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• Aim is to avoid unnecessary anti-D in those with RhD neg fetus

– identify RhD negative women at booking

– inform patient, community midwife and GP of result and offer testing

– check the fetal RhD status from maternal blood sample

Objectives



• A number of decisions:
– How to identify the relevant patients 

– How to ensure the midwives know which patients are 
eligible for the test

– Handling the samples on receipt

– Handling the results

– Availability of results to the clinical teams

Coordinated by 

blood transfusion laboratory



• Laboratory IT system (telepath) to identify 
RhD neg

• Check against EDD to ensure a booking 
sample

Identifying RhD negative women



• Ensuring the midwives know who is eligible for the test

Communication



• Sample handling

– Receipt of the sample is entered into the lab IT 

system

– Samples dispatched to NHSBT on routine 

transport

Samples



• We only get electronic copies of the reports from 
spICE

• Results manually entered into the lab IT system 
(and double checked) 

• This sends the results to the GP systems and to 
the hospitals’ EPR

Results





• Employed some clerical help with the 
administration (15 hours a week)

• The funding for this was from the predicted 
savings in prophylactic anti-D

• Some BMS time checking the results but this is 
not significant

Coordination of service



Education

• Community Midwives

• Trust midwives

• Obstetricians

• GPs



• 1st Feb- 31st October
– 954 letters to patients inviting them to have the test

– 629 samples received

– 24245 patients are predicted to be carrying a RH D neg 
baby ( 38.9 %)

– 19 inconclusive results

– Some labelling issues

– 1 mum who requested anti-D despite carrying a RhD neg 
fetus

Figures to date



• We are still undertaking a cord group on delivery

• We’ve had 166 deliveries of babies who were 

part of the service 

• 12 deliveries where no cord sample was received

• All others for which there was a predictive Rh 

status have been correct

Post delivery



• Problems have been small!

• Sample labelling issues when taken at GPs by 

phlebotomists 

• Midwives sending 1 EDTA instead of 2 ( we use 

4.5ml specimen tubes)

• GPs wanting to decide who was having the test 

Problems?



• Successful programme

• Not difficult to establish – involving the screening co-
ordinator is a good thing!

• Avoids unnecessary anti-D (routine anti-D and anti-D after 
sensitising events)

• Avoids unnecessary investigations – clinical and Kleihauers

• Improves patient safety

Conclusions



Questions

?


