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tions. Some dream up elaborate excuses as to why they

have been unable to provide the samples. A couple
of the more interesting ones include: “The caps came off
the bottles and both spilled in the trunk of my car on the
way to the lab” and “My wife thought it was a bottle of
a new generic windshield washer fluid and put it in the
car.” Despite this resistance, most patients carry out 24-hour
voids successfully, following oral and written instructions as
emphasized in the accompanying paper.' The information
gained can be very useful in identifying abnormalities in
specific urinary risk factors for targeted fluid, dietary and/or
pharmacologic intervention.

The accompanying article addresses one of the many
long-term controversies regarding these collections (i.e.,
the benefits of two consecutive compared with a single
24-hour urine collection done on a free diet).! The authors
concluded that two collections yielded a greater likelihood
of identifying an abnormality in one or more of the mea-
sured parameters such that clinical decision-making would
change in almost 50% of patients.” Others have suggested
that the optimal number is 3 to 6 collections.>* | suspect
more information could be gleaned from a larger number
of collections, but from a practical and cost-effective point
of view, | agree with the choice of two.

Many urologists have different opinions as to which
stone formers should perform 24-hour urine collections.
Some believe these tests are indicated only in patients with
complex stone disease;* others offer them to all stone form-
ers because almost all are keen to explore investigations to
identify strategies to reduce the risk of recurrences.® Single
and recurrent stone formers have been shown to have simi-

Patients do not enjoy performing 24-hour urine collec-

lar abnormalities.® The current study looked at all patients
referred to a tertiary care stone clinic and did not differenti-
ate between these groups.’ | propose that all recurrent stone
formers start off as single stone formers and | support all of
these patients doing the collections.

It is important to wait at least three months following an
episode of renal colic and/or surgical intervention for stones
before collecting 24-hour voids to obtain the most useful
results. Performing these collections earlier leads to an arti-
ficially low assessment of risk due to higher urine volumes
and lower calcium excretion during this timeframe.”

Occupational environment can also affect the propensity
to form renal stones. Furthermore, many working patients
have different patterns of fluid intake, dietary habits and phys-
ical activity during the week compared with the weekend.
These disparities can lead to profound effects on the results
of 24-hour voids in some patients and | try to arrange for one
to be done on a working day and one on a weekend day.

My philosophy has been to start intervention with fluid
and dietary modification and to reserve drug intervention
for those patients who do not comply with or fail to respond
to lifestyle adjustments. | have found it very useful to have
self-reported written dietary histories done in conjunction
with the 24-hour urine collections. In doing so, individual
dietary habits can be identified and targeted by our stone
clinic dietician to improve abnormal urinary risk factors rel-
evant to the type of stone.

One of the most important aspects of these 24-hour voids
is that they produce baseline data that can be used as a
reference and teaching tool for patients and their families.
Follow-up measurements, 6 to 12 months later, in con-
junction with appropriate imaging, when appropriate, can
provide a vigorous assessment of the improvements, in
conjunction with stone recurrence and/or growth, due to
recommended fluid intake, dietary moderation and phar-
macologic therapy.

In summary, there are numerous variables which have
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