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Abstract
Purpose  The aim was to investigate the diagnostic efficacy of urinary protein/creatinine ratio (UPCR) and factors influencing 
its substitutability of 24-h urine protein (24hUP) in children with proteinuria.
Methods  A total of 356 children were recruited, including 149 with non-nephrotic-range proteinuria and 207 with nephrotic-
range proteinuria which were further divided into Henoch–Schönlein purpura nephritis (HSPN), lupus nephritis (LN), and 
primary nephrotic syndrome (PNS). The urine protein and creatinine were measured by routine methods. Bland–Altman 
analysis was used to test the agreement. Spearman correlation was performed to evaluate the relevance. The receiver operat-
ing characteristic curve was used to analyze the diagnostic efficacy of UPCR.
Results  Bland–Altman analysis showed there was an excellent agreement between UPCR and 24hUP in each group. Corre-
lations between UPCR and 24hUP were strong in 356 children (r = 0.869) and in the non-nephrotic-range proteinuria group 
(r = 0.806), but moderate in nephrotic-range proteinuria group (r = 0.586). With the increase of nephrotic-range proteinuria, 
the correlations between UPCR and 24hUP were decreased further, however, after UPCR was adjusted by 24-h urine cre-
atinine (24hUCr), the correlation coefficient was improved (r = 0.682). In three subgroups with nephrotic-range proteinuria, 
high correlation coefficient (r = 0.731) was observed in HSPN, but not in LN (r = 0.552) and PNS (r = 0.563). The sensitivity 
and specificity of UPCR for diagnosing nephrotic-range proteinuria were 89.9 % and 92.2%.
Conclusions  UPCR is competent in evaluating proteinuria. The degree of proteinuria, 24hUCr and the underlying pathologi-
cal types of renal disease may be the important influencing factors in the correlation between UPCR and 24hUP in children 
with nephrotic-range proteinuria.
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Introduction

Proteinuria is a well-known biological marker used for the 
diagnosis, evaluation efficacy and prognostic assessment of 
kidney disease [1, 2]. Accurate quantification of proteinuria 
is important not only for diagnostic purposes, but also for 
the management of kidney diseases [3]. Twenty-four-hour 
urine protein (24hUP) is regarded as the gold standard for 
the diagnosis of pathological proteinuria [4]. However, the 
collection of 24-h urine is cumbersome and time-consuming 
for infants and outpatients. The concentration of urine, the 
addition of preservatives and sampling differences can all 
likely lead to the inaccurate results [5, 6]. It has been shown 
that 24-h urine retention error is as high as 12–35% in pedi-
atric patients [7]. For progressive kidney disease, measuring 
urinary protein/creatinine ratio (UPCR) offers more advan-
tages over measuring total proteinuria for its convenience 
and rapidity. The American Kidney Disease Outcome Qual-
ity Initiative also proposes that UPCR can replace 24hUP 
to detect and monitor proteinuria [8], and UPCR ≥ 200 mg/
mmol is considered as the diagnostic threshold for nephrotic-
range proteinuria [9]. The usage of UPCR to estimate daily 
urine protein excretion is prevalent, such as type II diabetes 
[10], eclampsia [11], cancer [12], chronic kidney disease 
[13], hypertensive nephropathy [14] and lupus nephritis 
(LN) [4]. However, in a study of chronic kidney disease, 
Nayak et al. [15] reported that there was a weak correlation 
(r = 0.35) between UPCR and 24hUP at nephrotic-range pro-
teinuria. Our previous research [16] has shown a moderate 
correlation (r = 0.638, P < 0.001) between UPCR and 24hUP 
in children with nephrotic-range proteinuria. Therefore, 
whether UPCR can predict 24hUP in nephrotic-range pro-
teinuria or not still needs further investigation. Gender, age, 
body mass index, renal function and podocytopathy have 
been reported to affect urinary protein excretion [17, 18]. 
Twenty-four-hour urine creatinine (24hUCr) is also variable 
depending on age, gender and body weight [19]. However, 
the influencing factors of the correlation between UPCR 
and 24hUP in children with nephrotic-range proteinuria 
need to be verified. In the present study, the specificity and 
sensitivity of UPCR ≥ 200 mg/mmol as a diagnostic thresh-
old for nephrotic-range proteinuria in children will also be 
investigated.

Materials and methods

Patient selection

The present study was done on 356 children who admit-
ted to our hospital from March 2015 to August 2019, 

including 233 boys and 133 girls, aged between 1 
and 18 years old. Among 356 patients, 132 cases had 
Henoch–Schönlein purpura nephritis (HSPN), 18 cases 
had LN, and 206 cases had primary nephrotic syndrome 
(PNS). Participants showed different degrees of proteinu-
ria: 24hUP > 4 and ≤ 40 mg/m2/h are defined as the non-
nephrotic-range proteinuria, and 24hUP ≥ 40 mg/m2/h is 
defined as nephrotic-range proteinuria [9]. First, 207 chil-
dren with nephrotic-range proteinuria were divided into 
two subgroups. Among them, 24hUP in 76 /207 children 
were between 40 to 80 mg/m2/h, and 131/207 children 
were greater than 80 mg/m2/h. Second, 207 children with 
nephrotic-range proteinuria were also divided into three 
subgroups, 51/207 cases had Henoch–Schönlein pur-
pura nephritis, 11/207 cases had LN, and 145/207 cases 
had PNS. The histopathological changes of HSPN were 
divided into six levels according to the International Study 
of Kidney Disease in Children (ISKDC) [20]. The patho-
logical classification of PNS was based on the pathologi-
cal classification criteria of glomerulopathy established 
by the World Health Organization in 1995. An estimated 
glomerular filtration rate (eGFR) was calculated with the 
updated Schwartz equation [21]. The diuretic was not used 
within 3 days before urine collection. The study protocol 
was approved by the institutional review board at the First 
Affiliated Hospital of Henan University of Chinese Medi-
cine, with exemption from the informed consent.

The detection of urinary protein and urine 
creatinine

Spot urine was collected on the first day’s morning after 
admission to the detection of UPCR, and the 24-h urine col-
lection starting from the second voiding in the morning to 
the last void at the end of the 24 h period for the detection 
of 24hUP and 24hUCr. Measurements of all urine speci-
mens were performed with the ES480 autoanalyzer (E-LAB 
Biological Science and Technology Company, Nanjing, 
China) in our laboratory. The urine protein level was meas-
ured by total protein UC FS (DiaSys Diagnostics Systems, 
Shanghai, China) based on the pyrogallol red-molybdate 
method, and urine creatinine was detected by creatinine 
reagent kit based on sarcosine oxidase method (Yijie Bio, 
Ningbo, China). High and low quality controls were tested 
separately; x mean± 2 standard deviation (SD) was taken as 
warning line and x  mean± 3 SD as the control line, to ensure 
that 95% of quality control results falls within the range of 
x mean± 2 SD.

Statistical analysis

Data was expressed as means (standard deviation) or 
median and interquartile range, and analyzed by SPSS23.0 
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and Medcalc statistical software. Bland–Altman analysis 
was conducted to test the agreement. Spearman correlation 
analysis was performed to assess the relationship. Receiver 
operating characteristics (ROC) curve was used to assess 
the diagnostic utility of UPCR in predicting nephrotic-range 
proteinuria. Differences were considered to be significant 
when the P value was < 0.05.

Results

Study participants and baseline characteristics

Among 356 patients, 149 cases had non-nephrotic-range 
proteinuria and 207 cases were nephrotic-range proteinu-
ria. Clinical characteristics and laboratory test results of 

different groups were shown in Table 1. Additionally, 
there were 19 children with abnormal kidney function. 
The eGFR < 90 ml/min/1.73 m2 was tested in 6 children 
with non-nephrotic-range proteinuria, and in 13 children 
with nephrotic-range proteinuria respectively.

The agreement between UPCR and 24hUP

Bland Altman analysis was conducted to determine the 
limits of agreement. In the overall study population, there 
were 95.79% spots in the 95% confidence intervals of 
UPCR and 24hUP (Fig. 1A); in non-nephrotic-range pro-
teinuria patients, there were 96.63% in the 95% confidence 
intervals (Fig. 1B); and in nephrotic-range proteinuria 
patients, there were 97.58% in the 95% confidence inter-
vals (Fig. 1C). Therefore, a high agreement was considered 
between UPCR and 24hUP.

Table 1   Clinical characteristics and laboratory test results of different groups

eGFR estimated Glomerular filtration rate, UPCR urinary protein/creatinine ratio, 24hUP twenty-four-hour urine protein, 24hUCr twenty-four-
hour urinary creatinine

Variables Total patients Non-nephrotic-range proteinuria Nephrotic-range proteinuria
Median (IQR) Median (IQR) Median (IQR)

Number of patients 356 149 207
Age (years) 8.50 ± 3.91 9.15 ± 3.70 8.02 ± 3.99
Sex (male:female) 233:133 86:63 137:70
Weight (kg) 31.05 ± 14.35 32.69 ± 13.80 29.86 ± 14.66
BUN (mmol/l) 3.75 (2.96, 4.65) 3.75 (3.09, 4.40) 3.76 (2.89, 4.94)
Scr (mg/dl) 0.35 (0.28, 0.45) 0.37 (0.30, 0.45) 0.34 (0.28, 0.44)
eGFR (ml/min/1.73m2) 147.13 (120.03, 175.91) 147.47 (123.11, 177.01) 146.07 (117.92, 175.73)
UPCR (mg/mmol) 227.97 (51.66, 479.62) 45.61 (16.49, 104.60) 397.48 (254.56, 643.41)
24hUP(mg/m2/h) 53.30 (19.30, 124.29) 14.19 (6.92, 25.38) 108.83 (66.06, 159.53)
24hUCr (mg/24/h) 585.29 (369.84, 863.80) 698.96 (418.47, 1008.29) 532.70 (351.74, 799.62)

Fig. 1   Scatterplot of the agreement between UPCR and 24hUP. 
Bland–Altman analysis comparing UPCR and 24hUP in 356 children 
with renal disease (A), in 149 children with non-nephrotic-range pro-

teinuria (B) and in 207 children with nephrotic-range proteinuria (C). 
All values are log10 transformed. UPCR, urinary protein/creatinine 
ratio; 24hUP, twenty-four-hour urine protein
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The correlation between UPCR and 24hUP in each 
group

The Spearman correlation between UPCR and 24hUP in 
total patients and non-nephrotic-range proteinuria were 
strong (r = 0.869, r = 0.806), (Fig. 2A, B), but moderate in 
nephrotic-range proteinuria children (r = 0.586) (Fig. 2C). 
In nephrotic-range proteinuria children, the further group-
ing studies showed that the Spearman correlation coef-
ficient between UPCR and 24hUP (40–80 mg/m2/h) was 
0.463 (Fig. 2D), and 0.260 between UPCR and 24hUP 
(≥ 80 mg/m2/h) (Fig. 2E).

Influencing factors of the correlation between UPCR 
and 24hUP

To explore whether daily urinary creatinine excretion 
affects the correlation between UPCR and 24hUP or not, 
UPCR was adjusted by 24hUCr, which varied with age, 
sex and body weight. The Spearman correlation between 
the 24hUCr-weighted UPCR (UPCR by multiplying the 
measured 24hUCr) and 24hUP were improved in total 
patients (r = 0.894), non-nephrotic-range proteinuria group 
(r = 0.812), and especially in nephrotic-range proteinuria 
group (r = 0.682) (Fig. 2F).

Fig. 2   Scatterplot of the correlation between UPCR and 24hUP. The 
correlation between UPCR and 24hUP in 356 children with renal dis-
ease (A), in 149 children with non-nephrotic-range proteinuria (B), 
in 207 children with nephrotic-range proteinuria (C), in 76 children 
with nephrotic-range proteinuria (24hUP = 40–80 mg/m2/h) (D), and 
in 131 children with nephrotic-range proteinuria (24hUP ≥ 80  mg/
m2/h) (E). The correlation between 24hUCr-weighted UPCR and 
24hUP in 207 children with nephrotic-range proteinuria (F). The cor-

relation between UPCR and 24hUP in HSPN with nephrotic-range 
proteinuria (G), in LN with nephrotic-range proteinuria (H), in PNS 
with nephrotic-range proteinuria (I). UPCR urinary protein/creatinine 
ratio, 24hUP twenty-four-hour urine protein, HSPN Henoch–Schön-
lein purpura nephritis, LN lupus nephritis, PNS primary nephrotic 
syndrome. 24hUCr-weighted UPCR was equal to UPCR by multiply-
ing the measured 24hUCr
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When 207 children with nephrotic-range proteinuria 
were divided into three subgroups, the correlations between 
UPCR and 24hUP was high in 50/207 children with HSPN 
(r = 0.731, P < 0.05) (Fig. 2G), but moderate in 11/207 chil-
dren with LN (r = 0.552, P < 0.05) and 145/207 children 
with PNS (r = 0.563, P < 0.05) (Fig. 2H, I).

Verification of the diagnostic efficacy 
of UPCR ≥ 200 mg/mmol for nephrotic‑range 
proteinuria

Taking 24hUP ≥ 40 mg/m2/h as the diagnostic criteria of 
nephrotic-range proteinuria, the area under ROC curve was 
0.96 (P < 0.001), the sensitivity and specificity of UPCR at 
200 mg/mmol were 89.9 and 92.2% respectively (Fig. 3). 
Therefore, the diagnostic efficacy of UPCR ≥ 200 mg/mmol 
for nephrotic-range proteinuria was equivalent to that of 
24hUP ≥ 40 mg/m2/h.

Discussion

The present study has shown there was a good agreement 
between UPCR and 24hUP using Bland Altman analysis, 
which is in accordance with other investigations [3, 22]. 
Chen [23] observed there was a good agreement between 
UPCR and 24hUP when proteinuria below 3 g/day, while 
high variability occurrence with proteinuria > 3 g/day. Our 
data indicated that the correlations between UPCR and 
24hUP were strong (r = 0.869, 0.806) in all the 356 hospi-
talized children with renal disease and 149/356 children with 
non-nephrotic-range proteinuria. This finding was supported 
by many other studies [3, 22, 24, 25]. For instance, Hogan 
et al. [25] reported that random UPCR could reliably be used 
to predict 24hUP between 0.5 to 10 g/day in adults. Kob-
ayashi et al.[22] also found a high correlation between UPCR 

and 24hUP in IgA nephropathy (r = 0.86). Moreover, the 
European Alliance Against Rheumatism recommends that 
UPCR can be used to assess the urinary protein excretion 
in children with LN [26]. However, the correlation between 
UPCR and 24hUP was not always satisfactory in patients 
with nephrotic-range proteinuria. Our previous research 
(r = 0.638) [16] and the present study (r = 0.586) have both 
indicated there was a moderate correlation between UPCR 
and 24hUP in children with nephrotic-range proteinuria. 
With the increase of nephrotic-range proteinuria, the present 
study also showed a decreased correlation between UPCR 
and 24hUP. Jorge et al. [4] did a study on 322 adults’ LN, 
and observed a poor correlation (r = 0.3) between UPCR 
and 24hUP (0.5–1.99 g/day), a moderate correlation (r = 0.6) 
with 24hUP ≥ 2 g/day. In a study of 116 adults with dif-
ferent pathologic nephropathy, patients were divided into 
three groups according to the 24hUP (< 1.0 g/day, 1.0–3.5 g/
day, > 3.5 g/day), the correlation coefficients between UPCR 
and 24hUP were 0.2943, 0.3585, and 0.3908, respectively 
[19]. Therefore, the degree of urine protein excretion may be 
an important factor affecting the correlation between UPCR 
and 24hUP.

As we have already know, the urinary creatinine excretion 
is relatively stable throughout the day, however, it varies 
with age, sex and weight. Our data showed that the corre-
lations between UPCR and 24hUP were improved signifi-
cantly in nephrotic-range proteinuria group after UPCR was 
adjusted by 24hUCr. A clinical investigation in 442 children 
with 24hUP ≤ 4 and > 4 mg/m2/h were also showed there was 
an improved correlation between 24hUCr-weighted UPCR 
and 24hUP [3]. The adjustment of UPCR using equations 
of estimated 24hUCr to improve correlation with 24hUP 
were also available in several studies [3, 27]. These lead us 
to conclude that the 24hUCr could be a significant factor 
influencing the correlation between UPCR and 24hUP.

When it came to certain renal disease, our study has 
shown there was a strong correlation (r = 0.731) between 
UPCR and 24hUP in HSPN children with nephrotic-range 
proteinuria, but a moderate correlation in LN (r = 0.552) and 
PNS (r = 0.563) groups. Zhang et al. [28] conducted a study 
on 90 patients with biopsy-proven LN, which were divided 
into three groups according to their scores of activity index 
(AI): low AI group (0–8), middle AI group (9–16), and 
high AI group (17–24), the correlation coefficients between 
UPCR and 24hUP in three groups were 0.825, 0.567, 0.686, 
respectively. Guedes [29] investigated 53 adults with LN, 
and found the correlation was moderate for proteinuria under 
500 mg/day (r = 0.471), whereas almost did not exist in a 
range between 500 and 1000 mg/day (r = − 0.106), yet high 
in proteinuria range > 1000 mg/day (r = 0.917). Medina-
Rosas [30] also showed that UPCR did not have sufficient 
accuracy compared with 24hUP for evaluating the improve-
ment and deterioration of LN. In addition, the present study 
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Fig. 3   ROC curve of UPCR for nephrotic-range proteinuria
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has observed there was a moderate correlation (r = 0.565) 
in PNS. Singh [31] reported a strong correlation between 
UPCR and 24hUP (r = 0.833) in 40 children with clinical 
suspicion of nephrotic syndrome. Kobayashi [22] observed 
there were different correlations between UPCR and 24hUP 
in various pathological types: the correlation was strong in 
IgA nephropathy, but not in MCD and MN. These conflict-
ing results have suggested that UPCR may sometimes not 
be a good predictor of 24hUP in LN and PNS patients with 
nephrotic-range proteinuria. The following facts may con-
tribute to explain this phenomenon. First, the decreased glo-
merular filtration rate or renal tubules reabsorption dysfunc-
tion may cause the abnormal excretion of urinary creatinine 
and protein in patients with nephrotic-range proteinuria [18]. 
Second, the loss of nephron mass may also cause hyperfiltra-
tion that results in more proteinuria [32]. Third, persistent 
proteinuria is postulated to initiate a detrimental cycle of 
proteinuria-induced tubulointerstitial and glomerular dam-
age, which in turn can exacerbate the proteinuria. Fourth, 
the heterogeneous of renal tissue lesions differ in acute and 
chronic phases enrolled in different studies may be the rea-
son for the inconsistent correlation in LN. PNS also has vari-
ous pathological types, accompanied by different degrees of 
proteinuria. Therefore, the underlying pathological types of 
renal disease may be the critical factors that affect the cor-
relation between UPCR and 24hUP.

As a diagnostic threshold for nephrotic-range proteinu-
ria, UPCR ≥ 200 mg/mmol was suggested by Kidney Dis-
ease: Improving Global Outcomes (KDIGO) [9]. However, 
the diagnostic efficacy of the criteria in nephrotic-range 
proteinuria in children was barely verified in large-scale 
clinical studies. In this study, we mapped the ROC curve 
based on the data of 356 patients with proteinuria. When 
24hUP ≥ 40 mg/m2/h was set as the diagnostic criterion for 
nephrotic-range proteinuria, the area under ROC curve was 
0.96. Meanwhile, the sensitivity and specificity of UPCR 
(cut-off value at 200  mg/mmol) were 89.9 and 92.2%, 
respectively. Thus, these data supported UPCR ≥ 200 mg/
mmol recommended by the KDIGO guideline as the diag-
nostic cut-off point for the nephrotic-range proteinuria in 
children. The random UPCR has the diagnostic efficacy of 
monitoring nephrotic-range proteinuria.

In conclusion, UPCR and 24hUP had excellent agree-
ment in all the groups. The correlations in all 356 patients 
and non-nephrotic-range proteinuria groups were strong, 
but moderate in nephrotic-range proteinuria group. The 
degree of proteinuria, 24hUCr and underlying pathologi-
cal types of renal disease may be the critical factors that 
affect the correlation between UPCR and 24hUP. Even if 
the diagnostic efficacy of UPCR ≥ 200 mg/mmol is compa-
rable with 24hUP ≥ 40 mg/m2/h as a diagnostic threshold for 
nephrotic-range proteinuria in children, it is still necessary 
to use 24hUP as gold standard for determining treatment 

strategy in children with nephrotic-range proteinuria, espe-
cially in LN or PNS. Limitations of the present study were 
that the effect of drugs on the correlation between UPCR 
and 24hUP was not included and the LN cohort in nephrotic-
range proteinuria group was small.

Acknowledgements  We thank Dr. Jeffrey B. Hodgin from the Depart-
ment of pathology in University of Michigan for critical review of the 
manuscript.

Author contributions  PZ conducted the research, interpreted the results 
of the analysis, made figures, and wrote the paper; YH is the lead as 
well as corresponding author who conceived of and supervised the 
project, interpreted the results of the analysis, made figures, and wrote 
the paper; SY was responsible for the data integrity and analysis; XY, 
JL discussed the draft; YZ, XM, LB provided significant inputs for 
data collection; WZ, XR, YY, XZ and TY provided guidance and criti-
cally reviewed the manuscript; all authors read and commented on the 
manuscript.

Funding  This work was supported by the Special Project of Tradi-
tional Chinese Medicine Research in Henan Province [Grant num-
ber 2018ZYZD05], Innovation Team on Diagnosis and Treatment of 
Henoch–Schönlein Purpura Nephritis in Children with Integrated Chi-
nese and Western Medicine [Grant number 18IRTSTHNO28], and the 
Project Funded by Ministry of Human Resources and Social Security 
for High-level Talents Returning to China [Grant number (2015)194].

Declarations 

Conflict of interest  No conflicts of interest (financial or otherwise) are 
declared by the authors.

Ethical approval  This study was performed in accordance with the 
1964 Helsinki Declaration and its later amendments or comparable 
ethical standards. The protocol was approved by the institutional review 
board at the First Affiliated Hospital of Henan University of Chinese 
Medicine. Waiver of patient consent was approved for this retrospective 
medical records review.

References

	 1.	 Coresh J (2020) Aligning albuminuria and proteinuria measure-
ments. J Am Soc Nephrol 31(3):452–453. https://​doi.​org/​10.​1681/​
ASN.​20200​10049

	 2.	 Coresh J, Heerspink HJL, Sang Y, Matsushita K, Arnlov J, Astor 
BC, Black C, Brunskill NJ, Carrero J-J, Feldman HI, Fox CS, 
Inker LA, Ishani A, Ito S, Jassal S, Konta T, Polkinghorne K, 
Romundstad S, Solbu MD, Stempniewicz N, Stengel B, Tonelli 
M, Umesawa M, Waikar SS, Wen C-P, Wetzels JFM, Woodward 
M, Grams ME, Kovesdy CP, Levey AS, Gansevoort RT (2019) 
Change in albuminuria and subsequent risk of end-stage kidney 
disease: an individual participant-level consortium meta-analysis 
of observational studies. Lancet Diabetes Endocrinol 7(2):115–
127. https://​doi.​org/​10.​1016/​S2213-​8587(18)​30313-9

	 3.	 Yang EM, Yoon BA, Kim SW, Kim CJ (2017) Clinical util-
ity of spot urine protein-to-creatinine ratio modified by esti-
mated daily creatinine excretion in children. Pediatr Nephrol 
(Berlin, Germany) 32(6):1045–1051. https://​doi.​org/​10.​1007/​
s00467-​017-​3587-6

https://doi.org/10.1681/ASN.2020010049
https://doi.org/10.1681/ASN.2020010049
https://doi.org/10.1016/S2213-8587(18)30313-9
https://doi.org/10.1007/s00467-017-3587-6
https://doi.org/10.1007/s00467-017-3587-6


1415International Urology and Nephrology (2022) 54:1409–1416	

1 3

	 4.	 Medina-Rosas J, Gladman DD, Su J, Sabapathy A, Urowitz MB, 
Touma Z (2015) Utility of untimed single urine protein/creati-
nine ratio as a substitute for 24-h proteinuria for assessment of 
proteinuria in systemic lupus erythematosus. Arthritis Res Ther 
17:296. https://​doi.​org/​10.​1186/​s13075-​015-​0808-x

	 5.	 Yang C-Y, Chen F-A, Chen C-F, Liu W-S, Shih C-J, Ou S-M, 
Yang W-C, Lin C-C, Yang A-H (2015) Diagnostic accuracy of 
urine protein/creatinine ratio is influenced by urine concentra-
tion. PLoS ONE 10(9):e0137460. https://​doi.​org/​10.​1371/​journ​
al.​pone.​01374​60

	 6.	 Almaani S, Hebert LA, Rovin BH, Birmingham DJ (2017) The 
urine preservative acetic acid degrades urine protein: impli-
cations for urine biorepositories and the AASK cohort study. 
J Am Soc Nephrol 28(5):1394–1398. https://​doi.​org/​10.​1681/​
ASN.​20160​80886

	 7.	 Shidham G, Hebert LA (2006) Timed urine collections are not 
needed to measure urine protein excretion in clinical practice. 
Am J Kidney Dis 47(1):8–14

	 8.	 Hogg RJ, Furth S, Lemley KV, Portman R, Schwartz GJ, Coresh 
J, Balk E, Lau J, Levin A, Kausz AT, Eknoyan G, Levey AS 
(2003) National Kidney Foundation’s Kidney Disease Outcomes 
Quality Initiative clinical practice guidelines for chronic kidney 
disease in children and adolescents: evaluation, classification, 
and stratification. Pediatrics 111(6 Pt 1):1416–1421

	 9.	 Group KdIGOKgW (2012) KDIGO clinical practice guideline 
for glomerulonephritis. Kidney Int Suppl 2(2):139–274

	10.	 Biradar SB, Kallaganad GS, Rangappa M, Kashinakunti SV, 
Retnakaran R (2011) Correlation of spot urine protein-cre-
atinine ratio with 24-hour urinary protein in type 2 diabe-
tes mellitus patients: a cross sectional study. J Res Med Sci 
16(5):634–639

	11.	 Salmon L, Mastrolia SA, Hamou B, Wilkof-Segev R, Beer-Weisel 
R, Klaitman V, Besser L, Erez O (2018) Urine protein-to-cre-
atinine ratio: a point of care for the diagnosis of preeclampsia. 
Minerva Ginecol 70(3):246–253. https://​doi.​org/​10.​23736/​S0026-​
4784.​17.​04131-4

	12.	 Evans TRJ, Kudo M, Finn RS, Han K-H, Cheng A-L, Ikeda M, 
Kraljevic S, Ren M, Dutcus CE, Piscaglia F, Sung MW (2019) 
Urine protein:creatinine ratio vs 24-hour urine protein for pro-
teinuria management: analysis from the phase 3 REFLECT study 
of lenvatinib vs sorafenib in hepatocellular carcinoma. Br J Cancer 
121(3):218–221. https://​doi.​org/​10.​1038/​s41416-​019-​0506-6

	13.	 Ying T, Clayton P, Naresh C, Chadban S (2018) Predictive value 
of spot versus 24-hour measures of proteinuria for death, end-
stage kidney disease or chronic kidney disease progression. BMC 
Nephrol 19(1):55. https://​doi.​org/​10.​1186/​s12882-​018-​0853-1

	14.	 Zhu J, Wen K, He H (2015) Diagnostic value of urinary protein 
and creatinine in combination with renal ultrasound examination 
in early renal damage of patients with hypertension. Pak J Med 
Sci 31(4):899–902. https://​doi.​org/​10.​12669/​pjms.​314.​7513

	15.	 Nayak R, Annigeri RA, Vadamalai V, Seshadri R, Balasubrama-
nian S, Rao BS, Kowdle PC, Mani MK (2013) Accuracy of spot 
urine protein creatinine ratio in measuring proteinuria in chronic 
kidney disease stage 3 and 4. Indian J Nephrol 23(6):428–433. 
https://​doi.​org/​10.​4103/​0971-​4065.​120340

	16.	 Huang Y, Yang X, Zhang Y, Yue S, Mei X, Bi L, Zhai W, Ren 
X, Ding Y, Zhang S, Deng Z, Sun Y (2020) Correlation of urine 
protein/creatinine ratios to 24-h urinary protein for quantitat-
ing proteinuria in children. Pediatr Nephrol (Berlin, Germany) 
35(3):463–468. https://​doi.​org/​10.​1007/​s00467-​019-​04405-5

	17.	 Kim S, Uhm JY (2019) Individual and environmental factors asso-
ciated with proteinuria in Korean children: a multilevel analysis. 
Int J Environ Res Public Health. https://​doi.​org/​10.​3390/​ijerp​
h1618​3317

	18.	 Cara-Fuentes G, Clapp WL, Johnson RJ, Garin EH (2016) Patho-
genesis of proteinuria in idiopathic minimal change disease: 

molecular mechanisms. Pediatr Nephrol (Berlin, Germany) 
31(12):2179–2189. https://​doi.​org/​10.​1007/​s00467-​016-​3379-4

	19.	 Ubukata M, Takei T, Nitta K (2016) Estimation of the 24-h uri-
nary protein excretion based on the estimated urinary creatinine 
output. Clin Exp Nephrol 20(3):456–461. https://​doi.​org/​10.​1007/​
s10157-​015-​1178-z

	20.	 Counahan R, Winterborn MH, White RH, Heaton JM, Meadow 
SR, Bluett NH, Swetschin H, Cameron JS, Chantler C (1977) 
Prognosis of Henoch–Schönlein nephritis in children. BMJ 
2(6078):11–14

	21.	 Schwartz GJ, Muñoz A, Schneider MF, Mak RH, Kaskel F, 
Warady BA, Furth SL (2009) New equations to estimate GFR in 
children with CKD. J Am Soc Nephrol 20(3):629–637. https://​doi.​
org/​10.​1681/​ASN.​20080​30287

	22.	 Kobayashi S, Amano H, Terawaki H, Ogura M, Kawaguchi Y, 
Yokoo T (2019) Spot urine protein/creatinine ratio as a reliable 
estimate of 24-hour proteinuria in patients with immunoglobulin 
A nephropathy, but not membranous nephropathy. BMC Nephrol 
20(1):306. https://​doi.​org/​10.​1186/​s12882-​019-​1486-8

	23.	 Chen YT, Hsu HJ, Hsu CK, Lee CC, Hsu KH, Sun CY, Chen CY, 
Chen YC, Yu YC, Wu IW (2019) Correlation between spot and 
24h proteinuria: Derivation and validation of equation to estimate 
daily proteinuria. PLoS ONE 14(4):e0214614. https://​doi.​org/​10.​
1371/​journ​al.​pone.​02146​14

	24.	 Morales JV, Weber R, Wagner MB, Barros EJG (2004) Is morn-
ing urinary protein/creatinine ratio a reliable estimator of 24-hour 
proteinuria in patients with glomerulonephritis and different levels 
of renal function? J Nephrol 17(5):666–672

	25.	 Hogan MC, Reich HN, Nelson PJ, Adler SG, Cattran DC, Appel 
GB, Gipson DS, Kretzler M, Troost JP, Lieske JC (2016) The 
relatively poor correlation between random and 24-hour urine pro-
tein excretion in patients with biopsy-proven glomerular diseases. 
Kidney Int 90(5):1080–1089. https://​doi.​org/​10.​1016/j.​kint.​2016.​
06.​020

	26.	 Bertsias GK, Tektonidou M, Amoura Z, Aringer M, Bajema I, 
Berden JHM, Boletis J, Cervera R, Dörner T, Doria A, Ferrario 
F, Floege J, Houssiau FA, Ioannidis JPA, Isenberg DA, Kallen-
berg CGM, Lightstone L, Marks SD, Martini A, Moroni G, Neu-
mann I, Praga M, Schneider M, Starra A, Tesar V, Vasconcelos 
C, van Vollenhoven RF, Zakharova H, Haubitz M, Gordon C, 
Jayne D, Boumpas DT (2012) Joint European League Against 
Rheumatism and European Renal Association-European Dialysis 
and Transplant Association (EULAR/ERA-EDTA) recommenda-
tions for the management of adult and paediatric lupus nephritis. 
Ann Rheum Dis 71(11):1771–1782. https://​doi.​org/​10.​1136/​annrh​
eumdis-​2012-​201940

	27.	 Chen C-F, Yang W-C, Yang C-Y, Li S-Y, Ou S-M, Chen Y-T, Shih 
C-J, Chien C-C, Chen M-C, Wang Y-J, Lin C-C (2015) Urinary 
protein/creatinine ratio weighted by estimated urinary creatinine 
improves the accuracy of predicting daily proteinuria. Am J Med 
Sci 349(6):477–487. https://​doi.​org/​10.​1097/​MAJ.​00000​00000​
000488

	28.	 Zhang Q, Sun L, Jin L (2015) Spot urine protein/creatinine ratio is 
unreliable estimate of 24 h proteinuria in lupus nephritis when the 
histological scores of activity index are higher. Lupus 24(9):943–
947. https://​doi.​org/​10.​1177/​09612​03315​570688

	29.	 Guedes Marques M, Cotovio P, Ferrer F, Silva C, Botelho C, 
Lopes K, Maia P, Carreira A, Campos M (2013) Random spot 
urine protein/creatinine ratio: a reliable method for monitoring 
lupus nephritis? Clin Kidney J 6(6):590–594. https://​doi.​org/​10.​
1093/​ckj/​sft118

	30.	 Medina-Rosas J, Su J, Cook RJ, Sabapathy A, Touma Z (2017) 
Comparison of spot urine protein to creatinine ratio to 24-hour 
proteinuria to identify important change over time in proteinu-
ria in lupus. J Clin Rheumatol 23(6):301–307. https://​doi.​org/​10.​
1097/​rhu.​00000​00000​000557

https://doi.org/10.1186/s13075-015-0808-x
https://doi.org/10.1371/journal.pone.0137460
https://doi.org/10.1371/journal.pone.0137460
https://doi.org/10.1681/ASN.2016080886
https://doi.org/10.1681/ASN.2016080886
https://doi.org/10.23736/S0026-4784.17.04131-4
https://doi.org/10.23736/S0026-4784.17.04131-4
https://doi.org/10.1038/s41416-019-0506-6
https://doi.org/10.1186/s12882-018-0853-1
https://doi.org/10.12669/pjms.314.7513
https://doi.org/10.4103/0971-4065.120340
https://doi.org/10.1007/s00467-019-04405-5
https://doi.org/10.3390/ijerph16183317
https://doi.org/10.3390/ijerph16183317
https://doi.org/10.1007/s00467-016-3379-4
https://doi.org/10.1007/s10157-015-1178-z
https://doi.org/10.1007/s10157-015-1178-z
https://doi.org/10.1681/ASN.2008030287
https://doi.org/10.1681/ASN.2008030287
https://doi.org/10.1186/s12882-019-1486-8
https://doi.org/10.1371/journal.pone.0214614
https://doi.org/10.1371/journal.pone.0214614
https://doi.org/10.1016/j.kint.2016.06.020
https://doi.org/10.1016/j.kint.2016.06.020
https://doi.org/10.1136/annrheumdis-2012-201940
https://doi.org/10.1136/annrheumdis-2012-201940
https://doi.org/10.1097/MAJ.0000000000000488
https://doi.org/10.1097/MAJ.0000000000000488
https://doi.org/10.1177/0961203315570688
https://doi.org/10.1093/ckj/sft118
https://doi.org/10.1093/ckj/sft118
https://doi.org/10.1097/rhu.0000000000000557
https://doi.org/10.1097/rhu.0000000000000557


1416	 International Urology and Nephrology (2022) 54:1409–1416

1 3

	31.	 Singh R, Bhalla K, Nanda S, Gupta A, Mehra S (2019) Correlation 
of spot urinary protein: creatinine ratio and quantitative proteinu-
ria in pediatric patients with nephrotic syndrome. J Fam Med Pri-
mary Care 8(7):2343–2346. https://​doi.​org/​10.​4103/​jfmpc.​jfmpc_​
403_​19

	32.	 Fathallah-Shaykh SA (2017) Proteinuria and progression of pedi-
atric chronic kidney disease: lessons from recent clinical studies. 
Pediatr Nephrol (Berlin, Germany) 32(5):743–751. https://​doi.​org/​
10.​1007/​s00467-​016-​3448-8

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.4103/jfmpc.jfmpc_403_19
https://doi.org/10.4103/jfmpc.jfmpc_403_19
https://doi.org/10.1007/s00467-016-3448-8
https://doi.org/10.1007/s00467-016-3448-8

	Diagnostic efficacy and influence factors of urinary proteincreatinine ratio replacing 24-h urine protein as an evaluator of proteinuria in children
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Patient selection
	The detection of urinary protein and urine creatinine
	Statistical analysis

	Results
	Study participants and baseline characteristics
	The agreement between UPCR and 24hUP
	The correlation between UPCR and 24hUP in each group
	Influencing factors of the correlation between UPCR and 24hUP
	Verification of the diagnostic efficacy of UPCR ≥ 200 mgmmol for nephrotic-range proteinuria

	Discussion
	Acknowledgements 
	References




