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EXECUTIVE SUMMARY
The new healthcare arena offers case managers the opportunity to go out 
on their own as independent practitioners, but there is a downside to being 
your own boss.
• Independent case managers get to choose their clients, make their own 
hours, and avoid the meetings, layers of bureaucracy, and delays inherent to 
large organizations.
• But there are no paid vacations, no sick leave, lots of paperwork, and you 
have to pay for business equipment and supplies.
• There are opportunities where you make them, including contracting 
directly with individuals, making post-discharge calls for hospitals, helping 
primary care patients navigate the healthcare system, and contracting with 
companies to advise employees on benefits plans.

The advantages and pitfalls of  
being an independent case manager
Calling the shots also means paperwork, irregular income

Would you like to have a job that allows you to set your own 
hours, choose only projects you want to work on, and be 
your own boss? Then you might consider becoming an inde-

pendent case manager.
On the other hand, can you afford to have little or no income while 

you get your business up and running? Would you enjoy marketing 
yourself to potential clients? Does handling business paperwork such 
as writing reports, sending out bills, dealing with tax forms, and keep-
ing meticulous records appeal to you? If not, being self-employed may 
not be for you.

“There are advantages and disadvantages to going it alone. Anyone 
who is thinking of starting a business should carefully evaluate all 
aspects of becoming a solo practitioner,” says Catherine M. Mullahy, 
RN, BSN, CCRN, CCM, president and founder of Mullahy and 
Associates, a Huntington, NY, case management consulting firm.

Being an independent case manager has a lot of benefits, says Teresa 
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M. Treiger, RN-BC, MA, CHCQM-CM, CCM, 
principal of Ascent Care Management, LLC, in 
Holbrook, MA.

“When I worked for an organization, I never 
worked a 40-hour week. It was always 60-plus 
hours, and I was away from home a lot, which 
was difficult. I’m much happier being on my 
own,” she says.

“Clients come to me because they want help, 
not because they were on a trigger report as hav-
ing have multiple comorbid conditions or are 
projected to have a lot of expenditures or have 
been told they have to have a case manager. The 

individuals I contract with are willing and inter-
ested in participating,” she says.

Treiger became an independent case manager 
almost by accident. “When I was president-elect 
and president of the Case Management Society of 
America, I knew I would not be able to continue 
working at a full-time job in addition to those 
responsibilities, so I made a conscious decision to 
resign. During my years as an officer in CMSA, 
I started getting invitations for engagements and 
realized that going into business for myself was a 
viable option to working for someone else,” she 
says.

Treiger has private case management clients, 
consults with companies that want a case man-
agement program or to improve the one they 
have, and consults with technology companies, 
advising them on case management products they 
are developing. She also has an active speaking 
and writing career.

“I love having a wide range of clients and not 
having to do the same thing every day. I can call 
my own shots,” she says.

Treiger takes private case management clients 
who are a good fit to her expertise. “I can work 
as their advocate because I’m not aligned with 
a hospital or a managed care agency. I’m solely 
aligned with that client. I am able to control the 
number of clients I have, and although I prefer 
face-to-face interaction, I can be in touch with 
clients from anywhere there is a telephone or a 
computer,” she says.

Independent case managers can focus on what 
they like to do and set their own schedule around 
their other commitments, says BK Kizziar, 
RN-BC, CCM, owner of BK & Associates, a 
Southlake, TX, case management consulting 
firm. They can choose their clients and control 
their hours, she adds. 

Being an independent practitioner gives you 
the ability to be self-directed and to create a 
unique niche, says Mullahy, who was sole owner 
of a case management company for 20 years.

“When you are in business for yourself, you 
can achieve a work-life balance,” she adds.

Being your own boss means you avoid hav-
ing to deal with the problems that characterize 
large organizations, such as too many layers of 
management, too many meetings, and too many 
delays, Mullahy says. 

“Having autonomy is a big advantage to being 
on your own. Creating a company gives you the 
opportunity to develop and use talents and skills 
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that include marketing, negotiating, risk manage-
ment, and others that give you an opportunity to 
learn and grow,” she says.

There are almost as many disadvantages to 
starting a business as there are advantages, 
Mullahy adds.

If you don’t work, you don’t get paid, Kizziar 
points out. In the beginning, your income will 
vary depending on how busy you are.

“It will take months, or maybe years, to get 
to the point that work is coming your way regu-
larly, and when that happens, you have to know 
when to turn it down so you can give your full 
attention to all your clients,” Kizziar says.

When you are self-employed, you don’t get 
paid vacations or sick leave, Kizziar points out.  
You have to pay for your own health insurance, 
unless you’re on a spouse’s policy. You have to 
pay for office supplies and equipment, telephone 
service, and all the other items your employer 
provided.

You have to keep records of your time and 
expenses, tabulate and send out bills, market 
yourself, and go after contracts, she adds.

When case managers go out on their own, 
they often miss the camaraderie of colleagues 
at work, Mullahy says. “The kind of isolation 
that comes with independence can be truly over-
whelming when problems arise because there’s 
no one to share it with or brainstorm with when 
you have a difficult case,” she says.

In today’s new healthcare environment, 
opportunities continue to grow for people who 
want to be independent case managers or direct-
to-consumer case managers, Mullahy says. Care 
coordination is an important part of provisions 
of the Affordable Care Act and other healthcare 
reform initiatives, she adds.

“The healthcare industry is beginning to 
understand what case managers do and realize 
how valuable our services are. As the health-
care system gets more and more complex, it’s 
more important than ever for patients to have 
someone shepherd them through the healthcare 
maze,” Kizziar says. 

In the past, independent case managers mostly 
contracted with payers or workers’ compensa-
tion firms, Kizziar points out. “Now there are 
opportunities wherever you make them. Case 
managers can provide services to individuals, 
companies, physician practices, and hospitals,” 
she says.

The rising costs of healthcare are driving the 

need for professionals who are directly involved 
with and accountable to patients, and only 
patients, Mullahy says. Direct-to-consumer case 
managers may be hired to coordinate care for a 
disabled child, an aging parent, or someone with 
a complex medical condition, she adds.

Hospitals offer opportunities for experienced 
case managers as consultants on compliance 
issues, efficiency measures, or to help restructure 
case management programs, Kizziar says.

Hospitals also are contracting with indepen-
dent case managers to provide transition care 
planning and to make post-discharge follow-up 
calls, Mullahy adds.

Group medical practices that aren’t big enough 
to have a full-time case manager are contract-
ing with part-time case managers to coordinate 
care for patients as part of their patient-centered 
medical home initiatives, she adds.

Large companies are hiring case managers to 
help employees navigate the maze of insurance 
options so they will make informed decisions 
when they choose their coverage, Kizziar says.

“It saves companies money in the long run 
because if employees have the benefits they need 
and receive the healthcare they need, they are 
more likely to stay healthy and miss less work,” 
she says.  n

Here’s a to-do list for 
starting a CM business
Plan ahead to avoid failure

When you go out on your own as an inde-
pendent case manager, you can’t just 

announce that you’re available and expect to 
have a successful business.

It takes a lot of preparation to go out on your 
own, says Catherine M. Mullahy, RN, BSN, 
CCRN, CCM, president and founder of Mullahy 
and Associates, a Huntington, NY, case manage-
ment consulting firm.

“Starting a case management company pro-
vides an opportunity to create a business from 
the ground up, but it requires learning about 
business and finance — things that were of little 
use before but are very important now,” she 
adds.
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EXECUTIVE SUMMARY
There’s a lot more to being an independent case 
manager than just announcing that you’re open for 
business. Being successful takes a lot of planning. 
Experts recommend:
• Develop a business plan and have Plan B and 
maybe Plan C in mind.
• Make sure you have enough in savings to pay your 
bills while you grow your business or plan on work-
ing a part-time job.
• Choose an area of specialization and research the 
market you want to be in to make sure there’s a need 
for your services.

The most important part of being a solo prac-
titioner is to develop a strategic business plan, 
says BK Kizziar, RN-BC, CCM, owner of BK & 
Associates, a Southlake, TX, case management 
consulting firm. It’s also critical to have a finan-
cial plan for the period of time in which you are 
building your business, she adds.

If you don’t have a clue how to do that, con-
sult with the U.S. Small Business Administration 
in your area. They’re a great resource when you 
start a business, says Cheryl Acres, RN, CCM, 
owner of Comprehensive Care Management, 
LLC, based in suburban Dallas.

Mullahy recommends that you not only have 
a primary detailed business plan but that you 
also develop Plan B and maybe Plan C.

Prepare your finances

Financial preparation should be one of your 
first steps, says Teresa M. Treiger, RN-BC, MA, 
CHCQM-CM, CCM, owner of Ascent Care 
Management, LLC, in Holbrook, MA.

When you start your business, you need at 
least nine months to a year of reserve income so 
you can support yourself and your family when 
you get your business up and running, Treiger 
says.

“It’s great if a case manager is fortunate 
enough to have a life partner who is gainfully 
employed and the household can get by on one 
income. Otherwise you’ll need to decide how 
you’re going to pay your bills in the beginning,” 
she says.

Most independent case managers have to 
work for someone else at least part time until 
they make enough working solo to pay the bills, 
adds Kizziar.

Choose an area in which to specialize, Kizziar 
says. “You can’t be all things to all people. You 
have to choose your niche,” she says. Assess 
where your expertise and interests lie and decide 
what niche they want to fill, Kizziar says.

Do research to make sure you fully under-
stand the market you choose and that you have 
the expertise and knowledge to work in that 
niche, Kizziar says.

Analyze the health status and demographics 
of the town and county to make sure there is a 
need for the kind of case management services 
you can provide. For instance, if you are inter-
ested in being a case manager for the elderly, 
you’re wasting your time if you focus on an area 

with a young population.
Check out the competition to learn what ser-

vices are already out there and what niche you 
can fill, Mullahy says. “Competition is a good 
thing. It shows that there is an awareness of the 
value of case management. Breaking into the 
market may be easier if others have gone before 
you,” she adds.

Seek legal advice to find out what you have 
to do to start a business in your state, what 
forms you have to file with the state, what kind 
of business license you need, and whether you 
need to incorporate, Treiger says. An attorney 
can also help you develop a contract to use with 
clients, she adds.

Meet with an accountant to get sound finan-
cial advice, Kizziar says. Accountants can advise 
you on tax issues and what records you need 
to keep, as well as what kind of corporation 
will be most beneficial from a tax standpoint, 
Kizziar says. 

Sign up for malpractice insurance to protect 
yourself from legal action if you manage the 
care of someone who has an adverse outcome, 
suggests Elizabeth Hogue, Esq., a Washington, 
DC, attorney specializing in healthcare issues.

“Attorneys are trained to include everyone 
who sees a patient in any malpractice lawsuits 
they file. If you are included in a lawsuit, your 
insurer will assign legal counsel,” she says.

Savvy clients will ask you if you have insur-
ance before they contract with you, Treiger 
says.

“Not having insurance is not only irrespon-
sible for the business owner, but it’s also a dis-
service to the people they serve,” she adds. (For 
more advice on going solo, see related article on 
page 113.)  n
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CM advice from the 
trenches
Being self-employed means lots of work

A lot of people think they want to work for 
themselves, but they find out it’s not glam-

orous, and it does take a lot of hard work, says 
BK Kizziar, RN-BC, CCM, owner of BK & 
Associates, a Southlake, TX, case management 
consulting firm.

Before you go out on your own as an indepen-
dent case manager, talk to case managers who 
have their own businesses and do research so you 
understand what it means to be self-employed, 
Kizziar advises.

Cheryl Acres, RN, CCM, owner of 
Comprehensive Care Management, LLC, based 
in suburban Dallas, has been an independent case 
manager since 2007. She advises people to spend 
a lot of time weighing the advantages of the dif-
ferent routes you can take: developing a company 
with a partner, working for a pre-existing case 
management business, or becoming a solo prac-
titioner. “Weigh each option very carefully, just 
like you’d do if you were researching any job,” she 
says.

Before you go into business with a partner, 
make sure you both have the same goals in mind 
and the same moral and ethical compasses, Acres 
says.

Understand that referrals are not going to auto-
matically come rolling in. You have to network 
and market yourself and have confidence in your 
abilities, Kizziar says.

The Internet and social media are a good way 
to get your name out there, Acres says. Develop 
a website and make it easy to find, she says. Her 
website is www.txcasemanager.com. “I chose this 
because that’s what I am — a Texas case man-
ager,” she says.

If you’re going out on your own, you need to 
be able to articulate verbally and in writing, says 
Teresa M. Treiger, RN-BC, MA, CHCQM-CM, 
CCM, principal of Ascent Care Management, 
LLC, in Holbrook, MA.

“Good communication skills are essential,” she 
says. 

Your peer network at work may be a great 
resource, but you can’t rely on them when you’re 
out on your own, Treiger points out. “Going solo 
will be more challenging if you don’t have a large 

network of professional colleagues in all disci-
plines,” she says.

Choose your network of colleagues carefully, 
she advises. “Think about who you want your 
name associated with,” she says.

Early on, don’t waste your time going after the 
massive contracts, Treiger says.

“The big companies, such as Deloitte and 
Accenture, will get the big contracts because they 
have the bandwidth to address multiple layers of 
needs. As a solo consultant, I do not have that 
intensity of resources at my fingertips,” she says. 
However, Treiger advises case managers to keep 
their options open because they might be part of a 
big project as a subcontractor if they are willing to 
take a secondary role.

For instance, a large company with Medicaid 
contracts needed somebody to do education and 
Treiger was able to fill that role.

Try to take a mixture of long-term arrangements 
and short assignments to avoid having a period of 
time when you don’t have an active job, Kizziar 
suggests.

If someone comes to you with a request for 
work that is outside of your expertise, turn it 
down or refer it to a colleague who does have the 
knowledge. Do the same if you get a referral and 
you have a full workload. 

“It affects your credibility if you take on jobs 
when you don’t have expertise or are already up 
to your ears in work. It’s important to know your 
limits and not exceed them,” she says.  n

CM finds satisfaction in 
being a solo practitioner
Majority of clients are senior citizens

In the early 2000s, Cheryl Acres, RN, CCM, was 
working for a group health organization and 

was managing the care and benefits for a woman 
who had a catastrophic stroke when an attorney 
she consulted asked her, “Why are you doing this 
for someone else? You should be in business for 
yourself.”

“It took me three years to go out on my own, 
but the seed was planted. It is a very big leap 
to go from having a salary, health insurance, 
and a retirement plan and working in a struc-
tured environment. But here I am seven years 
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EXECUTIVE SUMMARY
After being a nurse for nearly 30 years and a case 
manager for 11 years, Cheryl Acres started her inde-
pendent case management company specializing in 
managing the care of clients with complex needs.
• Before starting, she did a lot of research and met 
with the U.S. Small Business Administration to get 
information on running a business.
• In the beginning, she had a part-time job and used 
savings to pay the bills until she had enough clients 
to cover her expenses.
• She charges a flat fee to develop a plan and an 
hourly fee for ongoing services.

later and I love my job,” says Acres, owner of 
Comprehensive Care Management, LLC, an inde-
pendent case management company based in sub-
urban Dallas.

Acres started her nursing career in 1978 and 
worked for hospitals and in home health before 
becoming a group health insurance managed care 
case manager in 1996 and earning her certification 
in 1998. She transitioned to worker’s compensa-
tion case management, but in 2000, she joined a 
group health case management company.

Her first case management business was a part-
nership, but that didn’t work out. After about a 
year, Acres ended the arrangement and formed her 
own company in 2007.

Acres started by registering her company’s 
name with the county and working on a busi-
ness plan. “I’d never been in business for myself, 
so I was doing it by the seat of my pants. I did a 
lot of research and met with the Small Business 
Administration to find out what resources they 
could offer,” she says.

Through the U.S. Small Business Administration, 
Acres found the Dallas chapter of the Small 
Business Development Service Corps of Retired 
Executives (SCORE), a volunteer organization 
of retired or active business owners who provide 
training and workshops for people starting their 
own business.

When Acres started her business, she utilized her 
savings and worked two days a week as a hospital 
case manager to earn enough to pay her bills until 
her business was profitable. She also became an 
assessor for a long-term care insurer and continues 
taking assignments from them.

“These two jobs allowed me the flexibility to 
market my services and schedule patient appoint-
ments during my off time,” she says.

Acres got her first clients from referrals by 
friends and her fellow members of the Dallas-Fort 
Worth chapter of the Case Management Society 
of America. “A lot of my clients came by word of 
mouth. I did some marketing to senior networking 
groups and service providers, elder law attorneys, 
and spread the word among my case management 
friends.”

The majority of Acres’ workload is coordinat-
ing and managing care for seniors, but she does 
have younger clients with conditions like multiple 
sclerosis and early-onset Alzheimer’s disease. Her 
youngest client is 30, but several clients are in 
their 90s.

She describes herself as “a project manager for 
healthcare and the aging.” As an independent case 
manager, she contracts with individuals or their 
family members to identify problems and solve 
them, help clients navigate the healthcare system, 
and ensure that all their needs are met.

She often attends physician appointments with 
clients to facilitate communication, manages their 
prescriptions, fills medication boxes, and educates 
patients on their conditions and treatment plans. 
She checks regularly with clients in nursing homes 
or assisted living facilities to make sure everything 
is going smoothly, and attends care conferences at 
the facilities. When her clients go to the emergency 
department, she’s on hand to inform the treatment 
team about the patient history.

“I occasionally review insurance plans and 
healthcare bills. I may have to find community 
resources to help with meals and bathing or 
arrange for a wheelchair ramp or other home mod-
ifications. It’s all very individual and depends on 
what the client needs and wants,” she says.

When Acres gets a referral, she offers a 20- to 
30-minute free telephone consultation to the client 
to determine if she can meet the patient’s needs. 
Once she gets a contract, she conducts a compre-
hensive assessment in the home or facility that 
includes a review of the medical history and cur-
rent medications, and a home safety evaluation.

As part of her assessment, she researches the 
medication patients are taking and makes sure that 
all of the prescribing physicians know which medi-
cations their patients are taking. She makes a list 
of current medications and makes copies for the 
clients to give to their providers.

She educates her clients on their conditions 
and on the importance of following their treat-
ment plan and taking their medication as directed. 
“Many patients don’t understand their conditions, 
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and their physicians have limited time to teach 
them,” she says.

After the assessment, Acres develops a care plan 
that includes current needs and what to expect in 
the future, and shares it with the clients and their 
families. “I try to incorporate the clients’ wishes 
in the plan. Almost all of my clients want to stay 
in their home. The care plan focuses on keeping 
them safely where they want to be and at maxi-
mum health. It’s a kinetic plan that can change in 
a heartbeat. I constantly monitor the situation and 
alter the plan as the situation changes,” she says.

Sometimes the clients’ wishes aren’t realistic, 
Acres says. “I have to be the bad guy and give 
them a dose of reality,” she says.

Acres charges a flat fee to evaluate clients and 
develop a plan and charges an hourly fee for ongo-
ing services.

She sees her clients as often as needed, depend-
ing on their acuity. “In the first month, I usually 
see clients frequently, but then I get the situation 
sorted out and may see them only once a month,” 
she says. Some long-term care insurance covers 
care coordination. In those cases, Acres helps cli-
ents file a claim.

Acres works out of a home office using a dedi-
cated smartphone as her work phone. She takes an 
electronic tablet with her when she visits clients. “I 
use this as an educational tool and to do research. 
I still use paper charts because patients see a lap-
top as a barrier,” she says.

She does all her own billing using a book-
keeping program, but has hired a certified public 
accountant to handle her expenses and taxes.

Acres takes every opportunity she’s offered to 
educate the public on what case managers can do 
for them. “People in general don’t understand case 
management. They may have an experience with 
a case manager in a facility or who works for an 
insurance company, but they aren’t aware that 
there are case managers in the private sector,” she 
says.

She speaks on issues concerning the aging at 
independent living seminars and to community 
organizations and recently was interviewed on her 
local Public Broadcasting Service for a series on 
broken hips.

She has a website (www.txcasemanager.com), 
a Facebook page, and a Twitter account. She is 
active in the local chapter of CMSA and belongs 
to the National Association of Professional 
Geriatric Care Managers, which offers consumers 
a database of elder care resources.  n

Educate staff to use a 
team approach to care
Build flexibility to handle high-volume days

There is no denying the appeal of immedi-
ate bedding. When it works well, patients 

get attention right away, and their needs are 
addressed in short order. But veterans of the 
approach will tell you that making such a prac-
tice a reality in a busy ED requires administrative 
commitment and persistence.

Teresa Kreider, MSN, RN, led the charge to 
implement the approach when she was the ED 
director at Reston Hospital Center in Reston, VA, 
back in 2007. Results were impressive: Door-to-
physician times, the leave-without-being-seen rate 
(LWBS), and overall length-of-stay in the ED all 
declined dramatically while patient satisfaction 
increased. And the Reston ED became a model for 
other nearby hospitals interested in pursuing the 
approach.

Now, as director of the ED at Henrico Doctor’s 
Hospital in Richmond, VA, Kreider is hoping to 
push the envelope even further with additional 
refinements, including a new enhancement that 
enables patients to electronically check in to the 
ED, using a kiosk stationed at the front of the 
department.

“My long-time philosophy is that no patient 
belongs in the waiting room,” says Kreider, not-
ing that she is always searching for new and bet-
ter ways to connect patients with providers more 
expeditiously. However, Kreider acknowledges 
that this is a priority that is continuously chal-
lenged by nurses and physicians who are much 
more comfortable with the traditional linear way 
of providing emergency care.

Take the practice of “swarming,” for instance. 
This is where the physician, the nurse, and a 
tech all surround the patient at the same time as 
soon as he or she is brought back to a room for 
care. With this approach, the patient does not 
have to provide information more than one time, 
and treatment decisions can be made quickly. 
“Although people can see the benefit in swarm-
ing, in the other part of a nurse’s brain, she wants 
to do her own thing,” says Kreider. “She wants 
to go in and meet her patient, she wants to bond, 
she wants to connect with him or her for a few 
minutes. And she wants to do all that in her own 
rhythm.”
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Physicians often have similar reservations, 
preferring to see their patients one on one after a 
nurse or a tech has completed preliminary tasks. 
It is what they’re used to, so it can take time to 
win them over to doing things differently, says 
Kreider.

While swarming typically takes repeated prac-
tice before it jells, doctors and nurses who develop 
the skills to work in tandem in this way make 
good medical teams, notes Kreider. “We’ve talked 
about identifying specific teams so that a doctor 
is always on the same team,” she says. The ED 
is divided into three zones, so assigning specific 
teams to each zone could potentially work in the 
department, and Kreider believes that putting per-
sonalities that mesh well together could enhance 
the effectiveness of the approach.

Educate, win over staff

Kreider also looks for opportunities to educate 
or inform staff about how swarming can most 
effectively work. For example, when a member of 
her emergency nursing staff, Robyn Bolick-Maass, 
RN, BSN, did extensive research on swarming 
as part of a graduate degree program she was 
involved in, Kreider invited Bolick-Maass to share 
what she had learned with the rest of the staff.

Bolick-Maass looked at the use of swarming 
in many industries, not just healthcare, but in the 
ED she sees it as the most efficient way to care for 
a patient. “It’s about optimizing the performance 
of each person and improving the speed of care 
at the same time,” she says. “But with any new 
idea or change in practice, it is hard for nurses in 
general.”

Consequently, Bolick-Maass stresses that it is 
important for staff to have a solid understand-
ing of what the practice is and how administra-
tors envision it being implemented before the 
new practice is launched. “Explain to them that 
it is going to be a hard transition, but that it is 
going to lead to better outcomes for patients,” she 
advises.

It should make nursing jobs easier over the long 
run because nurses will be working as part of a 
team, according to Bolick-Maass. “They will not 
be in the room by themselves with a patient trying 
to get everything done,” she says. “If they under-
stand why you are doing it rather than just being 
told to do it, staff will more easily grasp the idea.”

While swarming offers many benefits, admin-
istrators need to understand the potential pitfalls 

as well. For instance, Bolick-Maass points out 
that the approach is very hard to implement if a 
department is understaffed. “You really need that 
nurse and a doctor and a technician in the room 
when a patient hits the bed,” she says. “So look 
at how it will work if one of those team members 
is not there and you can’t get someone to replace 
that team member.”

Similarly, it is important to have contingency 
plans for days when volume is high and all of 
the beds in the ED are full. When this happens at 
Henrico Doctor’s Hospital, Kreider puts a nurse 
out front to triage patients. “Then they become 
the triage nurse’s patients,” she says.

The hospital is not a trauma facility, but the ED 
stays busy, seeing about 2,500 patients a month, 
23% of which are hospitalized, says Kreider.

Build in flexibility

Another strategy that can help with unan-
ticipated bottlenecks is the creation of a nurse 
expeditor, a new position that Henrico Doctor’s 
Hospital just implemented in January 2014. “This 
is a nurse who floats,” explains Bolick-Maass. “If 
three people walk into triage at the same time, the 
expeditor can come out to triage and grab one of 
those patients, take him back to a room and begin 
his triage instead of having the patient wait in 
line.”

Similarly, the expeditor will step in if a patient 
is ready for discharge and the primary nurse 
is tied up elsewhere. “The expeditor can take 
patients upstairs when they are admitted or run to 
the lab or the pharmacy if we need something,” 
says Bolick-Maass. “The expeditor is basically a 
runner, but since this person is a nurse, he or she 
can also educate the patient, medicate the patient, 
or counsel the patient.”

Further, any time a clinician needs to perform a 
procedure on a patient such as a lumbar puncture, 
a central line, or a lung decompression, the expe-
ditor can step in to assist. “You’re talking about 
a process that can last as long as an hour,” says 
Bolick-Maass. “That is a long time to have a nurse 
tied up when she may have three or four patients 
to take care of. That is when the expeditor can 
help.”

For the position to work well, the expeditor 
needs to be an experienced nurse who works 
quickly and efficiently, not someone who is new 
to the profession, says Bolick-Maass. “You don’t 
want someone who works at their own speed. 
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You want someone who is really on the ball, and 
can move [where they are needed] without direc-
tion,” she explains.

Typically, the expeditor and the charge nurse 
work together to keep patients moving, but that 
doesn’t mean that the expeditor relies on the 
charge nurse to tell her or him when to step in, 
says Bolick-Maass. “You want the person to be 
very self-directed,” she says. “This truly is an 
extra set of hands that is very versatile throughout 
the ED.”

Identify champions

One challenge that administrators are likely to 
run into when implementing a swarming-based 
approach is staff negativity, says Bolick-Maass. 
“We are optimizing care, so this is going to make 
everyone work with their ‘A’ game all day long,” 
she says. “You are working with a team, but you 
are working at a very high pace, and not all staff 
members want to work at that pace.”

For instance, Bolick-Maass has documented 
that swarming can trim as much as 10 minutes 
off the time it takes to do all the tasks associated 
with assessing a patient who presents with chest 
pain. “If a nurse is in the room by herself, you are 
looking at 15-20 minutes, and that is assuming 
everything runs pretty smoothly, the patient has 
great veins, and he is able to sit still for his EKG,” 
she explains. “[Alternatively,] if you have a team 
including a nurse, a technician, and a doctor in 
the room at the same time you can do the whole 
process in five minutes.”

Swarming is a little bit like running a code 
on every patient, according to Kreider. And she 
thinks the idea of treating everyone in the same 
quick and efficient manner makes a lot of sense. 
“That sort of mentality is good,” she says.

However, operating at a higher pace requires 
staff buy-in as well as a process that has been 
carefully designed to suit the facility’s capacity 
and community needs. “While we all do the same 
thing, EDs are very different because of location, 
types of patients, volume, and rooms available,” 
says Bolick-Maass. “So it is hard to just initially 
throw this out there without really delving into 
the structure and staffing of the group.”

Kreider advises administrators to model the 
kind of behavior you want to see and identify 
champions. For instance, she has one nurse who 
exemplifies the kind of behavior required for 
swarming. “He tries to direct everything through 

a team approach when he is here, and he is part of 
that team so he models the behavior,” she says. As 
a result, staff members see the approach working 
smoothly when this nurse is involved. “He under-
stands that if we all think in the same way, then 
the team approach is a win/win for emergency 
medicine.”

Keep striving for improvement

Even with ample improvement, Bolick-Maass 
observes that the practice of swarming is still a 
work in progress in the ED. “We are not to the 
point where this is standard procedure. This is still 
very new for us,” she says. “Some days we can 
do this very efficiently if we have the right nurses 
and doctors, but we are definitely not to the point 
where we are 100% yet.”

However, average arrival-to-bed times typi-
cally hover at around six minutes, and patients 
are generally connected with a provider within 
20 minutes. While these are impressive metrics, 
Kreider observes that the bar is always being 
raised. Consequently, while she pushes the staff 
for greater mastery of swarming, she is hoping 
that the new electronic check-in process will fur-
ther tighten wait times and nudge patient satisfac-
tion upwards.

Patients use the kiosk to submit their name, 
date of birth, and chief complaint, and then a 
nurse can quickly transfer that information over 
to the ED’s documentation system with the click 
of a computer key. “There is some speed to it,” 
says Kreider.

However, Kreider still maintains licensed per-
sonnel out front because she wants a clinician 
to know right away if a patient presents with 
chest pain or another problem that needs to be 
addressed right away. “I believe in nurses seeing 
patients first, registration second,” she says.

Another move that is making a sizable dent 
in overall LOS is point-of-care testing. Some test 
results that used to require more than an hour to 
come back from the hospital’s central lab are now 
available within minutes because the tests are now 
conducted by on-site personnel. “We hardly need 
[the central] lab for anything except urinalysis 
now,” says Kreider. “How long a patient is in the 
ED, how long it takes to be admitted, and how 
long a patient waits for a bed are all things that 
are being measured now. We have to come up 
with strategies and processes to have a winning 
department.”  n
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Assessing back pain, 
injuries, interventions
Medical history is first priority

Occupational back injuries are an ongoing 
hazard in healthcare, particularly among 

nurses who have to move patients and perform 
other tasks that could cause injury.

“Most people with back injuries will get bet-
ter within two weeks without any medical inter-
vention,” says Melody Rasmor, EdD, FNP, an 
assistant clinical professor at Washington State 
University in Vancouver. Rasmor has published 
articles about neuro-musculoskeletal health 
assessments for occupational health nurses over 
the past two decades.

“So it’s really important for healthcare provid-
ers to understand the job the person is doing, 
their age, and any hobbies or activities of daily 
life,” she says. “Take a good history and listen 
to their stories to see what kind of lifestyle they 
have because this tells you about their overall 
health.” In general about 80% of the diagnosis 
will come from medical history, 10% through 
diagnostic tests, and 10% is from the physical 
exam, Rasmor says.

“I don’t order X-rays very often because for 
the most part you can get a lot of information 
from the history and the physical exam.”

Five steps

She suggests these five steps for conducting 
a neuro-musculoskeletal assessment of injured 
workers:

1. Assess pain. Workers with back pain might 
complain about pain in the lumbar area that also 
radiates down the leg. Once the worker describes 
the pain, then ask these questions:

• Is this is the first time you’ve had an injury?
• Have you ever had surgery?
• How did the injury happen?
• Are they having a tingling sensation and, if 

so, where?
• Have there been any similar episodes?
• What are their typical activities?
• Are there any bladder problems?
• How is your pain on a scale of zero to 10?
• How well are you sleeping?
“If they’re sleeping like a baby and have pain 

they describe as a 10, then there’s incongruence 

there,” Rasmor says. “Ask what they’re taking 
for sleep, and if they’re not taking anything then 
it makes me think about why their history is not 
congruent with what they’re telling me about 
their sleep.”

Previous injuries

Questions about previous injuries are impor-
tant because sometimes workers will have an 
injury that they do not report, thinking it will get 
better. Then the second time it occurs, they’ll say 
something, she notes.

Also, bladder problems could indicate a more 
serious problem, she adds.

“You can hit the bull’s-eye if you take a care-
ful history,” Rasmor says. “You can discover the 
mechanism of injury, how the pain feels now, 
and how long ago the person had that injury and 
how it manifests.”

2. Worker examination. Examine wrists, 
back, and ankles. Look at the area that’s in pain, 
searching for signs of previous injuries: scars, 
swelling, edema, discoloration, and deformities, 
Rasmor says.

“Palpate for pain, joint swelling, and spasms,” 
she adds.

Assess the person’s range of motion, looking 
for swelling and a decrease of range of motion 
from side to side.

“I ask if it’s hurting when they move the back 
or neck, and you can watch for grimacing to see 
if the range of motion is decreased,” she says.

For example, someone might have had a cervi-
cal whiplash of the neck and can’t turn his head. 
Ask this person how he is driving.

“You watch the person with a back injury 
walk into the room, get on the table and off 
the table. Watch the range of motion,” Rasmor 
explains. “All of this gives you information.”

3. Test the worker’s strength. For neck inju-
ries, put pressure on one side and have the per-
son turn his or her head to the side. You put 
your hand on their cheek area and have them 
turn to the side your hand is on, and see if that 
causes pain, Rasmor says.

“Then put your hand on the forehead and ask 
them to push forward, or put your hand on the 
occipital and have them push back,” she adds. 
“See how much strength they have, and have 
them turn the head to the left.”

Test deep tendon reflexes. These should be 
consistent. If they’re not, then maybe there’s an 
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infringement of the nerve, Rasmor says.
“I have the person get off the table and toe-

walk and heel-walk,” she says. “With back inju-
ries, that can tell us if there’s problems with the 
L5 — lumbar disk 5 — and S12 — sacral area — 
first vertebrae.”

4. Solve the problem. “Now that you have 
the history and physical assessment, you have to 
figure out what’s wrong,” Rasmor says. “Is it a 
herniated disk, where most people will get better 
within two weeks?”

Occupational nurses might place the worker 
on light duty that involves no heavy lifting. If the 
worker’s injury is in the wrists, then it’s wise to 
limit the worker’s repetitive duties that involve 
their hands, she adds.

5. Follow-up in two weeks. “If workers come 
back to you and have had pain for two weeks, 
it’s time to move them along into physical ther-
apy or occupational therapy,” she says.

Think outside the box

It might also be time to order a diagnostic test, 
such as an MRI, which is more useful for neuro-
musculoskeletal injuries than is an x-ray test, she 
notes.

“We have to think outside the box and iden-
tify the kinds of things that could cause this 
pain,” Rasmor adds.

For instance, some patients can have a long-
term, complicated recovery because of other 
health issues, such as obesity, diabetes, degenera-
tive joint disease, or arthritis, she says.

“If the nurse or healthcare worker is decon-
ditioned, then this can make things more com-
plicated,” Rasmor says. “You want to get them 
into recovery sooner and need to keep track of 
them.”  n

Here’s a change we know you’ll like: From now 
on, there is no more having to wait until the end of a 
6-month semester or calendar year to earn your con-
tinuing education credits or to get your credit letter.

Log on to www.cmecity.com to complete a post-
test and brief evaluation after each issue. Once the 
completed evaluation is received, a credit letter is 
e-mailed to you instantly. 

If you have any questions, please call us at (800) 
688-2421, or outside the U.S. at (404) 262-5476. You 
can also email us at: customerservice@ahcmedia.com.

Hospital Report blog
For further analysis and discussion of topics 
important to hospital professionals, check out 
Hospital Report, AHC Media’s award-winning 
free blog at http://hospitalreport.blogs.ahcme-
dia.com/. Case Management Advisor’s executive 
editor Russ Underwood and associate managing 
editor Jill Drachenberg both contribute.  n
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1. According to Catherine M. Mullahy, RN, BSN, 
CCRN, CCM, president and founder of Mullahy 
and Associates, what do case manager miss 
when they go out on their own?
A. Dealing with bureaucracy
B. The camaraderie of colleagues at work
C. Detailed paperwork
D. Numerous meetings

2. According to BK Kizziar, RN-BC, CCM, owner 
of BK & Associates, what is the most important 
part of being a solo practitioner?
A. Developing a business plan
B. Performing marketing research
C. Finding your niche
D. Beating the competition

3. Teresa M. Treiger, RN-BC, MA, CHCQM-CM, 
CCM, principal of Ascent Care Management, 
LLC, advises independent case managers to 
go after big contracts when they’re getting 
established. 
A. True 
B. False

4. Where did Cheryl Acres, RN, CCM, owner of 
Comprehensive Care Management, LLC, go for 
advice when she was starting her business as 
an independent case manager?
A. Colleagues at her old job
B. Friends in her professional associations
C. The Better Business Bureau
D. The U.S. Small Business Administration


