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Abstract 
Objective: To determine the prevalence of Rh D negativity among pregnant women in BMCH, Quetta 
Place and duration A ten years retrospective study of rhesus negative pregnant women was carried out at 
Bolan Medical Complex Hospital, Gynae/obs unit 4, between 1st January 2001-31st December 2010. 
Methodology: A 10 –year retrospective study of women who presented for antenatal and in labour for 
delivery in gynae/obs unit 4, at Bolan Medical Complex Hospital, Quetta from 1st January 2001 to 31st 
December 2010. Data was obtained from antenatal and labour room registers and was analyzed. 
Results: The prevalence of Rh D negative pregnant women was 1.4% in our study. Among them blood group 
O-ve was most common 36.5% followed by blood group A-ve 31.75%, blood group B-ve 23.76%, and blood 
group AB 7.98%, respectively. The parity of women ranged from para 0 to 18,with a mean parity of 4.4±3.42 
and 90% of them were non booked cases and had no history of anti D antibody injection. 
Conclusion: Rhesus D negative alloimmunisation is a preventable disease. We need to have proper 
antenatal checkups, adequate counseling about Rh D negative blood group and its consequences and make 
sure the availability of anti-D Ig in hospitals. 
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Introduction 
The incidence of Rh-negative individuals varies by 
race, with a low of 1% in Chinese and Japanese to a 
high of 100% in the Basques, in whom the mutation 
likely originated. In North American Whites, the 
incidence of Rh-negative genotype is 15%, and in 
Blacks it is 7-8%. The overall incidence of 
alloimmunisation has declined dramatically since the 
late 1990s owing in part to immunoprophylaxis and 
smaller families.1,2 
Transplacental fetal to maternal hemorrhage is the 

most common cause of alloimmunisation. The rhesus 
positive baby blood can mix with rhesus negative 
maternal blood any time during pregnancy due to 
vaginal bleeding after 20 weeks, a threatened 
miscarriage, ectopic pregnancy,  chirionic villus 
sampling, amniocentesis, external cephalic version or a 
blow on tummy and at birth. Heterologous blood 
transfusion is the second most common cause 
overall.3,4,5 
Sensitising is usually not harmful in first pregnancy. It 
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causes problem when an Rh negative lady becomes 
pregnant again with Rh positive fetus. Sensitization can 
cause erythroblastosis fetalis, hydrops and in severe 
cases can cause permanent brain damage and 
neurological problems, such as cerebral palsy, and 
physical or speech problems.6,7,8 
The empirical use of Anti-D Ig has been shown to 
reduce Rh D immunization from 16% of all Rh D 
negative women to 0.3% of Rh D negative women 
using anti-D, not only at the well described sensitizing 
events, but also by the use of  routine antenatal anti-D 
prophylaxis in the last trimester of pregnancy.9,10 

The aim of this study was to determine the prevalence 
of  Rh D negativity in pregnant women in our population 
as no such study could be traced in literature. 

Methodology 
A 10 –year retrospective study of women who 
presented for antenatal and in labour for delivery in 
gynae/obs unit 4, at Bolan Medical Complex Hospital, 
Quetta from 1st January 2001 to 31st December 2010, 
was conducted. Data was obtained from antenatal and 
labour room registers as well as from patients’ case 
files at the hospital medical records office and was 
analysed. All women who presented in labour were 
included in the study. Information regarding patients’ 
name, age, gestational age, address, occupation, 
parity, antenatal care received, previous obstetric 
history, transfusion history, anti-D received, any scan 
done for fetal anomalies as hydrops, mode of delivery, 
fetal outcome either alive, stillbirth and signs of hydrops 
and any previous baby born with hydrops or stillbirth. 
The ABO and Rh D factor are part of the routine 
investigations during antenatal booking and in labour 
room. The blood group of husband was not present in 
records as it is not done routinely because women are 
mostly accompanied by family members other than 
husband. Serial antibody titer levels record was also 
not available.  

Results 
During the study period of ten years from 1st January 
2001-31st December 2010, a total number of 36,854 
deliveries conducted in the gynae/obs  unit 4, Bolan 
Medical Complex Hospital, Quetta, out of which 526 
were Rh D blood group negative giving the prevelance 
rate of 1.4%.Among them blood group O was most 
common 192(36.5%), followed by blood group A 
167(31.75%), blood group B 125(23.76%), and blood 
group AB 42(7.98%) respectively.(Table I) The parity of 
women ranged from para 0 to 18 with a mean parity of 

4.4±3.42 (Table II) and 90% of them were non booked 
cases and had no history of anti D antibody injection.  
 
Table I: Distribution of Rhesus blood groups  
(n=526) 
Blood groups n(%)  
O Rh –ve 

A Rh-ve 

B Rh-ve 

AB Rh-ve 

192(36.5) 

167(31.75) 

125(23.77) 

42(8) 

 
Table II: Parity of patients n=526 
Parity  n(%)  
Primigravida 

2nd –3rdgravida 

4th-5thgravida 

>5thgravida 

171(32.5) 

152(29) 

97(18.44) 

96(18.3) 

 
There were twenty one sets of twins and one triplet 
giving a total of 549 babies. out of which 461(84%) 
were Rh D blood group positive and only 88(16%) were 
Rh blood group negative.(Table III)  

 
Table III: Baby blood group and outcome n=549 
Rh blood 
group 

Alive Dead Total 

Rh +ve 

Rh-ve 

Total 

437(79.6%) 

78(14.2%) 

515(93.8%) 

24(4.4%) 

10(1.8%) 

34(6.2%) 

461(84%) 

88(16%) 

549(100%) 

There were 12 sets of twins and three triplets 
 
34 (6.2%)were dead intrauterine,10 of them were 
hydropsfetalis, three were hydroceph.12 of iuds were of 
primigravida. 298 were male and 251 were female 
babies. 

Discussion 
The prevalence of Rh D negative women in Quetta, 
Baluchistan, in this study is 1.4%.  It is comparable to 
population of India with prevalence of 1.38%, North 
Western Nigeria 1.2% as reported by Touinssi M et al11 
and Enugu Nigeria 4.5% by Okeke TC et al.12 Karim F 
et al13 reported Rh negative women 13.6% and Rh D 
positive 86.4% in Southern Pakistan. It shows a wide 
variation within our country. Bondagji NS14 reports a 
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prevalence of 7.5% in Saudi Arabia and Bragner15 
reports 15% in France. On the extreme end 100% of 
Papua Guinae are Rh D positive and 100% of Basques 
are Rh D negative, in whom the mutation likely 
originated.16,17 

The predominant Rh negative blood group in our study 
was O-ve 36.5%, followed by A-ve 31.75%, B-ve 
23.76%, and AB-ve 7.98%. Karim F et al13 reported O-
ve 30.5% and AB-ve 9.5%. Touinssi M et al11 had O-ve 
39%, A-ve and AB –ve 17% and B-ve 16% in French 
Basques. Okeke TC et al12 also documented O-ve as 
predominant Rh negative blood group 64.5% followed 
by A-ve 20%, B-ve 12.1% and AB –ve 3.2% 
respectively. 
Ninety percent of our patients were non booked. They 
had no history of anti-D in previous pregnancies. Most 
of their deliveries were conducted at home. Still out of 
84% Rh D positive babies only (though sad) 10 were 
hydrops. Intrauterine deaths were 6.2% but they were 
attributed to other reasons. It may indicate a strong 
natural protection in our population. We could not 
screen patients for alloimmunisation due to either non 
availability of investigation or non affordability. But it 
has been extensively studied in the world with the 
frequency being 0.4-2.7% worldwide.18 
The volumes of cells and therefore the potential to 
trigger alloimmunisation increases during pregnancy 
with significant proportion of events causing silent 
alloimmunisation occurs during the last 12 weeks of 
gestation.19 Primigravida were 32.5% and multigravida 
67.5% in our study. Karim F et al13 had 36.7% primis 
and 63.3% multis. The matter of concern was that there 
were 12 intrauterine deaths in primigravida with no 
history of any cause to suggest alloimmunisation. All 
the Rh negative  patients with Rh positive babies were 
given 1500 IU anti-D Ig within 72 hours of delivery as 
Kliehaur test for fetomaternal hemorrhage was either 
not available or very expensive. 
To prevent alloimmunisation of rhesus negative 
mothers carrying a rhesus positive fetus, the National 
Institute for Health and Clinical Excellence (NICE) 
recommends that routine antenatal prophylaxis with 
anti-D Ig should be offered to all RhD negative 
pregnant women at 28 and 34 weeks of gestation as 
well as after birth with an Rh positive baby and 
following events associated with fetal maternal 
hemorrhage.20 It is favoured by most resourceful 
countries but it is not practical in our setup and many 
other low resourced nations.21,22,23 Therefore we only 
give a single dose after delivery once fetus turns out to 
be Rh positive except when if there had been an event 

to cause fetomaternal hemorrhage. Even in UK , about 
40% of Rh D negative women carry an Rh D negative 
fetus and thus receive anti-D unnecessarily.20 
Our study had certain limitations. Being a retrospective 
study much of vital information was missing from 
documents. There was no record of husband blood 
groups. The patients who could not afford anti D or 
refused it, were not followed. There were 21 sets of 
twins and one triplet, how these cases were 
approached remains unanswered. Testing for 
alloimmunisation was not done due to non availability 
or financial constraints. 

Conclusion 
Though the prevalence of Rh D negative population is 
low compared to the world, its seriousness cannot be 
denied. Once a mother gets sensitized it’s a nightmare 
for her and the family. Handling a series of intrauterine 
deaths and an isoimmune child is a challenge. We 
need to educate people, improve antenatal visits, put in 
place a proper protocol for the management of Rh D 
negative women, make sure anti D is available in 
hospitals round the clock and measures done by 
government to make it available on low price. 
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