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Procedure: Antibody Identification RhIg Panel 
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I. PRINCIPLE:

Antibodies react with red cells possessing corresponding antigenic determinants.  These antibodies may agglutinate red cells directly, in saline or potentiating media (such as PEG, LISS or high protein media), or indirectly in antiglobulin testing.  Identification of an allo or auto-antibody to red cell antigens requires testing the serum of the patient against a panel of selected red cell specimens with known antigen composition. This facilitates selection of compatible blood for transfusion.  Most clinically significant antibodies can be identified by agglutination in routine procedures using reagent red cells of known antigenic constitution.

The frequency that antibody identification panel will be tested is as follows:

1 The initial time the patient’s antibody screen is positive.

2 For patients with known antibody, if there is more than a 1+ change in reactivity strength in the screening cells that are positive for the corresponding antigen.

3 For patients with known antibody, if there is a change in the phase of the reaction from the previous screen results.

4 For patients with known antibody, a screening cell not possessing the corresponding antigen to the known antibody is now reactive.

5
When antigen negative donor units are incompatible.
A modified panel will be performed if Anti-D is suspected in a patient that has received 

Rhig injection within the last 6 months.  This information can be obtained from the   

physicians office, labor and delivery department or the patient may have a copy of the 

injection paperwork.
II.
SPECIMEN REQUIREMENTS

A. Plasma from an EDTA specimen is preferred.

B. Serum from a freshly clotted tube is acceptable.

C. Serum separator tubes are not acceptable.

D. Heelsticks are not acceptable.

E. Hemolyzed specimens are not acceptable since hemolysis may mask a hemolytic reaction.

III.
SAFETY
A. Universal precautions are to be followed when handling specimens.

B. Refer to the Laboratory Safety Manual for instructions for the handling of infectious biological material.

IV.
MODIFIED ANTIBODY IDENTIFICATION CELL PANEL:
1. Select all Rh-negative cells from a panel
2. Perform an indirect antiglobulin test (IAT) on the selected cells 
V.
REAGENTS AND EQUIPMENT

Commercial antibody identification panels: These are Group O red cells from individual donors.  These donor cells differ in antigenic configuration and are selected to enable identification of most single antibodies, as well as a majority of the frequently found combinations of antibodies.  The presence or absence of antigens of each of the major blood group systems is indicated on the antigrams supplied from the manufacturer.
VI.
PROCEDURE – ANTIBODY PANEL (GEL CARD METHOD)

Materials:

1. MTS Centrifuge

2. MTS Diluent

3. Ortho Antibody Panel

4. Ortho Panel Sheets

5. MTS IgG Gel Card

6. Biohit Pipettor

7. Donor or patient serum or plasma

1. Review the patient history files for previously identified problems. All files, previous and current should be kept together. 

2. Label the MTS Anti-IgG Card with the appropriate identification and test information.
3. Remove the foil seal from the microtubes to be used.
4.  Add 50 µL of each of the 0.8% red cell suspensions being tested i.e. patient, donor, and antibody screen and/or panel cell, to its labeled microtube. Do not touch pipette to gel card.  Refer to Pipetting SOP.

5. Pipette 25 µL of serum or plasma to the labeled microtubes. Refer to Pipetting SOP.
6. Incubate at 37 ± 2C for 15 minutes. May be incubated for a maximum of 30 minutes.
7.  Centrifuge the gel card at the preset conditions of 895 ± 25 RPMs for 10 minutes.
8.  Read the front and the back of each microtube macroscopically and record reactions 
Results:

Hemolysis in the absence of a hemolyzed sample or agglutination of any of the red cells indicates the presence of an antibody directed against the corresponding antigen, which is present on the screening cells. 

No agglutination or hemolysis of the screening cells is a negative test result and indicates the absence of an antigen/antibody reaction.
If any cell is positive a full panel must be performed to identify additional antibodies.
Reporting:
If all cells are negative:

· No further testing is necessary

· If a T&S is ordered, it need not be converted to a crossmatch

· On the panel sheets, notate in the interpretation “Antenatal RhiG received on

(date)”. Anti-D is not an appropriate interpretation since the antibody has been

passively acquired and will disappear from the patient’s circulation within 6 months

of administration.  In LIS “NP” the Antibody and place above comment in the comment section for the test.

· If one or more cells is/are positive: See Antibody Screen and Antibody Identification SOP’s.

SPECIAL PROCEDURAL NOTES AND PERFORMANCE CHARACTERISTICS

A. Low frequency antigens and homozygous conditions for all antigens exhibiting strong dosage effects may not always be present on the panel cells therefore; negative reactions with the panel cells do not always indicate the absence of the unexpected antibodies in the serum.
B. False positive or negative results may occur due to deviations from manufacturer recommendations for handling, testing and interpreting the results of the reagents in use. Strict adherence to the manufacturer’s package insert is critical. 
CLINICAL CORRELATION

A. A positive antibody screen indicates the presence of an autoantibody of alloantibody.  The specificity and/or clinical significance of the antibody should be determined prior to transfusion.  However, immunohematologic evaluation must be abbreviated in emergency situations to avoid transfusion delays.  In all cases, 
the risk of transfusion must be weighed against patient benefit.  The following statements are intended to assist with these critical decisions.

1. A patient history is always important:  A patient who has never been transfused and has never been pregnant will not have a significant alloantibody.

2. Review of patient immunohematologic records may reveal previously identified antibody.

3. The pattern of serologic reaction (e.g., reaction anti-IgG phase) suggests likelihood of significant antibody.
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