
On a quiet Tuesday morning, a warehouse worker named Luis called my office with a knot in his voice. He had
wrenched his back lifting a pallet and filed a claim. The next day, he got a call from someone saying she was his
“nurse case manager,” and she wanted to attend his appointment, talk to his surgeon, and help “coordinate care.”
She sounded friendly, even helpful. By the end of the week, his MRI was scheduled and the nurse had already told
him light duty might be available if he “kept a positive mindset.” Nothing about this was neutral. It was fast,
coordinated, and pointed at getting him back to work before he was ready.

If you have been injured and a nurse case manager shows up in your case, you are seeing the insurer’s playbook
at work. The nurse is part navigator and part advocate, but the question is, for whom. A seasoned workers
compensation lawyer understands how to make that relationship productive when possible, and controlled when it
starts to veer into advocacy for the carrier at the expense of the patient’s recovery. It takes boundaries, paperwork,
steady communication, and the credibility that comes from knowing the medicine and the law.

What a nurse case manager actually does
In most jurisdictions, a nurse case manager, often abbreviated NCM, is a registered nurse employed by the
insurance carrier or by a vendor under contract with that carrier. Their assignment is to move medical treatment
along, reduce costs by limiting delays and duplicative care, and facilitate a safe return to work. When done
properly, nurse involvement can reduce friction, help with scheduling, and bridge the gap between doctor
recommendations and employer accommodations.

There are two common flavors. Telephonic case managers work by phone, gathering records, nudging providers,
and documenting updates for the adjuster. Field case managers attend appointments in person, talk to the
physician, and sometimes visit the workplace to assess tasks. Field nurses have more leverage, because access to
the exam room and face time with providers lets them shape the narrative. That is where a lawyer’s presence or
instruction matters most.

In many states, the nurse is permitted to speak with the physician about non confidential administrative matters.
In several others, ex parte communications are prohibited or limited to logistics unless the patient consents in
writing. Even where the law allows a nurse to discuss clinical issues, the patient retains privacy rights. There is no
blank check to share mental health history, family ailments, or unrelated conditions that appear in the chart. A
targeted, time limited authorization is not only appropriate, it is essential.

The myth of neutrality
Nurses are trained to care for patients. In workers compensation, the nurse also answers to a claims professional
who measures performance by cost control and claim duration. I have had many nurses who were fair, and a few
who were exceptional advocates for safety and proper care. I have also seen nurses who tried to steer the doctor
toward conservative options, push return to work before the surgeon cleared it, or lobby for a release at maximum
medical improvement despite ongoing symptoms.

Neutrality is a promise, not a guarantee. The way to test it is through behavior. Does the nurse push to attend the
appointment without involving counsel. Does the nurse produce accurate job descriptions or rely on vague
assurances from the employer. Does the nurse give the physician a complete medication list and a precise history,
not a curated version that omits prior authorizations and failed treatments. A workers compensation lawyer
watches for these tells and sets boundaries early.



The first phone call sets the tone
The first nurse outreach is where I often step in. If I am retained before that call, I send a representation letter to
the adjuster and the nurse that same day. It includes the scope of any consent to speak with providers, a directive
that all care coordination go through my office, and ground rules for any in person attendance at appointments. If
my client has already spoken to the nurse, we debrief. I want to know the questions asked, any promises made,
and whether the nurse requested to go into the exam room. If the nurse has already obtained a global medical
authorization, we revoke it and replace it with a targeted release.

Both sides benefit from clarity. When nurses know the rules, problems decrease. I let them know I will not tolerate
arm twisting, that I expect records to move, and that I will cooperate with logistics when the treatment plan is
doctor driven and evidence based. That tone, calm and firm, lowers the temperature and gets us all pulling in the
same direction where possible.

Boundaries that protect treatment and privacy
The crucial guardrails are not complicated, but they must be consistent. I focus on five.

First, consent must be specific. I provide a written authorization that permits the nurse to gather medical records
and discuss the injury related diagnosis and recommendations, but it bars discussion of psychiatric history unless it
is directly related, and it excludes unrelated body parts. It expires in six to twelve months and requires renewal.

Second, no private conferences with the doctor about clinical matters without the client or me present. I often
allow the nurse to give a one minute logistics update before the physician comes in, something like scheduling
status or work status forms. For clinical opinions, the conversation happens in the room with the patient, or in a
post visit team huddle where my client can hear the questions and answers. If the jurisdiction prohibits ex parte
contact altogether, I cite the statute and hold that line.

Third, job descriptions must be accurate and physician approved. I ask the employer to provide a detailed set of
tasks, weights, frequencies, and postural demands. The nurse can deliver it, but I will not accept a generic “light
duty” label. If the doctor clears my client with restrictions, the written offer must match those restrictions.

Fourth, all communications are documented. I ask the nurse to email updates and I log calls. It is not adversarial. It
is practical. Memories fade, and if a dispute arises over whether the nurse told the doctor about a failed course of
therapy, I want the paper trail.

Fifth, I reserve the right to remove the nurse from the case if the Humberto Izquierdo legal relationship becomes
counterproductive. Most states let the parties request substitution or termination of nurse involvement for good
cause. Patterned overreach, misstatements to the doctor, or privacy violations meet that standard.

When the nurse asks to attend the appointment
Physicians vary in how they handle third parties in the exam room. Some never allow it. Others allow brief
participation for history taking or return to work planning. I prepare my client for the spectrum and set
expectations in advance with the provider’s office manager.

Here is a short checklist I give clients the first time a nurse asks to attend.

Ask the nurse to wait until after the exam to talk about logistics, unless you and your lawyer have agreed
otherwise.
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If the nurse wants to speak about your symptoms or prior care, say that clinical questions will be discussed
with your lawyer present.

Do not sign broad releases in the waiting room. If paperwork is presented, bring it home or ask the office to
send it to your lawyer.

If the nurse pressures you to accept a light duty job, ask for the job description in writing and let the doctor
decide after reviewing it.

Keep your answers focused on the injury. Do not volunteer medical history that is unrelated to this claim.

Most physicians appreciate this structure. It keeps the appointment organized and reduces confusion. The nurse
can still be effective at scheduling, ensuring approvals are in place, and transmitting any work status forms. What
changes is who controls the clinical narrative.

Handling utilization review and stalled authorizations
Nurses often act as the courier between the doctor’s recommendation and the utilization review vendor. Their
notes and the way they package the request can be decisive. For example, a two level lumbar fusion will almost
always trigger an evidence based guideline that requires documented failed conservative care over a specific
period. If the nurse includes only a single epidural injection and a brief course of home exercises, reviewers will
deny with instructions to try structured physical therapy and multi modal pain management first.

A workers compensation lawyer steps in with the missing context. I gather the physical therapy chart notes, the
prior imaging, the trial of neuropathic medications with side effects noted, and the chiropractic records from before
the claim was accepted. I ask the surgeon to submit a literature supported rationale tied to guideline criteria, not
boilerplate. Then I either front load these materials to the nurse for inclusion, or I bypass the nurse and file a direct
appeal if the initial review has already failed. In contested cases, I set up a peer to peer call for the surgeon with
the UR physician and attend to ensure the right points are made concisely. Time matters. Every week lost to a
sloppy request increases deconditioning and chronicity risk.

The pressure cooker of return to work
No topic generates more friction between nurses and injured workers than return to work. The nurse’s metric,
understandably, includes the speed of safe reentry. Mine is broader. I look at long term function and risk of
reinjury. I have seen well meaning nurses take an employer’s light duty promise at face value, only to learn that
“light” involved repetitive twisting and no help with transfers. One client, a certified nursing assistant, went back
under a five pound lifting limit. On day three, she was assigned patient repositioning because the unit was short
staffed. She re injured her back and set her recovery back months.

My rule is simple. Work releases must be task specific. If the employer cannot accommodate, no one benefits from
a premature return. I bring the job description to the appointment and have the physician check boxes and write
restrictions in plain language. The nurse can help by clarifying the employer’s actual needs, but I do not let a verbal
promise substitute for a written offer matched to the doctor’s orders. If the nurse reports noncompliance because
my client declined a job that exceeded restrictions, I send a letter with the physician’s note attached and the
mismatch circled. That usually ends the argument.

IMEs, second opinions, and how nurses try to frame the story
Independent medical examinations, sometimes called panel exams or defense exams, are not independent. They
are carrier selected opinions. Nurses may attend or may brief the examiner beforehand through the file they



assemble. The risk is quiet framing. If the packet emphasizes a sprain diagnosis and glosses over radicular findings,
the exam report will likely adopt the lighter label and recommend faster closure.

I do two things to level the field. I prepare a focused medical chronology with citations to the record. It highlights
the mechanism of injury, key exam findings like positive straight leg raise or decreased grip strength, and the
trajectory of response to treatment. Then I send it to the adjuster and the nurse with a request that it be included
in the IME packet. They do not always agree. When they do not, I send it directly to the examiner’s office in
advance and bring copies to the appointment.

If the IME is adverse, I do not panic. I get a treating physician rebuttal or a second opinion from a respected
specialist. Nurses sometimes nudge treating doctors toward accepting the IME as dispositive. I remind the
provider that the treating physician’s longitudinal perspective carries weight. A careful narrative report that
explains why the IME’s assumptions are incorrect, with references to exam findings and imaging, often turns the
tide.

When to say no to a nurse’s involvement
Sometimes, despite best efforts, a nurse becomes an advocate for denial rather than a coordinator. Warning signs
include repeated attempts to speak privately with the doctor about clinical decisions after being told not to,
misstatements of work restrictions in communications with the employer, or pressuring the injured worker to
authorize unrelated records. I document each event, give the nurse and adjuster a chance to correct course, and if
the conduct continues, I request removal.

Judges and boards care about reasonableness. I attach my letters, my proposed ground rules, and examples of
noncompliance. I also include notes from the doctor’s office if the nurse was intrusive or overbearing. In several
cases, the carrier has agreed to replace the nurse rather than have the matter litigated. In a few, we have
proceeded to hearing and prevailed. The standard is not perfection, it is good faith and respect for roles.

A measured approach to recordings and privacy
Many clients ask whether they can record nurse conversations or office interactions. State law controls. Some
states require one party consent, others require all party consent. As a rule, I prefer written summaries over secret
recordings. If a jurisdiction allows one party recording and there is a compelling reason, such as a pattern of
misrepresentation, I weigh the risks with the client and, if we proceed, I inform the nurse at the outset to preserve
trust, even if not strictly required.

For privacy, I keep releases narrow. Nurses sometimes ask for “full chart” access from primary care or prior
specialists. That can include sensitive information that is irrelevant and potentially prejudicial. The typical spine case
does not require disclosure of infertility treatment, HIV status, or adolescent mental health notes. I craft
authorizations that limit the date range and the body system. If a dispute emerges over relevance, I offer in
camera review by the judge or a protective order with limited disclosure.

Coordinating with employers without losing the plot
Good faith employers can be allies. They want their people back and they know the jobs. Nurses can broker
practical accommodations like sit stand options, temporary team lifts, or schedule changes for therapy. When I
sense good faith, I invite collaboration. We set a weekly check in to review restrictions, progress, and any hiccups.
The nurse can keep the adjuster aligned, and we can avert flare ups by adjusting duties based on the doctor’s
updates.



On the other hand, when an employer uses the nurse as a conduit to push for a return that exceeds restrictions, I
slow things down. I ask for specifics. If the job demands 50 percent standing and 50 percent sitting with occasional
lifting up to 10 pounds, that is measurable. If the job is “easy” and “we will help,” that is a promise that tends to
evaporate at shift change. I lean on clarity. My clients deserve precision, not reassurances that vanish when the
floor is short staffed.

How a lawyer manages a contested surgery request, step by step
When a treating surgeon recommends a procedure and the nurse indicates it will “need review,” I do not wait
passively. Here is the disciplined approach I use, which keeps the nurse engaged in a constructive role while
protecting the claim’s integrity.

Confirm the exact procedure code and indications with the surgeon’s office, and get the last six months of
treatment notes and therapy records.

Match the case to the applicable guideline criteria, and prepare a point by point memo with citations to the
record.

Send the memo to the nurse and adjuster with a request that it be included in the UR packet, along with a
cover letter from the surgeon addressing red flag issues like smoking status, BMI, or psychosocial barriers.

If UR denies, schedule a peer to peer and attend. Keep it under 15 minutes, focused on criteria and outcomes
rather than broad clinical philosophy.

If the second level appeal fails, file for expedited hearing with affidavits from the surgeon and, if helpful, a short
statement from the nurse confirming the completeness of the record.

This cadence leverages the nurse’s access for logistics while relocating clinical judgment to those who own it, the
treating specialists and, when needed, the neutral decision maker.

Depositions and the nurse’s file
If a case heads toward trial or a significant settlement conference, I often depose the nurse. The nurse’s notes can
be a gold mine of details about scheduling obstacles, adjuster directives, and the employer’s internal
communications. In deposition, I cover training, caseload, compensation structure, and whether performance
metrics include time to closure. I ask about any verbal exchanges with providers. Courteous but pointed
questioning can reveal a pattern of pressure or, just as often, demonstrate that the nurse tried to do the right
thing and was constrained by the adjuster’s budget.

Nurse testimony can also bolster a claim. I have had nurses candidly admit that the worker consistently reported
pain, complied with therapy, and never exaggerated. That kind of credibility evidence matters when the defense
suggests secondary gain.

Settlement timing and the nurse’s shadow
Nurses do not decide settlement numbers, but their notes influence the story of the claim. A chart that shows
consistent attendance, clear progress or lack thereof, and accurate job matches produces a more predictable
outcome. A messy file with gaps in care, confused work restrictions, and conflicting statements is a gift to a low
ball offer.

I watch for settlement pressure dressed up as clinical advice. It looks like, “The nurse says you are at MMI, so you
should think about resolving your case.” Maximum medical improvement is a medical determination made by the



treating physician or an evaluator under statute. Nurses can flag it, but they do not declare it. I guide clients
through that distinction. If an impairment rating is due, I make sure it is scheduled with a competent physician
who uses the correct edition of the AMA Guides or the standard applicable in that state. If future medical care is
likely, I quantify it with CPT codes and fee schedules, not guesses. Nurses can help compile the past treatment
summary and forecast routine care like trigger point injections or hardware removal timelines. Done right,
everyone benefits because reserve accuracy improves.

A brief word on state differences
Rules vary. In some states, like Georgia and North Carolina, nurse case managers are common and subject to
specific ethics standards. In others, courts have tightened restrictions on ex parte communications with physicians.
Some places allow the nurse in the exam room only with express, revocable consent. Others treat any third party
presence as a patient choice with no legal prohibition. A workers compensation lawyer who practices regularly in
your jurisdiction will know the nuances. When I consult in an unfamiliar state, I read the board rules, review recent
case law on privacy, and, if needed, file a short motion to clarify boundaries before conflict escalates.

Real world textures and trade offs
Not every nurse who pushes is a villain, and not every lawyer who draws hard lines is obstructionist. I remember a
case involving a machinist with carpal tunnel syndrome where the nurse brought me a well researched set of
ergonomic adaptations that were better than anything the employer had contemplated. We adopted most of
them. He returned to work with voice to text software, a modified vise grip, and micro breaks, and he kept his
seniority. The nurse never raised settlement once. That case went smoothly because roles were respected and
clinical decisions came from the surgeon.

I also remember a knee case where the nurse tried, twice, to corner the orthopedist in the hallway after the exam
to suggest early MMI. The office manager, to her credit, intervened and called me. We replaced the nurse with a
telephonic one, and the tone shifted. That worker needed a meniscal repair, not a brusque discharge. He got it,
and the case resolved on terms that reflected a year of healing, not a rushed end.

The trade off is time. Setting boundaries and documenting takes effort. But it prevents bigger fights later. It
defends against the whisper campaign that a claimant is “difficult.” I coach clients to be polite, answer what is
asked, and redirect clinical questions to the doctor. We aim for a record that shows cooperation with care,
skepticism toward overreach, and fidelity to the truth of pain and function.

What to expect from a lawyer who knows this terrain
If you are working with a seasoned workers compensation lawyer, you should feel a few things when a nurse
enters the picture. You should feel prepared before appointments. You should feel your privacy is guarded without
stalling your treatment. You should see letters going out quickly, not weeks later. You should receive clear
explanations about what the nurse can and cannot do, along with a plan for how the lawyer will work with, or
around, that nurse to get your care authorized and your job situation stabilized.

There are moments to leverage the nurse’s influence. Surgeons are busy and office staff change quickly. A good
nurse can be the glue that holds the approvals together. There are also moments to limit her to logistics. When
clinical judgments are at stake, make sure the decision rests with the physician, informed by the full record, and
made in the patient’s presence.



The goal is not to win a turf war. It is to heal well and protect your rights while you do it. Boundaries and
communication make that possible. In my files, the strongest outcomes follow a pattern. Early letters. Narrow
releases. Appointments where the nurse’s role is defined. Honest logs of progress and setbacks. Thoughtful
handling of return to work, not wishful thinking. Respect without passivity. Advocacy without anger.

Injured workers do not ask for any of this. They wake up one morning, hurt, and a stranger with a clipboard starts
talking about modified duty and approvals. The system can feel impersonal. A capable workers compensation
lawyer stands in that space with you, makes the rules visible, and insists that the nurse’s involvement serve its
proper purpose, helping you get well, not hurrying you out the door.


