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Other Recent decisions

BEnEFIT lITIGATIOn

North Jersey Brain & Spine Center v. Aetna, inc. 

The U.S. Court of Appeals for the Third Circuit 
overturns the district court’s ruling and deter-
mines that a patient’s assignment of benefits to 
the plaintiff medical provider gave it standing to 
bring suit against the defendant insurance com-
pany. The plaintiff was a neurological medical 
practice that treated patients who were members 
of health care plans administered by the defen-
dant insurance company. The plans were gov-
erned by the Employee Retirement Income Se-
curity Act (ERISA). Patients routinely executed 
an assignment that authorized the plaintiff to 
“appeal to my insurance company on my behalf ” 
and assigned all payments for medical services 
rendered to the plaintiff. The defendant allegedly 
underpaid or refused to pay for certain treat-
ments rendered by the plaintiff, and the plaintiff 
filed suit against the defendant for nonpayment 
of benefits pursuant to ERISA Section 502(a). 
The district court dismissed the plaintiff ’s com-
plaint, holding that the assigned rights to pay-
ment did not give the plaintiff standing to bring 
suit under ERISA because an assignment of ben-
efits must explicitly include not only the right 
to payment but also the patient’s legal claim to 
that payment if a provider files suit. The plain-
tiff appealed the district court’s ruling. The court 
notes that ERISA Section 502(a) empowers a 
participant or beneficiary to bring a civil action 
to recover benefits under the terms of an ERISA 
plan. While health care providers are neither par-
ticipants nor beneficiaries, the court opines that 
such providers may obtain derivative standing 
by assignment from a plan participant or benefi-
ciary. The court holds that as a matter of federal 
common law, when a patient assigns payment of 
insurance benefits to a health care provider, that 
provider gains standing to bring a lawsuit for that 
payment under ERISA Section 502(a). The court 

noted every U.S. Court of Appeals to have con-
sidered this issue has found that an assignment of 
benefits was sufficient to confer ERISA standing. 
The court opines that neither Congress’s intent 
nor the interests of patients would be furthered 
by drawing a distinction between a patient’s as-
signment of his or her right to receive payment 
and a medical provider’s ability to enforce that 
right. Therefore, the court reverses and remands 
the ruling of the district court in this matter. No. 
14-2101 (3d Cir. September 11, 2015).

SuBROGATIOn

Board of Trustees v. Moore et al.
The U.S. Court of Appeals for the Sixth Circuit 
affirms the judgment of the district court in de-
ciding that the plaintiff plan’s summary plan de-
scription (SPD) served as the plan document and, 
therefore, the subrogation language contained in 
the SPD established the plan’s right to recoup 
medical expenses paid on behalf of the defen-
dant beneficiary. The plaintiffs were the board 
of trustees of a multiemployer health plan. The 
defendants included a plan beneficiary who had 
been injured in an automobile accident as a result 
of negligence and the beneficiary’s attorneys. The 
plan paid more than $34,000 in accident-related 
medical expenses on the beneficiary’s behalf. A 
lawsuit between the beneficiary and the negli-
gent party was settled for $500,000. The plaintiffs 
demanded reimbursement of the beneficiary’s 
medical expenses, but the beneficiary refused to 
comply. Accordingly, the plaintiffs filed suit in 
federal district court against the defendants seek-
ing to enforce their subrogation rights by secur-
ing a constructive trust and equitable lien. The 
district court discovered that there was a trust 
agreement between the participating companies 
and the plaintiffs that authorized the plaintiffs 
to (1) adopt a written welfare benefits plan, (2) 
administer the plan and (3) act as plan fiducia-
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ry. However, the plaintiffs never adopted a plan 
document but, instead, issued an SPD that set 
forth the plan’s terms. The SPD contained provi-
sions granting the plan the right to recover ben-
efits advanced by the plan for expenses or losses 
caused by another party. The district court held 
that because the SPD was the only document 
other than the trust agreement, the SPD and 
trust agreement combined constituted the writ-
ten plan document. Therefore, the district court 
found in favor of the plaintiffs. The defendants 
appealed, arguing that the plan’s terms did not 
provide for reimbursement and that the plaintiffs 
violated their fiduciary duty by misrepresenting 
plan terms. The court finds that the terms speci-
fied in the SPD were enforceable because (1) no 
other document laid out plan participants’ rights 
and obligations and (2) the trust agreement con-
templated the rights and obligations would be 
set forth in a separate document. The defendants 
also argued that the district court erred by deny-
ing the defendants’ request for discovery related 
to subrogation claims the plaintiffs made in other 
cases. The court finds that the district court’s 
limitation on the scope of discovery was not an 
abuse of discretion. Therefore, the court affirms 
the district court judgment. No. 14-4048 (6th Cir. 
August 25, 2015).

REIMBuRSEMEnT

Biller v. Excellus Health Plan, inc., et al.
The U.S. District Court for the Northern District 
of New York denies the plaintiff health plan par-
ticipant’s claim against the defendant insurance 
company for reimbursement of the costs of air 
ambulance services to a hospital selected by the 
plaintiff when adequate closer facilities were ac-
cessible by land. The plaintiff was an employee of 
a privately held company that established a health 
plan funded with a group insurance contract. The 
company was the plan sponsor and administrator. 
The defendant was the insurance company that 
issued the contract. The plaintiff was admitted 
to a local hospital where it was determined she 

might require a kidney transplant. Two nearby 
hospitals had kidney transplant facilities, but the 
plaintiff insisted she be transported to the Cleve-
land Clinic, which was five hours away by ground 
transportation. The plaintiff was subsequently 
transported via air ambulance to the Cleveland 
Clinic. According to the flight records, the plain-
tiff was fully aware of everything going on and in 
no distress whatsoever. The plaintiff ’s vital signs 
remained stable during the entire trip. According 
to the Cleveland Clinic records, the plaintiff was 
asymptomatic for renal distress. She was treated 
with antibiotics and discharged a few days later. 
The plaintiff ’s claim for reimbursement of the air 
ambulance service costs was denied by the de-
fendant because it was not “medically necessary” 
as defined in the insurance policy. The plaintiff ’s 
appeal was also denied, with an explanation that 
she could have been treated at one of several oth-
er hospitals that did not require air transporta-
tion and her stable condition at the time did not 
warrant emergency treatment. The plaintiff filed 
suit to recover payment for the air transportation 
and alleged various violations of the Employee 
Retirement Income Security Act (ERISA) against 
the defendant. The court finds that the ERISA 
allegations are irrelevant because the defendant 
was not a proper party to the case since it was 
not the plan, the plan administrator or the plan 
trustee. The court holds that the defendant was 
merely the mechanism that the company chose 
to provide coverage to its employees and that 
the company was the plan sponsor. In addition, 
the court finds that even if the defendant was a 
proper party, its denial of the plaintiff ’s claim was 
not arbitrary and capricious as the defendant had 
full authority to determine eligibility for benefits 
and demonstrated that there were closer kidney 
transplant facilities that would have provided 
adequate care. Accordingly, the court denies the 
plaintiff ’s motion for partial summary judgment 
and grants the defendant’s cross motion for sum-
mary judgment. No. 3:14-CV-0043 (N.D.N.Y. 
September 11, 2015).
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REIMBuRSEMEnT

Harp v. Kaiser Foundation Health Plan, inc. 

The U.S. District Court for the District of Or-
egon finds that the defendant health insurer did 
not abuse its discretion in denying medical ex-
pense reimbursement to the plaintiff participant 
who received medical services outside of the 
scope of the health plan, but its failure to timely 
provide plaintiff with requested plan documents 
resulted in a statutory penalty. The plaintiff was 
a union member entitled to certain medical ben-
efits under a health plan negotiated between her 
employer and the union. The defendant was the 
insurance provider for the health plan. Although 
the plaintiff resided in Oregon, in late 2013 and 
early 2014, the plaintiff and her newborn son 
obtained medical services from health care pro-
viders in Idaho, where she was staying with fam-
ily members. The defendant denied coverage for 
the plaintiff ’s claims for treatment on her back 
and her son’s newborn care on the basis that the 
plan permitted coverage for urgent care from a 
nonparticipating provider only if the defendant 
determined that the services were unforeseen and 
necessary to prevent serious deterioration of the 
participant’s or beneficiary’s health. The plan also 
provided that preauthorization was required for 
medical service outside of the plan’s service area. 
The court finds that the defendant’s discretion in 
denying the plaintiff ’s claims was not arbitrary or 
capricious because neither her treatment nor her 
son’s care was so extensive as to require prompt 
treatment that could not wait until the plaintiff 
returned to Oregon. However, during the course 
of the plan’s claims-and-appeals procedures, the 
defendant failed to timely provide the plaintiff 
with requested plan documents. Accordingly, the 
court grants the defendant’s motion for summary 
judgment and denies the plaintiff ’s motion for 
judgment on the reimbursement claim issue but 
awards the plaintiff more than $8,000 in statutory 
penalties for failure to timely provide plan docu-
ments. No. 3:15-cv-00168-HZ (D.Or. September 
21, 2015).

COnTRACT InTERPRETATIOn

Smith v. integral Structures, inc. 

The U.S. District Court for the Western District 
of Kentucky denies the defendant construction 
management company’s motion for judgment on 
the pleadings because the plaintiff raised a plau-
sible argument regarding the vesting of severance 
benefits, which were governed by the plaintiff ’s 
employment agreement with the company. The 
plaintiff was the former employee of the defendant 
construction management company. In 1996, the 
plaintiff and the defendant entered into a salary 
continuation agreement that provided that the de-
fendant would make 240 monthly payments when 
the plaintiff reached the age of 65. The agreement 
provided that all rights would terminate if the 
plaintiff ’s employment was terminated for reasons 
other than total disability or sale of the company 
to third parties. In 2011, the defendant’s majority 
ownership was transferred to the stockholders’ 
son, who shut down the construction division of 
the company in 2014. Consequently, the plaintiff ’s 
employment terminated. When the plaintiff did 
not receive the promised benefits, he filed suit al-
leging his termination was the result of the change 
in ownership which occurred in 2011 and that he 
should have been accorded the benefits outlined 
in the agreement. The issue before the court is to 
determine whether there was a causal relation-
ship between the change of ownership and the 
plaintiff ’s termination. Because the plaintiff raises 
a plausible argument that his rights vested under 
the terms of the agreement, the court must deny 
the defendant’s motion for judgment on the plead-
ings and proceed to trial. No. 3:14-CV-419-GNS 
(W.D.Ky. September 22, 2015).


