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Abstract 

Background: Urinary stone disease is a widespread disease with tremendous impact on those affected and on socie‑
ties around the globe. Nevertheless, clinical and health care research in this area seem to lag far behind cardiovascular 
diseases or cancer. This may be due to the lack of an immediate deadly threat from the disease and therefore less 
public and professional interest. However, the patients suffer from recurring, sometimes intense pain and often must 
be treated in hospital. Long‑term morbidity includes doubled rates of chronic kidney disease and arterial hyperten‑
sion after at least one stone‑related event. Observational studies, more specifically, registries and other electronic 
data sets have been proposed as a means of filling critical gaps in evidence. We propose a nationwide digital and fully 
automated registry as part of the German Ministry for Education and Research (BMBF) call for the "establishment of 
model registries”.

Methods: RECUR builds on the technical infrastructure of Germany’s Medical Informatics Initiative. Local data 
integration centres (DIC) of participating medical universities will collect pseudonymized and harmonized data from 
respective hospital information systems. In addition to their clinical data, participants will provide patient reported 
outcomes using a mobile patient app. Scientific data exploration includes queries and analysis of federated data 
from DICs of eleven participating sites. All primary patient data will remain at the participating sites at all times. With 
comprehensive data from this longitudinal registry, we will be able to describe the disease burden, to determine and 
validate risk factors, and to evaluate treatments. Implementation and operation of the RECUR registry will be funded 
by the BMBF for five years. Subsequently, the registry is to be continued by the German Society of Urology without 
significant costs for study personnel.

Discussion: The proposed registry will substantially improve the structural and procedural framework for patients 
with recurrent urolithiasis. This includes advanced diagnostic algorithms and treatment pathways. The registry will 
help us identify those patients who will most benefit from specific interventions to prevent recurrences. The RECUR 
study protocol and the registry’s technical architecture including full digitalization and automation of almost all 
registry‑associated proceedings can be transferred to future registries.
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Background
Urinary stone disease (syn. urolithiasis) is a widespread 
disease with tremendous impact on those affected and 
on societies around the globe. Nevertheless, clinical and 
health care research in this area seem to lag far behind 
cardiovascular diseases or cancer. This may be due to the 
lack of an immediate deadly threat from the disease and 
therefore less public and professional interest. There is 
a paucity of data on epidemiology and health care con-
cerning urolithiasis in Germany and around the world. In 
Germany, Hesse et  al. published the only available data 
on the incidence and prevalence of urinary stone dis-
ease in 2003 [1]. According to their data, the incidence 
and prevalence of urolithiasis are rising (incidence in 
1979: 0.54%, 2001: 1.47%; prevalence 2001: 4.77%). This 
includes recurrent urolithiasis in 50% of patients within 
5 years [2].

Disease burden and socio‑economic impact
The high recurrence rate of urolithiasis is in line with 
repeated episodes of severe pain and hospitalization. 
Affected patients may need multiple interventions and 
operations, including treatment-associated complica-
tions. Long-term morbidity includes septicemia, dou-
bled risk of acute or permanent kidney damage, and 
arterial hypertension after at least one stone-related 
event, leading to significant limitations in quality of 
life [3].

In Germany, the numbers of in-hospital treatments for 
urolithiasis exceed those of any other urological disease 
including prostate cancer, bladder cancer, and benign 
prostatic disease [4]. Overall, urolithiasis affects approxi-
mately 10% of the population of industrial countries, 
which corresponds to 8 million patients in Germany [5]. 
Costs for work days lost and treatment are high exceed-
ing € 500 million and 5.8 million lost working days per 
year in Germany in 1997 [6]. In the United States, costs 
of stone disease are projected to exceed $ 4.5 billion 
annually by 2030 [7].

Risk factors
To date, little is known about sociodemographic and 
behavioral risk factors for recurrent urolithiasis [8]. 
Risk factors explaining recurrent stone formation 
in the vast majority of recurrent stone formers thus 

remain unaccounted for. However, evidence is pointing 
to specific characteristics that correlate with higher 
risks of recurrent stone forming: Men are more often 
affected than women (prevalence 5.5% vs. 4.0%) [1]. 
Fifty percent of patients are considered “high risk” 
patients with more than two stone-related events 
and/ or known risk factors for disease recurrence [9]. 
Risk factors for highly recurrent stone disease include 
general factors (early onset, family history of urolithi-
asis), specific stone compositions, diseases associated 
with stone formation (hyperparathyroidism, gastroin-
testinal disease, etc.), genetically determined diseases 
associated with stone formation (cystinuria, primary 
hyperoxaluria, etc.), and anatomical abnormalities 
of the urinary tract associated with stone formation 
[10]. Metabolic evaluations of recurrent stone formers 
may reveal abnormalities in urine chemistry associ-
ated with stone formation [2]. In addition, recent stud-
ies identified several gene mutations associated with 
nephrolithiasis [10].

Current treatments
Available treatment modalities include medical treat-
ment for renal colic and metaphylaxis of urolithiasis 
(prevention of recurrence), use of a ureteric catheter to 
treat hydronephrosis due to ureteral stones, and vari-
ous surgical treatments to remove urinary stones (shock 
wave lithotripsy, ureteroscopy and percutaneous neph-
rolithotomy). Approximately 750.000 stone-related 
events are treated annually in Germany, with some 
patients receiving multiple treatments [11]. This 
includes > 130.000 surgical treatments to remove stones 
[12]. In the United States, costs for urolithiasis treat-
ments exceed those for prostate cancer and benign pro-
static hyperplasia [13].

Research on urolithiasis
Overall, the level of evidence in urolithiasis-related 
research is low. In 2014, we reviewed the current litera-
ture on clinical urolithiasis-related trials to answer fun-
damental questions—e.g., “which is the best surgical 
treatment for patients with upper tract urinary stones?” 
or “how should we manage patients with recurrent 
urolithiasis?”.

We found levels of evidence 1 (randomized controlled 
trials, RCT), 2 (cohort studies), 3 (case–control studies) 

Trial registration: This study is registered at the German Clinical Trial Register (Deutsches Register Klinischer Studien), 
DRKS‑ID DRKS0 00269 23, date of registration January,  11th 2022.
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and 4 (case series) in 15%, 14%, 21% and 51% of trials 
published in 2014, respectively [14]. The reasons for low 
numbers of high level trials are:

• Patients refrain frombeing randomized, especially 
when established surgical treatment is involved,e.g., 
shock-wave therapy vs. ureteroscopy.

• Explanatory trials -e.g., RCTs performed with rela-
tively small samples at sites with experiencedinves-
tigators and highly selected patients, may overesti-
mate benefits and underestimateharm. Results from 
these trials may not inform practice because they 
areoptimized to determine efficacy (performance of 
an intervention under ideal andcontrolled circum-
stances) as opposed to effectiveness [15].

Observational studies and more specifically regis-
tries and other electronic data sets have been proposed 
as a means of filling critical gaps in evidence [16]. Clin-
ical registries record real-world data to evaluate asso-
ciations among variables on the individual (e.g. patient 
demographics, physical and physiologic parameters), 
the context (e.g. climate, working conditions) and clini-
cal outcomes (e.g. stone recurrence). Information from 
registries may also be used to evaluate how patients 
with different characteristics respond to various treat-
ments and to compare the performance of healthcare 
providers with regard to their outcomes and resource 
use (effectiveness—i.e., performance in ‘real world’ con-
ditions) [17]. Sources of real-world data may include 
electronic health records and mobile applications.

Registries in urolithiasis
In 2009 and 2010, the Clinical Research Office of the 
Endourological Society (CROES) implemented two 
clinical registries on PNL and URS treatment of uri-
nary stones. Both registries collected data on active 
treatment for urolithiasis from dedicated centres 
around the world over a one-year period. Both regis-
tries are closed. Data from these registries are lim-
ited to the patients’ perioperative course. To our 
knowledge, there have been no nationwide registries 
on urolithiasis established in Germany or any other 
industrialized country. However, implementation of a 
national registry in the U.S. was described in a recent 
publication [18].

Objectives
We will implement and assess the effectiveness of the 
RECUR registry for recurrent urolithiasis in the upper 
urinary tract as a distributed multi-institutional digital 

registry based on the technical infrastructure of the 
German Medical Informatics Initiative (MI-I).

Our purpose is to answer the following research 
questions:

1. Description of diseaseburden: What impact does 
urolithiasis have on individual patients and the-
health care system?

• Impact of the disease onpatient-reported outcomes 
(PROMs, e.g. working ability, perceived restriction-
sof activity and participation due to urolithiasis, 
stone-related quality oflife) [19, 20]: trajectories of 
these outcomes will be analysed

• Socio-economic impact(e.g., length of hospital stay, 
lost working days) [6, 21]: standardized unitcosts 
will be applied to quantify the costs of medical 
resource utilization;analyses will be carried out from 
the healthcare perspective

• Gender-dependent impactof urolithiasis: subgroup 
analyses will reveal gender-specific aspects of the-
disease burden [22, 23]

2. Determination andvalidation of risk factors: How 
can patients at risk of stone recurrence beidentified 
beyond the known risk factors?

• Personalized medicine:taking into account indi-
vidual variability in lifestyle and nutritional 
habits,sociodemographic factors (age, education, 
socio-economic status), genes[24–26]: multi-level 
models for change will be devised

• Development of a riskscore to predict the probabil-
ity of stone recurrence

• Validation of the riskscore using longitudinal regis-
try data

• Deduction of implicationsfor prevention and 
treatment

3. Treatment evaluation:Which is the optimum treat-
ment for individual patients? [27]

• Risk-adjusted comparisonof outcomes for different 
treatment options (e.g. surveillance vs. medical-
treatment vs. surgical treatment): Propensity score 
matching analyses will beconducted to compare 
outcomes; this method will help us estimate a given 
treatment’seffect while accounting for the covariates 
that predict receiving thetreatment.

• We will focus on outcomesrelevant to patients such 
as disease recurrence, sick leave due tourolithiasis, 
perceived restrictions of activity and participation 
due to urolithiasis.
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Methods
Technical infrastructure
RECUR builds on the technical infrastructure of Ger-
many’s MI-I. The BMBF launched its medical informat-
ics funding scheme to make data from healthcare and 
research more useful and meaningful [28]. The BMBF 
provides funding for several consortia within the scope 
of the MI-I. Each consortium comprises multiple uni-
versity hospitals and additional partners. Key to the ini-
tiative is the establishment and interconnection of DIC 
by each consortium [28].

The MIRACUM Consortium (Medical Informatics 
for Research and Care in University Medicine) unites 
ten university hospitals, two universities, and a part-
ner from the healthcare industry. Its goal is to make 
clinical, image and molecular/genomic data available 
for use in innovative research projects – both within 
and across multiple institutions [29]. The participating 
sites are the University Hospitals in Dresden, Erlangen, 
Frankfurt, Freiburg, Giessen, Greifswald, Magdeburg, 
Mainz, Mannheim, Marburg and Malteser Waldkrank-
enhaus in Erlangen.

The features of a clinical data warehouse (CDWH) 
include data integration, consolidation, and presenta-
tion [30]. Data integration is the merging of informa-
tion from heterogeneous data sources, often from 
primary systems. In this way, the primary systems 
are uncoupled from further processing of the data to 
maintain their stability. Consolidation brings het-
erogeneous information together in a structured data 
model consisting of facts (e.g., primary and second-
ary diagnosis recorded for a patient) and dimensions 
(i.e., international statistical classification of diseases 
and related health problems (ICD) catalogue). In the 
subsequent presentation (e.g., reporting and interac-
tive queries), such harmonized content can be used 
more effectively than would be possible with direct 
access to the individual sources. Notable examples of 
software platforms and data models for CDWH are 
i2b2, TranSMART, and OHDSI (observational medical 
outcomes partnership/observational health data sci-
ences and informatics) [31]. These platforms have ena-
bled the successful (re)use of electronic health records 
(EHR) in various fields, for example, disease genomics 
and pharmacovigilance [32].

All clinical data in RECUR will be retrieved from hos-
pital information systems (HIS) and EHR of individual 
patients via DICs of the participating centres of the 
MIRACUM consortium. Data will remain in the local 
centres (decentralized or distributed registry). In addi-
tion, patients will provide patient-reported outcomes 
using a RECUR smartphone app. These data are also pro-
cessed and stored by the DICs of the participating sites.

Analyses will be performed by submitting electronic 
analysis requests to the DICs according to the federated 
MIRACUM analysis concept.

Target population and recruitment
The target population includes all patients with recurrent 
urinary stone disease (approximately 5% of the popula-
tion of industrialized countries). The source population 
comprises all patients with recurrent urinary stone dis-
ease (≥ 2 stone-related events) evaluated and treated at 
participating hospitals of the MIRACUM consortium. 
Observational units are all patients who give their con-
sent to participate.

Eligible patients will be offered a patient information 
brochure in participating centres during outpatient or 
inpatient visits. This brochure informs patients about the 
purpose of the planned registry. At the same time, the 
personal benefits of participation will be explained and 
health professionals in recruiting centres will provide 
detailed information if necessary. No financial incentives 
will be provided for participation.

If interested in participation, patients can use a down-
loadable app to consent and register. To increase adher-
ence, patients can contact the study team in case of 
upcoming study-related questions or the technical sup-
port in case of technical problems.

Sample size calculation
As with many registry studies investigating widespread 
diseases with high prevalence, sample size is not a 
major concern. Therefore, we did not perform sample 
size calculations. We aim at collecting as much and as 
complete data as possible by reducing a) the effort for 
including patients into this study and b) the size of the 
questionnaires to a minimum. Non-responders to the 
app-integrated questionnaires will automatically receive 
reminders to increase completeness of data. Considering 
the high volume of eligible patients at the participating 
centres, we expect an annual recruitment rate of 500 to 
1000 patients.

The RECUR patient app
Patients will be included in this study based on a signed 
electronic informed consent. Within this smartphone 
application, participants will be provided with a compre-
hensive patient information form. Participants are asked 
to sign the digital consent and to confirm that they had 
the opportunity to ask their treating physicians or the 
study team to answer any open questions concerning 
the registry and that they have read and understood the 
patient information.

After electronic consent, the RECUR app will provide 
participants with the digital questionnaires regarding 
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sociodemographic data, quality of life, working abil-
ity, nutrition and physical activity. The data will be 
collected anonymously without identifying features 
such as an IP-address or user name. All data is stored 
securely in a public cloud infrastructure. Participants 
will have to present in-person to a participating cen-
tre in order to establish a pseudonymous link between 
their in-app responses and their EHR. Subsequently, 
the participating clinic can merge the patients’ exist-
ing and future responses with clinical routine data in its 
DIC.

Participants will receive digital questionnaires at regu-
lar intervals, e.g. monthly, to answer certain question-
naires. If patients do not complete the questionnaires, 
they will receive a reminder after 4 weeks. We will collect 
follow-ups at semiannual intervals. PROM results will 
also be available to both patients and their treating physi-
cians via a local interface between patient app and hos-
pitals using the pseudonymized link as described above. 
This will enable patients and their doctors to discuss the 
patient’s personal risk profile based on clinical findings 
and PROMs.

Participants may discontinue the study at any time 
using one of the following options: uninstalling the 
RECUR App, withdrawing their given consent within the 
app, or clicking the option to delete all personal data. It 
will not be possible to delete data that has already been 
processed.

Data management and data safety
Clinical data for the RECUR distributed registry will be 
captured, processed, stored and analysed using estab-
lished MI-I/ MIRACUM tools. All primary data will 
remain untouched in local HIS. All scientific data used 
for RECUR will be processed and stored in research 
data repositories after transfer into each DIC. No cen-
tral repository will be established. We will use the estab-
lished MI-I tools for standardization of data, their quality 
assurance and protection. The data protection policy of 
RECUR includes the following: (1) pseudonymization of 
data stored in research data repositories, (2) data secu-
rity and protection measures on the level of the compu-
tational centre of the participating centres, (3) distributed 
privacy-preserving analysis tools (no transfer of individ-
ual patient data between sites or a central server).

Key performance indicators (number of participat-
ing patients, frequency of patients providing PROMs, 
achievement of milestones) and data quality measures 
(completeness, correctness, data accuracy) of the registry 
will be checked regularly at each site. A performance and 
quality report will be generated centrally at the Medical 
Centre—University of Freiburg at regular intervals.

Data set
The full data set will be composed out of three sets of 
characteristics. This includes the participants’ clinical 
data (diagnoses, treatments, laboratory data, radiology 
findings, medication) available via the data integration 
centres (catalogue of characteristics [COC] I). COC 
II contains all patient reported outcome measures 
(PROMs) as provided by the participants via the RECUR 
smartphone application. A third COC will contain all 
information retrieved by yearly follow-ups of the clinical 
DIC data and PROMs via the patient app.

Outcomes
Primary outcome variables of the registry are “stone 
recurrence” and “stone-related quality of life” using the 
German version of the Wisconsin Stone Quality of Life 
Questionnaire (WISQOL) [33]. Secondary outcomes 
include pain, functional restrictions, working ability, sick 
leave, and sequelae. Determining and confounding vari-
ables include individual and external risk factors.

Individual risk factors include clinical findings (size, 
weight, co-morbidity), laboratory results (including 
stone composition), radiology reports (including number, 
size and location of stones), medication, etc. (captured 
via DICs) and sociodemographic and lifestyle variables 
(nutrition, physical activity). Patients will be divided into 
risk groups to determine the effectiveness of different 
treatments. External risk factors include all interventions 
such as secondary prevention measures, non-surgical 
and surgical treatments for urolithiasis.

Data analysis
To answer research question 1 (description of disease 
burden), descriptive analysis methods will be used. The 
WISQOL will be analysed following the specifications of 
the developers [33]. No monitoring of PROMs during the 
study will take place. We will carry out an analysis of pat-
terns of missing items and will take appropriate measures 
to deal with them.

Regarding research question 2 (determination and vali-
dation of risk factors), we expect missing data, that might 
occur not completely at random. Therefore, multiple 
imputations will be applied to reduce the chance of bias 
from missing data. Two-level multiple logistic regression 
models with the dependent variable stone recurrence 
will be conducted to account for cluster effects (patients 
are nested within centres). By using Receiver Operating 
Characteristics (ROC) analyses, we will determine the 
predictive power of the risk factors. The Youden Index 
and area under the curve (c statistic) will be calculated. 
As ROC curves do not consider time to event and right 
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censoring, we will complement this analysis via survival 
analysis techniques like Kaplan–Meier or Cox regression 
analyses.

Since prognostic models derived from multivariable 
regression analysis lead to overestimated predictions 
when applied in new patients, we will internally validate 
our model with bootstrapping techniques. For external 
validation, it is essential to evaluate the performance of 
the model in a sample independent from those used to 
develop the model. This will be realized by comparing the 
prognostic capacity in the data set acquired in the first 
year with that in the second year.

For treatment evaluation (research question 3), pro-
pensity score matching will be applied. This method is 
increasingly used as an alternative to traditional regres-
sion to balance differences between treatment groups in 
descriptive and causal comparisons. To account for the 
nested data structure, propensity-score-weighted esti-
mators for clustered data will be applied. Analyses corre-
sponding to research question 1 will be conducted every 
six months, the other analyses annually.

Machine learning
In order to identify patient subgroups and treatment 
patterns, we will apply machine learning techniques, in 
particular variational auroencoders (VAEs) as a deep 
learning technique. This will allow us to cluster patients 
in an unsupervised manner, also taking time structure 
into account. This will be complemented by more stand-
ard descriptive statistics for comprehensively describ-
ing the characteristics of different patient subgroups, 
the disease course, and treatment paths. In years 1 and 
2, this approach will primarily be used for quality con-
trol, whereby identified patterns will reveal artefacts in 
the data that need to be resolved, and help us prioritize 
measured patient characteristics for quality improve-
ment. In year 5, the techniques will be deployed on a 
final analysis data set for identifying prognostically rel-
evant patient subgroups, while also guiding propensity 
score development for the causal analyses described 
above. All analyses will be pre-specified in a statistical 
analysis plan.

Discussion
The RECUR study is part of the German ministry for 
Education and Research call for the "establishment of 
model registers”. The registry will help us identify those 
patients who will most benefit from specific interventions 
to prevent recurrences. In addition, the registry’s pro-
posed technical architecture built on federated DICs of 
different hospitals can be transferred to future registries.

The full digitalization and automation of almost all 
registry-associated proceedings – from patient inclusion 

to data acquisition and processing – will effect various 
limitations. The necessary use of new information tech-
nologies such as a smartphone may lead to a preferred 
selection of young, well-educated and German native-
speaking patients. We will estimate the extent of bias by 
comparing basic characteristics of the study population 
and the overall group of urolithiasis patients at the par-
ticipating centres. The increasing use of smartphones 
across all age and sociodemographic groups will reduce 
this bias in the future.

A considerable proportion of potential participants 
may have reservations regarding the automated acqui-
sition, storage and use of their data. We will attempt 
to address these concerns through a transparent and 
comprehensive information process. This will include 
both a comprehensive informed consent form and web-
based animated illustrations. In addition, patients will 
be encouraged to ask the medical staff and their treating 
physicians at any time if needed.

Retention of patients and adherence to the schedule 
of questionnaires may be another issue of concern. All 
participants will be asked to answer questionnaires on 
a regular basis over a long period. This could be par-
ticularly true for participants who have not had any 
stone-related symptoms for a long time. We estab-
lished a number of strategies to encourage participants 
to stick to the project. This includes a pleasing design 
of the RECUR website and patient app with continu-
ous updates and information relevant to patients with 
recurrent stone disease. Patients can also opt-in to 
receive a corresponding RECUR newsletter. We will 
establish a follow-up mechanism in order to get infor-
mation on the reasons for patient dropouts. Based on 
the results, our strategies on patient adherence may be 
adjusted.

The results of our study may not be fully applicable to 
all stone patients, as almost all participating centres are 
highly specialized including 10 of 36 German university 
hospitals. In future, however, further university and non-
university hospitals are to be included in the digital net-
work of the MI-I and the RECUR registry.

Most statistical limitations may be reduced by the 
expected large sample size. Based on an average number 
of more than 200 eligible patients per centre per year, we 
expect a recruitment rate of 500—1000 patients per year. 
Based on the registry’s technical framework, we believe 
that a very high number of patients will be recruited in 
the future by including more hospitals into the nation-
wide digital network of the MI-I.

We believe that the proposed registry will sub-
stantially improve the structural and procedural 
framework for patients with recurrent urolithiasis. 
This includes advanced diagnostic algorithms and 
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treatment pathways. The registry will help us iden-
tify those patients who will most benefit from specific 
interventions to prevent recurrences. The RECUR 
Study protocol and the registry’s technical architecture 
including full digitalization and automation of almost 
all registry-associated proceedings can be transferred 
to future registries.

Abbreviations
RECUR : A nationwide registry for recurrent urolithiasis in the upper urinary 
tract; BMBF: German Ministry for Education and Research; DIC: Data integra‑
tion centre; DRKS: Deutsches Register Klinischer Studien; RCT : Randomized 
controlled trial; CROES: Clinical Research Office of the Endourological Society; 
PNL: Percutaneous nephrolitholapaxy; URS: Rigid and flexible ureterorenos‑
copy; MI‑I: Medical Informatics Initiative; MIRACUM: Medical Informatics for 
Research and Care in University Medicine; CDWH: Clinical data warehouse; 
ICD: International statistical classification of diseases and related health 
problems; HER: Electronic health records; HIS: Hospital information system; 
PROMS: Patient‑reported outcome measure; COC: Catalogue of characteristics; 
WISQOL: Wisconsin Quality of Life Questionnaire; ROC: Receiver Operating 
Characteristics; IPD: Individual clinical trial participant‑level data.

Acknowledgements
We want to thank Raphael Scheible, Alexandra Nieters and Nico Ploner for 
their strong support and consulting along the conceptualization of the RECUR 
study.

Authors’ contributions
MS and UF are the lead authors and wrote the first draft of this article. The 
study design and funding acquisition was mainly driven by MS, EF, HB and MB 
as principal and co‑investigators of this study. They also wrote a grant pro‑
posal which builds the basis for this article. MS, TW, MG and FP are responsible 
for the project coordination and provide medical professional expertise. EF, FP, 
TW and UF developed the survey elements (PROMs) which will be applied in 
this study. MB and HUP are part of the MIRACUM initiative and are—together 
with their teams—responsible for the technical implementation of this study. 
NP is responsible for the implementation of the App and provided details in 
the corresponding sections of this manuscript. EF has last authorship of this 
article. CG, MS, TW, MG and FP contributed to the medical context of this 
article. PH, MB, UF and EF contributed to the methods section. All authors 
provided feedback on the manuscript, read, and approved the final version 
of the manuscript. A data monitoring committee was created by the German 
Network for Health Services Research and will check the quality of data cre‑
ated within this registry.

Funding
This project is funded by the German Federal Ministry of Education and 
Research (BMBF). Proposal‑ID: 01GY1902. The funding body has a role in 
neither the collection, analysis, and interpretation of data nor in writing or 
contributing to the manuscript. The project receives no further funding from 
external non‑governmental organizations.

Availability of data and materials
Data sharing is not applicable to this article as no datasets have been gener‑
ated or analysed yet. De‑identified individual clinical trial participant‑level data 
(IPD) will be generated at participating sites of this trial. IPD will not be shared 
between sites and not with (scientific) public. However, participating centres 
are asked to formulate scientific questions and to compile the necessary data 
sets. In addition to RECUR’s general ethics approval, individual studies based 
on the RECUR registry’s data sets will need approval by the submitting centre’s 
ethics committee. Furthermore, local use & access committees of all centres 
will review queries of a specific centre’s study group and agree to provide 
aggregated data, if applicable.
Along with this manuscript, we provide the SPIRIT Checklist to improve the 
completeness of this study protocol. Since patient‑reported outcomes are 
measured within this study, we followed the enhanced SPIRIT‑PRO Checklist 
including a guideline how to handle PROs in clinical trial protocols [34].

Declarations

Ethics approval and consent to participate
Ethics Approval was granted by the ethics committee at the University of 
Freiburg—Medical Centre (Reference number 21–1604; December,  9th 2021). 
Changes of this protocol, if necessary, will be communicated to the ethics 
committee.
Patients will be included in this study based on a signed electronic informed 
consent. Recruitment will take place during medical consultations. A brochure 
will be handed out to potential participants containing information on this 
study and a QR‑Code to download the RECUR patient app. Within the RECUR 
smartphone application, participants will be provided with a comprehensive 
patient information form. Participants are asked to sign the digital consent 
and to confirm that they had the opportunity to ask their treating physicians 
or the study team to answer any open questions concerning the registry and 
that they have read and understood the patient information.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 Department of Urology, Faculty of Medicine, Medical Centre ‑ University 
of Freiburg, Hugstetter Str. 55, 79106 Freiburg, Germany. 2 Medical Centre, 
Faculty of Medicine, Institute of Medical Biometry and Statistics, University 
of Freiburg, Section of Health Care Research and Rehabilitation Research, Hug‑
stetter Straße 49, 79106 Freiburg, Germany. 3 Medical Centre Rechts Der Isar, 
Faculty of Medicine, Institute of Artificial Intelligence and Medical Informatics, 
Ismaninger Straße 22, Technical University of Munich, 81675 Munich, Germany. 
4 Medical Centre, Faculty of Medicine, Institute of Medical Biometry and Statis‑
tics, Division Medical Data Science, University of Freiburg, Zinkmattenstraße 
6A, 79108 Freiburg, Germany. 5 Medical Centre, Faculty of Medicine, Institute 
of Medical Biometry and Statistics, University of Freiburg, Stefan‑Meier‑Straße 
49, 79104 Freiburg, Germany. 6 Institute for Medical Informatics, Biometry 
and Epidemiology, Wetterkreuz 13, 91058 Erlangen‑Tennenlohe, Germany. 

Received: 2 June 2022   Accepted: 26 July 2022

References
 1. Hesse A, Brändle E, Wilbert D, Köhrmann KU, Alken P. Study on the Preva‑

lence and Incidence of Urolithiasis in Germany Comparing the Years 1979 
vs. 2000. European Urology. 2003;44(6):709–13. https:// doi. org/ 10. 1016/ 
s0302‑ 2838(03) 00415‑9.

 2. Skolarikos A, Straub M, Knoll T, Sarica K, Seitz C, Petřík A, et al. Metabolic 
evaluation and recurrence prevention for urinary stone patients: eau 
guidelines. Eur Urol. 2015;67(4):750–63. https:// doi. org/ 10. 1016/j. eururo. 
2014. 10. 029.

 3. Alexander RT, Hemmelgarn BR, Wiebe N, Bello A, Morgan C, Samuel S, 
et al. Kidney stones and kidney function loss: a cohort study. BMJ. 2012 
Aug 29;345(aug29 2):e5287–e5287. https:// doi. org/ 10. 1136/ bmj. e5287

 4. Statistisches Bundesamt Deutschland. Das Informationssystem der 
Gesundheitsberichterstattung des Bundes [Internet]. [cited 2022 May 5]. 
Available from: http:// www. gbe‑ bund. de

 5. Stamatelou KK, Francis ME, Jones CA, Nyberg LM, Curhan GC. Time trends 
in reported prevalence of kidney stones in the United States: 1976–
199411.See Editorial by Goldfarb, p. 1951. Kidney International. 2003 
May;63(5):1817–23. https:// doi. org/ 10. 1046/j. 1523‑ 1755. 2003. 00917.x

 6. Strohmaier W. Volkswirtschaftliche Aspekte des Harnsteinleidens und der 
Harnsteinmetaphylaxe. Urologe. 2000;39:166–70.

 7. Antonelli JA, Maalouf NM, Pearle MS, Lotan Y. Use of the national health 
and nutrition examination survey to calculate the impact of obesity 
and diabetes on cost and prevalence of urolithiasis in 2030. Eur Urol. 
2014;66(4):724–9. https:// doi. org/ 10. 1016/j. eururo. 2014. 06. 036.

https://doi.org/10.1016/s0302-2838(03)00415-9
https://doi.org/10.1016/s0302-2838(03)00415-9
https://doi.org/10.1016/j.eururo.2014.10.029
https://doi.org/10.1016/j.eururo.2014.10.029
https://doi.org/10.1136/bmj.e5287
http://www.gbe-bund.de
https://doi.org/10.1046/j.1523-1755.2003.00917.x
https://doi.org/10.1016/j.eururo.2014.06.036


Page 8 of 8Schoenthaler et al. BMC Health Services Research         (2022) 22:1060 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 8. Hyams ES, Matlaga BR. Advancing our understanding—aetiology, pre‑
vention and treatment. Nat Rev Urol. 2015;12(2):78–80. https:// doi. org/ 10. 
1038/ nrurol. 2014. 355.

 9. Türk C, Petřík A, Sarica K, Seitz C, Skolarikos A, Straub M, et al. EAU Guide‑
lines on diagnosis and conservative management of urolithiasis. Eur Urol. 
2016;69(3):468–74. https:// doi. org/ 10. 1016/j. eururo. 2015. 07. 040.

 10. Halbritter J, Baum M, Hynes AM, Rice SJ, Thwaites DT, Gucev ZS, et al. Four‑
teen Monogenic Genes Account for 15% of Nephrolithiasis/Nephrocalcino‑
sis. JASN. 2015;26(3):543–51. https:// doi. org/ 10. 1681/ ASN. 20140 40388.

 11. Knoll T, Schubert AB, Fahlenkamp D, Leusmann DB, Wendt‑Nordahl G, 
Schubert G. Urolithiasis through the ages: data on more than 200,000 
urinary stone analyses. J Urol. 2011;185(4):1304–11. https:// doi. org/ 10. 
1016/j. juro. 2010. 11. 073.

 12. Statistisches Bundesamt Deutschland. Fallpauschalenbezogene Kranken‑
hausstatistik (DRG‑Statistik)Diagnosen, Prozeduren, Fallpauschalen und 
Case Mix dervollstationären Patientinnen und Patienten in Krankenhäu‑
sern. Fachserie 12. 2017;Reihe 6.4.

 13. Litwin MS, Saigal CS. Urologic Diseases in America. [Washington D.C.]: 
US Department of Health and Human Services, Public Health Service, 
National Institutes of Health, National Institute of Diabetes and Digestive 
and Kidney Diseases [Internet]. 2012. [cited 2022 May 5]. Available from: 
https:// www. niddk. nih. gov/ about‑ niddk/ strat egic‑ plans‑ repor ts/ urolo 
gic‑ disea ses‑ in‑ ameri ca

 14. Schoenthaler M, Miernik A, Wilhelm K, Schlager D, Schoeb DS, Adams F, 
et al. Level of evidence, sponsorship, conflict of interest policy and com‑
mercial impact of PubMed‑listed clinical urolithiasis‑related trials in 2014. 
BJU Int. 2016;117(5):787–92. https:// doi. org/ 10. 1111/ bju. 13387.

 15. Schwartz D, Lellouch J. Explanatory and pragmatic attitudes in therapeu‑
tical trials. J Chronic Dis. 1967;20(8):637–48. https:// doi. org/ 10. 1016/ 0021‑ 
9681(67) 90041‑0.

 16. Dreyer NA. Registries for Robust Evidence. JAMA. 2009;302(7):790. https:// 
doi. org/ 10. 1001/ jama. 2009. 1092.

 17. Khozin S, Blumenthal GM, Pazdur R. Real‑world Data for Clinical Evidence 
Generation in Oncology. JNCI: Journal of the National Cancer Institute . 
2017 Nov 1 [cited 2022;109(11). https:// doi. org/ 10. 1093/ jnci/ djx187

 18. Chang HC, Tzou DT, Usawachintachit M, Duty BD, Hsi RS, Harper JD, et al. 
Rationale and Design of the Registry for Stones of the Kidney and Ureter 
(ReSKU): A Prospective Observational Registry to Study the Natural His‑
tory of Urolithiasis Patients. J Endourol. 2016;30(12):1332–8. https:// doi. 
org/ 10. 1089/ end. 2016. 0648.

 19. Raja A, Hekmati Z, Joshi HB. How Do Urinary Calculi Influence Health‑Related 
Quality of Life and Patient Treatment Preference: A Systematic Review. J 
Endourol. 2016;30(7):727–43. https:// doi. org/ 10. 1089/ end. 2016. 0110.

 20. Rabah DM, AlOmar M, Binsaleh S, Arafa MA. Health related quality of life 
in ureteral stone patients: post‑ureterolithiasis. Urol Res. 2011;39(5):385–8. 
https:// doi. org/ 10. 1007/ s00240‑ 011‑ 0375‑9.

 21. Matlaga BR, Jansen JP, Meckley LM, Byrne TW, Lingeman JE. Economic 
outcomes of treatment for ureteral and renal stones: a systematic 
literature review. J Urol. 2012;188(2):449–54. https:// doi. org/ 10. 1016/j. juro. 
2012. 04. 008.

 22. Seitz C, Fajkovic H. Epidemiological gender‑specific aspects in uro‑
lithiasis. World J Urol. 2013;31(5):1087–92. https:// doi. org/ 10. 1007/ 
s00345‑ 013‑ 1140‑1.

 23. Penniston KL, Nakada SY. Health related quality of life differs between 
male and female stone formers. J Urol. 2007;178(6):2435–40. https:// doi. 
org/ 10. 1016/j. juro. 2007. 08. 009.

 24. Ferraro PM, Curhan GC, Sorensen MD, Gambaro G, Taylor EN. Physical 
activity, energy intake and the risk of incident kidney stones. J Urol. 
2015;193(3):864–8. https:// doi. org/ 10. 1016/j. juro. 2014. 09. 010.

 25. Ferraro PM, Taylor EN, Gambaro G, Curhan GC. Dietary and Lifestyle Risk 
Factors Associated with Incident Kidney Stones in Men and Women. J 
Urol. 2017;198(4):858–63. https:// doi. org/ 10. 1016/j. juro. 2017. 03. 124.

 26. Eisner BH, Sheth S, Dretler SP, Herrick B, Pais VM. Effect of Socioeconomic 
Status on 24‑Hour Urine Composition in Patients With Nephrolithiasis. 
Urology. 2012;80(1):43–7. https:// doi. org/ 10. 1016/j. urolo gy. 2011. 12. 017.

 27. Srisubat A, Potisat S, Lojanapiwat B, Setthawong V, Laopaiboon M. Extra‑
corporeal shock wave lithotripsy (ESWL) versus percutaneous nephroli‑
thotomy (PCNL) or retrograde intrarenal surgery (RIRS) for kidney stones. 
Cochrane Kidney and Transplant Group, editor. Cochrane Database of 
Systematic Reviews. 2014 [cited 2022 May 5] https:// doi. org/ 10. 1002/ 
14651 858. CD007 044. pub3

 28. Semler SC. Vernetzen.Forschen.Heilen. [Internet]. [cited 2022 May 5]. 
Available from: https:// www. mediz ininf ormat ik‑ initi ative. de/ de

 29. Semler S C. Miracum [Internet]. [cited 2022 May 5]. Available from: http:// 
www. mediz ininf ormat ik‑ initi ative. de/ en/ konso rtien/ mirac um

 30. Murphy SN, Weber G, Mendis M, Gainer V, Chueh HC, Churchill S, et al. 
Serving the enterprise and beyond with informatics for integrating biol‑
ogy and the bedside (i2b2). J Am Med Inform Assoc. 2010;17(2):124–30. 
https:// doi. org/ 10. 1136/ jamia. 2009. 000893.

 31. Hripcsak G, Duke JD, Shah NH, Reich CG, Huser V, Schuemie MJ, et al. 
Observational Health Data Sciences and Informatics (OHDSI): Oppor‑
tunities for Observational Researchers. Stud Health Technol Inform. 
2015;216:574–8. https:// doi. org/ 10. 3233/ 978‑1‑ 61499‑ 564‑7‑ 574.

 32. Kohane IS. Using electronic health records to drive discovery in dis‑
ease genomics. Nat Rev Genet. 2011;12(6):417–28. https:// doi. org/ 10. 
1038/ nrg29 99.

 33. Gottstein M, Pratsinis M, Güsewell S, Betschart P, Abt D, Knoll T. The Ger‑
man linguistic validation of the Wisconsin Stone Quality of Life question‑
naire (WisQoL). World J Urol. 2021;39(6):2163–8. https:// doi. org/ 10. 1007/ 
s00345‑ 020‑ 03405‑7.

 34. Calvert M, Kyte D, Mercieca‑Bebber R, Slade A, Chan AW, King MT, et al. 
Guidelines for Inclusion of Patient‑Reported Outcomes in Clinical Trial 
Protocols: The SPIRIT‑PRO Extension. JAMA. 2018;319(5):483. https:// doi. 
org/ 10. 1001/ jama. 2017. 21903.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

https://doi.org/10.1038/nrurol.2014.355
https://doi.org/10.1038/nrurol.2014.355
https://doi.org/10.1016/j.eururo.2015.07.040
https://doi.org/10.1681/ASN.2014040388
https://doi.org/10.1016/j.juro.2010.11.073
https://doi.org/10.1016/j.juro.2010.11.073
https://www.niddk.nih.gov/about-niddk/strategic-plans-reports/urologic-diseases-in-america
https://www.niddk.nih.gov/about-niddk/strategic-plans-reports/urologic-diseases-in-america
https://doi.org/10.1111/bju.13387
https://doi.org/10.1016/0021-9681(67)90041-0
https://doi.org/10.1016/0021-9681(67)90041-0
https://doi.org/10.1001/jama.2009.1092
https://doi.org/10.1001/jama.2009.1092
https://doi.org/10.1093/jnci/djx187
https://doi.org/10.1089/end.2016.0648
https://doi.org/10.1089/end.2016.0648
https://doi.org/10.1089/end.2016.0110
https://doi.org/10.1007/s00240-011-0375-9
https://doi.org/10.1016/j.juro.2012.04.008
https://doi.org/10.1016/j.juro.2012.04.008
https://doi.org/10.1007/s00345-013-1140-1
https://doi.org/10.1007/s00345-013-1140-1
https://doi.org/10.1016/j.juro.2007.08.009
https://doi.org/10.1016/j.juro.2007.08.009
https://doi.org/10.1016/j.juro.2014.09.010
https://doi.org/10.1016/j.juro.2017.03.124
https://doi.org/10.1016/j.urology.2011.12.017
https://doi.org/10.1002/14651858.CD007044.pub3
https://doi.org/10.1002/14651858.CD007044.pub3
https://www.medizininformatik-initiative.de/de
http://www.medizininformatik-initiative.de/en/konsortien/miracum
http://www.medizininformatik-initiative.de/en/konsortien/miracum
https://doi.org/10.1136/jamia.2009.000893
https://doi.org/10.3233/978-1-61499-564-7-574
https://doi.org/10.1038/nrg2999
https://doi.org/10.1038/nrg2999
https://doi.org/10.1007/s00345-020-03405-7
https://doi.org/10.1007/s00345-020-03405-7
https://doi.org/10.1001/jama.2017.21903
https://doi.org/10.1001/jama.2017.21903

	A nationwide registry for recurrent urolithiasis in the upper urinary tract – The RECUR study protocol
	Abstract 
	Background: 
	Methods: 
	Discussion: 
	Trial registration: 

	Background
	Disease burden and socio-economic impact
	Risk factors
	Current treatments
	Research on urolithiasis
	Registries in urolithiasis
	Objectives

	Methods
	Technical infrastructure
	Target population and recruitment
	Sample size calculation
	The RECUR patient app
	Data management and data safety
	Data set
	Outcomes
	Data analysis
	Machine learning

	Discussion
	Acknowledgements
	References


