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y-globulin. When more fully characterised there is hope that these
factors mnay be useful as adjuvants to conventional inimunosuppressive
regimens and may find regular application in the protocol for the
treatment of severe rejection rather than being used as a "last-ditch"
measure.
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Lupus glomerulitis and renagl vein
thrombosis

Hamilton and Tumulty described a patient with lupus nephritis
and thrombosis of the renal veins and of the inferior vena cava.1
We report here a case of systemic lupus erythematosus with lupus
glomerulitis, unilateral renal vein thrombosis, and the nephrotic
syndrome.

Case report

A 24-year-old woman was admitted to hospital in January 1975 because
of fever, myalgia, and arthralgia of two years' -duration. She had frontal
alopecia, splenomegaly, hemolytic anaemia, leucopenia, positive LE cell
test, and a C3 of 0-56 g/l (normal 0-9-1-8). SLE was diagnosed. The urine
contained protein, occasional red and white blood cells (high power field),
and a few granular casts. Serum creatinine was 62 /mol/l (0-7 mgf100 ml),
albumin 24 g/l, and cholesterol 3-6 mmol/l (140 mg/100 ml). Creatinine
clearance, was 84 ml/min and 24-hour urinary protein excretion was 5 2 g.
An intravenous pyelogram showed nothing abnormal. Renal biopsy showed
slight mesangial hypercellularity and focal glomerulitis with one haema-
toxylin body. She was discharged on 20 mg of prednisone and 6 mg of
chlorambucil daily.
By April, despite restoring the serological abnormalities to normal

(negative ANF anti-DNA tests and a C3 of 0-92 g/l), she had oedema up to
the thighs. Prednisone was increased to 60 mg/day and she was readmitted.
Her serum albumin was 13 g/l, cholesterol 9-2 mmol/l-(355 mg/100 ml), and
the urinary protein loss 18-6 g/24 h. The platelet count and coagulogram were
normal and no cryoglobulins were found. Renal venography showed a non-
occlusive thrombus on the right side (fig). Diuretics were given along with
heparin. By May the oedema had gone and the serum albumin had risen to
21 g/l. Protein loss was 9 g/24 h. When last seen in July 1975 she was
symptom free, with a serum albumin of 38 g/l and normal serology and
creatinine clearance, but she was excreting protein 5 g/24 h. She was receiv-
ing warfarin, dipyridamole, prednisone, and chlorambucil.

Discussion

The normal anti-DNA titre and the hypocomplementenaemia
at the onset of massive proteinuria in this patient suggests a renal
disease other than lupus.2 Unilateral renal vein thrombosis may be
associated with the nephrotic syndrome,3 in some cases of which
a hypercoagulable state has been identified,4 but the normal coag-
ulogram was against this in our case. There was no evidence of
thrombotic thrombocytopenic purpura, intravascular coagulopathy,
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Non-occlusive thrombus in major inferior renal
vein (arrow) on right side.

Raynaud's phenomenon, macroglobulinaemia, or cryoglobulinaemia-
conditions that are associated with SLE and could result in transient
or permanent vascular occlusion.
The most common glomerular lesion associated with renal vein

thrombosis is membranous glomerulopathy.5 The association in our
case, however, is more difficult to explain. Minimal glomerular
disease, such as glomerulitis, in SLE rarely causes massive proteinuria.
Factors predisposing to deep venous thrombosis, such as oral con-
traception, pregnancy, and pelvic or extremity phlebitis, were absent.
We must assume that she had either a lupus glomerulitis which
caused the nephrotic syndrome and that the latter led to renal vein
thrombosis, or that she had lupus glomerulitis and a concommittent,
but unrelated, renal vein thrombosis. Whichever is correct, a full
renal investigation, including venography or delayed arteriography,
seems appropriate whenever the renal manifestations of lupus are
greater than the renal lesion or the extrarenal and serological activity
of the disease seem to warrant, since prompt diagnosis and early
anticoagulation treatment of renal vein thrombosis reduce further
renal damage.
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Serum ferritin levels in acute
hepatocellular damage from
paracetamol overdosage

Serum ferritin levels accurately reflect the iron storage status of the
individual in health and also in certain diseases.' In liver disease,
however, levels are elevated, reflecting hepatocellular damage, and
Prieto et al2 found a close linear correlation between the serum
ferritin-transaminase ratio and liver iron concentration. We have
measured serum ferritin levels in 25 patients admitted for acute
paracetamol overdosage and eined their correlation with both
tras ine levels and the degree of hepatocellular damage
ascertined from liver biopsy.
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