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UNITED STATES DISTRICT COURT
EASTERN DISTRICT OF MISSOURI
EASTERN DIVISION

MICHAEL FREDERICK, )
Plaintiff, ))
VS. )) Case No. 4:15 CV1149 ACL
NANCY A. BERRYHILL,! ))
Acting Commissioner of Social Security, )
Defendant. : )

MEMORANDUM AND ORDER

Plaintiff Michael Frederick bringthis action pursuant to 42 U.S.§405(g), seeking
judicial review of the Social Security Adminigtion Commissioner’s deniaf his application for
Disability Insurance Benefits D1B”) under Title 1l of the Sociabecurity Act and Supplemental
Security Income (“SSI”) under Title XVI of the Act.

An Administrative Law Judge (“ALJ") found #t, despite Frederick’'s severe mental
impairments, he was not disabled as he haddbkidual functional capagi(“RFC”) to perform
jobs that exist in significant numbers in the national economy.

This matter is pending before the understybmited States Magirate Judge, with
consent of the parties, pursuant to 28 U.8.636(c). A summary of the entire record is
presented in the parties’ briefs and igsaated here only to the extent necessary.

For the following reasons, the matter is reedrand remanded for further proceedings.

!Nancy A. Berryhill is now the Acting Commissioner®écial Security. Pursuant to Rule 25(d)
of the Federal Rules of Civil Procedure,ngg A. Berryhill is substituted for Acting
Commissioner Carolyn W. Colvin as the defendant in this suit.
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I. Procedural History

Frederick protectively filed his applicatis for DIB and SSI on November 21, 2011, and
November 18, 2013, respectively. (Tr. 122-28, 1593B-H¢ alleged that he became disabled
on May 1, 2010, due to schizophreaiad depression. (Tr. 170.) e@erick’s claims were denied
intially. (Tr. 42-46.) Following an administragwhearing, Frederick’s clais were denied in a
written opinion by an ALJ, dated May 27, 2014. (T4-26.) Frederick then filed a request for
review of the ALJ’s decision ith the Appeals Council of the 8ial Security Administration
(SSA), which was denied on June 11, 2015. (Tr72IQ).) Thus, the decision of the ALJ stands
as the final decision of the Commissione®ee20 C.F.R§§ 404.981, 416.1481.

In the instant action, Frederickaims that the ALJ failed tproperly evaluate Frederick’s
RFC. Frederick also argues that the ALJ thile properly evaluate the opinion evidence.

[I. The ALJ'sDetermination

The ALJ stated that Frederick met the inswstdus requirements of the Social Security
Act through September 30, 2011(Tr. 16.) The ALJ found that Frederick had not engaged in
substantial gainful activity sinceshalleged onset date of May 1, 201@.

In addition, the ALJ concluded that Freid&rhad the following severe impairments:
schizophrenia and depression. (Tr. 17.)e AbJ found that Frederick did not have an
impairment or combination of impairments that rse@tequals in severithe requirements of any

impairment listed in 20 C.F.R. Part 404, Subpart P, Appendiidl.

?To be entitled to DIB under Title Il, Frederick mestablish that he was disabled prior to the
expiration of his insurestatus on September 30, 2015ee20 C.F.R. 404.130. To be entitled to
SSI under Title XVI, he must show that he wigsabled while his application was pendin§ee
42 U.S.C. 1382c; 20 C.F.R416.330 and 416.335. Thus, the valg time period in this case is
from May 1, 2010 through May 27, 2014.
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As to Frederick’'s RFC, the ALJ stated:
After careful consideration of ¢hentire record, | find that the
claimant has the residual functiomalpacity to perform a full range
of work at all exertional levels but with the following nonexertional
limitations: he can only understd, remember, and carry out
simple, repetitive tasks. He chave occasional interaction with
supervisors, co-workers, attte public. He can have no
transactional interactions with the public, and he is limited to
performing in low stress jobs, defined as requiring only occasional
decision-making, and having occasional change in work setting.
(Tr. 18.)

The ALJ found that Frederick’s allegationgaeding his limitationsvere not entirely
credible. (Tr.19.) In determining FrederislRFC, the ALJ indicatetthat she was assigning
“strongest weight” to the opinion dfeating psychiatrist Adarsh S. Reddy, M.D. (Tr.24.) The
ALJ discredited the opinions t@reating psychiatrists Angela Resen, M.D., and Marie Gebara,
M.D.; and of treating counselor, BrooBastis, MSW, LCSW. (Tr. 21-23.)

The ALJ further found that Frederick is unatweperform any past relevant work. (Tr.
24.) The ALJ noted that a vocational expert testithat Frederick could perform jobs existing in
significant numbers in the nationaloemmy, such as addresser, caltaiperator, or housekeeper.
(Tr. 25.) The ALJ therefore concluded that Frederick has not been under a disability, as defined
in the Social Security Act, from May 1, 20XBrough the date of the decision. (Tr. 26.)

The ALJ’s final decision reads as follows:

Based on the application for a periofddisability and disability
insurance benefits protectiydiled on November 21, 2011, the
claimant is not disabled as defthm sections 216(i) and 223(d) of
the Social Security Act prior to September 30, 2011.

Based on the application fougplemental security income
protectively filed on Novembek8, 2013, the claimant is not

disabled under sectidr614(a)(3)(A) of the Soal Security Act.
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(Tr. 26.)
[11. Applicable Law

II1.A. Standard of Review

The decision of the Commissioner mustlifiemed if it is supported by substantial
evidence on the record as a whole. 42 U.S.C. § 40Big)ardson v. Peraleg02 U.S. 389, 401
(1971);Estes v. Barnhay275 F.3d 722, 724 (8th Cir. 2002). Substantial evidence is less than a
preponderance of the evidence, but enoughetihhahsonable person would find it adequate to
support the conclusionJohnson v. ApfeR40 F.3d 1145, 1147 (8th Cir. 2001). This “substantial
evidence test,” however, is “more than a me@rch of the record fevidence supporting the
Commissioner’s findings.” Coleman v. Astrue498 F.3d 767, 770 (8th Cir. 2007) (internal
guotation marks and citation omitted). “Substdr@iadence on the record as a whole . . .
requires a more scrutinizing analysisld. (internal quotation marks and citations omitted).

To determine whether the Commissioner’sisien is supported by substantial evidence
on the record as a whole, the Court must revfeentire administrative record and consider:

1. The credibility findings made by the ALJ.

2. The plaintiff's vaational factors.
3. The medical evidence from treggf and consulting physicians.
4. The plaintiff's subjective comglats relating to exertional and

non-exertional activities and impairments.

5. Any corroboration by third pies of the plaintiff's
impairments.

6. The testimony of vocationakgerts when required which is

based upon a proper hypothetica¢sion which sets forth the
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claimant'simpairment.

Stewart v. Secretary éfealth & Human Servs957 F.2d 581, 585-86 (8th Cir. 1992) (internal
citations omitted). The Court raualso consider any evidenceiethfairly detracts from the
Commissioner’s decision.Coleman 498 F.3d at 770/Varburton v. Apfel188 F.3d 1047, 1050
(8th Cir. 1999). However, even though twodnsistent conclusions may be drawn from the
evidence, the Commissioner's findings may ballsupported by substantial evidence on the
record as a whole.Pearsall v. Massanar274 F.3d 1211, 1217 {&ir. 2001) (citingYoung v.
Apfel 221 F.3d 1065, 1068 (8th Cir. 2000)). *“[l]f theresigostantial evidenaan the record as a
whole, we must affirm the administrative decisieven if the record codlalso have supported an
opposite decision.” Weikert v. Sullivan977 F.2d 1249, 1252 (8th Cir. 1992) (internal quotation
marks and citation omitted) See also Jones ex rel. Morris v. Barnh&15 F.3d 974, 977 (8th
Cir. 2003).
[11.B. Determination of Disability

A disability is defined as the inability tngage in any substizad gainful activity by
reason of any medically determinable physicahental impairment which can be expected to
result in death or that has lasted or can beagddo last for a comtuous period of not less than
twelve months. 42 U.S.C. 88 423(d)(1)(AB82c(a)(3)(A); 20 C.F.R. 8 416.905. A claimant
has a disability when the claimant is “notyanhable to do his previous work but cannot,
considering his age, education and work experiengage in any other kind of substantial gainful
work which exists ... in significant numbers eitlethe region where suchdividual lives or in
several regions of the country.” 42 U.S.C. § 1382c(a)(3)(B).

To determine whether a claimant has a disahiithin the meaning of the Social Security
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Act, the Commissioner follows a five-stepgysential evaluation process outlined in the
regulations. 20 C.F.R. § 416.92&e Kirby v. Astrue500 F.3d 705, 707 {8Cir. 2007). First,
the Commissioner will consider a claimant’s waidtivity. If the claimant is engaged in
substantial gainful activity, then the claimannot disabled. 20 C.F.R. § 416.920(a)(4)(i).

Second, if the claimant is not engagedguistantial gainful activity, the Commissioner
looks to see “whether the claimdrds a severe impairment tharsficantly limitsthe claimant’s
physical or mental ability to prm basic work activities.” Dixon v. Barnhart 343 F.3d 602,
605 (8" Cir. 2003). “An impairment is not sevefét amounts only to a slight abnormality that
would not significantly limit the claimant’s physiaad mental ability to do basic work activities.”
Kirby, 500 F.3d at 70%&ee20 C.F.R. 88 416.920(c), 416.921(a).

The ability to do basic work activities is dedid as “the abilities and aptitudes necessary to
do most jobs.” 20 C.F.R. 8§ 416.921(b). Thedétigs and aptitudes include (1) physical
functions such as walking, standing, sittihifjing, pushing, pulling, €aching, carrying, or
handling; (2) capacities for seeing, hearing] apeaking; (3) understding, carrying out, and
remembering simple instructions; (4) wfgudgment; (5) respondg appropriately to
supervision, co-workers, and uswairk situations; and (6) dealingith changes in a routine work
setting. I1d. § 416.921(b)(1)-(6)see Bowen v. YuckeA82 U.S. 137, 141, 107 S.Ct. 2287, 2291
(1987). “The sequential evaluation process tmayerminated at step two only when the
claimant’s impairment or combination of impaimtg would have no more than a minimal impact
on her ability to work.” Page v. Astrue484 F.3d 1040, 1043'(&Cir. 2007) (internal quotation
marks omitted).

Third, if the claimant has a severe impainnehen the Commissioner will consider the

medical severity of the impairment. If the inmpaent meets or equals one of the presumptively
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disabling impairments listed in the regulations, ttrenclaimant is considered disabled, regardless
of age, education, and work experience. 20 C.F.R. 88 416.920(a)(4)(ii)), 416.%2e(&elley
v. Callahan 133 F.3d 583, 588 {(8Cir. 1998).

Fourth, if the claimant’s impairment is sesebut it does not meet or equal one of the
presumptively disabling impairments, thee thommissioner will assess the claimant's RFC to
determine the claimant’s “ability to meet the plogs mental, sensory, and other requirements” of
the claimant’s past relevant work. 20 ®RF88 416.920(a)(4)(iv), 416.945(a)(4). “RFCis a
medical question defined wholly in terms of thaiclant’'s physical ability to perform exertional
tasks or, in other words, what the claimant stilhdo despite his or her physical or mental
limitations.” Lewis v. Barnhart353 F.3d 642, 646 F(K:ir. 2003) (internal quotation marks
omitted);see20 C.F.R. 8§ 416.945(a)(1). The claimantasponsible for providing evidence the
Commissioner will use to malefinding as to the claimantRFC, but the Commissioner is
responsible for developing the claimant’s “quate medical history, cluding arranging for a
consultative examination(s) if necessary, and maguggy reasonable effort teelp [the claimant]
get medical reports from [theaimant’s] own medical soursg€ 20 C.F.R. § 416.945(a)(3).

The Commissioner also will congidcertain non-medical evidence and other evidence listed in
the regulations. See id If a claimant retains the RFC perform past relevant work, then the
claimant is not disabledd. § 416.920(a)(4)(iv).

Fifth, if the claimant’s RFC as determinedStep Four will not allow the claimant to
perform past relevant work, théme burden shifts to the Commissiote prove that there is other
work that the claimant can do, given the claimaREC as determined at Step Four, and his or her
age, education, and work experiencgee Bladow v. Apfe205 F.3d 356, 358-59 n.5"(&ir.

2000). The Commissioner must prove not only thatclaimant's RFC will allow the claimant to
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make an adjustment to other work, but also thabther work exists in significant numbers in the
national economy. Eichelberger v. Barnhart390 F.3d 584, 591 {8Cir. 2004); 20 C.F.R. §
416.920(a)(4)(v). If the claimant can make an adjesit to other work that exists in significant
numbers in the national economy, then the Commissieitidind the claimant is not disabled. If
the claimant cannot make an adjustment torotfwek, then the Commissioner will find that the
claimant is disabled. 20 C.F.R. 8416.920(a)(4)(WAt Step Five, even though the burden of
production shifts to the Commissioner, the burdigpersuasion to proveghbility remains on the
claimant. Stormo v. Barnhart377 F.3d 801, 806 {8Cir. 2004).

The evaluation process for mental irrpegents is set forth in 20 C.F.8§ 404.1520a,
416.920a. The first step requires the Commission@etmrd the pertinent signs, symptoms,
findings, functional limitationsand effects of treatmernit the case record to assist in the
determination of whether a mental impairment exisBee20 C.F.R§§ 404.1520a(b)(1),
416.920a(b)(1). Ifitis determined that a naminpairment exists, the Commissioner must
indicate whether medical findingespecially relevant to the ability to work are present or alisent.
20 C.F.R§§ 404.1520a(b)(2), 416.920a(b)(2). The Commoissi must then rate the degree of
functional loss resulting from the impairmentsanf areas deemed essential to work: activities
of daily living, social functioning, concentration, and persistence or p&e=20 C.F.R§§
404.1520a(b)(3), 416.920a(b)(3). Ftional loss is rated on a scale that ranges from no
limitation to a level of severity which is incomrible with the ability to perform work-related
activities. See id. Next, the Commissioner must determine severity of the impairment based
on those ratings.See20 C.F.R§§ 404.1520a(c), 416.920a(c). If tmepairment is severe, the
Commissioner must determine if it meetsequals a listed mental disordegee?20 C.F.R§§

404.1520a(c)(2), 416.920a(c)(2). This is cortgaldoy comparing the presence of medical
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findings and the rating of functional loss against the paragraph A and B aftimelisting of the
appropriate mental disordersSee id. If there is a severe impairment, but the impairment does
not meet or equal the listingsnen the Commissioner mysepare an RFC assessmet@ee20
C.F.R.§§ 404.1520a(c)(3), 416.920a(c)(3).
V. Discussion

Frederick argues that the ALJ erred in evahgahis RFC, and in evaluating the medical
opinion evidence.
1 RFC

Residual functional capacity is defined as thich a person remains able to do despite
her limitations. 20 C.F.R. § 404.1545(uer v. Apfel245 F.3d 700, 703 (8th Cir. 2001). The
ALJ must assess a claimant’'s RFC based upaeleltant, credible eve&hce in the record,
including medical records, the observations eating physicians and others, and the claimant’s
own description of her symptorasd limitations. 20 C.F.R. § 404.1545derson v. Shalala,
51 F.3d 777, 779 (8th Cir. 199%)pff v. Barnhart421 F.3d 785, 793 (8th Cir. 2005). A
claimant’'s RFC is a medical ques, and there must be somediual evidence, along with other
relevant, credible evidence in the retdio support the ALJ’'s RFC determinatiomd.; Hutsell v.
Massanari,259 F.3d 707, 711-12 (8th Cir. 200L%uer,245 F.3d at 703—-04icKinney v. Apfel,
228 F.3d 860, 863 (8th Cir. 2000). An ALJ's RFES@ssment which is not properly informed and
supported by some medical evidemtéhe record cannot standdutsell, 259 F.3d at 712.
However, although an ALJ must determine tlensant’'s RFC based upon all relevant evidence,
the ALJ is not required to produce evidence dfichaatively prove that a claimant is able to
perform certain functions.Pearsall,274 F.3d at 1217 (8th Cir. 200McKinney,228 F.3d at

863. The claimant bears the burden of establishing her RE@if, 421 F.3d at 790.
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The ALJ provided the following explanation for her RFC determination:

In sum, the above residual functiboapacity assessment is supported by the
objective medical evidence in the record ttiaarly and repeatedly shows that the
claimant has compliance and coping issuasdhe the primary cause of his mental
issues. The persuasive and considiadings and otherdgical and objective
evidence shows the claimant’s conditiorlisarly controlled well on medications

if and when he is compliant with theml. see no persuasive evidence the claimant
is more limited than set out in this find despite having reviewed every page of
every exhibit in this file. The most iasive longitudinal evidence of record
most fully supports the residual functiomalpacity | have recited herein. Despite
many duplicative exhibits having been @rad, many exhibits have reports of the
same periods of hospital visits and hospitalizations each consistently stating the
claimant was noncompliant, and alwaysp@sded well to medicath with little or

no side effects through yeartrecords from Barnesewish Hospital, Washington
University School of Medicine, and otheopiders. As a result of reviewing all

of this evidence, the residual functioalpacity is the best reflection of the
claimant’s ability to function day innal day out, and will allow him to work on a
regular and continuing basis without hgioverwhelmed by his coping issues and
other emotional problems.

(Tr. 24.)

Frederick argues that the ALJ erred in attriiogiiall of his symptoms from schizophrenia
and depression to non-compliance and issues unrédetteel ability to work. He further contends
that the ALJ’s findings are incoisgent with the veryature of schizophrenia, which includes
periods of remission and relapse. The undersigned agrees.

The Court notes that recognition must be gitzetihe instability of mental impairments and
their waxing and waning nature after manifestaticdee Rowland v. Astrué/3 F. Supp.2d 902,
920-21 (D.S.D. 2009) (citingpnes v. Chateg5 F.3d 102, 103 (8th Cir. 1995)). As stated by the
Eighth Circuit, “[i]t is inherenin psychotic illnesses that peds of remission will occur [.] ...
Indeed, one characteristic of mahitiness is the presence afaasional symptom-free periods.”
Andler v. Chater100 F.3d 1389, 1393 (8th Cir. 1996) (imar quotation marks and citations

omitted). Given that a claimant’s level of merftaictioning may seem relatively adequate at a
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specific time, proper evaluation thfe impairment must take inicount a claimant’s level of
functioning “over time.” 20 C.F.RRt. 404, Subpt. P, App. 1, 8 12.00(D)(2).

The relevant objective medical evidence is summarized below.

Frederick saw Angela Reiersen, M.D., AssmgtProfessor of Psychiatry, Washington
University School of Medicine, from Octob2002 to April 2012, for treatment of his mental
impairments. (Tr.656.) Inan Assessment fati@dSecurity DisabilityClaim dated September
21,2012, Dr. Reiersen summarized Frederick’s psyhiastory. She stated that Frederick was
first treated at the Washington University Chalad Adolescent Psychiatry Clinic in March 1999,
at the age of twelve.ld. Dr. Reiersen evaluated him in ©ber 2002 in the emergency room
when he had a disorganized psycheptsode, which requed hospitalization. Id. During that
episode, Frederick showed very disorganize@spand unusual behaviors such as removing his
braces with a screwdriverld. Dr. Reiersen stated thaince stabilizedpn medication,

Frederick had a period of “several years wher&hetioned relatively well most of the time.”

Id. In spring of 2010, Frederick stopped his antgietic medication “due to losing insurance
and difficulty in paying for the medication.'ld. This resulted in recurrence of psychotic
symptoms. Id. Since that time, Frederick has had “frequent exacerbations of his symptoms,”
which has interfered with his performanceseool and employment settings, and resulted in
additional hospitalizations and medication changks. Dr. Reiersen last saw Frederick on

April 3, 2012, at which time she discussed a plarFfederick to transitioto an adult psychiatry
clinic. Id.

Records from Barnes-Jewish Hospital and Dr. Reiersen reveal that Frederick was
hospitalized from May 4, 2010, through May 6, 201@hwymptoms of perceptual disturbances,

visual hallucinations, and suicidal ideation. r.(270, 284, 458.) Frederickfather had lost his
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job, which resulted in Frederid&sing his health insuranceld. Consequently, Frederick was
unable to afford his Abilifyand relapsed.ld. Frederick was restarted on his medicationd.

Frederick saw Dr. Reiersen for follow-up bray 17, 2010, at which time he was back on
his medications and was feeling better. @59.) He had no sudal thoughts or overt
psychotic symptoms, although he wal sbmewhat nervous in crowdsld. Dr. Reiersen
diagnosed Frederick with schizophrenia, disorganized“ygre] a GAF score of 65.1d. She
continued his medicationsld.

Frederick was hospitalized again from November 30, 2010, through December 1, 2010,
after reporting suicidal thoughémd a return of psychotic symgms. (Tr. 366, 378.) Frederick
reported that he had run out of di@ations one week prior becausewas unable to afford them.
(Tr. 284, 366, 383.) Frederick was describe@byexamining psychiatrist as “completely
reliable.” (Tr. 381.) Frederick was diagnoseith re-emergence of psychosis and depressive
symptoms in the setting of medical noncompliancetddmancial stressors. (Tr. 389.) He was

switched from Abilify to Halddl for financial reasons.ld. At the time of his discharge, he was

3Abilify is an anti-psychotic drug indicated forethreatment of disorders such as schizophrenia
SeeWebMD, http:// www.webmd.com/drugs (last visited February 2, 2017).

“A severe type of schizophrenia characterizgdhe predominance of incoherence; blunted,
inappropriate or silly affect; and tladsence of systematized delusiorfstedman’s Medical
Dictionary 1729 (27th ed. 2000).

°A GAF score of 61 to 70 denotes “[sJomédrsymptoms (e.g., depressed mood and mild
insomnia) OR some difficulty in social, ageational, or schoolictioning (e.g., occasional
truancy, or theft within the hoakold), but generally functioninggity well, has some meaningful
interpersonal relationships.’'See American Psychiatric AssDiagnostic and Statistical Manual
of Mental Disorder84 (Text Revision 4 ed. 2000) (DSM IV-TR).

®Haldol is an anti-psychotic drugdicated for the treatments ofsdrders such as schizophrenia.
SeeWebMD, http:// www.webmd.com/drugs (last visited February 2, 2017).
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assessed a GAF score of 40 td' 5@Tr. 378.)

At Frederick’s December 7, 2010 follow-up with Dr. Reiersen, he reported that he had to
drop out of school that semester because henatadoing well cognitively. (Tr. 455.) He had
no psychotic symptoms or suieiddeations at that timeld. Dr. Reiersen diagnosed Frederick
with schizophrenia, disorganized typepaassessed a GAF score of 65. (Tr. 456.)

Frederick presented to the emergency rabfarnes-Jewish Hospital on April 20, 2011,
with complaints of hearing voiceand experiencing suicidal ideations. (Tr. 278.) He reported
that he was failing school, he had lost hisglole to distraction, and hed problems with his
fiancée’s family. (Tr. 282.) Emergency roginysician Christopher S. Sampson, M.D., noted
that Dr. Reiersen reported that Frederick asdiancée have “very good insight into his illness
and do not make unreasonable requests for admissbr. Reiersen also notes that when the
patient decompensates, his decompensation israpiy.” (Tr. 284.) Frederick was diagnosed
with paranoid schizophrenia, and acute deppoes (Tr. 290.) His dosage of Haldol was
increased, and he was excused from school for a wekk.

Frederick returned to the emergency rommApril 27, 2011, with complaints of hearing
voices, and wanting to hurt himself. (Tr. 298.) & a plan to take a keifand slit his wrist.

Id. Frederick reported increased stress, difficalgeping at night, sleap during the day, and
missing school. (Tr. 303.) It was noteatlrrederick was takg his medications.ld. Dr.
Reiersen had reduced the dosagEafiol secondary to Frederickieports of sedation two days

prior. Id. Dr. Reiersen agreed with the emergency rebiysician’s plan to increase Frederick’s

A GAF score of 31-40 indicates some impaintria reality testig or communicatiore(g.,
speech is at times illogical, obscure, or irreleyanimajor impairment in several areas, such as
work or school, family relationgudgment, thinking, or mooe(g.,depressed man avoids friends,
neglects family, and is unable to workpSM IV-TRat 34. A GAF score of 41 to 50 indicates
“serious symptoms” or “any serious impairmansocial, occupational, or school functioning
(e.g., no friends, unable to keep a job)d.
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dosage of Haldol. Id.

Frederick was hospitalized from June 22, 2011, through June 27, 2011, due to complaints
of hearing voices and experiencing suicidaughts. (Tr. 401.) Dr. Sampson noted that
Frederick was “actually quite compliant and self aware,” and was in need of admission. (Tr. 402.)
Frederick reported the he had had a “bad inter/fer a job. (Tr. 403.) He complained of
symptoms including worsening low mood with digted sleep, inability to enjoy activities,
inability to maintain concentration, and suicididation with plan to overdose on his medications.
Id. He had attempted to use coping skills but these strategies were ineffective in helping either the
hallucinations or the low moodld. Frederick’s dosages of Haldol and P&xilere increased,
and his mood improved. (Tr. 414.) At the timedafcharge, he was not completely at baseline
but was stable for dischargdd. Dr. Sampson diagnosed Fred&nigith paranoid schizophrenia
and depression not otherwise specified, with a Gédre of 51 to 60. (Tr. 413-14.)

On July 19, 2011, Frederick reported thahkd not experienced any psychotic symptoms
or suicidal ideation since hdischarge. (Tr. 443.) He continued to experience poor
concentration, which had been long-standing sincanitigtion of Haldol; and excessive sedation.
Id. His mood had improved since his medications were increakd.Dr. Reiersen diagnosed
Frederick with schizophrenia, disorganized tyged depression not otherwise specified; and
assessed a GAF score of 70. (Tr.44.) In Septe@011, Dr. Reiersen statthat Frederick had

shown reasonable control of his positigymptoms but contingeto struggle with low

®paxil is indicated for thereatment of depressionSeeWebMD, http:// www.webmd.com/drugs
(last visited February 2, 2017).

One of the acute symptoms of schizophreimieluding hallucinations, delusions, thought
disorder, loose associations, amievere, or affective lability. Stedman’st 1885. “Negative”
symptoms are deficit symptoms of schizophrehéat follow from diminished volition and
executive function including inertia, lack iolvolvement with the environment, poverty of
thought, social withdrawahnd blunted affect.ld.
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concentration, and low motivation which wesignificantly interferng in his social and
occupational functioning. (Tr. 441.Frederick was a senior inlEge, but struggled to focus

and keep up his grades. (Tr. 440.) Dr. Reessdiagnoses remained unchanged. (Tr. 441.)
Dr. Reiersen started Fredtge on a trial of Risperddl because it was a generic medicatida.

On April 3, 2012, Frederick’s last visit with Dr. Reiersen, Frederick reported he was doing well
and was taking classes part-time. (Tr. 43Hg was seeing a theiapweekly, and reported
compliance with his medicationsld. Dr. Reiersen found that Fredck had good control of his
symptoms overall with Risperdal. (Tr. 4383he noted a mild concern that Frederick’s had
more disorganization of thought process, an@ddhis increased tendency to make cynical
comments. (Tr. 439.)

Frederick was hospitalized from June 3, 2012, through June 6, 2012, due to a worsening of
psychotic and depressive symptoms. (Tr. 47Erederick reported ineasing stresses including
financial stressors; a stressful relationship withgarents; problems with maintaining his grades
in college, for which he was recenflyspended; and employment problemd. Frederick
complained of auditory hallucinations of voiceliig him derogatory thigs, increased paranoia
regarding his girlfriend’s father, and depressive symptomas. Frederick’s outpatient treating
psychiatrist confirmed that ancrease in Frederick’s psychosymptoms caused a concurrent
worsening of depressive symptom#d. Frederick was assessed a GAF score of 31 to 40. (Tr.
475.) He reported that he had been complatit his medications. (Tr. 476.) Frederick’'s
dosage of Risperdal was increased during his hospatg, and his suicidadieations resolved.

Id.

Frederick was hospitalized again from June 28, 2012, through July 2, 2012, with suicidal

Risperdal is an anti-psychotic drug indicafedthe treatment of disorders such as
schizophrenia. SeeWebMD, http:// www.webmd.com/drudkast visited February 2, 2017).
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ideations and worsening auditory hallucinationdr. 490.) He was found to be reliabled.
Frederick reported three weeksvadrsening symptoms, includingpoor appetite, poor sleep,
increased thoughts of guilt about eating, incrdaBeughts of worthlessness, low energy and
anhedonia with loss of interest in watching $p@and watching television. (Tr. 495.) The
worsening symptoms developedtire context of increasedincial stressors and family

problems. Id. The examining physician found that Frederick had an intent to die because of all
of his social stressors. (Tr. 497.)

Frederick presented to the emergeraym on September 12, 2012, with complaints of
increased hallucinations and difficulelling what was real and whats not. (Tr. 748.) Itwas
noted that Frederick had been following closeith Dr. Marie Anne Gebara since his last
admission, and that Dr. Gebara planned to chaisgmedications from Risperdal to Abilify. (Tr.
750.) He was not suicidal, and latepoeted that he was ready to go homiel. Frederick was
discharged with instructions to continue tisdication regimen and follow-up with Dr. Gebara.
(Tr. 752.) Frederick saw Dr. Gebara on Sefteni4, 2012, at which time she found Frederick
was stable for outpatient care. (Tr. 7525he recommended continued therapy with Kirk
Bryant. Id.

Frederick returned to the emergenogm on September 18, 2012, with complaints of
suicidal ideations and auditory hallucinationél'r. 1108.) He reported hearing voices telling
him to kill himself. 1d. Frederick reported that lted not believe the Risperdal was working so
he did not take it that night. (T1111.) Frederick was dischargedhome, with instructions to
take his antipsychotic medications and followwith Dr. Gebara the next day. (Tr. 1115.)

Frederick was admitted at the St. Louis Regi Psychiatric Stabilization Center from

October 1, 2012, through October 8, 2012, due to taintp of suicidal ideations with some
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anxiety and hallucinations. (Tr. 1146.) Feedk reported that hiead been taking his
medications, and attributed his increasedsstresulting from losing his job to his current
symptoms. (Tr.1127.) Frederick was extrenagijated, paranoid, and suspicious. (Tr.1131.)
Upon his discharge, Narsimha Muddasani, M.D., nttatstaff was unable to completely control
his oppositional behavior, as “thshis baseline social functiorg.” (Tr. 1147.) He diagnosed
Frederick with bipolar disorder, apersonality disorder. (Tr. 114.)

On November 27, 2012, Frederick presentethéoemergency room at Barnes-Jewish
Hospital, with complaints of being suicidal for thast couple weeks with a plan to slit his wrists.
(Tr. 704.) He indicated that his suicidabtights were precipitated by an argument with his
brother, and that he heard voiche previous day telling him tall himself. (Tr. 707.)

Frederick reported that hedk his medications regularlyld. He was admitted to the psychiatric
unit. ld. Frederick was discharged the next datyywhich time he was diagnosed with
schizophrenia, disorganized; depression not otiserspecified; and was assessed a GAF score of
45t0 50. (Tr.719.) The attending physiciaatesd that Frederick’'s symptoms were most
consistent with “negativism’ound in schizophrenia. (Tr. 720.frederick had had a number of
emergency room visits when his stressorsuitea exacerbation of psychosis and suicidal
ideation.” Id. His medications were continuedd.

Frederick was admitted from DecemB&, 2012, through December 25, 2012. (Tr. 670.)
Frederick had called “911” because he was heamnges telling him to jump into traffic in the
context of psychosocial stress and threatened evictiond. The emergency room physician
noted that Frederick was well known to tiaspital, and had “poor coping skills.fd. Frederick
had presented to the emergency room justlaiays prior for similar complaints and was

discharged with instructions follow-up with his psychiatrist.ld. Examining physician Brian
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R. Froelke, M.D., stated that Frederick hddray-standing history adchizophrenia and also
reported depressive symptoms that were spoease to stressors or could be secondary to
schizophrenia. (Tr.672.) Dr. Froelke discubsgth Frederick the @ed to develop coping
skills. Id. Frederick continued to be non-redirectable and preoccupied with trying to kill
himself. 1d. He displayed poor future planningd. Upon discharge, his mood symptoms
improved. (Tr. 684.)

Frederick presented to the emergency rttomee times in February 2013, and one time in
March 2013, due to symptoms of schizophremd depression. (Tr. 940, 909, 880, 838.) On
February 15, 2013, Dr. Gebara stathat Frederick’s psychotsymptoms have included thought
and speech disorganization, auditory hallucinatiansg, persecutory delusions that have affected
his social functioning, with some residual symptastnen he is not psychotic. (Tr. 797.) He
also had depressive symptoms including towod, anhedonia, and poor sleep and appetite.

Dr. Gebara indicated that Frederick seemed tdi@g much better after switching from Risperdal

to Abilify, and that he was working on copinglikto avoid repeated emergency room visitsl.

She assessed a GAF score of 51 to &0). On February 26, 2013, Freddcieported that he quit

his job because it was “very stressful and too mentally taxing for him.” (Tr. 790.) He reported
paranoid ideation and auditory hallucinationisl. Frederick continued to work on coping skills
for managing stress apdychotic symptoms.Id.

Frederick was hospitalized froApril 29, 2013, to May 1, 2018lue to complaints that his
medications were bugs and he fidé his wrists were bleeding(Tr. 1363.) He had not taken
his Seroquel the night of admissidue to his belief that it wasbug. (Tr. 1364.) Frederick also
reported hearing voices, imgling a voice telling him tjump into traffic. 1d. He reported a

recent stressor of getting fired from a janitojodd because he had “not been able to go to
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bathroom due to Seroquel.” (Tr. 1369.) Hmergency room physician noted that Frederick
kept picking at his wrist anstating “it's bleeding look.” Id. Frederick was admitted due to
depressive symptoms and psyethaeymptoms. (Tr. 1370.) Heas noted to have features
indicating “possible decompensatifsom schizophrenia all in coaxt of depressive symptoms x
1 week.” Id. Frederick’s “outpatient psychiatristoted that Frederick “begins having
hallucinations with life stressorand that going to the Emerggy Department may represent a
coping mechanism.” (Tr. 1388.) Upon dischafgederick was diagnosed with disorganized
schizophrenia and depression NOS, and was contmuéd medications. (Tr. 1388.)
Frederick was hospitalized agdérom May 8, 2013, through May 13, 2013, with
complaints of hearing voices again telling hinkiibhimself. (Tr. 1316.) He stated he felt like
he was going to jump out of his skirid. Frederick reported that heddnot remember if he took
his medications. Id. Upon discharge, it was stated that fenéck had a history of disorganized
schizophrenia and presented whtisual, auditoryand tactile hallucinationgnd depressive mood
in the setting of possible medication non-commtia” (Tr. 1339.) Frederick was given an
injection of Inveg&® and his auditory and visual hallneitions subsided two days latetd.
Frederick started seeing Adarsh Reddy, Mabthe Barnes-Jewidtospital Outpatient
Psychiatry Clinic, on July 16, 2013. (Tr. 1532.) edierick had last been seen on an outpatient
basis by Dr. Gebara in June 20181. Frederick reported that hednaeen doing better since his
discharge. (Tr.1533.) He started seeingva therapist, Brooke Justis, and was working on

cognitive behavior therapy techniquetd. Dr. Reddy found that Fredek was stable on Invega

Hnvega is an anti-psychotic drug indicated far treatment of conditiorsuch as schizophrenia.
The medication is injected into a muscl&eeWebMD, http:// www.webmd.com/drugs (last
visited February 2, 2017).
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and Cymbaltd? and that his mood was “good for theshpart.” (Tr. 1535.) Dr. Reddy
diagnosed Frederick with schizophrenia, disoizgohtype; depression, notherwise specified;
and assessed a GAF score of 50 to 60. (Tr. 158%.)Reddy noted that Frederick had a “history
of decompensation with psychosis and suicidal ideatout at this time he appears to be relatively
stable and as such, is under moderateaf self-harm or harm to others.Id. She continued
Frederick’s medications, and psad him for being compliant withis medications. (Tr. 1535.)
Dr. Reddy also encouraged Fredkric continue to go to the Indendent Center to socialize and
be active. Id.

Frederick presented to the emergeraym on July 21, 2013, with complaints of
hallucinations. (Tr. 1509.) He heard voices ngllhim to jump into traffic and was visualizing
his wrists bleeding.ld. Frederick later reported feeling bettard was discharged. (Tr. 1510.)

Frederick returned to the emergency room on July 30, 2013, with the same complaints.
(Tr. 1480.) He was transferred to the Rsgtric Stabilization Center on July 31, 20£3.1d.

Frederick saw Dr. Reddy for follow-up dwgust 26, 2013. (Tr. 1446-47.) Frederick
had just been discharged the previous day fiteeNeurology department after complaints of
dizziness, nausea, blurring of vision, and vertigo. (Tr. 14488derick reported a good mood,
but his girlfriend indicated that he was quitétéible and gets upsabout trivial things. Id. He
had been seeing his therapist, Ms. Justis, st a weekly basis and they were working on
improving coping strategiesld. Dr. Reddy’s diagnoses remained unchanged. (Tr.1447.) Dr.
Reddy continued the monthly Invega injection and daily Cymbalitia.

On September 23, 2013, Fredknieported that he had bedaing better, and had not had

“Cymbalta is indicated for énhtreatment of depressiorSeeWebMD, http://
www.webmd.com/drugs (lastsited February 2, 2017).
*These records are illegible due te toor quality of the photocopies.
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to call the crisis line foover two months. (Tr. 1407.) Freick reported expeencing auditory
hallucinations briefly and visual hallucinationgesv nights prior where he felt that his wrist was
bleeding. Id. He was able to successfully use copirgchranisms that he learned in therapy.
Id. Frederick reported compliance with his medicationd. He requested that Dr. Reddy
complete paperwork for his upcomingct Security Disability hearing.ld. Upon mental
status examination, Dr. Reddy noted that Erett occasionally madmildly condescending
statements like “are residents supposed to@edtion?” and “maybe you don’'t know, but in this
country every state has its own licensing proceduid.” Dr. Reddy diagnosed Frederick with
schizophrenia, cluster b traitsand a GAF score of 70. (Tr. 1408.) He stated that Frederick
reports continuing auditory halluations and visual hallucinatis, but his symptoms are stable
and he is at baselineld. Dr. Reddy stated that Frederick‘iggh functioning at baseline,” and
that he “has not been able tonk@nd it is likelyrelated to his poor coping strategies rather than
his primary illness.” Id. Dr. Reddy encouraged FredericK'‘tonsider going back to school and
try to obtain a job as it may give him a bettbance of leading a life that he wantdld.

The medical evidence summarized above do¢support the ALJ'determination that
Frederick’s “condition is clearly edrolled well on medications &nd when he is compliant with
them.” (Tr.24.) Itistrue Frederick was nontpliant with his medications for a period in 2010
due to losing his insurance and being unabkdfrd his medications. (Tr. 458, 366.) This led
to two hospitalizations, in May 2010 and November 201d. Frederick was switched from
Abilify to Haldol for financial reasons aftéis November 2010 hospitalization. (Tr. 389.)

There are no instances of noncompliance widilication noted again until September 18, 2012, at

“Cluster B personality disorders include AntisbcBorderline, Narcissistic, and Histrionic
Personality Disorders.See American Psychiatric Ass’n. agnostic and Statistical Manual of
Mental Disorder$59—-72 (5th ed. 2013)[SM V).
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which time Frederick reported he did not téke medication that ddye presented to the
emergency room because he did not beliegeRisperdal was working. (Tr. 1111.) When
Frederick was hospitalized on Ag29, 2013, he reported that hedhaot taken his Seroquel that
night due to his belief it was a bug. (Tr. 13644pproximately a week later, during Frederick’s
May 8, 2013 admission, he reported that he did not remember if he had taken his medications.
(Tr. 1316.)

The record does not demonstrate that Freklevas consistently noncompliant with his
medications. Rather, it shows that Frederial hm out of medicationand was financially
unable to refill thenfior a period during 2010.Cf. Brown v. Barnhart390 F.3d 535, 540 (8th Cir.
2004) (lack of sufficient finacial resources may justify nommpliance with prescribed
treatment). Frederick’s treating psychiatristigssed his financial obstacles to compliance by
changing his medication to a more affordable drug.

The other instances of noncompliance waralays when Frederick presented to the
emergency room due to increased symptonsslizophrenia—September 18, 2012, and April 29,
2013—and reported that the medication was not ingrér he believed the medication was a bug.
He also stated that he did not remember Hamtaken his medications on the day he was admitted
for five-days with complaints of hearing voidedling him to kill himself on May 8, 2013. (Tr.
1316.) The Eighth Circuit has repeatedlyogtized that a menta ill claimant’s
noncompliance with treatment can be, and ordinaijlyhe result of the mental impairment itself
and cannot, with nothing more, deemed willful or unjustifiabléo such an extent that the
claimant’s subjective contgints relating thereto should be discrediteHee Pate—Fires v. Astrue,
564 F.3d 935, 945-47 (8th Cir. 2009nh¢acases cited therein).

Frederick’s isolated instances of medication noncompliance do not support the ALJ’s
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finding of consistent noncompliance. In adaliti the incidents of noncgstiance appear to be
related to his mental impairments and are anfiicgent basis to underminghe credibility of his
complaints of disabling psychiatric symptoms.

Further, the record does not support theJAlconclusion that Ederick’s condition is
well-controlled when he is compliant. Afterdélerick’s change in medication in December 2010,
he was compliant with his medications for almost two years. In June 2011, Dr. Sampson
remarked that Frederick was “actually quitenpbiant.” (Tr. 402.) Despite Frederick’s
compliance with his medications, he was hosalidue to psychotic symptoms and suicidal
thoughts on three occasions during this peffimin June 22, 2011, to June 27, 2011; June 3, 2012
to June 6, 2012; and from June 28, 2012, tp 3u2012. (Tr. 401, 471, 490.) Frederick also
presented to the emergency room with complahs/mptoms of sckbphrenia and suicidal
thoughts on three occasions: on April 20, 20114y, 2011, and September 12, 2012. (Tr.
278, 298, 748.) During the period of Octobet2@hrough July 2013, he was hospitalized six
times (Tr. 704, 1146, 670, 1363, 1316, 1480), and presented to the emergency room on four
different occasions (Tr. 940, 909, 880, 1509) ttupsychotic and suicidal symptoms.

Frederick’s frequent inpatiemdmissions and emergency room visits due to psychiatric
symptoms, despite his compl@nduring the majority of theelevant period, reveal that
Frederick’s mental illness was not well-controlled.

The ALJ also found that “it was not Frederiglgsychosis that causkum to lose his job,
but his job loss that caused hisfieased symptoms” (Tr. 20), and that Frederick’s coping issues
were the “primary cause of his mental issue”. @4). Frederick’s difftulty coping with social
stressors are well-documented in the medical tecdrhere is also, however, significant evidence

that Frederick’s difficulty in maintaining guitoyment and attending school was caused by his
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psychiatric symptoms. On Ap&0, 2011, Frederick reported to ampson that he had lost his
job due to distraction and he svailing at school. (Tr. 282.) Dr. Reiersen reported to Dr.
Sampson that Frederick had good insight intallmess, and that when he “decompensates, his
decompensation is very rapid.” (Tr. 284.) ribg Frederick’s June 2011 inpatient admission, it
was noted that Frederick experienced a worggaf psychiatric symptas after having a “bad
interview,” and that he attempted to use cogtigtegies he had lesd in therapy but the
strategies were ineffective in helping his hallucinationswrrdwod. (Tr. 403.) In September
2011, Dr. Reiersen stated that Frederick wasdittg college but struggled to focus and keep up
his grades. (Tr. 440.) Frederick was counsbledn emergency room physician about the need
to develop coping skills during his DecemB€12 admission, but Frederick could not be
redirected and was preoccupied with tryingitbhimself. (Tr. 672.) On February 26, 2013,
Frederick reported to Dr. Gebara that he hathgs job because it was “very stressful and too
mentally taxing.” (Tr. 790.) He reported theg was fired from a patorial job in April 2013
because he had “not been able to go to the bathroom due to Seroquel.” (Tr. 1369.) In addition,
Frederick testified at the hearing that hd kast a job making coffee in 2012 due to becoming
“symptomatic.” (Tr.1611.) The ALJ's findirthat Frederick’s coping difficulties and difficulty
maintaining employment were ncaused by his mental iliness is not supported by the record.
Due to the ALJ’s errors in evaluating Frederick’s mental illness, she failed to incorporate
sufficient limitations in Frederick’'s RFC Notably, the ALJ did not account for the time
Frederick would be expected to miss work ttuemergency room visits and hospitalizations
resulting from exacerbations in his psychotic symptoms and depression. Thus, the ALJ's RFC

determination is not supported by substdmiadence in the reed as a whole.
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2. Opinion Evidence

Frederick also argues that the ALJ erredseessing the medical opinion evidence when
determining his RFC. Specifically, Frederick camds that the ALJ discredited the opinions of
Drs. Reiersen and Gebara, and Ms. Justis, witinoicating the specific weight assigned to the
opinions. Frederick further argues that the ALJeimeaccording the most weight to the opinion

of Dr. Reddy.

“It is the ALJ’s function to resolve conflicts among theaieas treating and examining
physicians.” Tindell v. Barnhart444 F.3d 1002, 1005 (8th Cir. 2006) (quotwWandenboom v.
Barnhart,421 F.3d 745, 749-50 (8th Cir. 2005) (internal marks omitted)). The opinion of a
treating physician will be given “controlling vght” only if it is “well supported by medically
acceptable clinical and laboratatiagnostic techniques and is motonsistent with the other
substantial evidence in [the] recordProsch v. Apfel201 F.3d 1010, 1012-13 (8th Cir. 2000).
The record, though, should be “evaluated as a whold."at 1013 (quoting@entley v. Shalal&g2
F.3d 784, 785-86 (8th Cir. 1997)). The ALJ is remjuired to rely on one doctor’s opinion
entirely or choose between the opinionislartise v. Astrue641 F.3d 909, 927 (8th Cir. 2011).
Additionally, when a physician’s records provide elaboration and are “conclusory checkbox”
forms, the opinion can be of little evidentiary valuBee Anderson v. Astrug96 F.3d 790, 794
(8th Cir. 2012). Regardless of the decisiom ALJ must still provid “good reasons” for the
weight assigned the treating physiceopinion. 20 C.F.R § 404.1527(d)(2).

The ALJ must weigh each opinion by considgrihe following factors: the examining and
treatment relationship between the claimanttaednedical source, the length of the treatment
relationship and the frequency@famination, the nature and extent of the treatment relationship,

whether the physician provides sopifor his findings, whether othevidence in the record is
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consistent with the physician’s findings, and piysician’s area of specialty. 20 C.F.R. 88
404.1527(c)(1)-(5), 416 .927(c)(1)-(5).

Dr. Reiersen completed an AssessmenSfarial Security Disability Claim dated
September 21, 2012, in which she stated that, Whederick’s illness isnost severe, he has
exhibited disorganized thinking/speech antdawor, delusions of persecutions, auditory
hallucinations, reduced ability to concentrdtey mood, sleep disturbaes, and/or suicidal
thoughts. (Tr. 656.) She stated Frederickdiss had prominent depressive symptoms, which
seem mainly secondary to his psychotic disqrded led to his diagnissof Depression-Not
Otherwise Specified.ld. Dr. Reiersen indicated that, onelrick’s last visit on April 3, 2012,
she diagnosed him with schizophra-disorganized type; and degsion-not otherwise specified;
and assessed a GAF score of 1@. She stated that Frederick’s GAF score has fluctuated up and
down frequently, and that Frederick can “agpe@ have quite good functioning during well
periods, but his level of functionirignds to rapidly deteriorate whka is having recurrence of his

symptoms.” Id.

As to Frederick’s ability to wdég, Dr. Reiersen concluded as follows:

Based on my knowledge of thpsitient, he has had p$yatic symptoms off and on,

at least since 2002. There was a period from approximately 2003 to 2010 where
he was functioning relativelyell and | believe he was able to function reasonably
well in school and in any employmerusitions during most of that period.
However, in Spring of 2010 he showed worsening of his symptoms, leading to
substantial disability. He has had inceshsymptoms and fluctuating ability to
maintain his functioning since that timehich | believe have prevented him from
maintaining sustained, full time enggiment since the Spring of 2010.

(Tr. 657.)
The ALJ acknowledged Dr. Reiersen’s opinioatthrederick was disabled beginning in
2010 but found that it was inconsistevith Dr. Reiersen’s ownaatment notes, which “attribute

the claimant’s fluctuating synmpms to noncompliance, finant&tress and job losses.” (Tr.
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20-21.) The ALJ stated that, even Dr. Reiesaredical source statemt provided a GAF score
of 70, which indicates mild symptoms. (Tr. 21.) eStrther stated that DReiersen’s opinion is
not consistent with “her own regsregarding the cause and effedationship of the claimant’s

depressive and psychotic episodedd.

The ALJ erred in discrediting Dr. Reiersen’s opinion. Dr. Reiersen was Frederick’s
treating psychiatrist from Oaber 2002, through April 2012, a period of approximately ten years.
(Tr. 657.) As such, Dr. Reiersen was the nopstlified source to provide a longitudinal opinion
of psychiatric functioning. Dr. Reiersen’sinn is supported by her treatment notes. Her
records do reflect periods during which Rezersvas doing well and she assessed high GAF
scores. As Dr. Reiersen repad to Dr. Sampson, however, when Frederick decompensates, his
decompensation is very rapid. (Tr. 284.) September of 2011, Dr. Reiersen stated that
Frederick had shown reasonable control of h&tp@ symptoms but continued to struggle with
low concentration and motivation, which werggfsficantly interferng in his social and
occupational functioning.” (Tr. 441.)

Contrary to the ALJ’s finding, Dr. Reierspnovides a reasonedalysis of her opinion
that Frederick is disabled andrlsatement is not inherently coadictory. She explains in her
statement that, since 2010, Frederick has hadu#&st exacerbations of his symptoms,” which
have interfered with his perfimance at school and employmerttisags, and resulted in additional
hospitalizations and medicationariges. (Tr. 656.) The medi record of Frederick’s many
inpatient admissions and emergency room viigsussed above supports this statement. Dr.
Reiersen does not attribute Fradk's fluctuating symptoms solely to noncompliance, or stressors
as the ALJ finds. Rather, Dr. Reiersen inthsahat Frederick wasoncompliant with his

medications only for a period in 2010, and thigtpsychiatric symptomisiterfere with his
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occupational functioning. Thus, the ALJ erredliscrediting Dr. Reiesen’s opinion, without
indicating the specific weight assigned to it.

Dr. Gebara completed a Mental Residaahctional Capacity Assessment on July 23,
2012. (Tr.1150.) Dr. Gebara expressed the opthiahFrederick had marked limitations in his
ability to understand, rememband carry out simple woikstructions and procedures;
understand, remember and carry out detaileducsdns and procedures; maintain adequate
attention, concentration and foous work duties through a completerk day; make appropriate
simple work related decisions; complete amal work week without interruptions from
psychologically based symptoms; work in coortimmawith, or in close proximity to others;
maintain socially appropriate behavior and adheieasic standards okatness and cleanliness;
respond appropriately to routiocbanges in the worgtetting; respond appraptely to routine
work related stressors; maintain acceptable personal appearance and hygiene; and sustain
extended periods of employment (greater thiamonths) without decompensation from periodic
exacerbation of psychiatric symptoms&d. Dr. Gebara found that Frederick had moderate
limitations in his ability to maintain a wodchedule and be consistly punctual, interact
appropriately with the general public or custospeccept instructiorend respond appropriately
to criticism from supervisors or co-workersgdademonstrate reliability in a work settindd.

The ALJ found that Dr. Gebara’s opinion wasdnsistent with her treatment notes, which
“consistently reported no clinical findings abnormality and reported the claimant functioned
well when he was on Abilify and Paxil.” (Tr. 22.)

Dr. Gebara treated Frederick from July 2012 through June 2013. (Tr. 501, 1548.)
During this period, Frederick was hospitalizfive times (Tr. 1146, 704, 676, 1363, 1316), and

received emergency room treatment on fieeasions (Tr. 748, 1108, 946, 880, 838). In her
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treatment notes, Dr. Gebara noted that Frekisrpsychotic symptomisave included thought and
speech disorganization, auditory hallucinatioms] persecutory delusions that have affected his
social functioning, with some residual symptowtgen he is not psychotic. (Tr. 742, 739, 797,
781.) She stated that Frederick has hbsw depressive symptoms including low mood,
anhedonia, poor sleep, and appetitd. Dr. Gebara noted that Frederick had a blunted or
restricted affect; a disheveled appearancod,vaéas occasionally odorous; and fair insight and
judgment. Id. She assessed a GAF score of 51 to G1.

Dr. Gebara’s opinion that €derick had marked and moderate limitations was consistent
with her treatment notes, as well as Fredericlkégudent exacerbations resulting in hospitalizations
during this period. Thus, the ALJ did not provide sufficient reasons for discrediting Dr. Gebara’s
opinion.

Frederick also contends that the ALJ errefdiling to consider thepinion of Frederick’'s
treating social worker, Mslustis. Ms. Justis authored a letter on October 3, 2013, in which she
stated that she had seen Frederick for courtgssérvices five times since July 11, 2013. (Tr.
1228.) Ms. Justis cited Frederisrequent hospitalizens for recurrence afevere psychiatric
symptoms during the time she had been working with hich. Ms. Justis expressed the opinion
that Frederick is “an intellignt, thoughtful, contentious youngan who continuously works hard
to maintain stability via regulbraccessing care from his psyatrist, therapist and daily support
at Independence Center, but appdarbe unable to function consistly in daily activities of
living due to his chronic illness.”ld.

The ALJ acknowledged Ms. Justis’ statetnbat found that her “entire basis for making that
statement was the claimant’s report to &leout his ongoing impairments and functional

problems.” (Tr.23.) The ALJ stated that therao report of clinicasigns to support her
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opinion.

The record does not include any treatmmtes from Ms. Justis. There is no indication,
however, that Ms. Justis relied on Frederick’s satiye reports only wheproviding her opinion.
Rather, Ms. Justis specifically referred tederick’s frequent hgstalizations due to
exacerbations of symptoms during the time she was treating him. The ALJ’s rationale for
discrediting this opinion is themfe insufficient.

The ALJ indicated that she was accordingdisgrest weight” to the report of Dr. Reddy.
(Tr. 24.) Dr. Reddy completed a Mental Residual Functional Capacity Assessment on October
10, 2013, in which he expressed the opinion Enatlerick had only mild limitations in all
functional areas. (Tr.1231.) The ALJ stateat firederick is “oftemot medication compliant
which resulted in his episodes of decompensatiold.” The ALJ also found that Dr. Reddy’s
opinion was consistent with his records. (Tr. 23.)

Dr. Reddy treated Frederick from July 16, 2013, through September 23, 2013. On July
16, 2013, Dr. Reddy found that Fredrick had attrig of decompensation with psychosis and
suicidal ideations but at this time he appeatsetoelatively stable and as such, is under moderate
risk of self-harm or harm to others.” (Tr. 1532.) Dr. Reddy praised Frederick for being
compliant with his medications. (Tr. 1535.) .[Reddy diagnosed Fredekiwith schizophrenia,
disorganized type, and depression NOS; asgssed a GAF score of 50 to 60. (Tr. 1532.)
Frederick was admitted at the Psychiatric StalibreCenter on July 31, 2013, with complaints of
hearing voices telling him to jumpto traffic and visualizing his wrists bleeding. (Tr. 1480.)

Dr. Reddy saw Fredrick for follow-up in Augi013, at which time his diagnoses remained
unchanged. (Tr. 1446.) Frederick was seeing eiafhist, Ms. Justis, almost on a weekly basis

and was working on coping strategies. (Tr. 144@h September 23, 2011, Frederick was doing

Page30 of 32



better, but still reportedxperiencing auditory and visual hallo@tions briefly. (Tr. 1407.) Dr.
Reddy assessed a GAF score of 70, and foundrthderick was at balsee. (Tr. 1408.)

The undersigned finds that MReddy’s opinion that Frederidias only mild limitations in
all areas of functioning is not supported by theord. Dr. Reddy’s own treatment notes reveal
Frederick continued to experiencdlheainations even at baselineOn each visit except his last,
Dr. Reddy assessed a GAF score of 58Qowhich denotes moderate rathen mild symptoms.
Dr. Reddy also noted that Frederick was champ with his medications. Despite this
compliance, he was admitted at the Psychiatabifzation Center witlpsychotic and suicidal
symptoms during the short peribd. Reddy was treating him.

The ALJ cited Frederick’s noncompliance as the cause for his decompensation but, as
previously discussed, this is rapported by tarecord. There is no geteon that Frederick was
compliant when he was being treated by Dr. Reddy. The ALJ alse@aut that Dr. Reddy
noted in his records that Fredéridid not return calls. (Tr. 23.)The statement to which she
refers, however, was a statement Frederictaria Dr. Reddy. On August 26, 2013, Dr. Reddy
noted that he apologized to Frederick for beingble to reach him dung his hospitalization, and
Frederick responded “well you are just stagtiyour third year...you are probably overwhelmed
with all the work.” (Tr. 1446.) To the extethie ALJ considered this statement evidence of
Frederick’'s noncompliance, it was error.

The ALJ relied on the opinion of Dr. Bdy, who had treated Frederick for only a
three-month period as “the mostrgeasive longitudinal evidence ifcord.” (Tr. 24.) All of
the other opinion evidence, includithe opinion of Frederick’s treaty psychiatrist for ten years,
supports the presence of muclkaper limitations due to the fluating nature of Frederick’s

psychiatric symptoms.
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The undersigned again notes that recognition must be given to the instability of mental
impairments and their waxing and waning nature after manifestatt@® Rowland73 F.
Supp.2d at 920-21. Here, the longitudinal picturereflerick’s mental impairment shows him to
continue to exhibit symptoms of psychotic @ss even through periodsrefyular treatment and
improvement. An “improvement” in a chronic sotyphrenic is noinconsistent with a finding of
disability where, as here, a claimant’s treatingcpgtrist has not discharged him from treatment
and requires frequent appointments, and oth@rces have concluded that his work skills are

deficient. See Hutsell259 F.3d at 712-13.

V. Conclusion

Given the ALJ’s improper analysis of Fred&riscmental impairments, discounting of the
medical opinions of Frederick’s treating sources, together with her unsupported determination to
accord the greatest weight to the opinio®ofReddy, the ALJ's RFC determination is not
supported by substantial evidencéhe record as a whole. daificantly, the RFC formulated by
the ALJ fails to consider the absences from wost Would be expected asesult of Frederick’s
visits to the emergency room or hospitalizatidne to exacerbations.

For the reasons discussed above, tham@sioner’s decision is not based upon
substantial evidence on the record as a wantkthe cause is trefore remanded to the
Commissioner for further consideration in aceorce with this Memorandum and Order. Upon
remand, the ALJ shall properly consider the apirevidence, and formulate a new mental RFC
based on the record as a whole.

Dated: March 27, 2017

ABBIE CRITES-LEONI
UNITEDSTATESMAGISTRATE JUDGE
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