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C.P. SEMINAR ‑ RENAL #1

ANSWER SHEET
CASE ONE:
Investigation is based on two principles:

a)
Proteinuria may have very serious implications ‑ glomerulonephritis, infection, tumors, genetic disease, etc.

b)
This patient is asymptomatic and has no family, personal history or physical signs of renal/systemic disease, so investigation should be as brief, harmless and efficient as possible.

Absence of casts and cells suggest no active disease is present, therefore more sensitive tests of renal function are indicated.

Urinary Concentration Test:

Concentration to Sp. Gr. of 1.029 (osmolality of 1100 mosm/L) indicates normal renal concentrating function.  If this test was abnormal suggesting renal impairment, serum creatinine, possibly creatinine clearance should be performed to assess the extent of the functional impairment.

Quantitative Investigation of Proteinuria and Examination for Postural  Proteinuria:

These two examinations can be combined by a protocol such as the following:

a)
Void just after retiring, discard specimen.

b)
Collect entire specimens as follows:

1)
First morning specimen (immediately before rising)

2)
Each specimen during active day.

3)
If possible, lie down for two hours in afternoon and collect immediately upon rising.

4)
Remaining specimens until retiring.

5)
Assess individual specimen for proteinuria and combine all specimens for 24 hour urine quantitative protein.

Results:
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      (2)
 
  (3)

(4)
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+1 ‑ +2
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 +1 

Total urinary protein (24 hours):  0.350 g.  Results are consistent with orthostatic proteinuria.  Excessive lordosis of the lumbar spine is believed to be one possible reason for this condition.  Patient can be reassured.  Some of these patients may eventually be found to have an underlying renal disease.  It is for this reason that patients with orthostatic proteinuria should be followed regularly.  Most patients with persistent mild proteinuria eventually require biopsy to establish a histological diagnosis.

CASE TWO:
Chronic Renal Failure
1)
Immediate:
Infection ‑ appetite loss ‑ failure to drink.

Underlying:
Chronic renal disease ‑ fixed specific gravity with polyuria and salt and water loss.

Urinalysis suggests chronic renal disease (from history one would think of pyelonephritis).  Acidosis, elevated urea and creatinine suggests uremia.  However, could be pre‑renal.  Changes in urea reflect progress fairly adequately assuming that her diet is stabilized by February 5th.

With comatose dehydrated patient, treatment must be started.  I.V. fluids cannot harm her as long as she remains underhydrated.  (Note that urine flow was observed).

2)
Falsely elevated at first due to dehydration.  Low Hb (normochromic, normocytic) a sign of chronic renal disease.

3)
Could be associated with excess intake (but is not).  Polyuric phase of chronic renal failure.  Sp. gr. is fairly constant.  The patient is unable to concentrate or dilute urine due to a lack of renal tubular function (note the parallel with diuretic phase of acute renal failure).  Conclusions:  (1) a few, overloaded nephrons,  (2) must match intake to a rather slowly responsive output.

4)
Patient is in chronic renal failure and urea cannot be restored to normal without dialysis.

5)
A creatinine clearance would be of doubtful value in view of the serum creatinine values.  A creatinine clearance would have been warranted earlier in the course of her disease not only to assess baseline residual renal function but also to allow for ongoing monitoring of her disease.  Additional tests might be repeat urine culture and possibly renal biopsy (more important at an early stage to try to establish etiology).

6)
Low protein ‑ to prevent urea from rising further; 3‑4 liter fluid intake with added salt to compensate for renal loss; adequate medical supervision.

7)
Careful urinalysis might have revealed excess protein, casts, possible bacteriuria.  At that point, creatinine clearance might have been abnormal.
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