
UNC Detection & Prevention 

Isoimmunization Protocol

ALL PREGNANT WOMEN INITIATION OF 

PRENATAL CARE

Determine Blood 

Type
Asses for Rh (D) 

Factor

Test for Irregular 

Antibodies

Note results on 

record
Present 

(“Positive”)

Absent 

(“Negative”)

Enter by spelling out 

the word “positive” on 

the prenatal record and 

proceed with standard 

prenatal care

Enter by spelling out 

the word “negative” 

on the prenatal 

record and flag chart

Negative Positive

Enter on the 

prenatal record; 

proceed with 

standard prenatal 

care

Lewis or “I”

Any factor 

other than 

Lewis or “I”

Enter on prenatal 

record and proceed 

with standard 

prenatal care. 

Repeat antibody 

identification at 

26-28 weeks

Refer to UNC 

OB Clinic

New antibodies

No Yes

Routine care
Refer to UNC OB 

Clinic

Rh (D) Factor 

Negative

*see next page
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Rh (D) Factor Negative

If paternity certain, Rh 

testing of the baby’s 

father, may eliminate 

unnecessary blood 

product administration

Flag chart with 

“Administer Rhogam” 

sticker

Miscarriage

*Threatened miscarriage

*Induced abortion

*Ectopic pregnancy

*Partial molar pregnancy

*Amniocentesis

Anti D Titer >1:1

Administer 300 mcg 

anti-D Immune globulin 

“rhogam” IM

No Yes

Refer to UNC High Risk 

Clinic for consultation

Follow UNC 

recommendations for 

continuing care

At 26-28 week gestation:

1) Recheck antibody titer and  

    for irregular antibodies

2) Administer 300 mcg 

    anti-D Immune globulin 

    “rhogam” IM*

Anti D Titer >1:1

Yes No

Refer to UNC OB Clinic Routine Care

* Note: Women who are rh negative and Du positive should not receive anti-D Immune globulin (rhogam).



 

 

Positive Antibody Screen/Red Cell Sensitization1 
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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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