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ABSTRACT

Background: In Japan, the incidence of kidney stones has increased markedly in recent decades. Major causes of
kidney stones remain unclear, and limited data are available on the relationship between overweight/obesity and the
incidence of kidney stones. We therefore evaluated body mass index (BMI) and the incidence of kidney stones in
Japanese men.
Methods: Of the workers at a gas company, 5984 males aged 20–40 years underwent a medical examination in
1985 (baseline). This study includes 4074 of the men, who were free of kidney stones at baseline and underwent a
second medical examination performed between April 2004 and March 2005. BMI was calculated from measured
height and weight in 1985, and men were categorized into tertiles. The development of kidney stones during follow-
up was based on self-reports from questionnaires at the second medical examination.
Results: The average duration of follow-up was 19 years, with 258 participants developing kidney stones during
this period. Using the lowest BMI (1st tertile) group as a reference, the hazard ratios (95% confidence intervals [CIs])
for the 2nd and 3rd BMI tertiles were: 1.26 (95% CI, 0.92–1.73) and 1.44 (95% CI, 1.06–1.96), respectively (P for
trend = 0.019). After additionally adjusting for potential confounders, such as age, systolic blood pressure,
cardiorespiratory fitness, cigarette smoking, and alcohol consumption, the hazard ratios were 1.28 (95% CI,
0.93–1.76) and 1.41 (95% CI, 1.02–1.97), respectively (P for trend = 0.041).
Conclusions: These results suggest that increased BMI is a risk factor for kidney stones in Japanese men.
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INTRODUCTION

Kidney stones are one of the most common urological
disorders in Japan. According to the Japanese urolithiasis
clinical guidelines, the ratio of occurrence of upper (kidney
and ureteral) and lower (bladder and urethral) urinary tract
stones has been mostly stable in recent years, with upper
urinary tract stones accounting for about 96% of all cases of

urolithiasis.1 Also, the male:female ratio of patients is 2.4:1,
showing a greater propensity in males. Regarding the
incidence of kidney stones in Japan, upper urinary tract
stone occurrence has increased markedly in recent decades.2

The age-adjusted annual incidence of upper urinary tract
stones in 2005 was 165 per 100 000, which was more than
double the incidence in 1965 (81 per 100 000).2 The lifetime
incidence of kidney stones is not low: 15.3% in males and
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6.8% in females. Moreover, the recurrence rate of kidney
stones within 20 years has been reported to be about 75%.3

Major causes of kidney stones remain unclear in many
respects, but the disease is considered to be related to a wide
range of genetic, nutritional, and environmental factors.
According to the 2012 National Health and Nutrition Survey
in Japan, the percentage of males with a body mass index
(BMI) of ≥25 is increasing (1980: 17.8%, 2012: 29.1%)4 in
parallel to increases in the annual incidence of kidney stones.
In some cross-sectional studies, body weight has been shown
to be associated with a high uric acid level, low urinary pH,
and increased risk of kidney stones.5–7 In a cohort study in
the United States, higher levels of BMI were associated
with increased risks of kidney stones in a dose-response
relationship in men and women.8 The relative risk of
developing kidney stones was 1.33 times higher (95% CI,
1.08–1.63) in individuals with a BMI of ≥30.0 than in those
with a BMI of 21.0–22.9.8 In addition, in a recently reported
cohort study of postmenopausal females in the United States,
a strong inverse relationship was shown between physical
activity and incidence of kidney stones (P for trend < 0.001).
However, their study suggests that BMI is a predictor of
kidney stones after adjusting for physical activity (P for
trend = 0.01).9 There are racial differences in the prevalence
of kidney stones, which is highest in whites, followed by
Hispanics, blacks, and Asians.10 Marked differences exist in
the body composition and distribution of body fat between
Asians and whites,11,12 and to our knowledge, there has been
no study of the relationship between obesity and kidney stones
in an Asian population. Therefore, this study was designed to
prospectively determine whether high BMI is an independent
risk factor for the development of kidney stones in Japanese
men.

METHODS

Participants
Of the workers at a natural gas company in metropolitan
Tokyo, 5984 males aged 20–40 years underwent a medical
examination in 1985 (baseline). Few females underwent
examination (n = 462) and were therefore not included in
this study. Of the males who underwent the baseline medical
examination, 335 who had one or more of diabetes (n = 201),
cardiovascular disease (n = 228), tuberculosis (n = 3), or
gastrointestinal disease (n = 9) at the time of examination
were excluded from this study.

In addition, those who did not undergo the exercise test for
measurement of cardiorespiratory fitness as an objective
marker of physical fitness in 1985 and those who reported
that they had a history of kidney stones before 1985 on
medical examinations performed between April 2004 and
March 2005, which was the last year of the follow-up, were
also excluded (n = 1575), leaving 4074 males for the present
study.

This study was approved by the Ethics Review Board of
the National Institute of Health and Nutrition.

Measurement of BMI and potential confounders
Participants were required by the Industrial Safety and Health
Act of Japan to undergo medical examinations. At the medical
examination in 1985, height, body weight, and resting blood
pressure were measured. Body weight was measured in light
clothes and with shoes off using a scale periodically calibrated
according to the law. BMI (weight in kilograms divided by the
square of height in meters) was calculated from the measured
height and weight. Resting blood pressure was measured
using an automated sphygmomanometer while the participants
were seated on a chair.
In addition, the estimated maximum oxygen uptake was

measured as an index of cardiorespiratory fitness by a
submaximal graded exercise test on a cycle ergometer. This
test consisted of three progressively increasing submaximal
4-minute exercise stages. The heart rate was determined by
ECG. The target heart rate was set at 85% of the maximum
heart rate estimated from the age (220 − age), and the load
was increased by 37 watts until the target heart rate or the 3rd
grade was reached. The maximum oxygen uptake was
estimated in each participant from the heart rate obtained
during the last minute in the last grade using the nomogram of
Åstrand and Ryhming13 and Åstrand’s age-correction factor.14

Drinking and smoking habits were assessed using a self-
administered questionnaire.

Diagnosis of kidney stones
In the medical examination performed between April 2004
and March 2005, participants reported whether or not they had
kidney stones, as well as the duration of kidney stones, in
a self-administered questionnaire, and their responses were
confirmed by a nurse during a face-to-face examination.
Those who answered that they had developed kidney stones
after 1985 were regarded as cases for the present analysis.

Statistical analysis
Participants were classified into tertiles according to their
BMI. Baseline characteristics of the participants were
compared among tertiles by one-way analysis of variance
for continuous variables and the Kruskal-Wallis test for
categorical variables. In this study, the relationships of BMI
with the incidence of kidney stones and potential confounders,
such as age, systolic blood pressure, cardiorespiratory fitness,
smoking, and alcohol consumption, were analyzed using Cox
proportional hazards models. We calculated hazard ratios
for incidence of kidney stones according to age (10-year
intervals), systolic blood pressure (10-mmHg intervals),
cardiorespiratory fitness (tertiles of maximum oxygen uptake
estimated from the results of the exercise test), smoking
(nonsmokers, 1–20 cigarettes per day, and ≥21 cigarettes per
day), and alcohol consumption (nondrinkers, 1–45 g/day,
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and ≥46 g/day). In multivariable analyses, we included all
potential confounders as covariates. A two-tailed P value less
than 0.05 was considered statistically significant. Statistical
analysis was performed using IBM SPSS Statistical Version
20 (IBM Japan, Tokyo, Japan).

RESULTS

The median age of the participants at baseline was 31
(interquartile range, 28–35) years. The mean duration of the
follow-up was 19 years, and 258 participants developed
kidney stones during this period. Table 1 shows the baseline
characteristics of the participants according to BMI categories.
Participants with lower BMI tended to be younger and have
lower blood pressure, while cardiorespiratory fitness tended
to be higher in the low BMI group. In addition, the smoking
rate was higher in the lowest BMI tertile, while alcohol
consumption increased in the higher BMI groups.

Table 2 shows the relationships of various potential
confounders other than BMI with the incidence of kidney
stones. In age-adjusted analyses, cardiorespiratory fitness and
drinking habit showed weak, negative associations with the

incidence of kidney stones. However, when BMI was
included in the model as a covariate, the relationship
between cardiorespiratory fitness and incidence of kidney
stones was attenuated, but the negative association between
drinking habit and incidence of kidney stones was
strengthened. The incidence of kidney stones per 10 000
person-years was inversely associated with BMI (Table 3).
Moreover, the high BMI group had a higher cumulative
incidence rate of kidney stones during the follow-up period
(Figure). Table 3 shows the crude, age- and alcohol-
consumption-adjusted, and multivariable-adjusted hazard
ratios of the occurrence of kidney stones by BMI tertile. In
the third tertile, the multivariable adjusted hazard ratio for
kidney stones was significantly (1.41 times) higher than in
the first tertile (95% CI, 1.02–1.97). In addition, a significant
dose-response relationship was observed between BMI and
risk of kidney stones (P for trend = 0.041).

DISCUSSION

Here, we reported a cohort study designed to evaluate the
relationship between overweight/obesity and kidney stones in

Table 1. Baseline characteristics of participants in 1985, according to BMI groups

Characteristic Total 1st tertile (low) 2nd tertile 3rd tertile (high) P value

Participants 4074 1354 1361 1359 —
Median age, years 31 (28–35) 30 (27–34) 31 (28–35) 32 (29–36) <0.001
Mean height, cm 169.6 (5.5) 170.1 (5.4) 169.5 (5.4) 169.2 (5.6) <0.001
Mean weight, kg 65.8 (8.2) 58.5 (4.7) 65.3 (4.4) 73.5 (6.9) <0.001
Mean BMI, kg/m2 22.9 (2.5) 20.2 (1.1) 22.7 (0.6) 25.7 (1.7) <0.001
Mean systolic blood pressure, mmHg 125.4 (11.6) 122.2 (11.7) 125.2 (10.9) 128.8 (11.3) <0.001
Mean diastolic blood pressure, mmHg 72.6 (9.0) 69.6 (8.7) 72.6 (8.6) 75.7 (8.6) <0.001
Mean VO2max, mL/kg/min 41.2 (8.0) 44.1 (7.8) 41.7 (7.9) 37.8 (6.8) <0.001
Smokers, % 66.7 68.8 65.5 65.7 0.123
Drinkers, % 69.0 63.4 70.7 73.1 <0.001

BMI, body mass index; VO2max, maximum oxygen uptake.
Data represented as median (interquartile range), mean (standard deviation), or %.

Table 2. Hazard ratios for incidence of kidney stones by potential confounders, 1985 to 2004–05

Variable Participants
Person-years
of follow-up

Incidence
Incidence

(per 10000 person-years)

Age-adjusted
hazard ratio
(95% CI)

P for trend
Multivariablea

Hazard Ratio
(95% CI)

P for trend

Age
Per 10 years 4074 77406 258 33 — — 0.93 (0.72–1.21) 0.601

Systolic blood pressure
Per 10mmHg 4074 77406 258 33 1.04 (0.94–1.16) 0.425 1.02 (0.91–1.14) 0.770

Cardiorespiratory fitness, mL/kg/min
1st tertile (<37.3) 1289 24491 90 37 1.00 (Reference) 1.00 (Reference)
2nd tertile (37.3–43.5) 1376 26144 91 35 0.93 (0.69–1.25) 1.02 (0.75–1.38)
3rd tertile (>43.5) 1409 26771 77 29 0.75 (0.55–1.03) 0.079 0.85 (0.60–1.19) 0.347

Cigarette smoking, cigarettes/day
None 1357 25783 86 33 1.00 (Reference) 1.00 (Reference)
1–20 1599 30381 89 29 0.87 (0.65–1.17) 0.89 (0.66–1.20)
≥21 1118 21242 83 39 1.18 (0.87–1.59) 0.324 1.20 (0.89–1.63) 0.265

Alcohol consumption, g/day
None 1261 23959 94 39 1.00 (Reference) 1.00 (Reference)
1–45 2607 49533 153 31 0.78 (0.60–1.01) 0.76 (0.59–0.99)
≥46 206 3914 11 28 0.71 (0.38–1.33) 0.056 0.64 (0.34–1.21) 0.031

CI, confidence interval.
aAdjusted for all items in the table plus body mass index.
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Japanese men. A positive dose-response relationship was
observed between BMI and incidence of kidney stones, and
the hazard ratio of incidence of kidney stones was signifi-
cantly higher in the third BMI tertile (23.8–35.6 kg/m2)
compared with the first BMI tertile (15.9–21.6 kg/m2). These
results suggest that BMI is a risk factor for kidney stones in
Japanese men. The results of this study were similar to those
of a study conducted in the United States.8 This large-scale
cohort study of American men reported that the relative risk of
kidney stones was 1.33 times (95% CI, 1.08–1.63) higher
among those with BMI of ≥30.0 kg/m2 than in those with
a BMI of 21.0–22.9 kg/m2. BMI differs markedly between
Japanese and Americans; the proportion of the population
with a BMI ≥30.0 kg/m2 is 4.1% in Japan but 36.5% in the
United States.15 However, the results of the present study
suggest that the risk of kidney stones is higher even with the
low degree of obesity in Japanese males.

Some earlier studies reported that obesity, diabetes, and
hypertension are related to kidney stones,7,8,16,17 and it was
recently reported that kidney stones are also prevalent among
patients with metabolic syndrome.18,19 Therefore, mechanisms
involved in the etiology of lifestyle-related diseases, such
as diabetes and hypertension, may also be involved in the
etiology of kidney stones. One of these common mechanisms

is considered to be insulin resistance. Ando et al20 showed
that insulin and insulin resistance are correlated with an
increase in the risk of self-reported kidney stones. According
to De Fronzo et al,21 insulin suppresses calcium reabsorption
by acting on the renal tubules. Shimamoto et al,22 using the
euglycemic insulin clamp test, showed that insulin promotes
the urinary and fractional excretion of calcium. In addition,
there have been a few reports that obesity is related to an
increase in urinary oxalate excretion and a decrease in urinary
citrate excretion.23,24 Moreover, it was reported that urinary
pH, which is a predictive factor for uric acid stones, was
negatively correlated with body weight.5 Obesity induces
insulin resistance, disturbs ammonia genesis and Na+/H+

activities, and promotes the development of ureteral
stones.25 Thus, insulin resistance associated with obesity
may increase the risk of developing calcium and uric acid-
induced kidney stones.
Recently, Sorensen et al reported that physical activity may

decrease the risk of incident kidney stones in postmenopausal
women independent of obesity or energy intake.9 Since
maintaining physical activity or cardiorespiratory fitness at
a high level reduces the risk of lifestyle-related diseases,
such as diabetes and hypertension,26–29 we hypothesized
that cardiorespiratory fitness may also be related to the

Table 3. Hazard ratios for incidence of kidney stones by BMI, 1985 to 2004–05

BMI Participants
Person-years
of follow-up

Incidence
Incidence

(per 10 000 person-years)

Crude
hazard ratio
(95% CI)

Age- and alcohol-
adjusted hazard ratio

(95% CI)

Multivariablea

hazard ratio
(95% CI)

1st tertile 15.9–21.6 1354 25726 70 27 1.00 (Reference) 1.00 (Reference) 1.00 (Reference)
2nd tertile 21.7–23.7 1361 25859 88 34 1.26 (0.92–1.73) 1.29 (0.94–1.77) 1.28 (0.93–1.76)
3rd tertile 23.8–35.6 1359 25821 100 39 1.44 (1.06–1.96) 1.49 (1.10–2.02) 1.41 (1.02–1.97)
P for trend 0.019 0.011 0.041

BMI, body mass index; CI, confidence interval.
aAdjusted for age, alcohol consumption, systolic blood pressure, cardiorespiratory fitness, and cigarette smoking.

Figure. Relationship between the incidence rate of kidney stones and body mass index (BMI). The high BMI group had a
higher cumulative incidence rate of kidney stones than other groups.
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development of kidney stones. However, no significant
relationship was noted between cardiorespiratory fitness and
occurrence of kidney stones in the present study (Table 2).
Concerning other lifestyle habits, a weak negative relationship
was noted between drinking habit and kidney stones in this
study (Table 2). Although the relationship between alcohol
consumption and kidney stones is not well established,
a negative relationship was also observed between the
prevalence of kidney stones and frequency of drinking in a
cross-sectional study in another Japanese population.30 These
observations suggest that no or little drinking may be a risk
factor for kidney stones. Alcohol consumption may cause an
increase in urine volume and a decrease in urinary calcium
concentration by suppressing antidiuretic hormone.31 Also,
since drinking more than a certain amount of water reduces
the recurrence rate of kidney stones,32,33 an increase in water
intake associated with alcohol drinking might have an effect
on the results.

A strength of the present study was that the participants
were Japanese, a population in which obesity is less frequent
than in Western populations. While Asian people were
included in the participants of similar studies conducted in
the United States, their percentage was low (approximately
3%), and whites accounted for the majority (about 80%) of the
participants.9 To our knowledge, this is the first study to
evaluate the relationship between obesity and kidney stones
by following an Asian (Japanese) population, so our results
may have significant implications for the prevention of
kidney stones in Asians, who have relatively low mean BMI
compared with whites.

However, there are some limitations in this study. First, this
study had low statistical power. In a previous large study,
which included 45 988 men, the distribution of BMI was
divided into six groups in order to assess the risk of kidney
stones across various BMI categories.8 However, participants
of this study were only divided into tertiles because of the
relatively small number of participants (n = 5984). Therefore,
a larger cohort should be evaluated in order to obtain more
robust results in Japanese men. Second, participants were
male workers at a particular company, so the cohort cannot be
regarded as a representative sample of Japanese men. Third,
the participants of this study were all male, and a previous
study showed that the relative risk of kidney stones due to
obesity is higher in females than in males.8 We were unable
to include females in the present study because of their
small number. Fourth, the presence of kidney stones was
self-reported at a single time point of follow-up, leading to
the possibility of diagnostic and recall bias. In addition, we
did not collect information on diet, and the possibility of
confounding by dietary factors cannot be excluded. However,
in a previous study that adjusted for dietary factors, the
adjusted and unadjusted relative risks did not differ markedly,
suggesting that confounding may not be a major factor.8

Another limitation is that BMI was based on data obtained at

the baseline examination, and possible changes in BMI level
were not taken into account during the follow-up period.
However, not accounting for changes would only dilute the
true association between BMI and the risk of developing
kidney stones. Further study is necessary to investigate the
relationship between changes in BMI and the incidence of
kidney stones.
In conclusion, a positive dose-response relationship was

observed between BMI and incidence of kidney stones. This
suggests that, even in a population with relatively low BMI,
higher levels of BMI are a risk factor for kidney stones in
Japanese men. Future studies, such as studies that include
females and studies on the influence of weight reduction on
the risk of developing kidney stones, are necessary to increase
understanding of the relationship between BMI and risk of
kidney stones.

ONLINE ONLY MATERIAL

Abstract in Japanese.

ACKNOWLEDGMENTS

The authors express their gratitude to the participants of this
study and staff members of Tokyo Gas Health Promotion
Center. We also owe much to Mr. Ichiro Arai and Mr.
Benjamin Howe for their valuable advice regarding the
execution of this study.
Conflicts of interest: None declared.

REFERENCES

1. The Japanese Urological Association, Japanese Society on
Urolithiasis Research. The Japanese urolithiasis clinical
guideline in 2013. Tokyo: Kanehara Shuppan Co; 2013.

2. Yasui T, Iguchi M, Suzuki S, Kohri K. Prevalence and
epidemiological characteristics of urolithiasis in Japan: national
trends between 1965 and 2005. Urology. 2008;71:209–13.

3. Gault MH, Chafe L. Relationship of frequency, age, sex, stone
weight and composition in 15 624 stones: comparison of resutls
for 1980 to 1983 and 1995 to 1998. J Urol. 2000;164:302–7.

4. Ministry of Health and Welfare. Annual Report of the National
Health and Nutrition Survey in 2010. Tokyo: Daiichi Publishing
Co; 2013 (in Japanese).

5. Powell CR, Stoller ML, Schwartz BF, Kane C, Gentle DL, Bruce
JE, et al. Impact of body weight on urinary electrolytes in urinary
stone formers. Urology. 2000;55:825–30.

6. Maalouf NM, Sakhaee K, Parks JH, Coe FL, Adams-Huet B,
Pak CY. Association of urinary pH with body weight in
nephrolithiasis. Kidney Int. 2004;65:1422–5.

7. Curhan GC, Willett WC, Rimm EB, Speizer FE, Stampfer MJ.
Body size and risk of kidney stones. J Am Soc Nephrol.
1998;9:1645–52.

8. Taylor EN, Stampfer MJ, Curhan GC. Obesity, weight gain, and
the risk of kidney stones. JAMA. 2005;293:455–62.

9. Sorensen MD, Chi T, Shara NM, Wang H, Hsi RS, Orchard T,

Yoshimura E, et al. 135

J Epidemiol 2016;26(3):131-136

http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18308085&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=10893570&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=10840085&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=15086484&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=9727373&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=9727373&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=15671430&dopt=Abstract


et al. Activity, energy intake, obesity, and the risk of incident
kidney stones in postmenopausal women: a report from the
Women’s Health Initiative. J Am Soc Nephrol. 2014;25:362–9.

10. Trinchieri A. Epidemiological trends in urolithiasis: impact on
our health care systems. Urol Res. 2006;34:151–6.

11. Mandavilli A, Cyranoski D. Asia’s big problem. Nat Med.
2004;10:325–7.

12. Kadowaki T, Sekikawa A, Murata K, Maegawa H, Takamiya T,
Okamura T, et al. Japanese men have larger areas of visceral
adipose tissue than Caucasian men in the same levels of waist
circumference in a population-based study. Int J Obes (Lond).
2006;30:1163–5.

13. Astrand PO, Ryhming I. A nomogram for calculation of aerobic
capacity (physical fitness) from pulse rate during sub-maximal
work. J Appl Physiol. 1954;7:218–21.

14. Astrand I. Aerobic work capacity in men and women with
special reference to age. Acta Physiol Scand Suppl. 1960;49:
1–92.

15. OECD. Health at a Glance 2013: OECD Indicators; 2013. (http://
www.oecd.org/els/health-systems/Health-at-a-Glance-2013.pdf.)

16. Taylor EN, Stampfer MJ, Curhan GC. Diabetes mellitus and the
risk of nephrolithiasis. Kidney Int. 2005;68:1230–5.

17. Madore F, Stampfer MJ, Rimm EB, Curhan GC. Nephrolithiasis
and risk of hypertension. Am J Hypertens. 1998;11:46–53.

18. West B, Luke A, Durazo-Arvizu RA, Cao G, Shoham D, Kramer
H. Metabolic syndrome and self-reported history of kidney
stones: the National Health and Nutrition Examination Survey
(NHANES III) 1988–1994. Am J Kidney Dis. 2008;51:741–7.

19. Rendina D, Mossetti G, De Filippo G, Benvenuto D, Vivona CL,
Imbroinise A, et al. Association between metabolic syndrome
and nephrolithiasis in an inpatient population in southern Italy:
role of gender, hypertension and abdominal obesity. Nephrol
Dial Transplant. 2009;24:900–6.

20. Ando R, Suzuki S, Nagaya T, Yamada T, Okada A, Yasui T,
et al. Impact of insulin resistance, insulin and adiponectin on
kidney stones in the Japanese population. Int J Urol. 2011;18:
131–8.

21. DeFronzo RA, Cooke CR, Andres R, Faloona GR, Davis PJ. The
effect of insulin on renal handling of sodium, potassium,
calcium, and phosphate in man. J Clin Invest. 1975;55:845–55.

22. Shimamoto K, Higashiura K, Nakagawa M, Masuda A, Shiiki

M, Miyazaki Y, et al. Effects of hyperinsulinemia under the
euglycemic condition on calcium and phosphate metabolism in
non-obese normotensive subjects. Tohoku J Exp Med. 1995;177:
271–8.

23. Sarica K, Altay B, Erturhan S. Effect of being overweight on
stone-forming risk factors. Urology. 2008;71:771–4; discussion
774–5.

24. Negri AL, Spivacow FR, Del Valle EE, Forrester M, Rosende G,
Pinduli I. Role of overweight and obesity on the urinary
excretion of promoters and inhibitors of stone formation in stone
formers. Urol Res. 2008;36:303–7.

25. Sakhaee K. Nephrolithiasis as a systemic disorder. Curr Opin
Nephrol Hypertens. 2008;17:304–9.

26. Sawada SS, Lee IM, Naito H, Noguchi J, Tsukamoto K, Muto T,
et al. Long-term trends in cardiorespiratory fitness and the
incidence of type 2 diabetes. Diabetes Care. 2010;33:1353–7.

27. Lee S, Kuk JL, Katzmarzyk PT, Blair SN, Church TS, Ross R.
Cardiorespiratory fitness attenuates metabolic risk independent
of abdominal subcutaneous and visceral fat in men. Diabetes
Care. 2005;28:895–901.

28. Barlow CE, LaMonte MJ, Fitzgerald SJ, Kampert JB, Perrin JL,
Blair SN. Cardiorespiratory fitness is an independent predictor of
hypertension incidence among initially normotensive healthy
women. Am J Epidemiol. 2006;163:142–50.

29. Blair SN, Cheng Y, Holder JS. Is physical activity or physical
fitness more important in defining health benefits? Med Sci
Sports Exerc. 2001;33:S379–99; discussion S419–20.

30. Ando R, Nagaya T, Suzuki S, Takahashi H, Kawai M, Okada A,
et al. Kidney stone formation is positively associated with
conventional risk factors for coronary heart disease in Japanese
men. J Urol. 2013;189:1340–6.

31. Curhan GC, Willett WC, Speizer FE, Stampfer MJ. Beverage use
and risk for kidney stones in women. Ann Intern Med. 1998;128:
534–40.

32. Borghi L, Meschi T, Amato F, Briganti A, Novarini A, Giannini
A. Urinary volume, water and recurrences in idiopathic calcium
nephrolithiasis: a 5-year randomized prospective study. J Urol.
1996;155:839–43.

33. Curhan GC, Willett WC, Rimm EB, Spiegelman D, Stampfer
MJ. Prospective study of beverage use and the risk of kidney
stones. Am J Epidemiol. 1996;143:240–7.

Body Mass Index and Kidney Stones136

J Epidemiol 2016;26(3):131-136

http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=24335976&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=16440192&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=15057217&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=15057217&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=16446744&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=16446744&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=13211501&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=13794892&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=13794892&dopt=Abstract
http://www.oecd.org/els/health-systems/Health-at-a-Glance-2013.pdf
http://www.oecd.org/els/health-systems/Health-at-a-Glance-2013.pdf
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=16105055&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=9504449&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18436084&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18835844&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18835844&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=21175865&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=21175865&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=1120786&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=8928187&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=8928187&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18336885&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18336885&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18985334&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18408483&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=18408483&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=20215460&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=15793192&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=15793192&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=16293717&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=11427763&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=11427763&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=23159273&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=9518397&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=9518397&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=8583588&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=8583588&dopt=Abstract
http://www.ncbi.nlm.nih.gov/sites/entrez?cmd=Retrieve&db=PubMed&list_uids=8561157&dopt=Abstract

