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contract, certificate, or agreement offered, issued, delivered, 
or renewed.” The statute defines the term renewed as “con-
tinued in force on or after the policy’s anniversary date.” As 
such, for the statute to void the discretionary clauses at is-
sue in this case, “a policy, contract, certificate, or agreement” 
needed to have been “offered, issued, delivered, or renewed” 
after the statute effective date of January 1, 2012. 

Although the Boeing master plan is dated January 1, 2011, 
the policy had an anniversary date of January 1, 2012, and 
that suffices to invoke the statute. Under this logic, the Ninth 
Circuit determined that the master plan was similarly re-
newed at that time as well. 

The district court decision was reversed and remanded 
as the Ninth Circuit held that the California statute ap-
plies to the master plan and to the summary plan descrip-
tion and the district court should have voided the discre-
tionary clauses and reviewed the denial of Orzechowski’s 
claim de novo. The Ninth Circuit instructs the district 
court to, on remand, consider Orzechowski’s fibromyalgia 
and chronic fatigue syndrome diagnoses—which Aetna 
ignored in its denial of benefits. The Ninth Circuit further 
notes that although Aetna demanded that Orzechowski 
provide documents showing that her disability was caused 
by a nonpsychological condition, the court has “previously 
acknowledged [that] fibromyalgia and chronic fatigue syn-
drome are not established through objective tests or evi-
dence.” (Citations omitted.)

Plan Beneficiary Fails to Prove Entitlement  
to Medical Coverage 

Stephanie C. v. Blue Cross Blue Shield of Massachusetts, 
852 F.3d 105 (1st Cir. March 24, 2017). 
An Employee Retirement Income Security Act (ERISA) plan benefi-
ciary bears the burden of proving that she was entitled to cover-
age she claims to have been wrongfully denied, and the court will 
closely scrutinize the language of the plan to determine whether 
such eligibility is provided for by the plan. 

Stephanie C.’s teenage son, M.G., is covered under an 
ERISA-regulated group health insurance plan that is pro-
vided by his father’s employer, Harmonix Music Systems, 
Inc. Stephanie C. filed a lawsuit under ERISA to challenge 

the plan administrator’s partial denial of her claim for re-
imbursement for medical expenses incurred for M.G.’s 
medical treatment. The district court granted summary 
judgment in favor of the administrator. Stephanie C. ap-
pealed. The First Circuit affirmed in part, vacated in part, 
and remanded. On remand, the district court once again 
upheld the partial denial of benefits. Stephanie C. appealed 
once again. 

The plan required Stephanie C. to obtain prior approv-
al for the specific type of medical expense for which she 
sought reimbursement. Stephanie C. did not obtain that 
prior approval. As a result, the plan insurer, Blue Cross and 
Blue Shield (BCBS), denied her request for reimbursement. 
In her appeal, Stephanie C. argues that the First Circuit 
should apply a de novo standard of review when review-
ing the district court’s decision. Interestingly, the First Cir-
cuit notes that whether an appellate court ought to apply a 
de novo standard of review or a more deferential standard 
of review when reviewing a challenge to a summary judg-
ment decision by the district court “appears murky” in the 
ERISA context. Without resolving this lack of clarity, the 
First Circuit notes that the result in this case—regardless of 
which standard of review is applied—would be the same, 
“assum[ing], favorably to Stephanie that [its] review is de 
novo[.]”

In its decision, the district court concluded that 
BCBS was justified in denying coverage for the expens-
es Stephanie C. incurred for M.G. for two reasons: (1) 
The plan did not provide coverage for services rendered 
in an educational setting, and (2) the services were not 
medically necessary within the purview of the plan. Ac-
cording to the First Circuit, there is “[a]n overarching 
principle [that] applies to both aspects of the district 
court’s decision: an ERISA beneficiary who claims the 
wrongful denial of benefits bears the burden of dem-
onstrating, by a preponderance of the evidence, that 
she was in fact entitled to coverage.” In upholding the 
district court’s decision, the First Circuit notes that 
Stephanie C. failed to carry her burden on either of the 
two identified grounds: (1) coverage for services ren-
dered in an educational setting and (2) services were 
not medically necessary.
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The First Circuit notes that the plan makes it unequivo-
cally clear that benefits are not provided for services ren-
dered in an educational setting. Because Stephanie C. was 
attempting to obtain reimbursement for such services, as the 
district court had concluded, she was not entitled to such 
reimbursement, and she did not present any evidence that 
would otherwise entitle her to such reimbursement. More-
over, Stephanie C. cannot prevail on her argument that she 
was not properly notified that the reason for the denial of 
benefits was because the services had been rendered in an 
educational setting since she had conceded that BCBS noti-
fied M.G.’s father of this being an issue during a telephone 
call. Stephanie C.’s argument that the telephone call should 
be disregarded on appeal because the notice was required to 
be in writing (29 USC §1133(1)) fails since she did not pres-
ent this argument to the lower court.

Stephanie C. was likewise unable to carry her bur-
den on the medically necessary services ground because 
BCBS determined, under the terms of its plan, that such 
coverage was not medically necessary. The First Circuit, 
notes as follows: “[t]o sum up, an ERISA plan is a form 
of contract. Thus, contract-law principles inform the con-
struction of an ERISA plan, and the plain language of the 
plan provisions should normally be given effect. Seen in 
this light, the dispositive issue here is not whether M.G.’s 
course of treatment at Gateway was beneficial to him but, 
rather, whether that course of treatment was covered un-
der the Plan. Applying the plain language of the Plan, we 
hold that the clear weight of the evidence dictates a find-
ing that the disputed charges were not medically neces-
sary (as defined by the Plan) and, thus, were not covered.” 
(Internal citations omitted.)

Individuals covered by ERISA-regulated group health 
insurance plans must prove that they were eligible and en-
titled to receive coverage for claims that they allege were 
wrongfully denied. An individual’s inability to align spe-
cific provisions of the plan to her eligibility for benefits that 
were allegedly wrongfully denied will likely serve as an im-
pediment to the individual’s ability to meet her burden of 
proof. 

SPD Enforceable as a Single Plan Document 

Rhea v. Alan Ritchey, Incorporated Welfare Benefit Plan et 
al., 858 F.3d 340 (5th Cir. May 30, 2017). 
A summary plan description (SPD) is enforceable in the absence of 
a separate written instrument so long as it is compliant with the 
requirements set forth in the Employee Retirement Income Secu-
rity Act (ERISA) and does not conflict with other plan documents.

Donna Rhea was the beneficiary of an employee ben-
efit plan sponsored and administered by her employer, Alan 
Ritchie, Inc. Rhea suffered injuries as a result of medical mal-
practice, and the plan covered some of her medical expenses. 
The plan had one document that served as its SPD and its 
written instrument. The document contained a reimburse-
ment provision that required reimbursement of benefits paid 
by the plan to a beneficiary if a third party paid a settlement 
to the beneficiary for having caused the injuries. The SPD al-
ludes to the existence of a separate “official Plan Document” 
but no such document existed. The SPD was the only docu-
ment that described Rhea’s rights and obligations under the 
plan. 

After Rhea settled her medical malpractice case, the plan 
sought reimbursement from Rhea for the medical expenses 
it had covered, adhering to the plan reimbursement provi-
sion. Rhea refused to reimburse the plan, arguing that it did 
not have an enforceable written instrument. Rhea filed suit, 
seeking a declaratory judgment that she was not required to 
reimburse the plan, and both parties moved for summary 
judgment. The district court granted summary judgment in 
favor of the defendants. Rhea appealed.

The decision was upheld by the Fifth Circuit Court of 
Appeals. In its decision, the Fifth Circuit notes that ERISA 
requires plan administrators to provide beneficiaries with 
SPDs, and it requires that plans “be established and main-
tained pursuant to a written instrument.” A SPD must “rea-
sonably apprise [plan] participants and beneficiaries of their 
rights and obligations under the plan” and must be “written 
in a manner calculated to be understood by the average plan 
participant.” Moreover, ERISA sets forth the requirements of 
the written instruments of a plan (e.g., procedure to establish 
and carry out a funding policy, procedure for allocation of 
responsibilities for the operation and administration of the 


