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Question about  amnioinfusion in the management of our 18 yo G1P0:

Thanks for the call this AM about the role of amnioinfusion in the management of our 18 yo G1P0 at term and the nurse's perceived needs for intervention. Organizational psychology remains the rate limiting step for continuation of the Medicos FM-ob service. Stress reduction is a role familiar to family physicians and I encourage all of us to think about this dimension when we receive a potentially confrontational requests from nursing or staff regarding management of our patients. 

In this instance of a nurse implied the need for immediate insertion of an IUP for amnioinfusion in S J, who’s SROM produced thick meconium. This literal "demand" for arrival of the physician to place the IUP should be recentered on the issue of "tension reduction". After all the mother and the baby were stable. Agreeing with the nurse about the seriousness of the situation and agreeing to come to the hospital is always a good initial response. This buys some time. After arrival at the hospital, any disagreement with the nurse's opinion should be recentered into things like, "we'll get a second opinion, but right now the maternal VS are stable and the baby's HR looks good".

If the nurse's suggestion is harmless, in this case placing an IUP with infusion of NS, I have a very low threshold to just do it. Dr. Li, one of our obstetrical consultants, has previously discussed the potential risk of converting thick meconium into particulate meconium with amnioinfusion. There is the theoretical possibility that this makes the meconium easier to swallow and therefore, increases risk for meconium aspiration. These considerations are important, but they are academic theories which cannot be acted upon until published data leads us in one direction or another.

Second question: Should we be charging an interpretation fee for ECG's and Cxr's?

Charging an interpretation fee on Chest x-rays and ECG's, is not necessary in our offices, because we use codes that bundle both the technical[who owns the equipment] and professional[who does the interpretation] fee. Fifteen year ago we performed several studies regarding the values of "mandatory overreading". These studies indicated that appropriately trained generalist physicians in an environment with ongoing QA/QI must interpret diagnostic information in real time, manage patients in real time, and request consultation for those patients in whom they cannot interpret diagnostic information such as ECG and CXR. Overreading at some unspecified time after the patient has left the office, lacks value AND increases risk to the patient because physicians start to enter the always treacherous "THAT 'S NOT MY JOB" zone.
