Jaari v. Social Security Administration Doc. 25

IN THE UNITED STATES DISTRICT COURT
FOR THE MIDDLE DISTRICT OF TENNESSEE
NASHVILLE DIVISION
ABE HAMEED JAARI,
Plaintiff,

Case No. 3:18-cv-0329
Judge Aleta A. Trauger

V.

ANDREW SAUL, Commissioner of
Social Security,

N N N N N N N N N N

Defendant.

MEMORANDUM

Plaintiff Abe Hameed Jaari filed this ami under 42 U.S.C. § 405(g) seeking judicial
review of the final decision of the Commissiord the Social Security Administration (SSA)
denying his application for disaltyt insurance benefit€DIB) and supplemental security income
(SSI) under Titles Il and X\f the Social Security Act, 42 U.S.C. 88 401-434, 1381-1383f. (ECF
No. 1.) Now before the court is Jaari’s Motiom mdgment on the Administrative Record (ECF
No. 17), to which the Commissioner has responded in opposition (ECF No. 19). At issue is whether
the finding of the administrative law judge (ALJ) that Jaari was not entitled to DIB or SSI is
supported by substantial evidentéECF No. 13 at Tr. 16—40.)

Upon consideration of the parties’ briefs, thenscript of the administrative record, and
for the reasons offered below, Jaari’'s motionjtmlgment on the administrative record will be

denied and the decision of the SSA will be affirmed.

1 The Administrative Record found at ECF N@& is hereinafter referenced by “Tr.” All
page numbers refer to the Bates stanth@bottom right corner of each page.
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Introduction

Jaari filed his DIB and SSI applications Aogust 4, 2014, alleging disability onset as of

May 24, 2013, which was one day after the Aldégision denying other earlier DIB and SSI

applications Jaari had filed. Jaari claimed digghbased on “mental, back, neck, knees, arms,

diabetes, high blood pressure, and herniar. @6—-97.) The disability onset date was later

amended to July 31, 2014. (Tr. 16, 22, 48.) Jaam@srcto benefits was desd at the initial and

reconsideration stages of state agency reviel). Jaari requested de noveview by an ALJ.

(Id.) The ALJ heard the case on October 25, 2016, wiaani appeared witbounsel and gave

testimony. (Tr. 16, 50-68, 70-72, 75.) Testimony w@alas received from Charles E. Wheeler, a

vocational expert (VE). (Tr. 16, 68—70, 72—74, 75-76.) At the conclusion of the hearing, the matter

was taken under advisement until May 11, 2017, wherALJ issued a written decision finding

that Jaari was not disabled. (Tr. 16-40.)

That decision contains thiellowing enumerated findings:

1.

The claimant meets the insured statupineements of the Social Security Act
through December 31, 2014.

The claimant has not engaged in subshgainful activity since July 31, 2014,
the amended alleged onset d&@ CFR 404.1571 et seq., and 416.971 et seq.).

The claimant has the following severe inmpe@nts: degenerative disc disease,
osteoarthritis, diabetes mellitus, difeuhepatic steatosis, and carpal tunnel
syndrome (20 CFR 404.1520(c) and 416.920(c)).

* * *

The claimant does not have an impairm@ntombination of impairments that

meets or medically equalke severity of one of the listed impairments in 20
CFR Part 404, Subpart P, Apmix 1 (20 CFR 404.1520(d), 404.1525,

404.1526, 416.920(d), 416.925 and 416.926).

* * *

After careful consideration of the entiecord, | find that th claimant has the
residual functional capacity to perform light work as defined in 20 CFR



404.1567(b) and 416.967(b) except that hearamasionally lift and carry up to
20 pounds and frequently lift and carry no more than up to 10 pounds; stand
and/or walk for a total ofbout four hours in an eight-hour workday; sit for
about a total of four houns an eight-houworkday; would eed to alternate
between sitting, standing and walkingpat every 30 minutes; can occasionally
stoop and crouch; can frequently bakncan frequently climb stairs and
ladders; can frequently kneel and ckasan push and pull no more than
occasionally with the bilateral upper estrities with the same weight limits
given for lifting and carrying; can frequentiygage in reaching in all directions
including overhead; otherwise has manipulative limitations except that he
can no more than frequently perforritateral handling and feeling; has no
environmental limitations and no mental functional limitations.

* * *

6. The claimant is unable to perform any past relevant work (20 CFR 404.1565
and 416.965).

* * *

7. The claimant was born on June 366% and was 49 years old at the amended
alleged disability onset date, which is defined as a younger individual age 18-
49. The claimant became 50 years old on June 30, 2015, which is defined as
closely approaching advancade (20 CFR 404.1563 and 416.963).

8. The claimant has a high school education with one year of college and is able
to communicate in English (20 CFR 404.1564 and 416.964).

9. Transferability of job skills is not assue in this case because the claimant’s
past relevant work is unskilled (20 CFR 404.1568 and 416.968).

10.Considering the claimant’'s age, edtion, work experience, and residual
functional capacity, therare jobs that exist isignificant numbers in the
national economy that the ata&nt can perform (20 CFR 404.1569,
404.1569(a), 416.969, and 416.969(a)).

* * *

11.The claimant has not been under a disghidis defined in the Social Security
Act, from July 31, 2014, through the datethis decision (20 CFR 404.1520(g)
and 416.920(Qg)).

(Tr. 19-21, 33-35.)
On February 1, 2018, the Appeals Council dediaki’s request for review of the ALJ's

decision (Tr. 1-5), thereby renderitigat decision the final decisiaf the SSA. This civil action



was timely filed, and the counis jurisdiction. 42 U.S.@&.405(g).

Il. Prior Claim and Finding

Before filing the applicationshat are the subject of thastant litigation, Jaari filed
applications for DIB and SSI on August 19, 2010bdath previous applicains, Jaari alleged a
disability onset date of June 1, 2008. Bothplacations were deniedat the initial and
reconsideration stages of state agencyereviAn ALJ heard the sa& on April 5, 2013. Jaari
appeared and testified at the hearing, asldith W. McKinney lll, a vocational expert. At the
conclusion of the hearing, tmeatter was taken under advisement until May 23, 2013, when the
prior ALJ issued a written decisiomtiing Jaari not disabled. (Tr. 83-95.)

In his written decision, the prior ALJ stated:

After careful consideratioof the entire record, thandersigned finds that the
claimant has the residual functional capattperform light work as defined in 20
CFR 404.1567(b) with occasional lifting/carrying of up to 20 pounds and frequent
lifting/carrying of up to 1Qoounds, occasional postural activities, standing a total
of 4 hours during an 8- hour workday for 1 hour at a time, walking a total of 4 hours
during an 8-hour workday for 30 minutes at a time, sitting for 6 hours during an 8-
hour workday for 1 hour at a time, opterdoot controls and reach overhead
frequently, frequently reach, handle, dmdjer objects, no working at unprotected
heights or in extreme temperatur@gcasional exposure to moving parts and
vehicles, and no walking on uneven surfaces.

(Tr. 86.)

1. Review of the Record

Before reviewing Jaari’'s medical records, thelJAlriefly set forth the limits of his review,
as follows:

“Absent evidence of an improvement time claimant’s condition, a subsequent
Administrative Law Judge is bound by thadings of a previous Administrative
Law Judge.Drummond v. Commissionet26 F.3d 837, 842 (6th Cir. 1998ge
also Social Security Acquiescence Ruling 98-4@®nnard v. Secretary of Health
and Human Services907 F.2d 598 (6th Cir. 1990), which imposes similar
requirements. Having reviewed the evidencthis claim, | conclude that new and
material evidence is notgsent to suggest any signdint change has occurred in
the claimant’s overall condition. That sdf | do find that the actual residual
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functional capacity findings for light worequire some change. Important to note,
the claimant testified that he remembkis prior hearing andtated that nothing
has changed since then, b thedications have changed.

(Tr. 16-17.)
The ALJ summarized Jaari’s medical records as follows:

Review of the evidence ebleshed that the prior Administrative Law Judge found
degenerative disc disease, osteoarthritis, diabetes mellitus, steatohepatitis, post-
hernia repair to be severe impairmeats] depression to be non-severe. Regarding
diagnostic testing, lumbar x-rays shovaedy “mild” early spondjyitic change with

no nerve root compression. Electprmgram (EMG) study showed cervical
radiculopathy. Regarding hernias, he diguiee repair of reauent umbilical and
ventral hernias. However, his physician siynpdicated that @imant could avoid

heavy lifting. Regarding mental problemhe had reportedly experienced
depression, saw ghosts and ldegoices. He also tesiid that he could speak
English well and could readnd write English some. Ma@ver, he also traveled

back and forth to the Middl East repeatedly. For example, he traveled to the
Middle East in 2008 and had hernia surgery there. In September 2010, he reported
he was going to Saudi Arabia and weiroad for three months, returning in
February 2011. In September 2011, he saiddwdd be traveling outside the United
States in two weeks and would be awaydioe to three months. In February 2012,

he indicated that he was ggito Iraq. In March 2013, hedicated that he had been
overseas for a while and hadt taken his medication fowo months. Nevertheless,

his treating physician, Dr. Adtissi made conclusory statements in February 2011
and August 2012, stating claimant wouldeble to work for the following six
months due to his health cotidns. By reference, Ex. B1A.

Review of evidence during the applicalieneframe revealed that little had
changed in the claimantts/erall medical condition.

The claimant continued to receive primary care from Said Attoussi, M.D. He also
returned for refillof medication on January 17, 2014tstg that he also needed a
new glucometer, “reports fleother one overseas.” Ex. B3F, p. 87. Further, as
discussed below, he again traveledram and spent approximately five months
there in 2015.

It should be noted that throughout treatingith Dr. Attoussijimpression typically
included uncontrolled diabetes. However,amtual blood glucose levels could be
found in Dr. Attoussi’s these [sic] recardAdditionally, the claimant continued
[to] deny endocrine symptoms as discussed below.

On March 22, 2014, he returned for refitlEmedications and had complaints of
fatigue, which had been ongoing for threentins. However, review of systems was
only positive for chronic low back pain. He actually denied fatigue, joint
pain/swelling/stiffness, leg cramps asdiatica. His surgical history included
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hernia repair in 2008 and 2010. He walso described as pleasant and well-
nourished. His blood pressure was 133/7@rk&ixation revealed clear lungs and
normal upper extremity joints. Regarding tlower extremity joints, notes simply
stated chronic back pain. Primary irapsion was diabetes mellitus, type Il and
back pain. Treatment included Omeprazdalentus solution and Lortab. Ex. B3F,
pp. 93-94.

On April 9, 2014, nerve conduction studiegere performed for claimant’s
complaints of ongoing back and neck rpaassociated with radiation into the
bilateral upper extremities and index and middle fingers, which had reportedly been
present for many years. There was elecaguostic evidence djilateral carpal
[tunnel] syndrome, at least moderate itemsity and slightlyvorse in appearance

on the left. However, there was noidance of any othefocal neuropathy,
plexopathy or active cervical radidig from C5-TI. Ex. B6F, pp. 1 and 3.

Regarding chronic low back pain, thaichant denied the following on April 22,

2014: fall, direct trauma, radiation ofipatingling, numbness, even prior imaging
(despite lumbar x-rays discussed abotajgue, polydipsia, éat/cold intolerance

and sleep disturbance. Examination swassentially normal. Neurologically,
sensory was “normal;” motor strength was “normal” bilaterally; coordination was
“normal.” Reflexes were two-plus. Babinski was negative. Gait was “normal.”
There was also no clubbing, cyanosissdema of the extremities. Regarding the
abdomen, there was no palpable mass, no hernia, no tenderness and no guarding.
Impression included non-insulin diabetes mellitus, uncontrolled and back pain. Ex.
B3F, pp. 96-97.

On June 7, 2014, the claimant reported hiealhad fallen at home and hurt his back.
Interestingly, he denied cervical/negiin and even carpal tunnel syndrome upon
review. His blood pressure was 135/BExamination was unchanged from that
described in April 2014. Ex. B3F, pp. 102-103.

Regardless, Dr. Attou[s]si providedJaly 16, 2014 letter stating claimant was
unable to work for the next six months doéhis health conditions (Ex. B1F, p. 1).
This was essentially an exadplicate of the letters stussed above in the prior
decision. Ex. B1A.

MRI’s of the cervical and lumbar spines were performed on July 31, 2014. Cervical
results revealed no abnormal signal i tepinal cord; within normal limits
alignment and preserved facet jointgalnent; degenerative changes with no
central stenosis or neuroforaminal stenosis from C2-3; mild central canal stenosis
at C3-4 and C4-5; borderline mild central canal stenosis at C5-6; severe
neuroforaminal stenosis on the right at C&nd moderate neuroforaminal stenosis
on the right at C3-4, C4-5 and C6-7; moderagbt greater than left neuroforaminal
stenosis at C5-6; and mild neuroforaminatrowing at other levels. Lumbar results
revealed mild degenerative disc diseadesiccation at L4-5 and L5-S1 with
associated mild broad-based diffuse disgesj and no lumbaspinal stenosis or
nerve root impingement. Attached to thesaging studies weraboratory results
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showing a blood glucose level of 151. Ex. BOF, pp. 11-15.

In the interim, a physician at Nashvilsye Associates perfored an examination
on July 20, 2014. He was reportedly having tteubading with “readers.” He also
stated that his blood glucose was 21gpaently for 10 days and then 400.
However, he denied any endocrine, eaose, throat, arthis, respiratory,
neurological and even psychiatric prabkupon review. He was also described as
fully oriented with appropriate moodllAf the following was within normal limits
upon dilation: size, appearance, retinasd vessels. There was also no BDR
(background diabetic retinopathy). He returned on August 14, 2014, at which time
he reported his morning blood glucosas 135. Examination was unchanged. It
was unclear as to what his actual coedctisual acuity was. However, he was
apparently given [a] prescription for correeienses. He was to return in one year.
Ex. B2F.

Examination continued to show a pleasant well-nourished individual with normal
sensory, normal strength, normal coordination and normal gait; with blood pressure
of 113/77 on September 2, 2014. His complaiege that he walgeeling very tired

and weak. Interestingly, impression of. ittoussi included dibetic retinopathy,
contrary to the eye examinatidiscussed above. Ex. B3F, pp. 116-117.

In the interim[,] howeve(August 11, 2014), he presented/Nest Sports Medicine

with complaints of increasing and severe radicular neck and back pain, extending
into the bilateral upper exdmities, down to the left 4th finger and right hand and
down the left lower extremity to the medial calf. Symptoms were also associated
with numbness and weakness. They had bBeen ongoing for several years. David
West, D.O., noted results of previouglgrformed cervical and lumbar MRI's and
nerve conduction studies. He also described the claimant as overall: “well
nourished, well developed, in no acute distress, normal body habitus, no
deformities, well groomed, no assistive devices, atraumatic, cooperative, health
appearance, pleasant and relaxed.” Degp# essentially noral examination, less

than one month later (discussed aboee)rent examination revealed tenderness
throughout the cervical and lumbar musaulaf bilateral trapezius; and reduced
cervical and lumbar range of motion, afsrformed with pain. There was also 4/5
strength of the bilateral biceps, triceps and wrists, worse on the right; and
hamstrings; and decreased sensation oeebithteral lateral for, thumb and index
finger. However, strength was otherwis# and sensation \waotherwise intact.
Additionally, median, radial, ulnar nervegre intact. Appearance of the shoulders,
arms and hands was normal. Overall appearance of the legs was normal. The knees,
ankles and feet were stable. Furtherwas alert, oriented with normal mood and
affect. Impression was cerv#g lumbago, neurgla/neuritis andcarpal tunnel
syndrome. Naprosyn and Predniseveze prescribed. Ex. B13F, pp. 22—-25.

In attempt to fully ascertain [the] claimanti®ental status, stafifom the Disability

Determination Section requested aygi®logical examination. Deborah E.
Doineau, Ed.D., conducted this assessmaniNovember 22, 2014. Interestingly,
his wife assisted him as he walked ithe examining room. However, he did not

7



require assistance as he left. He also sttitadhe had not been able to return to
work because of his physical condition. ptesented as neatly groomed and with
average hygiene. His symptoms wersoalather unimpressive. He had been
depressed over his physicandition. His energy leVvevas low. He had trouble
concentrating. He could sometimes nanhember things. When asked about his
memory problems, he stated “a little bit.” He had no money, was limited in what
he could do, wanted to heorking and was frustrate Regarding mental health
treatment, this included being sd@nseveral psychiatrists around 2009 or 2010;
and being prescribed Trazodone and IGgeam. However, he simply stopped
taking medication, statgnit was not helpful.

He also relayed his history. He was ban Iraq. He quit school for two years
between middle and high school. He learteedead adequately. He subsequently
completed his secondary education and [went] to university for a year and a half
where he studied technology. During thatdj he was apparently drafted into the
military. He refused to go and was senfjdo for six to seven months. He was
released, left Iraq in 1991, and camelfte United States in 1996. He worked in
Irag and the United States, always in restats. He was a cook and “is” able to
make Arabic, Italian, Greek, and Americod. His last job was working as an
assistant server and cook at StockYamstaerant in May 2008; apparently right
after that he had herniargery and was never ablego back to work. He did get
along with others while working.

He lived with his wife ad three children, aged 8, §da5. They received food
stamps and Families First benefits. Regaydctivities of daily living, he slept on

the couch much of the time and slept okay at night. He spent most of his time
drinking hot tea, watching levision or getting on [h]ishildren’s iPad. He might

get on Facebook. He helped his childrethvinomework. He was not physically
able to do chores. His wife “even has to help him bathe and dress.” He did
sometimes drive to the store if his wikas real busy and did not have the time.
However, he sometimes accompanied his wife to the store because he just had to
get out of the house. He sometimes drtavdoctor appointments. Sometimes, he
and his wife would go to the park and watbe children play. Hevas able to read

his mail and keep up with appointments. He knew how to pay bills and make his
own decisions. He contemplated going back to the mosque “today” following this
assessment. He also had friends who vsegportive and he 8aalways nice to
them, but he was not as sociable as he used to be.

He was fully oriented. He had an accdntt his speech was coherent, goal-directed
and fully comprehensible. Memory seemathct for details requested of him.
Mood was described as “tired and sadffeat was within normal range. There was

no evidence of psychosis. He was not suicidal or homicidal. Thought process did
not reveal loosening of associations, einstantial or tangential thinking. Insight
appeared to be limited. Judgnt appeared to be iotaPsychomotor status was
within normal limits. On testing, he knewetimame of the U.S. president, colors of
the American flag and shape of a ball. He recalled three of three words after a five-
minute delay. He spelled the word “world” forward and backward. He talked about
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politics in Iraq when asked to cite a current event. He was felt functioning within
the average range of intelligence. Impression was unspecified depressive disorder.
The examiner determined the claimant had mild limitation in all functional realms:
understanding or remembering; sustaining concentration or paed;isteraction;

and adaptability. Ex. B4F.

Primary impression of Dr. Attoussin December 1, 2014 was actually diabetic
retinopathy (to reiterate, there was no evidence of retinopathy during eye
examination). The claimant also made mention of anyeye/vision problems
during this office visit. Halid report joint pain.

However, reasons for visit were refills wiedication and a testosterone injection.
He also denied the following: fatiguaveakness; and anpain, to include
cervical/neck pain, thoracic pain, low bgzkin, and joint pain; joint swelling; left
cramps; sciatica; fracture and carpahriel syndrome. His blood pressure was
133/82. He was described as well-nourtshed pleasant. Examination, likewise,
was essentially normal except for mustedaderness on palpitan. This included
“normal” upper and lower extremity jointglnormal” cervical and lumbosacral
spines; “normal” motor strength; “normgl[sensation; “normal” coordination;
“normal” gait; and two-plus reflexeand negative Babinski’'s. Regarding
“uncontrolled” non-insulindependent diabetes, Vizta sample was provided.
Norco was continued. Testesone injection was admstered. Ex. B14F, pp. 51—
53.

There was essentially no furtheridence until May 4, 2015, when claimant
returned to Dr. Attoussiand when he continued to deny all of the symptoms
described in detail abov@®n June 29, 2015, he did replaiv back pain, but again
continued to deny all of the symptomsdebed otherwise. Examination continued

to reveal normal sensation, normal strength, normal coordination and normal gait.
Nevertheless, Dr. Afttoussiated Percocet. Ex. B14F, pp. 39—-40.

On August 8, 2015, the claimant presenteHlton Mental Health, telling Kenneth
Oslezagha, M.D., that he was an establighatent of the clinic and was last seen

in 2014 (despite admitting in the psychological evaluation that he had not been seen
mentally since 2010). He also reported admsbf major depresge disorder with
psychotic features. He drov@mself from Bell Road where he lived with his
family. He also said that since May, follong his return from a visit home to Iraq,

he had been having difficulty falling or staying asle§ymptoms included
worsening depressed mood, anhedonia,rfgdiopeless and hégiss, and fleeting
suicidal ideation. Additiorly, he was becoming veryritable and short-fused.
Three days ago, he drove toward mvjghis and along the way, he thought of
smashing his car into a rock. But, the thought of his family stopped him. He also
told his wife about this and she encowddim to come to the office. Stressors
included his elder brother gsing away last year, who was his main financial
support and being without medications while traveling to Irag. He denied elevated
mood, racing thoughts, goal-directed activitgesl suicidal ideation. He was in no
acute distress. He presemigith good grooming and hygiene. He was cooperative

9



with occasional tearing. Speech was of normal rate, rhythm and volume. Mood was
“Depressed.” Affect was mood-congrueRegarding attentionbncentration, he

was able to spell his last namackward. Thought process was linear. Thought
content was without delusional miking. Impression was major depressive
disorder, moderate. Trazodone and IBfteam were prescribed. Ex. B12F.

After this brief interaction with the claimant, Dr. Oslezagha completed an
assessment of the claimant’s abilitywork, finding him with no limitation in the
ability to understand, remeraband carry out short,rsple instructions; marked
limitations in the ability to underahd, remember and carry out detailed
instructions; moderate limitations in theldi to make judgments on simple work-
related decisions; and moderate limitatiomsocial interactin and in adaptation.

He also stated that claimant’s attenti concentration and mmry were all poor.

He explained these limitations by thdldaving: claimant was currently suffering
from moderate depression with somatiaatsymptoms, such as irritability and
anger outbursts. He was algery isolative. Ex. B7F.

The claimant was given a new prescription glasses when he returned for his
annual eye examination on August 20, 2015arBxation continued to show no
evidence of diabetic retinopathy. Ex. B8F.

When he returned to Elam Metal Health on August 22, 2015, he reported that
medications were not working. However, &lso stated, “I am OK now.” Mood
was mildly constricted. He was calnmch cooperative. He was fully oriented.
Thought process was logical and goal-dirdctde also denied side effects from
medication, manic and psychotic symptomscidal/homicidal ideation, delusions,

and auditory/visual hallucinationsMohammad Jaleel, M.D., continued
Citalopram, prescribed Remeromdadiscontinued Trazodone. Ex. B12F.

He presented to the emergency room October 18, 2015 with complaints of
lumbar pain of only one-day duration.sHpain occurred spontaneously with no
mechanism. He also denied radiationpaiin, headache, generalized weakness,
fatigue, abdominal pain, neck pain, thocagpain, extremity pain and swelling. He
was described as alert, oriented, coopezaand in no acute distress. His blood
pressure was 108/63. Examination galed tenderness of the paraspinal
musculature; no motor deficit; no sensdsficit and normal gait. He was released
in stable condition with diagnosis ohtk pain approximately 30 minutes after
presentation. Ex. BOF.

He returned to West Sports Medieion December 15, 2015, stating he did not
have time or patience for physicalethpy. Ex. B13F, p. 11. He returned on
December 23, 2015, with complaint of bdeal knee pain of 10-year duration.
Associated symptoms included gabbnarmality, joint crepius, swelling and
weakness. He denied any other symptapon review, to include difficulty
sleeping, fatigue, abdominal pain, dyayrurinary incontinence, cold/heat
intolerance, lightheadedness, headache, anxiety and depression. Examination
revealed tenderness over the knee, apdsreidterally, but not stated; decreased
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range of motion performed with pasend mild effusion. Regarding the upper
extremities overall[,] median, radial andhaf nerves remained intact. Appearance
of shoulders, arms and hands remainednahr Overall inspection of the spine,
ribs, pelvis revealed normal thoracic anchhar sacral spinal alignment and benign
ribs. Lower extremity sensation was intdaipression was simply pain in left knee
and pain in right knee. Treatment imdéd right knee injern, right hinge knee
brace, and physical therapy. Ex. 13F, pp. 6-8.

During the February 6, 2016 mental heassion, the claimastated “something
coming up, my ghost tell me come to Maille from Detroit.” Despite being
prescribed medications at [his] last yjidie had not started any new medications
and had run out of Citalopram 30 dago. He endorsed a migd of symptoms.
However, he again stated that he wkay. His sleep and concentration were okay
when he took his medication. He reiteratieat his brother used to support him; his
brother passed away last year and henoationey. He also reported that yesterday,
he spent this happily with his wife andiki He went to the mall. He spent similar
quality time like this three years ago. Mgsthe did not want tgo due to financial
issues. Despite his reports of his ghbstdenied psychotic and manic symptoms
and side effects from medication. Mood wWsad.” Affect wasinteractive and sad
at times. He remained calm and cooperative. He remained fully oriented. Speech
remained normal. Thought process remaiogttal and goal-direted. Shahid Ali,
M.D., re-started Citalopram and Trazodone. Ex. B12F.

He returned 11days later reporting hallutima and paranoia. He said that he saw
a ghost and “they talk to him and are trytogget him.” However, he also denied
command hallucinations. He also repdrteontinued depression and increased
suicidal ideation, occurring several timasr week. However, he denied suicidal
ideation. He also endorsed difficultyesping, anhedonia and apathy. However, he
denied hopelessness and helplessnekxd/affect was depressed and mood
congruent. However, thougbbntent was with no delusis or obsessions. Thought
process was logical and goal-directed. idmained alert and fully oriented. He
remained calm and cooperative. Impressof Sabur AleemaM.D., was severe
recurrent major depressive disordeithwpsychotic featwes. Citalopram was
increased. Haldol and Cogentin were sthrtée was to return in two weeks. EX.
B12F. However, there were no further mental health records.

He presented to Dr. Attoussi on February 4, 2016 for paperwork and reported
dizziness and rash on his neck. Reviewysitems also revealed tingling/numbness
and low back/joint pain; yet no othgrain; no endocrinology symptoms, no
headache, memory loss, or gait almnality. His blood pressure was 116/85.
Examination continued to show normahsation, strength, coordination and gait.
Regardless, Dr. Attoussi comp[lleted ass@ssment of the claimant’'s ability to
perform work, finding the claimant able: lift and carry20 pounds occasionally
and 10 pounds frequently; stand and walkout four hours in an eight-hour
workday with normal breaks; sit abowtufs [sic] hours in an eight-hour workday
with normal breaks with the opportunity $bift positions at will; the need to lie
down at unpredictable intervals during @ght-hour work shift; frequently twist
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and climb stairs and ladders; occasionallyop and bend; frequently reach in all
directions including overhead, handlenger and feel bilatally; occasionally
push/pull bilaterally; with no environmentalstrictions; and wodlbe absent from
work about four days per month. BBd4F, pp. 11-12 and Ex. B10F, respectively.

MRI’s of the bilateral knees were pemfioed on February 11, 2016. Left knee result
revealed: mild dysplasia of the femoraldhlear groove and milthteral patellar

tilt; focal chondral fissure ofhe medial inferior aspedif the femoral trochlear
grove with marrow edema; moderate to sewdegeneration of the anterior cruciate
ligament with mucinous changes; no ligamentous disruption; mild diffuse semi-
membranosus tendinosis; findings likepresenting a sequestered portion of a
Baker’s cyst; and edema of the supralt@tend infrapatellafat pads suggestive

of intermittent fat pad impingement;c&@mmend clinical correlation. Right knee
results revealed: moderate diffuse chamdalacia patella with mild subchondral
cyst formation and marrow edema; mild subchondral narrow edema of the medial
inferior aspect of the femoral trochleaogve likely related to an occult fissure of
the overlying cartilage; mild dysplasia tife femoral trochlear groove and mild
lateral patellar tilt; 5 mm intra-articularsteochondral body ithe posteromedial
aspect of the knee; and mild diffuseréeanembranosus tendinosis. Ex. Bl IF.

West Sports Medicine notes of May 20, 20%6ated that thafsic] this time,
claimant reported left knee greater thaght knee pain. Heontinued to deny a
myriad of symptoms, to include anxietpd depression. Bilate knee MRI results

were noted. Examination revealed tenderness over the patella tendon, medial and
lateral joint lines and mild effusion, cliéys, range of motion to 20 degrees, and
pain with flexion and extension. Redag stability, medial McMurray’s was
positive. However, Lachman and anterior drawer testing was negative. Lower
extremity sensation remained intact light touch. Left knee arthroscopy was
planned. Sarah Ray (no professional ustadnnotated) examined claimant. Dr.
David West approved of iplan. Ex. B13F, pp. 1-5.

On June 22, 2016, Dr. Attoussi provided one of his standard letters stating claimant
“is” unable to work for the next montltiie to his healtlbonditions (though this

time as indicated, he omitted six months). These included diabetes, type II,
hypertension, hyperlipidemia, chroniadk pain and depression. Ex. B15F.

As typical, examinations through August, 2016 continued to show a pleasant,
well-nourished individual with normal ssation, normal motor strength, normal
coordination and normal gait with two-plteflexes. His blood gssures were also
typically normal with readings, suas 122/70 and 113/72. Ex. B14F, pp, 6, 4 and
2, respectively.

William R. Huffman, M.D., consultatively examined the claimant, post-hearing on
November 10, 2016. The claimant stoodi®&hes tall and weighed 204 pounds.
His blood pressure was 128/83. His uncogdatisual acuity was 20/60, bilaterally.
Dr. Huffman felt that he probably needgldsses. Examination also revealed non-
tender abdomen with no organomegaly ossa&ange of motion testing revealed:
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30 degrees flexion, 15 degrees extensionzihdegrees right/lefateral flexion of

the dorsolumbar spine with severe pam range of motionn the lumbosacral
regions of the back; 30 degrees aliur; 15 degrees adduction, 90 degrees
flection, 30 degrees extensiand internal rotation, antb degrees external rotation
of the bilateral hips110 degrees flexion and 0 degs extension of the right knee
with pain on motion maneuvers; 120 degrié@sion and 0 degres extension with
pain on motion maneuvers of the leftelen yet no effusion. Range of motion was
universally normal otherwise, to include the cervical spine and bilateral wrists,
though he had pain with motion maneuveFinel's signs were also negative
bilaterally. He walked with short stepstherwise, gait and station were normal.
Cranial nerves were intact. Motor strength in all four extremities was 5/5.
Cerebellar function was normal. Head good finger-to-nose and negative
Romberg'’s bilaterally. He was unable tafpem heel-to-toe walking due to severe
back pain. Straight leg raising was posi@te30 degrees. However, he was able to
perform one-leg stands without difficultyhere w[ere] no neurosensory deficits.
“The rest of the neurological examinatiovas normal and the rest of the physical
examination was normal.” Dr. Huffington [sisfated per notesahclaimant would
not be able to lift over 10 pounds; couitlfer up to four hours per day; stand for
up to two hours per day; and walk up taethnhours per day. He also stated claimant
required a cane; for walking and could matlk withoutthe cane for me than 50
yards.

Dr. Huffington [sic] also completed an assment of the claimant’s ability to work,
finding the claimant able to liftral carry no more than up to 10 pounds
continuously; sit four hourstal in an eight-houworkday (15 minutes at one time);
stand two hours total in an eight-hour waay (10 minutes at a time); walk three
hours in an eight-hour workday (five mouites at a time); required a cane to
ambulate; frequently reach overhead, toarously reach in all other directions;
continuously handle, finger and feelcaasionally push/pull (all bilaterally);
frequently operate bilateral foot contratver climb ladders or scaffolds, kneel or
crouch; occasionally climb ramps/staibglance, stoop and crawl; never tolerate
exposure to unprotected heights; occasionally tolerate exposure to moving
mechanical parts and operating a motdriele; and frequently tolerate exposure
to humidity/wetness, all pulmonary irritants and extreme cold/heat; and
continuously tolerate exposuto vibration. Dr. Huffmamlso opined the claimant
could not travel without companion fossastance, walk a block at a reasonable
pace on rough/uneven ground, or climb a &#&ps at a reasonable pace with use
of single handrail. However, he could dbb of the following: perform activities
like shopping; ambulate without assistive devidespite his earlier statements that
claimant required cane to ambulate); sgndard public transportation; prepare a
simple meal and feed himself; care f@rsonal hygiene; and sort, handle and use
paper/files. Ex. B16F.

(Tr. 22-29.)

The ALJ summarized Jaari’s hearing testimony as follows:
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The claimant testified that Heas not worked since the last hearing. He lives in a
townhouse with his wife and three kids ages 13, 11 and 7. His wife does not work.
He has diabetes. He takes insulin thieees a day and two other medications. His
blood sugars range from 317 to 400 — it W84 not long ago. He uses a meter to
check his blood sugar two times a day and sometimes more often. His symptoms
include blurry vision, kidney problem amgeakness. He was [sic] a lower back disc
problem (bulging). He takes medicinedhrtimes a day. He has problems with his
neck, which started in 2013 — disc probleney¢htoo. He is scared of surgery. He
rates back pain as a 5-8 and neck pain as 7-8 on the pain scale. He needs surgery
on both wrists. If he holds somethingdila glass or something, he drops them.
When he cooks, he cannot lift heavy staff,he drops things. He takes medicine at
night to sleep. He had tests on both kresed needs surgery on both knees. He is
scared to get surgery due to herniahis abdomen. He kahad three hernia
surgeries. The hernias are not repaired.

Regarding symptoms of depression, héfted that when driving once, he stopped

in the middle of the highway because sormgghn the back of the car told him to

stop, like a ghost. He stopped at the next &ke girl there called the police [sic]

of his statement. The ghost comes to him at times. He is scared to go to the mental
hospital. He goes to a psychiatrist. They change doctors from time to time.

He testified that he remembers havagearing before ALJ Dougherty. Nothing
has changed since then, but medications lcha@ged. He traveled to Iraq to see
his mother. Family members are still theld= flew British Airlines and made a
connection in Turkey. Flight was 13-14 houte traveled with a friend. He was

in Irag for five months, as his mom wasksiShe cannot move. His sister and others
take care of her. He staygdher home when there. $lbrother sent money for him

to travel to Irag. He (brother) still takes care of him. He has tried to work with his
friend and cannot. He last worked in 20T0e claimant furthetestified that his
back and knees kill him when standing. &igo testified the bone in his right elbow
also bothers him.

He said he took along with him, enough noaa while visiting Iraq. He has been
in the hospital twice this year for his back. They gave him shots in his back.

Medicine made his back pain worse. He can speak and write in English. He trained
for a cashier job. He has “impatientcedeal with customers” (testimony).

(Tr. 30-32.)

V. Legal Standard
A. Standard of Review

This court reviews the final decision of the SSA to determine whether substantial evidence

supports that agency’s findings and whetiteapplied the correct legal standarddiller v.
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Comm’r of Soc. Sec811 F.3d 825, 833 (6th Cir. 2016). Subsite evidence mean“more than
a mere scintilla’ buless than a preponderansabstantial evidence is&u ‘relevantevidence as
a reasonable mind might accept agsqdhte to suppod conclusion.”Ild. (quoting Buxton v.
Halter, 246 F.3d 762, 772 (6th Cir. 2001)). As the Udhitates Supreme Court recently explained:

The phrase “substantial evidence” is a “tainart” used throughout administrative
law to describe how courtseato review agency factfindin@-Mobile South, LLC

v. Roswell 135 S. Ct. 808, 815 (2015). Under thibstantial-evidence standard, a
court looks to an existing administragivecord and asks whether it contains
“sufficien[t] evidence” to support thagency’s factual determination€onsol.
Edison Co. v. NLRB305 U. S. 197, 229 (1938) (emphasis deleted). And whatever
the meaning of “substantial” in other contexts, the threshold for such evidentiary
sufficiency is not high. Substantial evidentds Court has said, is “more than a
mere scintilla.”Ibid.; see, e.g.Richardson v. Peralegl02 U. S. 389, 401 (1971)
(internal quotation marks omitted). It means—and means only—"such relevant
evidence as a reasonable mind might accept as adequate to support a conclusion.”
Consol. Edison305 U.S. at 22%ee Dickinson v. Zurks27 U. S. 150, 153 (1999)
(comparing the substantial-evidence stadda the deferential clearly-erroneous
standard).

Biestek v. BerryhiJl139 S. Ct. 1148, 1154 (2019). In detamimg whether substantial evidence
supports the agency’s findings, a court must exartfia record as a whole, “tak[ing] into account
whatever in the record fairly detracts from its weigtdrboks v. Comm’r of Soc. Sgé31 F.
App’x 636, 641 (6th Cir. 2013) (quotin@arner v. Heckler745 F.2d 383, 388 (6th Cir. 1984)).
The agency’s decision must stand if substantiaesce supports it, even if the record contains
evidence supporting the opposite conclusiee Hernandez v. Comm’r of Soc. S&4 F. App’x
468, 473 (6th Cir. 2016) (citingey v. Callahan109 F.3d 270, 273 (6th Cir. 1997)).

Accordingly, this court may not “try the cade novo resolve conflicts in evidence, or
decide questions of credibilityUlman v. Comm’r of Soc. Se€93 F.3d 709, 713 (6th Cir. 2012)
(quotingBass v. McMahgm99 F.3d 506, 509 (6th Cir. 2007)). However, if an ALJ fails to follow
agency rules and regulationse ttlecision lacks theupport of substantial evidence, “even where

the conclusion of the ALJ may hestified based upon the recordfiller, 811 F.3d at 833 (quoting
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Gentry v. Comm’r of Soc. Se@41 F.3d 708, 722 (6th Cir. 2014)).

B. The Five-Step Inquiry

The claimant bears the ultimate burden of establishing an entitlement to benefits by proving
his or her “inability to engage in any substantial gainful activity by reason of any medically
determinable physical or mental impairment which can be expected to result in death or which has
lasted or can be expected tstléor a continuous ped of not less than 12 months.” 42 U.S.C.
8 423(d)(1)(A). The claimant’s “physical or mentadpairment” must “result[] from anatomical,
physiological, or psychological abnormalities which are demonstrable by medically acceptable
clinical and laboratory diagnostic techniquekl’ 8§ 423(d)(3). For purposes of this case, the
regulations governing disabilityetermination for DIB and SSI benefits are identi€ale Colvin
v. Barnhart 475 F.3d 727, 730 (6th C2007) (citing 20 C.F.R§8§ 404.1520, 416.920). The SSA
considers a claimant’s case under a five-stgpential evaluation process, described bysikih
Circuit Court of Appeals as follows:

1. A claimant who is engaging in substantial gainful activity will not be found to
be disabled regardless of medical findings.

2. A claimant who does not have a severpairment will not be found to be
disabled.

3. Afinding of disability will be made witout consideration of vocational factors,
if a claimant is not working and is féering from a severe impairment which
meets the duration requirement and whigkets or equals a listed impairment
in Appendix 1 to Subpart P of the Regulations. Claimants with lesser
impairments proceed to step four.

4. A claimant who can perform work that has done in the pasill not be found
to be disabled.

5. If a claimant cannot perform his pasatork, other factors including age,
education, past workxperience and residual fumanal capacity must be
considered to determine if other work can be performed.

Parks v. Soc. Sec. Admid13 F. App’'x 856, 862 (6th Cir. 2011) (citi@yuse v. Comm’r of Soc.
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Sec, 502 F.3d 532, 539 (6th Cir. 2007)); 20 ®F88 404.1520, 416.920. If the ALJ determines
at step four that the claimant can perform padtvant work, the claimant is deemed “not
disabled,” and the ALJ need not complete temaining steps of the sequential analysis§
404.1520(a). “Past relevant work” @efined as work that claimants have done within the past
fifteen years that is “substantial gainful activiigid that lasted long enough for the claimant to
learn to do itCombs v. Comm’r of Soc. Se459 F.3d 640, 643 (6th Cir. 2006) (citing 20 C.F.R.
§ 404.1560(b)(1)).

The claimant bears the burden through step bf proving the existeee and severity of
the limitations his impairments cause and the that he cannot perfor past relevant work;
however, at step five, “the burden shifts te tbommissioner to identify a significant number of
jobs in the economy that accommodate the clatimaesidual functional capacity . . . Kepke v.
Comm’r of Soc. Sec636 F. App’x 625, 628 (6th Cir. 2016) (quotiigarner v. Comm’r of Soc.
Sec, 375 F.3d 387, 390 (6th Cir. 2004The SSA can carry its bundet the fifth step of the
evaluation process by relying on the Medical-Vocational Guidelines, otherwise known as “the
grids,” but only if a nonexertional impairment doed significantly limit the claimant, and then
only when the claimant’s characteristics precisetch the characteristics of the applicable grid
rule. SeeAnderson v. Comm’r of Soc. Sed06 F. App’x 32, 35 (6th Cir. 2010YVright v.
Massanarj 321 F.3d 611, 615-16 (6th Cir. 200Qtherwise, the grids onfunction as a guide to
the disability determinationWright, 321 F.3d at 615-1&eealso Moon v. Sullivan923 F.2d
1175, 1181 (6th Cir. 1990). Where the grids do noéddia conclusion as to the claimant’'s
disability, the SSA mustebut the claimant’grima faciecase by coming forward with proof of
the claimant’s individual vocational qualifications perform specific jobs, typically through

vocational expert testimonpnderson406 F. App’x at 35see Wright321 F.3d at 616 (quoting
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SSR 83-12, 1983 WL 31253, at *4 (Jan. 1, 1983)).

When determining a claimant’s residual funotbcapacity (RFC) at steps four and five,
the SSA must consider the combined effectldha claimant’s impairments, mental and physical,
exertional and nonexertionakvere and non-seveBee42 U.S.C. 88 423(d)(2)(B), (5)(Bglenn
v. Comm’r of Soc. Sed63 F.3d 494, 499 (6th Cir. 2014) (citing 20 C.F.R. 8§ 404.1545(e)).

V. Analysis

Jaari argues that the ALJ erred in “notigieng the opinion of Dr. Oslezagha,” “not
addressing manipulative limitations and a comlamaodf impairments after finding CTS (carpal
tunnel syndrome) as a severe impairment,” amdifig to find severe nrgal impairments” or
alternatively, failing to “addigs[] mental limitations in his RE” (ECF No. 18, PagelD # 688—
89.) The SSA responds that substantial evideappa@ted the ALJ’s decision and, in any event,
the ALJ documented his consideration of Dr.€2agha’s opinion and properly evaluated Jaari’s
carpal tunnel syndrome and his mental health impairments. (ECF No.19, PagelD# 693-94, 695—
702.)

A. The ALJ Properly Considered Dr. Oslezagha’s Report

Jaari argues that the ALJ failed to considerOslezagha’s medical source statement under
the treating source rule. Social Security regufetiand rulings address the manner in which all
medical opinions are considerefiee20 C.F.R. 88 404.1527, 416.927 (evaluating medical

opinions)? The regulations descrilthree types of medical opoms: non-examining sources,

2 On January 18, 2017, the SSA published final rules titled “Revisions to Rules Regarding

the Evaluation of Medical Evidence,” which inclabdsignificant changes in the consideration of
medical opinion evidence. 82 Fed. Reg. 583de als®82 Fed. Reg. 15132 (March 27, 2017)

(amending and correcting the flmales published &2 Fed. Reg. 5844). SSRs 96-2p, 96-5p, and
06-03p were rescinded as of March 27, 2017, amdtidance previously included in those rulings
was partially incorporated in a new versior26fC.F.R. § 404.1527 (“Evaluating opinion evidence
for claims filed before March 27, 20173ee82 FR 15263 (March 27, 2017). This was the
regulation that was in effect at the time tbe ALJ’s decision here. The SSA has provided
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examining but non-treating sa@s, and treating sourcesee id. 20 C.F.R. § 416.902 (terms
defined). A non-examining source is a physiciagchslogist, or other acceptable medical source
who has not examined the claimant but providesdicakor other opinion in the claimant’s case.
Id. An examining but non-treating source has examihealaimant but doasot, or did not, have
an ongoing treatment relationship with the claitpavhile a treating source has examined the
claimant and has (or had) an oimgptreatment relationship thatas consistent with accepted
medical practiceld.

Under the regulations, a treatip@ysician’s opinion is due tmtrolling weight,” if that
opinion is “well-supported by medically acceptablimical and laboratorgliagnostic techniques
and is not inconsistent with the other substdetvidence in [the] reed.” 20 C.F.R. 88 404.1527,
416.927. If the opinion o& treating physician cannot be giveontrolling weight, the ALJ is
required to provide “good reasons” for discongtthe weight given. 20 C.F.R. 88 404.1527(c)(2),
416.927(c)(2). This requirement “ensures tha& &LJ applies the tréiag physician rule and
permits meaningful review of th&LJ’s application of the rule.Gayheart v. Comm’r of Soc. Sec
710 F.3d 365, 376 (6th Cir. 2013) (quotMbison v. Comm’r of Soc. Se878 F.3d 541, 544 (6th
Cir. 2004)). For all other medicapinions, the ALJ is required to “evaluate” them and “consider
all of the following factors in deciding the vghit” to give them: the “examining relationship,”

“treatment relationship,” “lengtbf the treatment relationship atite frequency of examination,”

supportability,"consistency,

“nature and extent of the treagnt relationship, specialization,”

and “other factors” the claimant brings the ALJ's attention. 20 C.F.R. § 404.1527(c)(2).

explanations to the public in addition to thedEmal Register notices and includes questions and
answers to frequently asked quessicabout the regulatory revisiorfSee“Revisions to Rules
Regarding the Evaluation of Medical Evidence,” available at
https://www.ssa.gov/disability/professidsiébluebook/revisions-rules.html.
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However, the ALJ is not required to éxjgily discuss each of these factoEdwards v. Comm’r
of Soc. Se¢cNo. 1:14-CV-0832, 2016 WL 54690,*& (W.D. Mich. Jan. 5, 2016).

Dr. Oslezagha saw Jaari for a single visitAugust 8, 2015. Having seen Jaari only one
time, Dr. Oslezagha does not qualify as a treating physisamMiller v. BerryhillNo. 3:17-CV-
01439, 2019 WL 1429259, at *9 (M.D. Tenn. Mar. 29, 2(fi@ding that two examinations, six
weeks apart, “did not make ODenton a treating physician, as they ‘did not give Dr. [Denton] a
long[-]Jterm overview of [Mller’s] condition™ (quotingYamin v. Comm’r of Soc. Se67 F. App’X
883, 884 (6th Cir. 2003))¥ee also Downs v. Comm’r of Soc..S684 F. App’x 551, 556 n.2 (6th
Cir. 2016) (explaining that “th@andful of visits [the claim&] had with Dr. Murphy do not
necessarily render Dr. Murphy aeating source’ wittan ‘ongoing treatment relationship’ with
[the claimant]” (citing 20 C.F.R. § 404.1502helm v. Comm’r of Soc. Sed05 F. App’x 997,
1000 n.3 (noting that “it isjuestionable whether a physiciahavexamines a patient only three
times over a four-month period is a treating sedu+as opposed to a nontreating (but examining)
source”); Boucher v. ApfelNo. 99-1906, 2000 WL 1769520, at *9 (6th Cir. Nov. 15, 2000)
(finding that a doctor who had examined the claimant three times over a two-year period was “not
a treating source”).

Because Dr. Oslezagha was not a treating physician, the ALJ had no obligation to give
“good reasons” for rejecting his medical opini@ee, e.g Wilson 378 F.3d at 545see also
Karger v. Comm’r of Soc. Sed14 F. App’x 739, 744 (6th Cir. 2011) (noting that where a treating
source was no longer treating the claimant ord#te of the treating sources opinion, the ALJ was
“not . . . under any special obligation to defethat opinion or to explain why he elected not to
defer to it”). At best, DrOslezagha qualified as “a nonttieg (but examining) sourceMelm,

405 F. App’x at 1000 n.3. The ALJ explicitly considd Dr. Oslezagha’s medical source statement
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in his decision. The ALJ noted that Dr. Oslezaghaeslical source statement was completed “after
[one] brief interaction” with Jaari. The AlLcarefully documented Dr. Oslezagha’s findings,
thoroughly considered the ieence in the administiige record, including t dearth of evidence
from mental health providers, and determitieat Jaari’s mental imfranents were non-severe.
The ALJ gave great weight to Doineau’s opinifinding that Jaari had only mild limitations (Tr.
444-45), and to the opinions of the two agenownsultants, Rebecca Joslin, Ed.D., and Pilar
Vargas, M.D., that Jaari had no severe mental impairments based on the absence of consistent
treatment and lack of mentaéalth evidence (Tr. 101-023-27, 135-38). The ALJ implicitly
rejected Dr. Oslezagha’s opinidn, the extent it conflicted ih the record as a wholRidge v.
Comm’r of Soc. Sec. Admimo. 1:18-CV-109, 2019 WL 2524775, at *4 (E.D. Tenn. June 19,
2019) (recognizing that “courts haveutinely concluded that, imaking certain findings, ALJs
are implicitly rejectingother evidence” (citindglarmon v. Sec’y of Health & Human Servér4
F.2d 1163 (6th Cir. 1985) (“In recognizing this paim concluding that appellant did not suffer
from a severe impairment, the Secretary imiijigiejected appellant’s testimony alleging severe
pain.”)); seealso Dutkiewicz v. Comm’r of Soc. Se863 F. App'x 80, 432 (6th Cir. 2016)
(finding that “the ALJ indirectly rejected the redusion that Dutkiewiczvas unable to work by
reasonably explaining that the majprof medical evidence, the nature of Dutkiewicz’s treatment,
and the other medical opinionsthre record showed that Dutkiewicz had the capacity to perform
a limited range of sedentary work¥)atters v. Comm’r of Soc. Sedo. CIV.A. 11-13860, 2012
WL 3842281, at *7 (E.D. Mich. June 28, 2012) (findthgt the ALJ implicitly provided sufficient
reasons to reject the claimant’s treating phgsis opinion, after outlining the medical evidence
and concluding that there was “insufficient evidero substantiate the existence of a medically

determinable impairment prior to December 31, 2007, the date last insurepd)t and
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recommendation adopteNo. 11-13860, 2012 WL 3842564 (E.D. Mich. Sept. 5, 2C4f2)l, 530

F. App’x 419, (6th Cir. 2013Brock v. Comm’r of Soc. SeB868 F. Appx. 622, 625 (6th Cir. 2010)
(“Additionally, the administrative law judge’dindings challenge # supportability and
consistency of Dr. Moore’s diagnoses with the othadence in the record in an indirect but clear
way . ..."). These determinations are suppbhy substantial eviden@nd do not violate SSA
regulations.

B. The ALJ Properly Considered Jaari’'s Mental Health Impairments.

Jaari argues that Dr. Oslezagha’s opinion identified marked and lesser limitations based
upon Jaari’'s diagnosed depression and his “tra@tmistory with the Elam/Nashville Family
dating back to at least 20,” and that the ALJ failed to properly consider this evidence. (ECF No.
18, PagelD# 689.) Jaari asserts that the ALJ wasreghja consider the length, frequency, nature,
and extent of the treatment relationship; supportability of the physian’s conclusions; the
specialization of the phygan; and any other relevant factofsl.Y The SSA responds that the ALJ
properly evaluated Jaari’'s mental impaintsand found that they were not severe.

For the reasons explained above, Dr.e@agjha was not a treating physician and his
opinion was not entitled to controlling weiglnstead, his opinion was among the evidence that
the ALJ was required to, and did, consider when crafting Jaari’'s RFC. With respect to evaluating
mental impairments, the SSA has promulgatedtiaa@l regulations that ALJs must follow. These
regulations require the ALJ to identify a claimaritmitations in four broad functional areas:
activities of daily living; social functioning; concentration, persistence, or pace; and episodes of
decompensatioree?20 C.F.R. 88 404.1520a(c)(3), 416.920&8) The ALJ must include in his
decision his rationale for reachimgnclusions regarding the sewgrof the mental impairment.
See20 C.F.R. 88 404.1520a(c)(4), 416.920a(c)(4). Thisyarsais used to evaite the severity of

a claimant’s mental impairments and to determvhether he or she meets or equals a listing in
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20 C.F.R. pt. 404, subpt. P, app 1. This is expyassl part of the redual functional capacity
evaluationSee20 C.F.R. 88 404.1520a(d), 416.920a(dp(eating mental impairments).

The regulations explain that mild limitatiossiggest that a mental impairment is non-
severe.See20 C.F.R. 88 404.1520a(d)(1), 416.920a(d)(1j (e rate the degrees of your
limitation as ‘none’ or ‘mild,” we will generally conclude that your impairment(s) is not severe,
unless the evidence otherwisedicates[.]” (evaluating meat impairments)). The ALJ's
determination that Jaari’'s mental impairngemiere only mild, and therefore non-severe, was
supported by substantial evidence.

The ALJ evaluated the four functional areas as follows:

Regarding the claimant’s medically determinable mental impairment of

depressive disorder, this . . . causes no more than minimal limitation in the
claimant’s ability to perform basic meivork activitiesand is therefore non-
severe.

In making this finding, | have considat the four broad areas of mental
functioning set out in the disability regtilons for evaluating mental disorders
and in the Listing of Impairments (ZLFR, Part 404, SubpaP, Appendix 1).

These four areas of mental functionarg known as the “paragraph B” criteria.

The first functional area is undemsting, remembering, or applying
information. In this area, the claimant has mild limitation. The claimant stated
in the function report that he is ablegay bills and count change. He drives.
He goes shopping with his wife. He cares for his wife and children with his
wife’s help (Ex. B5E). He also told ehpsychological evaluator that he has
always been a cook and is able toke&rabic, Italian, Greek and American
foods. He goes to the store alone # hiife is “real busy and does not have
time.” He is able to read his mail, keep up with appointments and make his
own decisions (Ex. B4F).

The next functional area isteracting with others. Ithis area, the claimant
has mild limitation. He admitted he does not have any problems getting along
with family, friends, neighbors or othersnd has never lost a job because of
problems getting along with others (Ex. B5E). He told the psychological
evaluator that he and higfe go to the park and weh the childre play. He

was contemplating going back to theosque following the interview (Ex.
B4F). He testified that in 2015, he travetedraq with a friend for five months

to visit with relatives. He has consistently bedescribed as cooperative and
pleasant throughouteatment.
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The third functional area is conceningt, persisting, or maintaining pace. In
this area, the claimant has mild limitan. He told the psychological evaluator
that he helps his children with thégiomework. He spends most of his time
watching television or gettling] on sichildren’s iPad, and may get on
Facebook. As discussed above, he regotthat he can prepare foods from
several different countries. The ypbological evaluator determined the
claimant is of average intelligen¢&x. B4F). His hobbiesre reading and
watching television (Ex. BSE). He testified that he traveled to Iraq in 2015 to
see his mother. He was on a 13-14 hbght that connectetb Turkey, then
to Irag. He has remained fully oriext with logical/linear thought process
during mental status examinations.

The fourth functional area is adaptingroanaging oneself. In this area, the
claimant has mild limitation. The claimastated that he cares for his personal
needs without reminders and cares feniife and children as well (Ex. BSE).
As discussed above, he has consistelbdlgn described as cooperative and
pleasant during treatment. He testified thattravelled to Iraq last year for
about five months without mention of any problems doing so.

Because the claimant’s medically det@able mental impairment causes no
more than “mild” limitation in any ofhe functional areas, it is nonsevere (20
CFR 404.1520a(d)(l) and 416.920a(d)(l)).

This will be discussed in detallring evaluation of the evidence.

The limitations identified in the “paragph B” criteria are not a residual
functional capacity assessment but areduto rate the serity of mental
impairments at steps 2 and 3 of thgusmtial evaluation process. The mental
residual functional capacity assessmeeduest steps 4 and 5 of the sequential
evaluation process requires a mor¢éaded assessment by itemizing various
functions contained in ghbroad categories found in paragraph B of the adult
mental disorders listings in 12.00 okthisting of Impairments (SSR 96-8p).
Therefore, the following residual functional capacity assessment reflects the
degree of limitation the undersigned has found in the “paragraph B” mental
function analysis.

(Tr. 19-20.5

3 The prior ALJ also found that the “mentaindition . . . evidence establishes that he has a

mild reduction in his activities of daily living, aileh limitation in social function, a mild limitation

in his ability to maintain concentration, persigte, or pace and no epaes of decompensation of
extended duration.” Und&rummond v. Commissioner26 F.3d 837, 842 (6th Cir. 1997), absent
some significant change in a claimant’s condition, an ALJ is generally bound by a prior ALJ’s
decision. Notably, since the prior ALJ’s decisidhe evidence establishes that Jaari obtained
mental health treatment only four times, whichglnet suggest a significachange in condition.
Moreover, when asked by the ALJ whether thieael been any change to his mental health
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The ALJ's decision that Jaari’'s mental gairments were mild and non-severe was
supported by substantial evidence. First, thel Aecognized that the muhistrative record
contained scant evidence regarding Jaari's meetdthhissues. (Tr. 3.) The evidence establishes
that Jaari attended only four meetings at the Elimc—two in August 2015 and two in February
2016—despite claiming to have subgiarmental health issues. Aach visit, he was found to be
calm and cooperative; his rate, rhythm and va@whspeech were normal; and his thought content
was logical and goal-directe@.r. 479, 482, 484, 487.) His thoughbpesses were without current
suicidal or homicidal ideation atisual or auditory Haucination and did noteveal any delusions
or obsessionsld.) Moreover, Jaari was clear on numerouasasions that his failure to find work
and precarious financial situation—being withewrk and losing his older brother, who had
financially supported Jaari and his family—atimiited to his deprason. (Tr. 443, 445, 481, 486.)
Finally, although at each visitadri was diagnosed as having moderate and recurrent major
depressive disorder, on his last visit hiatexd that his symptoms had gotten wor&anipareTr.

478 to 481, 484 and 486.) Significantly, althoughgdi@sing him for the first time with severe
major depressive disorder with pegtic symptoms, the provider notatithis last visit that Jaari’s
reliability was only “fair,” suggesgtg that his subjective complaintgere not entirely credible.
(Tr. 479.) Nevertheless, after this visit therex@ésevidence that Jaari ever returned to the Elam
clinic or any other mental hehlprovider for treatment.

The ALJ also recognized that Jaari was non-dampwith thetreatment plan given by his
mental health care providers. At each of his mkehealth appointments, Jaari was prescribed

psychotropic medication to help treat lispression. (Tr. 483, 485, 488/t the evidence

condition since his last ALJ hearing, Jaaspended: “Nothing has changed since then, but
medications have changed.” (Tr. 3, 60.)
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establishes that, despite Jaari’s claiming thatlidenot experience any side effects from the
medication and that it helped with his symptdifis 478, 481), the administrae record is replete
with evidence that Jaari refusedtédke his medication as instructe&eg, e.qg.Tr. 332-55 (no
mention of psychotropic medication the list of medications Jdaawas currently taking); 442,
481, 486, 547-600 (same).) Additionally, because thereno mental healtiecords after Jaari’s
last visit to the Elam clinic, there is no evidericat he ever took the medition prescribed at his
last visit, at which he indicated thia¢ was worse than he had been bef@ee( e.q.Tr. 547—
600.) Moreover, Dr. Oslezagha was clear thétoaigh Jaari was “currently suffering from major
depressive disorder,” his condition “can &tabilized on medication.” (Tr. 456.) Notably, the
regulations require that a claintd'must follow treatment presceld by your medical source(s) if
this treatment is expected to restore youitghid work.” 20 C.F.R. § 404.1530. The consequence
for failing to comply with a treatment plan without good reason is that the SSA “will not find you
disabled or, if you are already receiving bigeagwe will stop paying you benefitsld.

The ALJ considered the other mental heakidence in the record and reasonably gave
great weight to the opinions of the SSA’s tpgychological consultants, Rebecca Joslin, Ed.D.,
and Pilar Vargas, M.D., who determined that iJlaad no severe mental impairments based on the
absence of consistent treatment and lack of mental health evidence (Tr. 101-02, 125-27, 135-38).
The ALJ also considered the opinion of SBgychological evaluator Doineau, who found that
Jaari had only mild limitations and noted that depression seemed to stem from his frustration
over not being physically able to work. (Tr. 444—45nally, as the ALJdund, the fact that Jaari
repeatedly traveled abroad for long periods of time, without access to his mental health providers
(or any of his treating physicians) and without his psychotnmidication, belied any suggestion

that he is severely impaired byshinental health issues. (Tr. 3.)
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Substantial evidence supported the ALJ'dedmination that Jaari’'s mental health
impairments were non-severe.

C. The ALJ Properly Considered Jaari’'s Carpal Tunnel Syndrome in the
Context of the Evidence as a Whole

Jaari argues that the ALJ erred in evaluatimgeffect of his carpal tunnel syndrome (CTS)
on his ability to work. Specifically, Jaari conteritlat the ALJ found that his CTS was severe, but
the RFC the ALJ crafted failed ilaclude limitations considering that diagnosis. The SSA responds
that the ALJ properly considered Jaari’'s CTS dasis and included appropriate limitations in the
RFC.

The evidence establishes that, as with Jaaritg@héealth records, there is scant evidence
of Jaari’'s complaining of, or receiving treatmémt, CTS. A nerve conduction study on April 9,
2014, showed evidence of bilateral carpal tursyidrome, but two months later, during an
appointment with treating physici&said Attoussi on June 7, 2034ari denied that he had CTS.
(Tr. 332, 449-51.) At his August 8, 2014, appointmentVest Sports M#cine, Jaari reported
weakness in his “wrists extensors” and “diminisigeg strength,” but, upon testing, his extension
weakness was minimal. (Tr. 510, 512.) As late as his August 17, 2016, appointment with Dr.
Attoussi, Jaari continued to deny having CTH. 543.) Moreover, the latest evidence in the
record, from November 10, 2016 taslished that “he had normange of motion with pain on
range of motion of both wrists” and “5/5 mo&irength in both his upper and lower extremities.”
(Tr. 629-30.)

Considering this evidence, the ALJ found CT®¢0a severe impairment and limited Jaari
to the “light” range of work. (Tr. 2) The ligih&inge of work is defined in 20 CFR 404.1567(b) and
416.967(b) and includes a limitation that Jaam lift no more than 20 pounds occasionally and

10 pounds frequently, among other restrictid®seid. “Frequent” and “occasional” are defined
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terms that set forth the limits for a plaintiff émgage in certain behaviors. “Occasional” means a
condition or activity that existap to one-third of the time, whildrequent” isan activity or
condition that exists from one-thitd two-thirds of the time, arfdonstant” is twothirds or more.
SeeProgram Operations Manual System (P®MDI 25001.001, “Medical Vocational Quick
Reference Guide,” available at httpsf#iare.ssa.gov/apps10/pom§Ing/0425001001 (visited
September 9, 2019).

The ALJ appropriately weighed what little evidence was available and determined that,
even with the CTS diagnosis, Jaari could perform light w8de Rudd v. Comm’r of Soc. Sec.
531 F. App’x 719, 727 (6th Cir. 2013minimal and conservative treatment supports ALJ’s
determination that claimant could perform lightrigo Further, a decrease grip strength can be
accommodated by a restriction to light woBee Zeiler v. Barnhar884 F.3d 932, 936 (8th Cir.
2004) (“[Alny loss of Zeiler's gripstrength is accommodated byetALJ’'s decision that she is
limited to light work.”); Clark v. Chater 75 F.3d 414 (8th Cir. 1996) (claimant with reduced grip
strength could nevertheless penfothe full range of light workvith limited pushing and pulling).
The ALJ's RFC limited Jaari to light work witho more than occasional pushing or pulling and
no more than frequent reaching, handling, andinige(Tr. 2.) These limitations were crafted
consistent with Jaari’'s CTS impairment. Jaari takes issue with the ALJ's RFC limitations and
suggests that the RFC should haveduded more restrictive mgulative limitations. However,
he has not demonstrated that the ALJ failedconsider his CTS impairment, nor has he
demonstrated a basis upon which to concludedheater manipulative limitations beyond those
included in the RFC were necessary to account for his CTS diagnosis.

Substantial evidence supported The ALJ’s denisind he did not err in his consideration

of Jaari’'s CTS.
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VI. Conclusion

For the reasons explained above, Jaari’'sandor judgment on the administrative record

(ECF No. 13) will be deniednd the SSA’s decision will beffamed. An appropriate Order is

it ng—

ALETAA. TRAUGER
UNITED STATES DISTRI CT JUDGE

filed herewith.
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