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Claims for Benefit Denial May Proceed  
Despite Plan Exclusion

T he U.S. District Court for the Western Dis-
trict of Washington grants in part and de-
nies in part the defendants’ motion to dis-

miss  regarding the plaint i f f  health plan 
participant’s claims for violations of the Employee 
Retirement Income Security Act of 1974 (ERISA).  

The named plaintiff is the teenage son of a par-
ticipant in a welfare benefit plan sponsored by 
the participant’s employer, a software company, 
and brings a class action on behalf of himself and 
other similarly situated individuals. The defen-
dants include the company and the plan. The plan 
covers treatment for mental health and substance 
abuse but contains an exclusion for wilderness 
programs if a program is not provided by an eli-
gible provider. The plaintiff suffers from a mental 
illness and substance abuse disorder. After several 
attempts at conventional mental health treatment, 
the plaintiff entered a wilderness therapy program 
located in Utah. The wilderness therapy program 
is licensed in the state of Utah to provide outdoor 
youth treatment. The plaintiff submitted claims 
for behavioral, substance abuse and mental health 
services received at the wilderness therapy pro-
gram, and these claims were denied by the plan 
insurance carrier. The plaintiff appealed the de-
nial, and the appeal was also denied. The plaintiff 
then filed this lawsuit challenging the denial of 
wilderness therapy benefits under the plan.

The court reviews the denial of benefits under 
the plan using the de novo standard of review be-
cause the court finds that the plan does not ap-
propriately confer discretionary authority on the 
claims administrator but rather only confers it on 
the company as plan sponsor.

The plaintiff alleges that the defendants’ de-
nial of benefits for wilderness therapy was im-
proper under the terms of the plan and that, 
therefore, the defendants breached their fidu-
ciary duties, in violation of ERISA. The plan 
covers medically necessary treatment for men-
tal health including, but not limited to, the di-

agnosis and treatment of psychiatric disorders 
and chemical dependency such as substance 
abuse and alcoholism as long as the treatment 
is furnished by an eligible provider. An eligible 
provider is defined under the plan as any pro-
vider or facility that is licensed or certified by 
the state in which the care is rendered and that 
is providing care within the scope of its license 
or certification. The plan specifically excludes 
coverage for “educational or recreational ther-
apy or programs; this includes but is not lim-
ited to boarding schools and wilderness pro- 
grams . . .” However, the exclusion also provides 
an exception to the exclusion for “medically 
necessary treatment received in these locations 
if treatment is provided by an eligible provider.”

The plaintiff asserts that the wilderness therapy 
program meets the definition of an eligible pro-
vider and therefore is not subject to the plan exclu-
sion for wilderness programs. In contrast, the de-
fendants argue that the exception to this exclusion 
for eligible providers is not intended to make the 
wilderness programs themselves covered by the 
plan but rather is intended to cover those medi-
cally necessary expenses for treatment received in 
the wilderness if that treatment is provided by an 
eligible provider. The court finds that the plaintiff 
has plausibly alleged facts that demonstrate that 
the wilderness program at issue could qualify as 
an eligible provider and that the plan definition 
of an eligible provider could encompass a state-
licensed wilderness program offering medically 
necessary mental health or substance abuse treat-
ment. Therefore, the defendants’ motion to dis-
miss the plaintiff ’s claims based on the wilderness 
program exclusion of the plan is denied.

Alternatively, the plaintiff asserts that the wilder-
ness program exclusion violates the Mental Health 
Parity and Addiction Equity Act (MHPAEA) be-
cause it imposes stricter limitations on mental 
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health and substance abuse treatment than it does 
for medical and surgical care. The plaintiff did not 
point to anything in the plan or the administrative 
record to show that the wilderness program exclu-
sion is only applied to mental health treatment. 
The court finds that the plaintiff did not sufficiently 
allege that the exclusion represented a treatment 
limitation on mental health or substance use disor-
der benefits that was more restrictive than medical 
or surgical benefits. Therefore, the court grants the 
defendants’ motion to dismiss with respect to the 
plaintiff ’s MHPAEA claims.  

Finally, the plaintiff also asserts that the wilder-
ness program exclusion violates the provider an-
tidiscrimination provision of the Affordable Care 

Act (ACA) because it discriminates against men-
tal health care providers that act within the scope 
of their license under applicable state law. The de-
fendants argue that the plaintiff is attempting to 
expand the ACA provision beyond its intended 
purpose, and the court agrees. The ACA antidis-
crimination provision does not require a health 
plan to provide coverage for any treatment just 
because it is rendered by a state-licensed provider; 
instead, it requires that insurers not discriminate 
against state-licensed providers when their servic-
es are covered under the applicable plan. There-
fore, the court grants the defendants’ motion to 
dismiss with respect to the plaintiff ’s ACA claims. 

Accordingly, the court grants in part and de-
nies in part the defendants’ motion to dismiss.  

A. H. et al. v. Microsoft Corporation Welfare Plan et 
al., 2:17-cv-01889 (W.D.Wash. June 5, 2018).
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tract that provides a fixed payout that is not con-
tingent on market performance and is, therefore, 
a guaranteed benefit policy. The court finds that 
the plan qualifies for the guaranteed benefit policy 
exception and that the funds paid to the defen-
dant insurance company were not plan assets as 
defined by ERISA. The excess premium paid for 
supplemental coverage exceeding $100,000 also 
does not create a fiduciary duty when there was 
none before. 

Next, the plaintiff argues that because it was 
the responsibility of the defendant insurance 
company to create and process the evidence-of-
insurability forms, it had the responsibility to de-
termine whether an employee had submitted the 
necessary information. However, the defendant 
insurance company cannot be held liable for fail-
ing to process a form that the plaintiff admits her 

husband never completed or submitted. Looking 
beyond the formalities, the court finds that the 
husband’s employer was functionally responsible 
for requesting required information and notify-
ing participants if they lacked documents re-
quired for supplemental coverage. The defendant 
insurance company was simply given the number 
of employees covered and the amount of premi-
ums due, not specific information about those 
covered individuals. Thus, the court finds that 
no reasonable jury could find that the defendant 
insurance company had a fiduciary duty toward 
the husband with respect to soliciting supporting 
materials. 

Accordingly, the court finds that the defendant 
insurance company is not a fiduciary regarding 
the actions subject to the complaint and the dis-
trict court did not abuse its discretion in granting 
its motion for summary judgment.   

Gordon v. Cigna Corporation et al., No. 17-1188 (4th 
Cir. May 15, 2018).  
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