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Other Recent Decisions

BENEFIT DENIAL

P. et al. v. Catholic Health Initiatives et al.

The U.S. Court of Appeals for the Ninth Circuit 
reverses the district court grant of summary judg-
ment in favor of the defendant health care plan 
administrator in an action by a plaintiff plan par-
ticipant challenging a denial of a claim for the cost 
of an inpatient stay at a residential mental health 
treatment facility. The plaintiff is a participant 
and beneficiary of an employee benefits plan that 
includes coverage for services related to mental 
health services. The defendants include the plan 
and the employer as plan sponsor. The plan cov-
ers room and board provided at skilled nursing 
facilities for medical and surgical patients. It also 
provides coverage at residential treatment facili-
ties for mental health patients. The plaintiff was 
covered by the plan when she was admitted to a 
residential treatment program. The defendant de-
nied her coverage for room and board and, after 
exhausting administrative remedies, she brought 
this action under the Employee Retirement In-
come Security Act of 1974 (ERISA). The district 
court granted summary judgment in favor of 
the defendant. The plaintiff now asserts that the 
district court erred when it determined that the 
Mental Health Parity and Addiction Equity Act 
(MHPAEA) did not require plan coverage for 
stays at licensed inpatient residential treatment 
facilities to be no more restrictive than stays 
at skilled nursing facilities. This court agrees.  
MHPAEA stipulates that plans must not impose 
more restrictions for mental health benefits than 
they do for medical and surgical benefits. The lan-
guage is clear, although the scope of MHPAEA 
does not specifically address every type of situa-
tion that may arise. Congress allows for certain 
bodies to provide guidance concerning MHPAEA, 
and the court finds that none of these regulations 
are contrary to its interpretation that a plan can-
not allow room and board costs for a skilled nurs-

ing facility for medical and surgical patients while 
denying them at a residential treatment facility for 
mental health patients. Therefore, the court finds 
that the district court erred when it found in favor 
of the defendant. Accordingly, this court reverses 
and remands the district court judgment. No. 16-
35609 (9th Cir. June 6, 2018).

DISABILITY BENEFITS

Wagner v. American United Life Insurance 
Company
The U.S. Court of Appeals for the Sixth Circuit 
reverses the district court decision and finds that 
the defendant insurance company must retroac-
tively reinstate disability benefits for the plaintiff 
employee benefit plan participant. The plaintiff 
is an employee of a crane rental company and a 
participant in its employee benefit plan, which 
provides disability benefits. The defendant is the 
insurance company that insures the disability 
benefits under the plan. When the plaintiff was 
a teenager, he was paralyzed in a motorcycle ac-
cident. He later graduated college, worked full-
time and continued to lead an active lifestyle that 
included continuing to ride motorcycles. In 2011, 
at the age of 45, the plaintiff was in another mo-
torcycle accident and broke his right femur. He 
spent two weeks in the hospital and then suffered 
severe leg pain that kept him from returning to 
work at the company. The plan provides disability 
benefits to a participant for up to 36 months if he 
or she cannot perform his or her regular occu-
pation, and it must continue to pay a participant 
if he or she cannot perform any gainful occupa-
tion for which he or she is reasonably suited. The 
defendant paid the plaintiff disability benefits 
for 34 months, at which time the plan claims ad-
ministrator determined that he could perform 
the full-time duties of his previous occupation 
and therefore stopped paying him benefits. The 
plaintiff unsuccessfully appealed the denial de-
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cision and then sued the defendant under the Employee 
Retirement Income Security Act of 1974 (ERISA). The dis-
trict court found in favor of the defendant, and this appeal 
followed. This court reviews the administrative record de 
novo to determine if the plaintiff was totally disabled when 
his benefits ended. Because the benefits ended during the 
first 36 months, the main question here is whether he could 
perform his regular occupation. Prior to this 2011 accident, 
the plaintiff was able to perform his normal duties from his 
wheelchair. After the accident, he says that severe pain in his 
leg prevents him from performing his normal duties. Each 
medical professional who met with the plaintiff agreed that 
he should not return to work. The defendant argues that the 
plaintiff ’s doctors gave different opinions at different times. 
One of his doctors stated he may be capable of light cleri-
cal work, but the doctor later stated that the plaintiff could 
perform zero hours of sedentary work and never stated that 
he was able to return to work. His neurologist did originally 
state he was able to return to work but later said that opinion 
was made in error. In addition, the defendant argues that 
the plaintiff ’s doctors failed to rely on objective medical 
evidence other than the plaintiff ’s self-reported symptoms, 
but the court finds that the insurance policy doesn’t require 
this type of evidence and therefore cannot deny benefits 
based on the lack of it. Finally, the defendant argues that its 
medical reviewer’s opinion outweighs the opinions of the 
plaintiff ’s doctors. While this doctor had the opportunity to 
examine the plaintiff, he simply examined the plaintiff ’s file 
and concluded based on anecdotal evidence that the plain-
tiff was lying. The court finds that this opinion is entitled to 
little weight and that the opinions of the plaintiff ’s doctors 
deserve more weight. Because the plaintiff ’s doctors found 
that he was still disabled when the benefits ended, the next 
question is the appropriate remedy in this case. The defen-
dant argues that the plaintiff should receive benefits only for 
the two remaining months that he would have been eligible 
for under the regular occupation standard because he may 
be ineligible for continued benefits after 36 months based 
on the any gainful occupation standard. However, the court 
finds that the defendant could have determined whether the 
plaintiff met the standard for any gainful occupation at the 
26-month mark but instead chose to forgo that opportunity 
and wrongly decided that the plaintiff was no longer entitled 
to benefits at 34 months. In addition, the usual remedy is to 
reinstate benefits retroactively, and the court finds no rea-

son to change course here. Accordingly, the court finds that 
the defendant must retroactively reinstate benefits and pay 
him the three years of missed payments. No. 17-4072 (6th 
Cir. May 3, 2018).

CLAIMS PROCEDURES

Stewart v. Hartford Life & Accident Insurance Company
The U.S. District Court for the Northern District of Alabama 
grants the motion by the defendant insurance company to 
dismiss a claim by the plaintiff employee benefits plan par-
ticipant after finding that the Employee Retirement Income 
Security Act of 1974 (ERISA) does not permit a plaintiff to 
seek equitable relief if the allegations supporting the claim 
would also support a claim for recovery of benefits. The 
plaintiff worked as an attorney and was a participant in an 
employee benefit plan sponsored by her employer. The plan 
included long-term disability (LTD) and life insurance ben-
efits. The defendant is the insurance company that adminis-
ters the plan and processes claims under it. While working 
for her employer, the plaintiff was diagnosed with Parkinson’s 
disease. She alleges that she subsequently became totally dis-
abled and then applied for LTD benefits and a waiver of life 
insurance premium benefits. The defendant denied her appli-
cation for LTD benefits and initially denied her application for 
the premium waiver before determining that she was eligible 
and then eventually terminating the waiver. The plaintiff con-
tends that the defendant erroneously denied her application 
for LTD benefits and engaged in improper claims procedures 
regarding her waiver. The plaintiff also contends that the de-
fendant breached its fiduciary duties by failing to follow the 
claims review procedure and wrongfully denying her claim 
for the waiver. She asserts three causes of action under ERISA: 
(1) recovery of benefits under Section 502(a)(1)(B), (2) breach 
of fiduciary duty under Section 502(a)(3) and (3) reinstate-
ment of her waiver benefits under Section 502(a)(1)(B). The 
defendant now moves to dismiss the plaintiff ’s ERISA Sec-
tion 502(a)(3) claim, arguing that it is a claim for equitable 
relief that a plaintiff cannot sustain when she can also seek 
recovery of benefits under ERISA Section 502(a)(1)(B) based 
on the same factual allegations. The Supreme Court has ex-
plained that ERISA Section 502(a)(3) is a catchall provision 
that provides appropriate equitable relief for injuries caused 
by violations that ERISA Section 502 does not elsewhere 
adequately remedy. The Eleventh Circuit has further ex-
plained that a plaintiff may raise claims under both sections 
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of ERISA if claims are based on different factual allegations. 
However, a plaintiff may not raise claims under both sections 
based on the same factual allegations, even as alternatives to 
each other. The court agrees with the defendant that ERISA 
Section 502(a)(1)(B) provides an adequate remedy for the 
violations alleged pursuant to ERISA Section 502(a)(3) 
and that the factual allegations underlying all three counts 
are the same. The plaintiff argues that her claims are based 
on different factual allegations—ERISA Section 502(a)(3)  
claims stemming from an erroneous interpretation of the 
plan, and one ERISA Section 502(a)(1)(B) claim stemming 
from the defendant’s manner of processing claims. The court 
is not persuaded and finds that all of the plaintiff ’s claims 
stem from the same factual allegations—that she qualifies 
for benefits that the defendant wrongfully denied. The court 
finds that all of the plaintiff ’s factual allegations support 
claims under ERISA Section 502(a)(1)(B) and, therefore, she 
cannot bring a claim for equitable relief under ERISA Section 
502(a)(3). Accordingly, the court grants the defendant’s mo-
tion to dismiss. No. 2:17-cv-01423 (N.D.Ala. May 30, 2018).

CLAIMS PROCEDURES

Abdilnour v. Blue Cross of Idaho Health Service, Inc.
The U.S. District Court for the District of Idaho denies the 
motion by the defendant insurance company to dismiss the 
plaintiff health insurance plan participant’s claim for benefits 
for failure to exhaust administrative remedies. The plaintiff 
was an employee of a grocery store chain and a participant 
in his employer health care plan, which was governed by the 
Employee Retirement Income Security Act of 1974 (ERISA). 
The defendant is the insurance company that acts as the claims 
administrator and insurer of the plan. On two separate occa-
sions about a month apart, the plaintiff was transported by an 
emergency air ambulance service. The air ambulance service 
provider obtained written authorization from the plaintiff to 
submit claims for payment for services provided and to ap-
peal payment denials or adverse decisions on his behalf. The 
defendant reviewed the plaintiff ’s claims and determined that 
the provider charges exceeded the allowable amount for that 
type of service. The provider then sent a letter to the defen-
dant stating that it was appealing the decision denying some 
of the charges, arguing that the services were medically neces-
sary and that the plaintiff should not be penalized for receiving 
those necessary medical services. The defendant denied the 
appeal, and then the plaintiff filed suit. The complaint alleges 

that the defendant breached the terms of the plan in violation 
of ERISA Section 502(a)(1)(B) by failing to provide coverage 
for the full costs of his medical transport. The defendant filed 
a motion to dismiss on the grounds that the plaintiff failed to 
exhaust his administrative remedies as required by the plan. It 
argues that the initial letter by the provider does not constitute 
an appeal and that subsequent communications are untimely. 
Generally, ERISA requires that a claimant must follow the 
internal review procedures of a plan before bringing suit in 
federal court, including exhausting those review procedures if 
so required. While there is no binding Ninth Circuit authority 
that clearly delineates when a communication following the 
denial of a claim constitutes an appeal, several courts in the 
Ninth Circuit have interpreted ambiguous communications in 
favor of plan participants as long as the communication is suf-
ficient to put the plan or claims administrator on notice of the 
appeal. Primarily, the defendant argues that the letter at issue 
does not explicitly state that the appeal is taken on behalf of 
the plaintiff and cites a case that dismissed a lawsuit because 
the communication in question did not contain such a state-
ment. The court agrees that a letter must be brought on behalf 
of a plan participant, but the court finds the case cited by the 
defendant to be distinguishable. In the case cited by the defen-
dant, the service provider did not believe it had authorization 
to act on behalf of the plan participant and initially filed suit 
for breach of contract instead of under ERISA. The facts of 
the cited case suggest that the provider was enforcing its own 
contractual rights rather than the participant’s rights, in addi-
tion to the fact that the appeal was sent well outside of the 180-
day filing deadline. In contrast, in this case, the letter expressly 
states, “we are APPEALING your decision” (emphasis in origi-
nal), and it was sent within the 180-day filing deadline. There-
fore, the only question is whether the provider adequately in-
formed the defendant that it sought to enforce the plaintiff ’s 
rights under the plan. The court finds that it did. Although the 
letter does not specifically state that the plaintiff is exercising 
his right to appeal, the letter was carbon copied to the plaintiff 
and uses the word we multiple times. In addition, the provider 
is a noncontracted provider with no independent right to ap-
peal, and it would be unreasonable to interpret the letter as 
solely representing its own interests. The fact that the provider 
indicates the plaintiff would be left responsible for the unpaid 
balance is not in conflict with this determination because the 
letter clearly represents the plaintiff ’s interest when it stated 
that “your member should not be penalized for receiving the 
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necessary medical services.” Accordingly, the court denies the 
defendant’s motion to dismiss and finds that the letter from 
the health care provider constitutes an appeal of the claims 
on behalf of the plaintiff. No. 1:17-cv-00412 (D.Idaho May 4, 
2018).

STATUTE OF LIMITATIONS

Fuller et al. v. SunTrust Banks, Inc., et al. 
The U.S. District Court for the Northern District of Georgia 
grants the motion for summary judgment by the defendant 
bank regarding the plaintiff former employees’ claims of fi-
duciary violations under the Employee Retirement Income 
Security Act of 1974 (ERISA) after finding that ERISA Sec-
tion 413 is a statute of repose and not subject to equitable 
tolling. The plaintiffs are former bank employees who were 
participants in their employer 401(k) plan. All of the plain-
tiffs signed severance agreements that included a release of 
claims. The defendants include the employer, the plan and 
plan fiduciaries. The plaintiffs submitted an administrative 
claim to the defendants alleging ERISA violations due to 
investment in certain funds, and the defendants denied the 
claim. The plaintiffs timely appealed, and the defendants de-
nied that appeal, which exhausted the plaintiffs’ administra-
tive remedies. The plaintiffs filed a class action lawsuit assert-
ing a proposed class period that began just shy of seven years 
before the lawsuit was filed. The plaintiffs argue that they are 
entitled to a tolling of the statute of limitations during the 

time the administrative claim and appeal were pending. The 
defendants argue that summary judgment should be granted 
on all claims that occurred more than six years before the 
suit was filed due to the six-year time bar for claims of breach 
of fiduciary duty under ERISA Section 413. The defendants 
further argue that the six-year time bar under ERISA Section 
413 is a statute of repose that is not subject to equitable toll-
ing, as opposed to a statute of limitations, which would be 
subject to equitable tolling. While statutes of limitations are 
designed to encourage plaintiffs to promptly and diligently 
pursue their claims, statutes of repose are designed to protect 
defendants and ensure that they are free from liability after a 
legislatively determined period of time. The defendants con-
tend that a recent Supreme Court case and an Eleventh Cir-
cuit case established definitively that ERISA Section 413 is a 
statute of repose instead of a statute of limitations, and the 
court agrees. The plaintiffs argue that the defendants assured 
them they would be able to file suit after the administra-
tive process concluded. Had the plaintiffs immediately filed 
suit, this would have been true. However, they waited two 
years after the process was complete before filing this suit, 
and there is no indication that the defendants intended to 
waive the statute of repose. Accordingly, the court finds that 
the plaintiffs are not entitled to equitable tolling and that the 
complaint is time-barred; therefore, the court grants the de-
fendants’ motion for summary judgment. No. 1:11-cv-00784 
(N.D.Ga. May 2, 2018).


