Time Stamp Sheet: Annika, Brianna & Natalie
Rh Incompatibility of the Newborn
	Timestamp
	Script


	[0:00-0:14]
	Intro page, CCL and disclaimer


	[0:15-0:23]
	Group Introduction
Natalie: “Hi, everyone! We’re The Antibody Avengers. My name is Natalie,”
Brianna: “I’m Brianna,”
Annika: “And I’m Annika, and we are going to be talking about Rh incompatibility of the newborn.”


	[0:24-2-29]
	Pathophysiology
Natalie: “So, let's get into what this is. We will start with talking about the pathophysiology of the disease.”

Annika: “Rh incompatibility happens when a Rh-negative mother carries an Rh-positive baby. The baby can be positive even if the mother isn't if we have a dad with positive blood. During pregnancy, delivery, or certain events like miscarriage, trauma, or procedures, such as amniocentesis, small amounts of the baby’s blood can mix with the mother’s blood (Hall et al., 2025).”

Brianna: “If the baby’s red blood cells carry the Rh (D) antigen, which the Rh-negative mother doesn’t have, the mother’s immune system recognizes the Rh antigen as foreign, and creates antibodies that can attack the baby’s red cells (Dulay, 2024). The big point here is that the baby has an antigen that the mother does not.”

Natalie: “The immune system will produce IgM antibodies upon first exposure, but these are large and cannot cross the placenta, so the first baby is usually not affected (Myle & Al-Khattabi, 2021). However, the mom is now officially sensitized.”
 
Annika: “After sensitization, the mother’s immune system remembers the Rh antigen. Once sensitized, maternal memory B cells remain for life, producing IgG anti-D antibodies in future Rh-positive pregnancies (Hall et al., 2025).” 

Brianna: “In later pregnancies with another Rh-positive baby, her immune system quickly produces IgG antibodies, which are small enough to cross the placenta. The maternal IgG antibodies cross the placenta, attach to Rh antigens on the baby’s red blood cells, and mark them for destruction by the fetal immune system (Myle & Al-Khattabi, 2021).”

Natalie: “This leads to hemolysis (breaking down of the red blood cells), and the baby becomes anemic because red blood cells are destroyed faster than they can be replaced (Hall et al., 2025). The baby’s body tries to compensate by increasing red blood cell production in the liver, spleen, and bone marrow and increasing cardiac output to deliver more oxygen (Dulay, 2024).”

Annika: “If the anemia becomes severe, the liver becomes enlarged and overworked, and fluid starts to build up in tissues and cavities. Without treatment, this can lead to heart failure, hypoxia, and also fetal death (Hall et al., 2025). So again, this all happens because the baby has an antigen that the mother does not.”

Brianna: “So, let's look at a clinical scenario of this”


	[2:30-3:25]
	Clinical Scenario of Pathophysiology
Natalie (Nurse): “Hi, this is Sarah. She is Rh negative, and this is her first pregnancy.”

Brianna (Sarah): “I'm ready to give birth. My husband is Rh-positive, so there's a chance my baby could also be positive. My doctor said everything's fine as long as our blood doesn't mix.”

Natalie (Nurse): “We've been discussing the risks of this since during the first pregnancy, and during birth, there's a risk of the baby's blood mixing with Sarah's, which could cause her to create antibodies. So, it wouldn't affect the first pregnancy, because it would create IgM antibodies against the Rh-positive blood of the baby, but during the second pregnancy, there's a risk of those antibodies becoming IgG, where they're smaller and able to cross and harm that second pregnancy.”

Brianna (Sarah): “I'm pregnant again. My doctor said my body might react this time.” 

Natalie (Nurse): “Because Sarah is sensitized, her body can quickly make IgG antibodies, which have greater risk of crossing and harming the baby.”


	[3:26-3:58]
	Preventative treatment
Brianna: “The good news is, because this is such a serious condition, there is treatment available! Preventing this disease mainly involves giving RhoGAM to Rh-negative pregnant women to stop their immune systems from making antibodies against Rh-positive fetal blood cells. It's all about preventing sensitization from occurring, which is the formation of those antibodies. RhoGAM is usually given around 28 weeks of pregnancy and within 72 hours after delivery if the baby is Rh-positive. It’s also given after any event where fetal blood might mix with maternal blood, like miscarriages. This prevention significantly reduces the risk of sensitization and protects future pregnancies (Contreras et al., 2023).”


	[3:59-4:01]
	Annika: “Let's look at a case scenario!” 


	[4:02-4:29]
	Clinical Scenario of Preventative Treatment #1
Brianna (Nurse): “This is Megan. She's 28 weeks pregnant.”

Annika (Megan): “I'm 28 weeks pregnant, which means I'm here for my RhoGAM shot. I'm O negative, and my husband is O positive, which means our baby will probably be a positive blood type as well. This will help prevent sensitization from occurring, so I can have more healthy babies in the future.”

Brianna (Nurse): “Megan has now had her baby, and she is in postpartum care.” 

Annika (Megan): “I'm 72 hours postpartum now, which means that they'll be coming to give my RhoGAM shot soon.”


	[4:30-4:33]
	Annika: “So now let's look at some other scenarios where RhoGAM would be warranted”


	[4:34-4:53]
	Clinical Scenario of Preventative Treatment #2
Annika (Nurse): “This is Charlotte. She's just experienced a miscarriage, and she is O negative blood type.”

Natalie (Charlotte): “I just experienced a miscarriage at 12 weeks, so my doctor told me to come in because there's a risk of blood mixing, so I need to get a shot of RhoGAM, just so it doesn't affect future pregnancies.”


	[4:54-4:56]
	Annika: “Now let's look at another case scenario.”


	[4:57-5:29]
	Clinical Scenario of Preventative Treatment #3

Natalie (Transferring Nurse): “Hi, we have Becky. She was just brought in by EMS after a car accident. She's 25 weeks pregnant and seems stable at the moment.” 

Annika (Primary Nurse): “Okay, has anyone given RhoGAM?” 

Natalie (Transferring Nurse): “Not that I know of.” 

Annika (Primary Nurse): “Okay, I'm going to give it right away.”

Annika (Primary Nurse): “Hi, Becky, you've been in a car accident. I'm going to give you a shot of RhoGAM, because there's a risk of your baby's blood mixing with your blood. And I see here that you have O negative blood, if your baby has positive blood that would mean that your baby has an antigen that you do not. Do you have any questions before I proceed?”

Brianna (Becky): “No, you can go ahead and give it to me.” 

Annika (Primary Nurse): “Okay.”


	[5:30-6:21]
	Symptoms
Annika: “So, when we can't prevent this from happening, we might notice some symptoms in the baby.” 

Brianna: “Firstly, we’ll see jaundice. When antibodies destroy the baby’s Rh-positive red blood cells, hemolysis occurs, which is the breakdown of Red blood cells, causing the release of hemoglobin; this releases unconjugated bilirubin into the baby’s bloodstream, and the newborn liver is immature and cannot conjugate bilirubin efficiently, leading to jaundice (Hall et al., 2025).
This can also lead to bilirubin encephalopathy. Which is in cases of severe jaundice, when bilirubin crosses the blood brain barrier (Malik et al., 2025).”

Annika: “We can also see Anemia, which is caused by the reduced blood cells and decreases the oxygen-carrying capacity. This causes another symptom, which is pallor, and also hypoxia, to the babies tissues and organs. To try and compensate, the baby's heart pumps faster to maintain the oxygen delivery to tissues, manifesting as tachycardia (Hall et al., 2025).”

Natalie: “As mentioned in the Patho section, we can also see the enlargement of the liver and spleen, as they try to compensate for RBC loss (Winter et al., 2023).”


	[6:22-6:23]
	Natalie: “Let’s look into a mom who experienced this.”


	[6:24-6:40]
	Clinical Scenario of Symptoms
Brianna (Nurse): “This is Michelle.” 

Annika (Michelle): “I experienced this with my second baby after a home birth for my first baby. What I noticed most was that my baby was really hot and feverish and yellow, and I remember them coming in to take her blood, and they also took my blood for a blood test as well.”


	[6:41-8:27]
	Diagnostics
Brianna: “When we see these symptoms, how do we diagnose it? The direct and indirect Coombs tests are the most common. The direct Coombs test is used on a newborn’s blood to check if the baby’s red blood cells are coated with the mother’s antibodies. It basically checks for agglutination. A positive test means the baby’s blood cells are being attacked (Abbas et al., 2024). The indirect Coombs test is a blood test done early in pregnancy (and again around 28 weeks) to see if the mother has made antibodies that could attack her baby’s blood cells. It’s especially important for Rh-negative mothers. If the test is negative, everything is fine and RhoGAM is given to prevent problems; if it’s positive, doctors monitor the baby closely, as this means the mother is already sensitized (Elgün & Kuzey, 2023).”

Annika: “Blood and Rh Factor Testing are performed early in pregnancy to determine a mother’s blood group and whether she has the Rh antigen.  Identifying Rh-negative mothers early allows for preventive treatment, such as RhoGAM (Dziegiel et al., 2021).” 

Brianna: “In circumstances when Rh incompatibility is expected, we use a few different tests to measure the level of damage done.” 

Natalie: “The Antibody Titer Monitoring test measures the concentration of anti-D antibodies in the mother’s blood to assess the risk of fetal hemolysis. The results are expressed as a titer, which indicates how much the blood can be diluted before antibodies are no longer detectable (for example, 1:4). A value reaching 1:16 or higher suggests that maternal antibodies could cross the placenta and attack fetal red blood cells. (American College of Obstetricians and Gynecologists, 2024).”
Annika: “Ultrasound Monitoring and Fetal Assessment, particularly Middle Cerebral Artery Doppler velocimetry, is a non-invasive method used to detect fetal anemia. It is a safe alternative to invasive procedures such as the Amniocentesis, as the amniocentesis carries risks such as potential sensitization (Society for Maternal‑Fetal Medicine, 2015).”
Natalie: “Cord Blood Analysis is performed immediately after birth using a sample of blood taken from the umbilical cord to assess the newborn’s condition. This testing determines the baby’s blood type and Rh factor to confirm compatibility with the mother (Kardum et al., 2021).”

	[8:28-8:33]
	Annika: “So, after we confirm that the baby does have HDN, then what? Let's go back to Michelle and see what she experienced.”


	[8:34-8:46]
	Clinical Scenario of Treatment
Annika (Michelle): “After they found out that my baby did have HDN, I remember her being under phototherapy, and they also gave her something called an IV immunoglobulin. And I remember there being lots of other tests and treatments happening.”

	[8:47-9:40]
	Treatment
Brianna: “So just like Michelle, phototherapy, and IVIG are very common treatments, focused on managing anemia and jaundice. Phototherapy uses blue light to convert unconjugated bilirubin into water-soluble isomers that can be excreted (Patel et al., 2024). Intravenous immunoglobulin may also be used to decrease red blood cell destruction. IVIG is made of pooled IgG antibodies. IVIG works by competing with these maternal antibodies and blocking immune cells from destroying the baby’s red blood cells (Sgro et al., 2022).”

Natalie: “Blood transfusions replace the baby’s hemolyzed red blood cells with Rh-negative donor cells, which the mother’s antibodies will not attack. Basically, transfusions correct anemia (Ree et al., 2021).”

Annika: “In exchange transfusions small amounts of the baby’s blood are gradually removed and replaced with Rh-negative donor blood, which removes antibody-coated red blood cells. This is usually done when phototherapy or IVIG alone isn’t enough (Winter et al., 2023).
So, we can see, although it is a very dangerous disease, there are a lot of warning signs and also treatments available!” 


	[9:41-9:49]
	Conclusion
Annika: “This concludes our video. Thanks so much for listening to us talk about the RH incompatibility of a newborn. We hope you enjoyed.” 

Annika, Brianna & Natalie: “Bye!”


	[9:50-9:55]
	References






