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Other Recent Decisions

HEALTH CARE

The American Medical Association  
v. Connecticut General Life  
Insurance Company

The plaintiffs, various medical associations and 
societies, appeal the district court’s order dis-
missing their complaint claiming that the defen-
dant health care companies violated the Employ-
ee Retirement Income Security Act (ERISA) by 
distributing improper reimbursement payments 
for out-of-network health care services. The dis-
trict court dismissed the plaintiffs’ complaint 
on the grounds that a separate district court 
enjoined the lawsuit because it involved claims 
that were released through various settlement 
agreements. The plaintiffs claim that the district 
court’s dismissal of their complaint constituted 
legal error because the plaintiffs cannot appeal 
the court’s injunction until the court enters a 
finding of contempt and sanctions. Accordingly, 
the district court’s dismissal circumvented the 
plaintiffs’ ability to have a finding of contempt 
and sanctions entered against them. On appeal, 
the court finds that it was completely in the dis-
trict court’s discretion to dismiss the plaintiffs’ 
complaint against the defendants, because the 
plaintiffs’ claims were previously released by 
various settlement agreements and their filing 
of the complaint violates a sister district court’s 
injunction and order. Thus, the court affirms the 
district court’s dismissal of the plaintiffs’ com-
plaint. No. 12-cv-00128-AT (11th Cir. Feb. 20, 
2014).

BENEFIT DENIALS

Garrett v. Principal Life Insurance  
Company
The plaintiff has been insured since 1998 
through a group medical benefit policy issued 
to his employer by the defendant insurance 

company. The plaintiff received inpatient alco-
hol abuse treatment at a clinic, and the defen-
dant declined to approve the costs because the 
service was at a noncovered facility. When the 
plaintiff changed facilities, the defendant again 
denied the claim, but this time it supported its 
denial with the claim that inpatient treatment 
was not covered under the terms of the plan.

The district court reversed the defendant’s 
decision to deny the plaintiff ’s claim for medi-
cal benefits and awarded the plaintiff the full 
amount of his claim—approximately $65,000—
pursuant to Section 502 of the Employee Re-
tirement Income Security Act. The defendant 
attempted to argue that if the plaintiff ’s claims 
were covered, the payment would have to be 
subject to deductibles and reductions for the 
length of stay and for going to a nonpreferred 
provider. The defendant also attempted to sup-
plement the administrative record with a pric-
ing affidavit and a third-party pricing analysis. 
The district court concluded that because the 
defendant based its calculation of benefits owed 
to the plaintiff on rationales not relied on by the 
claims administrator and has failed to show spe-
cial circumstances warranting the supplemen-
tation of the administrative records, the court 
will not rely on the defendant’s calculation of 
benefits. On appeal, the court concludes that 
the district court properly declined to consider 
the defendant’s new arguments, which were not 
in the administrative record. The court states 
that when it reviews a plan administrator’s deci-
sion to deny the benefits, it considers only the 
rationale asserted by the defendant in the ad-
ministrative record before it. Therefore, it does 
not allow the defendant to submit new evidence 
to supplement the administrative record. The 
court agrees with the district court’s decision 
denying the defendant’s request for a reduction, 
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reasoning that the court will only consider the 
defendant’s original rationale denying the claim 
and not other justifications. Thus, the court af-
firms the district court’s judgment in favor of 
the plaintiff. No. 13-6087 (10th Cir. Feb. 18, 
2014).

HEALTH CARE

Melamed v. Blue Cross of California  
and Anthem Blue Cross Life and Health  
Insurance Company

In the past three years, the plaintiff doctor filed 
three lawsuits against the defendant insurance 
companies, alleging that the defendants system-
atically underpaid him as an out-of-network 
provider. The plaintiff voluntarily dismissed 
two of those lawsuits but decided to continue 
to litigate the present case against the defen-
dants alleging the same claims. The defendants 
removed the case to federal district court on the 
ground that at least one of the plaintiff ’s claims 
was completely preempted by the Employee 
Retirement Income Security Act (ERISA). The 
district court held that removal was proper 
based on ERISA preemption but dismissed the 
plaintiff ’s complaint with prejudice under the 
Federal Rules of Civil Procedure Rule 41 “two-
dismissal” rule. The court holds that the plain-
tiff ’s breach-of-implied-contract claim is com-
pletely preempted because through that claim, 
the plaintiff seeks reimbursement for benefits 
that exist only because of the defendants’ ad-
ministration of ERISA-regulated benefit plans. 
The plaintiff argues that removal of the case to 
federal court was improper because ERISA does 
not govern all of the underlying medical claims 
in the complaint. The court states that the plain-
tiff is mistaken because it evaluates whether an 
individual claim is completely preempted. If the 
claim is completely preempted, the existence of 

the other nonpreempted claims will not save the 
case from federal removal jurisdiction. Having 
concluded that the plaintiff ’s case was properly 
removed to federal court, the court considers 
whether it was properly dismissed under Rule 
41. The court states that the record reveals that 
the plaintiff ’s claims in the present action are 
substantially the same as those he voluntarily 
dismissed under Rule 41, namely that the de-
fendants failed to pay him the usual, customary 
and reasonable rate for the care he provided as 
an out-of-network provider. These claims arose 
out of the same “transactional nucleus of facts,” 
involve infringements of the same rights and 
would involve the same evidence. Accordingly, 
the court holds that the district court did not 
err by dismissing the plaintiff ’s case with preju-
dice under Rule 41 and affirms the judgment. 
No. 12-55284 (9th Cir. Feb. 12, 2014).

DISABILITY BENEFITS

Salz v. Standard Insurance Co.
The plaintiff was injured on the job and sub-
sequently applied for and was granted Social 
Security benefits. The plaintiff also applied 
for but was denied long-term disability (LTD) 
benefits by his insurance company and his LTD 
plan (the defendants). The plaintiff commenced 
a lawsuit against the defendants claiming they 
improperly denied his claim for LTD benefits 
pursuant to ERISA. The district court ruled 
that the defendants’ denial was proper and that 
they did not abuse their discretion, so the plain-
tiff appealed. After a subsequent remand and 
appeal, the court considers the district court’s 
holding that the defendants did not abuse their 
discretion in their denial of benefits. First, the 
court states that the district court failed to con-
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sider the defendants’ failure to address substantively the 
contrary Social Security Administration determination. 
Second, the court states that the district court’s deci-
sion contravenes its instruction and the language of the 
LTD policy. The district court erred in determining that 
the defendants need not consider “the manner in which 
[Plaintiff ] had historically performed his or her job re-
quirements.” The court reasons that pursuant to the LTD 
policy, the defendants are “not limited to looking at the 
way [Plaintiff ] performs [his or her] job for [his or her] 
Employer, but [Defendants] may also look at the way the 
occupation is generally performed in the national econo-
my.” The inference is that the defendants must look at the 
way the plaintiff performs his job for his employer and 
they may not solely look at how the job is generally per-
formed in the national economy. Third, the district court 
failed to consider the defendants’ unreasonable reliance 
on the definition of sedentary as discussed in the Diction-
ary of Occupational Titles and its application to an analysis 
of the plaintiff ’s job. Lastly, the district court failed to con-
sider that the defendants, operating as both the funding 
source and administrator, possibly acted under a conflict 
of interest and were improperly motivated when they de-
nied the plaintiff ’s benefits. Therefore, the court reverses 
and remands the case back down to the district court to 
order the award of benefits. No. 12-cv-55728 (9th Cir. Feb. 
4, 2014).

CONTRIBUTIONS

Central States, Southeast and Southwest Areas 
Pension Fund v. Wingra Stone Company
The defendant was a contributing employer to the plain-
tiff multiemployer pension fund. Under a set of collec-
tive bargaining agreements between the defendant and 
the union, up until 2003, the defendant contributed to 
the plaintiff at the “Schedule 17B rate” when the defen-
dant’s employees spent all day on private sector projects 
and at the higher “Schedule 18 rate” on most public sec-
tor projects. A 2003 addendum to the agreement appeared 
to preserve the defendant’s right to the two contribution 
rates, but the defendant (allegedly in error) started mak-
ing contributions only at the higher Schedule 18 rate. The 

2003 addendum was later replaced by a 2006 addendum, 
which omitted the language that seemed to preserve the 
two-rate practice from the 2003 addendum and added an 
evergreen clause, which provided for automatic renewal 
unless one party gave timely notice to amend or termi-
nate the agreement. The union sent the defendant such 
a notice in 2008, but negotiations faltered. In June 2009, 
the defendant began again to use Schedule 17B for days 
on which employees worked exclusively on private sector 
projects. In February 2011, the defendant sent a letter to 
withdraw from the 2006 addendum as of April 30, 2011. 
Subsequently, the plaintiff commenced a collection ac-
tion to recover from the defendant the difference between 
the Schedule 18 and Schedule 17B contribution rates for 
the period from June 2009 through April 2011, which 
amounted to $80,000 including interest. The district court 
awarded the plaintiff summary judgment, finding that de-
spite the union’s letter, which led to the termination of 
the 2006 addendum, the defendant was still bound by the 
addendum because the defendant continued to work and 
make monthly pension payments. The defendant there-
fore reaffirmed its legal obligation to make payments un-
der the 2006 addendum and several other agreements. On 
appeal, the court emphasized that the 2006 addendum did 
not specify the applicable rate schedule but stated simply 
that pension contributions for days when employees work 
portions of their shifts under both the private sector and 
the public sector agreements were “the hourly contribu-
tion rate per the applicable contribution class in effect.” 
The defendant’s continued payment of contributions only 
established its obligation to contribute, which was not at 
issue. Further, the court states that the district court had 
erred in ignoring the defendant’s pre-2003 payment prac-
tice and treating the 2003 through 2009 payment practice 
as if it had amended the contracts. The court reasons that 
if the defendant’s pre-2003 practice of using both Sched-
ules 17B and 18 did not modify the participation and trust 
agreements to establish a two-schedule approach, then the 
defendant’s practice of using only Schedule 18 between 
2003 and 2009 did not modify the agreement to establish a 
one-schedule approach. Thus, the defendant’s ambiguous 
conduct was not conclusive in determining the meaning 
of the legal documents at issue. Because each side offered 
extrinsic evidence in its favor, the court finds that the dis-
trict court could not resolve the suit on summary judg-
ment. The contracts must be enforced according to their 
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language and negotiating history, so the remand is only 
for the purpose of allowing that negotiation history to be 

considered. Thus, the court affirms the judgment to the 
extent that it requires the defendant to pay at the correct 
rate for 2011-2012 and, otherwise, the judgment is vacat-
ed with the case remanded so that the district court can 
consider the language and negotiating history of the con-
tracts involved. No. 13-cv-1625 (7th Cir. Jan. 22, 2014).   
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months or less generally will not be considered full-time 
employees. The final regulations describe approaches that 
may be used in various circumstances, such as for employ-
ees who work variable-hour schedules and employees of 
educational organizations. The final regulations also dis-
cuss issues related to other classifications of employees, 
including addressing hours contributed by bona fide vol-
unteers for a government or tax-exempt entity and service 
performed by students under federal or state-sponsored 
work-study programs.

IRS’s Questions and Answers

IRS posted on its website a series of questions and answers 
regarding the final rule. The questions and answers address, 
among other things, which employers are subject to the em-
ployer shared responsibility provisions, the liability for the 
employer shared responsibility payment, transitional relief 
and additional information for small employers.

The final rule can be found at: www.gpo.gov/fdsys/pkg/
FR-2014-02-12/pdf/2014-03082.pdf.

The IRS’s questions and answers can be found at:  
www.irs.gov/uac/Newsroom/Questions-and-Answers-on-
Employer-Shared-Responsibility-Provisions-Under-the- 
Affordable-Care-Act#Identification.   
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