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IN THE UNITED STATES DISTRICT COURT
FOR THE NORTHERN DISTRICT OF OHIO
EASTERN DIVISION

SANDRA JOHNSON, CASE NO. 3:18cv-00746
Plaintiff,

MAGISTRATE JUDGE
KATHLEEN B. BURKE

V.

COMMISSIONER OF SOCIAL
SECURITY ADMINISTRATION,
MEMORANDUM OPINION & ORDER

Defendant.

Plaintiff Sandra JohnsgfiPlaintiff” or “ Johnsot) seeks judicial review of the final
decision of Defendant Commissioner of Social Security (“Commissioner”) g hgr
application for Disability Insurance Benefits (“DIB”Doc. 1. This Court has jurisdiction
pursuant to 42 U.S.C. § 405(ghhis case is before thedersigned Magistrate Judge pursuant to
the consent of the parties. Doc. 18s explained more fully below, the Co&FFIRM Sthe
Commissioner’s decision.

|. Procedural History

Johnsorprotectivelyfiled an application for DIB on March 2, 201d|eging disability
beginning on February 7, 2012Tr. 11, 66, 79, 172-173. Johnson alledbility due to
chronic back pain, myofascial pain syndrome, high blood pressure, depression, anxiety,

fiboromyalgia, and nerve damage. Tr. 66-67,,1W8 After initial denial by the state agency

1 The Social Security Administration explains that “protective filing tistéThe date you first contact us about
filing for benefits. It may be used to establish an earlier application datevtien we receive your signed
application.” http://www.socialsecurity.gov/agency/glossafigst visited4/26/2019).
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(Tr. 100-108) and denial upon reconsideration (Tr. 110;1Idhnson requested a hearing (Tr.
117).

OnOctober 20, 2016, the Administrative Law Judge (“ALJ”) conducted a hearing. Tr.
31-65. The ALJ issued an unfavorable decision on March 17, gD18-30), findingthat
Johnson had not been under a disability within the meaning of the Social Security Act from
February 7, 2012, through the date of the decision (Tr. 31,J2hnson requested review by the
Appeals Council of the ALJ’s decision. Tr. 170-171. On February 12, #td 8ppeals
Council denied Johnson'’s request for review, making the ALJ’s March 17, 2017, déugsion
final decision of the Commissioner. Tr. 1-5.

Il. Evidence

A. Personal, educational, and vocational evidence

Johnson was born in 1964. Tr. 34, 172. Johnson completed four years of college in
accounting. Tr. 35-36, 209. Johnson has not worked since February 7, 2012. Tr. 36, 208.
Johnson’s last job was at Willart as a certified optician. Tr. 36. Johnson inspected and sold
glasses. Tr. 36. She worked at Wal-Mart for about 5 years. TBI8¥worked for a brief
period at the Census Bureau going dimedoor to the homes of individuals who had not turned
in their censuses. Tr. 37. Johnson also worked at Western Reserve Trading Incorporated f
about a year doing accounting and bookkeeping work. Tr. 37. Prior to working at Western
Reserve, Johnson worked as a substitute teacher. Tr. 37-38.
B. Medical evidence

1. Treatment records

2 Johnson's argument pertains to her alleged physical impairments, thidéusedical evidence summarized herein
is generally limited tdreatment records and opinions relating to physical impairments.
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Johnson first started having problems with her back in 2006. Tr. 480. She was able to
work and function until February 12, 2012, when she stooped down to pick up a book, which
madeher back problems no longer tolerable. Tr. 480. Thereafter, on February 24, 2012,
Johnson presented herself to the Brain Orthopedic Spine Spe¢i&B8S”) with her chief
complaint being back pain. Tr. 380-381. Johnson described her pain as radiating down the
anterior part of her thigh on both sides but greater on the left than right. Tr. 381. Johnson
reported no prior surgeries but relayed that she had epidural steroid injections siodl phy
therapy years ago without significant relief. Tr. 381. Johnson previousheeadaking
Vicodin for her low back pain butyith the recent onset of increased pier primary care
physician had switched her to Percocet. Tr. 381. Johnson felt that her legseakr@nd she
reported numbness/tingling in her left anterior thigh. Tr. 381. On physical examjrathnson
had normal reflexes and no sensory defgtie had a positive straight leg raise on the left; she
had some decreased strength (4/5) in her left knee; strength was otherwidg516)nma
Johnson’s bilateral lower extremities. Tr. 381. Johnson was diagnosed with acute an chroni
low back pain/leg pain and weakness in left leg. Tr. 381. An MRI of Johnson’s lumbar spine
was ordered. Tr. 381.

The MRI was performed on February 28, 2012. Tr. 384-385. The MRI impressgat
forth in the radiological repowas mild discogenic degenertiat L3-L4 and L4L5 without
visualized nerve root compression. Tr. 386. During a follow-up visit with Dr. Perry
Argires, M.D., at BOSS, on beuary28, 2012, Dr. Argires noted that the MRI showed a left-
sided L3L4 herniated disk posterolaterally and somewhat far latdadbted but it was not seen
or mentioned in the radiologist’s report. Tr. 38x. Argires’ impression was left 1-B4

hemiated disk. Tr. 380. He discussed surgical and non-surgical options. Tr. 380. Dr. Argires



noted that Johnson was in severe pain and she wanted to proceed with epidural stefortinject
Tr. 380.

On March 5, 2012, Johnson saw pain managementrdoctdrevin Thurmarat BOSS
and received her first epidural steroid injection. Tr. 378-379. Johnson received another epidural
steroid injection on March 21, 2012. Tr. 377-378. During a follow-up visit on April 3, 2012,
Johnson reported no relief from the injections. Tr. 374. On April 25, 2012, Johnson had left-
sided diskectomy surgery at I1%6.® Tr. 355, 367, 371, 373, 480.

At her May 8, 2012, post-op visit, Johnson was still having some pain in her lower back
and in both legs at times. Tr. 371. Her pain was intermittent and better than it veas fne
371. Johnson relayed that the numbness in her leffidégesolved. Tr. 371. She was taking 3
Oxycodone every 4 hours and Soma three times a day. Tr. 371. A physical examination
revealed normal strength and reflexes and no sensory deficit. Tr. 372. Drs/Adyised
Johnson to continue with her medication and wean as tolerated. Tr. 372. Dr. Argires advised
Johnson that he would expect her to be able to decrease her Oxycodone over the next couple
weeks. Tr. 372. A follow up was scheduled for three weeks. Tr. 372.

At a follow-up visit on May 25, 2012, Johnson relayed that she was still having pain —
she had tightness at her incision site and pain along her lower back that radiatedtddwer
bilateral hips. Tr. 370. She also had some numbness in her left thigh that started to &me bac
since her surgery. Tr. 370. Soma helped relieve some of her tightness and muscle Bpasms
370. Johnson’s pain was worse at night. Tr. 370. Dr. Argires continued Oxycodone and Soma.

Tr. 370. He prescribed a short course of steroids and started her on ibuprofen for itilamma

3 Prior to her surgery, Johnson started to have pain on her right siddagedi ridis information to Dr. Argires. Tr.
373.



Tr. 370. Dr. Argires also recommended formal physical therapy to help with spasin
weakness. Tr. 370.

Johnson started physical therapy on May 30, 2012, and continued through June 27, 2012.
Tr. 361-367. At her initial physical therapy session, Johnson rethgetder right lower
extremity symptoms were worse since her surgery. Tr. 367. She was still having
numbness/tingling in her left thigh and noted episodes of her left leg giving ol867Tr She
reported that she had felt great over the weekend oiméatamatory medication. Tr. 36368.
At her June 27, 2012, physical therapy appointment, Johnson reported waking up every two
hours in excruciating pain the night before. Tr. 361. Johnson indicated she felt like she coul
not be without her pain medication and did not like that at all. Tr. 361. Johnson felt she was
getting worse. Tr. 361. Johnson rated her low back pain a 4 out of 10 and her right hip pain a 6
out of 10. Tr. 361. A decision was made to place Johngtwy'sicaltherapy on “hold’because
of her complaints of right hip pain. Tr. 361. The therapist planned to await further instructions
from Johnson’s doctor. Tr. 361.

Johnson saw Dr. Argires on July 6, 2012. Tr. 360. Dr. Argires noted Johnson’s
complaints of right-sided pain and noted that she had a positive Faber sign byagiamiTr.
360. Dr. Argires referred Johnson for a right irdraeular injection of hehip to assess whether
the pain was coming from her hip or back and he ordered a lumbar spine MRI. Tr. 360. Johnson
proceeded with the intra-articular injection and MRI. Tr. 357. She saw Dr. Argirésdlbw
up on July 31, 2012. Tr. 357. Dr. Argires examination revealed intense pain over Johnson’s
sacroiliac joint region Tr. 357. Dr. Argires noted that the pssirgical MRI that he ordered
showed no evidence of neural compression at any level. Tr.L35Argires indicated that he

did not think that Johnson’s pain was coming from her hip because she obtained n@mmelief fr



the intraarticular injection. Tr. 357. He recommended that Johnson proceed with a sacroiliac
joint injection and, if Johnson had a positive response, she should then proceed with ablation.
Tr. 357. If those measures did not work, Dr. Argires recommended that Johnson should then
proceed with an evaluation for a neurostimulator trial. Tr. 357-358.

On August 9, 2012, Johnson saw Dr. Thurman for follow up. Tr. 355. Dr. Thurman
noted that Johnson had significant improvement of her left-sided symptoms following her
diskectomy but she was having chronic pain in her right buttock, extending latevalythé
right hip and rarely below the right knee. Tr. 355. On examination, Dr. Thurman observed that
Johnson was intact neurologically in her bilateral lower extremities. Tr. 355 hDrmman’s
musculoskeletal examination revealed moderate tenderness of the righiasaanoi a
significantly positive right Patrick’s tesflr. 355. Dr. Thurman’s impression was right
sacroiliac joint pain, right mechanical sacroiliac joint dysfunction with rotatidmeoright
innominate, and left lumbar laminectomy syndrome. Tr. 355. Dr. Thurman recommended a
right sacroiliac joint irgction to be followed by physical therapy that would specifically include
manipulation of the right sacroiliac joint. Tr. 355. If those measures did not workhOnman
indicated that the next step would be right sacroiliac joint ablation. Tr. 355.

Dr. Thurman administered the right sacroiliac joint injection on August 20, 2012. Tr.
354. Thereafter, Johnson attended physical therapy from August 27, 2012, until September 11,
2012. Tr. 347-351. During a follow-up visit with Dr. Thurman on September 12, 2012, Johnson
reported that physical therapy helped with some of the symptoms in her buttock but it did not
improve her leg pain. Tr. 347. Johnson indicated that the pain she was feeling on her right side
was similar to the pain she had on her left side prior to her surgery but not compketynte.

Tr. 347. Johnson’s buttock and leg pain were brought on by similar activities. Tr. 347. Dr.



Thurman thought that Johnson might have two overlapping pain generators and recommended an
epidural sterml injection for diagnostic and therapeutic purposes at the right L4-L5 andsdght
transforaminal. Tr. 347. On September 26, 2012, Dr. Thurman administered the right L4-

and right S1 transforaminal epidural steroid injections. Tr. 345.

Johnson saw Dr. Thurman for follow up on October 25, 2012. Tr. 343. Johnson reported
50% relief of her leg pain for 2 weeks and then her symptoms returned. Tr. 343. The injections
did not change any of the pain in Johnson’s buttock. Tr. 343. Johnson had gbodfhetief
from the sacroiliac joint injection. Tr. 343. Johnson did not feel that physical thedapy he
improve her symptoms. Tr. 343. Physical examination showed 5/5 strength in the left lower
extremity and some decreased strength in the gl extremity with some mild, diffuse
giveaway weakness. Tr. 343. Dr. Thurman’s impression was chronic right lurdicatopathy
with a question of overlapping sacroiliac joint pain versus overlying radicular paiB43. Dr.
Thurman offered recommendations for further treatment of Johnson’s lumbar ragaular
including a spinal cord stimulator trial. Tr. 343. Dr. Thurman also offered recomtizersdf@r
Johnson’s right buttock pain but noted that Johnson’s insurance company had not paid for her
sacroiliac joint injection and they might not approve other treatment for heflisagaint. Tr.

343.

On November 9, 2012, Johnson agreed to proceed with the spinaticouthtor trid for
treatment of the radicular lumbar pain. Tr. 341. No further treatment was recondn@nite
sacroiliac joint paint because Johnson’s insurance company was not willing tohmoeests.

Tr. 341.
On December 21, 2012, Johnson proceeded with the spinal cord stimulator trial. Tr. 337-

338. On December 24, 2012, the spinal cord stimulator trial leads were removed. Tr. 337.



Johnson was pleased with the results, reporting 95% relief of her leg pain andiéDét her

low back and buttock pain ameasinterested in a permanent spinal cord stimulafior 337.

The spinal cord stimulator was permanently implanted on February 7, 2013. Tr. 330-333.
During an April 2, 2013, follow-up visit, Johnson reported severe right leg and buttock pain. Tr.
321. She hadstarted on ateroid but it was not helping control her pain. Tr. 322. On
examination, Johnson’s sensory and motor functieere intact in the lower extremities

bilaterally and equal; Johnson’s strength was 5/5 in her lower extreniliéiesdly and equal;

and straight leg raise was positive on the right. Tr. 322-323. Jared L. Thatch@yoRA-
consultation with Dr. Argires, recommended a spinal cord stimulator adjusiphgsical

therapy; and a referral to Dr. Cohen for pain management. Tr. 323.

Upon Dr. Argires’ referral, Johnson saw Dr. Randy Cohen, D.O., for a pain management
consultation. Tr. 480-481. Johnson reported that her pain level was a 5 out of 10 on average
with the range being between a 3 and 9 out of 10. Tr. 480. Johnson described her pain as
shooting, exhausting, pressure, sharp, radiating, constant, unbearable, aching, atabbing
miserable. Tr. 480. Her pain was worse with walking, lifting, standing, bending &ng. sir.

480. Pain relieving factors were heat and lying down. Tr. 480. On examination, Dr. Cohen
observed that Johnson was in acute distress and could not maintain a static position — she had to
alternate between sitting, standing and walking rather than standing iracee pr. 481.

Jahnson’s gait was normal; her right quadratus lumborum was very, very tight and tender t
palpation with pain radiating into her hip and down her leg; she had trigger points randomly
located throughout the lumbar and thoracic paraspinal muscles, right shoulder and upper
trapezius muscleser neurological exam showed no focal motor or sensory deficits; her seflexe

were intact; and straight leg raise was negative. Tr. 481. Dr. Cohen’s iopsessre chronic



low back pain, s/p laminectomy L8with facetetomy and discectomy; myofascial pain low
back; depression; and sleep disturbance. Tr. 481. Dr. Cohen made some modifications to
Johnson’s medication, including switching her to more lacigag pain medications rather than
short-acting. Tr. 481. He recommended that Johnson continue with physical therapy. Tr. 481.
Johnson saw Dr. Cohen again in May and June 2013. Tr. 482-484. Johnson reported doing
better overall (Tr. 482) and that physical therapy was helping a lot (Tr. 484inger June
19, 2013, visit with Dr. Cohen it was noted that Johnson was planning on moving to Ohio in July
so Johnson would need to find a new pain management doctor. TiBd84dd on a referral
from Dr. Cohen, Johnson attended physical therapy from May 2013 through July 2013. Tr. 278-
318, 398-451.

On July 2, 2013, Johnson saw Paul G. Avadanian, D.O., regarding right shoulder pain.
Tr. 491. Johnson indicated that she was also getting weak and was unable to hold things. Tr.
491. Johnson was dropping things and it had been getting worse over the prior few weeks. Tr.
491. Dr. Avadanian administered a trigger point injection in Johnson’s right trapezius. Tr. 491.
Johnson tolerated it well and reported immediate relief. Tr. 491.

After movingto Ohio, Johnson saw Dr. Eric G. Prack, M.D., on August 6, 2013, to
establish as a new patient. Tr. 926-929. Dr. Prack assessed hypertension, benignuseibacc
and myofascial pain syndrome. Tr. 927-928. Dr. Prack referred Johnson for pain management
for her myofascial pain syndrome. Tr. 928, 929.

Per Dr. Prack’s referral, Johnson met with Dr. Zachary Zumbar, M.D., for pain
management. Tr. 765-768. Johnson rated her bilateral mid to low back pain a 5 out of 10 and
described her pain as sharp, stabbing, shooting and aching. Tr. 765. She indicated tina the spi

cord stimulator was mildly helpful. Tr. 765. She wagnga number of different medications,



which she indicated were helpful but she still had a significant amount of pain. Tr. 766. Johnson
felt physical therapy had been helpful in the past and she was interestednniogniiith it. Tr.
766. On examination, Dr. Zumbar observed bilateral myofascial tenderness in kbtraoe
and lumbar areas; her strength was 5/5 througlher muscle tone was normal; straight leg raise
was negative bilaterally; reflexes were normal and symmetric; and sensasontact
throughout, with the exception of mildly diminished sensation to light touch over the anterior
lateral left thigh. T. 766-767. Dr. Zumbar felt that Johnson’s initial signs and symptoms were
consistent with lumbar neuritis from a herniated lumbar disc but her issues weneonew
consistent with myofascial pain syndrome. Tr. 767. Dr. Zumbar explained to Johnsirethat
was on high doses of narcotics and he did not feel it was a good idea to treat myofasitial pa
that manner. Tr. 767. He recommended weaning her down to more reasonable doses of narcotic
medication and he hoped to get her entirely off of narcotics. Tr. 767. Dr. Zumbar recdatn
physical therapy and he discussed with Johnson the possibility of the ChranRdPabilitation
Program at the Cleveland Clinic. Tr. 767. From August 2013 through October 2013, Johnson
attended physical therapy upon referral from Pamela Snyder CNP/Dr. Zufimb&1.7-831.

Johnson saw Dr. Zumbar for a follow-up visit on October 4, 2013. Tr. 773-775. Johnson
relayed that physical therapy was helping. Tr. 773. She had met with DrkMaleg
consultation at the Chronic Pain Rehabilitation Program at the Cleveland Clini€73TrDr.
Malecki thought Johnson was a good candidate for the program and Johnson was hopeful she
could start at the end of the month. Tr. 773. Dr. Zumbar made some adjustments toslohnson
medications and planned to see her for follow up. Tr. 774-775.

From October 29, 2013, through November 23, 2013, Johnson patrticipated in the

Cleveland Clinic Chronic Pain Rehabilitation Program. Tr. 499-578, 604-704. During the
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program, Johnson demonstrated improvement. Tr. 500,F@2exampleJohnson could lift 8
pounds from floor to waist initially and at discharge she was able to lift 18 pounds. Tr. 500.
Initially, Johnson could carry 8 pounds for 20 feet and at discharge she could carry 20 pounds in
that distance. Tr. 500. Johnson’s gait was initially described as decreasedtpéiity and
decreased cadence while at discharge her gait was within normal limi&02TrlInitially,
Johnson could climb 30 steps in one minute and at discharge she could climb 65 steps in one
minute. Tr. 502. Initially, Johnson could walk .19 miles in 6 minutes and at discharge she could
walk .28 miles in that time. Tr. 502. Johnson’s reaching ability was 13 inches iratidligt
discharge it was8inches. Tr. 502. When she was discharged from the program, Johnson’s
diagnoses were spondylosis with s/p L3-4 discectomy and DCS placemeritagpirgathy
and paraspinal myofascial pain and radiculopathy; chronic pain with physical ambgsgial
dysfunctions; possible opiate induced hyperalgesia; opioid addiction and nicotine dependen
alcohol dependence in sustained remission; and compulsive gambling in remissi@o2. Tr
Following discharge from the program, on December 6, 2013, Johnson atendliitdrcare
treatment session. Tr. 602-604.

On April 28, 2014, Johnson saw Dr. Vicki J. Brown, M.D., at her primary care
physician’s office for follow up after a hospital visit for chest pain. Tr. 874-8@fnsbn
complained of fatigue and low stamina. Tr. 874. Johnson indicated she had progressed from
chronic dependence on narcotics for her pain — Johnson was not sure she could work a routine
job and noted she was thinking about applying for disability. Tr. 874. On examination, Dr.
Brown noted that Johnson changed from seated to standing. Tr. 875. Otherwise, examinati
findings were unremarkable. Tr. 875. Dr. Brown assessed hypertension, benign, apdinhest

and provided recommendations for treatment of both conditions. Tr. 876.
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Johnson saw Dr. Brown the following month on May 30, 2014, for a blood pressure
check. Tr. 870-873. During the visit, Johnson complained of increased back and leg pain that
was worse if she was less active but activity also caused pain as well. Tddr@on wanted
some changes to her medications. Tr. 870. She did not have access to perform we&es . exer
Tr. 870. Her sleep was fair on Trazadone and Zanaflex. Tr. 870. During the examinati
Johnson was seated but Dr. Brown observed frequent movements and that Johnson rubbed her
legs. Tr. 871. Dr. Brown asseshypertension, unchanged, and myofascial pain syndrome. Tr.
872. Dr. Brown made medication changes — she stopped Johnson’s Tramadol, continued her
muscle relaxant and restarted barGabapentin. Tr. 872.

During a November 26, 2014, visit with Dr. Brown, Johnson complained of a lot of

problems with her back and she was not sleeping well even with the muscle ratakant
Trazadone. Tr. 862. Johnson stopped taking Gabapentin because of the side effects. Tr. 862.
She was using the Tramadol sparingly during the day because she calépatith it. Tr.
862. Johnson wanted to avoid narcotics because of her history of dependence. Tr. 862. She still
had the spinal cord stimutatimplanted and was performing exercises as recommended by
physical therapy. Tr. 862. On examination, Dr. Brown observed that Johnson was standing and
shifting her weight and she had “decreased lumbar lordosisspasm palpated bilateral lumbar
parapinal muscles. Tr. 863. Dr. Brown assessed back pain, lumbar, with radiculopathy and
myofascial pain syndrome. Tr. 864. For Johnson’s back pain, Dr. Brown recommended a pain
management consultation for injections. Tr. 864. For Johnson’s myofascial pain, Dn. Brow
increased Johnson’s Trazadone at bedtime. Tr. 864.

Johnson sought emergency room treatment on January 10, 2015, for left flank pain. Tr.

705-707. She was diagnosed with aqytelonephritisand prescribed an antibiotic. Tr. 706.
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Johnson followed up with Dr. Brown on January 15, 2015.7T12-715. Johnson was
continuing to have left flank pain. Tr. 712. Dr. Brown noted that a CT scan showed a kidney
stone in the left kidney and she referred Johnson to a urologist. Tr. 712, 715. Johnson saw
urologist Dr. Donald L. Smith, M.D., that same day. Tr. 717-720. Dr. Smith notetth¢h@i
scan showed a 7 mm kidney stone in the left kidney but there was no obstruction seen on the CT
scan. Tr. 719. Dr. Smith felt tha®hnson’s pain appeed to be out of proportion to the
radiology findings. Tr. 719. However, hecommended ESWHof the renal calculus. Tr. 7109.
Johnson saw Dr. Brown again on January 19, 2015, for follow up regarding her left flank
pain. Tr. 722-725. Dr. Brown noted that Dr. Smith felt that the kidney stone was non-
obstructing and was not the cause of Johnson’s pain. Tr. 722. JohnsamisHaltedominal
pain was worse with standing and walking, sitting, and while using the restroom. Tr. 722.
Johnson’s pain walieved by lying down with a pillow supporting her upper abdomen. Tr.
722. Dr. Brown recommended a referral back to pain management as soon as possible. Tr. 725.
Dr. Brown also ordered an x-ray of the thoracic and lumbar spine. Tr. 725. rajigtaden on
January 19, 2015, showed disc degeneration and spondylosis throughout the thoracic spine,
upper and mid lumbar levels; no acute thoracic or lumbar spine fracture; and the newatzstimul
overlaid the lower thoracic region from lower T7 through T9 levels. Tr. 721.
Upon Dr. Brown'’s referral, Johnsattendedhysical therapy on January 27, 2015,
through April 16, 2015, for her back pain. Tr. 727-728, 748-817.
Per Dr. Brown'’s referral, Johnson saw Dr. Zumbar again on January 29, 2015. Tr. 729-

731. Dr. Zumbar commented that he last saw Johnson in October 2013 and, at that time,

4 ESWL likely stands for Extracorporeal Shock Wave LithatyipSee
https://www.kidney.org/atoz/content/kidneystones_shockviiase visited 426/2019).
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Johnson had proceeded with the Chronic Pain Rehabilitation Program and did fantastic, noting
that she had weaned off all narcotics and her functional status was mostly restoi&. T
Johnson continued to have some baseline lower back pain with radatienlegs but it was
much improved as compared to when she first saw Dr. Zumbar. Tr. 729. Johnson relayed that
she had continued to do well until she had a rather sudden onset of left-sided midback pain that
radiated around the flank and into the ribs and abdomen on the left side. Tr. 729. Prior to the
flank pain Johnson had been using her stimulator which helpesited, the flank pain started
she found that using the stimulator aggravated the pain so she had turned it off for filae past
weeks. Tr. 729. Dr. Zumbar felt that Johnson’s signs and symptoms were consistent wit
thoracic neuritis secondary to spondylosis and degenerative disc disease. Tr. 730ndar. Z
added a medication to Johnson’s then current medications to help with the neuropathic
component of her pain and ordered additional imaging. Tr. 730.

On Felwuary 6, 2015, a CT scan of Johnson’s thoracic spine, aay af the lumbosacral
spine, and an x-ray of the thoracic spine were taken. Tr. 734-736, 737-738, 73ER@40T
scan showed mild multilevel anterior endplate spurring of thelomer thoract spine; minimal
disc space narrowing in the upper lumbar spine; and no acute fracture or subluxdi#on of t
thoracolumbar spine. Tr. 734 he xray of Johnson’s lumbosacral spine showed mild
multilevel degenerative change of the lumbar spine; no fracture or subluxation; and probable
small left renal calculus. Tr. 737. The x-ray of Johnson’s thoracic spine showed ntildvalul
disc space narrowing and endplate spurring of thelonver thoracic spine and no fracture or
subluxation. Tr. 739.

Johnson saw Dr. Zumbar for follow up on February 12, 2015. Tr. 741-742. Johnson

reported that her symptoms were mildly improved. Tr. 741. She was attending plnesaay t
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and felt that it helped. Tr. 741. Johnson had been prescribed a narcotic anchyésasgdittle

as possible because she was concerned about taking narcotics again. Tr. 741. Ona@xaminat
Dr. Zumbar observed leftided thoracic paraspinal tenderness and tenderness over the lateral left
ribs. Tr. 741-742. Dr. Zumbar felt that Johnson’s signs and symptoms were consistent with
intercostal neuritis. Tr. 742. Dr. Zumbar was encouraged that Johnson had shown some
improvement since the last visit. Tr. 742. He recommended that Johnson continue with physica
therapy and continue with her medications, including Norco for breakthrough pain. Tr. 742.
Johnson did not want a refill of her Norco. Tr. 742. Dr. Zumbar prescribed a Medrol Reespa
see ifit helped with her symptoms and indicated that if it did not they would proceed ft4th le
sided intercostal nerve injections. Tr. 742. Johnson received an intercostal block anyFebru

27, 2015, and reported about 20% pain relief. Tr. 743. Johnson continued to treat with Dr.
Zumbar through May 2015 and received additional intercostekblas well as a caudal epidural
steroid injection for her back and leg pain. Tr. 743-745, 746-7477389785786, 790, 932-

933, 937. During a May 20, 2015, visit, Dr. Zumbar indicated that he felt that Johnson’s rib pain
was consistent with interc@dtneuritis and her low back pain was consistent with lumbar neuritis
and post laminectomy syndrome. Tr. 750. Dr. Zumbar also felt that there was aipo#sibil
Johnson might have significant cervical stenosis that was causing her sgmgiwo50.Dr.

Zumbar made a small adjustment to Johnson’s medication regimen. Tr. 750. He nobexythat t
were going to have Johnson’s stimulator reprogrammed to see if it could do gobetter

controlling her right leg pain and possibly some of her rib pain. Tr. 750. Dr. Zumbar also
wanted to obtain a CT scan of Johnson’s cervical spine to see if there was a dewicalising

her symptoms. Tr. 750.
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Johnson saw Dr. Brown on July 7, 2015. Tr. 956-960. Johnson complained of ongoing
back pain and lefside thoracic pain with radiculopathy at both areas. Tr. 956. Johnson relayed
that she was applying for disability, noting that she did not want to but felt she vides tmna
function in a work environment and was also limited at home. Tr. 956. Sheceackd
injections and ongoing pain management but she wanted to a have a solution. Tr. 956. She had
been dropping things lately so Dr. Zumbar had ordered a CT scan of her neck. Tr. 956. Johnson
had noticed some orthostatic symptoms during the prior week and her blood pressure had been
lower than usual. Tr. 956. On physical examination, Dr. Brown noted that Johnson changed
positions frequently and appeared to be uncomfortable. Tr. 958. Also, Dr. Brown observed that
Johnson was tearful, depressed, had low motivation and was frustrated. TDr9B8&wn’s
assessment was back pain, lumbar, with radiculopathy and depression. Tr. 958. Withaoespe
her back pain, Dr. Brown noted that Johnson was following with pain management and she
agreed with Jonson’s plan to limit narcotics. Tr. 958.

On July 29, 2015, Dr. Zumbar administered an intercostal nerve block. Tr. 762. Johnson
saw Dr. Zumbar for follow up on August 26, 2015. Tr. 1167-1168. During that visit, Johnson
reported greater than 50%iedlfrom the recent injection that lasted about three weeks. Tr.

1167. Johnson noted that her generator battery was not charging so she had been unable to use
her stimulator. Tr. 1167. Thus, her leg pain had been somewhat worse but no where near as
bothersome as her rib pain. Tr. 1167. Johnson was continuing to use Zonegran and Zanaflex
and she felt those medications were helpful. Tr. 1167. She was using Norco asfitsibke

but was averaging about two tablets per day. Tr. 1167. On physical examination, Dar Zumb
observed left-sided thoracic and right-sided lumbar paraspinal tenderness; Jobtisogth

was 5/5 throughout and her muscle tone was normal. Tr. 1168. Johnson’s sensation was intact
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except she exhibited diminished sensation to light touch over the lateral left thigtl68. Her
reflexes were normal and symmetric. Tr. 1168. Dr. Zumbar felt that Johnson’susthns
symptoms were consistent with intercostal neuritis and possibly the result anmoath

irritation from herstimulator lead. Tr. 1168. Dr. Zumbar recommended that Johnson continue
with her current medications and he referred her to Dr. Moore for his opinion about removing
her stimulator. Tr. 1168.

Per Dr. Zumbar's referral, on September 4, 2015, Johnson saw Dr. Don K. Moore, M.D.,
with the Cleveland Clinic for a consultation regarding her rib pain. Tr. 1072-1082. Johnson
guestioned whether the stimulator was aggravating her rib pain. Tr. 1072. Also, Johnson
relayed that she had recently been dropping things with her left hand. Tr. 1072. Johnson denied
upper shoulder weakness but did have left-handed numbness. Tr. 1072. Dr. Moore
recommended that Johnson follow up with Dr. Zumbar to see about having the spinal cord
stimulator evaluated to determine @ther the spinal cord stimulator paddle was not working
properly, noting that the lead might be broken. Tr. 1076. Alternatively, Dr. Moore
recommended that Johnson follow up with Dr. Brendan Bauer to see if she was experiencing
some sort of variant of intercostal neuritis that could be viral induced or idiopathitO76.

On October 30, 2015, per Dr. Moore’s referral, Johnson saw Dr. Jacqueline M. Graziani
of Advanced Neurologic Associates, Imegarding her lefside intercostal pain. Tr. 1062-

1067. Johnson relayed that she had been having back pain since the beginning of January. Tr.
1062. Johnson indicated that she could not use her neuro stimulator because it exacerbated her

intercostal pain. Tr. 1062. Johnson stated thagétivere times when her pain was so bad that

5 As noted above, Dr. Moore recommended that Johnson see Dr. Baug®7dr.It is not clear whether Dr.
Graziani was seen instead of Dr. Bauer.
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she could not move. Tr. 1062. Intercostal injections had propa&delief foronly about a

week. Tr. 1062. Johnson relayed that she had severe numbness and tingling in her left upper
thigh and some in her right leg but not as bad. Tr. 1062. Dr. Graziani diagnosed intercostal
neuralgia, thoracic back pain, and pain. Tr. 1065. Dr. Graziani indicated that Johnson’s
intercostal pain could be due to the stimulator she had implanted in 2013 but Dr. Graziani noted
that further work up was needed and she was not certain how much more she could do for
Johnson. Tr. 1065. Dr. Graziani thought that Johnson mightheeetimulatorremoved Tr.

1065, 1066.Dr. Graziani ordered a CT scan of the thoracic spiediofor any fluid collection

and she added Lyrica to Johnson’s medications for neuropathic pain. Tr. 1065, 1066.

Johnson saw Dr. Zumbar on November 11, 2015, for follow up regarding her left rib
pain. Tr. 1172-1173. Johnson relayed that her symptoms had been persistent. Tr. 1172.
Johnson had not started on Lyrica as recommended by the neurologist due to the cost. Tr. 1172.
Dr. Zumbar tried to have Johnson’s stimulator reprogrammed but they were unableto do s
because the battery had gone dormamt.1172. Johnson was advised to work on “waking it
back up” and to call Dr. Zumbar’s office once the stimulator was started up agaiil7ZrDr.
Zumbar provided Johnsamith a prescription for Zofran because she indicated that when the
pain was rally bad she had some nausea. Tr. 1173. He also provided her a prescription for
Tramadol that he said she could use in place of Norco. Tr. 1173.

Johnson saw Dr. Zumbar again on February 4, 2016. Tr. 1174-1175. Johnson had
recharged her stimulator and they tried to reprogram it twice but their attempts were
unsuccessful. Tr. 1174. Johnson was still using Zonegran, Tizanidine, Norco and Tramadol and
reported that they were helpful to an extent. Tr. 1174. On physical examilatidumbar

observed left-sided thoracic paraspinal tenderness that wrapped into Johnsdb%s I&ft.r
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1175. Johnson’s strength was 5/5 throughout and her reflexes were normal and synimetric
1175. Dr. Zumbar recommended that Johnson continue on her current medications because they
were providing her enough pain relief to remain functional and he planned to retemaher
neurosurgeon for removal of the stimulator. Tr. 1175.

On March 2, 2016, Johns@sawneurologist Dr. Andre G. Machado, M.D., at the
Cleveland Clinic for an evaluation of her chronic pain and spinal cord stimulator. Tr. 1095-
1100, 1250. On physical examination, Dr. Machado observed 4/5 muscle strength in the upper
and lower extremiges; normal muscle tone without evidence of atrophy; steady gait; negative
Romberg test; decreased sensation to pinprick in the lower extremities bitatardlher deep
tendon reflexes were2/4 throughout. Tr. 1098. Dr. Machado recommended that Johnson have
a thoracic CT myelogram to rule out spinal pathology. Tr. 1098.

The CT myelogramvas performed on March 16, 2016. Tr. 1247-1249. Johnson saw Dr.
Brown on April 7, 2016, for a check-up. Tr. 1223-1228. Dr. Brown noted that the CT
myelogram hadevealed extensive scar tissue and Johnson was going to have the stimulator
removed. Tr.1223. Once the stimulator was removed, Johnson would be able to have an MRI.
Tr. 1223. Johnson saw Dr. Machado on April 20, 2016. Tr. 1110-1113. Johnson was not
interested in trying further attempts to reprogram her stimulator. T6.13%he preferred to
proceed with removal of the stimulator. Tr. 1110. A few days later, on April 25, R016,
Machado performed surgery to remove the spinal cord stimulator. Tr. 1139-1141. When
Johnson returned for a surgical follow-up appointment with John G. Ozinga, PA-C, on May 5,
2016, Johnson reported that she continued to have left flank pain. Tr. 1124. Mr. Ozinga

recommended that thoracic and lumbar MRIs be taken and refilled Johnson’s Norco. Tr. 1124.

19



She was taking 2 Norco every 6 hours and was trying to reduce it but her pain continued to be
severe. Tr. 1124.

Johnson saw Dr. Zumbar on May 19, 2016. Tr. 1178-1179. During that visit, Johnson
relayed that her fe-sided rib pain was better since removal of the stimulator and was not
radiating all the way around to her stomach. Tr. 1178. She was still having sometpain i
lateral aspect of her flank and she had somelraak pain over the surgical site, while
thought was improving. Tr. 1178. The pain in Johnson’s lower back and legs remained
persistent. Tr. 1178. Dr. Zumbar felt that Johnson’s symptoms were consistent witlcthora
radiculopathy. Tr. 1179.

The thoracic and lumbar spine MRIs werefpened on June 17, 2016. Tr. 1128-1132.

The MRIs showed interval postoperative changes atIlll@otable for moderate bilateral

foraminal encroachment with no intrinsic cord abnormality; left foraminal datcysion at L2

3 with less apparent effect ¢ime existing L2 nerve root; and interval postoperative change-at L3

4 —mild lower lumber degenerative changes without significant canal or formina

encroachment. Tr. 1128, 1130. The same day, Johnson saw Mr. Ozinga for a surgical follow-up
appointment. Tr. 1133. Johnson was down to taking 1-2 tablets per day. Tr. 1133. She
explained that her left flank pain had continued but it did not wrap all the way around. Tr. 1133.
Johnson relayed that she also had occasional right flank pain. Tr. 1133. Mr. Ozinga noted that
Johnson’s imaging would be reviewed with Dr. Machado. Tr. 1133.

Johnson saw Dr. Brown on July 7, 2016, for a follow-up regarding her left flank pain. Tr.
1204-1208. Johnson remained in pain and was continuing to take some heelodics? Tr.

1204.

8 Johnson also reported some abdominal pain that varied in intensity. Tr12264,Dr. Brown noted &t
Johnson’s abdominal pain might be diverticulitis and recommefutirgbr evaluation. Tr. 1206. Further testing
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Upon Mr. Ozinga’s referral, Johnson saw spine surgeon Dr. John B. Butler, M.D., on July
27,2016. Tr.1157-1166. Dr. Butler noted he reviewed the recent imaging, noting that it
showed some foraminal encroachment at T1@vhHch he felt could correlate with her
intercostal pain. Tr. 1161. Dr. Butler also noted that, after reviewing the lumblamiieh
showed some mild diffuse degenerative changes and was mild for lateralmagesving, he
did not have a good explanation for Johnson’s lower extremity symptoms. Tr.DR4.61.

Butler's impression was postlaminectomy syndrome, lumbar region and lunddasalatulitis.
Tr. 1160. He ordered an EMG nerve conduction study of both lower extremities and ordered a
T10-11 left-sided nerve root block. Tr. 1161.

Johnson saw Dr. Zumbar on July 28, 2016. Tr. 1181-1182. Dr. Zumbar felt that
Johnson’s signs and symptoms were consistent with thoracic disc disorder witirogzatity.

Tr. 1182.

Johnson saw Dr. Brown on August 5, 2016, for completion of functional capacity forms.
Tr. 1197-1200. Johnson relayed that she was seeking disability with the assistarattoohamn
and she was requesting that Dr. Brown complete forms regarding her mentaysicdlph
capacities. Tr.197. On physical examination, Dr. Brown observed that Johnson was changing
positions from sitting to standing every 10 minutes. Tr. 1198. While Johnson was seated, her
legs were shaking, tapping. Tr. 1198. Dr. Brown noted that the requested forms were
completed. Tr. 1199.

Dr. Zumbar proceed with administering a left T10-11 transforaminal epidaraldst
injection on August 17, 2016. Tr. 1183. Johnson saw Dr. Zumbar for follow up on September 8,

2016. Tr. 1229-1230. During that visit, Johnson relayed that her recent injection provided her

relative to her complaints of abdominal pain showed normal esophaguseeatecized hiatal hernia, mild antral
erosions, and duodenal bulb erosions and pinpointed ulcer&18@&1189, 11961191.

21



about 80% relief with respect to her rib pain. Tr. 1229. Johnson was scheduled to see Dr. Butle
to discuss surgical options. Tr. 1229. She described her rib pain as markedly improved but she
was still havingproblems with her lower back and leg since her stimulator was removed. Tr.
1229. Johnson had to stop taking Mobic because an EGD study showed some ulcers. Tr. 1229.
Because she was not taking Mobic, Johnson had increased her use of Norco. TBhE2R8s
also taking Zanaflex and Zonegran along with the Norco. Tr. 1229. Her medicati@nsagm
helpful and she denied side effects from them. Tr. 1229. Dr. Zumbar continued Johnson on her
current medications and noted he would see Johnson for follow up in 6-8 weeks. Tr. 1230.

On October 19, 2016, Johnson saw Dr. Butler for follow up regarding her lower
extremity and flank pain. Tr. 1266-1274. Dr. Butler noted that Johnson had an EMG and
underwent a nerve block at T10-11 with good relief for 3-4 weeks. Tr. 1266. Dr. Butler's
physical examination findings were unremarkable. Tr. 1267. Dr. Butler indita@ethe EMG
was negative for lumbosacral motor radiculopathy or large fiber sersoripolyneuropathy.
Tr. 1267. His impression was chiio left-sided thoracic back pain and low back pain with
sciatica, sciatica laterality unspecified, unspecified back pain laterityunspecified
chronicity. Tr. 1268. In light of the relief Johnson received from the T10-11 nerve root
injection, Dr. Butler recommended a second injection. Tr. 1268. He did not feel that Johnson

was a surgical candidate at that time. Tr. 1268.
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2. Opinion evidence

Treating source

Treating physician Dr. Brown completed two assessments of Johnson’s physical
capacity’ Tr. 941-942, 1142-1143.

The first assessment was completed on July 7, 2015. Tr. 941-942. In that assessment,
Dr. Brown opined that Johnson was limited as follows: she could lift/carry 10 pounds
occasionally and 5 pounds frequently; she could staaikifor a total of 2 hours and stand/walk
for 15 minutes without interruption; she could sit for a total of 2 hours and sit for 15 minutes
without interruption; she could rarely climb, balance, stoop, crouch, kneel or dnavdosid
occasionally reactpush/pull, and perform gross manipulation; she could frequently perform fine
manipulation; she would need to avoid moving machinery; and she would need to be able to
alternate positions between sitting, standing and walking at will. Tr. 9414 ZBrown opined
that Johnson’s pain was severe and would interfere with concentration, take hek,cdfith
cause absenteeism. Tr. 942. Dr. Brown opined that Johnson would not need to elevate her legs
at will. Tr. 942. Dr. Brown opined that Johnson would require additional unscheduled rest
periods beyond the normal 1/2 lunch and two 15-minute breaks. Tr. 942. Dr. Brown did not
specify the total amount of additional rest time that Johnson would require on an aegrage d
Tr. 942. While space was provided for Dr. Brown to state the medical findings that supported

her assessment, Dr. Brown did not include that information. Tr. 941-942.

7 Dr. Brown also provided assessments of Johnson’s mental capacity. -D4®3br. 11441145. Johnson’s
challenge on this appeal pertains to the ALJ’s evaluation of Johnsgsisg@limpairnents. Thus, the mental
capacity assessments are not detailed herein.
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The second physical capacity assessment was completed on August 5, 2016. Tr. 1142-
1143. Dr. Brown’s opinions were similar except she opined that Johnson would be limited to
frequent rather than occasional gross manipulation; she would need to avoid heights and
temperature extremes; and she would need to elevate her legs at will to @3.ddgre.143. Dr.
Brown also indicated that a cane had been prescribed and specified that the totabdmount
additional rest time that Johnson would require on an average day was 6 hours. Tr. 1143.
Unlike the first assessment, when asked to provide the medical findings that ediport
assessment, Dr. Brown noted chronic pain, medications, anxiety and depression. Tr. 1142-1143.

State agency reviewers

On May 19, 2015, state agency reviewing physician Dr. Stephen Sutherland, M.D.,
completed a physical RFC assessment. HZ7Z5Dr. Sutherland opined that exertionally
Johnson could occasionally lift/carry 20 pounds; frequently lift/carry 10 pounds; stand and/or
walk about 6 hours in an 8-hour workday; sit about 6 hours in an 8-hour workday; push/pull
unlimitedly, other than as shown for lift/carry. Tr. 75. Dr. Sutherland explained thstatbd
exertional limitations were due to Johnson’s history of back pain. Tr. 75. Dr. Snthedmed
thatJohnson would have the following postural limitations: never climbing
ladders/ropes/scaffolds and frequent climbing ramps/stairs, stooping, kneelindhicg, and
crawling. Tr. 75-76.In explaining the stated postural limitations, Dr. Suthertafierenced
February 6, 2015, thoracic and lumbar spine imagining that showed mild mulkirgeabr
endplate spurring of the mid-lower thoracic spine; minimal anterior endplatersy of L11.2;
minimal disc space narrowing from LR through L3-L4; no appreciable disc extrusion or focal
central canal narrowing. Tr. 76. Dr. Sutherland opthetlJohnson would have to avoid

concentrated exposure to vibration and concentrated exposure to hazards (machimsy, heig
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etc.). Tr. 76. Dr. Sutherland explained that the environmental limitations wete due
exacerbation of pain. Tr. 76. Dr. Sutherland further explainedn&&®FC limitations were
based on medical records reflecting-fted thoracic pain, low back pain and rbaktk/leftrib
pain. Tr. 76.

Upon reconsideration, on August 24, 2015, state agency reviewing physician Dr. Michael
Delphia, M.D., completed a physical RFC assessment, affirming Dr. Suitiier&arlier
limitations. Tr. 8890.

C. Hearing testimony?

1. Plaintiff's testimony

Johnsonestified and was represented atliearing. Tr. 34-58.

When asked what prevented her from working, Johnson explained that she has a hard
time remembering things and concentrating. Tr. 38. Johnson also has a lot of pain in her low
back that shoots down her right leg, through her knee, and into her big toe. Tr. 38. Johnson has
pain in both legs but it is worse in her right leg. Tr. 38. Johnson also has pain that comes around
her rib cage. Tr. 35, 38, 39. That pain makes it hard for her to drive. Tr. 35, 38, 39. Thus,
while she has a driver’s license, Johnson drives very rarely. Tr. 35. Johnson indictasi she
lot of pain and spends most of her day on her couch. Tr. 38. Johnson previously hurt her right
knee but no longer has issues with her knee. Tr. 45.

The pain in Johnson’s rib cage started around January 2015. Tr. 39. The pain had
improved some with an injection but the pain returned and Johnson had met with a surgeon the
day prior to the hearing. Tr. 39. Johnson’s doctors were planning on doing another injection and

then possibly surgery. Tr. 39. Johnson described the pain in her ribs as a constant, stabbing

8 At the close of the hearing, the ALJ noted for the recordstieabbserved Johnson having to stand up and walk
around at least 13 times during the hearing. T4H6%4
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pain. Tr. 39-40. Johnson rates the constant pain a 5 on a scale of 1 to 10 with 10 being the worst
and the stabbing pain a 7 or 8. Tr. 40. Johnson explained that the stabbing pain was not constant
but it was very painful and occurred quite often especially if she tries to mov40.Tr

Johnson started having pain in her low basKar back aBebruary 2012. Tr. 40, 42.
Johnson’s low back problems started after a large wave knocked her son into her whileréghey w
in the ocean togethefr. 42. She was still able to work but then one day when she was at home
shestooped down to pick up a book and her back just went out. Tr. 42-43. Her low back pain
was worse when it first started. Tr. 40-41. At first, she was unable to walk. Tr. 4hwdha®
surgery in 2012 but she never got entirely better. Tr. 41, 58. Following her surgerigedghe t
physical therapy and tried physical theraggina few times thereafter for her back problems.
Tr. 54-55. Johnson did not feel that the physical therapy helped. T&hg5also tried a
stimulator but it caused her side pain so she was not able to use the stimulator. Tr. 41. Johnson
tried injections as well. Tr. 55. Johnson completed a chronic pain rehabilitation proignam w
the Cleveland Clinic. Tr. 56. She has been informed that any further surgery woeddlye r
complicated and painful. Tr. 56. Her low back pain has gotten progressively worse. Tr. 41.
When she sawhe surgeon the day before the hearing, she was informed that there aesatigtw
anything that could be done. Tr. 41.

Johnson rated her low back pain a 5 or 6. Tr.8le indicated her back bothers her all
the timeand she is unable to do anything. Tr. 41. She tried to go to a waterpark with her
children and grandchildren. Tr. 41. When they got there, all she could do was change between
sitting and standing. Tr. 42. The pain got to be so bad, even with having taken a pain pill, that
her children had to take her home. Tr. 42. Johnson can relieve some of the pain by lying down

in a propped-up position on her side with pillows under and around her. Tr. 43-44.

26



Johnson does not do household chores. Tr. 41, 53. She might go shopping at the store in
town with her husband if they only need a couple of items. Tr. 53. For larger shopping, they
have to travel about 40 minutes one-way so her husband usually does the larger shopping alone
because it is a lot for Johnson. Tr. 53. It is painful for Johnson to stand and stsbwetoes it
but it hurts. Tr. 52. She does not get in the bathtub because it hurts too much to sit in the
bathtub. Tr. 52.

Johnson estimated lying down more than 50% of her day. TiTdéccupy herself
during the day, Johnson sometimes goes on her back porch with her dog. Tr. 53. She has a
lounge chair out back. Tr. 53er three childrerall her daily. Tr. 53. She plaggme match
type games on her tablet and watches a lot of television. Tr. 53-54.

Johnson can stand for only 10-15 minutes before she starts to get a lot of pain. Tr. 44-45.
Also, she can sit for only 10-15 minutes. Tr. 45. Johnson cmildstimate a specifaistance
or amount of time she could walk but noted that she could not walk very far. Tr. 45. Johnson
estimated being able to lift and carry about 4 to 6 pounds. Tr. 47. Johnson can reach her arms
overhead and reach them in front of her but if she reaches up to grab something ashol\get it
off a shelf, for example, it hurts her ribs. Tr. 54. It is hard for Johnson to go up and down stairs.
Tr. 57. Going down the stairs is harder for her. Tr. 57. Her bedroom and bathroom are on the
first floor so she does not have to go upstairs in her home. Tr. 57. Johnson does not go into the
basement.Tr. 57. Her husband does the laundry. Tr. 57.

Johnson could not remember when she started having problems concentrating and
remembering things but it had been going on for a while. Tr. 45. Johnson used to read all the
time but now she does not read because she has to reread the same page over and over. Tr. 45.

Johnson watches television but she watches the same program over and over because she cannot
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really remember how it ends. Tr. 46. She used to take care of paying their bills Wwasshe
forgetting to pay them so her husband started taking care of the bills. Tr. 46. Johnson write
down when she takes her medication. Tr. 46-47. Johnson indicated she could probably follow a
recipe but she doast cook anymore because it is difficult for her to stand at the counter and it
hurts to sit and try to chop food. Tr. 47. When asked whether she got along with other people,
Johnson stated she feels that people get frustrated with her because shéneepelda lot but
indicated that she does not fight with people. Tr. 47.

Johnson has some problems with anxiety and depression for which her primary care
physician prescribes an awlepressant. Tr. 47-48. Johnson thinks her anti-depressants work but
she was planning to see her physician soitsomething should be changed becalmsvas
still a little depressed. Tr. 48. She was having a panic attack about once a mamely tuetre
not that bad. Tr. 48-49. Johnson gets short of breath and it causes her to hyperventilate. Tr. 49.

Jahnson takes a number of medications, including medicine for her stomach ulcer, nausea
medicine, allergy medicine, pain medicine, nerve medicine and a muscle relaxdd. As.far
as side effects from her various medications, Johnson indicated she thinks thepdother
stomach. Tr. 50. Johnson sleeps about 3 or 4 hours and then wakes up in pain. Tr. 52. She is
up for a little while and then falls back asleep. Tr. 52. Johnson naps sometimes during the day
but not a lot. Tr. 52.

2. Vocational expet’s testimony

Vocational Experfoseph ThompsofiVE”) testified at the hearing. Tr58-64. The VE
described Johnson’s past work, which included jobs as an optician, ahitjet position and
account clerk, a sedentary, skilledsition. Tr. 59.The ALJ asked the VE to assume a

hypothetical individual who is Johnson’s age and has Johnson’s education and work experience
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who is able to perform light exertional work activity with the following limitatiertan
frequently climb ramps and stairs, stoop, kneel, crouch, and crawl; should never climb, ladder
ropes and scaffolds; can occasionally be exposed to unprotected heights and vilmétion; a
should not be exposed to dangerous moving mechanical parts. Tr. 59-60. The VE indicated that
the described individual would be able to perform Johnson’s past work and there would be
sedentary level jobs available, including account clerk, order clerk, and moctgegeTr. 60.

The ALJ then asked the VE to add the following limitations tqotiegious hypothetical
— the individual can understand, remember, carry out simple, routine tasks; the environment
should have low production standards; the individual can occasionally tolerate changes in a
routine work setting, however, the changes should be well explained and introduced biewly; t
individual can make simple work-related decisions; and the individual can frequeethcint
with supervisors, coworkers and the public. Tr. 60-6lie VE indicated thalohnson’s past
jobs would be eliminated due to the skill level. Tr. 61. There would be other jobs available,
including folder, packer and mail clerk. Tr. 61. If the interaction with supervisorsrkers
ard the public was changed to occasional interaction, the VE indicated that his ansienot
change. Tr. 61. The VE also indicated that the jobs would remain if the individuaimitas li
to superficial interaction with coworkers and the public, meaning the individual wousd e
ability to greet people; refer coworkers and the public to other coworkers reggatditomers or
coworkers’ demands or requests; answer questions regarding the timearidige directions
to the bathroom. Tr. 61. If the individual could never climb ramps or stairs, balance, stoop,
crouch, crawl or kneel, there would be no jobs available. Tr. 61-62. The VE explained that the
postural limitations, other than stooping, would not be an issue but the stooping limitation alone

would eliminate all employment. Tr. 62.
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The ALJ asked the VE to considée first hypothetical buigedentarynot light,
exertional work with the following additional limitatiorsthe individual can understand,
remember, and carry out simple routine tasks; the environment should have low production
standards; the individuaho occasionally tolerate changes in a routine work setting if the
changes are explained and introduced slowly; the individual can make simpleclebekt
decisions; and frequently interact with supervisors, coworkers, and the public. Tr. 62. The VE
indicated that Johnson’s past work would not be available to the described individual but there
would be other work available, including order clerk, bench worker, and assembler. Tr. 62. |
the individual could only occasionally interact with supervisors, coworkers or the,ghbli¢E
indicated that the order clerk position would be eliminated but an additional position that would
be available was bonder. Tr. 62. If the interaction was changed to superficadtinotewith
coworkers and the public (as previously defined), the VE indicated that the lagbbwee
identified would remain. Tr. 62-63. If the individual could never climb ramps or staasclea
stoop, crouch, crawl or kneel, there would be no jobs available. Tr. 63. The VE explgimed
thatthe postural limitations, other than stooping, would not be an issue but the stooping
limitation would eliminate all employment. Tr36

The VE indicated that being ofssk 20% of the time would eliminate all employment
and consistently being absent one or two gegrsnonth would eliminate all employment. Tr.
63.

Johnson’s counsel asked the VE whether there would be jobs available if a hydothetica
worker could only stand and walk 2 hours and sit for two hours out of an 8-hour day. Tr. 63-64.
The VE indicated that it would amount to pamte workso work would be eliminated. Tr. 64.

Johnson’s counsel next asked the VE to consider the ALJ’s sedentary hypothetibal whi
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included only superficial interaction and add that the individual could only occasioeedtly
and occasionbt push and pull. Tr. 64. The VE explained that all sedentary, unskilled positions
require frequent reaching, handling and fingering so occasional reaching wailiidhres
elimination of sedentary, unskilled positions. Tr. 64.
lll. Standard for Disability

Under the Act, 42 U.S.C § 423(a), eligibility for benefit payments depends on the
existence of a disability. “Disability” is defined as the “inabitityengage in any substantial
gainful activity byreason of any medically determinable physical or mental impairment which
can be expected to result in death or which has lasted or can be expected to Emttiouaus
period of not lesthan 12 months.” 42 U.S.C. § 423(d)(1)(A). Furthermore:

[A]n individual shall be determined to be under a disability only if his physical or

mental impairment or impairments are of such severityhtha not only unable to

do his previous work but cannot, considering his age, education, and work

experience, engage in any other kind of substantial gainful work which exists in the

national economy . . ..
42 U.S.C. § 423(d)(2).

In making a determination as to disability under this definition, an ALJ is ezftar
follow a five-step sequential analysis set out in agency regulations. Theefpgecsin be
summarized as follows:

1. If the claimant is doing substantial gainful activity, he is not disabled.

2. If the claimant is not doing substantial gainful activity, his impairment must
be severe before he can be found to be disabled.

3. If the claimant is not doing substantial gainful activisysuffering from a
severe impairment that has lasted or is expected to last for a continuous
period of at least twelve months, and his impairment meets or equals a listed
impairment, the claimant is presumed disabled without further inquiry.

4, If the impairment does not meet or equal a listed impairment, the ALJ must
assess the claimant’s residual functional capacity and use it to deteérmine i
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the claimant’s impairment prevents him from doing past relevant work. If
the claimant’s impairment de@ot prevent him from doing his past relevant
work, he is not disabled.

5. If the claimant is unable to perform past relevant work, he is not disabled if,
based on his vocational factors and residual functional capacity, he is
capable of performing other wothat exists in significant numbers in the
national economy.

20 C.F.R. 88 404.1528pe alsdowen v. Yuckerd82 U.S. 137, 140-42, 96 L. Ed. 2d 119, 107
S. Ct. 2287 (1987). Under this sequential analysis, the claimant has the burden of proof at Steps
One through FourWalters v. Comm’r of Soc. Set27 F.3d 525, 529 (6th Cir. 1997). The
burden shifts to the Commissioner at Step Five to establish whether the claismtrg ha
Residual Functional Capacity (“RFC”) and vocational factongerform work available in the
national economyld.
IV. The ALJ’s Decision
In her March 17, 2017, decision, the ALJ made the following findihgs:

1. Johnsommeets the insured status requirements of theaB8ecurity Act
through December 31, 2017. Tr. 13.

2. Johnsorhas not engaged in substantial gainful activity since February 7,
2012,the alleged onset date. TB.

3. Johnsorhas the following severe impairments3-4 herniation; chronic
right lumbar radiculopathy; neuropathic leg pain; stgtost laminectomy
L3-4 with facetectomy and discectomy, and DCS placement; post
laminectomy syndrome; myofascial pain syndrome; history of lumbar
spondylosis; lumbar degenerative disc disease; lumbar and ithorac
neuritis; spinal arthropathy; intercostal neuritis and neuralgia; arthritis; left
sciatica; statupost thoracic laminectomy for removal of spinal cord
stimulator; lumbosacral radiculitis; thoracic disc displacement with
radiculopathy; history of right knee arthroscopy; and persistent depressive
disorder with anxious distre$$.Tr. 13-14.

9The ALJ’s findings are summarized.

10various other impairments were found to be+semere. Tr. 14. Johnson does not challenge the ALJ’s finding of
nonsevere impairments.
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4, Johnsordoes not have an impairment or combination of impairments that
meets or medically equals the severity of the listed impairmentsl4r.
16.

5. Johnsorhas the RFC to perforra range of light work as defined in 20
C.F.R. 8 404.1567.(b). More specifically, Johnson can lift and/or carry 20
pounds occasionally and 10 pounds frequently; she can frequently climb
ramps and stairs, stoop, kneel, crouantnd crawl; she should never climb
ladders, ropes, and scaffolds; she can occasionally be exposed to
unprotected heights and vibration; she should not be exposed to dangerous
moving mechanical machines; she can understand, remember, and carry
out simple, routine tasks; the environment should have low production
standards; she can occasionally tolerate changes in a routine work setting;
changes should be well explained and introduced slowly; she can make
simple work related decisions; she can occasionaltgract with
supervisors; she can superficially interact with coworkers and the public,
meaning she can greet people, refer the coworkers/public to other
coworkers regarding coworkers/customers’ demands or requests, answer
guestions about time of day, and give directions to the bathimgm
superficial interaction would not involve Johnson dealing directly with
demands or problems of coworkers/customers. Tr. 16-22.

6. Johnsornis unable tgperformanypast relevant work. Tr. 22-23.
7. Johnson was born in 1964 and was 47 years old, defined as a younger

individual age 1819, on the alleged disability onset date. Tr. 23. Johnson
subsequently changed age category to closely approaching advanced age.

Tr. 23.

8. Johnson has at least a high school educatidnsaable to communicate in
English. Tr. 23.

9. Transferability of job skills is not material to the determination of

disability. Tr. 23.
10. Considering Johnson’s age, education, work experience and RFC, there are
jobs that exist in significant numberstire national economy that Johnson
can perform, including folder, packer and mail clerk. Tr. 23-24.
Based on the foregoing, the ALJ determined that Johnson had not been under a disability,

as defined in the Social Security Act, frérabruary 7, 2012, through the date of the decision.

Tr. 24.
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V. Plaintiff's Argument

Johnson argues that the ALJ violated the treating physician rule whemvgegginions

rendered by her treating physician Dr. Brown
VI. Law & Analysis
A. Standard of review

A reviewing court must affirm the Commissioner’s conclusions absent a detéomina
that the Commissioner has failed to apply the correct legal standards or hdsdiags of fact
unsupported by substantial evidence in the record. 42 U.S.C. 8§ A05(@ght v. Massanari321
F.3d 611, 614 (6th Cir. 2003). “Substantial evidence is more than a scintilla of evidetessbu
than a preponderance and is such relevant evidence as a reasonable mind might accept as
adequate to support a conclusioB€saw v. Sec’y of Health Buman Servs966 F.2d 1028,
1030 (6th Cir. 1992) (quotinBrainard v. Sec’y of Health & Human Serv889 F.2d 679, 681
(6th Cir. 1989). The Commissioner’s findings “as to any fact if supported by suldstantia
evidence shall be conclusiveMcClanahan v. Comm’r of Soc. Se¢74 F.3d 830, 833 (6th Cir.
2006) (citing 42 U.S.C. § 405(g)).

A court “may not try the cas#e nove nor resolve conflicts in evidence, nor decide
guestions of credibility.”Garner v. Heckler745 F.2d 383, 387 (6th Cir. 1984). Even if
substantial evidence or indeagreponderance of the evidence supports a claimant’s position, a
reviewing court cannot overturn the Commissioner’s decision “so long as sudlstaittence
also supports the conclusion reached by the Alldries v. Comm’r of Soc. Se&36 F.3d 469,

477 (6th Cir. 2003). When assessing whether there is substantial evidence to supportsthe ALJ’
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decision, the Court may consider evidence not referenced BytheHeston v. Comm’r of Soc.
Sec, 245 F.3d 528, 535 (6th Cir. 2001).
B. The ALJ did not err in weighing the opinions of treating physicianDr. Brown

Johnson argues that the ALJ violated the treating physician rule when ngegghinions
rendered by her treating physician Dr. Brown.

Under the treating physician rule, “[t]reating source opinions must be givemdtiogt
weight’ if two conditions are met: (1) the opinion ‘is wellpported by medically acceptable
clinical and laboratory diagnostic techniques’; and (2) the opinion ‘is not inconsistierihev
other substantial evidence in [the] case recor@Gadyheart v. Comm’r of Soc. Se¢10 F.3d
365, 376 (6th Cir. 2013) (citing 20 C.F.R. 8§ 404.1527(c)&¢ alsdVilson v. Comm’r of Soc.
Sec, 378 F.3d 541, 544 (6th Cir. 2004).

If an ALJ decides to give a treating source’s opinion less than controllimggtywbe must
give “good reasons” for the weight he assigns to the opirBayheart 710 F.3d at 378)ilson
378 F.3d at 544Cole v. Comm’r of Soc. Seé61 F.3d 931, 937 (6th Cir. 2011). In deciding the
weight to be given, the ALJ must consider factors such as (1) the length efatimeetnt
relationship and the frequency of the examination, (2) the nature and extent cdttineriite
relationship, (3) the supportability of the opinion, (4) the consistency of the opinion with the
record as a whole, (5) the specialization of the source, and (6) any otherttzattesd to
support or contradict the opinio®owen v. Comm’r of Soc Se478 F.3d 742, 747 (6th Cir.
2007); 20 C.F.R. § 404.1527(c).

An ALJ is not obliged to provide “an exhaustive fadbgrfactor analysis” of the factors
considered when weighing medical opinioi@ee Francis v. Comm’r of Soc. Sekd4 Fed.

Appx. 802, 804 (6th Cir. 2011 However, the'good reasons must be supported by the evidence
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in the case record, and must be sufficiently specific to make clear to any subsegeaerers

the weight the adjudicator gave to the treating source’s medical opinion andstbresréa that
weight.” Cole 661 F.3d at 937 (quoting Soc. Sec. Rul. No. 96-2p, 1996 SSR LEXIS 9, at *12
(Soc. Sec. Admin. July 2, 1996)) (internal quotations omitted).

The ALJ considered andxplained the weight he asseghto Dr. Brown'’s opinions,
stating:

The claimant’s physician, Vicki Brown, M.D., completed tvidedical Source

Statement: Patient’'s Physical Capacftyms dated July 7, 2015 and August 5,

2016. Dr. Brown opined the claimant could occasionally lift/cafrypounds and

frequent[ly] ift/carry 5 pounds; sit for 2 hours in ath8ur workday; rarely perform

postural activities; occasionally reach, push/pull and frequently perform gradss a

fine manipulation; and was generally restricted from work with heights

temperature extremes, and moving machinery (Exhibits 13F and 20F). Partial

weight is giverto these assessments, as the evidence supports a range of light and
not sedentary exertional work. Specifically, the claimant’s imaging aasstent

with mild degenerative changes (e.g., Exhibit 7F/17), she generally required

conservative treatment, and exams showed mild/moderate lumbar tenderness and a

normal gait (e.g. Exhibit 11F/4).
Tr. 19.

Johnson argues that the ALJ should have assigned great wdighBimwn'’s physical
capacity assessments, arguing that they were both consistent with and suppitrtechégical
record and asserts ththe ALJ’s explanation for assigning partial weight is perfunctory and does
not constitute “good reasons.” The ALJ's explanation is not perfunctory. Following the AL
detailed discussion of the medical record evid€iicel7-19), the ALJ provided her reasons for
discounting Dr. Brown’snore restrictivdunctional assessmer(fsr. 19).

In statingherreasongor assigning partial weight to Dr. Brown’s opinions, the ALJ
provided examples of records supporting her reasons. Johnson contends that the ALJ relied on

only a few records and that such limited reliance wasfficient. However, the ALJ did not

rely on only the records cited as examples in the paragraph explaining thé assigned to Dr.
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Brown’s opinions. As reflected in the ALJ’s decision, the ALJ discussed multiptegahy
examination findings, noting that those findings were generally mild or normal 9T Further,
contrary to Johnson’s suggestion, the ALJ did not ignore abnormal examination findeeys.
Tr. 18 (referencing Exhibit 1F/106 (Tr. 381), reflecting mildly limited knee rarigeotion and
positive straight leg raisg)Jr. 19 (noting hat physical examinations showed mildly limited
range of motion in the knee and lumbar and thoracic paraspinal muscle trigger points).

Contrary to Johnson’s claim, the ALJ did not ignore the June 2016 MRI findBeg.r.
18-19 (discussing the June 2016 MRI (Exhibit 19F/34, 38 (Tr. 1128, 118B), by
concluding that Johnson generally required conservative treatment, the ALJ diolssai\ger
the fact that Johnson had three surgeries. As reflected in the decision, the AtSatisEach of
Johnson’s surgeries. Tr. 18 (discussing 2012 discectomy and the spinal cord stimulator
implantation and removal surgeries). Furthermore, the ALJ explained that she fdund tha
Johnson’s treatment following surgeries was conservative and she had demonstrated
improvement with treatment. Tr. 19. Johnsdsoargues that the ALJ minimized the extent of
her treatment, which included extensive physical therapy, numerous injections\antilaeks,
and participation in an intensive chronic pain rehabilitation program. The ALJ didhoot oy
minimizethe foregoing evidenceSeeTr. 18-19 (discussing at length Johnson’s response to
therapy, injections and nerve blocks and records relating to Johnson’s treatmeiriit theoug
chronic pain rehabilitation program). Tr. 18-1Rather, the ALJ weighed the evidence and
found that the evidence did not support the more restrictive limitations contained iro@n’'s
physical capacity assessments.

The Court’s review is limited to whether the ALJ’s decision is supportedibstantial

evidence. It is not the role of this Court toy“the casele novo nor resolve conflicts in
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evidence, nor decide questions of credibilitgzarner, 745 F.2d at 387The ALJ clearly
explained her reasons for assigning partial weight to Dr. Brown’s opinions. Johnson has not
shown that the ALJ ignored evidence when weighing the evidence. While Johnson disagrees
with the ALJ’s weighing of the evidence, she has not shown that the ALJ’s decisimin is
supported by substantial evidence. Nor has she shown that the ALJ’s weighing ety tr
physician’s opinions violated the treating physician rule.

VII. Conclusion

For the foregoing reasons, the CoARFIRM S the Commissioner’s decision.

April 29, 2019 /s/ Kathleen B. Burke

Kathleen B. Burke
United States Magistrate Judge
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