Positive
Antibody
Screen/Red
Cell
Sensitization |.

First affected pregnancy or history of
minimally affected neonate®

v

Identify antibody (see Table 1) '

* Pregnancy that was previously
monitored with serial titers,
MCA's, or amnios for AODys,
without need for intrauterine or
naonatal transfusions

'

Known to cause HOFN

Mot known to cause HDFN

k. J

¥

weeks' gestation; repeatl titer
q 2 weeks thereafter *

e = a2 Titer > 32 (critical titer @
! UNC , except for Kellvz.lgere
Repeat titer g month until 24 critical teris = 1.8 ™)

Paternal antigen

r

Deliver

at term

L

Y

Y

< 4

fold

change
in titer

and genotype testing
Do serial fetal MCA Antigen negatir\\r;j
- paternity assul
Dop_plers Q week X 3T - HU}:‘:"IZWS' Hetarozygous
starting @ 24 weeks phenalype phenotype
Minimal slope Steep slope
"":'f T . Offer amniocentesis or
Repeat MCA's O 2 Repeal MCA's Q . free fetal DNA testing in
weeks wesk Fetus antigen | materal serum @ 24
| | paositive weeks to determine if
fetus is antigen positive *
L ok D lesiing availabla on maternal serum)
- |
Peak MCA velocity Fetus antigen negative,
> 1.5 MOM's paternity assured
|
Yes"-‘f\\No . )
— g Fetus antigen negative,
] i ’ rnity unknown or Unassur
Cordocentesis to Begin 2)2(.fwk I?(F’F’s i@ paternity OWn or unassured
determine fetal Het 32 weeks
Repeat titer in
v 8 -10 weeks °
Intrauterine
transfusion if ¥ ¥ -
fetal 35 wks EGA 10 > r_i-fold qhan ge in titer
Het < 30% {i.e. 32 increases to

MCA < 1.5 MoM's

/

Continue weekly MCA's,
consider phenobarbital (30

mg po TID) one ""ﬁ prior to Mature; AQD4g not in

induction upper Rh+, affected zone

f__,--"'

128)

MCA = 1.5 MoM's

B

Amnio for AODgs, and fetal
lung maturity

k.

Induce delivery in
2 weeks (37 - 38

Immature; AOD 4=, in
Upper Rh+, affected zone

Approved 10/30/2001 wks EGA)
Revised 12/13/2005 3
Copyright © October
2001
UNC School of

Medicine at Chapel

Hill

Immature; AODasp not in
upper Rh+, affected zone

—~.

Repeat amnio
in
14 days

Consider phenobarbital (30 m?
po TID); induce in one week '




Positive Antibody Screen/Red Cell Sensitization
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TABLE 1. ISOIMMUNIZATION RESULTING FROM IRREGULAR

ANTIBODIES*

Blood Group System Antigen

Rh CeekE

Kell K, k, Ko, Kp®, Kp®, Js®, Is

Duffy Fye, Ry, Fy?

Kidd Jke, ke, k3

MNSs M, N, S, s, U, Mi8, Mta, Viw, Mur, Hil, Hut
Lutheran Lu?, Lu®

Diego Di8, Di®

Xg xg*

P PP, p(Tj%) .
Public antigens Y&, YI°, Lan, En®, Ge, Jr#, Co®, Co®™

Private antigens Batty, Becker, Berrens, Biles, Evans, Gonzales,
Good, Heibel, Hunt, Jobbins, Radin, Rm, Ven,

Wright?, Wright?, Zd

* Lewis (Le®, Le®) and | antigens are not causes of hemolytic disease of the
* newborn. :

Modified from Sacol ML. Management of blood group isoimmunization. In;
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NOTIFICATION TO USERS

These algorithms are designed to assist the primary care
provider in the clinical management of a variety of problems
that occur in pregnancy. They should not be interpreted as
standard of care but instead represent guidelines for the
management of these patients. Variation in practice should be
taken into account such factors as characteristics of the
individual patient, health resources, and regional experience
with diagnostic and therapeutic modalities. The algorithms
remain the intellectual property of the University of North
Carolina School of Medicine at Chapel Hill. They cannot be
reproduced in whole or part without the expressed permission
of the school.
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