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UNI TED STATES DI STRI CT COURT
EASTERN DI STRICT OF M SSQURI
EASTERN DI VI SI ON
JOHN R GRAHAM
Plaintiff,
V. No. 4:11 CV 58 DDN

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

N N (L N e N N N

Def endant .
MEMORANDUM

This action is before the court for judicial review of the final
deci sion of defendant Conmissioner of Social Security denying the
applications of plaintiff John R Gaham for disability insurance
benefits under Title Il of the Social Security Act, 42 U.S.C. § 423, and
for suppl enmental security incone under Title XVI of that Act, 42 U S C
§ 1382. The parties have consented to the exercise of plenary authority
by the undersigned United States Magi strate Judge pursuant to 28 U S.C
8§ 636(cC). For the reasons set forth below, the court affirns the
deci sion of the Admi nistrative Law Judge (ALJ).

| . BACKGROUND
Plaintiff, who was born in 1950, filed applications on July 2,

2009, alleging a January 1, 2004 onset date, due to coronary artery
di sease (CAD), peripheral vascul ar di sease, chroni c obstructive pul monary
di sease (COPD), hypertension, seizure disorder, post traumatic stress
di sorder (PTSD) arising from nmilitary service in Vietnam recurrent
syncope epi sodes, and high cholesterol. (Tr. 119-21, 162.) His clains
were denied initially, on reconsideration, and after a hearing before an
ALJ. (Tr. 9-17, 52-54, 56-61, 64-67.) On Novenber 13, 2010, the Appeal s
Council denied his request for review (Tr. 1-3.) Thus, the decision
of the ALJ stands as the final decision of the Comm ssioner.

Il. NMEDI CAL H STORY
From February 19-20, 2009, G aham was admitted to the Veterans

Adm ni stration Medical Center (VA) for chest pain and hypertensive
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ur gency. The physician noted a history of CAD, two angioplasty
procedures and stenting, hypertension, hyperlipidema or high blood
chol esterol, and sei zure di sorder. The physician opined his pain could
have been induced by the stress of his wife's death on January 29, 2009.
He was admi ni stered nedications. His anti-seizure nedication was not
restarted due to a history of non-conpliance. (Tr. 419-22.)

On February 27, 2009, upon referral, Grahamsaw psychol ogi st Patrice
Pye, Ph.D., for nood disturbance and anxiety following his wife's death
three weeks earlier. He reported suicidal ideation a few days prior.
Dr. Pye noted a tearful nood, anxiety, |ow nood, sleep disturbance, poor
concentration, |low energy, and occasional suicidal ideation. She
di agnosed “conplicated bereavenent.” (Tr. 1098-1100.)

On March 11, 2009, G ahamwas seen at the VA for cervical back pain
and ot her conplaints. He reported neck pain radiating to the | ow back
and was taking Vicodin and Tranadol . H s other nmedications included
Naproxen, a non-steroidal anti-inflanmatory drug, and Metoprolol and
Enal april, both used to treat high bl ood pressure. Cervical and thoracic
i magi ng studi es reveal ed degenerative changes and suggested spondylitis
or inflammation of the spinal vertebrae. The physician' s inpression was
degenerative joint disease (DID). G ahamwas advised to exercise, |ose
wei ght, and stop snmoking. (Tr. 1089-91.)

On March 13, 2009, G aham was seen at the VA for an initial
consultation and psychiatric appointnent with a psychiatrist, Antonina
Gesmundo, M D. He had been experiencing anxi ety and depressi on fol |l ow ng
his wife’s death. G ahamreported trouble sleeping, poor appetite, |ow
energy, lack of interest in doing anything, and crying a |ot. Dr.
Gesmundo noted depressed and dysphoric or sad nood, as well as blunted
affect or lack of enotional reactivity. He was 5 feet 5inches tall and
wei ghed 252 pounds. Dr. Gesnundo di agnosed depression and anxiety and
assi gned a d obal Assessnent of Functioning (GAF) score of 60, indicating
“noderate” synptons. (Tr. 1082-89; Anerican Psychiatric Ass'n
D aghostic and Statistical Mnual of Mental Disorders 32-34 (4th Ed.
2008) (DSM1V)).

On March 18, 2009, a colonoscopy revealed henorrhoids and

di verticulosis or the presence of diverticula or pouchlike sections in
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t he col on. (Tr. 1072-73.) On March 26, 2009, VA records from a
hypertensi on consultation noted a history of coronary artheroscl erosis,
beni gn hypertension, shoulder pain, back pain, DID, anxiety, and
transient ischemc attack (TIA), which occurs when blood flowto a part
of the brain stops for a brief period of tinme. (Tr. 1066.)

On April 9, 2009, G aham was seen at the VA for cardiac and ot her
conditions. (Tr. 1061.) He was diagnosed with chest pain and unstabl e
angi na. He was prescribed Plavix, used to prevent strokes and heart
attacks; Hydrocodone, a narcotic analgesic used to relieve pain and
cough; and Naproxen. (Tr. 1063.)

Also on April 9, 2009, G aham had a suicidal ideation and plan,
i ncludi ng thoughts of cutting his wists with a knife. (Tr. 1059-60.)
He reported feelings of depression since his wife's death. (Tr. 1030.)
He denied any history of depression prior to his wife's death. He was
al so very stressed over circunstances with his son who had recently noved
in with him after being released from prison and who was being very
di srespectful of him He stated “he just couldn’t take it anynore.”
(Tr. 1030.)

At the advice of his psychol ogist, Lauren Mensie Ph.D., he was
admtted to the VA on April 9, 2009 for severe major depressive disorder
where he stayed until April 13, 2009. (Tr. 408-09.) H s GAF score was
40 at the tinme of adm ssion, which indicates inpairnment in reality
testing or comunication, or najor inpairment in several areas, such as
work or school, fanily relations, judgnment, thinking, or nood. DSMIV
at 34. Hs GAF score was 50 at discharge, representing “serious”
synmptons. (Tr. 409-10; DSM IV at 34.)

From April 28 through May 8, 2009, G ahamwas again adnitted to the
VA for chest pain and suicidal ideation. He reported experiencing chest
pain during the two weeks prior to adm ssion. He was a pack-a-day
cigarette snoker for 40 years. Notes state he had started drinking
whi skey daily. He was nonitored for suicidal thoughts. He was placed
on medication and his nental status gradually inproved, i.e., his npod
was better. He was attending support groups and was conpliant with
medi cations. He was discharged into his own care. Hi s diagnoses upon



di schar ge i ncl uded bereavenent, adjustnent di sorder with depressed nood,
and al cohol abuse.

On May 6, 2009, his GAF score was 61, and on May 7, it was 45. (Tr.
395-407, 893.)

Graham saw Dr. Mensie again on May 11, 2009 for grief related
i ssues. Hs mod was "mldly” dysthymic or depressed. He denied
hopel essness and was future oriented. He had strong famly support and
appropriate hel p-seeki ng behavi or. He was instructed to return for
followup. (Tr. 866-68.) He was also seen in the chiropractic clinic
t hat day. An X-ray of his lunbosacral spine showed mld |ow back
osteoarthritis. (Tr. 1219-22.)

FromMay 18 to 19, 2009, Grahamwas admitted to the VA hospital for
CAD. He reported shortness of breath, nausea, and frequent panic
att acks. He underwent outpatient cardiac catheterization. He was
di scharged on Plavix, used to prevent heart attacks and strokes, and
schedul ed for foll owup. (Tr. 393-95.) He continued with foll ow up from
May t hrough July 2009. (Tr. 686-810, 812.)

From June 20 to 23, 2009, Graham was admitted to St. John’s Mercy
Hospital for low blood pressure and syncopal or fainting episodes,
particularly when getting up from a seated position. He reported
mul ti pl e syncopal episodes over the past several nonths. A CT scan of
the brain was conpatible with prior strokes. Doctors opined his
psychiatric nedications night have been contributing to his | ow bl ood
pressure. He did not have any apparent seizure activity. Hi s discharge
di agnoses were syncope; hypotension or | ow blood pressure; dehydrati on;
acute renal failure; seizure disorder; CAD; hypertension; PTSD;, tobacco
dependence; dyslipidenia or abnormalities in lipids or lipoproteins in
the blood; and a probable old cerebrovascular accident. He was
instructed to stay hydrated, to use his air conditioning, and to stop
snmoking. His condition upon discharge was “good.” (Tr. 311-13.)

On August 25, 2009, Grahamwas seen for a psychol ogi cal follow up.
He described his nood as “good,” but reported a | ow nbod one to two weeks
earlier. He also reported passive thoughts of death during the week
prior but denied any thoughts of suicide. (Tr. 1282-84.)



On Sept enber 22, 2009, G ahamwas seen for psychol ogi cal foll ow up,
reporting that his nood was “real good.” Hi s affect was “bright.” (Tr.
1273.) He had good social support fromhis fanmly. He had purchased a
dog, net a newgirlfriend, was researchi ng enpl oynent opportunities, and
had applied for social security incone. He was nore ani mated and upbeat
than in earlier sessions, which his therapist opined was probably due to
his new girlfriend. He continued to experience |ow energy and
concentration problens. (Tr. 1272-74.)

Duri ng a Novenber 13, 2009 neurol ogi cal eval uati on, G ahamreported
that he was doing “OK’; that he was unable to stand nore than 20 mi nutes
at a tine due to back pain; and that he had 15 seizures in the last four
nont hs. The diagnostic inpression was post traumatic seizures. Hi s
medi cations were adjusted and he was instructed to followup in three
months. (Tr. 1270-72.)

On Novenber 15, 2009, Grahamwas seen for a laceration to his left
hand, sustai ned while skinning a deer. The | aceration was sutured, and
the sutures renmoved two weeks later. (Tr. 1169-77.)

On Novenber 20, 2009, G aham saw Dr. Mensie for followup for his
issues with grief and depression. At that tinme he had not had any
t houghts of suicide for nonths. He described hinself as “really happy.”
He denied any synptons of depression, any problens with anxiety, and
reported “stable” functioning. (Tr. 1269.) He reported occasional tines
when he felt down and had | ow notivation. Dr. Mensie noted inprovenent
in Graham s nmood and di scussed coping strategies. Dr. Mensie noted that
Grahamis therapeutic goals of nood stabilization and maintaining his
safety had been acconplished, and that he did not have any new goals for
t her apy. He denied any distress and reported regular use of healthy
coping strategies. He declined to schedule a foll ow up appointment and
woul d instead return as needed. (Tr. 1268-69.)

G aham next saw Dr. Mensie on February 1, 2010. Dr. Mensi e noted
a mldly dysthym c or depressed nobod, anong other things. Records note
continued difficulties with concentration. G aham di scussed a recent
argument with his son on the anniversary of his wfe' s death. He
described a recent suicidal ideation with a vague plan but no intent.
He stated that he had coped with the ideation by keeping a journal of his
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feelings, which he found hel pful. The plan was to followup in one week
by tel ephone. (Tr. 1263-65.)

On February 1, 2010, Dr. Mensie prepared a Mental Medical Source
St atenent (MSS). Concerning activities of daily living, Dr. Mensie
i ndi cated noderate [imtationw th functioni ng i ndependent!ly and behavi ng
in an enotionally stable manner; marked limtation with coping wth
normal stress; and no lintation in adhering to basic standards of
neat ness and cl eanli ness. Regarding social functioning, Dr. Mensie
i ndi cated noderate limtation relating to famly and peers, interacting
with the public, and nmai ntaining socially acceptabl e behavi or. She noted
marked limtation with accepting instructions and criticism and wth
requesti ng assi stance. Regardi ng concentration, persistence or pace, Dr.
Mensi e indicated noderate |imtation with respect to making sinple and
rational decisions and sustaining an ordinary routine wthout special
supervi si on, and marked Ilimtation mmintaining attention and
concentration for extended periods and respondi ng to changes in the work
setting. (Tr. 1181-84.)

Dr. Mensie opined that G ahamwould require three or nore absences
per nonth and would arrive late or leave early fromwork at |east three
ti mes per nonth. She diagnosed recurrent nmjor depressive disorder,
noting his tw hospitalizations for suicidal ideation in 2009. She
opi ned that while G aham s functioning had beconme nore stabl e since that
time, it would still negatively inpact his ability to mintain
enpl oynent . Dr. Mensie did not conplete the section in the MsS
addr essi ng “sustai ned and regul ar performance,” noting that she coul d not
provide this informati on because doing so would require guessing. (Tr.
1181-84.)

G aham continued to be seen at the VA for his various conditions
during February and March 2010. (Tr. 1185-1263.) On April 16, 2010, he
was seen in the energency room(ER) at M ssouri Baptist Sullivan Hospital
following a seizure the night before. The ER physician advi sed G aham
that his Dilantin |level was |ow, called the VA about his condition, and
advi sed G ahamto go to the VA that day. (Tr. 1296-300.)



Testinony at the Hearing

On June 30, 2010, Grahamappeared and testified to the follow ng at
a hearing before an ALJ. (Tr. 23-50.) He has an ei ghth grade educati on.
He has past work in asbestos renoval, construction, doing line work in
a factory, and as a janitor. (Tr. 26-27, 47.)

He has back probl ens, shoul der pain, and seizures. He has had two
heart attacks and a stroke. Medication does not al ways control his bl ood
pressure. He has received nental health treatnent, including therapy
after having suicidal thoughts. He has had approximately 40 seizures
within the prior year, and takes his anti-seizure nedication regularly.
He uses an inhaler for his cardiac condition and for shortness of breath.
He snokes a pack of cigarettes per day. (Tr. 28-36.)

He cannot wal k for nore than about 20 m nutes due to shortness of
breath. He can stand for only about 15 minutes. He cannot lift a gallon
of milk repeatedly. He has constant pain in his | egs and back and takes
sl eep nedication. He naps for an hour or so about four days per week.
He gets depressed and anxious, particularly when in crowds. He snokes
marij uana occasionally for pain. (Tr. 37-44.) He denied that he was a
hunter or that he had ever had an accident involving a knife. (Tr. 43.)

Vocati onal Expert (VE) Del ores Gonzal es al so appeared and testified
at the hearing. The ALJ asked the VE to assune a hypot heti cal individual
of Grahani s age and educati onal background who could lift and carry 20
pounds occasionally and 10 pounds frequently; stand or wal k for six out
of eight hours; sit for six hours; and occasionally clinb stairs, ranps,
ropes, ladders, and scaffolds. The individual could understand,
renenber, and carry out sinple instructions to non-detailed tasks,
respond appropriately to supervisors and co-workers, adapt to routine
si mpl e work changes, and take appropriate precautions to avoid hazards.
In response, the VE testified that the individual could performG ahanis
past relevant work (PRW as a production assenbler. (Tr. 47-48.)

The ALJ then asked the VE to assune a hypothetical individual with
the limtations set forth by Dr. Mensie. The VE testified that
enpl oyment woul d be precluded under that hypothetical. (Tr. 48-49.)



IIl. DECISION OF THE ALJ
On August 27, 2010, the ALJ issued an unfavorable decision. (Tr.
9-17.) At Step One, the ALJ found that Gaham had not engaged in
substantial gainful activity since March 11, 2009, the date after a prior

ALJ decision, or after January 1, 2004, his alleged onset date. (Tr.
12.)

At Step Two, the ALJ found that G aham had severe inpairnments of
obesity, CAD, cardiogenic syncope, degenerative disc disease of the
| unbar spi ne, major depressive disorder, polysubstance abuse, and PTSD.
At Step Three, the ALJ found that Gaham did not suffer from an
i mpai rnment or conbination of inpairnments of a severity that neets or
medi cal ly equal s the required severity of a listing. (Tr. 12.)

Prior to Step Four, the ALJ found that Grahamhad the RFCto perform
“light” work as defined in the regulations, with additional restrictions.
He coul d stand for six hours out of eight, and wal k/stand for six out of
ei ght hours. He could lift and carry 20 pounds occasionally and 10
pounds frequently. He could occasionally clinmb stairs, ranps, ropes,
| adders, and scaffol ds. He coul d understand, renenber, and carry out
sinple instructions and non-detailed tasks; respond appropriately to
supervisors and co-workers; adapt to routine/sinple changes; and take
appropriate precautions to avoid hazards. (Tr. 13.)

The ALJ gave little weight to Dr. Mensie’'s opinion that Graham s
depressive synptons negatively inpacted his ability to nmaintain
enpl oyment, specifically noting that it was inconsistent with her
progress notes and that it did not factor in the effects of al cohol and
marij uana abuse. The ALJ al so noted Dr. Mensie's description of Graham s
mental conditions as "stable.” (Tr. 15-16.)

The ALJ found G aham not credi ble, based upon his substance abuse,
as well as inconsistencies with his testinony and the record evi dence.
(Tr. 16.) At Step Four, the ALJ found Grahamable to performhis PRWas
a production assenbler. The ALJ therefore found G aham not disabled
under the Act. (Tr. 16-17.)



V. GENERAL LEGAL PRI NCIPLES
The court’s role on judicial review of the Comi ssioner’s deci sion

is to determ ne whether the Conmissioner’s findings conply with the
rel evant | egal requirements and is supported by substantial evidence in
the record as a whole. Pate-Fires v. Astrue, 564 F.3d 935, 942 (8th GCir.
2009). “Substantial evidence is | ess than a preponderance, but is enough

that a reasonable mnd would find it adequate to support the
Comm ssioner’s conclusion.” [d. In determ ning whether the evidence is
substantial, the court consi ders evidence that both supports and detracts
fromthe Comr ssioner's decision. 1d. As long as substantial evidence
supports the decision, the court may not reverse it nerely because
substantial evidence exists in the record that woul d support a contrary
out cone or because the court would have decided the case differently.
See Krogneier v. Barnhart, 294 F.3d 1019, 1022 (8th Cr. 2002).

To be entitled to disability benefits, a claimnt nust prove he is

unable to perform any substantial gainful activity due to a nedically
det erm nabl e physical or nmental inpairnment 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 935, 942 (8th Cr. 2009). A
five-step regulatory franmework i s used to determ ne whet her an i ndi vi dua
qualifies for disability. 20 C.F.R 8§ 404.1520(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 (sane).

Steps One through Three require the claimant to prove (1) he is not

currently engaged in substantial gainful activity, (2) he suffers from
a severe inmpairnment, and (3) his disability neets or equals a listed
i npai r ment . Pate-Fires, 564 F.3d at 942. If the clainant does not
suffer froma listed inpairment or its equivalent, the Conmi ssioner’s
anal ysis proceeds to Steps Four and Five. 1d. Step Four requires the
Comm ssi oner to consider whether the claimant retains the RFCto perform
his PRW 1d. The claimant bears the burden of denonstrating he is no
| onger able to return to his PRW [d. |If the Conmi ssioner determ nes
t he cl ai mant cannot return to PRW the burden shifts to the Conm ssioner



at Step Five to show the claimant retains the RFC to performother work.
Id.
V. DI SCUSSI ON
Plaintiff argues the ALJ erred in determning his RFC by failing to

i nclude appropriate limtations supported by the record; failing to cite
and describe nedical evidence in support of his RFC determ nation; and
arriving at unsupported nedical conclusions. He also argues the ALJ's
credibility finding i s not supported by substantial evidence. The court
di sagr ees.

RFC is a nedical question and the AL)' s determination of RFC nust
be supported by substantial evidence in the record. Hutsel |l v.
Massanari, 259 F.3d 707, 711 (8th Gr. 2001); Lauer v. Apfel, 245 F. 3d
700, 704 (8th Cir. 2001); Singh v. Apfel, 222 F.3d 448, 451 (8th Grr.
2000). RFC is what a claimant can do despite his linmtations, and it

must be determned on the basis of all relevant evidence, including
medi cal records, physician’s opinions, and a claimant’s description of
his limtations. Donahoo v. Apfel, 241 F.3d 1033, 1039 (8th G r. 2001);
20 CF.R § 416.945(a). Wiile the ALJ is not restricted to nedica
evidence alone in evaluating RFC, the ALJ is required to consider at

| east sone evidence froma nedi cal professional. Lauer, 245 F.3d at 704.
An "RFC assessnent nust include a narrative di scussi on describing howthe
evi dence supports each conclusion, citing specific nedical facts (e.g.,
| aboratory findings) and nonnedi cal evidence (e.g., daily activities,
observations)." SSR 96-8p, 1996 W. 374184, at * 7 (Soc. Sec. Adm n. July
2, 1996).

Fol | owi ng a revi ewof the evidence, including Dr. Mensie's treatnment
notes, the court concl udes substanti al evidence on the record as a whol e
supports the ALJ's RFC finding. The court also finds the ALJ properly
di scredited Dr. Mensie's opinion

In her MBS, Dr. Mensie opined that Grahanis ability to cope with
normal stress, accept instructions or respond to criticism ask sinple
guestions or request assistance, respond to changes in the work setting,
and maintain attention and concentration for extended period was
“markedly” limted. (Tr. 1181-82.) The record evidence, however, fails
to support marked limtations in those areas. Dr. Mensie's treatnent
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not es show that whil e G aham experienced grief, depression, and anxiety
followng his wife's death, and fromhis son noving in with himfollow ng
his son’s release fromprison, he was handling coping fairly well. (Tr.
405- 06, 1059.)

The record evidence shows G aham had normal concentration in April
and August 2009, and only "mld" difficulties with concentration in
Sept enber and Novenber 2009. (Tr. 1030, 1035, 1045, 1268, 1273, 1283.)
He coul d read and obey sinple commands. (Tr. 998.) Oher evidence al so
shows that G aham answered questions appropriately and could foll ow one,
two, and three step commands. (Tr. 613.) Gahamtestified that he could
concentrate. (Tr. 45.) Dr. Mensie's progress notes repeatedly state
t hat Graham deni ed hopel essness and sui ci dal plans or intent. (Tr. 601,
621, 805-07, 998, 1002-03, 1070, 1076-77, 1237, 1239, 1244, 1253-54,
1257, 1259, 1264,1268, 1273, 1283, 1285, 1291.) He was alert and
oriented, pleasant and cooperative, and "future oriented." (Tr. 601,
621, 807, 999, 1002, 1004, 1076, 1237, 1240, 1244, 1253, 1257, 1265,
1268, 1273, 1283, 1285, 1291). Dr. Mensie also repeatedly noted that
Graham had a history of "appropriate hel p-seeking behavior,” indicating
that he was able to ask questions and seek assistance. (Tr. 80, 808,
1244, 1253, 1268-69.)

In her MSS, Dr. Mensie further opined that G aham was noderately
limted in his ability to function independently; behave in an
enotionally stable nmanner; relate to fanmily, peers, or caregivers;
interact with strangers or the general public; maintain socially
accept abl e behavi or; make sinple and rational decisions; and sustain an
ordinary routine w thout special supervision. (Tr. 1181-82.) However,
record evidence shows that, despite Grahamis grief, his thought process,
recent and renote nmenory, and general fund of know edge were nornal.
(Tr. 592-93.) Dr. Mensie's notes from August and Septenber 2009 state
that Graham was researchi ng enpl oynent opportunities, and spending tine
with his fanmily and new girlfriend. (Tr. 1273, 1283.) Evidence from
Novenber 2009 shows that G ahamis nmobod and affect, speech, behavior,
j udgnent, thought content, cognition, and menory all were "normal ." (Tr.
1169-72.)



G aham was al so advised to socialize wth peers and attend group
therapy, indicating that he could relate to peers, interact wth
strangers, and maintain socially acceptable behavior. (Tr. 593.) He
responded "qui ckly" to the supportive environnment of group therapy. (Tr.
407.) Dr. Mensie's notes fromNovenber 2009 al so refl ect that G ahamwas
encouraged to maintain a noderate activity level with daily structure.
(Tr. 1269.) Graham hinself testified that he did not have problens
making friends or with interpersonal relationships. (Tr. 44.)

The court concludes that the evidence therefore indicates that
G aham can behave in an enotionally stable manner; relate to famly
peers, and care givers; interact with strangers; mmintain socially
accept abl e behavi or; nake sinple and rational decisions; and sustain an
ordinary routine w thout special supervision.

An ALJ may reject the opinion of any nedical expert that is
i nconsi stent with the nedical record as a whole. See Estes v. Barnhart,
275 F.3d 722, 725 (8th Cr. 2002). The court concludes that the ALJ here
properly noted that Dr. Mensie's opinion is inconsistent with her own

treatnent notes, and therefore appropriately discredited her opinion.
See 20 CF.R § 404.1527(d)(2)(2011)(treating physician's opinion mnust
be supported by credi bl e and persuasi ve evidence); Ellis v. Barnhart, 392
F.3d 988, 994 (8th Cir. 2005)(generally, an ALJ is obligated to give
controlling weight to a treating physician's nedical opinions that are

supported by the record).

Graham al so argues the ALJ substituted his own nedical opinion in
rejecting Dr. Mensie's, and failed to cite other nedi cal opinion evidence
in support. This argunment is without nerit. As stated above, the ALJ
bears "the primary responsibility for assessing a claimnt's residua
functional capacity based on all relevant evidence." Roberts v. Apfel
222 F.3d 466, 469 (8th G r. 2000). That said, a claimant's RFC is a

medi cal question and "at |east some" nedical evidence must support the
ALJ's RFC determ nation. See Lauer v. Apfel, 245 F. 3d 700, 704 (8th Cir.
2001). As set forth above, Dr. Mensie's notes reflect that Gahamis
capable of wunderstanding, remenbering, and carrying out sinple

i nstructions and non-detail ed tasks, respondi ng appropriately to others,
adapting to change, and taking precautions to avoid hazards.
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Graham al so argues that the ALJ failed to include the physical
limtations with [ifting, standing, and wal ki ng about whi ch he testifi ed.
The ALJ di scussed the record evi dence prior to concludi ng that G ahamwas
not credible. (Tr. 16.) The ALJ deternined that Graham had the RFC to
lift and carry 10 pounds frequently and 20 pounds occasionally; sit six
hours; wal k/ stand si x hours; and occasionally clinb stairs, ranps, ropes,
| adders, and scaffolds. (Tr. 13.)

This court finds no controlling substantial evidence reflecting
physical Iimtations beyond those found by the ALJ. For instance, G aham
testified to back problens. However, the record evidence fromJuly and
August 2009 shows that straight |eg raising was negative; his response
to sensation was intact; and his gait, posture, heel walking, toe
wal ki ng, tandem wal king, notor strength, and lower |inb functional
testing were nornal. (Tr. 1213, 1232.) G aham never underwent back
surgery, injections, chiropractic care, physical therapy, or used a TENS
unit for his pain. (Tr. 28, 1211.) A clainmant's statenent about pain
or other synptons does not, by itself, establish disability. See 20
C.F.R 88 404. 1529 and 416.929 (2011). There nust be medi cal signs and
| aboratory findings showi ng a nedi cal inpairment which could reasonably
be expected to produce the synptons alleged and whi ch, when considered
with all of the other evidence, would lead to the conclusion that the
claimant is disabled. (ld.) See also Curran-Kicksey v. Barnhart, 315
F.3d 964, 968 (8th Cir. 2003)(lack of supporting objective nedical
evidence is one factor in evaluating credibility); Kelley v. Callahan
133 F.3d 583, 589 (8th Gr. 1998)(allegations of disabling pain properly
di scount ed because of inconsistencies such as mninmal or conservative

nedi cal treatnent).

QO her record evidence also detracts from Gahanis credibility.
Graham testified that he had approximately 40 seizures during the
previous year. (Tr. 33.) However, doctors opined that these events were
not seizures, but episodes of syncope or fainting that were not caused
by his neurological condition, but by hypotension, a low heart rate
dehydration, and changes to nedication. (Tr. 28, 312, 445, 651, 665-66.)
G aham was al so snoking marijuana “al nost every day” and was advised to
stop. (Tr. 1228-29.)



The credibility of a claimant's subjective testinony is primarily
for the ALJ to decide, not for the court. See Pearsall v. Massanari, 274
F.3d 1211, 1218 (8th Gr. 2001). If the ALJ discounts a claimant's
credibility and gi ves good reasons for doing so, the court will defer to

ALJ’ s judgnent even if every factor is not discussed in depth. See Brown
v. Chater, 87 F.3d 963, 966 (8th Cir. 1996). Because the ALJ here
articulated the inconsistencies on which he relied in discrediting
Grahami s testinony regarding his subjective conplaints, and because the
credibility finding is supported by substantial evidence on the record
as a whole, the ALJ's credibility finding is affirmed. See Pena v.
Chater, 76 F.3d 906, 908 (8th G r. 1996).

Vi. CONCLUSI ON

For the reasons set forth above, the court finds that the decision

of the ALJ is supported by substantial evidence in the record as a whol e
and consistent with the Regul ati ons and applicable law. The decision of
t he Conmi ssi oner of Social Security is affirnmed. An appropriate Judgnment
Order is issued herew th.

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

Si gned on March 5, 2012.



