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Proteinuria plays a central role in the diagnosis of kidney disease and has a high prognostic
value. The test methods used differ considerably regarding their impact on test accuracy,
sensitivity, and specificity. Therefore, knowledge of the methodology is crucial for the interpre-
tation of the results. In addition to the distinction between semiquantitative and quantitative
tests, there are also relevant differences within the 2 methods. In general, semiquantitative tests
are easy to handle but have limitations such as incomplete quantification, a lack of specificity
regarding the type of proteinuria, and a high rate of false-positive results that require retesting
with a quantitative method for verification. In contrast, quantitative methods, especially immu-
noassays, have the advantages of high test accuracy and the possibility of targeted detection of
specific protein molecules in addition to albumin. However, these methods are more expensive
and require access to a laboratory or an electronic point-of-care device. In this Review, the
different types of tests for proteinuria and their underlying methodologies and strengths and
weaknesses are discussed in detail to allow a rational decision of use and the correct inter-
pretation of the results depending on the clinical context.
is an open access article

under the CC BY license
(http://creativecommons.
org/licenses/by/4.0/).
Introduction

As early as Hippocrates (w460-370 BC), it was stated that
“when bubbles settle on the surface of the urine, they
indicate disease of the kidneys and that the complaint will
be protracted.” Nearly two millennia later, F. Dekkers of
Leiden, The Netherlands (1648-1720), described a
method of detecting what is now called proteinuria by
adding acid to the urine for the coagulation and precipi-
tation of protein in solution.1 Currently, various methods
are in clinical use to quantify and to determine the nature
of proteinuria. Understanding the different methods is the
basis for selecting the appropriate test and interpreting the
results. The aim of this Review is to explain how the most
common methods work on a chemical or immunochem-
ical level. The Review also discusses the importance of
semiquantitative and quantitative tests for clinical use and
which tests are most suitable for screening, diagnosis, and
monitoring of proteinuria, taking into account their
limitations.
Semiquantitative Methods to Detect Proteinuria

Nonspecific Colorimetric Dye–Based
Semiquantitative Tests

Semiquantitative urine dipstick tests are popular for pop-
ulation screenings and routine clinical check-ups and are
often used in ambulatory settings, particularly in low- to
middle-income countries, where rapid, low-cost diag-
nostic methods are essential.2-5 The numerous commer-
cially available dipstick devices rely on the “protein error
of pH indicator dyes” principle. The binding and complex
building of protein and the dye leads to a gradual color
change, even though the pH of the solution is
18
unchanged.6-9 The dissociated dye anion reacts with the
positively charged side chains/amino groups of the pro-
tein, whereby an equilibrium exists between the dissoci-
ated dye anion and the dye–protein complex. The gradual
color change depends on the concentration and affinity of
the protein to the anionic dye. Therefore, tests are more
reactive to albumin than other proteins because albumin
contains more positively charged amino groups.8-11 Dip-
sticks are highly buffered, so changes in pH of the solution
should not significantly alter the color of the indicator.
Still, the major source of false-positive results are strongly
alkaline urine samples (pH >9) that override the buffer
system.10 The causes of alkaline urine samples are found in
therapies with phenazopyridine, chloroquine, chlorhexi-
dine, chinidine, or nitrofurantoin, in addition to
contamination by detergents or antiseptic agents in the
urine sample.10 False-negative findings occur when the
urine is too diluted or if the proteinuria is characterized by
proteins other than albumin (Fig 1A).10,12

Albumin-Specific Colorimetric Dye–Based
Semiquantitative Tests

Besides the multi-dipstick test for protein detection,
semiquantitative tests are available for more specific
albuminuria detection. Microalbustix test strips (Siemens
Healthcare Diagnostics Ltd) employ a combination of a
semiquantitative indicator dye–based measurement of al-
bumin (10, 30, 80, and 150 mg/L) using a high-affinity
sulfonephthalein dye and a semiquantitative measure-
ment of urine creatinine (Ucr) concentration (10, 50,
100, 200, and 300 mg/dL) based on a peroxidase-like
activity of a copper–creatinine complex that catalyzes the
reaction of diisopropylbenzene dihydroperoxide and
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Figure 1. Principles of semiquantitative urine dipstick diagnostics. (A) Indicator dye–based dipstick test. (B) Immunochemical-based
dipstick test with gold-labeled anti-human albumin antibody.
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3,3ʹ,5,5ʹ-tetramethylbenzidine. The colors of the reagent
areas of both tests are read visually by comparing them
versus a color chart. The urine albumin-creatinine ratio
(UACR) is determined according to a table. For example, a
ratio of 80 mg/L albumin to 200 mg/dL creatinine cor-
responds to a UACR of 40 mg/g (4.5 mg/mmol), with
the manufacturer’s recommendations specifying a cutoff
value of ≥3.4 mg/mmol (≥30 mg/g) for abnormal albu-
minuria (for conversion from mg/g to mg/mmol, see
Table 1).13,14

Albumin-Specific Chromatographic Immunological

Semiquantitative Tests

The albumin-specific semiquantitative dipstick test called
the Micral-Test (Roche Diagnostics) is a chromato-
graphic immunological test based on a colloidal
gold–labeled monoclonal immunoglobulin G antibody
(6 μg/cm2) that is highly specific to albumin.10 With the
correct amounts of urine absorbed, the soluble
antibody–gold–albumin conjugate is transported to the
separation zone containing fixed human albumin
(9.5 μg/cm2), where excess gold-labeled anti-human
albumin immunoglobulin G is retained. This allows only
the conjugate–albumin immunocomplex to reach the
detection zone. As the colloidal gold nanoparticles
Table 1. UACR and UPCR Threshold Values for CKD Stages
A1-A3

CKD Stage UACRa UPCRa

Normal to mildly
increased (A1)

<30 mg/g
(<3 mg/mmol)

<150 mg/g
(<15 mg/mmol)

Moderately
increased (A2)

30-300 mg/g
(3-30 mg/mmol)

150-500 mg/g
(15-50 mg/mmol)

Severely
increased (A3)

>300 mg/g
(>30 mg/mmol)

>500 mg/g
(>50 mg/mmol)

Abbreviations: CKD, chronic kidney disease; UACR, urine albumin-creatinine ratio;
UPCR, urine protein-creatinine ratio.
aConversion factor from mg/g to mg/mmol is 0.113; conversion from mg/g to
mg/mmol: multiply by 0.113; conversion from mg/mmol to mg/g: divide by 0.113; in
clinical use and in international guidelines, the numbers are rounded, eg,
30 mg/g × 0.113 = 3.4 mg/mmol and corresponds to w3 mg/mmol.
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refract light, the detection pad changes color from white
to red in proportion to the amount of albumin in the
urine.10,15,16 The Micral-Test detects the lowest levels of
albuminuria, with a detection range of 2-10 mg/dL al-
bumin, and is therefore able to detect the earliest signs of
albuminuria (Fig 1B).5,10

Quantitative Methods to Detect Proteinuria

Quantitative Measurement by 24-Hour Urine

Collections and the Meaning of Urine-Creatinine

Reference Values

For decades, 24-hour urine collection and the resulting
quantification of total proteinuria was considered the
reference method for assessing and classifying protein
excretion by the kidney.17 The correct 24-hour urine
collection should start with an empty bladder. From that
time point onward, all subsequent voidings should be
collected over a time period of 24 hours, including a last
emptying of the bladder.18 To minimize protein degra-
dation, the collected urine should be stored in a dark, cool
place at a constant temperature, eg, in a refrigerator, until
it is handed over to the laboratory. This tedious sampling
procedure is susceptible to errors, resulting in imprecise
collections and estimates of proteinuria.19,20 To determine
the adequacy of 24-hour urine collection, the Ucr excre-
tion can be assessed because, in a steady state, daily Ucr
excretion is relatively constant and in proportion to muscle
mass.21 This is supported by a recently published article
showing that, in healthy participants, the Ucr excretion
rate (in mg/h) was similar for most of the sampling times,
whereas the urine flow rate (in ml/h) and Ucr concen-
tration (in mg/dL) vary over time.22 Estimates from a
retrospective household survey with 1,463 participants
aged 20-79 years, which was conducted in Germany in
1986-1988, found mean creatinine totals in a 24-hour
urine sample of approximately 11 mmol (0.14-
0.18 mmol/kg/24 h) in women and approximately
15 mmol (0.18-0.21 mmol/kg/24 h) in men, slightly
decreasing with age and notably higher in obese patients
619



Table 2. Clinical Examples of the Relationship Between UACR, UPCR, and 24-Hour Urine Albumin and Protein Excretion

Condition UACRa UPCRa,b
Albumin
Excretion in 24 hc

Protein
Excretion in 24 hc

Moderate increased
albuminuria

300 mg/g (30 mg/mmol) w500 mg/g (w50 mg/mmol) w300 mg w500 mg

Severely increased
albuminuria

700 mg/g (70 mg/mmol) w1,000 mg/g (w100 mg/mmol) w700 mg w1,000 mg

Nephrotic-range
proteinuria

2,200 mg/g (220 mg/mmol) w3,500 mg/g (w350 mg/mmol) w2,200 mg w3,500 mg

Abbreviations: CKD, chronic kidney disease; UACR, urine albumin-creatinine ratio; UPCR, urine protein-creatinine ratio.
aConversion factor from mg/g to mg/mmol is 0.113; conversion from mg/g to mg/mmol: multiply by 0.113; conversion from mg/mmol to mg/g: divide by 0.113; in clinical
use and in international guidelines, the numbers are rounded, eg, 30 mg/g × 0.113 = 3.4 mg/mmol and corresponds to w3 mg/mmol.
bThe relationship between UACR and UPCR is an approximation: there is no conversion factor because the test methods are different (UACR vs UPCR) and the amount
and composition of proteins vary when measuring total protein.52,60
cBased on the assumption that the average creatinine excretion rate is approximately 1.0 g/24 h or 10 mmol/24 h, a UACR of 300 mg/g (30 mg/mmol) and a UPCR of
500 mg/g (50 mg/mmol) correspond to approximately 300 mg/24 h and 500 mg/24 h, respectively.
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(body mass index ≥30 kg/m2) of either sex.21 The diffi-
culty of accurate urine collection was pointed out in a
retrospective study of 381 collected 24-hour urine speci-
mens: 51% were reported to be inaccurate with 14% of
patients presenting an overcollection and 37% an under-
collection based on Ucr excretion reference ranges of 15.0-
20.0 mg/kg/24 h (0.13-0.18 mmol/kg/24 h) for women
and 18.0-24.0 mg/kg/24 h (0.16-0.21 mmol/kg/24 h)
for men.19

During the past decade, investigators have pointed out
that these “general nephrology reference ranges” should
be regarded with caution.23,24 Forni Ogna et al reported
that the reference ranges are likely outdated because they
are based on studies and observations from the 1960s and
1970s25,26 that were conducted in generally leaner and
younger populations than found today in Europe.23 In
addition, the reference ranges used as clinical standards do
not take into account the individual’s age, weight, and
ethnicity, which are known factors to have influence on
Ucr excretion.23,25,27,28 Therefore, to improve the accu-
racy, Forni Ogna et al developed nomograms by means of
a derivation population and an independent validation
cohort of Europeans with an estimated glomerular filtra-
tion rate >60 mL/min/1.73 m2. The nomograms include
tables for age and body mass index to provide more
personalized and accurate ranges for Ucr excretion per 24
hours. The authors emphasized the use of the concept in
clinical practice and epidemiologic studies.29 However, to
the best of our knowledge, the nomograms developed
have not yet been applied in any study.

Quantitative Measurement by Spot Urine Samples

With increasing awareness of the limitations of 24-hour
urine collection and on the background that the rela-
tively constant Ucr excretion allows a quantitative assess-
ment of the protein excretion in a spot urine sample
independently of the knowledge of urine volume, the
urine protein-creatinine ratio (UPCR) and the urine
albumin-creatinine ratio (UACR) were introduced30 and
showed good concordance with 24-hour proteinuria
measurements (Table 2).30-33
620
To obtain quantitative UPCR or UACR results, measure-
ments of Ucr, total protein, or specific albumin concentra-
tion are required. Detection is based on one of 2 methods: a
measurement of turbidity that measures the reduction in the
intensity of light transmitted through a sample due to
scattering and absorption by suspended particles within the
sample, or with nephelometry, in which light is refracted at
a target molecule and deflected onto a detector that is
outside the direct path of the transmitted light. The turbidity
or optical density can only be measured if the difference
between incident and detected light is sufficiently large. This
depends primarily on the concentration of the probe but can
also be influenced by the particle size. At low concentrations
at which the optical density is not significantly different, the
nephelometric approach is superior because the incident
light is scattered and refracted by the target molecule even if
the concentration is low (Figs 2A and 2B). Turbidimetry has
a very high degree of automation, is less expensive, and is
resistant to interference, which is why it represents the
standard in clinical chemistry, including the measurement
of albumin and total protein (with the exception of cere-
brospinal fluid with very low albumin concentrations).
Because of the disadvantage of limited automation and for
cost reasons, nephelometry is not suitable for a 24-7 service,
but can cover a wide range of particle size and is highly
sensitive and is therefore preferred for samples with low
particle concentrations, eg, tubular proteins.

To assess the creatinine concentration, an enzymatic
colorimetric reaction is used in which creatinine is trans-
formed to sarcosine and urea by creatininase and creatinase.
Adding sarcosine-oxidase results in the formation of
glycine, formaldehyde, and hydrogen peroxide (H2O2) in
an exact ratio to creatinine. Under the catalytic reaction of
peroxidase, the quinoneimine dye is formed in stoichio-
metric proportion to the available H2O2. The quinoneimine
dye’s color intensity is colorimetrically assessed at 546 nm
(main wavelength) and is directly proportional to the
creatinine concentration. The converted concentration can
be used to calculate the UPCR or UACR. Creatinine con-
centration can also be determined using the colorimetric
Jaffe reaction, whereby creatinine reacts with picric acid in
AJKD Vol 85 | Iss 5 | May 2025



Figure 2. Principles and applications for quantitative photometric urine diagnostics. (A) Turbidimetry is the measurement of turbidity
(optical density), ie, reduction in the intensity of light transmitted through a sample. (a) Precipitation with quaternary ammonium for
turbidimetric total urine protein quantification. (b) Detection of albumin with specific polyclonal anti-albumin antibody for turbidimetric
quantification; to increase the degree of turbidity, the anti-human albumin antibodies are fixed to latex particles. (B) Nephelometry is
the measurement of deflected light outside the direct path of transmitted light. (a) Detection of specific proteins at low concentration
with specific anti-target protein antibodies for nephelometric quantification, eg, for tubular proteins. (C) Colorimetry is the measure-
ment of color change. (a) Enzymatic reaction for colorimetric creatinine quantification. (b) Jaffe’s reaction for colorimetric creatinine
quantification. 4-AA, 4-aminoantipyrine; IgG, immunoglobulin G.
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Table 3. Overview of Discussed Semiquantitative and Quantitative Methods for Diagnosing Proteinuria and Their Clinical Applications and Limitations

Semiquantitative Quantitative

Unspecific
Protein Specific Albumin Total Protein Albumin

Proteins in Low
Concentration Creatinine Reference

Chemical or
immunochemical
principle

Complex building
of protein and
indicator dye

Specific colloidal
gold–labeled anti-
albumin Ab

Protein: binding
to indicator dye
and creatinine
(catalytic
reaction)

Quaternary ammonium
precipitation

Specific anti-
albumin Ab

Specific anti-target
protein Ab

Enzymatic
method

Jaffe’s
reaction with
picric acid

Method Colorimetry Colorimetry Colorimetry Turbidimetry Turbidimetry Nephelometry Colorimetry Colorimetry
Ratio to
creatinine

No ratio No ratio Semiquantitative
albumin-
creatinine ratio

Total protein-creatinine
ratio

Albumin-
creatinine ratio

Ratio for specific
proteins, e.g. α-1-
microglobulin–
creatinine ratio

Prerequisite
for calculation
of UACR,
UPCR, and
any ratio to
creatinine

Prerequisite
for calculation
of UACR,
UPCR, and
any ratio to
creatinine

Clinical
application

High NPV to rule
out proteinuria;
suitable to rule
out proteinuria if
no quantitative
test available

High NPV to rule out
albuminuria; suitable
to specifically rule out
albuminuria if no
quantitative test
available

Limited data; not
suitable for
screening
purposes due to
low sensitivity

Assessment of
proteinuria if no UACR
available; if UPCR and
UACR performed
simultaneously,
detection of abnormally
high gap between total
protein and albumin
may indicate
paraproteinuria

Gold standard
for screening
and
classification
per KDIGO
guidelines

Determination of
specific indicator
proteins at low
concentrations, eg,
tubular proteins
(suitable, eg, for
patients with suspected
tubulointerstitial
damage, eg, drug-
induced interstitial
nephritis)

Enables
concentration-
independent
quantification
of total
proteinuria,
albuminuria,
and other
urinary
proteins

Enables
concentration-
independent
quantification
of total
proteinuria,
albuminuria,
and other
urinary
proteins

Limitations/
disadvantage

High false
positive rate with
low PPV; high
rate of retesting
with quantitative
test for
confirmation;
limited specificity
for albumin

Very high false
positive rate with very
low PPV; very high
rate of retesting with
quantitative test for
confirmation; higher
test costs than
nonspecific dipstick
tests

Limited data;
high false
negative rate; risk
of missing
positive cases

Less accurate
quantification vs Ab-
based tests; no further
characterization of
proteins; lack of
standardization; higher
susceptibility to test
interference; need for
laboratory access

Tubular
proteins
missed; higher
test costs vs
dipsticks;
need for
laboratory
access or
electronic
point of care

Need for laboratory
access

No relevant
limitations

Interference
by substances
with alteration
of test
accuracy

Abbreviations: Ab, antibody; KDIGO, Kidney Disease: Improving Global Outcomes; NPV, negative predictive value; PPV, positive predictive value; UACR; urine albumin-creatinine ratio; UPCR, urine protein-creatinine ratio.
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an alkaline solution, resulting in the orange-red Janovsky
complex, which is colorimetrically read at 520 nm (main
wavelength) and is directly proportional to the creatinine
concentration (Fig 2C).34,35

This reaction was first described by German biochemist
Max Jaffe in 1886.36 For clinical application in
nephrology, the Harvard University scientist Otto Folin
developed the creatinine quantification method within the
first 2 decades of the 20th century,34 and the method is, to
date, considered the oldest clinical method still in use.35

Compared with the enzymatic method, however, the Jaffe
method has a higher susceptibility to interfering substances.37

Possible substances identified for interaction include acetoa-
cetate, acetone, ascorbate, pyruvate, and cephalosporines.37

Another factor in interactions is diabetes mellitus, especially
if poorly controlled with high glucose and hemoglobin A1C
levels or increased levels of β-hydroxybutyrate, which is why
an enzymatic method should be used instead in diabetic
patients.37 Furthermore, interactions are observed at low or
normal creatinine ranges rather than at high creatinine con-
centrations, as well as in delayed sampling processes, the
latter likely due to the accumulation of pyruvate.37,38 Finally,
it should be emphasized that the enzymatic method can also
be affected by interfering substances, albeit to a lesser degree
than the Jaffe method, which is why interference character-
istics need to be carefully evaluated before the tests are used
in the clinic (Table 3).37,39

Quantitative Measurement of Proteins in High

Concentration

Measurement of total protein was historically performed
using acid-induced precipitation followed by assessment of
the turbidity of the precipitate. Later, cationic quaternary
ammonium detergents were shown to produce turbidity
with serum proteins at alkaline pH and to be more stable
than acid-induced precipitates.40 An alkaline solution (ie,
EDTA) is added to the urine sample to denature proteins and
eliminate interfering magnesium ions, and then benzetho-
nium chloride or benzalkonium chloride is added in the
alkaline milieu and turbidity is measured turbidimetrically
at a wavelength of 505 nm (main wavelength). The in-
tensity of light absorbed is used to determine the concen-
tration in the sample using a standard calibration curve as a
reference (Fig 2Aa; Table 3).

A highly specific polyclonal anti-human albumin anti-
body targeting various albumin-specific epitopes is used to
determine the albumin fraction in the urine sample. When
albumin is present, the antigen–antibody complex agglu-
tinates and can be measured turbidimetrically at a wave-
length of approximately 340 nm. To increase the degree of
turbidity, the anti-human albumin antibodies are fixed to
latex particles (Fig 2Ab; Table 3).

Quantitative Measurement of Proteins in Low

Concentration

For the detection of proteins in low concentration, eg,
α1-microglobulin, retinol-binding protein, transferrin,
AJKD Vol 85 | Iss 5 | May 2025
immunoglobulin G and α2-macroglobulin–specific anti-
protein antibodies are used for the nephelometric deter-
mination (Fig 2Ba; Table 3).
What Test to Use and Why

Semiquantitative Tests for Proteinuria

The usefulness of semiquantitative urine dipstick tests has
been investigated in numerous studies.5,41-47 In general, the
prevalence of the event or disease within a surveyed pop-
ulation is a critical measure because prevalence rates influ-
ence the positive and negative predictive values of a test,
especially when continuous measures are dichotomized
with cutoff values.48-50 Often, predictive values are more
relevant to the clinician or policymaker than sensitivity and
specificity measures alone, which address the accuracy of
the screening test relative to the reference test, whereas
predictive values indicate the effectiveness of the screening
test to discriminate between healthy and affected in-
dividuals.48,49 Therefore, if some authors did not report the
prevalence of proteinuria detected by the reference test,
these studies are limited, particularly in terms of predictive
value.41,43 Another difficulty in comparing the studies arises
from the heterogeneity of the patient cohorts that were used
to assess the different semiquantitative urine dipstick tests
and reference tests.5,41-47

In a study from Croatia, 75 urine samples were used to
compare the 12 most commonly used dipstick tests in the
country.43 The reference test was the Combur-10 Test M
(Roche Mannheim Germany) with the indicator dye
30,300,50,500-tetrachlorphenol-3,4,5,6-tetrabromsulfophthalein
for the detection of urinary protein.10,43 The study found a
positive agreement between the different dipstick tests for
total protein measurements, with strong κ-values ranging
from 0.79 to 0.93 and high levels of reproducibility
(repeatability was assessed on 20 replicates of each dipstick
brand for all tests).43 When compared versus the quantitative
turbidimetric method with benzethonium chloride and a
dipstick cutoff level set at ≥1+, sensitivity was generally >80%
with a wide range of heterogeneity among the tests (55.9%-
91.7%), and specificity was generally low, ranging from
41.5% to 72.2%.43 The authors concluded that the dipsticks
have a suboptimal accuracy for total protein detection.43

In a general population from Korea comprising 20,759
dipstick tests, results were compared versus a quantitative
UACR test. For the detection of an ACR ≥30 mg/g
(≥3.4 mg/mmol), the sensitivity, specificity, positive
predictive value (PPV), and negative predictive value
(NPV) of a dipstick ≥ trace were 43.6%, 93.6%, 34.6%,
and 95.5%, respectively.42 A similar finding came from a
landmark study in a general population in Australia in
which 10,944 patients were surveyed.45 For dipstick result
trace positivity detecting a UACR ≥30 mg/g (≥3.4 mg/
mmol), the PPV was 47.2% (95% CI, 43.9%-50.5%) and
the NPV was 97.6% (95% CI, 97.2%-97.9%).45

We found similar results in a prospective study from a
walk-in population in which we surveyed 970 patients
623
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from semirural sub-Saharan Africa with an estimated
albuminuria prevalence of 12.7% (95% CI, 10.6%-14.8%;
Fig 3).5,51 We compared 2 different semiquantitative
dipstick tests versus a quantitative UACR test.5 The color-
imetric dipstick Combur-9 Test had a low PPV of 29.7%
(n = 102/343; 95% CI, 24.9%-34.9%) at the lowest cutoff
level (≥30 mg/dL; ≥1+) but was sufficient for ruling out
patients with a negative test result (n = 606/627; NPV,
96.6%; 95% CI, 94.9%-97.9%; Figs 3A and 3C). With the
highly albumin-specific immunochromatographic Micral-
Test, the PPV for the lowest cutoff value (≥2 mg/dL)
was very low at 13.9% (n = 113/812; 95% CI, 11.6%-
16.5%). At first sight, the NPV also appeared strong at
93.7% (n = 148/158; 95% CI, 88.7%-96.9%; Figs 3B and
3D). However, despite a similarly high NPV, the propor-
tion of patients in whom albuminuria could be ruled out
was significantly lower with the Micral-Test (15.2%;
n = 148/970) than with the Combur-9 Test (62.4%;
n = 606/970; Figs 3C and 3D). Adjusting the cutoff level
of the Micral-Test from 2 mg/dL to 5 mg/dL resulted in
an NPV of 97% (95% CI, 95.4%-98.2%) and a comparable
proportion of patients (60.6%; n = 588/970) in whom
albuminuria could be ruled out (not shown).5 Based on a
positive test result, Fig 3E (positive Combur-9 Test) and
Fig 3F (positive Micral-Test) show the relationship be-
tween the 2 dipstick tests and between the dipstick tests
and the reference test (UACR ≥30 mg/g) at different cutoff
values.5

Only limited data are available in which Microalbustix
urine test strips, which provide a semiquantitative mea-
surement of UACR, are compared to a quantitative UACR
test. In a small cohort of patients with type 2 diabetes,
12.5% of whom had microalbuminuria (reference
UACR >28 mg/g [2.5 mg/mmol] in men and >39 mg/g
[>3.5 mg/mmol] in women), the sensitivity, specificity,
PPV, and NPV of the Microalbustix strips were 33.3%,
92%, 40% and 89.6%, respectively.13 Compared with
conventional semiquantitative tests with a high rate of
false-positive results, the Microalbustix strips carry the risk
of missing a relevant proportion of true positives, as the
rate of false-negative results was high (Table 3).

According to guideline recommendations, any positive
dipstick test requires a proteinuria workup with a
=
Figure 3 (previous page). Correlation, agreement, and relationsh
Test and the immunochromatographic albumin-specific urine Micral-
(≥30 mg/g [≥3.4 mg/mmol]).52 (A and B) Correlation of the Comb
positive, (b) dipstick-positive and UACR-negative, (c) dipstick-neg
The dashed horizontal black line indicates the UACR cutoff value
indicates albuminuria <30 mg/g (<3.4 mg/mmol), the light gray a
the dark gray area indicates albuminuria ≥300 mg/g (≥34 mg/m
dipstick-positive results. Agreement/disagreement of the Combur9-
red arrow, disagreement. The arrow widths are proportional to the
between the 2 dipstick tests and the reference UACR ≥30 mg/g (≥3
Micral-Test (F). Color codes and numbers and percentages are as
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quantitative method.52 Under these premises, the high
false-positive rate of semiquantitative dipstick tests would
generate excessive follow-up quantitative testing, as shown
in our own study (25% with the Combur-9 Test [≥30 mg/
dL], n = 241/970; and 72% with the Micral-Test [≥2 mg/
dL], n = 699/970; Figs 3A and 3B).5 Therefore, even
though there is still controversy in regard to the utility of
dipstick tests in clinical practice, authors agree that semi-
quantitative urine dipstick tests are suitable only to rule out
proteinuria by a negative test result
(Table 3).5,13,17,42,45,52,53

UACR or UPCR to Test for Proteinuria

The question arises whether UPCR or UACR is the
appropriate quantitative test method (Table 3). Methodo-
logically, it is more difficult to standardize the assessment
of total protein than to specifically measure urinary albu-
min immunochemically to determine a UACR.17 A
recently published study undertaken by the Chronic Kid-
ney Disease Prognosis Consortium including 919,383
adults from 12 research cohorts and 21 clinical cohorts
demonstrated that the overall concordance of UPCR and
UACR tests was good from same-day sample measure-
ments.54 However, even though the relationships between
urine samples assessed with UACR and UPCR for pro-
teinuria were nearly linear on the log scale for UPCR
values >50-500 mg/g (>5.6-56 mg/mmol), no consistent
relationship was found for a UPCR <50 mg/g (<5.6 mg/
mmol).54 In the AusDiab study in a general population in
Australia with 10,596 urine samples, 2.4% were found to
have a positive UPCR result (≥200 mg/g [≥23 mg/
mmol]), and, of these, 91% had a positive UACR result
(≥30 mg/g [≥3.4 mg/mmol]), whereas, among all sam-
ples with a positive UACR result (6.8%), only 32% had a
positive UPCR result, illustrating the high sensitivity and
specificity of UACR for the detection of albuminuria.55

In a primary-care population, 569 urine samples were
used to investigate the discrepant finding of a positive
UPCR test (≥200 mg/g [≥23 mg/mmol]) and a negative
UACR test (<30 mg/g [<3.4 mg/mmol]) in the same
specimen.56 Albuminuria detected by a UACR test in the
absence of proteinuria may be expected because of the
higher sensitivity of the immunochemical UACR test,
ip between the colorimetric indicator dye–based urine Combur-9
Test with the urine albumin-creatinine ratio (UACR) reference test
ur-9 Test and Micral-Test with UACR: (a) dipstick- and UACR-
ative and UACR-positive, and (d) dipstick- and UACR-negative.
for positive testing at ≥30 mg/g (≥3.4 mg/mmol), the white area
rea indicates albuminuria 30-299 mg/g (3.4-34 mg/mmol), and
mol). The red lines indicate dipstick-negative results versus
Test (C) and Micral-Test (D) with UACR: black arrow, agreement;
percentage of agreement/disagreement. (E and F) Relationship
.4 mg/mmol) based on a positive Combur-9 Test (E) or a positive
in C and D. Adapted from Hodel et al.5
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whereas the opposite (ie, proteinuria without albumin-
uria) seems more unusual. Intuitively, this would point in
the direction of tubular disturbance or any protein leaking
into the urine from the urothelial tract or the presence of
paraproteinuria causing proteinuria. Therefore, the authors
ran the discrepant samples in a subsequent analysis using a
highly sensitive sodium dodecyl sulfate agarose gel elec-
trophoresis technique.56 Although the control samples of
patients with moderately increased UACR were clearly
positive for albumin with strong bands around 66 kDa, the
27 discrepant probes were negative or only weakly posi-
tive for albumin (<30 mg/g [<3.4 mg/mmol]), illus-
trating the sensitivity of the sodium dodecyl sulfate agarose
gel electrophoresis technique for urinary proteins.56

Although 10 of the discrepant samples had an increased
α1-microglobulin–creatinine ratio and 4 of these also had
an increased β-trace protein–creatinine ratio, the amount
was too small to explain the discrepancy between positive
UPCR and negative UACR. The authors could not identify
the cause of this discrepancy. The presence of peptides in
the urine that react with the total protein assay but were
present in concentrations too low to be visible on sodium
dodecyl sulfate agarose gel electrophoresis was considered
unlikely. In addition, there was no evidence of excess
excretion of immunoglobulins, including light chains. The
authors concluded that an artificial interference was the
most probable cause and suggested that UACR, rather than
UPCR, should be the primary test for proteinuria
(Table 3).56

According to KDIGO (Kidney Disease: Improving
Global Outcomes), an initial evaluation for chronic kidney
disease can be based on UACR or UPCR.52 However, total
protein measurement is problematic because of the large
sample-to-sample variations in the amounts and compo-
sitions of proteins, variable concentrations of nonprotein
interfering substances, and lack of standardization.
Therefore, the UACR is the preferred test to be used for
screening, diagnosis, and monitoring of protein-
uria.52,57,58 If UPCR is measured, UACR should also be
measured for further specification because albumin is the
most important protein for the investigation of glomerular
damage. If tubular proteinuria is suspected, a specific
marker protein (eg, α1-microglobulin) should be deter-
mined by immunostaining because tubular proteins may
be hidden in the normal gap between UPCR and UACR as a
result of their low concentrations (Tables 1 and 3). If the
gap is above the expected range, paraproteinuria should be
considered. However, if paraproteinemia is clinically sus-
pected, it should always be investigated because a
“normal” gap never rules it out.
Summary

Tests for proteinuria vary methodologically, with signifi-
cant implications for sensitivity, specificity, and accuracy.
Therefore, knowledge of the methodology is crucial for
the interpretation of the results depending on the clinical
626
context. Semiquantitative urine stick tests are very popular
because of their low cost, ease of use, and short time re-
quirements. However, clinicians and policymakers should
be aware of the limitations, particularly the high false-
positive rates that would require retesting by a quantita-
tive method for verification.5 In contrast, quantitative
immunoassays have high test accuracy and do not need
verification by a second method, but are more expensive
and require access to a laboratory or point-of-care device.
However, from a cost and clinical effectiveness perspec-
tive, proteinuria screening should not be based on an
initial semiquantitative dipstick test, but on a quantitative
method, preferably with the determination of a
UACR.42,59 If no quantitative test is available, a dipstick test
can be used to rule out proteinuria, but not for screening
purposes.

Article Information

Authors’ Full Names and Academic Degrees: Nikolai Carl Hodel,
MSc, Katharina M. Rentsch, PhD, Daniel Henry Paris, MD, PhD, and
Michael Mayr, MD.

Authors’ Affiliations: Medical Outpatient Department (NCH, MM)
and Laboratory Medicine (KMR), University Hospital Basel, and
Swiss Tropical and Public Health Institute (NCH, DHP), University
Basel, Basel, Switzerland.

Address for Correspondence: Michael Mayr, MD, Medical
Outpatient Department, University Hospital Basel, University Basel,
Petersgraben 4, 4031 Basel, Switzerland. Email: michael.mayr@
usb.ch

Support: None.

Financial Disclosure: The authors declare that they have no
relevant financial interests.

Peer Review: Received June 6, 2024. Evaluated by 2 external peer
reviewers, with direct editorial input from an Associate Editor and a
Deputy Editor. Accepted in revised form September 29, 2024.
References

1. Manuel Y, Revillard JP, B�etuel H. Proteins in Normal and
Pathological Urine. Karger; 1970.

2. Gansevoort RT, Correa-Rotter R, Hemmelgarn BR, et al.
Chronic kidney disease and cardiovascular risk: epidemiology,
mechanisms, and prevention. Lancet. 2013;382(9889):339-
352. doi:10.1016/S0140-6736(13)60595-4

3. Stanifer JW, Maro V, Egger J, et al. The epidemiology of chronic
kidney disease in northern Tanzania: a population-based survey.
PLoS One. 2015;10(4):e0124506. doi:10.1371/journal.pone.
0124506

4. Gutierrez-Padilla JA, Mendoza-Garcia M, Plascencia-Perez S,
et al. Screening for CKD and cardiovascular disease risk fac-
tors using mobile clinics in Jalisco, Mexico. Am J Kidney Dis.
2010;55(3):474-484. doi:10.1053/j.ajkd.2009.07.023

5. Hodel NC, Hamad A, Reither K, et al. Comparison of two
different semiquantitative urinary dipstick tests with albumin-to-
creatinine ratio for screening and classification of albuminuria
according to KDIGO. A diagnostic test study. Diagnostics
(Basel). 2021;11(1):81. doi:10.3390/diagnostics11010081

6. Suzuki Y. Protein error of pH indicators in the presence of
detergents. Anal Sci. 2007;23(6):733-738. doi:10.2116/
analsci.23.733
AJKD Vol 85 | Iss 5 | May 2025

mailto:michael.mayr@usb.ch
mailto:michael.mayr@usb.ch
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref1
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref1
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref1
https://doi.org/10.1016/S0140-6736(13)60595-4
https://doi.org/10.1371/journal.pone.0124506
https://doi.org/10.1371/journal.pone.0124506
https://doi.org/10.1053/j.ajkd.2009.07.023
https://doi.org/10.3390/diagnostics11010081
https://doi.org/10.2116/analsci.23.733
https://doi.org/10.2116/analsci.23.733


Hodel et al
7. Suzuki Y. Theoretical analysis concerning the characteristics of
a dye-binding method for determining serum protein based on
protein error of pH indicator: effect of buffer concentration of
the color reagent on the color development. Anal Sci.
2005;21(2):83-88. doi:10.2116/analsci.21.83

8. Bracken JS, Klotz IM. A simple method for the rapid determi-
nation of serum albumin. Am J Clin Pathol. 1953;23(10):1055-
1058. doi:10.1093/ajcp/23.10_ts.1055

9. Pugia MJ, Lott JA, Profitt JA, Cast TK. High-sensitivity dye binding
assay for albumin in urine. J Clin Lab Anal. 1999;13(4):180-187.
doi:10.1002/(sici)1098-2825(1999)13:4<180::aid-jcla7>3.0.co;2-r

10. Roche Diagnostics Deutschland GmbH. Kompendium der uri-
nanalyse; 2014. Accessed March 20, 2024. https://www.
roche.de/res/content/7696/urinanalyse-kompendium.pdf

11. Boege F, Luther A. Gesamtproteinbestimmung im urin: adap-
tierung einer nephelometrischen methode zur erfassung typ-
ischer leitproteine und Bence-Jones-proteine. Lab Med.
1989;13(1):14. doi:10.1515/labm.1989.13.1.14

12. B€okenkamp A. Proteinuria—take a closer look! Pediatr Neph-
rol. 2020;35(4):533-541. doi:10.1007/s00467-019-04454-w

13. Nagrebetsky A, Jin J, Stevens R, et al. Diagnostic accuracy of
urine dipstick testing in screening for microalbuminuria in type 2
diabetes: a cohort study in primary care. Fam Pract.
2012;30(2):142-152. doi:10.1093/fampra/cms057

14. US Food and Drug Administration. 510(k) safety and effec-
tiveness summary (K982219); 1998. Accessed August 12,
2024. https://www.accessdata.fda.gov/cdrh_docs/pdf/K982
219.pdf

15. Jain PK, Huang X, El-Sayed IH, El-Sayed MA. Noble metals
on the nanoscale: optical and photothermal properties and
some applications in imaging, sensing, biology, and medi-
cine. Acc Chem Res. 2008;41(12):1578-1586. doi:10.
1021/ar7002804

16. Ghosh SK, Pal T. Interparticle coupling effect on the surface
plasmon resonance of gold nanoparticles: from theory to ap-
plications. Chem Rev. 2007;107(11):4797-4862. doi:10.1021/
cr0680282

17. Lamb EJ, MacKenzie F, Stevens PE. How should proteinuria be
detected and measured? Ann Clin Biochem. 2009;46(pt 3):
205-217. doi:10.1258/acb.2009.009007

18. Freund V, Mayr M. Incidental proteinuria - interpretation and
diagnosis. Ther Umsch. 2020;77(8):361-370. doi:10.1024/
0040-5930/a001205

19. Sawyer MD, Dietrich MS, Pickens RB, Herrell SD, Miller NL.
Adequate or not? A comparison of 24-hour urine studies for
renal stone prevention by creatinine to weight ratio. J Endourol.
2013;27(3):366-369. doi:10.1089/end.2012.0203

20. McGuire BB, Bhanji Y, Sharma V, et al. Predicting patients with
inadequate 24- or 48-hour urine collections at time of meta-
bolic stone evaluation. J Endourol. 2015;29(6):730-735. doi:
10.1089/end.2014.0544

21. Johner SA, Boeing H, Thamm M, Remer T. Urinary 24-h
creatinine excretion in adults and its use as a simple tool for
the estimation of daily urinary analyte excretion from analyte/
creatinine ratios in populations. Eur J Clin Nutr. 2015;69(12):
1336-1343. doi:10.1038/ejcn.2015.121

22. Sallsten G, Barregard L. Variability of urinary creatinine in
healthy individuals. Int J Environ Res Public Health.
2021;18(6):3166. doi:10.3390/ijerph18063166

23. Forni Ogna V, Ogna A, Vuistiner P, et al. New anthropometry-
based age- and sex-specific reference values for urinary 24-
hour creatinine excretion based on the adult Swiss population.
BMC Med. 2015;13:40. doi:10.1186/s12916-015-0275-x

24. Ix JH, Wassel CL, Stevens LA, et al. Equations to estimate
creatinine excretion rate: the CKD epidemiology collaboration.
AJKD Vol 85 | Iss 5 | May 2025
Clin J Am Soc Nephrol. 2011;6(1):184-191. doi:10.2215/cjn.
05030610

25. Cockcroft DW, Gault MH. Prediction of creatinine clearance
from serum creatinine. Nephron. 1976;16(1):31-41. doi:10.
1159/000180580

26. Norris AH, Lundy T, Shock NW. Trends in selected indices of
body composition in men between the ages 30 and 80 years.
Ann N Y Acad Sci. 1963;110:623-639. doi:10.1111/j.1749-
6632.1963.tb15784.x

27. Hsu J, Johansen KL, Hsu CY, Kaysen GA, Chertow GM. Higher
serum creatinine concentrations in black patients with chronic
kidney disease: beyond nutritional status and body composi-
tion. Clin J Am Soc Nephrol. 2008;3(4):992-997. doi:10.2215/
cjn.00090108

28. Walser M. Creatinine excretion as a measure of protein
nutrition in adults of varying age. J Parenter Enteral Nutr.
1987;11(5)(suppl):73S-78S. doi:10.1177/0148607187011
00510

29. Forni Ogna V, Ogna A, Ponte B, et al. Prevalence and de-
terminants of chronic kidney disease in the Swiss population.
Swiss Med Wkly. 2016;146:w14313. doi:10.4414/smw.2016.
14313

30. Ginsberg JM, Chang BS, Matarese RA, Garella S. Use of
single voided urine samples to estimate quantitative proteinuria.
N Engl J Med. 1983;309(25):1543-1546. doi:10.1056/
nejm198312223092503

31. Guy M, Borzomato JK, Newall RG, Kalra PA, Price CP. Protein
and albumin-to-creatinine ratios in random urines accurately
predict 24 h protein and albumin loss in patients with kidney
disease. Ann Clin Biochem. 2009;46(pt 6):468-476. doi:10.
1258/acb.2009.009001

32. Ruggenenti P, Gaspari F, Perna A, Remuzzi G. Cross sectional
longitudinal study of spot morning urine protein:creatinine ratio,
24 hour urine protein excretion rate, glomerular filtration rate,
and end stage renal failure in chronic renal disease in patients
without diabetes. BMJ. 1998;316(7130):504-509. doi:10.
1136/bmj.316.7130.504

33. Kobayashi S, Amano H, Terawaki H, Ogura M, Kawaguchi Y,
Yokoo T. Spot urine protein/creatinine ratio as a reliable esti-
mate of 24-hour proteinuria in patients with immunoglobulin A
nephropathy, but not membranous nephropathy. BMC Neph-
rol. 2019;20(1):306. doi:10.1186/s12882-019-1486-8

34. Folin O, Morris JL. On the determination of creatinine and
creatine in urine. J Biol Chem. 1914;17(4):469-473. doi:10.
1016/S0021-9258(18)88386-7

35. Syal K, Banerjee D, Srinivasan A. Creatinine estimation and
interference. Indian J Clin Biochem. 2013;28(2):210-211. doi:
10.1007/s12291-013-0299-y

36. Jaffe M. Ueber den niederschlag, welchen pikrins€aure in nor-
malem harn erzeugt und über eine neue reaction des kreatinins.
Biol Chem. 1886;10(5):391-400. doi:10.1515/bchm1.1886.
10.5.391

37. Greenberg N, Roberts WL, Bachmann LM, et al. Specificity
characteristics of 7 commercial creatinine measurement pro-
cedures by enzymatic and Jaffe method principles. Clin Chem.
2012;58(2):391-401. doi:10.1373/clinchem.2011.172288

38. Küme T, Sa�glam B, Ergon C, Sisman AR. Evaluation and
comparison of Abbott Jaffe and enzymatic creatinine methods:
could the old method meet the new requirements? J Clin Lab
Anal. 2018;32(1):e22168. doi:10.1002/jcla.22168

39. Schmidt RL, Straseski JA, Raphael KL, Adams AH,
Lehman CM. A risk assessment of the Jaffe vs enzymatic
method for creatinine measurement in an outpatient population.
PLOS One. 2015;10(11):e0143205. doi:10.1371/journal.
pone.0143205
627

https://doi.org/10.2116/analsci.21.83
https://doi.org/10.1093/ajcp/23.10_ts.1055
https://doi.org/10.1002/(sici)1098-2825(1999)13:4&lt;180::aid-jcla7&gt;3.0.co;<?thyc=10?>2-r<?thyc?>
https://www.roche.de/res/content/7696/urinanalyse-kompendium.pdf
https://www.roche.de/res/content/7696/urinanalyse-kompendium.pdf
https://doi.org/10.1515/labm.1989.13.1.14
https://doi.org/10.1007/s00467-019-<?thyc=10?>04454-w<?thyc?>
https://doi.org/10.1093/fampra/cms057
https://www.accessdata.fda.gov/cdrh_docs/pdf/K982219.pdf
https://www.accessdata.fda.gov/cdrh_docs/pdf/K982219.pdf
https://doi.org/10.1021/ar7002804
https://doi.org/10.1021/ar7002804
https://doi.org/10.1021/cr0680282
https://doi.org/10.1021/cr0680282
https://doi.org/10.1258/acb.2009.009007
https://doi.org/10.1024/0040-5930/a001205
https://doi.org/10.1024/0040-5930/a001205
https://doi.org/10.1089/end.2012.0203
https://doi.org/10.1089/end.2014.0544
https://doi.org/10.1089/end.2014.0544
https://doi.org/10.1038/ejcn.2015.121
https://doi.org/10.3390/ijerph18063166
https://doi.org/10.1186/s12916-015-<?thyc=10?>0275-x<?thyc?>
https://doi.org/10.2215/cjn.05030610
https://doi.org/10.2215/cjn.05030610
https://doi.org/10.1159/000180580
https://doi.org/10.1159/000180580
https://doi.org/10.1111/j.1749-6632.1963.tb15784.x
https://doi.org/10.1111/j.1749-6632.1963.tb15784.x
https://doi.org/10.2215/cjn.00090108
https://doi.org/10.2215/cjn.00090108
https://doi.org/10.1177/0148607187011<?show [?tjl=20mm]&tjlpc;[?tjl]?>00510
https://doi.org/10.1177/0148607187011<?show [?tjl=20mm]&tjlpc;[?tjl]?>00510
https://doi.org/10.4414/smw.2016.14313
https://doi.org/10.4414/smw.2016.14313
https://doi.org/10.1056/nejm198312223092503
https://doi.org/10.1056/nejm198312223092503
https://doi.org/10.1258/acb.2009.009001
https://doi.org/10.1258/acb.2009.009001
https://doi.org/10.1136/bmj.316.7130.504
https://doi.org/10.1136/bmj.316.7130.504
https://doi.org/10.1186/s12882-019-1486-8
https://doi.org/10.1016/S0021-9258(18)88386-7
https://doi.org/10.1016/S0021-9258(18)88386-7
https://doi.org/10.1007/s12291-013-<?thyc=10?>0299-y<?thyc?>
https://doi.org/10.1007/s12291-013-<?thyc=10?>0299-y<?thyc?>
https://doi.org/10.1515/bchm1.1886.10.5.391
https://doi.org/10.1515/bchm1.1886.10.5.391
https://doi.org/10.1373/clinchem.2011.172288
https://doi.org/10.1002/jcla.22168
https://doi.org/10.1371/journal.pone.0143205
https://doi.org/10.1371/journal.pone.0143205


Hodel et al
40. Shephard MDS, Whiting MJ. Nephelometric determination of
total protein in cerebrospinal fluid and urine using benzalko-
nium chloride as precipitation reagent. Ann Clin Biochem.
1992;29(4):411-417. doi:10.1177/000456329202900407

41. Nagrebetsky A, Jin J, Stevens R, et al. Diagnostic accuracy of
urine dipstick testing in screening for microalbuminuria in type 2
diabetes: a cohort study in primary care. Fam Pract.
2013;30(2):142-152. doi:10.1093/fampra/cms057

42. Park JI, Baek H, Kim BR, Jung HH. Comparison of urine
dipstick and albumin:creatinine ratio for chronic kidney disease
screening: a population-based study. PLoS One. 2017;12(2):
e0171106. doi:10.1371/journal.pone.0171106

43. Vuljani�c D, Dojder A, �Spoljari�c V, et al. Analytical verification of
12 most commonly used urine dipsticks in Croatia: compara-
bility, repeatability and accuracy. Biochem Med. 2019;29(1):
010708-010708. doi:10.11613/BM.2019.010708

44. Solarin A, Njokanma F. The Micral-Test as a screening tool to
detect microalbuminuria in children 5-15 years old with sickle
cell anaemia, Lagos State University Teaching Hospital. S Afr J
Child Health. 2015;9:41-44. doi:10.7196/SAJCH.755

45. White SL, Yu R, Craig JC, Polkinghorne KR, Atkins RC,
Chadban SJ. Diagnostic accuracy of urine dipsticks for
detection of albuminuria in the general community. Am J Kid-
ney Dis. 2011;58(1):19-28. doi:10.1053/j.ajkd.2010.12.026

46. Spooren PFMJ, Lekkerkerker JFF, Vermes I. Micral-Test: a quali-
tative dipstick test for micro-albuminuria. Diab Res Clin Pract.
1992;18(2):83-87. doi:10.1016/0168-8227(92)90003-a

47. Chang CC, Su MJ, Ho JL, et al. The efficacy of semi-
quantitative urine protein-to-creatinine (P/C) ratio for the
detection of significant proteinuria in urine specimens in health
screening settings. Springerplus. 2016;5(1):1791. doi:10.
1186/s40064-016-3389-5

48. Brenner H, Gefeller O. Variation of sensitivity, specificity,
likelihood ratios and predictive values with disease preva-
lence. Stat Med. 1997;16(9):981-991. doi:10.1002/(sici)
1097-0258(19970515)16:9<981::aid-sim510>3.0.co;2-n

49. Trevethan R. Sensitivity, specificity, and predictive values:
foundations, pliabilities, and pitfalls in research and practice.
Front Public Health. 2017;5:307. doi:10.3389/fpubh.2017.
00307

50. Leeflang MMG, Rutjes AWS, Reitsma JB, Hooft L,
Bossuyt PMM. Variation of a test’s sensitivity and specificity
with disease prevalence. Can Med Assoc J. 2013;185:E537-
E544. doi:10.1503/cmaj.121286
628
51. Hodel NC, Hamad A, Praehauser C, et al. The epidemiology of
chronic kidney disease and the association with non-
communicable and communicable disorders in a population
of sub-Saharan Africa. PLoS One. 2018;13(10):e0205326.
doi:10.1371/journal.pone.0205326

52. KDIGO 2024 clinical practice guideline for the evaluation and
management of chronic kidney disease. Kidney Int.
2024;105(4)(suppl):S117-S314. doi:10.1016/j.kint.2023.10.018

53. Guy M, Newall R, Borzomato J, Kalra PA, Price C. Use of a first-
line urine protein-to-creatinine ratio strip test on random urines
to rule out proteinuria in patients with chronic kidney disease.
Nephrol Dial Transplant. 2009;24(4):1189-1193. doi:10.
1093/ndt/gfn612

54. Sumida K, Nadkarni GN, Grams ME, et al. Conversion of urine
protein-creatinine ratio or urine dipstick protein to urine
albumin-creatinine ratio for use in chronic kidney disease
screening and prognosis: an individual participant-based meta-
analysis. Ann Intern Med. 2020;173(6):426-435. doi:10.7326/
m20-0529

55. Atkins RC, Briganti EM, Zimmet PZ, Chadban SJ. Association
between albuminuria and proteinuria in the general population:
the AusDiab Study. Nephrol Dial Transplant. 2003;18(10):
2170-2174. doi:10.1093/ndt/gfg314

56. McTaggart MP, Stevens PE, Price CP, Newall RG, Pinnock RG,
Lamb EJ. Investigation of apparent non-albuminuric proteinuria
in a primary care population. Clin Chem Lab Med.
2013;51(10):1961-1969. doi:10.1515/cclm-2013-0225

57. Lamb EJ, McTaggart MP, Stevens PE. Why albumin to creati-
nine ratio should replace protein to creatinine ratio: it is not just
about nephrologists. Ann Clin Biochem. 2013;50(4):301-305.
doi:10.1177/0004563212473284

58. Lambers Heerspink HJ, Gansevoort RT, Brenner BM, et al.
Comparison of different measures of urinary protein excretion
for prediction of renal events. J Am Soc Nephrol. 2010;21(8):
1355-1360. doi:10.1681/asn.2010010063

59. National Collaborating Centre for Chronic Conditions. Chronic
Kidney Disease: National Clinical Guideline for Early Identifi-
cation and Management in Adults in Primary and Secondary
Care. NICE Clinical Guidelines, No. 73. Royal College of
Physicians (UK); 2008.

60. Kidney Disease: Improving Global Outcomes CKD Work
Group. KDIGO 2012 clinical practice guideline for the evalu-
ation and management of chronic kidney disease. Kidney Int
Suppl. 2013;3:1-150.
AJKD Vol 85 | Iss 5 | May 2025

https://doi.org/10.1177/000456329202900407
https://doi.org/10.1093/fampra/cms057
https://doi.org/10.1371/journal.pone.0171106
https://doi.org/10.11613/BM.2019.010708
https://doi.org/10.7196/SAJCH.755
https://doi.org/10.1053/j.ajkd.2010.12.026
https://doi.org/10.1016/0168-8227(92)<?thyc=10?>90003-a<?thyc?>
https://doi.org/10.1186/s40064-016-3389-5
https://doi.org/10.1186/s40064-016-3389-5
https://doi.org/10.1002/(sici)1097-0258(19970515)16:9&lt;981::aid-sim510&gt;3.0.co;<?thyc=10?>2-n<?thyc?>
https://doi.org/10.1002/(sici)1097-0258(19970515)16:9&lt;981::aid-sim510&gt;3.0.co;<?thyc=10?>2-n<?thyc?>
https://doi.org/10.3389/fpubh.2017.00307
https://doi.org/10.3389/fpubh.2017.00307
https://doi.org/10.1503/cmaj.121286
https://doi.org/10.1371/journal.pone.0205326
https://doi.org/10.1016/j.kint.2023.10.018
https://doi.org/10.1093/ndt/gfn612
https://doi.org/10.1093/ndt/gfn612
https://doi.org/10.7326/m20-0529
https://doi.org/10.7326/m20-0529
https://doi.org/10.1093/ndt/gfg314
https://doi.org/10.1515/cclm-2013-0225
https://doi.org/10.1177/0004563212473284
https://doi.org/10.1681/asn.2010010063
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref59
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref59
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref59
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref59
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref59
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref60
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref60
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref60
http://refhub.elsevier.com/S0272-6386(24)01124-7/sref60

	Methods for Diagnosing Proteinuria—When to Use Which Test and Why: A Review
	Introduction
	Semiquantitative Methods to Detect Proteinuria
	Nonspecific Colorimetric Dye–Based Semiquantitative Tests
	Albumin-Specific Colorimetric Dye–Based Semiquantitative Tests
	Albumin-Specific Chromatographic Immunological Semiquantitative Tests

	Quantitative Methods to Detect Proteinuria
	Quantitative Measurement by 24-Hour Urine Collections and the Meaning of Urine-Creatinine Reference Values
	Quantitative Measurement by Spot Urine Samples
	Quantitative Measurement of Proteins in High Concentration
	Quantitative Measurement of Proteins in Low Concentration

	What Test to Use and Why
	Semiquantitative Tests for Proteinuria
	UACR or UPCR to Test for Proteinuria

	Summary
	References


