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Fig. 1. Changes of antithrombin III activity and D-dimer values during pregnancy and postpartum
The values of D-dimer decreased rapidly after the administration of antithrombin III (AT-III) and remained
low. The AT-III activity could be maintained about 50% by the AT-III supplementation three times a week.
UHF: unfractionated heparin, LMWH: low-molecular-weight heparin, C/S: cesarean section
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Table 1. Risk factors for venous thromboembolism (VTE) during pregnancy (cited from reference 4)

1 Requiring thromboprophylaxis during pregnancy

1) Thromboprophylaxis for preventing VTE before pregnancy

2) Previous VIE = 2
3) Previous VTE and as follows:
a) Thrombophilia

b) Previous VTE i) not related immobility, dehydration and major surgery, i) pregnancy, or iii) estrogen use

¢) family history of VTE

2 Considering thromboprophylaxis during pregnancy

1) Previous VTE provoked by immobility, dehydration and major surgery
2) No previous VTE but antithrombin deficiency, anti-phospholipid syndrome with high titers of antibodies
3) No previous VTE but thrombophilic disorders (protein C/S deficiency

4) Complicating with below disease during pregnancy:

cardiac dysfunction, pulmonary disease, active systemic lupus erythematosus, malignant tumor, inflammatory bowel
disease, multiple arthritis, nephrotic syndrome;, sickle cell disease (rare in Japanese)

3 Coexisting over 3 risk factors as below during pregnancy:
=35 years, BMI>25kg/m2,smoker, gross varicose veins, current systemic infection, paralysis, Pre-eclampsia,
dehydration, hyperemesis, OHSS, multiple pregnancy, previous VTE in parents, immobility,

This patient was included in the first group of the table because of a past and family history of VTE, and required
anticoagulant therapy during pregnancy.
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Abstract: Congenital antithrombin III (AT-III) deficiency is a coagulation abnormality with low
AT-III activity and frequently causes venous thromboembolism (VTE). We report the case of
pregnant woman with hereditary AT-III deficiency.

A 27-year-old nulliparous woman had a past history of deep VTE in her lower extremities 8
years prior and had been diagnosed with congenital AT-III deficiency. She had been taking
warfarin potassium orally since the first episode. Her father and sister had also experienced deep
VTE. The administration method of her thromboprophylaxis was changed from the oral intake of
warfarin potassium to self-injection of unfractionated heparin when she became pregnant. At 17
weeks' gestation, she was administered 1,500 units of AT-III intravenously twice a week since the
AT-III activity in her serum decreased to 30% of the normal value. She was referred to our hospital
for perinatal management at 20 weeks’ gestation. Her fetus showed normal growth without
anomaly, and laboratory data of the serum revealed AT-III activity, 51% and D-dimer, 2.7 ¢g/ml.
She continued the self-injected unfractionated heparin and intravenous administration of AT-III
twice a week and delivered without any complication.

Congenital AT-III deficiency is a high-risk complication in pregnancy; hence,
thromboprophylaxis and AT-III supplementation could result in favorable perinatal outcomes.

Key words: Antithrombin III deficiency / Pregnancy / Venous
thromboembolism



