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DISABILITY  
BENEFITS

Court Rejects Claim for Long-Term  
Disability Benefits

T he U.S. District Court for the Northern 
District of California grants the motion for 
summary judgment by the defendant life 

insurance company in a lawsuit by the plaintiff 
former employee and benefits plan participant 
concerning a denial of long-term disability (LTD) 
benefits. 

The plaintiff was a senior software engineer 
covered by his employer group welfare benefits 
plan, which included an LTD policy. The defen-
dants are the insurance company that provides 
the LTD coverage and the plan administrator. The 
policy initially provides coverage if a plan partici-
pant is unable to perform with reasonable conti-
nuity the substantial and material acts necessary 
to pursue his or her usual occupation. The plaintiff 
was diagnosed with Parkinson’s disease and be-
gan regularly seeing a doctor. The plaintiff claims 
his disease progressed steadily over the course of 
several years, and his doctor’s notes reinforce this 
progression. While the plaintiff ’s self-reported 
symptoms worsened, his doctor’s notes gave con-
flicting descriptions of his condition. He also be-
gan seeing a psychiatrist for depression. The plain-
tiff stopped working; submitted a claim for LTD 
benefits under the policy, which the defendant 
insurance company approved; and subsequently 
had surgery to reduce symptoms. After recover-
ing from surgery, the plaintiff then returned to 
work—part-time at first, then full-time. After his 
condition did not improve, the plaintiff again left 
work with the expectation to return within a few 
weeks. After additional doctor visits, the plaintiff ’s 
doctor concluded he was not able to go back to 
work to perform his usual duties and responsibili-
ties. However, her notes indicated his mental sta-
tus was normal and his symptoms were managed 
on the current regimen. The plaintiff then filed a 
second LTD claim.

The defendant insurance company retained 
several physicians to assess the plaintiff ’s second 
LTD claim. Its neurologist found the plaintiff ’s 

self-reported symptoms were not supported by 
his doctor’s objective examination findings, which 
cited his mental function, balance and gait as 
normal. In addition, the defendant’s neurologist 
noted the surgery the plaintiff underwent would 
not have been performed on someone who was 
known to be cognitively impaired. A review by 
an independent psychiatrist found the plaintiff ’s 
psychiatrist’s notes to be illegible and his doctor’s 
documentation of his mental status to be normal. 
The defendants also obtained a vocational review 
by an analyst who examined the plaintiff ’s job de-
scription and found his position was mainly sed-

entary. Based off these conclusions, the defendant 
insurance company denied the plaintiff ’s LTD 
claim, finding that his restrictions and limitations 
did not preclude him from the ability to perform 
his regular occupation and, therefore, he did not 
meet the definition of disability under the policy. 

The plaintiff appealed the denial and provided 
copies of the Social Security Administration award 
of benefits to supplement his personal medical re-
cords. The defendants completed a review, includ-
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The plaintiff objects that the 
defendants accepted the opinions 
of nonexamining doctors over the 
opinion of his treating physician, 
but the Supreme Court previously 
held that “courts have no warrant to 
require administrators automatically 
to accord special weight to the 
opinions of a claimant’s physician” 
in ERISA cases . . .
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ing a second round of independent evaluations by 
a neurologist, psychiatrist and vocational analyst, 
and upheld their denial of his LTD benefits claim. 
The plaintiff filed this suit in federal court under 
Section 502(a)(1)(B) of the Employee Retirement 
Income Security Act of 1974 (ERISA). Both par-
ties have agreed that de novo review is appropri-
ate, leading the court to evaluate whether the plan 
administrator correctly or incorrectly denied ben-
efits with no deference given to the administrator’s 
decision. 

The defendants first argue the plaintiff failed to 
exhaust his administrative remedies before filing 
suit in federal court because he filed before the 
defendants’ review was complete. However, after 
evaluating the circumstances surrounding the 
deadline for an appeal decision, the court rejects 
the defendants’ exhaustion argument. The defen-
dants then argue the plaintiff has failed to meet 
his burden of showing “by a preponderance of the 
evidence that [he] was disabled under the terms of 
the plan during the claim period.” 

The plaintiff ’s claim can be divided into two 
categories: physical limitations and cognitive 
impairment. The defendants claim the plaintiff ’s 
physical limitations were minor and did not sub-
stantially impact his ability to do his usual job. 
They point out that his self-reported symptoms 
and his doctor’s written conclusions that he was 
unable to return to work contradict their own ex-
aminations and reports. 

The plaintiff objects that the defendants accept-
ed the opinions of nonexamining doctors over the 
opinion of his treating physician, but the Supreme 
Court previously held that “courts have no war-
rant to require administrators automatically to 
accord special weight to the opinions of a claim-
ant’s physician” in ERISA cases (Black & Decker 
Disability Plan v. Nord, 538 U.S. 822 (2003)). In 

addition, the court finds there is good reason to 
discount the plaintiff ’s doctor’s conclusions that 
he could not work because her conclusions were 
not supported by her own contemporaneous gen-
eral examinations of the plaintiff ’s physical condi-
tion. The court finds the plaintiff failed to demon-
strate that he suffered from physical impairments 
so substantial that they prevented him from per-
forming with reasonable continuity the substan-
tial and material acts necessary to pursue his usual 
occupation, as required under the policy.

The plaintiff ’s claim of cognitive impairment 
suffers from the same weaknesses. While his 
doctor’s notes contained significant self-reported 
symptoms, her examinations contradict those re-
ports. In addition, the court finds the plaintiff ’s 
doctor’s conclusions regarding his psychiatric 
condition are entitled to even less weight than 
her conclusions about his physical impairments 
because she is not a psychiatrist. The plaintiff 
also fails to respond to the defendant’s expert 
opinion that the surgery the plaintiff had would 
not have been performed on someone who was 
known to be cognitively impaired. Given the ab-
sence of useful records from his psychiatrist and 
conflicting reports from his primary doctor, the 
court concludes the plaintiff cannot show by a 
preponderance of the evidence that his cognitive 
impairments left him disabled under the plan 
policy.

Finally, the court cannot place much weight 
on the plaintiff ’s Social Security Administration 
award for purposes of his ERISA claim because 
it may have been based on medical evidence that 
was never given to the defendants and is outside of 
the administrative record. The plaintiff also seeks 
equitable relief that duplicates his benefits claim 
under ERISA Section 502(a)(1)(B), and this is also 
denied. Accordingly, the court grants the defen-
dants’ motion for summary judgment.  

Biggar v. Prudential Insurance Company of America et 
al., No. 15-cv-04825-JST (N.D.Cal. August 11, 2017).
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