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Identify the Trigger 
Based on patient 
situation/learner 

 

• A patient in the hospital is found to have underlying proteinuria on dipstick urinalysis.  

• For next step in evaluation, learner states they would like to obtain a 24-hour quantitative urine 
protein measurement. 

 
High Yield Teaching Point 
What do they need to know 
that will impact their care of 

patients? 

 

 

• 24-hour urine protein collections, though commonly performed in adults, are not routinely done for 

children, as accurately timed urine collections are often difficult to obtain in kids. 

• Urine protein-to-creatinine ratio of a first morning void specimen correlates well with 24-hour 

collection to detect pathologic proteinuria. 

Identify EBM 
Find your sources and 

specific evidence 

 
Hogg RJ, Portman RJ, Milliner D, Lemley KV, Eddy A, Ingelfinger J. Evaluation and management of proteinuria 
and nephrotic syndrome in children: recommendations from a pediatric nephrology panel established at the 
National Kidney Foundation conference on proteinuria, albuminuria, risk, assessment, detection, and 
elimination (PARADE). Pediatrics. 2000;105(6):1242-1249. doi:10.1542/peds.105.6.1242 

• 24-hour urine collection is more accurate than spot urine analysis, however inconvenient for pediatric 

patients and difficult to obtain. 

• First-morning specimen for urine protein/creatinine ratio is preferred as urine protein concentrations 

can vary significantly throughout the day. 

• Increasing levels of proteinuria are the best predictor of progressive renal damage. 

 

Houser M. Assessment of proteinuria using random urine samples. Journal of American Academy of Pediatrics. 

1984;104(6):845-848. doi:10.1016/s0022-3476(84)80478-3 

• Correlation between spot urine protein to creatinine ratios and 24-hour urine protein was highly 

significant (r=0.99; P<0.001). 

 
Use of Urinalysis and Urine Culture in Screening. In: McInerny TK, Adam HM, Campbell DE, DeWitt TG, Foy JM, 
Kamat DM, eds. American Academy of Pediatrics Textbook of Pediatric Care. American Academy of Pediatrics; 
2017 

• Proteinuria can be classified as transient, postural, or persistent. 



• Transient proteinuria accounts for most cases of isolated proteinuria and is defined by disappearance 

of urinary protein following 1 or more positive tests. 

• Postural proteinuria is benign and typically associated with normal blood pressure and kidney function. 

• Persistent non-postural proteinuria indicates underlying renal disease and is often associated with signs 

of edema, hematuria, polyuria, hypertension, poor weight gain, growth delay, recurrent UTI, or past 

history of renal disease.  

Describe Strategy 
Interactive, analogies, 

visuals 

  
One-Minute Preceptor 

Keep Script Brief 
3-5 minutes; what are your 

key points 

Get Commitment: “What test would you like to do to further evaluate this proteinuria?”  
 

Probe for Understanding:  
“Why is it important to follow up on this proteinuria?”  

•     Testing that learner understands that increasing levels of proteinuria can point towards progressive 
underlying kidney disease. 

• If testing performed while inpatient, remember patient may have acute illness or dehydration 

contributing to their proteinuria and thus further evaluation may need to be deferred till out of 

acute phase. 

 “What are potential etiologies of proteinuria?” 

• Speak about the categories of transient, postural, persistent proteinuria using sources above. 

 
Teach General Rule: Urine protein-to-creatinine ratio of a first morning void specimen correlates well with 24-
hour collection to detect pathologic proteinuria. 
 
Additional Script:  
“What urine protein-to-creatinine ratio is considered abnormal?” 

o > 0.5 for ages 6 months to 24 months 

o > 0.2 for ages 24 months to 18 years 

“What are causes of transient proteinuria?” 
o Mild illness, fever, heavy exercise, stress 

Adapted from Lang. et al. Collaborative development of teaching scripts: an efficient faculty development approach for a busy clinical teaching unit.  J Hosp Med. 2012; Oct 
7(8): 644-8. 
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