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BENEFIT DENIALS

 
Court Reverses Denial of Disability Benefits

T he U.S. Court of Appeals for the Sixth Cir-
cuit orders the defendant plan administra-
tor to conduct a full and fair review of the 

plaintiff ’s claim for disability benefits. 
The plaintiff was covered under his employer’s 

long-term disability benefit plan. The plan was spon-
sored and administered by the employer, but the 
defendant administrator administered claims under 
the plan. The plan granted the defendant the “sole 
and exclusive discretion in . . . matters relating to the 
eligibility of a claimant for benefits under the Plan.”

In 2005, the plaintiff had back surgery to remove 
a tumor from his spinal cord. The plaintiff contin-
ued to suffer back pain and further examination 
revealed degenerative changes in his lumbar spine 
and disk herniation. In 2007, the plaintiff had a 
second back surgery, and he began receiving short-
term disability benefits under the plan. The plan 
authorized occupational disability benefits for up to 
two years for employees who are unable to perform 
their regular duties because of “a medically-deter-
minable physical or functional impairment.” To re-
ceive benefits after two years, the plan required an 
employee to be “totally disabled,” which means that 
the employee is completely unable to work at least 
25 hours per week because of a “medically-deter-
minable physical or functional impairment.”

After a third back surgery and an award of dis-
ability benefits from the Social Security Admin-
istration, the defendant approached the two-year 
deadline of benefits for transition of benefits un-
der the plan and the defendant requested that the 

plaintiff prove he was totally disabled. The plan 
stated that an employee could prove that he was 
totally disabled only through “significant objective 
findings” from medical examinations, test results 
and “anatomical, physiological or psychological 
abnormalities which can be observed apart from 
the individual’s symptoms.” 

The plaintiff submitted records from his treating 
physicians. The defendant sent these records to two 
physicians for review. Both reviewing physicians 
determined that the plaintiff could work in a seden-
tary capacity for 25 hours per week, and the defen-
dant terminated the plaintiff ’s benefits. The plaintiff 
appealed the decision and submitted additional 
evidence, but the defendant maintained its deci-
sion after two additional reviewing physicians also 
determined that he was able to work for at least 25 
hours per week in a sedentary position. The plain-
tiff initiated this lawsuit, and the district court de-
termined that the defendant violated the Employee 
Retirement Income Security Act in terminating the 
plaintiff ’s benefits. The defendant filed this appeal. 

The court first affirms the district court’s use 
of the arbitrary and capricious standard of re-
view based on the discretionary language in the 
plan. Under this standard, a court will uphold 
the administrator’s decision “if it is the result of 
a deliberate, principled reasoning process and if 
it is supported by substantial evidence.” The court 
further notes that in this review it will look to the 

his claim that the CBA does not coordinate with 
individual plans.” Thus, based on the clear lan-
guage in the CBA, the court finds that the plain-
tiff ’s policy under Plan A falls within the scope 

of the CBA provision permitting coordination. 
The court finds the defendant’s interpretation 
and application of Plan A rational and affirms 
the decision of the district court granting sum-
mary judgment to the defendant.   

Barron v. Blue Cross Blue Shield of Michigan, No. 12-
2351 (6th Cir. Aug. 8, 2013). 

Court Considers Coordination of Benefits
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imprudent management claim was rejected by 
the district court. 

In dismissing the defendants’ arguments and 
the district court’s rejection of the proposed 
class, the court explains why the proposed class 
fits within the parameters of its previously issued 
decision. The court notes that its case law has es-
tablished that plaintiffs and courts “must take care 
to avoid certifying classes in which a significant 
portion of the class may have interests adverse to 
that of the class representative.” In this case, the 
plaintiffs emphasize that their ERISA Section 
502(a)(2) claim “seeks only to make the fiduciary 
refund the Plan any losses caused by the breach” 

and there “appears to be no risk that any SVF in-
vestor who benefited from [the Defendants’] im-
prudent management would have her plan assets 
reduced as a result of this lawsuit.” Moreover, the 
court notes that the plaintiffs have taken care 
to limit their proposed class definition to those 
plan participants who invested in the SVF dur-
ing the class period. Accordingly, the court finds 
that its case law does not pose a bar to the plain-
tiffs’ proposed class, and the district court’s res-
ervations about the class and its reference to the 
index fund were unfounded. The court remands 
the case to the district court to decide whether 
the remaining requirements for class certification 
have been met.   

Abbott v. Lockheed Martin Corp., No. 12-3736 (7th Cir. 
Aug. 7, 2013). 

Court Clarifies Parameters for Definition
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“quality and quantity of the medical evidence,” the 
existence of any conflicts of interest, the consider-
ation of disability findings by the Social Security 
Administration and whether physical examina-
tions were part of the review process. 

Upon reviewing the record, the court finds 
that the defendant’s physicians’ conclusions “suf-
fer from some serious flaws.” The court notes that 
the defendant’s physicians never personally ex-
amined the plaintiff and, therefore, had no first-
hand knowledge of his pain. The reviewing phy-
sicians also did not explain why they discounted 
the opinions of the plaintiff ’s treating physicians. 
The court recognizes that an administrator does 
not have to defer to such opinions but, nonethe-
less, it “may not reject summarily the opinions of 
a treating physician, [without] giv[ing] reasons for 
adopting an alternative opinion.” 

The court also finds that the defendant’s physi-
cians failed to address significant material evidence. 
The court cites references in the plaintiff’s medical 
file to loss of sensation in arms, restricted range of 

motion and progressive ailments, none of which 
were addressed by the defendant’s physicians. The 
court concludes that the defendant’s “decision to 
conduct a file-only review . . . [may] raise questions 
about the thoroughness and accuracy of the benefits 
determination.” In this case, the court finds that the 
defendant’s decision to terminate benefits was not 
consistent with the quantity and quality of the medi-
cal evidence that was available in the existing medical 
record. Thus, the court concludes that the defendant 
did not give a reasoned explanation for its decision.

The court orders remand to the defendant for 
reconsideration. It notes that remand is appropri-
ate “where the problem is with the integrity of the 
plan’s decision-making process, rather than that 
a claimant was denied benefits to which he was 
clearly entitled.” The court instructs the defendant 
to conduct a full and fair review of the plaintiff ’s 
record, which should include an assessment of the 
conclusory nature of the plaintiff ’s treating physi-
cians’ reports and a review of the Social Security 
Administration’s decision. The court affirms the 
judgment of the district court.    

Fura v. Federal Express Corporation Long Term Disabil-
ity Plan, No. 12-2062 (6th Cir. Aug. 6, 2012).

Court Reverses Denial of Benefits
continued from previous page




