
Review Article Open Access

Journal of Obesity and Metabolism 

Pediatric Proximal Renal Tubular Acidosis: A Clinical Approach
Daniel Landau*
Department of Schneider Children’s Medical Center of Israel, Sackler School of Medicine, Tel Aviv University, Israel

Abstract
An inherited or acquired clinical syndrome known as proximal renal tubular acidosis (pRTA) is characterized by 

normal anion gap hyperchloremic metabolic acidosis and decreased bicarbonate reclamation in the proximal tubule. 



Citation: Landau D (2023) Pediatric Proximal Renal Tubular Acidosis: A Clinical Approach. J Obes Metab 6: 146.

Page 2 of 3

J Obes Metab, an open access journal Volume 6 • Issue 2 • 1000146

lower urine pH below under maximal stress.3, 4 In conclusion, pRTA 
is characterized by metabolic acidosis with a urinary pH above under 
mild-to-moderate metabolic acidosis and the ability to lower urine pH 
below under maximal stress.

Methods and Materials
When it comes to studying proximal renal tubular acidosis 

(pRTA), several methods and materials are utilized to assess acid-base 
imbalances, identify underlying causes, and evaluate the functioning 
of the proximal renal tubules. Here are some commonly employed 
approaches:

Laboratory tests: Blood Gas Analysis: Arterial or venous blood 
samples are collected to measure pH, bicarbonate levels, and other 
electrolytes. pRTA typically presents as metabolic acidosis with low 
bicarbonate levels.

Urine pH measurement: Urine samples are analyzed to determine 
the pH [6]. In pRTA, the urine pH remains alkaline, as the kidneys are 
unable to adequately excrete acid.

Serum electrolyte assessment: Levels of electrolytes, including 
potassium, sodium, and chloride, are measured to evaluate any 
imbalances.

Renal Function tests: Blood tests, such as creatinine and blood 
urea nitrogen (BUN), are performed to assess kidney function and 
determine the severity of renal impairment.

Kidney ultrasound: Ultrasound imaging of the kidneys can help 
identify any structural abnormalities, such as kidney stones or cysts, 
that may be contributing to pRTA.

Renal scintigraphy: This nuclear medicine technique utilizes 
radioactive tracers to assess kidney function and detect any 
abnormalities in the renal tubules.

Genetic testing
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in September 2021, I can provide the following conclusion about pRTA:

Clinical features: Pediatric proximal renal tubular acidosis typically 
presents with symptoms such as failure to thrive, growth retardation, 
rickets (bone deformities), metabolic acidosis, hypokalemia (low 
potassium levels), and renal stones. These symptoms can vary in 
severity among affected individuals.

Underlying causes: pRTA can be caused by various genetic 
mutations affecting the proteins involved in bicarbonate reabsorption 
in the proximal tubules of the kidneys. These mutations can be inherited 
in an autosomal recessive manner or may occur sporadically.

Diagnosis: Diagnosis of pRTA involves evaluating the patient’s 
clinical symptoms, laboratory tests (including blood gas analysis, 
electrolyte levels, and urine pH), and specialized tests to assess renal 
tubular function. Genetic testing may also be performed to identify 
specific mutations associated with pRTA.

Treatment: The primary goal of treatment for pRTA is to correct 
the acid-base imbalance and maintain normal electrolyte levels. 
This typically involves oral administration of alkali (such as sodium 
bicarbonate or citrate) to neutralize the excess acid and restore normal 
pH levels. Additional management may include potassium supplements 
and treatment of associated complications, such as rickets or renal 
stones.

Long-term outlook: With appropriate treatment, the prognosis 
for individuals with pRTA can be favorable. However, the severity of 
symptoms and long-term complications can vary. Regular monitoring 
of acid-base balance, electrolyte levels, and renal function is important 
to ensure optimal management and early detection of any potential 
complications.

It’s important to note that medical knowledge and research are 
constantly evolving. Therefore, for the most up-to-date and accurate 
information about pediatric proximal renal tubular acidosis, it is 

advisable to consult with a medical professional or refer to recent 
medical literature.
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