


A 19 9 0loppler and middle cerebral arter

History of Rhesus Disease

19 4 @Lansisteiner-discovery of Rhesus
factor.

1 9 5 BAmBiocentesis-Liley.
1 9 6 Aaraperitoneal transfusion Liley.

1 9 7 GAatepartum prophylaxis - JM
Bowman.

1 9 8 OrFétal blood sampling.
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Rhesus Diseasel
Is It Still A Problem?

In India perinatal deaths due to Rh
alloommunization is 1-2.5%.

Prevalence of Rh negative blood group Is less
than 7% In Indian population (15% in European).

10% of all births are Rh negative babies to Rh
positive mothers.

Commonest cause of fetal anaemia.

15 major/30 minor developmental problems.



The MCA-PSV

INDICATIONS

Antibody level 1:28/>15IU
H/O Previous loss,IUT

A MCA-PSV is a highly sensitive, non invasive method for
determining the degree of anaemia.

A MCA-PSV greater than 1.5 MOM is indicative of
moderate to severe anaemia (Mari et al 2000).

A Sensitivity of 100%,False positive rate 12%,PPV of 5%
NPV of 100%.

A 70% reduction in amniocentesis if used.
DEMERITS

- Accuracy diminishes after 35 weeks & after multiple
transfusions.

- Needs expertise.
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MCA-PSV / Gestational Age
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Zone A Weekly Studies to be done
Zone B With USG finding consistent with fetal anemia-FBS
And IUT




Prevention of Rh Incompatibility

Premarital counselling

Proper matching of blood particularly in women
before childbearing.

Blood grouping is a must for every woman, before
1st pregnancy.

Rh+ve Blood transfusion- 300mcg Immunoglobulin
(minimum).

A Proper management of unsensitised Rh negative
pregnancies.



ACOG Recommendations

Major reecommendations (Level A)

The Rh negative woman who is not Rh i D alloimmunized
should receive antiT D immune globulin:

At approximately 28 weeks of gestation, unless the
father of the baby is also known to be Rh D negative.

Within 72 hours after the delivery of an Rh T D positive
Infant.

After a first trimester pregnancy loss.

After invasive procedures, such as chorionic villus
sampling, amniocentesis or fetal blood sampling.



The following recommendations are based primarily
on _consensus and expert opinion (level C)

Anti T D immune globulin prophylaxis should
be considered If the patient has experienced:

- Threatened abortion.
- Second or third trimester antenatal bleeding.
- External cephalic version.

- Abdominal trauma.



Prophylaxis

* ANTENATAL ANTI-D PROPHYLAXIS
-Routine antenatal anti-D prophylaxis.
(RAADP)
-Prophylactic antenatal anti-D prophylaxis
given because of likely sensitization.

* POSTPARTUM ANTI-D PROPHYLAXIS



Antepartum Prophylaxis

A RhDIgG

A 300ug I 28 weeks gestation.

A Reduces sensitizationto 1.
O ; 1% . b[‘oeogc?tc];ﬁ

A No fetal risk. e con 2 T
A 100 pug 1 28, 34 weeks |
gestation.

A Repeat if undelivered in 12
weeks.

A Half-life 24 days.




Postpartum Prophylaxis

A Administer RhD IgG

A

I\

A

Fetomaternal hemorrhage.
300 ug for 30 mil blood /12T 15ml of fetal RBCs.
|deally within 72 hours of exposure.

Maximum benefits upto 13 days after exposure.

May be give up to 28 days after exposure.



Choice of Preparations of'Anti / D

A Specific immunoglobulin Made by fusing a
obtained from human antibody producing
plasma of sensitized Rh plasma cell to a fast i
negative donors growing immortal cell

Approved by ACOG, SCOG,
Neole



Comparison Between Monoclonal and
Polyclonal Antibodies

Monoclonal antibodies

A
A
A
A
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Efficacy significantly greater and more consistent.
Highly specific.
Half life T 18 days.

Highly pure.
No lot to lot variation.

No risk of transmission of any viral diseases.

Unlimited supply.
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Polyclonal Antibodies

Efficacy lower and inconsistent.

Mixed specificity.

Half life 15.6 days.

Contains other antibodies and plasma: proteins.
Lot to lot variation.

Some risk associated with emerging viral
diseases.

Possible periodic shortages due to unavailability
of healthy donors.



Antepartum Management

A Primigravida

Nonimmunized patient

A Multigravida
\ Immunized patient




Management Of Non Immunized
Patient

A Determining immunization risk.

A Zygocity of father .
A Testing for rh antibody titre at 20, 24, 28, 32,

36, wks of gestational age.

A Prophylactic use of anti D immunoglobulin.



