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Denial of LTD Benefits Features  
Conflicting Physician Reports

T he U.S. District Court for the Southern Dis-
trict of New York grants the motion for 
summary judgment by the defendant in-

surance company regarding its initial decision to 
terminate the plaintiff ’s long-term disability 
(LTD) benefits but finds that it cannot award ei-
ther party’s motion for summary judgment re-
garding the appeal due to a genuine issue as to the 
material fact of the plaintiff ’s medical condition.

The plaintiff worked as a computer program-
mer at a bank and was a participant in an employee 
welfare benefit plan sponsored by the bank and 
governed by the Employee Retirement Income Se-
curity Act of 1974 (ERISA). The plan included both 
short-term disability (STD) and LTD benefits. The 
defendant is the insurance company that insured 
the plan and administered claims for benefits under 
it. In September 2008, the plaintiff developed major 
depression and stopped working. The defendant ap-
proved his claim for STD benefits through the max-
imum benefit period, which ended on April 3, 2009. 
On May 12, 2009, the plaintiff ’s claim was then 
transferred to the defendant’s LTD unit for review 
and was initially approved several times. Through-
out this time, the plaintiff provided the defendant 
with his medical records, and his psychiatrists com-
pleted several questionnaires that supported the 
conclusion that he was unable to return to work.

When reviewing the plaintiff ’s claim in late 2012 
and early 2013, the defendant referred his claim to a 
psychiatric claims specialist, who then conducted an 
interview with the plaintiff and did not observe any 
impairment related to concentration and was not 
convinced that the plaintiff was unable to perform 
the duties of his own occupation. After seeking fur-
ther clarification from the plaintiff ’s psychiatrist, the 
defendant decided to retain an independent physi-
cian consultant who was a board-certified psychia-
trist. This consultant concluded that the plaintiff ’s 
medical records did not support significant, global 
psychiatric functional limitations to preclude oc-
cupational functioning. After reviewing the entire 

administrative record, the defendant concluded that 
the evidence no longer supported the plaintiff ’s in-
ability to work and terminated the plaintiff ’s claim 
for continuing LTD benefits on June 20, 2013 and 
informed him of his right to appeal.

The plaintiff submitted an appeal, accompanied 
by a letter from his doctor and his clinical social 
worker that stated he was unable to work for at 
least six months. The defendant had specialists and 
an independent physician consultant review the 
plaintiff ’s record and upheld its initial adverse de-
termination. The plaintiff then filed this suit pursu-
ant to ERISA Section 502(a)(1)(B), alleging that he 
was wrongly denied LTD benefits under the plan.

First, the court must determine the appropriate 
standard of review by deciding what deference, if 
any, is due to the defendant’s decision as plan admin-
istrator. A de novo standard of review is appropriate 
unless a plan gives the administrator discretionary 
authority to determine eligibility for benefits or to 
construe the terms of the plan. The relevant plan 
document is a booklet that includes a 44-page cer-
tificate of insurance. After those 44 pages, the book-
let contains a page that states: “This is the end of the 
certificate. The following is additional information.” 
This additional information includes a section del-
egating discretionary authority to the defendant. 
The burden is on the defendant to prove that the lan-
guage is a part of the plan, and the court must con-
strue any ambiguities in favor of the plaintiff ben-
eficiary. The court finds that the defendant failed to 
carry its burden to demonstrate that the section with 
additional information and, therefore, the grant of 
discretionary authority were actually incorporated 
into the plan. The parties disagree about whether the 
plan gives the defendant discretionary authority and, 
therefore, which standard of review applies.

When interpreting an ERISA plan, courts must 
apply ordinary principles of contract interpreta-
tion. Courts construe an ERISA plan, as they do 
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other contracts, by looking to the terms of the plan as well as 
to other manifestations of the parties’ intent if the words of 
the plan do not speak clearly. When interpreting a contract, 
courts must give the words and phrases used by the parties 
their plain meaning. 

Because the booklet clearly states that the relevant section 
is additional information and the plan itself had ended, it is 
clear that the additional information is not a part of the plan. 
There is also a section in the plan that states all of the categories 
of the plan, and it does not include the additional information. 
This indicates that the defendant knew how to incorporate ex-
tra information and did not unambiguously incorporate the 
discretionary authority language. The fact that it is in the same 
bound booklet is not sufficient to establish that the parties in-
tended to integrate it into the contract. Therefore, the court 
finds that the defendant has failed to demonstrate that it has 
discretionary authority and that the court must review its ben-
efits decision de novo. 

Regarding the initial benefits denial, the plaintiff must 
show by a preponderance of the evidence that he is totally 
disabled within the meaning of the plan. Based on a review 
of the administrative record, the court finds that the defen-
dant’s initial termination was justified as a matter of law. The 
defendant reviewed office visit notes, claimant interviews, 

psychiatric questionnaires, independent physician consultant 
reports and updated medical records. Each piece of evidence 
showed general improvements in the plaintiff ’s symptoms 
and allowed the defendant to conclude that the plaintiff was 
no longer disabled. In addition, the plaintiff failed to provide 
any evidence to cast a doubt on the report that supported the 
defendant’s initial decision to terminate benefits and instead 
cherry-picked phrases that are not enough to survive sum-
mary judgment, even under the de novo standard of review. 
Accordingly, the court grants the defendant’s motion for sum-
mary judgment regarding the initial benefits termination. 

The court then separately evaluates, under the de novo 
standard, the evidence the plaintiff provided during his ap-
peal and concludes that genuine factual disputes remain. After 
the initial denial, the plaintiff provided a letter by his doctor 
and clinical social worker diagnosing him with bipolar disor-
der and a conclusion that he would be unable to work for at 
least six months. The defendant relied on the report of another 
independent physician consultant that discounted the report 
by the plaintiff ’s doctor. The Second Circuit has held that a 
conflict between competing physician opinions amounts to a 
genuine factual dispute sufficient to preclude summary judg-
ment when under de novo review. Accordingly, the court can-
not grant summary judgment to either party with regard to 
the denial of the plaintiff ’s appeal.    

Sigal v. Metropolitan Life Insurance Company, No. 16-cv-3397 
(S.D.N.Y. March 5, 2018).
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tion. However, this review is to be informed by any conflict of 
interest appearing in the record. In this case, the defendants 
had full discretion, and the court has not found any evidence 
that they determined the plaintiff ’s benefits in a biased man-
ner. The defendants ask the court to find that their interpreta-
tion underlying the plaintiff ’s offset was reasonable. The 1986 
plan explained that benefits would be reduced by the amount 
listed next to each participant’s name in Appendix J, represent-
ing the age of 65 actuarial annuity value of the participant’s ac-
count balance. However, there was no Appendix J included in 
the plan. At this time, the court cannot determine if the defen-
dants’ interpretation is reasonable. Discovery has not occurred, 
and it is unclear if Appendix J exists. Accordingly, it is too early 

to determine whether the interpretation was reasonable and, 
therefore, the court denies the defendants’ motion to dismiss. 

Finally, the plaintiff alleges that because the 1981 plan was 
in existence when his former employer was acquired by the 
defendants, he was a participant in and accrued benefits un-
der that plan. Meanwhile, the defendants contend that the 
plaintiff was not a participant in and was not promised ben-
efits under the 1981 plan. Since there is no amendment add-
ing the plaintiff to the 1981 plan, the court agrees with the 
defendants and finds that the terms of the 1981 plan did not 
include the plaintiff. Accordingly, the court grants the defen-
dants’ motion to dismiss regarding the 1981 plan but denies 
the motion in all other respects.   

Baleja v. Northrop Grumman Space and Mission Systems Corp. 
Salaried Pension Plan et al., No. 5:17-cv-00235-JGB-SP (C.D.Cal. 
March 8, 2018).
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