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UNI TED STATES DI STRI CT COURT
EASTERN DI STRI CT OF M SSOURI
EASTERN DI VI SI ON
MARY WATSON,
Plaintiff,

No. 4:08 CV 518 RWE
DDN

M CHAEL J. ASTRUE,
Commi ssi oner of Social Security,

N N e e e N N N N N

Def endant .

REPORT AND RECOMMENDATI ON OF
UNI TED STATES MAG STRATE JUDGE

This action is before the court for judicial review of the final

deci sion of the defendant Conm ssioner of Social Security denying the
application of plaintiff Mary Watson for disability insurance benefits
under Title Il of the Social Security Act, 42 U.S.C. § 401, et seq. The
action was assigned to the undersigned United States Magi strate Judge
for review and a recommended di sposition under 28 U S.C. § 636(b). For
the reasons set forth bel ow, the undersigned recomrends that the ALJ' s
deci sion be affirned.

| . BACKGROUND
Plaintiff Mary Watson was born on June 29, 1960. (Tr. 7.) She is
5'2" tall with a weight that has ranged from 135 pounds to 150 pounds.
(Tr. 92, 390.) Sheis married and has three children. (Tr. 390.) She
conpl eted high school, three years of college, and conpl eted nursing

school at Barnes-Jewi sh Hospital. (Tr. 99.) She |ast worked as a nurse
for Barnes-Jew sh Hospital. (Tr. 30.)

On Novenber 21, 2005, Watson applied for disability insurance
benefits, alleging she becane di sabl ed on Cctober 15, 2003, on account
of fibronyalgia, arthritis, hypothyroidi sm asthma, depression, restl ess
|l eg syndrome, spine surgery for a herniated disk, bunion surgery,
m grai nes, gastroesophageal reflux disease (GERD), hernias, and
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inflammatory polyarthropathies.* (Tr. 44, 79, 93.) She received a
noti ce of disapproved clains on April 18, 2006. (Tr. 50-54.) After a
hearing on March 28, 2007, the ALJ deni ed benefits on August 14, 2007.
(Tr. 14-23, 27-43.) On March 24, 2008, the Appeals Council denied
plaintiff’s request for review, making the ALJ' s decision the fina
deci sion of the Conm ssioner. (Tr. 2-4.)

1. MEDI CAL HI STORY
On an unknown date, Watson conpleted a disability report. She

noted suffering fromfibronyalgia, arthritis, hypothyroidism asthmg,
depression, restless | eg syndrone, a herniated disk, hernias, bunions,
m grai nes, and GERD. She al so conpl ai ned of fatigue, and pain in her
neck, back, knees, head, feet, ankles, and wists. She could not sit,
stand, or walk for extended periods before feeling the pain. Watson
st opped wor ki ng on Cct ober 15, 2003, on account of the pain and fatigue.
She was no longer able to lift patients and perform her duties as a
nur se. From 1990 to 2003, Watson worked as a registered nurse on the
delivery floor at Barnes-Jew sh Hospital. As part of the job, she
frequently lifted fifty pounds or nore. Anpbng her nedications, Watson
t ook Al l egra and Rhi nocort for sinusitis, Anbien for sleep, Cynbalta for
depression, Darvocet, G ucosom ne, and Neurontin for pain, Fanotidine
for GERD and st omach probl ens, Rel afen as an anti-inflammatory, Skel axin
for muscle spasns, Synthroid for hypothyroidism and used an Al butero

i nhaler, a Flovent inhaler, and Tessal on pearls for asthm. Cynbal ta

Fi bronyalgia is a condition that causes fatigue, nuscle pain, and
"tender points."” Tender points are places on the neck, shoul ders, back,
hi ps, arms, or legs that hurt when touched. Fi bronyalgia is also
associated with difficulty sleeping, norning stiffness, headaches, and
problems with thinking and nenory. Medline Plus, National Institutes
of Health, http://ww.nlmnih.gov/nedlineplus/fibronyalgia.html (Iast
visited June 15, 2009).

Hypot hyroidism is the dim nished production of thyroid hornone,
leading to thyroid insufficiency, which is characterized by a |ow
metabolic rate, a tendency to gain weight, a strong desire for sleep,
and sonetimes nyxedemm, a skin disorder. Stedman’s Medical Dictionary,

755, 1020 (25th ed., Wlliams & WIkins 1990). A hernia is the
protrusion of a part or structure through the tissues normally
containing it. 1d., 707. Arthropathy is any di sease affecting a joint.
Id., 136.


http://www.nlm.nih.gov/medlineplus/fibromyalgia.html

and Synthroid caused fatigue, Fanmptidi ne caused heartburn, and Rel afen
caused upset stomach. (Tr. 92-100.)

On an unknown date, Watson conpleted a disability report appeal.
Her back pain had gotten worse since her last disability report. She
coul d barely wal k at tines and had pai n and nunbness in her |ower right
foot and I eg. She was | osi ng her bal ance i nexplicably, her hands becane
numb, and she had tingling in her right upper arm and shoul der. Anong
her medi cati ons, Watson took Aci phex for stomach probl ens, Effexor for
depr essi on, Al l egra, Anbien, Dar vocet , 3 ucoson ne, Neurontin
Rhi nocort Nasal Spray for sinusitis, Skelaxin, Synthroid, and used an
Al buterol inhaler, a Flovent inhaler, and Tessal on pearls. Synthroid

caused fatigue. |ndeed, Watson conpl ai ned of becom ng fatigued easily.
Most days it hurt to walk and sit. Watson would sonetines split the
pain pills because she did not |Iike feeling “under the influence.” (Tr.
134-42.)

On January 2, 2002, Watson saw Deborah Parks, M D. She was Si X
mont hs pregnant, and had been on disability for her pregnancy since
al nrost her first trinester because she was getting dyspeptic wth
exertion.? (Tr. 297.)

On August 21, 2002, Watson saw Dr. Parks. Watson had given birth
on May 6, and was havi ng sone troubl e with post-partumdepression. Her
asthma had been good, and she had not needed any inhalers. Dr. Parks
di agnosed her with keratosis, depression, though she was doing well,
asthma that was stable, and carpal tunnel syndrone.® (Tr. 296.)

On March 6, 2003, Watson saw Dr. Parks for an asthma flare-up. A
chest x-ray was unremarkabl e, and showed no active cardi ac or pul nonary
di sease. Dr. Parks attributed the asthma flare-up to environnental
factors, and i ncreased her Flovent. She al so recomended WAt son nodify
her environment. (Tr. 291-93, 309.)

On March 13, 2003, Mandar Pattekar, MD., reviewed an x-ray of
Wat son’ s esophagus. The x-ray showed no signs of narrow ng or masses.

2Dyspnea is shortness of breath, usually associated with disease
of the heart or lungs. Stedman’s Medical Dictionary, 480.

SKeratosis is any lesion on the skin marked by the presence of
circunscri bed overgrowth. Stednman’s Medical Dictionary, 823.
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There was a small hernia. The x-ray was in response to Watson’'s
di agnosed GERD and difficulty swallowing. (Tr. 273.)

On Sept enber 20, 2003, an x-ray of the chest was normal and showed
no evidence of any acute disease. The lungs were clear and wthout
focal infiltrates or consolidation. (Tr. 271.)

On Novenber 4, 2003, an MRl of Watson' s cervical spine reveal ed no
di sk abnormalities at C2-3, C3-4, C4-5, C5-6, and C7-T1.* The disk at
C6-7 showed slight degradation and evi dence of disk herniation. (Tr.
269-70.)

On December 10, 2003, Watson saw Dr. Parks conplaining of terrific
pain, and difficulties turning her head and raising her arm above her
head. Miscle relaxants had been ineffective. Witson thought she was
going to drop her 6-pound baby after holding himfor five mnutes. A
physi cal exam nati on showed Wat son was extremnely unconfortabl e and coul d
not make |ateral turns. She could passively abduct her arns to 90
degrees, but doing so against resistance provoked pain. Dr. Parks
suggest ed WAt son see Dr. Dan Riew, an orthopedi c surgeon, since she was
not responding to conservative treatment. (Tr. 289-90.)

On January 2, 2004, Watson saw Dr. Parks, conplaining of
gal actorrhea in both breasts.® Witson reported i nprovenent in her neck
pai n and dysest hesi as, but the pain was still severe enough that she was
t aki ng Darvocet, |buprofen, and Neurontin.® Wtson reported not being

4“The human spi nal colum consists of thirty-three vertebrae. There
are seven cervical vertebrae (denoted Cl1-C7), twel ve thoracic vertebrae
(denoted T1-T12), five lunbar vertebrae (denoted L1-L5), five sacral
vertebrae (denoted S1-S5 and fused together into one bone, the sacrum,
and four coccygeal vertebrae (fused together into one bone, the coccyx).
The cervical vertebrae formpart of the neck, while the | unbar vertebrae
formpart of the | ower back. The sacrumis inmedi ately bel owthe | unbar
vert ebrae. Stedman’s Medical Dictionary, 226, 831, 1376, 1549, 1710,
Plate 2.

Gal actorrhea is continued discharge of mlIk from the breasts
between intervals of nursing. Stedman’s Medical Dictionary, 628.

6Dysesthesia is an inpairnment of sensation, short of anesthesia.

It also refers to a condition in which disagreeable sensation is
produced by ordinary stinuli. Stedman’s Medical Dictionary, 476.
| buprofen, or Motrin, is an anti-inflammatory drug used to relieve pain
(continued...)




able to lift a spatula recently because of weakness in her right arm
Dr. Parks diagnosed her with glactorrhea and di sk herniation at C6-7.
(Tr. 289, 287.)

On January 7, 2004, Watson participated in physical therapy. She

conpl ained of tingling in her hands and upper extrenities. Kar en
Seaton, PT, found that Watson was tol erating her nedication well, and
showed some inprovenent in her range of notion. Her body | anguage

however, indicated she was in significant pain. Watson sat with eyes
cl osed and heavy breathing. (Tr. 210.)

On January 14, 2004, Watson participated in physical therapy. She
reported the pain | evel being 6/10 or 7/10. After physical therapy the
pain | evel dropped to 3/10, but the reduction did not |ast |ong. Watson
conpl ai ned of upper extremty synptons after trying to clean drawers.
Wat son was tolerating prescriptions well, but was unable to advance
t hrough the exercise program because of her increased pain |evel and
acute condition. (Tr. 208.)

On January 15, 2004, Watson saw Dr. Riewfor the first tine. Her
chief conplaints were neck pain and bilateral arm pain since Septenber
2003. Wat son was unable to carry her 20-nonth old daughter for
prol onged peri ods because of the pain. To date, Watson had under gone
a conservative course of treatnent: physical therapy, nassage and
ul trasound, and anti-inflanmatory nedi cati ons. A physical exam nation
showed Watson was “in obvious disconfort.” She was wearing a soft
col l ar around her neck because of the pain, and was reluctant to nove
her neck. Her neck pain was worse with flexion. Dr. Riew diagnhosed
Watson with altered sensation in sonme of her fingers and forearm and
a right armsmaller than her left arm Her reflexes were normal. X-
rays showed m ni mal spondyl osis and degenerative di sk di sease at C6-7.7

5(...conti nued)
and swelling. WebMD, http://ww. webnd. com drugs (last visited June 15,
2009) .

'Spondyl osis is the stiffening or fixation of the joints withinthe
vertebra. Stedman’'s Medical Dictionary, 1456.
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There was also nmild spurring at C4-5, C5-6, and C7-T1.% Dr. Riew
di agnosed her wi th a herni at ed nucl eus pul posus causi ng axi al neck pai n,
ri ght-sided radi cul opat hy, and hyperesthesia around C7.° She had failed
two epidural steroidinjections at C7-T1. Watson wanted to try surgery,
but Dr. R ew suggested one |ast epidural injection at C6-7. (Tr. 232-
33, 241.)

On January 19, 2004, Watson participated in physical therapy. She
was schedul ed to have surgery in February. (Tr. 207.)

On January 27, 2004, doctors reviewed a CT scan of Witson's
cervical spine. The CT scan reveal ed normal di sk configuration at C2-3,
C3-4, C4-5, Ch-6, and Cr7-T1. There was no spinal canal or neural
foram nal stenosis.! There was an osteophyte conplex at C6-7, but no
neural foram nal narrowi ng. The facet joints were normal . (Tr. 255.)

On February 17, 2004, Watson saw Dr. Riew conplaining of severe
ri ght arm pain and neck pain. A physical exanm nation reveal ed she had
full flexion and grip strength. She had paresthesias over the mddle
finger, but otherw se, was neurologically intact.?® X-rays showed mld
spondyl osis and a herni ated di sk at C6-7, causing radicul opathy. Dr.

8A spur, or calcar, is a small projection froma bone. Stedman’s
Medi cal Dictionary, 227.

%A herni ated nucl eus pul posus is a slipped disk along the spinal
cord. The condition occurs when all or part of the soft center of a
spinal disk is forced through a weakened part of the disk. University
of Maryl and Medi cal Center, http://ww. umm edu/ ency/articl e/ 000442. ht m
(last visited June 16, 2009). Radiculopathy is a disease of the spina
nerve roots. Stedman’s Medical Dictionary, 1308. Hyperesthesia is
abnormal sensitivity to touch, pain, or other stimuli. 1d., 739.

The neural foramen is the space through which nerve roots exit
the spinal canal to form peripheral nerves. Each foramen is a bony
canal forned by the pedicles of two adj acent vertebrae. Medcycl opaedi a,
http://ww. nmedcycl opaedi a. com ?tt _topic=. (last visited June 16, 2009).
Stenosis is the narrowing or constriction of any canal. Stedman’ s
Medical Dictionary, 1473. Spinal stenosis refers to the narrow ng of
the spinal cord. See id.

UThe facet joints are small stabilizing joints | ocated between and
behi nd adj acent vertebrae. See Stedman’s Medical Dictionary, 556.

2Par est hesi a i s an abnormal sensation, such as burning, pricking,
or tingling. Stedman’s Medical Dictionary, 1140.
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Ri ew woul d proceed with the artificial disk replacenment at C6-7. (Tr.
229.) Chest x-rays showed the lungs were clear, with no evidence of
pul nonary masses. (Tr. 253.)

On February 25, 2004, Watson underwent an anterior cervica
arthroplasty with an artificial disk replacenent.®® She was diagnosed
with a herniated nucleus pulposus and cervical spondylosis wth
radi cul opathy at C6-7. There were no conplications. (Tr. 234-35.) The
next day, an x-ray of her cervical spine showed arthroplasty at C6-7,
and mld soft tissue swelling consistent with recent surgery. (Tr
250.)

On March 4, 2004, Watson saw Dr. Riew, conplaining of nausea
vomting, and constipation followng cervical disk arthroplasty. A
physi cal exami nati on showed Tinel’s sign over the | eft calf.! Her notor
strength was normal, and she was able to heel wal k, though there was a
slightly altered sensation in her foot. Dr. Riew believed her foot
probl ems woul d resolve. (Tr. 228.)

On March 25, 2004, Watson saw Dr. Parks. WAt son’ s radi cul ar
synptons from her herni ated di sk had i nproved since the surgery. Yet,
she had sone burning dysesthesias in her left foot, and anot her epi sode
of spontaneous gal actorrhea. She was off all of her nedications except
for Synthroid and Vioxx.! Dr. Parks diagnosed Watson with an ora
ul ceration (for which she recomended Ml anta), galactorrhea, and
dysesthesias of the |l eft foot, which Dr. Parks attri buted to positioning
during anesthesia. (Tr. 288.)

On April 8, 2004, Watson saw Dr. Riew A physical exan nation
showed WAt son had sone altered sensation to |ight touch, but otherw se,

3An arthroplasty is an operation to restore, as far as possible,
the integrity and functional power of a joint. Stedman’s Medi cal

Dictionary, 136.

“Tinel’s sign is a sensation of tingling, or of “pins and
needles,” felt in the distal extremity of a |inb, when percussion is
made over the site of an injured nerve. Stedman’'s Medical Dictionary,
1422.

BVioxx was used to treat arthritis pain, but is no |onger
prescri bed. WebMD, http://ww. webnd. comdrugs (last visited June 16,
2009).
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had normal sensory notor reflexes. An x-ray showed the arthroplasty in
good position. Dr. R ew found Watson had excellent notion and good
al i gnment . (Tr. 227) That sanme day, an x-ray of Watson's cervical
spi ne showed no signs of fracture or spondylolisthesis.® (Tr. 240.)

On May 20, 2004, Watson saw Dr. Riew, three-nonths after her disk
arthroplasty. Watson still conplained of shoul der pain, but described
it as disconfort. She still experienced some nunbness and tingling in
her arms, but it was intermttent. A physical exam nati on showed WAt son
had normal notor strength and normal reflexes. X-rays showed the
artificial disk in good position. Dr. R ewdiagnosed her with some neck
pain and mld recurrent radicular synptons that were intermttent. He
recommended aerobi ¢ exercise and a three-nonth foll owup. (Tr. 225-26.)
An x-ray of the cervical spine showed strai ghtening of normal cervical
| ordosis, and di sk prosthesis at C6-7, without any abnormal notion with
flexion, extension, and lateral bending. (Tr. 239.)

On June 29, 2004, Watson participated in physical therapy. She
reported feeling okay. On the previous Sunday she had bad pai n, but the
day before that she had hel d her young daughter at church for about a
hal f-hour. (Tr. 199.)

On July 1, 2004, Judy Wehrle, PT, inforned Dr. Ri ew that WAtson
had shown i nproved range of notion in her cervical spine, but continued
to have pain with elevation of the upper extremties, particularly in
both shoulders and in her right arm \WAtson expressed a desire to be
able to use her arns for reaching, carrying, and lifting. (Tr. 159.)

On August 3, 2004, a note fromJudy Wehrle to Dr. Riew indicated
Watson missed a few appointnents in July because she had gone on
vacation. (Tr. 158.)

1Spondyl ol i sthesis is the forward nmovenent of the body of one of
the | ower | umbar vertebrae on the vertebra belowit, or upon the sacrum
Stedman’ s Medical Dictionary, 1456.

Yl ordosis is an abnormal extension deformity - usually in the form
of a backward curvature of the spine. Stedman’s Medical Dictionary,
894.




On April 5, 2005, an MRl of Watson’s cervical spine reveal ed nornal
motion at C6-7 (the location of the prosthetic disk), and m nimnal
degenerative di sk disease at C5-6. (Tr. 237.)

On August 19, 2004, Watson told Seaton that she was nuch better,
and had recently been able to carry/hold her sleeping, thirty-pound baby
for a short walk through a store. This was a big inprovenent. (Tr.
188.)

On Septenmber 2, 2004, Watson participated in physical therapy. She
t hought she had turned a corner. She had not taken her pain nedication
for the day, and was only having m niml soreness. She had al so been
wor ki ng hard on her exercises. She still conplained of tingling in her
hands when her arns were overhead. Seaton observed that Watson’'s
posture was noticeably better and that she was noving nore freely. (Tr.
184.)

On Septenber 7, 2004, Watson saw Dr. Riew. Her neck pain had
i nproved significantly, and she was able to pick up her baby. She
reported a sharp pain between the shoul der bl ades, which lasted for
about fifteen m nutes. This sensation happened four tinmes over the | ast
mont h, but did not get worse with activity, and spontaneously resol ved.
A physi cal exam nation reveal ed she was positive for Tinel’s sign, but
otherwi se, a motor reflex exam and sensory exam were normal. X-rays
showed the Bryan disk in good position, and she had excellent notion.
Dr. Ri ew found Wat son was doing better with better incorporation of the
artificial disk. He noted cubital and carpal tunnel syndrome. Finally,
he did not believe Watson’s chest pain was back-related. But even if
it was, “the synptoms sound too benign to do anything about it at this
time.” (Tr. 223-24.) That sanme day, an x-ray of the cervical spine
showed normal notion at C6-7 with flexion and extension. (Tr. 238.)

On Septenber 9, 2004, Watson participated in physical therapy. She
noted an increase in synptons following her |ast physical therapy
sessi on. Still, Watson indicated that Dr. Riew was pleased with her
progress. After therapy, Watson reported an episode of protracted
weakness. Jennifer Hirsch, PT, urged her to seek nedical treatnent.
(Tr. 182-83.)



On Septenber 10, 2004, Watson saw Dr. Parks, conplaining of
i ncreasi ng back pain and chest pain at night. She alnbst went to the
energency room because the chest pain was so0 severe. A physi cal
exam nati on showed her lungs were clear, her heart had no murnurs, and
she had no peripheral swelling. Her upper abdonen was tender. An EKG
showed no acute changes. Dr. Parks di agnosed chest pain and back pain,
likely gastrointestinal inorigin. Dr. Parks thought Watson m ght need
therapy for her depression. (Tr. 286.)

On Septenber 20, 2004, Watson told Jennifer Hirsch that she was
“definitely better,” and felt |ike her strength was inproving and she
was able to do nost of her exercises. H rsch discussed with Watson t he
idea of taking a break from physical therapy when her current
prescription expired. Watson was a little concerned about ending
physical therapy. (Tr. 180.)

On Septenber 27, 2004, Watson participated in physical therapy.
She conplained of pain and tingling in the upper thoracic region,
particul arly when perform ng her exercises. (Tr. 178.) That sane day,
Jennifer Hirsch wote to Dr. Riew, noting that Wat son had been attendi ng
physical therapy twice a week, with slow but steady progress. Hirsch
asked Dr. Riewto sign a prescription if the doctor approved of nore
visits. (Tr. 155.)

On Cctober 19, 2004, Watson saw Dr. Parks. She was feeling |ess
depressed, and no | onger having crying episodes. She was still having
increasing arthralgias, predomnantly in the joints.?!® Dr. Parks
di agnosed her with arthral gi as, GERD, and i nproved radi cul ar pain. (Tr.
285.)

On Cct ober 25, 2004, a physical therapy note indicated Watson still
si ghed, frompain, during exercises. Still, Jennifer Hirsch felt as if
Wat son had met her maxi mum potential with physical therapy. (Tr. 169.)

On Oct ober 28, 2004, Seaton conpleted an upper extremity progress

not e. Wat son suffered from nyofacial pain with radicular synptons.
From June 10, 2004, wuntil OCctober 28, Watson had visited physical
therapy twenty-five tines. According to the note, Watson did not

BArthralgiais severe joint pain, but not inflammatory. Stedman’s
Medical Dictionary, 134.
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experience pain every day. But when she did, evenings were the worst.
The pain was 5/10 at its worst, and 1/10 at its best. She felt
confortable with her exercises and felt she could follow up at hone.
Her posture showed slight inprovenent in |ower cervical flexion. Her
upper extremty strength was 4/5 or 5/5in all major groups. She showed
signs of intermttent tenderness adjacent to the cervical spine. In her
assessnent, Seaton thought Witson had “achieved all goals.” She
instructed her to stop exercising for one to two weeks, then to resune
at half-intensity in an attenpt to further reduce pain. Wtson was “to
continue her daily activity level as normal,” and could discontinue
physical therapy. (Tr. 167.)

On April 4, 2005, Watson saw Dr. Riew. She noted her neck pain
continued to inprove, but that she still had sone pain at the base
There was no radiating pain. A physical exam nation showed Wat son had
mnimally altered sensation to pinprick in the thunb and index finger,
but ot herwi se, sensation was normal. She had normal notor strength and
normal reflexes. Dr. R ew recommended aerobic exercise. (Tr. 222.)

On May 26, 2005, Watson saw Dr. Park conpl ai ning of depression
Wat son was sl eeping well, and Cynbalta was hel ping with her aches. (Tr.
283.)

On May 31, 2005, Watson had swelling around her kneecap. A
physi cal exam nation showed sone erythema wth sone soft tissue
t hi ckening of the bursa, but no effusion in the knee itself. She
mai ntai ned good range of notion. Dr. Parks prescribed Advil
Tri anti nol one cream and Cephal exin. 20 (Tr. 283.)

Erythema is inflanmatory redness of the skin. Stedman’'s Medica
Dictionary, 533. Effusionis the escape of fluid fromthe bl ood vessels
into the tissues or into a cavity. 1d., 491.

20Tri anti nolone cream is used to treat a variety of skin
condi tions, such as rashes and eczema. Cephalexin is an antibiotic used
to treat a variety of infections. WebMD, http://ww. webnd. cont dr ugs
(last visited June 16, 2009).
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On June 2, 2005, Dr. Parks found Watson’s cellulitis overlying the
patella to be “dramatically better.”? Her erythema was the size of a
dime. (Tr. 282.)

On June 28, 2005, Gary M Wassermann, MD., conducted a bone
m neral density study. The study showed Wat son had a normal density in
the | unbar spine, left fenmoral neck, and left hip bone. (Tr. 303.)

On Cctober 3, 2005, Watson saw Dr. Parks, conplaining of knee and
hi p pain. She had troubl e wal ki ng and was exhausted. Her npod was | ow
A physi cal exam nation showed significant crepitus in the knee, wth
pain around the fermur. Dr. Parks diagnosed her with fibromyal gia and
true osteoarthritis. She wanted Watson to reduce her Darvocet. Dr .
Par ks schedul ed physical therapy, and recomrended a followup in six
weeks. (Tr. 281.)

On Novenber 14, 2005, Watson saw Dr. Parks, conpl ai ni ng of hip and
knee pain. Wat son was unable to tolerate the Relafen because of
wor seni ng GERD. She was feeling very depressed. Dr. Parks found marked
crepitus in her left knee.? She suggested physical therapy for the
knee, and Effexor for her depression. (Tr. 280.) That sanme day, David
A. Rubin, MD., reviewed an x-ray of Watson’s | eft knee. Knee alignnent
was anatomc; there were no fractures or dislocations, there was no
effusion, and the joints were normal. (Tr. 236.)

On Decenber 1, 2005, Watson participated in physical therapy.
Wat son’ s di agnosis was fibronyalgia, with an onset date of six nonths
earlier. Her rehabilitation potential was marked as “good.” Her work
status was nmarked as “retired.” Watson also conplained of hip pain,
tai l bone pain, and | eft knee pain dating back six nmonths, with the pain
getting worse all the tinme. Watson reported pain with all activities,
and fatigue after wal king for thirty to sixty m nutes. Monica Nicastro,
MSPT, noted WAt son had good rehabilitation potential, but found Watson
reported “pain with all movenents.” (Tr. 376.)

21Cel lulitis is inflammtion of cellular or connective tissue.
Stedman’ s Medical Dictionary, 273.

2Crepitus, or crepitation, refers to crackling, and can be the
noi se or vibration produced by rubbing bone or irregular cartil age
surfaces together. Stedman’s Medical Dictionary, 368.
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On January 17, 2006, Watson participated in physical therapy. To
date, she had participated in 10 of 13 schedul ed appoi ntmrents. Nicastro

noted Watson’'s notivation was fair. Her work status was marked as
“retired.” (Tr. 375.)
On February 10, 2006, Watson conpleted a function report. 1In a

typi cal day, Watson played card ganes with her toddl er and nmade sinple
meal s. She m ght make her ki ds a snack when they got home from school.
She tried to rest during the day. At night, she made di nner, and hel ped
her 3-year old shower and get ready for bed. By this point she was
“totally exhausted.” The rest of the day, she mght do passive
exercises or take her children with her to go grocery shopping. | f
needed, she might do the |laundry. Watson took care of her husband and
her toddler, but noted that her other two children, a 14-year old and
12-year ol d, helped out a lot, finishing what she tried to start. (Tr.
101- 102, 108.)

Before her ill ness, Wat son was abl e to do what ever she wanted, from
working on the delivery floor, to painting, to holding her children
whi | e vacuum ng. Now, she was lucky to be able to wash the dishes
wi t hout having to stop. Her inmpairnments affected her ability to dress
and shower. Bending was difficult and showering |left her exhausted.
Wat son used to cook real mnmeals, but lately had just been preparing
frozen foods and pre-packaged nmeals. Watson’s children hel ped her do
[ aundry. Cleaning a single roomcould take all day. She was able to
drive a car, but after an hour, her back and hips hurt. I f she went
grocery shopping, she preferred to go with her children, so they could
help her |ift any groceries. Watson |like to enbroider and do crafts,
but it took a |lot of energy and concentration. She used to vol unteer
at her children’s school and attend sports activities, but was no | onger
able to do so. She only went places she had to go - like to school, to
the doctor’s office, or to physical therapy. (Tr. 102-06.)

Watson’ s inpairnment made it difficult tolift, squat, bend, stand,
wal k, sit, kneel, clinb stairs, remenber things, conplete tasks,
concentrate, follow instructions, use her hands, and get along wth
others. She could only lift a gallon of mlIk if she used both hands.



She could sonetinmes pick up her daughter, but could not hold her.
Wat son did not handle stress well. (Tr. 106-09.)

On February 14, 2006, Watson saw Dr. Ri ew, conpl ai ni ng of neck pain
and total body pain fromfibronyal gia. A physical exam nation showed
normal sensory, nmotor, and refl exes, except in the thunb and forefinger,
and a normal gait other than sl owwal king fromfibronyalgia. Dr. Riews
review of the x-rays showed good incorporation of the artificial disk
and excel |l ent preservation of nmotion and alignnent. Dr. R ew schedul ed
a followup in a year’s tinme. (Tr. 463.)

On February 28, 2006, Watson saw Dr. Parks for a followup of her
depression. She had trouble standing and sitting for |ong periods, and
had migratory joint pain. Dr. Parks diagnosed her with chronic | ower
back pain and hip pain, with the possibility of sone underlying
degenerative disk disease. (Tr. 455.) An MRl of the |unbar spine
revealed nmulti-Ilevel |unbar degenerative disk disease. (Tr. 460.)

On March 16, 2006, Watson conpl eted her physical therapy. She had
attended 20 of 29 schedul ed appoi ntnents. Moni ca Nicastro indicated
WAt son’s notivation was fair. Her work status was marked as “not
wor ki ng.” Watson reported her endurance was better, but that she still
got weak and tired doing certain things. Her pain was about the sane,
and she still had nausea. N castro noted Watson had partially nmet her
goals. She was able to lift her daughter wth | ess pain and coul d wal k
on a treadm Il for seven mnutes, but her pain level for daily
activities remained the sane. Because of her poor tolerance for
exerci se, Nicastro recormmended Watson try aquatic therapy. (Tr. 357.)

On March 21, 2006, Watson went to the energency room conpl aining
of chest pain. Mderate to heavy exertion produced the pain, which was
nmoderate to severe. A physical exam nation showed Watson was anxi ous
and wheezi ng. However, her chest was non-tender and she was in no
respiratory distress. Her condition was inproved on re-exam nation.
She was di agnosed with asthma, acute bronchitis, and chest pain. (Tr.
327-38.) Dr. Elizabeth McFarl and found no acut e cardi opul nonary changes
during her exam nation. The lungs were clear, there were no pleural
effusions, and the thoracic spine and bony structures were intact.
(Doc. 339.)



On March 23, 2006, Watson conpleted a functional health status
summary. As part of the summary, she indicated having “[q]Juite a bit
of difficulty” wal king two bl ocks and doi ng her usual housework. Her
health limted her ability to walk nore than a nmile. 1In the report,
Wat son reported pain all over her body - in her hips, shoul ders, arns,
neck, ankles, knees, and right foot. (Tr. 353-56.)

On March 31, 2006, Watson participated in range of notion testing.
Her grip strength, | ower extremty nuscle weakness, and upper extremty
strength were 4/5. Her effort was good for each. (Tr. 387-88.) That
sane day, Andrew Wayne, MD., a doctor of physical nedicine and
rehabilitation, wote to the Mssouri Departnment of Disability
Det ermi nati ons. Watson told Dr. Wayne she had mld difficulty with
prol onged driving, and difficulty with prol onged standi ng and wal ki ng.
A physi cal exam nation showed Watson had a slow gait with a bilateral
antal gic pattern. She al so rocked “back and forth constantly while
sitting down.” She had decreased sensation in her left leg, left foot,
right foot, and fingertips. She had typical fibronyal gi a tender points.
Straight leg raises were mldly positive for | ower back pain and she had
noderate restriction of notion in her shoul ders and | ower back. She had
normal notion in the el bows and forearnms. She did not appear to have
any difficulty breathing. Dr. Wayne di agnosed Watson with fi bronyal gi a,
osteoarthritis in the neck with disk replacenent at C6-7, depression
reasonably well-controlled with nedication, asthma controlled wth
medi cation, and a history of mgraines. Witson took Aciphex for her
GERD and did “not describe her G problems as being very severe.”
Synthroid seemed to be managi ng her thyroid function as well. In all
Dr. Wayne bel i eved Wat son’ s bi ggest functioning difficulty was from her
fi bronyal gia. Based on her fibronyal gia and other nedical issues, Dr.
Wayne would limt Watson to two hours of standing and/or wal king in an
ei ght - hour day. He did not believe she needed an assistive device. He
t hought she did not have any limtations for sitting or using her upper
extremties for fine notor activities. He thought she could only lift
ten pounds and drive no nore than thirty mnutes at a tine. (Tr. 389-
92.)



On April 7, 2006, Watson saw Allison Burner, MA., a licensed
psychol ogi st, for a psychol ogi cal evaluation. Wtson was cooperative
and had good eye contact during the exam Her speech was clear and she
deni ed any hallucinations. Her thought content was rational and
organi zed, with no evidence of paranoia, phobias, obsessions, or other
significant disorders. Watson reported needi ng hel p cooki ng, cl eaning,
grocery shopping, and doing |laundry. She could not sit, stand, or |ay
down confortably for any period of tinme. Burner found Watson had good
concentration and persistence, but found her chronic pain had caused
sone anxi ety and depression. Bur ner di agnosed her wi th adjustnent
di sorder with m xed anxi ety and a depressed nood, and assi gned her a GAF
score of 60.2 (Tr. 395-98.)

On April 14, 2006, Judith A. McGee, Ph. D., conpl eted a psychiatric
revi ew of Watson. Dr. MGee found Wat son needed an RFC assessnent, and
had non-nental inmpairments that required referral. Dr. MCGee found
WAt son had depressi on and adj ustment di sorder, with mld restriction of
her daily activities, noderate difficulties maintaining concentrati on,
but no difficulties mintaining social functioning. Wat son had no
epi sodes of extended deconpensation. Dr. MGee found Watson's
al l egations of depression and difficulty concentrating because of her
pain to be fully credible. She believed Watson retained the ability to
performsinple work. (Tr. 399-416.)

On April 18, 2006, Angela Hickerson, a disability exam ner,
conpl et ed a physi cal residual functional capacity assessnent. Hickerson
found Watson could lift ten pounds occasionally, |ess than ten pounds
frequently, stand and/or walk for about two hours in an eight-hour
wor kday, sit for six hours in an eight-hour workday, and perform

A GAF score, short for dobal Assessnent of Functioning, helps
summari ze a patient’s overall ability to function. A GAF score has two
conmponents. The first conponent covers synptomseverity and the second
conmponent covers functioning. A patient’'s GAF score represents the
wor st of the two conponents. On the GAF scal e, a score of 55 represents
noderate synptoms (such as flat affect and circunstantial speech,

occasi onal pani ¢ attacks), or noderate difficulty 1in social,
occupational, or school functioning (such as fewfriends, conflicts with
peers or co-workers). D agnostic and Statistical Mnual of Mental

Di sorders, 32-34 (4th ed., Anmerican Psychiatric Association 2000).
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unlimted pushing and pulling. She could only occasionally clinb,
crouch, and stoop, and had alimted ability to reach overhead. Because
of asthmm, she needed to avoi d even noderate exposure to funes, odors,
dusts, and gases. Hi ckerson found Watson’s fibronyalgia was well
docunented, and that she had the associated synptons. But because her
al l egations were nore restrictive than the totality of the evidence,
Hi ckerson found her allegations only partially credible. (Tr. 417-24.)

On June 22, 2006, Mchael E. Presti, MD., performed an upper
endoscopy and a colonoscopy, and took biopsy sanples. After the
procedures, he diagnosed Watson with a small hiatal hernia, but
ot herwi se normal esophagus, mld gastritis, tethering of the col on,
t hough wi thout any obvious abnormalities of the colon, and internal
henmorrhoids.? Dr. Presti advised Watson to continue with her acid-
suppression medication for the gastritis and GERD. Dr. Presti also
advi sed Wat son to undergo a foll ow up evaluation wi th an upper and | ower
endoscopy. (Tr. 444-49.)

On July 14, 2006, an MRl of the abdonen showed a tiny sinple cyst
in the liver, but otherwise, the |liver was unremarkable. There was no
mass, lesion, fluid collection, or abnormal enhancenent in the abdonen.
Bi opsies of the small intestine, stomach, |large intestine, and colon
al so showed no pathol ogies. (Tr. 442, 445, 452.)

On Septenber 19, 2006, Robert K. Duddy, DPM checked the boxes
i ndi cati ng Watson could sit, stand, and/or walk for six hours in an
ei ght - hour workday. Dr. Duddy had successful |y perforned buni on surgery
on Watson on July 19, 2005. (Tr. 426-27, 431-37.)

On Cct ober 13, 2006, Watson saw Dr. Parks, conpl ai ni ng of weakness
in her |ower extremties, feeling week, and bei ng of f bal ance. She al so
conpl ai ned of dysesthesias and chronic headaches. A physica
exam nati on showed an antalgic gait, that Witson was hyperreflexic
t hroughout, but had full strength in her upper extremties, and 5-/5

24A hiatal hernia forms at the opening in the di aphragm where the
esophagus neets the stomach. Part of the stomach pushes through this
openi ng causi ng a hiatal hernia. Most small hiatal hernias do not cause
probl ens. MayoClinic.com http://ww. mayoclinic.com health/hiatal -
her ni a/ DS00099 (|l ast visited June 16, 2009). Gastritis is inflammtion
of the stomach. Stedman’'s Medical Dictionary, 635.
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strength in her lower extremties.? Dr. Parks diagnosed Watson with
| ower extremty pain and weakness, likely due to |unbosacral disease.
(Tr. 454.)

On COctober 16, 2006, doctors reviewed an MRl of Watson’s | unbar
spine. The MRl revealed mld facet arthropathy at L2-3, L3-4, L4-5, and
L5-S1, but no central stenosis at any level. There were also signs of
bul gi ng, di sk dessication, and | oss of height at L2-3 and L3-4.26 The
di agnosis was mld |unbar spondylosis. (Tr. 458-59.)

On Decenber 4, 2006, Watson saw Dr. Parks. WAt son had seen a
neur ol ogi st recently, and the conclusion was that the vast majority of
her issues stemmed from fibronyal gi a. Dr. Parks counseled Watson to
seek “nonphar macol ogi ¢ means of hel ping her pain levels.” Dr. Parks was
going to send Watson back to physical therapy. (Tr. 454, 456.)

From Decenber 14, 2006, to January 30, 2007, Linda Medlock, M Ed.
LPC, saw Wit son. (Tr. 466.) During the Decenber 14 visit, Medlock
not ed Watson lived at home with her three children, and supervised the
househol d. She was able to drive, manage fam |y finances, and perform
i ght housework. She attended church once nonth, but it was painful to
sit. Her general health was good other than fatigue. Her hygi ene was
good, her fam |y and peer rel ati onshi ps were good, and she did not have
any suicidal thoughts. Her appearance was good, her affect and nood
were normal, and her speech was normal. Her goals were to keep up with
daily activities, to decrease her pain, and to be nore functional.
Medl ock assigned Watson a GAF score of 50.27 (Tr. 470-77.)

On February 28, 2007, Watson saw Christine Sigman, MD., for a
foll owup. Her hypothyroidi smhad inproved, but her fibronyalgia pain
was Wwor se. At the tine, she was taking Albuterol, Allegra, Anbien,

2Hyperreflexia is a condition in which the reflexes are
exaggerated. Stedman’s Medical Dictionary, 745.

26Di sk dessication is the drying out of the intervertebral disks.
Stedman’s Medical Dictionary, 422.

270n t he GAF scal e, a score of 50 represents serious synptons (such
as thoughts of sui ci de, severe obsessi onal rituals, frequent
shoplifting), or any serious inpairnment in social, occupational, or
school functioning (such as the inability to nake friends or keep a
job). Diagnostic and Statistical Minual of Mental Disorders, 32-34.
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Atrovent Cytonel, Darvocet, Effexor, Neurontin, Nexium Rhinocort,
Skel axi n, Synthroid, and Vivelle.?® Dr. Sigman di agnosed Watson with
hypot hyr oi di sm nenopausal and post - nenopausal di sorders, fibronyal gi a,
and di sorders of the skin. (Tr. 479-81.)

From Decenber 11, 2006, to April 16, 2007, WAtson participated in
physi cal therapy at RehablNetwork. (Tr. 497-529.) A progress note from
March 19, 2007, indicated Watson conpl ai ned of back pain, with the pain
increasing from any prolonged sitting or walking. Barb Yenmm PT,
observed that Watson' s cervical and |unbar range of notion was within
normal limts. Her bilateral upper extremty strength tested at 4+/5,
wi t hout any conpl aints of pain. Yenmbelieved Watson conti nued to meke
progress with increasing exercise reginmen. She had two episodes of
i ncreased pain follow ng increased activity, but overall continued to
see decreasing frequency and intensity of pain. (Tr. 512.)

On February 1, 2007, Watson's attorney, Donald Kohl, wote to Dr.
Parks, requesting she respond to a questionnaire “regarding the
claimant’s physical capacity to performtasks necessary to work.” On
March 26, 2007, Dr. Parks conpleted the questionnaire. As part of her
responses, she indi cated Wat son coul d only wal k 200 feet before needing
rest, sit for 2 hours continuously, stand 15 m nutes continuously, and
l[ift 10 pounds. (Tr. 492-92.)

In Septenber 2007, WAatson conpleted a request for review of the
ALJ’ s deci si on. In the request, she noted that she was unable to sit,
stand, or walk for even short periods wthout experiencing a |lot of
pain. She noted problens with fatigue, headaches, and pain in her neck
and back. She had not carried her child since she was a small baby.
She took naps because she could not help it; her fatigue was
overwhelmng. (Tr. 8-9.)

2Atrovent, or lpratropium is a bronchodilator used to treat |ung
di seases like chronic bronchitis and enphysema. Cytonel is used to
treat hypothyroidism Nexiumis used to treat acid-related stomach and
t hroat probl ens, such as acid reflux or GERD. Vivelle is a hornone used
to reduce nenopausal synptons. WebMD, http://ww. webnd. com drugs (| ast
visited June 16, 2009.)
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Testinmony at the Hearing

On March 28, 2007, Watson testified before the ALJ. She had | ast
wor ked as a regi stered nurse. She had not worked any other jobs within
the last fifteen years. Watson believed her fibromyal gi a was her wor st
i npai rment. The pain was worst in her | ower back and neck, but was al so
present in both her knees. Her fatigue and depression were two other
i npai rments that prevented her fromworking. Watson saw Dr. Parks and
Li nda Medl ock for her depression. Dr. Parks prescribed nedication
whil e Medl ock served as her therapist. Watson called the depression
over whel m ng. She also suffered from hypothyroidism which produced
fatigue. Watson suffered fromasthm, but she did not think the asthm
kept her from working. Watson had GERD as well. Taking |buprofen to
conbat her aches and pains gave her serious stomach issues. She had
stomach attacks nearly every day. (Tr. 27-33.)

I n February 2004, Watson had received a di sk replacenent, but had
not regained her strength following the procedure. Wat son stil
experienced pain. On a good day, the pain was 3/10, and on a bad day,
it was 7/10 or 8/10. On a bad day, Watson took Darvocet to relieve the
pain. But taking the pain medication made her dizzy and made it hard
to concentrate because she felt “high.” She tried to avoid taking
Darvocet because of its side effects. Wat son would also |lay down
several tinmes during a day to relieve the pain. She could not pick up
a gallon of mlk, because it would cause a ot of pain later on. She
took her children with her to the grocery store because she needed the
help. (Tr. 33-37.)

Her asthma did not keep her from working, but it did produce
shortness of breath. Watson’s depression caused her to get tearful
irritable, and short-tenpered. Her GERD gave her stomach pai n, made her
pass gas, and bel ch. Her stomach issues happened every night, but
Nexi um hel ped. She could not sit for very long, and was unable to go
to church for even an hour. Watson was able to sleep okay. (Tr. 37-
39.)

During the hearing, Gary Weinmholt testified as a vocati onal expert
(VE). The ALJ had the VE assume that Watson could |ift ten pounds
occasionally, less than ten pounds frequently, sit for six hours in an
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ei ght - hour wor kday, stand and/or walk for two hours in an eight-hour
wor kday, and occasionally clinmb, balance, kneel, and craw. The ALJ
al so had the VE limt overhead reaching and limt exposure to funes.
Finally, he was to assunme Watson coul d understand, remenber, and carry
out sinple instructions. Under these circunstances, the VE testified
that Watson could not return to her nursing job. However, the VE
bel i eved Watson coul d perform sone sedentary work - such as gl assware
and plastic assenbly work (DOT # 739.687-066) or pharmaceuti cal packing
j obs (DOT # 559.687-014). |If Watson had to |ay down for an hour, either
once or twice a day, she would not be able to performany work in the
nati onal econony. |If Watson also had crying spells, the inability to
mai ntain regul ar attendance, the inability to conpl ete a workday w t hout
interruption from psychol ogical synptons, the inability to perform at
a consi stent pace, and the inability to deal wi th normal workday stress,
the VE stated she would not be able to performany work in the nationa

econommy. (Tr. 39-43.)

I11. DECISION CF THE ALJ
The ALJ found t hat Watson suffered fromdegenerative di sk di sease,

j oint disease, fibronyal gia, and an adjustnent di sorder, and that these
i npai rments were severe. The ALJ also found Watson suffered from
m gr ai ne headaches, refl ux disorder (GERD), asthma, and hypot hyroi di sm
but that these inpairnents were not severe. Wtson had worked for many
years despite the asthma, her m grai nes were i nfrequent, and nedi cation
managed her reflux disorder and hypothyroidism (Tr. 17-19.)

The ALJ found the nedical evidence did not support a disability
finding. Watson underwent di sk repl acenent, but post-operative reports
fromDr. R ew showed normal notor strength, normal reflexes, and nostly
normal sensory ability. MRIs of Watson’'s | unbar spine showed only mld
degeneration, and reports from Dr. Parks showed mninmal left knee
degenerati on. Dr. Sigman found Watson had a normal gait, nornal
refl exes and neurol ogical results were intact. Knee exans were |argely
unr ermar kabl e. WAt son participated in physical therapy for her
fi bronyal gia, but a report fromthe therapist showed good i nprovenent
i n anbul ati on, endurance, and trunk and |ower extremty strength, and
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an increased tol erance for daily activities. Dr. Wayne found Watson did
not have any limtations in sitting or performng fine notor activities,
and concl uded Watson could lift up to ten pounds and stand and/or wal k
for two hours in an ei ght-hour workday. (Tr. 19-20.)

The ALJ di scount ed an opinion fromDr. Parks, which had stated that
Wat son could only stand fifteen minutes at a tine. The ALJ found this
concl usion was not supported by Dr. Parks’s own treatnment notes. The
ALJ al so di scounted Watson's allegations of mental disability, because
the nedical record did not reveal any ongoing nental health treatnent.
In addition, Watson had told her treating physician and Dr. Wayne t hat
her nedication was effective. Psychiatric exam nations by Dr. Sigman,
Dr. MGCGee, and Alison Burner did not reveal any serious nental
limtations. The ALJ gave alnpst no weight to the opinion of Linda
Medl ock. Medl ock was a |icensed professional counsel or, and counsel ors
are not considered nedical sources. In addition, WMedlock’s nenta
status eval uation of WAatson produced normal results. Finally, Watson
had not undergone any epi sodes of deconpensation. (Tr. 20.)

The ALJ found Watson not entirely credi ble. Watson cared for her
three young children, and the ALJ found the ability to care for a young
child inconsistent with all egations of a physical or nental disability.
The ALJ al so noted that Watson reported being able to lift her daughter,
despite claimng she could not lift a gallon of mlk. She told her
physi cal therapist she was retired, not di sabled. She clained she could
not sit for long periods of tine, but reported driving, watching
tel evision, and reading. Wat son conplained of flightiness and
difficulty concentrating, but she never told any doctors about these
side effects. Watson said she needed to |lay down during the day, but
no doctor had told her this was necessary. (Tr. 20-21.)

The ALJ concluded Watson nmamintained the RFC to |lift ten pounds
occasionally, lift less than ten pounds frequently, sit for six hours
in an eight-hour workday, stand and/or wal k for two hours in an eight-
hour wor kday, and occasionally crouch, kneel, crawi, and clinb. She
could not reach overhead on a repetitive basis, and needed to avoid
funes. Finally, the ALJ found Watson coul d understand and carry out
sinple instructions and non-detail ed tasks. Wat son was unable to
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perform her past duties as a nurse. However, the vocational expert
found Wat son coul d performwork as a product assenbl er or packager. The
ALJ found this credible evidence that Watson could perform other jobs
in the national econony. Accordingly, the ALJ concl uded Wat son was not
di sabled wthin the neaning of the Social Security Act. (Tr. 20-23.)

V. GENERAL LEGAL PRI NCIPLES
The court’s role on judicial reviewof the Comm ssioner’s deci sion

is to determ ne whether the Comm ssioner’s findings conply with the
rel evant | egal requirenents and i s supported by substanti al evidence in
the record as a whol e. Pate-Fires v. Astrue, 564 F.3d 935, 942 (8th
Cr. 2009). “Substantial evidence is |ess than a preponderance, but is

enough that a reasonable mnd would find it adequate to support the
Commi ssioner’s conclusion.” [d. In determ ning whether the evidence
is substantial, the court considers evidence that both supports and
detracts fromthe Commi ssioner's decision. 1d. As |ong as substanti al
evi dence supports the decision, the court may not reverse it nerely
because substantial evidence exists in the record that would support a
contrary outcone or because the court would have decided the case
differently. See Krogneier v. Barnhart, 294 F.3d 1019, 1022 (8th GCr.
2002) .

To be entitled to disability benefits, a claimnt nust prove she

is unable to performany substantial gainful activity due to a nedically
det erm nabl e physical or nmental inpairnent that would either result in
death or which has |lasted or could be expected to last for at |east
twel ve continuous nonths. 42 U.S.C. 88 423(a)(1)(D, (d)(1)(A),
1382c(a)(3)(A); Pate-Fires, 564 F.3d at 942. A five-step regulatory
framework is used to determ ne whether an individual qualifies for
disability. 20 C F.R 88 404.1520(a)(4), 416.920(a)(4); see al so Bowen
V. Yuckert, 482 U S. 137, 140-42 (1987) (describing the five-step
process); Pate-Fires, 564 F.3d at 942.

Steps one through three require the claimnt to prove (1) she is

not currently engaged in substantial gainful activity, (2) she suffers
from a severe inpairnent, and (3) her disability neets or equals a
listed inpairnment. Pate-Fires, 564 F.3d at 942. |If the claimnt does
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not suffer from a |listed inpairnent or its equivalent, the
Commi ssi oner’s anal ysis proceeds to steps four and five. 1d. Step four
requi res the Commi ssioner to consider whether the clainmant retains the
RFC to perform past relevant work. 1d. The clainmant bears the burden
of denonstrating she is no longer able to return to her past relevant
work. 1d. If the Comm ssioner determ nes the clainmant cannot return
to past relevant work, the burden shifts to the Comm ssioner at step
five to show the claimant retains the RFC to perform other work. 1d.

In this case, the Conm ssioner determ ned that Watson coul d not
performher past work, but that she naintained the RFC to performother

work in the national econony.

V. DI SCUSSI ON
WAt son argues the ALJ's decision is not supported by substanti al
evi dence. First, she argues the ALJ failed to evaluate her nental

i mpai rment, and any resulting functional [imtations. Second, she
argues the ALJ failed to accord adequate weight to the opinion of Dr.
Par ks. Third, she argues the ALJ erred by failing to recontact her
treating nedical providers. Fourth, she argues the ALJ erred in
di scounting the opinion of Linda Medlock. (Doc. 6.)

Ment al Eval uati on
WAt son argues the ALJ failed to evaluate her nmental inpairnent.
Feder al regul ati ons provi de speci al procedures for the Comm ssi oner
to followin evaluating nental inmpairments. 20 CF. R 8§ 404.1520a(a);
Tilley v. Astrue, No. 4:07 CV 801 FRB, 2008 W. 4402219, at *13 (E.D. M.
Sept. 24, 2008). First, the Comm ssioner nust evaluate the claimnt’s

pertinent synmptons, signs, and | aboratory findi ngs to determ ne whet her
the cl ai mant has a nedically determ nable nental inpairnent. 20 C F. R
8§ 404. 1520a(b)(1). If the claimant has a nedically determ nabl e nent al
i npai rment, the ALJ nust descri be the synptons, signs, and findi ngs that
substantiate the inmpairment. 1d.

Second, the ALJ nust characterize the severity of the nental
inpairment. 20 C.F.R § 404.1520a(b)(2). The ALJ does this by rating
the extent of the claimant’s functional loss in the areas of: 1) daily
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living, 2) social functioning, 3) concentration, persistence, or pace,
and 4) epi sodes of deconpensation. 20 C.F.R 8 404.1520a(c)(3). |If the
claimant’s functional loss in the first three areas is only mld, and
there have been no epi sodes of decompensation, the ALJ will generally
concluded that a claimant’s nental inpairnent is not severe. 20 C.F.R
8§ 404.1520a(d)(1). If the ALJ finds the inpairment is severe, the ALJ
must determine if the inpairment nmeets a |listed nental disorder. 20
C.F.R § 404.1520a(d)(2). If the ALJ finds the inpairnment is severe but
does not neet a listed disorder, the ALJ perforns an RFC assessnent.
20 CF.R §& 404.1520a(d)(3). At the hearing stage, the ALJ nust
docunent the application of these procedures in the decision. 20 C.F. R
8§ 404.1520a(e). |If the ALJ fails to follow the appropriate procedure
for evaluating the severity of a claimant’s nental inpairnment, the
deci sion nust be remanded. Tilley, 2008 W 4402219, at *14.

In this case, the ALJ properly eval uated Watson’s al |l egati ons of
mental inpairment. In his opinion, the ALJ noted WAatson had under gone
psychol ogi cal evaluations by Dr. Sigman, Allison Burner, and Judith
McGee, and that these exam nations were unremarkable and showed no
significant mental limtations. The ALJ al so noted that one of Watson’s
GAF scores indicated only noderate synptons. Finally, the ALJ
specifically found that Watson had no epi sodes of deconpensation, no
difficulties maintaining social functioning, no nore than mld
restrictions of daily living activities, and no nore than noderate
difficulties maintaining concentration, persistence or pace. Under the
ci rcunstances, the ALJ properly followed the procedure for evaluating
the severity of Watson’s mental inpairnent.

More to the point, substantial evidence supports the ALJ s
conclusion that Watson’s nental inpairnents were not disabling. In
March 2006, Watson told Dr. Wayne that her depression was reasonably
wel |l -controlled with nmedi cati on. In April 2006, Allison Burner found
Wat son was rational and organi zed, with no evidence of any significant
di sorders. That sanme nmonth, Judith MGee concluded Watson had no
epi sodes of extended deconpensation. |In Decenber 2006, Linda Medl ock
found Watson did not have any suicidal thoughts, was able to manage her
fi nances and performlight housework, and had normal speech and affect.

- 25 -



There is no evidence in the record that Watson received aggressive
mental health treatnment, or that she was hospitalized for mental health
reasons. She never voiced any suicidal thoughts, delusions, or
hal | uci nati ons. After reviewi ng the nedical record, substantial nedical
evidence supports the ALJ's determination that Witson’s nental
i mpai rments were not disabling. See Jones v. Callahan, 122 F.3d 1148,
1153 (8th Cir. 1997) (ALJ properly concl uded that claimant did not have
a severe nental inpairnment, where claimant was not undergoing regular

ment al - heal th treatnent or regul arly taking psychiatric nedications, and
where his daily activities were not restricted fromenoti onal causes).

Wei ghi ng Medi cal Testi nony

Wat son argues the ALJ failed to accord adequate weight to the
opi nion of Dr. Parks. She also argues the ALJ erred in discounting the
opi ni on of Linda Medl ock.

The ALJ has the role of resolving conflicts anong the opi ni ons of
various treating and exam ni ng physicians. Pearsall v. Massanari, 274
F.3d 1211, 1219 (8th Cir. 2001). The ALJ may reject the concl usions of
any nedi cal expert, whether hired by the government or the claimant, if

they are inconsistent with the record as a whole. 1d. Normally, the
opinion of the treating physician is entitled to substantial weight.
Casey v. Astrue, 503 F.3d 687, 691 (8th Cr. 2007). The opinion of a
consul ting physician, who exanmnes a claimnt once, or not at all

generally receives very little weight. Singh v. Apfel, 222 F.3d 448,
452 (8th Cir. 2000).
Still, the opinion of the treating physician is not conclusive in

determ ning disability status, and nust be supported by nedically
acceptable clinical or diagnostic data. Casey, 503 F.3d at 691. The
ALJ may credit other medi cal eval uati ons over the opinion of a treating
physician if the other assessnents are supported by better or nore
t hor ough medi cal evi dence, or when the treating physician’s opinions are
internally inconsistent. Guillianms v. Barnhart, 393 F. 3d 798, 803 (8th
Cir. 2005); Cantrell v. Apfel, 231 F.3d 1104, 1107 (8th Cir. 2000). In
det erm ni ng how nuch wei ght to give a treating physician’s opinion, the




ALJ nust consider the length of the treatnment relationship and the
frequency of exam nations. Casey, 503 F.3d at 692.

In March 2007, Dr. Parks provided her opinion about Watson's
ability to perform certain tasks. However, the ALJ discounted this
opinion, finding it was not supported by the doctor’s own treatnent
not es. Subst anti al evidence supports the ALJ's decision to discount
t hi s opi ni on.

In March 2007, Dr. Parks conpleted a questionnaire, in which she
i ndi cat ed Wat son coul d only wal k 200 feet before needing rest, stand for
15 mnutes at a time, sit for 2 hours at atine, and |lift no nore than
ten pounds. However, there is no nedical support or analysis behind
these summary concl usions. See Browning v. Sullivan, 958 F.2d 817, 823

(8th Cr. 1992) (noting that a conclusory diagnosis |etter does not
overcone substantial evidence to the contrary). |Indeed, Dr. Parks had
not exam ned Watson wthin several months of conpleting the
guestionnaire. The questionnaire was conpleted in response to a letter
from Watson’ s attorney, requesting that she “respond to the questions
set forth on the attached Exhibit A . . .” (Tr. 492.)

In contrast to this opinion, Dr. Parks found Watson had full
strength in her upper extremties, and 5-/5 strength in her | ower
extrem ties during an examin October 2006. Two nonths |l ater, Dr. Parks
counsel ed Watson to seek “nonpharmacol ogi ¢ neans of hel ping her pain
| evel s,” and recomrended nore physical therapy. There is no evidence
from prior visits that Dr. Parks ever found Watson had the type of
limtations she indicated in the 2007 questionnaire.

In his opinion, the ALJ noted the inconsistencies between Dr.
Parks’s 2007 | etter and her other treatnment notes. Accordingly, the ALJ
articul ated a sufficient reason for di scounting the opinions in the 2007
guesti onnaire. See Guillians, 393 F.3d at 803; Cantrell, 231 F.3d at
1107.

The ALJ also discounted the opinion of Linda Medl ock. I n
di scounting her opinion, the ALJ noted that a counselor is not an
acceptable nedical source, her opinions were inconsistent with the
record as a whol e, and her opinions were internally inconsistent.



During the Decenber 14 visit, Linda Medlock found Watson was in
good general health, with a normal appearance, normal affect, and good
hygi ene. Her famly and peer relationshi ps were good, and she did not
have any suicidal thoughts. Yet, Medl ock assigned Watson a GAF score
of 50, which represented serious synptons (such as thoughts of suicide),
or any serious inpairnment in social or occupational functioning (such
as the inability to make friends or keep a job). G ven the clear
i nternal inconsistency between her findings and the GAF score, the ALJ
did not err in discounting the opinion of Linda Medlock. See Guillians,
393 F.3d at 803; Cantrell, 231 F.3d at 1107.

Recont acti ng Physi ci ans

Wat son argues the ALJ should have recontacted Watson's treating
physician if he found the records were inconsistent.

A social security hearing is a non-adversarial proceeding, which
requires the ALJ to fully and fairly develop the record. Ellis v.
Barnhart, 392 F.3d 988, 994 (8th Cir. 2005). But while the duty to
fully develop the record may include the obligation to recontact a
treating physician for clarification of an opinion, “that duty arises
only if a crucial issue is undeveloped.” [d. Under the Code of Federa
Regul ations, the ALJ will recontact a nedical source only where the
evidence froma treating physician is inadequate to reach a decision

20 C.F.R 8 404.1512(e); Goff v. Barnhart, 421 F.3d 785, 791 (8th Gir.
2005). “We will seek additional evidence or clarification from your

medi cal source when the [source’s] report . . . contains a conflict or
anbi guity that nust be resolved, the report does not contain all the
necessary information, or does not appear to be based on nedically
acceptable . . . techniques.” 20 C.F.R § 404.1512(e). The duty to
recontact a medical source is triggered when the evidence is
insufficient to make an infornmed determ nation - not when the evidence
isinsufficient to make a favorable determ nation. Pearson v. Barnhart,
No. 1:04-CV-300, 2005 WL 1397049, at *4 (E.D. Tex. My 23, 2005).

Wat son argues the ALJ should have recontacted her treating

physi ci an, but does not specify exactly which treating physician is at
i ssue. In addition, she does not detail which issues she believes
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remai n undeveloped. In his opinion, the ALJ does not state that the
evi dence at hand is insufficient to make an informed decision. On the
contrary, the ALJ described several nedical visits during which Watson
was found to have normal notor strength, normal sensory ability, mld
or minimal degeneration in the knees and back, normal reflexes, and no
serious nental limtations. |ndeed, the record is over 500 pages |ong,
i ncl udes nedi cal visits running fromJanuary 2002 to February 2007, and
i ncludes testinony from a range of sources, including a vocational
expert. There is no evidence that a crucial issue was undevel oped or
that the evidence was insufficient to make an inforned determ nation.
The ALJ did not err by failing to recontact a treating physician.

VI. CONCLUSI ON
For the reasons set forth above, it is the recommendati on of the

under si gned that the decision of the Conm ssioner of Social Security be
affirmed under Sentence 4 of 42 U S.C. § 405(09). The parties are
advised that they have ten days to file witten objections to this
Report and Recomrendati on. The failure to file tinely witten
obj ections may waive the right to appeal issues of fact.

[ S/ David D. Noce
UNI TED STATES MAG STRATE JUDGE

Si gned on June 22, 2009.



