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REVIEW

INTRODUCTION
The epidemiology of urolithiasis varies greatly depending
on the geographic area where it is assessed and even with-
in the same geographic area over time. This variability is
due to dietary habits, lifestyle, and environmental condi-
tions such as average temperature and humidity levels
(1). In fact, urinary stones form because of changes in
urine composition of genetically predisposed individuals
exposed to various environmental factors. Furthermore,
epidemiological indices depend on the structure of a spe-
cific population in terms of sex and age, as the tendency
to form stones is gender- and age-dependent.
The unique characteristics of urolithiasis do not allow it
to be classified as either a chronic or acute disease.
Urolithiasis consists of a series of events (stone formation)
that can manifest as acute episodes or remain asympto-
matic. An acute episode can resolve with the passage of
the stone or its surgical removal. However, stone forma-
tion often has a recurrent pattern, resulting in the disease
persisting over time and becoming chronic.
In certain countries, surgical procedures and outpatient
services are recorded in a registry system that allows for
consideration of all possible diagnoses related to urinary
stones. In other healthcare systems, primary patient care
is entrusted to general practitioners who record all patho-
logical events of the patients they care for, including
episodes related to urinary stones.
The epidemiology of urolithiasis can be described by
prevalence and incidence values. 
Prevalence values estimate the number of subjects in a
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in relation to various environmental factors; therefore it is
important to review the information on its prevalence and inci-
dence in different countries of the world. The aim of this study
was to conduct an updated systematic review and meta-analy-
sis on the prevalence and incidence of urinary calculi in Europe
and Latin America
Methods: Two separate searches were performed on EMBASE
and PubMed databases. The MESH terms used were “preva-
lence”, “incidence”, “epidemiology” “urinary calculi” in title or
abstract. Each separate search focused on a specific geographic
area: Europe or Latin America, which included Southern
America, Central America and the Caribbean. 
Publications between January 1, 1981, and February 28, 2026
were included. We retrieved 1,234 records in PubMed and
7,140 in EMBASE for Europe and 152 records in PubMed and
963 in EMBASE for Latin America. Two independent reviewers
screened articles based on a priori protocol. 
Studies reporting population-based estimates of urinary calculi
prevalence or incidence in children and adults were included.
In total, 66 and 17 studies were included in the systematic
review for Europe and Latin America, respectively. For Europe,
11 studies reported data on both prevalence and incidence, 24
on prevalence and 31 on incidence. For Latin America, 10
studies reported prevalence data and 7 studies reported inci-
dence data. 
Results: Random-effects models using the Freeman-Tukey dou-
ble-arcsine transformation produced a pooled prevalence of
kidney stones in Europe of 7.2% (95% CI, 5.55% to 9.05%).
Pooled prevalence was 7.03% (95% CI, 5.14% to 9.18%) in
Southern/Mediterranean/Balkan Europe  and 7.52% (95% CI,
4.50% to 11.24%) in Central/Northern Europe. Pooled preva-
lence of kidney stones for studies published before year 2000
was 7.37% (95% CI, 4.53% to 10.81%) and 7.11% (95% CI,
5.31% to 9.15%) for studies published in 2000 and later. A
meta-regression model indicated that the prevalence of kidney
stones was not detectably different in Northern compared with
Southern Europe and in study published before compared with
those published after 2000. Pooled prevalence of kidney stones
in Latin America was 6.02% (95% CI, 3.58% to 9.03%).
Study heterogeneity was deemed as “considerable” either in
studies in Europe (I2 = 99.86%, p < 0.0001) and Latin America
(I2 = 99.09%, p < 0.0001). The overall risk of bias was low to 
moderate. Incidence values are highly variable depending on
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population who have been affected -at least once- by
urolithiasis, which is, in this case, considered a chronic
disease. Prevalence is described through cross-sectional
cohort studies that investigate the presence of self-report-
ed urinary stones through interviews or questionnaires.
Some studies supplement this type of survey with sys-
tematic imaging tests to diagnose on-site urinary stones,
which may be asymptomatic. 
Incidence values estimate the number of acute episodes
(described as colics or as surgical procedures) occurring
in a defined period of time (generally one year) in a pop-
ulation, as an indicator of an acute disease.
Incidence assessment is often based on recording acute
events that require hospital care for the treatment of
painful symptoms (colic) or for surgical removal of
stones. This approach may underestimate the incidence
of the disease because it does not include asymptomatic
stones, cases managed on an outpatient basis, and cases
that do not require hospitalization (spontaneous expul-
sion, watchful waiting). When the incidence is estimated
from systematic longitudinal follow-up measurements
with periodic checks over time of a cohort of subjects, the
estimated incidence values may be higher.
Data from the Global Burden of Disease Study were
recently made available, which systematically evaluated
the number of incident cases of urinary stones, the age-
standardized incidence, mortality, and disability-adjusted
life-years (DALYs) of urinary stone disease from 2000 to
2021 at the global, regional, and national levels (2-4).
The estimated values from this study are derived from
clinical informatics data, including inpatient admissions,
outpatient (including general practitioner) visits, and
health insurance claims, which are processed with statis-
tical tools that are not easily controlled and reproducible. 
While representing a valuable source of information,
these data still require comparison and confirmation
using conventional and transparent statistical procedures
based on systematic reviews of published studies avail-
able in electronic databases.
A large number of descriptive studies of urinary stones
in Europe have produced mixed results. However,
 surprisingly, unlike other areas of the world (5-9), to
our best knowledge European studies, describing the
 frequency of the disease in its various geographical
regions (which present cultural and climatic differences),
or analyzing variations over time due to economic con-
ditions and lifestyle changes, have never been systemati-
cally reviewed.
Latin America, which broadly includes South America,
Central America, Mexico and the Caribbean, is a geo-
graphical macro-area with cultural, linguistic, and
lifestyle similarities with some Southern European coun-
tries for historical reasons and due to the massive migra-
tion flows from Europe to South America in the 19th and
early 20th centuries. The number of epidemiological stud-
ies on urolithiasis is far lower than those available in
Europe, and systematic review of urolithiasis epidemiolo-
gy is not yet available for this area. 
The aim of this systematic review was to assess the preva-
lence and incidence of urolithiasis in Europe and, sec-
ondarily, in Latin America and, where possible, to per-
form pooled analyses and comparisons.

MATERIALS AND METHODS

Protocol and registration
The review was conducted in accordance with the
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines (10, 11). It was registered
on the PROSPERO platform under the number 1334962
(https://www.crd.york.ac.uk/PROSPERO/ accessed on
March 2026). 

Search strategy 
A database search of studies between 1981 and 2025 was
conducted in March 2026 on PubMed and EMBASE
using the MESH terms “prevalence”, “incidence”, “epidemi-
ology” “urinary calculi”.
Two separate searches were done for the countries of
Europe and the countries of Latin America. The string
used for the searches are below reported.

Search 1
(Epidemiology OR Incidence OR Prevalence) AND
(Urinary calculi) AND (Austria OR Belgium OR France
OR Germany OR Liechtenstein OR Luxembourg OR
Monaco OR Netherlands OR Switzerland OR Albania OR
Andorra OR Bosnia and Herzegovina OR Croatia OR
Greece OR Italy OR Kosovo OR Malta OR Montenegro
OR North Macedonia OR Portugal OR San Marino OR
Serbia OR Slovenia OR Spain OR Vatican City OR
Denmark OR Estonia OR Finland OR Iceland OR Ireland
OR Latvia OR Lithuania OR Norway OR Sweden OR
United Kingdom OR Belarus OR Bulgaria OR Czechia OR
Hungary OR Moldova OR Poland OR Romania OR Russia
OR Slovakia OR Ukraine).

Search 2
(Epidemiology OR Incidence OR Prevalence) AND
(Urinary calculi) AND (Argentina OR Bolivia OR Brazil
OR Chile OR Colombia OR Ecuador OR Guyana OR
Paraguay OR Peru OR Suriname OR Uruguay OR
Venezuela OR Mexico OR Belize OR Costa Rica OR El
Salvador OR Guatemala OR Honduras OR Nicaragua OR
Panama OR Antigua OR Barbuda OR Bahamas OR
Barbados OR Cuba OR Dominica OR Dominican
Republic OR Grenada OR Haiti OR Jamaica OR St. Kitts
OR Nevis OR St. Lucia OR St. Vincent OR the Grenadines
OR Trinidad OR Tobago)
Relevant data were also searched through other sources,
including handsearching from the reference lists of
included articles.

Types of studies
We considered studies published in the period from
January 1st, 1981 to February 28th, 2026.

Inclusion criteria
Inclusion criteria were: 1) observational studies 2) reporting
incidence or prevalence in human patients diagnosed with
urinary calculi 3) papers written in English or Spanish.
Studies based on data from Global Burden of Disease
dataset, narrative reviews, systematic reviews, meta-analy-
ses, letters to the editor, clinical trials, and experimental
studies were excluded.
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Studies conducted in Turkey, whose territory is predom-
inantly located in Asia, were not included in the review.
Conversely, data from the Russian Federation were con-
sidered in relation to its territories located in Europe.

Types of subjects
Participants of both gender living in Europe or Latin
America were involved irrespective of their age or ethnicity. 

Diagnosis of urinary calculi
Subjects were considered affected by urinary calculi if (i)
they self-reported a history of urinary stones or (ii) had a
documented diagnosis of urinary calculi by imaging
modalities or autoptic examination or (iii) were submit-
ted to surgical procedures for stone removal. 

Outcomes
The following primary outcomes were measured: rate of
(i) prevalence or (ii) incidence of urinary calculi.

Selection of studies
A title and abstract screening to exclude documents that
did not meet the inclusion criteria was performed inde-
pendently by two authors. Full texts were downloaded to
analyze them and to extract relevant information.
Controversies were resolved by a third researcher.
Duplicate references were deleted.

Data extraction
Data extraction was conducted by two authors using a
standardized form. The following information was
obtained from each study: author(s), publication year,
study design, rate of prevalence and/or incidence, charac-
teristics of the studied population, including age and gen-
der distribution (if available).
In case of missing or insufficient information, we ana-
lyzed the issue, considering the impact of missing data on
the meta-analysis results.

Quality evaluation of methodology
Two authors independently performed the quality assess-
ment by identifying potential biases using the JBI Critical
Appraisal Checklist for Studies Reporting Prevalence Data
(12, 13). Disagreements were resolved by discussion.
High risk of bias did not influence exclusion of studies
from this systematic review. The JBI Critical Appraisal
Checklist for Studies Reporting Prevalence Data was
applied to all included studies. Each study was evaluated
across the nine standard JBI items, and scored (1 = Yes,
0 = No/Unclear/NA); an overall quality percentage was
also calculated. The nine domains were the standard JBI
items: Q1 Appropriate sampling frame, Q2 Appropriate
sampling method, Q3 Adequate sample size, Q4 Clear
description of subjects and setting, Q5 Sufficient coverage
of the sample, Q6 Valid methods for identifying the
 condition, Q7 Standard, reliable measurement, Q8
Appropriate statistical analysis, Q9 Adequate response
rate or appropriate management of low response. To eval-
uate the adequacy of sample sizes for prevalence and inci-
dence studies, the standard formula n = Z2 • P(1 − P)/d2

was used, assuming an expected prevalence of 15% and
incidence of 1% (1000/100,000), a 95% confidence level

(Z = 1.96), and an absolute precision of 0.3%. This yield-
ed to a required sample of approximately 545 and 4,244
individuals for prevalence and incidence, respectively. To
account for potential non response and drop outs, the
sample size was increased by 10%, resulting in a final tar-
get of approximately 600 and 4,670 participants.

Statistical analysis
Pooled prevalence estimates were evaluated for kidney
stones in Europe and Latin America. For the European
data, pooled prevalence estimates were also analyzed (i) by
geographic macro-region – Central/Northern Europe ver-
sus Southern/Mediterranean/Balkan Europe – and (ii) by
publication period, comparing studies published before
2000 (pre-2000) with those published in 2000 or later
(2000+). For each study, the number of kidney stone cases
and the total sample size were considered. Effect sizes were
calculated as arcsine-transformed proportions using the
Freeman-Tukey double-arcsine method to stabilize vari-
ance and reduce the influence of extreme proportions.
Random-effects models were fitted using Restricted
Maximum Likelihood (REML) estimation to obtain pooled
prevalence estimates for each subgroup. To assess whether
pooled prevalences differed between Northern and
Southern Europe or between Pre-2000 and 2000+ studies,
we performed meta-regression analyses including all stud-
ies in a single model, with geographic region or publication
period entered as categorical moderators. Heterogeneity
was interpreted according to Cochrane criteria as: of low
importance (I² ≤ 40%), moderate (I² = 30-60%), substan-
tial (I² = 50-90%), or considerable (I² ≥ 75%). Forest plots
were generated to visualize individual study estimates and
pooled effects stratified by geographic region or publica-
tion period. Pooled estimates were back-transformed to the
proportion scale to facilitate interpretation. Potential pub-
lication bias and small-study effects were evaluated using
funnel plots and Egger’s test. All analyses were performed
using the metafor package in the R statistical environment.

RESULTS
The study selection process is depicted in the PRISMA
flowchart (Figure 1).
Search #1 found 1,234 records in PubMed and 7,140 in
EMBASE (total n = 8,374)
After reading the title (or abstract) of the 1,234 records
retrieved in PubMed and the 7,140 records retrieved in
EMBASE, 212 (80 + 132) records were selected for a full
text evaluation, which resulted in the elimination of
another 120 (46 + 74) papers for various reasons (dupli-
cates, reviews of previous works, papers reporting data
already reported in a previous paper, incomplete data,
data from the Global Burden of Diseases). 
Ninety-two (34 + 58) papers were selected, which were
reduced to 56 after eliminating 36 duplicates present in
both PubMed and EMBASE. Ten additional papers
retrieved from other sources (including Google Scholar)
were added, for a total of 66 papers included in the sys-
tematic review. Finally, the review considered 66 studies, of
which 11 reported data on both prevalence and incidence
(14-24), 24 on prevalence (25-48), and 31 on incidence
(49-79).
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Search #2 found 152 records in PubMed and 963 in
EMBASE (total n = 1,115).                                                    
After reading the title (or abstract), 40 reports were selected
(5 from PubMed and 35 from EMBASE), which were
reduced to 15 after reading the full text and after eliminat-
ing 25 papers which did not have sufficient data for analy-
sis or presented data from the Global Burden of Disease.
The selected reports (4 from PubMed and 11 from
EMBASE) were reduced to 12 after elimination of 3 dupli-
cates retrieved in both PubMed and EMBASE. Five addi-
tional papers retrieved from other sources (including
Google Scholar) were added, for a total of 17 papers. Ten
studies reported prevalence data, and seven studies report-
ed incidence data. 
The characteristics of the studies included in the review are
shown in Table 1 (Prevalence and Incidence in Europe),
Table 2 (Prevalence in Europe), Table 3 (Incidence in

Europe), Table 4 (Prevalence in Latin America) and Table
5 (Incidence in Latin America).

Studies on prevalence in Europe
Thirty-five studies reported on prevalence in 17 European
countries (13-47). Prevalence was evaluated in Croatia (n =
2), Denmark (n = 1), Finland (n = 1), France (n = 1), Greece
(n = 1), Iceland (n = 1), Italy (n = 10), Kosovo (n = 1),
Germany (n = 3), The Netherlands (n = 1), Poland (n = 1),
Serbia (n = 1), Spain (n = 5), Sweden (n = 2), Switzerland
(n = 1), UK (n = 2), and Ukraine (n = 1).
In two countries the prevalence was estimated by the
same study group in two different periods of time. In
Germany, Hesse et al. (17) showed an increase of preva-
lence from 4% in 1979 to 4.7% in 2001; in Italy,
Trinchieri et al. (16) found an increase from 5.9% in 1987
to 9% in 2001.

Figure 1. 
PRISMA flowchart
depicting the study
selection process.
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Table 1. 
Characteristics of included studies on both prevalence and incidence in Europe (n = 11) (14-24).
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Table 2. 
Characteristics of included studies on prevalence in Europe (n = 24) (25-48).

Prevalence was estimated in Croatia 3.2-5.9%, Denmark
3.8%, Finland 3.0/1.8%, France 9.8%, Greece 15%, Iceland
3.9%, Italy 1.72-16.7%, Kosovo 2.8%, Germany 4-6.9%,
The Netherlands 8.4%, Poland 12.85%, Serbia 5.6%, Spain
2.75-16.4%, Sweden 8.23-19%, Switzerland 7.8%, UK 3.5-

3.8%, Ukraine 3.6% (Table 1 and 2) (13-47). Prevalence
data were elaborated using the Freeman-Tukey transfor-
mation. After back-transformation, random-effects mod-
els produced a pooled prevalence of kidney stones of
7.2% (95% CI, 5.55% to 9.05%).
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Table 3. 
Characteristics of included studies on incidence in Europe (n = 31) (49-79).
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Table 4. 
Characteristics of included studies on prevalence of urinary calculi in Latin America (including South America, 
Central America and Caribbean) (n = 9) (80-89).
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Table 5. 
Characteristics of included studies on incidence of urinary calculi in Latin America (including South America, 
Central America and Caribbean) (n = 7) (90-96).
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Prevalence data of European studies compared 
by geographical macro-region
A total of 21 studies from Southern/Mediterranean/ Balkan
Europe (hereafter ‘Southern Europe’) and 14 studies from
Central/Northern Europe (hereafter ‘Northern Europe’)
were included in this analysis. Random-effects models
using the Freeman-Tukey double-arcsine transformation
produced a pooled prevalence of kidney stones of 7.03%
(95% CI, 5.14% to 9.18%) for Southern Europe and 7.52%
(95% CI, 4.50% to 11.24%) for Northern Europe after
back-transformation to the proportion scale. The overall
prevalence assessed by pooling all European studies was
7.20% (95% CI, 5.55% to 9.05%). Individual study esti-
mates of kidney stone prevalence varied substantially.
Between-study heterogeneity was deemed as “considerable”
either globally (I2 = 99.86%, p < 0.0001) or within each
macro-region (Northern Europe: I2 = 99.85%, p < 0.0001,
Southern Europe: I2 =99.79%, p < 0.0001).To formally
assess regional differences within Europe, studies were
combined in a meta-regression model with the geographic
macro-region as a moderator. The region coefficient was
negative (-0.0082) and statistically non-significant (p =
0.8187), indicating that the prevalence of kidney stones
was not detectably different in Northern compared with
Southern Europe. A forest plot visually illustrates the dis-
tribution of study-level estimates and the pooled effects for
each region (Figure 2). Publication bias assessed with the
Egger’s test showed significant funnel plot asymmetry
(Supplementary Materials Figure 1) when all European
studies were considered (p = 0.0373), but non-significant
asymmetry was found when studies were divided by
macro-region (Northern Europe, p = 0.6673; Southern
Europe, p = 0.1222).

Prevalence data of European studies compared 
by study time (pre-2000 vs 2000 and later)
All studies performed in Europe were separated accord-
ing to the publication date. A total of 17 studies pub-
lished before year 2000 (pre-2000) and 18 studies pub-
lished in year 2000 and later (2000+) were included in
the analysis.
Prevalence data were elaborated using the Freeman-Tukey
transformation. After back-transformation, random-effects
models produced a pooled prevalence of kidney stones of
7.37% (95% CI, 4.53% to 10.81%) for studies published
before year 2000, and 7.11% (95% CI, 5.31% to 9.15%)
for studies published in 2000 and later (Figure 3).
Individual study estimates of kidney stone prevalence
varied substantially within each period. Between-study

heterogeneity was deemed as “considerable” either for the
global data pool (I2 = 99.86%, p < 0.0001) or in both
subgroups (Pre-2000, I2 = 99.79%, p < 0.0001; 2000+, I2

= 99.81%, p < 0.0001). 
When studies were combined in a meta-regression model
with year 2000 as a moderator, the regression coefficient
was negative (-0.0038) and statistically non-significant
(p = 0.8187), indicating that the prevalence of kidney
stones was not detectably different depending on the
study publication date. A forest plot shows the distribu-
tion of study-level estimates and the pooled effects for
each period considered (Figure 3).
Publication bias assessed with the Egger’s test indicates
significant funnel plot asymmetry for studies published
before year 2000 (p = 0.004), but non-significant (or bor-
derline-significant) asymmetry is found for studies pub-
lished from year 2000 (p = 0.052) (Supplementary
Materials Figure 1).

Sensitivity analysis
As the prevalence of kidney stones in Ukraine (36%; 95%
CI, 27% to 46%) was a major outlier, we performed sen-
sitivity analysis by excluding the Kurennaia 1992 study.
The overall prevalence assessed by pooling all European
studies (Ukraine excluded) was 6.75% (95% CI, 5.34%
to 8.30%; I2 = 99.82; p < 0.0001). Metanalysis performed
according to macro-regions resulted in a pooled preva-
lence equal to 6.31% (95% CI, 4.30% to 8.68%; I2,
99.71; p < 0.0001) for Northern Europe. The meta-
regression coefficient was 0.0147. (P = 0.6392), showing
that the difference between macro-regions remained non-
significant. Exclusion of the 1992 Ukrainian study from
metanalysis between studies performed before 2000 or in
2000 and beyond, resulted in a pooled prevalence equal
to 6.36% (95% CI, 4.23% to 8.87%; I2, 99.71; p <
0.0001) for studies performed before year 2000. The
meta-regression coefficient was 0.0751 (p = 0.6146).

Studies on incidence in Europe
Forty-two studies reported on incidence in 15 European
countries. Incidence was evaluated in children in Croatia
(n = 1), Iceland (n = 2), and UK (n = 1). In adults it was
evaluated in Denmark (n = 1), France (n = 1), Germany
(n = 3),Greece (n = 1),Kosovo (n = 1), Iceland (n = 2),
Ireland (n = 1), Italy (n = 4), Norway (n = 1),Poland (n =
1), Russia (n = 2), Spain (n = 7), Sweden (n =
3),Switzerland (n = 1), UK (n = 9),
Incidence in pediatric series in Iceland in 2006 was 5.6 and
6.3 per 100,000 children less than 18 and 16 years of age
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with variation of rate along time being 3.7/100,000 in
1985-1989,11.0/100,000 in 1995-2004 and 8.7/100,000
in 2010-2013; in Croatia incidence was 6.5/100,000 chil-
dren under 18 years and in UK 1.77/100,000 person-years
(57, 61, 70).
The annual incidence rates expressed as the number of
cases per 100,000 inhabitants and calculated based on the
data from the retrieved studies varied greatly between dif-
ferent countries and between studies conducted in the same
country: Denmark 55.5, France 15.6, Germany 540-1470,
Greece 2843, Kosovo 16.8, Iceland 138-562 (M) 108-197
(F), Ireland 99, Italy 158-2614, Norway 200, Poland 127,
Russian Federation 23.8-205, Spain 56.7-1255, Sweden
140-500, Switzerland 1445, UK 28-175 (49-79).
These large differences do not reflect the real geographi-

cal differences related to lifestyle and climate but are evi-
dently a result of the broad differences in study design
and the specificity of some populations under examina-
tion. For this reason, only a narrative review of these inci-
dence results is possible, as they cannot be quantitatively
compared due to methodological differences.
Nine studies have been conducted in the United Kingdom
(UK) in the general population. Most of these studies
evaluated the number of annual hospitalizations for
urolithiasis-related diagnoses over various time periods.
The initial data, dating back to 1980, are based on hospi-
tal case registers, including outpatients and inpatients,
and from Hospital Activity Analysis (52). These yielded
an annual registration rate (22/100,000 population),
which appears to underestimate the incidence of the dis-

Figure 2. 
Forest plot of kidney stone
prevalence in Europe, divided by
macro-regions.

Forest plot showing prevalence
estimates (rounded to the second
decimal) extracted from population-
based studies across European
countries. Individual study
prevalences (proportions) are
displayed as squares with 95%
confidence intervals, weighted by
inverse variance. A random-effects
model using the Freeman–Tukey
transformation was applied, and all
values shown are back-transformed
to the original proportion scale.
Diamonds represent the pooled
prevalences for Northern/central
Europe (‘North’ in the plot) and
Southern/Mediterranean/Balkan
Europe (‘South’ in the plot) macro-
regions, derived from separate
random-effects models, spanning
between their 95% confidence
interval boundaries.
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ease. The introduction of electronic registers allowed a
more accurate assessment of the incidence, which has
been estimated by Hospital Episode Statistics (HES) as
increasing from 110/100,000 in 2003-4 to 160/100,000
in 2013-14, before stabilizing at around 140/100,000 in
subsequent years (59, 64, 85, 66, 75) The total number
of cases was reported as 83,050 in 2009-10, 93,039 in
2013-14, and 88,632 in 2019-20. 
Another statistical approach in UK has been to consider the
incidence of stone disease in a cohort under observation for
other purposes. Turney et al. (63) considered the 51,336
participants in the Oxford arm of the European Prospective
Investigation into Cancer and Nutrition, using data from
Hospital Episode Statistics in England and Scottish
Morbidity Records to demonstrate that in the cohort, 303
participants attended hospital with a new kidney stone
episode during the follow-up period. A similar design was
adopted by Littlejohns et al. (72), who considered the
439,072 participants in the UK Biobank study who had
2,057 hospital admissions for urinary stones during a 6.1-
year follow-up. Zhang et al. (79) used the same dataset at a
longer interval of follow up. The incidence values that can

be calculated based on these numbers are lower (< 100 per
100,000) than those derived from previous statistics.
In Spain (53-56), estimated incidence values derived from
studies conducted in hospitals that collected patients from
well-defined geographical areas produced fairly homoge-
neous incidence values ranging from 250 to 510/100,000.
Conversely, the study by Sáenz-Medina et al. (76), which
relied on the minimum basic dataset (MBDS), supported by
the Health and Social Services Ministry of the Spanish
Government, estimated significantly a lower incidence
value (56.7 per 100,000).
Furthermore, studies based on the follow-up of popula-
tions in Spain (22.67), intercepted a higher number of
stone episodes, leading to a much higher estimates of the
annual incidence of 500-1,200/100,000.
A very low incidence rate of 15,6 per 100,000 have been
described in France in a study based on a small series of
patients referred to an outpatient stone clinic of a hospi-
tal serving a population of approximately 250,000, which
may not have identified all patients with stones (51). In
Kosovo (63) and in a Caucasian republic of the Russian
Federation (69), low incidence rates of urolithiasis (< 30

Figure 3. 
Forest plot of kidney stone
prevalence assessed before year
2000 or in year 2000 and later.

Forest plot showing prevalence
estimates (rounded to the second
decimal) extracted from population-
based studies across European
countries. The first author of the
study and the publication year for
each individual study are listed.
Individual study prevalences
(proportions) are displayed as
squares with 95% confidence
intervals, weighted by inverse
variance. A random-effects model
using the Freeman-Tukey
transformation was applied, and all
values shown are back-transformed
to the original proportion scale.
Diamonds represent the pooled
prevalences for studies published
before year 2000 (‘Pre-2000’ in the
plot) and for studies published in
year 2000 and later (‘2000+’ in
the plot). Pooled prevalence data,
spanning between their 95%
confidence interval boundaries, are
derived from separate random-
effects models.
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per 100,000) can be estimated on local or government
records of urolithiasis-related admissions. 
In Sweden (16,23), incidence values have ranged
between 140 and 500/100,000, based on two specific
studies assessing the incidence of stone formation and a
larger study assessing the effects of cadmium exposure.
In Italy, the incidence of kidney stones has been estimated
at homogeneous values (158-400/100,000) in three studies
(17, 21 ,58), while much higher values were reported by
Rendina et al. (71), who studied a selected population of
women > 40 years with idiopathic osteoporosis.
In Germany, relatively high incidence values were
described in two studies (620 and 540/100,000) (14, 15)
and significantly higher in a third study, at 1470/100,000
(18). All these studies were based on the follow-up of rel-
atively large cohorts of subjects (7,000-10,000 subjects).
Two studies in Iceland relied on a search of computerized
databases of all major hospitals and medical imaging cen-
ters in Reykjavik and in Iceland to identify radiologic and
surgical procedure codes indicative of kidney stones (20,
60). The estimated incidence values were 562/197 and
138/108, respectively.
A relatively low incidence rate can be estimated in a pop-
ulation of firefighters in Denmark (around 115x100,000)
(78) and slightly higher rates have been observed in
Norway (200x100,000), Ireland (184.5x100.000 in M
and100.2 in F), Russia (205.4x100,000) and Poland (150
x 100,000) (59, 73, 74, 77).
Finally, higher rates have been reported in Switzerland
(24) and Greece (19). Both studies estimated incidence
directly through population follow-up. The Swiss study
found 49 new cases out of 1128 and the Greek study 12

new cases out of 422 that means incidence rates of
4,343x100,000 and 2843x100,000 respectively.

Studies on prevalence in Latin America
Ten studies (79-88) reported data on the prevalence of
urolithiasis in Latin America: two in Mexico (80,89),
three in Cuba (82,83,85), and one each in Argentina (82),
Bolivia (81), Brazil (88), Chile (86), and Trinidad and
Tobago (87). Prevalence values ranged between 1.3% and
16.74%. The study with the lowest prevalence of 1.3%
was conducted in Bolivia (81), as part of a population-
based educational study that selected apparently healthy,
asymptomatic subjects with abnormal urinalysis and uri-
nary sediment findings. Only 700 subjects were included
in the final evaluation. The highest values were observed
in Trinidad and Tobago (87), where a prevalence of
16.74% was estimated. This may be an overestimation
because the study was based on an e-mailed question-
naire, which may have aroused greater interest in
responding in subjects with stones. A study conducted in
Chile (86) reported a prevalence of 14.4%, estimated by
the detection of stones in a series of patients undergoing
CT scans, which may be biased by inclusion of patients
undergoing the scan for stone-related symptoms. A simi-
lar study in Brazil (88) showed a 6.8% prevalence of
stones in a series of patients undergoing CT scans after
exclusion of patients referred by urology ward.
Other studies demonstrated a prevalence ranging from
2.52% to 5.5%, with slightly higher values in men, white
subjects and subjects > 50 years of age.
Random-effects models using the Freeman-Tukey transfor-
mation produced a pooled prevalence of kidney stones of
6.02% (95% CI, 3.58% to 9.03%) (Figure 4). Between-
study heterogeneity was deemed as “considerable” (I2 =
99.09%, p < 0.0001). Publication bias assessed with the
Egger’s test does not indicate the presence of significant
asymmetry (p = 0.32).

Studies on incidence in Latin America
The incidence was assessed in seven studies (89-95). One
study was limited to the pediatric population with an esti-
mated incidence of 2.3 cases/year/100,000 inhabitants
(89). The other studies reported incidence values ranging
from 31 to 250 cases/year/100,000. 
The variability depends on the different methodologies
used and the socioeconomic and climatic characteristics
of the different areas in which the study was conducted.

Figure 4. 
Forest plot of kidney stone prevalence in Latin American
countries.

Forest plot showing prevalence estimates (rounded to the
second decimal) extracted from population-based studies across
countries from Southern America and the Caribbeans. 
Individual study prevalences (proportions) are displayed as
squares with 95% confidence intervals, weighted by inverse
variance. All values shown are back-transformed from Freeman-
Tukey transformation to the original proportion scale.
Diamonds represent the pooled prevalence spanning between
its 95% confidence interval boundaries.
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M to F ratio
In the vast majority of studies in Europe, prevalence and
incidence rates have been higher in men than in women,
although the male-to-female ratio has decreased from val-
ues of 2.7:1 in the 1980s (50) to values closer or equal to
1:1 in more recent years (43).
Incidence rates of urolithiasis have been shown to be
slightly higher in females in Brazil (91, 92), particularly in
subtropical regions (93), while the males still had higher
rates in the subtropical regions of Brazil, in Colombia
(94), and in Chile (95). Prevalence has also been shown
to be slightly higher in females in Brazil (88) Mexico (80,
89) and Trinidad and Tobago (87) while it was higher in
males in other countries as Cuba (82, 83, 85), Argentina
(84), and Chile (86).

Quality assessment
Each study was evaluated across the nine JBI domains, with
scoring item-by-item and an overall quality percentage.
Supplementary tables present the full JBI appraisal matrix
for 35 prevalence and 42 incidence studies (11 studies
assessed both prevalence and incidence and were scored
two times) in Europe and for 10 prevalence and 7 inci-
dence studies in Latin America.
The tables show for each of the 84 studies: item by item
scoring (Y/N), a total JBI score (0-9) and a rounded per-
centage score. 
For the 35 prevalence studies in Europe (11 studies eval-
uating both prevalence and incidence + 24 evaluating
prevalence alone): 10 studies scored 9/9, 18 studies 8/9,
6 studies 7/9 and one study 5/9.
For the 42 incidence studies in Europe (11 studies evalu-
ating both prevalence and incidence, 31 evaluating inci-
dence alone): 10 studies scored 9/9, 18 studies 8/9, 6
studies 7/9 and 1 study 5/9. 
For the 10 prevalence studies in Latin America 4 studies
scored 9/9, 4 studies 8/9, one study scored 7/9 ed one 6/9.
For the 7 incidence studies 4 scored 9/9 and 3 scored 8/9.
Lower scores were mainly due to issues in sampling
methods and sample size justification. Most studies
scored between 7 and 9 out of 9, indicating generally
good methodological quality. 

DISCUSSION

Historical notes
The presence of stones in the urinary tract has been
known since ancient times. Ancient Greek and Roman
physicians described the symptoms of urinary lithiasis in
the lower and upper urinary tracts. Surgery for bladder
stones has been described since then, and the technique
of lithotomy with the related dedicated instruments was
widespread between the XVI and XVIII centuries in
numerous European countries. 
In the first half of the XIX century, bladder lithotomy was
one of the most performed surgical procedures in hospi-
tals in England (97) and throughout the rest of Europe
(98). In fact, at that time, primary bladder stones (not
associated with stasis and bladder neck obstruction) were
relatively common in adults and children. Stones were
composed of 50% of ammonium urate, which formed the

core of the stone, while the remaining part was calcium
oxalate. Between 1829 and 1830, Yelloly (99) collected
the first epidemiological data on the incidence of hospi-
talizations for urolithiasis in Great Britain reporting an
overall incidence in Great Britain of 1 case per 100,000
inhabitants per year, lower rates in Scotland and Ireland,
with a higher incidence in rural districts. The incidence of
bladder stones gradually declined because of improved
socioeconomic conditions and the development of
healthcare, although it was still described in some areas of
Europe in the first half of the XX century. At the same
time, an increase in the incidence of upper urinary tract
stones began to be described in some northern European
countries as a consequence of increased food intake and
change of lifestyle. These stones manifested with painful
colic symptoms followed by stone passage. The introduc-
tion of radiological diagnostics allowed for easier and
more frequent diagnosis of upper urinary tract stones.
The phenomenon gradually became increasingly impor-
tant, so much so that it was referred to as the "stone wave."
In the Oslo population the annual incidence of sympto-
matic renal stones in the population rose from 118
cases/year per 100,000 in 1940 to 300 cases/year in 1960
(100) and similar observations were made in other
Scandinavian countries such as Sweden (101) and
Finland (102), and subsequently in many other Western
European countries (103).
Historical data on the epidemiology of urolithiasis in
Latin America are much scarcer, although some reports
suggest a trend similar to that observed in Europe with a
time lag of a few decades. In 1944, Davalos (104) report-
ed having learned during his stay in Ecuador that bladder
stones had been more frequent forty years earlier, at the
beginning of the twentieth century, but that they had
subsequently progressively decreased in association with
an increase in stones of the upper urinary tract that had
previously been very rare. Judd and Meyers (105) report
the statistics of the Chief Health Officer of the Panama
Canal, who showed a relatively high incidence of urinary
stones in 1942 of 181.8 cases/year/100,000.
Over the past 50 years, several epidemiological studies
have been conducted to evaluate the prevalence and inci-
dence of urinary stones in both Europe and Latin America.

Prevalence of urolithiasis in Europe
Numerous studies evaluated the prevalence of urolithiasis
in cohorts of subjects residing in European countries.
These studies vary in design, making comparisons some-
what difficult. Most studies are based on interviews (in
person or by telephone) with participants recruited using
various criteria. Some studies have investigated entire
populations residing in a defined geographic area (village,
city, county, island, town). Other studies have randomly
selected a cohort representative of a larger population
(town, country). Other studies have involved GPs who
evaluated the entire cohort of patients they care for. Some
studies have evaluated workers within a company or a
public service who undergo periodic health checks.
Finally, other studies have evaluated cohorts of subjects
already under study with longitudinal follow-ups for
other purposes (cancer incidence, effect of vitamin pro-
phylaxis, twin studies). The sample size varies greatly, but
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only in a few cases it was below the minimum estimate
required to calculate prevalence/incidence.
Some studies had shown that the prevalence of urolithia-
sis was still increasing in Central and Southern European
countries (16, 17) between the early 1980s and the late
1990s as a consequence of changing lifestyle. 
This trend, however, appears to have slowed over the last
20 years. In fact, pooled prevalence did not vary between
studies conducted between 1981 and 2000 and those
conducted after 2000. On the other hand, regional varia-
tions also appear to have diminished because of the
homogenization of economic conditions and lifestyles
across European countries, also as a result of the unifica-
tion processes of the European Union.
Across the included studies, we observed high hetero-
geneity in reported kidney stone prevalence, with (I2) val-
ues approaching 100%. This indicates that the variance
between studies is a dominant factor, likely reflecting
substantial differences in the diagnostic methods, in the
time periods, in the environmental exposures, and in the
genetic, ethnic, social, or educational characteristics of
the various study populations. Importantly, this hetero-
geneity was pronounced even after applying variance-sta-
bilizing transformations and conducting subgroup analy-
ses. The persistence of such high variability suggests that
pooled prevalence estimates should be interpreted cau-
tiously, as they likely represent a broad aggregation of
fundamentally heterogeneous elements.
To explore whether geographic or temporal factors con-
tributed to this variability, we performed meta-regres-
sions comparing studies from Mediterranean/Balkan
countries with studies from Central and Northern
European countries, as well as studies conducted before
or after year 2000. Neither analysis identified statistically
significant differences, and prevalence estimates showed
substantial overlap across both regional and temporal cat-
egories. 
These findings indicate that the adopted classifications
alone are insufficient to explain the heterogeneity
observed across studies. At the same time, the consisten-
cy of our results across multiple analytic approaches
highlights the robustness of our methodology and sug-
gests that more granular, standardized covariates – such
as diagnostic modality, climate variables, or ethnic/social/
demographic structure – may be required in future
research to better account for the complex factors shap-
ing kidney stone prevalence. The main difficulty will
probably reside in the markedly different covariates,
namely in the diverse descriptors of each single popula-
tion in each national report, in the absence of a standard-
ized reporting modality.

Incidence of urolithiasis in Europe
Incidence studies are largely based on electronic registries
of urinary stone-related surgeries or hospital admissions,
which have become available over the past 20-30 years
for many countries or for individual hospitals or hospital
consortia. The incidence rate is calculated based on the
size of a country's population covered by the national
health system or on the number of inhabitants of smaller
geographical areas who exclusively refer to a specific
health service.

The hospital admission rate in the UK, regardless of the
study of Power et al. which was prior to the computeriza-
tion of hospital records, has been estimated by Hospital
Episode Statistics to vary over the last 15 years between
110 and 160x100,000 based on a number of cases per
year between 83,000 and 93,000 out of a general popu-
lation of 63,000,000 to 67,000,000.
Similar hospitalization rates were observed in Ireland
(102.1-184.5/100,000 in men, 43.5-100.2 in women),
Russia (176.7 in 2005, 205.4 in 2019) and Iceland (108
x100,000 in 1995-89 and138 x100,000 in 2005-08), but
lower rates were reported in Kosovo and Dagestan.
Slightly higher rates were found by some studies in Spain,
when evaluating the admission rate to referral hospitals of
a specific area, with rates between 266 and 510x100,000.
Other studies have measured incidences directly through
systematic follow-up of a cohort of patients monitored for
the onset of symptomatic stone events, although no stud-
ies have systematically investigated the presence of stones
with periodic imaging examinations. These studies
include health screening for early diagnosis of diseases or
follow-ups of primary care physicians. They are more
comprehensive because they can include cases treated
conservatively on outpatient basis or cases of asympto-
matic stones diagnosed through imaging performed for
periodic checkups or for the study of other diseases. In
these studies, the incidence was estimated at values close
to or greater than 1,000 cases/year x 100,000 inhabitants.
These values are higher than the hospital admission rates
which tend to underestimate the true incidence of the dis-
ease. They are compatible with the global age-standard-
ized incidence rate of the Global Burden of Disease study
which was reported to be 1450 per 100,000 in 2000 and
1240 per 100,000 in 2020. Particularly, the GBD age-
standardized incidence rates for Central Europe were
1420/100,000 in 2000 and 1040 in 2020 (2).
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In pediatric populations, we have only incidence rates
assessed by hospital admissions that range between 1.8
and 6.5 cases per 100,000 which are significantly lower
than the global GBD study incidence rates per 100 000
children which were in reported to be 77.92 in 1990 and
77.64 in 2021 (4).
Hospitalization rates in Latin America are even lower than
those reported in Europe, with values mostly below 100
per 100,000 inhabitants, which can be explained both by
a lower prevalence of the disease and by lower access to
health services. These values are much lower than the
global age-standardized incidence rates of the GBD study,
which for Latin America are 1790 per 100,000 in 2000
and 1970 per 100,000 in 2021 (2).
Finally, it should be noted that in Europe urolithiasis is
still more frequent in males, although the male-to-female
ratio tends to decrease. Conversely, this trend seems more
evident in Latin America where the disease rates in both
sexes have been shown to be equal or slightly higher in
females in many studies. This finding reproduces what
was described by the GBD study which in 2021 observed
an increase of female urolithiasis in most regions, with a
decrease of the global ratio of age-standardized incidence
rates for males-to-females from 2.3:1 in 1990 to 2.07:1 in
2021, until reaching a nearly equivalent male-to-female
ratio in Tropical Latin America at 1.4:1, in central Europe
at 1.06:1, and eastern sub-Saharan Africa at 1.01:1.

CONCLUSIONS
In conclusion, this review confirmed that the peak preva-
lence of urolithiasis has been reached in European coun-
tries, where the disease seems to have fairly homogeneous
characteristics across their territories, in which economic
conditions and lifestyles tend to become uniform.
Conversely, we were unable to confirm the trend of an
increase in prevalence and incidence values of urolithiasis
in Latin American countries, where prevalence and inci-
dence rates are still lower than those observed in Europe.
However, it is possible that the traditional sources we used
have a longer latency compared to other indicators; thus,
demonstrating a change in prevalence and incidence val-
ues may require a longer period of time.
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