was unable to
contract for her own safety, she was moved to quarter-hourly clinical watch.
(AR0304). The following day Jessica reporsd8 out of 10 for self-harm urges,
appeared depressed, and wasmed a risk for self-h@arbehavior. She remained
on quarter-hourly watchld. On July 8, 2015, Jessi was feeling very stressed
and had continued self-harm urges, bdtrbt act on them and, instead told the
staff. She advised her psychiatristfgglrm was the way she used to cope with
such feelings. Her psychiatrist added asgription of Propranolol twice a day, to
help Jessica manage her distress.qAF5). Jessica continued to struggle with
self-harm thoughts and urgasd was not steppeoff clinical watch until July 10,
2015. She also was unable to contfacsafety multiple times. During this
corresponding period, Jessica’s therapasicelled a scheduled home pass due to
safety concerns. (AR0411). Wherestventually did go on her two-week
rescheduled home pass in July, Jessica rtbdshe experienced strong self-harm
urges. (AR0299). Upon return to Avalon, Jessica continued to struggle with self-

harm ideation and passive suicidal ideat&ingne point noting that she wished she
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didn’t exist, but also acknowledged she had no plan or intent. (AR0296-7).
Because Jessica lackaaoncrete plan and/or didtrexctually harm herself, none
of these incidences wereavconsidered by BCBS analyzing Jessica’s claim for
benefits, because there was no imemice in the perceived danger.

BCBS also argues that because dassompleted three therapeutic home
passes, from June 6, 2015Jume 14, 2015; from July 18, 2015 to July 31, 2015;
and, from July 31, 2015 to August 21015, following each of which she was
compliant with her meal plan, confirmedestook all of her medication as directed,
and drank all of her fluids, she correspondingly had no issues with self- care.
(Doc. 46 at 20.) Thus, according to BCBS these passes preclude any finding that
she could not care for herself at a lower level.

A closer look at the record reveals BEs assessment is not accurate. After
Jessica returned to Avalon on Jurk 2015, following her first one-week
therapeutic pass, due to increased satfrhurges she engaa self-harm and
was placed on clinical watch as dissad above. (AR0308). Also during this
pass, she weighed herself twice andlday image became increasingly worse
which led to urges to restrictd.; see also (AR0119, 0479Jessica expressed fear
about giving up her eating disorder besait helped alleviate her body image
distress. (AR0385). Jessica statedceon to her providers that while she can

“keep her stuff together” on 1 or 2 weekspas, she doesn’t believe she can sustain
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long term recovery and is fearful othel@n’t realize the extent to which she is
struggling. Id.

At Avalon, Jessica was on a semi-staned meal plan because she struggled
with IE (intuitive eating). (AR0438). On Bu7, 2015, Jessica was then moved to a
modified IE plan due to her weight trending down, which made Jessica “feel[ ] like
a failure.” (AR0303, 0437). It wasn't untiearly a week later that she was moved
back to a full IE plan. (AR0435).

While on her July pass, Jessica/isight decreased slightly and she
attempted to, but could not eat at McDloisa (AR0474). She also restricted her
food intake 5-6 times and exgnhed that she worried abahe lack of structure in
the future, as having the opportunity to restrict is a significant trigger for her eating
disorder. (AR0474). Jessica also expldiher fear of returning to school was
exacerbating her ED thoughts and urde$0297). On 8/11/15, Jessica was
placed back on a modified IE plan, because her weight was again trending down.
(AR0428-9).

On her final home pass, Jessica contiigestruggle, which even her father
observed. (AR0293). Jessica noted sheicest for 7 days tal, especially in
relation to snacks and felt that she didtotwell with fluids. (AR0424). She did
not feel her final pass went welld.

111
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Thus, Jessica did struggle both whilepass and upon her return to Avalon.
As noted by her therapist, “[Jessica] toned to demonstrate ongoing periods of
depressed mood after she returned fromaiheutic leave of aence passes, which
caused an increase in anxiety followeddeypression because she feared others
would [think] she was ‘doing betténan she actually was.” (AR0290).
Additionally, even while at Avalon, wie under supervision and the care of a
dietician, Jessica still had difficulty psting to her meal plans and caring
adequately for herself. But consid#wa of these circumstances was precluded by
BCBS'’s application of the MCG.

BCBS then argues that Jessica had no severe disabititgorder®
requiring acute residential interventiolm support of this argument, BCBS argues
that Avalon records indicate the absenceywhptoms such as hypomania or mania
and that Jessica exhibited a linear and megal thought process. (Doc. 46 at 22).
Further, BCBS contends that there is mdication in the medical records that the
PHP treatment Jessica received from May2015 to June 5, 2015, failed to
manage her health disorder related symptonmonditions so as to necessitate re-
admission to residential treatmend. Finally, BCBS contends Jessica’s records

document her close relationship with heother, father, and mother, and that she

8 Plaintiff notes this was left out of B(Bs brief in referene to the MCG. (Doc.
56 at 23).
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had an IOP treatment team in plac&wzeman, demonstrating she had an
adequate support system at horz.

As an initial matter, and as Jesspoints out, BCBS’s contention that
Jessica exhibited “a linear and organizeolight process” is simply gleaned from
a line contained in her psychiatric pregs notes, which omits the corresponding
statement, “Insight and judgmeste poor and memory is intak€Each one of
Jessica’s psychiatric progress notes conthihe same statement, some of these
notes corresponded with the time period in which Jesd@Band PHP were
approved by BCBS, some of the notesrespond to the time when her treatment
coverage was denied. g4, this appears to véhere BCBS developed the
argument relative to Jessica’s lack of hyporaari mania. But, asdicated in the
records, this was never a treatment issueoncern for Jessica- never once in her
psychiatric treatment was there a conagdrmania, rather this seems to be
perfunctory language contained in thggsatrist’s standard report form.

Additionally, the PHP treatment was not adequate to manage Jessica’'s

disorder, as evidenced by her treatmeantts determination that she needed to

9 The note in its entirety reads as follows! éntal Status Examination: The patient presents

alert and oriented. She is dressed casaaltyhygiene appears good. She makes good eye
contact and is cooperative. There is no evidefties or abnormal movements. Her mood is
more euthymic and her affectrissponsive. There is no psychator agitation or retardation.
Speech is fluent and coherent. Thought proisetasear and organized. There are no hypomanic
or manic symptoms noted. She denies SI/HA/$hsight and judgmerdre poor and memory is
intact.” The same note appears in all afsiea’s psychiatric Progss Notes from March 18,

2015 to August 17, 2015. (AR1206-1223).
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level back up to RTC care on June 14, 20@lkowing the episode of self-harm,
discussed above. During the periodP6fP, Jessica had difficulty completing
meals on time, required a structured meahgb maintain weight, refused meals,
and had continued nausea and anxietyosunding meals. (AR0449, 481) Jessica
also continued to have urges to over edsgr and restrict her food. (AR0391).
BCBS also minimizes the dysfunctiohJessica’s familiarelationships.
While she certainly had a supportive fgineach member was invested in
Jessica’s role as a chronically ill inddvial. Shortly after her admission, Avalon
explained the importance of ED educatiordessica’s care mager at BCBS- As
both Jessica and her mom seemed to Btaehment to her being “chronically
i and that the goal of treatment would bgetting [Jessica] to a place where she
will never have to come back to RTC léwé care so we are working on helping
her develop the skills not to fall back on her ED when stress and anxieties come
into her life.” (AR0499). Moreover, Wie the sickness role was explored in
family therapy, it was “emotionally treacherdus discuss this role in relationship
to the challenging family dynamics tHatld the sickness role in place; both
Jessica and her mother acknowledge é&¢d&ine unknown. (AR0317). Jessica had
never been able to realize that the stdmasues are anxiety based and the family
is having difficulty with letting go of th&hronically ill” role. (AR0495). The

treatment team found there was a neeaddress the family system being fused
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with Jessica’s sickness role in order for teesustain a level of care lower than
RTC. (AR0491). The family dynamics weeexplored and ablessed continually
through Jessica’s treatment in both helividual and family therapy sessiots.
(AR0290). In family therapy Jessicgarents worked on building effective
listening skills to improve communicati@md building awareness of ineffective
interpersonal patterns within the family systeld. They received
psychoeducation eating diserd, behavioral parenty strategies, and active
listening while also exploring the famibulture. Jessica’s therapist “strongly
recommended” the family continue in thpy in order to continue building insight
into how family dynamics interfere with Jessica’s progress as she transitions home,
to build communication, and to disrupt old system pattekthis.Thus, Jessica’s
family structure, while supportive, wasalone of the main components enabling
Jessica’s disorder and that needebda@ddressed in Jessica’s treatment and
recovery. But again, the rigid applican of the MCG precluded consideration of
this material.

BCBS concedes that Jessica did mte a co-morbid substance use
disorder. (Doc. 46 at 22). This concessunderscores the inutility of the MCG as

applied in the instant case.

10 Jessica was seen 2-3 times per weelknfdividual therapy and once weekly for
family therapy, primarilywith her parents.
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Finally, BCBS asserts Jessica did rexjuire a structured setting for
continued around the clock care after JuGe2015, as evident by her successful
completion of therapeutic home passest, Bs discussed at length above, there
were concerning issues with each home pass, consideration of which were not
made by BCBS. Rather BCBS's deniatdfised on Jessica'’s ability to initially gain
weight and then maintain her weight gain, but Jessica’s body mass index, while
important, was not the primary concerrhef treatment. Nowhere in its review,
did BCBS directly consider Jessicaamplicated physiological history and
anxiety and the correlation these factors had with her eating disorder. Jessica’s
belief that she was an indgilual who had chronic physical problems, rather than
psychological problems, stemmed frome tihedical issues she had experienced
beginning at the age of 12. Althouglsdea’s treatment team shared with BCBS
that she used her sickness role to engagating disordered behavior and that
Jessica’s fixation on being sick was baspdn “a lot of Gl issues” the team felt
was misdiagnosed, see (AR0493), this issae not considered in BCBS’s denial
of benefits. Also tied up in Jessica’slgiess role and anxiety was her phobia of
attending school. This was also an ongand important concern addressed in her
treatmentSee e.g. (AR0375).

Throughout her stay at Avalon, the treant team worked tirelessly to help

Jessica make this connection, in ordegrisure her long-term success at recovery.

28



In April, Jessica’s therapist, Dr. Jen@éover, noted that awareness of the
connection between hanxiety and gastric problems was improving slowly and
that this lack of awarenesss a “significant relapse risk factor” at a lower level of
care. (AR0318). On May 1, 2015, Dr.igbasian noted that Jessica had not yet
been able to realize that her stomadues are anxiety based and that she would
relapse immediately if discharged. (8495). In therapy Jessica continued to
express frustration with henedical team for suggesting her gastric symptoms
were psychological rather than medicahature; Jessica maintained that her
nausea was separate from bating disorder. Her therapist opined that this was
“her biggest relapse factor” and thatssea remains very fragile and continues to
regress each time she feels nauseoudR03@4 3, 315). Jessica’s psychiatrist, Dr.
Paige Barnard, echoed thesensaconcerns. (AR0481, 483).

Even following Jessica’s transition to PHshe remained highly invested in
the sickness role, complicating her treatmaamd recovery. Her awareness into the
mind-body connection remained limitedgpite of her treatment. As a result,
psychoeducation was plannied Jessica’s continued therapy sessions. (AR0391).
Additionally, Jessica’s therapist utilized motivational interviewing to explore other
aspects of Jessica’s identity, aside from didteing a chronically ill person, in an
effort to assist Jessica with a vision of whatould be like to be a healthy person.

(AR0387, 89). Upon readmission to RTCJune of 2015, Jessica admitted to her
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psychiatrist that she continued to gigle with letting go of her sick role.
(AR0479). Jessica’s continued identty a chronically ill person was addressed
again in early August, as she continteanaintain the identity. (AR0474). The
following week Jessica and her psychiatcisallenged the sick role and the fact
that Jessica is bonded to the idea thatistsomeone with a chronic illness.
(AR0472). In atherapy session on Augl@t 2015, the cost of Jessica holding on
to her sick role and the isolation it has caused her over #is y&s addressed.
(AR0296). On August 20, 2015, Jessiearhed of the recommendation that she
would be discharging from Avalon and egpsed anger toward her treatment team,
but indicated she was willing to try to attend school and enigageatment with

her IOP team in Bozeman. (AR0295).

Thus, it appears that Jessica’s treatnbesn, which consisted of: a therapist
who she saw 2-3 times a week for indivatitherapy and once weekly for family
therapy; a dietician who she saw 2 tsnper week to develop meal plans and
strategies; a nurse who she saw dailynfionitoring of weight and vital signs; a
nurse practitioner who she saw 2-5 timesweek depending on necessary health
and medication managemesée (AR0287), and a psyahist who she saw at
least 19 times, see (AR1206-1223), weréhim in the best position to make
credible recommendations regarding the medical necessity of her residential

treatment. See Jebian v. Hewlett-Packard Co. Employee Benefits Org. Income
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Prot. Plan, 349 F. 3d 1098, 1099 n.8Nir. 2003) (althouglreating physician
gets no special weight under ERISA, thertistourt may “tak cognizance of the
fact (if it is a fact in a particular castat a given treating physician has a greater
opportunity to know and observe the pati#ran a physician retained by the plan
administrator”)(internal quotation omitted).

Based upon all of these factors, theurt concludes the MCG should not
have been applied in this case dmak once disregarded, and the entire
administrative record is reviewed, Jesdiead demonstrated by a preponderance of
the evidence that her summer 2015 redidétreatment at Avalon was medically
necessarySee Muniz, 623 F. 3d at 1294.

Rate of Reimbursement for Spring Treatment

Jessica argues BCBS agreed to entera single case agreement (“SCA”),
agreeing to the cost and terms of Avalasesvices for a single negotiated rate due
to BCBS having inadequate network praesisl (Doc. 55 at 16). Jessica argues
that because BCBS failed to honor its agreement for an SCA, she is entitled to
benefits pursuant to the SCA. Jessicanataithat on February 24, 2015, a BCBS
representative named Rodney confirnieat there was no in-network eating
disorder treatment facility within 50 miles Jessica’s home and that, accordingly,
BCBS would agree to a SCAith Avalon. (Doc. 55 at 17). Jessica then asserts

that on February 25, 2015, Tammy, a BE@presentative, telephoned Avalon and
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confirmed that she had approved the STé. What transpirefrom then was a
series of confusing calls made to BCBS representatives by Avalon representative
seeking to put this SCA into plac&d. In support of heclaim that an SCA was
agreed upon in February of 2015, Jessitas to a May 26,215, member appeal
form that Loreen Thompson, Avalon’s Fir@al Coordinator, submitted to BCBS
on her behalf.ld., referencing (AR1329). Jessiclaims that BBS failed to
respond to this appeal. s&ca cannot provide an amount agreed upon, but points
to an SCA negotiated by Blue Crosghnanother patient later in 2015d. at 18.

Resolution of this issue is reachadreview of the administrative record,
which plainly defeats Jessica’s claim. aélan’s own insurance notes indicate that
on February 25, 2015, Loreen Thompseceived a call from Tammy at BCBS,
“[s]he said they would not do a[n] SCA, thmould allow us to be an in-network
provider.” (AR0501). OnMarch 16, 2015, Ms. Thompa called Tammy back to
let her know Jessica wasnaiited that morning. Loreen reminded Tammy that
“she said claims will be paid in-Netwosince there is not a provider within 50
miles of her home."d.

The record reveals that BCBS affirmaty declined to enter into an SCA,
but did agree to grant Avalon an in-netwepkception. Accordingly, the plan terms
control and Avalon’s services, as an out-of-network provider, should be

compensated equal to “the payment Bliress Blue Shield of Montana would
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make if the healthcare sereg had been obtained withime Blue Cross and Blue
Shield of Montana seite area.” (AR0838).
Motion to Strike

Relative to the purporte§CA claim, Jessica segko strike additional
documents filed by BCBS in support of imotion for summary judgment. (Doc.
59). Specifically, these documents consist of the Declaration of Simone
Wilkinson, describing BCBS’s compensation schedule. (Doc. 47-1). These
documents indicate that in 2015 BCBS cemgated residential treatment services
at a $525 per diem rate, and partial hospigdion services at$300 per diem rate.
(Doc. 47-1 at 3-4, 6-7). Jessica arguesdigelosure is untimely, because BCBS
failed to provide the documents in its Ra@k initial disclosures. (Doc. 59 at 2-3).
BCBS responds that the documents insfjoa became relevant only after the
close of discovery, and under Fed. R. Blv37(c) are either “harmless” or
“substantially justified.” (Doc. 62 at 6).

But given the Court has already fouhét no SCA existed and that Jessica
was entitled, under the termsmén to be compensatedthe rate of an-in network
provider, the rate of reimbursement is relevant. Jessica’s motion to strike (Doc.
58) will be denied.

The Court has a concern, however, rdge the rate of reimbursement for

PHP. According to BCBS’document PHP compensationerss listed as “N/A.”
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(Doc. 47-1 at 7). On the second rateedtprovided, PHP for Behavioral Health
&/or Eating Disorder is blacked out, whiéhemical Dependency PHP is listed at
$300 per diemld. at 10. The parties shall cenfand discuss the applicable 2015
in-network payment rates and advike Court if there is any additional
compensation owed to Jessica.
Feesand Costs

Section 502(g)(1) of ERISA authorize®tbourt to award attorney's fees. 29
U.S.C. 8§ 1132(g)(1) (“the court in its distion may allow a reasonable attorney's
fee and costs of action to either party”)climant is entitled to attorney's fees “if
the court can fairly call the outcome otthitigation some success on the merits.”
Hardt v. Reliance Standard Life Ins. Co., 560 U.S. 242, 255-56, (2010). The Ninth
Circuit has stated, “[w]e ordinarily graa prevailing beneficiary in an ERISA
action reasonable attorneys' fees and cabtsgnt special circumstances cautioning
against it."Boston Mut. Ins. v. Murphree, 242 F.3d 899, 904 (9th Cir. 2001). The
Court has determined thdgssica U has sufficiently pr&iled to warrant an award

of attorney fees.

This Court’s practice has been to allthe parties to attempt resolution of
the attorney fee issue prior to enterinig@ award. The parties shall meet and
attempt to resolve the fee issue immesljatipon receipt of this order. If the

parties are unable to resolve tlisue by Monday, November 16, 2020, Jessica
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may submit a motion for fees, properhpported by the appropriate declaration

supporting her fee claim.

Conclusion

The parties have stipulated to de noswiew of the administrative record.
The Court accepts the adnstrative record as sufficilg developed to enable a
full exercise of this Court’s independent judgment as requird¢eagney, 175
F.3d 1095. After close arwhreful consideration of the record, it appears that
Jessica has met her burdérhe Court finds that BCBS based its decision to deny
Jessica’s claims for benefits based lsolgpon the application of the MCG which
had limited utility in this case involving non-acute admission to a residential
treatment facility. Accordingly, BCBS ah pay the benefits due to Jessica under
the plan for her summer 2015 treatment at Avalon. Additionally, the
administrative record reveals that no SCAsweatered into by the parties. Jessica
shall be reimbursed for her spring RT@ldPHP treatment under the terms of her
plan at the rate granted by exception as an in-network provider. Jessica’s motion
to strike will be denied. The partieball confer regardg BCBS's rate of
reimbursement for PHP and dhhy separate motion, advise the Court if there is

any additional payment owed to Jessica under the terms of her plan. Accordingly,
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the Court having determined und&arney, 175 F. 3d at 1094-95, that summary

judgment is inappropriatender these circumstances,

IT IS HEREBY ORDERED that Defelant BCBS’s Motion for Summary
Judgment (Doc. 45) and Plaintiff's Motion for Summary Judgment (Doc. 54) are
construed as Motions for Judgment under RecCiv. P. 52( ¢), and Plaintiff's
Motion is GRANTED in part and DENIELM part and Defendant’s Motion is
DENIED in part and GRANTED in partDefendant shall pay Plaintiff for her
Summer 2015 RTC at Avalon.

IT IS FURTHER ORDERED that Plaintiff's Motion to Strike (Doc. 59) is
DENIED.

IT IS FURTHER ORDERED that the parties shall confer and discuss the
applicable 2015 in-network payment rates #éhe attorney fees issues and advise
the Court if there is any additionalrapensation owed to Jessica on or before
November 16, 2020. If the parties are uerdblresolve the attorney fee issues by
that date, Jessica may submit egarly supported motion for fees.

DATED this 5th day of November, 2020.

& 'ES CNLOV, LY
SENIOR STRICT JUDGE
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