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Rho (D) IMMUNE GLOBULIN

Principle
It is thought that Rho (D) immune globulin (RhIG) acts by suppressing the immune response of Rho (D) negative individuals to Rho (D) positive red blood cells.  Administering Rh immune globulin to non-immunized D (weak D) negative mothers after delivery of D (weak D) positive babies usually prevents D alloimmunization.  Candidates for this prophylaxis are mothers who are D (weak D) negative and have no detectable anti-D and who have a D (weak D) positive newborn.  D (weak D) negative mothers of D positive babies may have alloantibodies other than anti-D, such as anti-K or anti-Fya.  These women are candidates for RhIG prophylaxis.

Clinical Significance
Ante-partum RhIG is administered when a D (weak D) negative women is 28 weeks pregnant.  This protects the 0.9% of women who have an undetectable fetal bleed during pregnancy that could cause anti-D immunization.

Specimen
Patient Preparation: No special preparation of the patient is required prior to specimen collection.  Blood should be collected by approved techniques. 

Note for Antibody Screens and/or Compatibility Testing: If patient has been transfused with blood or blood component(s) containing red cells, or has been pregnant within the preceding three months, or if transfusion history is unknown or uncertain, sample must be drawn within three days of transfusion.  Otherwise, sample can be drawn within 7 days of transfusion.

Requirements:  K2 EDTA pink or lavender top tube is preferred.  

Minimum Volume:  

· Adult:  3.0 mL whole blood    

Specimen Stability: 

If stored at room temperature 15-30°C, stable for testing 24 hours.

If stored 2-8°C, stable for 72 hours.

Storage:  2-8°C for a minimum of 7 days after transfusion, or 10 days post crossmatch.  

Rejection Criteria:  Hemolysis.  **In rare occasions where sample cannot be redrawn, hemolyzed specimen may be used for testing as long as the testing personnel can interpret the reactions.
NOTE:  The following situations require a POST specimen to be drawn after:

1. Delivery

2. Miscarriage after 21 weeks gestation (Perform post-partum workup). 
3. Miscarrage between 12-21 weeks gestation (Perform ante-partum workup).

NOTE: A post specimen is NOT required when:

1. If a woman is less than 12 weeks pregnant and miscarries, a new sample does not need to be drawn after the miscarriage if a T & S has been performed within 3 days prior (Perform ante-partum workup).
Reagents               

 

	Reagent
	Storage
	Stability

	Fetal Bleed Screening Test, ImmucorGamma
	1-10°C
	Exp date

	Rhophylac Rh Immune Globulin, CSL Behring LLC
	2-8°C
	Exp date


Procedure
1. Check patient blood bank history for previous ABORh before testing.

2. Ante-Partum RhIG workup:  (including miscarriage through to 21 weeks, and post amniocentesis)

a. Perform:

1) ABO type.
2) Rh, with weak D testing read microscopically at AHG phase.  If mixed field agglutination is detected on Du testing, proceed with fetal stain.

3) Antibody screen. 

b. If mother is found to be D and Du negative with no anti-D showing (not RhIG related), record the results in LIS.

c. If the antibody screen is positive, perform:

1) Antibody identification with autocontrol.
2) If Anti-D due to RhIG given in previous 3 months is suspected: Use abbreviated panel with D negative cells and one D positive cell.

3) If Anti D due to a previous RhIG injection is verified:

i Report “Suspect Anti-D due to RhIG given, D negative screen shows no other significant antibodies.” 

ii  Perform the Direct Coombs if autocontrol is positive.

iii  Leave the panel sheet for the team leader to review. 

d. Fill out the injection control form included in the RhIG packet.

e. NOTE:  On outpatient antepartum RhIG orders, if a blood type is on record, or a copy of blood type performed elsewhere is made available to blood bank, a quick type must be performed to confirm the ABO Rh.  Record the quick type as “ABO Rh antepartum RhIG” in LIS  comments (ex. A neg antepartum RhIG).  After the ABO Rh is confirmed the RhIG can be issued prior to completing the type and screen testing.  If no type is available, testing should be completed prior to signing out injection.

3. Post-Partum RhIG workup:

a. Verify that baby is D positive.

b. If there was a miscarriage or stillborn, assume that the baby is D positive.

c. Perform an ABO and Rh and Fetal Screen on a sample drawn as soon as possible AFTER delivery. 

1) If a weak D test is required  examine the weak D macroscopically after the AHG phase for mixed field agglutination.  Negative results may be viewed using an agglutination reader. 

2) A weakly macroscopic positive weak D may be due to:

i. Massive fetomaternal hemorrhage (greater than 30 ml)

ii. Patient may be a weak D

iii. Patient may have a positive direct Coombs

iv. Reagent anti-D may be contaminated with a second, weaker antibody.

v. In any of these cases, a fetal stain must be performed to differentiate the fetal cells.

3) A large fetal-maternal bleed will be detected by the fetal screen.  If there is mixed field agglutination on the Du or if the fetal screen is positive, a fetal stain must be performed.

d. If mother is found to be D and Du negative and baby is D or Du positive, record the result in the LIS.

e. Fill out the injection control form included in the RhIG packet.

4.   Rho (D) Immune Globulin
a.  RhIG must be administered within 72 hours of delivery, miscarriage, amniocentesis, or other procedure.  If this is not possible, give as soon as possible.

b. Ante-partum RhIG must be given within 3 days of testing, otherwise the patient must be re-tested.

c. One full dose of RhIG contains 300 micrograms of anti-D globulin.  This amount is sufficient to protect a mother from a 30 ml whole blood fetal bleed. 

1.  If the fetal bleed is determined to be greater than 30 ml, more RhIG is necessary. 

2.  No more than 5 vials of RhIG should be given at a time.  If more than 5 vials are necessary; the injections should be spread out over the 72 hours.

d.  Babies born of mothers that received ante-partum RhIG may have a positive direct Coombs.  No evidence of hemolysis due to RhIG has been noted.

e. RhIG can be given to an Rho (D) negative person who has received Rho (D) positive blood products containing red cells.  Calculate the amount of RhIG required by estimating the amount of red cells received.

f. If a patient comes in for admit – A T/S and XM AHG must still be performed if they have Anti D due to RhIG.

g. Pregnant women with Anti-D due to RhIG or any antibody only need a antibody identification performed once a month, as long as antigen negative units are compatible.
4. If adding on RhIG to Prior Testing, ensure proper billing for RhIG testing ordered after an ABORH or T&S has been resulted out. Credit requests may be necessary.

Procedural Notes/Problem-Solving Tips
When the patient physician wants to know if a patient’s anti D is due to RhIG, or is it naturally occurring, a titer can be performed to give the physician a somewhat reliable answer.  RhIG can remain in the system for up to 6 months, typically we only see it for 3 months.  If the anti-D is reacting 2+or stronger (using tube ABSC technique) and the patient has received RhIG, do a titer with a D positive cell.  If titer is less than 1:4, it is safe to say the anti-D is due to past RhIG injection.  You can also send the specimen to ARC to differentiate IgG from IgM.  If there is an IgM component the anti-D is most likely naturally occurring.

Revision:  01/26/10 to show change in administration policy for outpatient antepartum RhIG orders due to policy #37 addition.  K. Maher/ D. Rinne

Author:  Mary McCallister  01/03/2004

Medical Director Approval:  Douglas McGrady, M.D.   08/17/2006
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