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Abstract: Osteoporosis is a highly prevalent condition affecting a growing number of patients af-
fected by chronic obstructive pulmonary disease (COPD), with crucial implications for risk of fragility
fractures, hospitalization, and mortality. Several risk factors have been identified to have a role in
osteoporosis development in COPD patients, including corticosteroid therapy, systemic inflamma-
tion, smoke, physical activity levels, malnutrition, and sarcopenia. In this scenario, a personalized
multitarget intervention focusing on the pathological mechanisms underpinning osteoporosis is
mandatory to improve bone health in these frail patients. Specifically, physical exercise, nutritional
approach, dietary supplements, and smoke cessation are the cornerstone of the lifestyle approach
to osteoporosis in COPD patients, improving not only bone health but also physical performance
and balance. On the other hand, pharmacological treatment should be considered for both the
prevention and treatment of osteoporosis in patients at higher risk of fragility fractures. Despite these
considerations, several barriers still affect the integration of a personalized approach to managing
osteoporosis in COPD patients. However, digital innovation solutions and telemedicine might have
a role in optimizing sustainable networking between hospital assistance and community settings
to improve bone health and reduce sanitary costs of the long-term management of COPD patients
with osteoporosis.

Keywords: osteoporosis; chronic obstructive pulmonary disease; bone health; sarcopenia; pulmonary
rehabilitation; physical exercise; physical activity; dietary supplements; corticosteroids; rehabilitation

1. Introduction

Chronic obstructive pulmonary disease (COPD) is a burdensome pathological condi-
tion affecting approximately 10% of patients between 30 and 79 years old [1]. According to
the World Health Organization, over 65 million people suffer from COPD worldwide with
detrimental consequences in terms of global health and social costs [2]. Due to the negative
impact of persistent respiratory symptoms on physical function and activity of daily living,
a growing trend in disability was underlined by the Global Burden of Disease Study in
2019 in these patients [3]. In particular, COPD represents the 6th cause of increased global
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disability-adjusted life-years [3]. Moreover, given the functional consequences related to
physical impairment and the high prevalence of comorbidities affecting these patients, it
is not surprising that COPD might be frequently associated with both osteoporosis and
physical frailty [2,4,5].

Osteoporosis is a critical age-related condition affecting a growing number of pa-
tients worldwide [6,7]. Specifically, twenty-two million European women and 5.5 million
European men were estimated to be affected by osteoporosis [8], considered as a symp-
tomatically silent condition until a fragility fracture occurs [9]. Fragility fractures are
currently considered one of the most disabling symptoms of osteoporosis, resulting from
low-energy trauma, such as a fall from a standing height or less [10]. Due to the aging
of the population and the increase in osteoporosis prevalence, it has been estimated that
fragility fractures will increase in the future years with detrimental consequences on both
health outcomes and sanitary costs [9]. Therefore, effective preventive strategies are needed
to reduce fracture risk in patients with osteoporosis [9,11].

In this scenario, a recent meta-analysis underlined that more than one-third of COPD
patients (37.62%) might suffer from osteoporosis [12]. Moreover, it has been reported that
COPD patients have a higher risk of osteoporosis compared to the general population due
to the several risk factors involved in bone health impairment [13]. In particular, long-term
corticosteroid therapy, systemic inflammation, smoke habitus, alcohol consumption, re-
duction in physical activity levels, malnutrition, and sarcopenia might have detrimental
consequences on bone health and unfortunately have a high prevalence in COPD pa-
tients [13]. Moreover, glucocorticoid treatment, sarcopenia, low body weight, and smoking
represent independent risk factors for risk of falls and fragility fractures [14,15].

Although a precise identification of the risk factors for fragility fractures should be
the cornerstone of osteoporosis management [16], there is still a gap of knowledge in the
current literature about the role of a comprehensive approach targeting the multilevel
mechanisms underpinning osteoporosis in COPD patients [5].

Despite the fact that several modifiable risk factors have been identified to have a role
in osteoporosis prevention in COPD patients [17], several barriers still affect the lifestyle
approach to osteoporosis in this patient, while a personalized osteoporosis approach is still
far from being fully characterized [18,19].

Indeed, to the best of our knowledge, no previous study summarized the approach
to treat osteoporosis in COPD patients to provide evidence about sustainable strategies to
improve bone health in the multidisciplinary management of COPD patients.

Thus, the aim of this narrative review was to provide a broad overview about the
currently available pharmacological, nutritional, and rehabilitative approaches to treat
osteoporosis in COPD patients in order to promote a personalized strategy for the multidis-
ciplinary management of these frail patients.

2. COPD and Osteoporosis: A Close Link beyond Corticosteroids and Inflammation

To date, it is widely accepted that COPD and osteoporosis are closely linked. As
shown in Figure 1, several risk factors might coexist and crucially affect osteoporosis risk in
COPD patients, including long-term therapy, systemic inflammation, smoke, reduction in
physical activity levels, malnutrition, and sarcopenia [17]. However, to date, the multilevel
interactions between different risk factors have not been fully understood yet.

Long-term management of COPD patients frequently requires the use of inhaled CS
(ICSs) or systemic CSs to improve pulmonary symptoms during both the maintenance
phase and exacerbations [20]. To date, it is widely accepted that the detrimental con-
sequences of CSs on bone health might be related not only to glucocorticoid long-term
therapies, but even a single dose of glucocorticoids might increase fracture risk [21]. In
addition, chronic systemic inflammation is a key component of COPD affecting not only
molecular pathways involved in the etiology of the disease but also severity, functional
outcomes, and complications risk. However, bone metabolism might be crucially affected
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by pro-inflammatory cytokines interacting with several pathways involved in bone remod-
eling [22].
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promoting Osteoporosis in COPD patients.

Although the biological mechanisms underpinning osteoporosis development in
COPD patients have not been fully characterized yet, other crucial factors should be
considered in frail patients with COPD.

Cigarette smoke is one of the most important risk factors for COPD [23]. On the
other hand, smoking is an independent risk factor for osteoporosis and fragility fractures,
with a cumulative effect over time [24]. Interestingly, it has been reported that nicotine
might directly reduce both osteogenesis and angiogenesis, which play a key role in bone
metabolism [25].

Concurrently, in COPD patients a progressive decrease in physical activity propor-
tional to symptom progression has been reported, leading to a steeper decline in overall
physical health status, promoting a vicious cycle that results in a progressive functional im-
pairment [2]. On the other hand, physical activity plays a pivotal role in maintaining bone
health given the role of mechanical stress stimuli on bone tropism and the positive effects of
physical activity on skeletal muscle and bone–muscle crosstalk [24,26,27]. Moreover, it has
been estimated that approximately 45% of COPD patients might have a compromised nu-
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tritional status related to the imbalance between energy expenditure and energy intake [28].
In this scenario, low body weight has been a widely recognized independent risk factor for
low bone mineral density (BMD), fragility fractures, and sarcopenia [21,29].

In addition, sarcopenia is a complex and highly disabling condition that might affect
about 15–55% of patients with COPD [30]. Interestingly, several risk factors have been
identified to have a role in sarcopenia onset in people with COPD, including alcohol con-
sumption, cigarette smoking, low physical activity levels, poor diet, and older age [29,31].
Moreover, impaired muscle quality has been frequently identified in COPD patients due to
altered oxidative capacity and muscle mitochondrial function, with a shift toward glycolytic
muscle fiber distribution, reduced capillary density, and reduced cross-sectional area [32].

On the other hand, it should be noted that growing literature recently highlighted a
close link between muscle tissue and bone health [33]. Given the functional, embryologi-
cal, and biochemical linkages between these two tissues, it is not surprising that several
pathways involved in sarcopenia onset might be strictly related to osteoporosis in terms of
osteosarcopenia [29,34–36].

In addition, sarcopenia might be also considered an independent risk factor for fragility
fractures given its effects on physical performance characterizing sarcopenia severity [37],
with crucial implications for balance and risk of falling [38]. The coexistence of sarcopenia
and osteoporosis might crucially affect physical function and physical performance in
COPD patients, already characterized by physical frailty and functional impairment [16,39].
In this contest, sarcopenia and osteoporosis might exponentially worsen disability, health-
related quality of life (HR-QOL), and the need for assistance in COPD patients, with
detrimental implications for social and sanitary costs [40].

Taken together, these findings highlighted that osteoporosis and COPD are two chronic
disabling conditions that share several risk factors. However, there is still a large gap of
knowledge about the role of single risk factors in osteoporosis development in patients with
COPD. Moreover, most of the studies currently available assessed multiple associations
of factors to have a role in osteoporosis development since the difficulties in isolating
single factors [17,22,24,30]. On the other hand, a specific assessment of the most important
contributors to osteoporosis development should be mandatory to set up a personalized
multitarget intervention aiming at preventing osteoporosis and maintaining bone health.
This concept could have relevant implications not only to reduce the disabling sequelae of
osteoporosis but also to optimize the comprehensive management of both diseases.

3. Physical Activity in COPD

As previously reported, COPD patients show a significant reduction in physical
activity levels compared to the general population, while common programs aiming at
achieving 150 min of moderate-intensity physical exercise per week might be challenging
in COPD patients [41].

As a result, a personalized approach should be considered to target the multicom-
ponent disability affecting COPD patients (see Figure 2 for further details), in order to
overcome the barriers to the implementation of effective and sustainable multidisciplinary
therapeutic interventions triggering the multicomponent mechanisms underpinning osteo-
porosis development in COPD patients [42].
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3.1. Pulmonary Rehabilitation

In 2013, the American Thoracic Society/European Respiratory Society defined PR
as a “comprehensive intervention based on a thorough patient assessment followed by
patient-tailored therapies, which include, but are not limited to, exercise training, education,
and behavior change, designed to improve the physical and psychological condition of
patients with chronic respiratory disease and to promote the long-term adherence of
health-enhancing behaviors” [43]. Previous studies [44,45] showed that PR is one of the
most effective interventions in reducing dyspnea, improving physical performance, and
independence in activity of daily living in patients affected by COPD.

A pool of desirable components have been previously proposed to have a role in the
comprehensive management of COPD patients. These include educational interventions,
airway clearance techniques, inspiratory muscle training, and action plans for frequent exac-
erbations [46]. Interestingly, endurance training and strength training are key components
of PR programs but have also a key role in the lifestyle approach to osteoporosis [47,48].
Moreover, a comprehensive PR approach might contribute to relieving dyspnea and reduce
the risk of exacerbation, hospitalization and need for medications [49–51]. Thus, PR should
be considered in a personalized approach providing additional synergisms between stan-
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dard physical exercise, enhancing participation and patient engagement, and minimizing
barriers that still affect physical activity in COPD patients.

3.2. Rehabilitation and Therapeutic Exercise

Rehabilitation should be considered a key component of the comprehensive bone
health treatment framework for COPD patients. In this scenario, the International Osteo-
porosis Foundation supports the effects of weight bearing, progressive resistance exercise,
strength training, balance training, and tai-chi in both the prevention and treatment of os-
teoporosis [52]. On the other hand, a personalized exercise approach should be considered
in COPD patients, which might present several barriers to standard programs commonly
proposed for the general population [18].

In particular, it has been reported that endurance training is the most common exercise
type used in COPD patients. However, continuous endurance training at the same intensity
might exacerbate COPD patients symptoms such as dyspnea [53]. In this context, interval
training might be the most suitable option given its reduced impact on pulmonary dynamics
and the lower metabolic and ventilatory stress for COPD patients, which allows longer
exercise time, and a longer capacity to sustain high-intensity exercise [45,54].

Exercise modalities might include biking or walking on a treadmill or floor, while the
exercise intensity should be tailored to patient’s functional status and ranging between 4
and 6 on the modified Borg scale to safely achieve progression [45,54]. Exercise programs
should be performed 3–4 times a week starting from 15 min per session and progressively
increasing to reach 45–60 min per session of interval training [54,55]. Although endurance
training has a key role in reconditioning skeletal muscle to oxidative metabolism [56],
strength training is the most supported exercise modality in sarcopenic patients to prevent
muscle loss and improve both muscle mass and strength [29,37,57]. Moreover, significant
advantages of strength training were previously underlined in terms of exercise tolerance
due to lower dyspnea occurrence during the training session [54]. Concurrently, exercise
training should focus on hip and trunk muscles to stimulate osteogenic effects induced by
mechanical stimuli and reduce both hip and vertebrae fracture risk, the most common sites
of fragility fractures [58,59]. In addition, a recent meta-analysis emphasized the need for
integrating balance control in the comprehensive rehabilitation treatment of COPD patients
since a meaningful balance impairment is often reported and it might crucially increase the
risk of falls and fragility fractures [60].

Specifically, over the past decades, growing literature underlined that people with
COPD might have a balance impairment that cannot be explained by age-related processes
alone, resulting in an increased risk of falls and fragility fractures [61,62]. In this scenario,
several other risk factors have been identified to have a role in increased risk of falls
in COPD patients, including skeletal muscle dysfunction, cognition, tremulousness, and
vision [61]. However, given the high incidence of falls in COPD patients and the detrimental
consequences on mobility, mortality, and assistance costs, a precise assessment of falls risk
should be performed, aiming at developing effective physical exercises programs targeting
the modifiable factors in patients with higher risk [61].

Furthermore, it is mandatory to consider all the potential approaches of rehabilitation
(e.g., physical exercise, oxygen-ozone therapy, instrumental physical therapies, nutraceuti-
cals, etc.) for the reduction in inflammation that could be confirmed by the lower serum
levels of inflammatory cytokines [5,63–66]. In this context, it should also be considered the
key role of the awareness about the benefits and the safety of physical exercise in the context
of a personalized educational approach for patients with musculoskeletal disorders and
COPD [5,63–66]. The benefits and the safety of individualized exercise intervention should
be emphasized to promote the maximum compliance with the exercise programs [65].
Lastly, home-based exercise programs might be proposed, with recent reports underlining
that telemedicine solutions might have a role in telemonitoring the therapeutic effects and
personalizing the rehabilitation approach to patients needs [5]. Further details about digital
innovation and telemedicine solutions have been characterized in the Section 7.
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3.3. Barriers and Challenges for the Physical Exercise Programs

Despite the positive effects of PR on the overall well-being and bone health of COPD
patients, several barriers still affect PR spreading in routine clinical practice [5]. These
barriers might be related to patients’ symptoms, psychological and behavioral factors,
environmental barriers, and organizational models [67].

3.3.1. Hypoxia and Oxygen Therapy

COPD patients commonly show lung hyperinflation and alveolar hypoxia, which
might directly impact the exercise capacity, decreasing exercise tolerance and promoting
inactivity. On the other hand, the cardiac output might be indirectly reduced in COPD
patients due to the lower preload and increased resistance of pulmonary vasculature [67].

Therefore, the American Association of Cardiovascular and Pulmonary Rehabilitation
suggested that oxygen saturation should be strictly monitored during physical activity and
maintained at over 88%. In contrast, lower saturations require personalized prescriptions
and oxygen supplementation during the exercise session. One’s own portable oxygen
system might provide advantages in oxygen administration during physical activity, pre-
venting desaturation and improving the feasibility of exercise programs. Concurrently,
other pharmacological therapies might be considered to optimize exercise participation
and safety. In this context, long-term adherence to physical exercise is a critical issue
in literature, with several reports underlining the challenge of sustainable strategies for
improving physical activity levels in COPD patients [68].

3.3.2. Anemia

Anemia might frequently characterize patients with chronic diseases, with detrimental
consequences in COPD patients in terms of both fatigue and dyspnea [69]. Interestingly,
a recent prospective study reported that anemia affects approximately 32.8% of COPD
patients undergoing non-invasive ventilation, with a negative impact on physical function
and HR-QOL [70]. On the other hand, it should be noted that in the current literature
consensus about the precise red-cell hematic cut-off values is lacking and a recent systematic
review failed to assess the exact prevalence of anemia in COPD patients [69]. Despite these
considerations, clinicians should be aware about the negative effects of anemia in exercise
participation and personalized therapeutic strategies should be performed to optimize the
adherence to exercise programs in patients with COPD.

3.3.3. Adherence to Rehabilitation Programs

Despite the widely documented positive effects of physical exercise in COPD patients,
PR remains regrettably underutilized worldwide [71]. Beyond the physical and patho-
logical barriers affecting COPD patients’ participation, each patient’s behavioral attitude
greatly impacts on the compliance with rehabilitation programs [72]. Interestingly, the
recent systematic review by Robinson et al. [73] suggested that HCPs have a key role in en-
hancing program participation, with positive effects of continued interaction and feedback
with COPD patients. In addition, self-monitoring and participation in physical activity
groups might further enhance patients’ adherence to the exercise programs. Therefore,
a personalized approach should focus not only on the type of exercise prescription but
also on patients’ individual compliance by providing suitable exercise options in different
settings and social support in order to overcome barriers to COPD patient’s participation
and improve the long-term management of these frail patients [73].

3.3.4. Environmental and Organizational Issues

Environmental factors play a crucial role in PR availability and PR delivery in COPD
patients, and a recent report underlined that great distances from patients’ homes and
outpatient clinics, transportation problems and economic costs might represent barriers
extremely difficult to overcome [5,71,72]. In addition, even though PR inpatients’ intensive
services might guarantee effective PR programs in both acute and subacute patients, the
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outpatient referral and community settings might not be effective in the management
of chronic COPD patients [71,74]. Beyond PR programs, osteoporosis management is
historically underrecognized and underestimated in these patients despite the social and
economic burden of fragility fractures [75]. In this scenario, it has been proposed that a
close networking between hospital and community settings might improve the long-term
management of frail patients with COPD [5]. On the other hand, specific educational
programs increasing awareness in HCPs and physicians might increase patient engagement
and participation in effective programs aiming at achieving comprehensive management
of osteoporosis [5,71,72].

3.3.5. Sustainability

Sustainable strategies in the long-term management of COPD patients are a critical is-
sue in current literature, with a growing number of reports highlighting the need for feasible
models to improve respiratory function and quality of life of frail COPD patients [5,76,77].
Promising models of health care delivery have been proposed to address the clinical and
organizational gap in the comprehensive rehabilitation management of COPD patients.
In recent years, home-based rehabilitation and telerehabilitation interventions have been
proposed to improve PR spreading and reduce sanitary costs, especially during the COVID-
19 pandemic [72]. However, even these possibilities are not free from limitations, which
include difficult technological approaches in older subjects, lack of standardization of
healthcare delivery and patient assessment and health-professionals’ lack of training [78].
Even considering these limitations, digital innovation and telemedicine are promising
approaches for personalized programs, monitoring and enhancing the effects of PR even in
frail patients [5].

4. Nutraceuticals and Dietary Supplements

In recent years, growing attention has been raised on nutritional interventions tai-
lored to COPD patients, with increasing evidence highlighting the synergistic role of these
interventions with rehabilitation in enhancing the functional improvement induced by reha-
bilitation alone in frail patients [57,79]. In this scenario, a combined rehabilitation-nutrition
therapeutic approach has been recently proposed to optimize lifestyle interventions target-
ing bone health in frail patients [79,80].

4.1. Vitamin D and Calcium Supplementation

Vitamin D is a fat-soluble secosteroid that plays a crucial role in calcium homeosta-
sis, immune regulation and inflammatory response and is a cornerstone of osteoporosis
treatment [81,82]. Interestingly, recent research has shown that COPD patients had an
increased risk of vitamin D deficiency compared to the age-matched population [83]. The
reasons underpinning the higher risk of vitamin D deficiency might be related to a lower
food intake, aging, staying indoors, increased vitamin D catabolism due to corticosteroid
therapies, impaired renal activation, and lower storage capacity in both muscles and fat
tissues due to skeletal muscle wasting [83–85].

However, according to the National Osteoporosis Foundation, the International Os-
teoporosis Foundation, and the American Geriatric Society, a minimum of 30 ng/mL of
vitamin D serum levels is needed to reduce the risk of falls and fragility fractures [86–88].
Moreover, the evidence supporting vitamin D supplementation in bone health management
comes from large clinical trials highlighting significant benefits on bone mineral density,
while controversies are still open about the effects of vitamin D supplementation on fragility
fractures [89–92].

In the past few years, it has been shown that vitamin D might play a key role in
skeletal muscle function and physical performance, which might frequently be impaired
in COPD patients [93]. Therefore, vitamin D might have a key role in a comprehensive
rehabilitation approach to COPD-related disability targeting physical performance and
pulmonary function [94–96]. In addition, to the best of our knowledge, vitamin D and
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calcium supplementation has been associated with any pharmacological drug prescribed
in COPD patients with osteoporosis and should be considered a milestone of the general
therapeutic approach to osteoporosis [97–103].

Beyond the widely documented effect on bone reabsorption related to calcium absorp-
tion, excretion, and parathyroid hormone (PTH) regulation, vitamin D in COPD patients
might target the multilevel biological pathways involved in osteoporosis development. On
the other hand, recent research underlined that vitamin D deficiency might be related to
cardiovascular [104], metabolic [105] and autoimmune disorders [106] and increased risk of
cancer and cancer-related comorbidities [107]. Interestingly, during the COVID pandemic,
increasing interest has been raised in vitamin D supplementation in patients with respira-
tory diseases due to the modulation of innate immune responses with relevant implications
on the acute respiratory infection risk [108–110]. In this scenario, the recent meta-analysis
by Jolliffe et al. [111] showed positive significant effects of Vitamin D (400–1000 IU vitamin
D daily) supplementation in reducing the prevalence of acute respiratory infections.

Taken together, these findings underline that vitamin D supplementation should be
considered in the personalized management of patients with COPD, not only to improve
bone health status but also to increase physical performance of the whole skeletal muscle
system, which is commonly impaired in COPD patients. Moreover, due to the systemic
effects of vitamin D on the immune response, further benefits might be experienced by patients
with COPD, including reduced risk of acute respiratory infections and hospitalization.

4.2. Proteins and Amino Acids

It has been estimated that approximately 45% of COPD patients might have compro-
mised nutritional status mainly related to chronic systemic inflammation, oxidative stress
and corticosteroid therapies characterizing the disease [112,113]. As a result, almost 50% of
the patients with severe COPD might experience unintentional weight loss [28]. Due to
the high prevalence of malnutrition and unintentional weight loss and its role as an inde-
pendent risk factor for fragility fracture, a comprehensive approach including nutritional
counseling and supplementation should be considered to improve the outcomes in frail
COPD patients [28,112–114]. In this scenario, a previous meta-analysis supported the posi-
tive effects of nutritional supplementation on weight gain, body composition and physical
performance [115]. On the other hand, it should be noted that inadequate protein intake
might significantly affect bone health, negatively interacting with the calcium-phosphate
metabolism [116]. Moreover, protein supplementation might improve insulin-like growth
factor-I (IGF-I) serum levels, with positive significant effects on skeletal muscle anabolic
stimulation [117].

Similarly, it has been proposed that aromatic amino acids might further promote
growth factors regulating bone anabolisms, with potential implications on bone size,
bone mass and bone strength [118,119]. In line with these considerations, sarcopenia is
highly prevalent in COPD patients and should be targeted by a personalized nutritional
approach including adequate dietary protein intake. In addition, a recent report underlined
that dietary supplements might have a positive role in age-related conditions interacting
with oxidative stress and mitochondrial dysfunction frequently characterizing COPD
patients [120]. However, a recent systematic review underlined that there is insufficient
evidence to support the integration of nutritional interventions with PR in COPD patients
due to the heterogeneity of COPD clinical presentation and dietary supplements, outcome
measures and PR programs [121].

4.3. Potential Role of Microbiota: The Gut–Bone Axis

In recent years, a growing number of reports suggested a strict link between gut micro-
biome and several chronic pathological conditions, such as the obesity and the osteoporo-
sis [122,123]. The gut microbiome comprises approximately 10–100 trillion microorganisms
living in mutually beneficial partnership with the human host, although recent research
highlighted that gut microbiome alterations play a role in the pathogenesis and progres-
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sion of several pathological conditions [124]. In COPD patients, smoking has detrimental
effects on the gut microbiome, with recent reports highlighting that tobacco might lower
the immunological system defenses, leading to increased infections and influencing the
gut biofilm formation. Smoking might also negatively impact the gut environment, in
particular oxygen tension and pH, modulating and selecting the proliferation of specific
microorganisms [124]. In addition, COPD exacerbation and repeated antibiotic therapies
might have detrimental effects on gut microbiota [125]. Concurrently, the gut microbiota
might be strongly associated with diet and lifestyle habits, which are commonly impaired
in patients affected by osteoporosis [122].

Despite these considerations, the gut microbiome might crucially affect bone health
because of its role in regulating systemic inflammation [122,125]. In particular, gut mi-
crobiota function might contribute to the digestion of otherwise undigestible dietary
fibers. Short-chain fatty acids derive from these processes, which are thought to have
an anti-inflammatory action and modulate the immune systems [126]. Moreover, gut
microflora dysregulation has been associated with changes in osteoclast activity, related
to OPG/RANKL osteoclast pathway, intestinal microbiota regulation of serum IGF-1 and
calcium intestinal absorption. Taken together, all these gut microbiome modifications
might correlate with lower bone strength and quality [122,127]. It has been underlined
that probiotics consumption might increase the calcium absorption and help to reshape
the metabolic profile in obese subjects [122,123]. Moreover, prebiotics might increase
colon concentrations of butyrate, mediating the positive effects of gut microbiota on bone
metabolism [122,127]. Some examples of prebiotics used in clinical practice are galac-
tooligosaccharides, fructooligosaccharides, inulin, digestion-resistant starch, xylooligosac-
charides, and lactulose [122,127].

In conclusion, the evidence highlighted that “gut-bone axis” might be significantly
impaired in COPD patients due to smoking behavior, systemic inflammation, and antibiotic
therapies [122]. On the other hand, microbiome modulation might be part of the com-
prehensive management of bone health due to the multilevel interactions with different
molecular pathways involved in bone remodeling. Moreover, interventions targeting the
gut microbiome might show synergistic effects with other lifestyle interventions commonly
used in bone health management, such as the interaction with macro- and micronutrient
absorption and the mutual influence with physical exercise.

5. Lifestyle Approach and Smoke Cessation

Recent research highlighted that sanitary education towards a healthier lifestyle should
be a cornerstone of PR, aiming at increasing both patients’ awareness about the negative
effects of unhealthy behavior and the crucial role of the lifestyle medicine approach in
improving their condition [128]. In COPD patients, smoke cessation appears to be the
main intervention for arresting the progression of the disease, improving both the overall
survival and reducing the risk of long-term complications [128]. On the other hand, smoke
cessation plays a pivotal role also in bone health management given the detrimental effects
of nicotine in terms of BMD loss [17]. In this scenario, a recent meta-analysis by Vestergaard
et al. [129] highlighted that smoke cessation significantly reduces the risk of fractures in
osteoporotic patients [129]. Moreover, a comprehensive rehabilitation approach might also
include psychological support in order to overcome the psychological barriers to smoking
cessation, and a recent Cochrane systematic review showed that group therapy is the most
effective psychological support modality [130].

Beyond smoke cessation, patients should be instructed to reduce their sedentary
behavior, especially elderly COPD patients, in light of the molecular anti-aging role of
physical activity and the beneficial effects on BMD [131,132]. National and international
recommendations recommend that physical exercise programs should be included in the
comprehensive lifestyle approach to COPD to improve symptoms of these patients [131].
Furthermore, in sarcopenic older patients with fragility fractures, a comprehensive person-
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alized approach, including nutritional and rehabilitative interventions, might be the most
promising in terms of both symptoms and outcomes improvement [133].

Taken together, these findings emphasize the key role of a personalized lifestyle
approach to bone health in COPD patients tailored to both patients’ characteristics and
environmental factors. On the other hand, it should be noted that a lifestyle approach
might be combined with pharmacological treatments in COPD patients with a higher
risk of fracture to reduce the fragility fracture risk and their detrimental consequences on
healthcare and sanitary costs.

6. Pharmacological Treatments

Pharmacologic treatment is a cornerstone in the therapeutic management of osteo-
porosis for prevention and treatment in patients at higher risk of fragility fracture [134].
However, due to the lack of specific evidence in COPD patients, the main recommenda-
tion follows general practice guidelines for the treatment of primary osteoporosis [21]. In
addition, most of the evidence about the pharmacological management of osteoporosis
mainly focuses on women, while COPD disease is highly prevalent in men due to the
strict link with smoking behavior. On other hand, different studies have investigated the
efficacy of anti-resorptive drugs and anabolic drugs in the treatment of glucocorticoid-
induced osteoporosis (GIO) [135–137]. Approved drugs for the treatment of osteoporosis
include anti-resorptive drugs such as bisphosphonates, denosumab, and the anabolic agent
teriparatide [138]. Specifically, anti-resorptive drugs primarily inhibit osteoclastic bone
resorption with later secondary effects on bone formation, while anabolic drugs stimulate
osteoblastic bone formation with variable effects on bone resorption [138,139].

Unfortunately, to the best of our knowledge, no previous study compared the effec-
tiveness of different pharmacological therapies in patients with COPD, and the optimal
pharmacological strategy showing more clinical efficacy in COPD patients is still far from
being fully characterized.

However, Table 1 summarized the potential treatments proposed to have a role in the
comprehensive osteoporosis management of COPD patients, including pharmacological
treatments.

Bisphosphonates (BPs) are the most prescribed drugs in the management of primary
and secondary osteoporosis, including GIO [140,141]. BPs are analogs of inorganic py-
rophosphate and inhibit bone resorption. They can block osteoclastic activity, but they
cannot reinstate lost structure or improve bone micro-architecture, given their inability to
stimulate osteoblast activity [134,139,142]. Therefore, oral BPs, such as alendronate and rise-
dronate, are effective as first-line therapies in preventing fractures in GIO, combined with an
adequate calcium and vitamin D supplementation [143]. Alendronate 70 mg once weekly or
10 mg daily is recommended for the treatment of women with postmenopausal osteoporo-
sis, men with osteoporosis, and GIO, reducing the incidence of vertebral, non-vertebral, and
hip fractures [144]. In COPD patients, the RCT by Smith et al. [145] investigated the effect
of alendronate compared to placebo combined with calcium supplements of 600 mg/d,
for 12 months in both groups, reporting a significant improvement in lumbar BMD in the
alendronate group.

Similarly, Risedronate 35 mg once weekly or 5 mg daily has been shown to reduce
vertebral and non-vertebral fractures, and it is approved for the treatment of osteoporo-
sis [98–100].
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Table 1. Treatment possibilities in COPD patients with osteoporosis.

Area Interventions Goals

Rehabilitation

Pulmonary
rehabilitation

Educational interventions, airway clearance
techniques, inspiratory muscle training, action

plans for frequent exacerbations, endurance
training, and strength training

Relieving dyspnea, reduce risk of exacerbation and
hospitalization, and reduce need for medications

Exercise program
Weight bearing, progressive resistance exercise,

strength training, balance training, tai-chi,
endurance training, interval training

Reconditioning skeletal muscle, preventing muscle
loss, and improving both muscle mass and strength

Lifestyle
interventions

Patient and caregiver education, lifestyle
counseling and support, smoke cessation

Increasing awareness about unhealthy behavior and
improving symptoms through lifestyle changes

Sustainable
programs

Telemedicine, home-based rehabilitation,
telerehabilitation

Increasing adherence, improving PR spreading, and
reducing sanitary costs

Dietary supplements

Vitamin D Oral Supplementation
Increasing bone health, skeletal muscle function and

physical performance, positive stimulation of immune
response

Calcium Oral Supplementation Increasing bone health, skeletal muscle function, and
physical performance

Proteins Oral Supplementation
Promoting weight gain, improving body composition,
and physical performance. Increasing bone health and

skeletal muscle mass

Aminoacids Oral Supplementation
Promoting weight gain, improving body composition,
and physical performance. Increasing bone health and

skeletal muscle mass

Probiotics Oral Supplementation Promoting anti-inflammatory action and modulating
immune systems. Promoting bone health

Prebiotics Oral Supplementation Promoting anti-inflammatory action and modulating
immune systems. Promoting bone health

Pharmacological treatment

Oral
bisphosphonate

Alendronate (70 mg/week or 10 mg/day)
Risedronate (35 mg/week or 5 mg/day)

Ibandronate (150 mg/month)
Inhibiting bone resorption, reducing fracture risk

Intravenous
bisphosphonate Zoledronate (5 mg/year) Inhibiting bone resorption, reducing fracture risk

Denosumab Subcutaneous injection (60 mg/6 months) Inhibiting bone resorption, reducing fracture risk

Teriparatide Subcutaneous injection (20 mg/day for 24 months) Promoting skeletal anabolism (with effect on BMD
and bone quality), reduce fracture risk

Abbreviations: BMD: Bone Mineral Density, COPD: Chronic Obstructive Pulmonary Disease, PR: Pulmonary
Rehabilitation.

In contrast, Ibandronate 150 mg once monthly is recommended for the treatment of
postmenopausal women with osteoporosis, reducing vertebral fracture incidence [146].
On other hand, to the best of our knowledge, no data are available to show the efficacy of
hip fracture risk reduction [147,148]. Because of concerns over possible adverse effects of
long-term bisphosphonate therapy (i.e., osteonecrosis of the jaw and atypical fractures),
the need to continue treatment should be reviewed at regular intervals and the therapeutic
treatment should be personalized on patients individual risk [149]. Indeed, it is crucial
that an adequate screening of oral health status through a dentistry evaluation in high-risk
subjects is carried out before administering anti-osteoporosis drugs [150,151]. In addition,
these drugs might be commonly associated with adverse effects, including gastrointestinal
problems, bowel disturbance, headache and musculoskeletal pain [152]. Therefore, a
comprehensive assessment is needed in COPD patients, including early detection of adverse
events including gastroesophageal symptoms that might be highly prevalent in COPD
and frequently associated with acute exacerbations [153]. Based on the available data, it is
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recommended that the risk should be reassessed after 5 years for alendronate, risedronate,
or ibandronate. Withdrawal of treatment from alendronate, risedronate, or ibandronate
is associated with decreases in BMD and increased bone turnover after 2–3 years for
alendronate and 1–2 years for ibandronate and risedronate [154].

In addition, to the best of our knowledge, there have been no head-to-head RCTs to
show differences in anti-fracture efficacy between oral BPs and direct comparisons between
individual RCTs, which are difficult because of heterogeneity in patient populations, study
design and confounders [155].

Concerning the intravenous bisphosphonate, the Zoledronate (5 mg/i.v./year) was
registered for treatment of GIO based on a study that clearly documented its positive effect
on vertebral, nonvertebral, and hip fracture risk after 3 years of treatment [156,157]. As
oral bisphosphonate, zoledronate is the most cost-effective first-line drug option for bone
protection. A study of an extension of the treatment to 9 years showed that the bone mass
values at the femoral level remained stable [158]. In frail patients, zoledronic acid might
reduce the risk of new clinical fractures and mortality when administered 2 weeks after a
hip fracture [159]. Zoledronate has also been approved in the management of osteoporosis
in men taking glucocorticoids, based on bridging studies [157,160].

Side effects of zoledronic acid include an acute phase reaction, usually only after the
first infusion, and gastrointestinal symptoms. Glomerular filtration rate (eGFR) should
be calculated prior to initiation of treatment and caution should be advised for recipients
at risk of kidney failure; monitoring for any increase in serum creatinine or reduction in
eGFR. Symptomatic atrial fibrillation might be a serious adverse event reported in phase
III validation trial [158].

6.1. Denosumab

Denosumab, a fully human IgG2 monoclonal antibody against Receptor Activator of
Nuclear factor Kappa B (RANKL-B), has been proposed to treat osteoporosis patients by
reducing the rate of clinical fragility fractures (both hip and vertebrae) [97]. Denosumab is
administrated as a subcutaneous injection of 60 mg once every 6 months. It is approved
for the treatment of postmenopausal women and men at increased fracture risk, and for
the prevention and treatment of cancer treatment-induced bone loss [97,139]. In patients
with GIO, denosumab has been associated with reduction in vertebral, non-vertebral, and
hip fractures, while safety and efficacy are maintained over 10 years of treatment, also
considering the high compliance and persistence by the patients [161–163].

Hypocalcemia is a common side-effect, increasing in patients with renal failure, and
patients should be aware to report symptoms of hypocalcemia. In patients with a high risk
of hypocalcemia (e.g., patients with a creatinine clearance <35 mL/min), serum calcium lev-
els should be checked within 2 weeks after the initial dose [164]. Other side effects include
skin infection, predominantly cellulitis, and eczema. Rare adverse effects of denosumab
include osteonecrosis of the jaw and atypical femoral fractures [165].

Denosumab cessation leads to rapid reductions in BMD through the elevations in
bone turnover [166]. In a post hoc analysis of the FREEDOM study, women discontinuing
denosumab had an increased rate of vertebral fracture over an average of 3–6 months since
the last denosumab injection. The increase in vertebral fracture risk following cessation
of denosumab therapy emphasizes the need to consider continued treatment with an
alternative anti-resorptive drug following denosumab withdrawal.

6.2. Teriparatide

Teriparatide is a synthetic analog of PTH with anabolic skeletal effects, approved
for the treatment of osteoporosis in postmenopausal women, in men with a higher risk
of fragility fracture, and in patients with GIO (20 mg/day for 24 months) [101–103]. In-
terestingly, comparative studies showed a greater increase in lumbar and femoral neck
BMD in patients receiving teriparatide compared with bisphosphonates [167,168]. In ad-
dition, teriparatide is effective in reducing both vertebral and non-vertebral fractures in



J. Pers. Med. 2022, 12, 1626 14 of 23

postmenopausal women with osteoporosis [167]. Specifically, systematic reviews with
meta-analysis have shown an OR for hip fracture risk of 0.44 (95% CI: 0.22, 0.87; p = 0.019)
in patients treated with teriparatide compared with placebo [169,170].

Interestingly, teriparatide might positively affect even bone quality due to its anabolic
effects on skeletal tissues. A recent RCT assessed the effects of teriparatide in terms of
trabecular bone score, reporting a significant increase after 36 months in patients treated
with teriparatide, but no significant changes were found in patients treated with alen-
dronate [171]. Adverse drug effects include hypercalcemia, hyperparathyroidism, renal
impairment, headache, nausea, dizziness, postural hypotension, leg pain, and teratogenic
consequences.

7. Sustainable Strategies and Digital Innovation

Despite the growing evidence emphasizing the need for effective integration of per-
sonalized bone health management in COPD patients, a comprehensive approach to osteo-
porosis is still regrettably underestimated and underrecognized in COPD patients [172,173].
It has been proposed that it might be partly related to the lack of organizational mod-
els including specialized physicians managing osteoporosis in COPD patients, while the
multidisciplinary team involved in COPD management and pulmonologist specialists
generally focus on the primary symptoms related to the disease [19]. On the other hand,
effective strategies are needed to address bone health in these patients and recent research
has proposed new sustainable strategies potentially promoting the integration of bone
health assessment in routine clinical practice. In particular, the recent study by Singhvi
and Bon [174] underlined that chest CT scans might be useful to assess bone attenuation
of the thoracic and first lumbar vertebrae, with a significant correlation to bone mineral
density assessed with DXA measured. In addition, the authors suggested that low vertebral
bone attenuation is associated with lung function and increased exacerbation frequency,
highlighting that a precise bone quantity assessment might be part of a comprehensive
assessment of COPD patients targeting not only bone health but also reflecting the whole
physical wellbeing [174].

In addition, the COVID-19 pandemic has highlighted new challenges in the man-
agement of patients with COPD that were isolated for months at home with decreased
physical activity levels and reduced health care delivery [175,176]. In this scenario, “telere-
habilitation” has been proposed to improve the remote management of these frail patients;
telemedicine spreads with the increasing interest of physicians on the technological innova-
tion in rehabilitation during the COVID-19 pandemic [177–180].

Interestingly, several models have been proposed to integrate technological advances
in COPD management, with promising results in terms of safety and validity. Specifically,
the recent review by Stickland et al. [181] reported no significant differences between
telerehabilitation and standard PR with intriguing implications in overcoming barriers
to rehabilitation delivery in community settings [181]. In addition, telehealth might be
a suitable option to reduce the sanitary costs of long-term COPD management, saving
time spent by HCPs in visits or treatments, and concurrently reducing costs and time
spent by patients to reach health institutions [182]. On the other hand, it should be
noted that, in recent years, growing literature emphasized that standard PR should be
considered a cost-effective therapy, with strong evidence supporting its positive effects in
reducing health care resources and preventing exacerbation and hospitalization related to
pulmonary complications in COPD patients [183]. Besides these considerations, PR still
remains underestimated and underused with recent reports underlining that only 2.7% of
US Medicare patients receive PR after 12 months from COPD exacerbation [184]. In this
scenario, technological advances might boost telemedicine delivery in community settings,
integrating the key component of PR in lifestyle approach of COPD patients. Specifically,
a strict telemonitoring of COPD patient parameters might promote an early therapeutic
intervention crucially affecting the risk of exacerbations. Moreover, digital innovation
might improve exercise program delivery, might improve education of both patients and
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caregivers, and might support behavior changes with potential benefits in physical function
and HR-QOL [46,185–187]. In this context, the RCT by Rutkowski et al. [188] introduced
a virtual reality approach to improve PR delivery in patients with chronic pulmonary
diseases, reporting several advantages of this approach.

Despite the fact that technological advances might overcome barriers to health care de-
livery, several limitations might affect patients’ engagement in telemonitoring, telemedicine
and telerehabilitation programs [189–191]. Specifically, lack of access to technology or scarce
technology skills might be a crucial limitation, especially in older adults. Similarly, patient
characteristics and comorbidity including impairment in hearing, vision, communication,
or cognitive functions might be critical issues impossible to overcome [192]. Moreover, to
date, no previous study assessed the role of telemedicine in the osteoporosis management of
COPD patients. However, the recent study by Gani et al. [193] underlined that telemedicine
might improve the compliance rate to osteoporosis pharmacological therapies and prevent
hip fractures in the elderly. However, growing evidence is supporting the positive effects
of telemedicine in lifestyle approach, a widely accepted key component of the therapeutic
management of osteoporosis [194].

Altogether, our findings suggested that telemedicine might be considered in the
comprehensive rehabilitation approach to COPD patients with potential benefits on bone
health management. However, specific organizational models are needed to promote
effective networking between hospital assistance and community settings to improve bone
health and reduce sanitary costs of the long-term management of these frail patients.

8. Conclusions

Despite remarkable knowledge about the mechanisms underpinning osteoporosis
development in COPD patients being acquired, the bone health management of these
patients remains a challenge for physicians.

This narrative review highlighted that a multidisciplinary approach is mandatory to
improve bone health and reduce the risk of fractures in COPD patients. Several different in-
terventions should be integrated to optimize the bone health management in these patients,
and an effective networking between hospital assistance and community settings should be
improved, including a personalized multidisciplinary treatment for osteoporosis. Further
studies are still needed to better characterize the effects of integrated and personalized
treatments to improve the long-term management of osteoporosis in COPD patients.
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7. Sözen, T.; Özışık, L.; Başaran, N. An overview and management of osteoporosis. Eur. J. Rheumatol. 2017, 4, 46–56. [CrossRef]
8. Kanis, J.A.; Cooper, C.; Rizzoli, R.; Reginster, J.Y. European guidance for the diagnosis and management of osteoporosis in

postmenopausal women. Osteoporos. Int. 2019, 30, 3–44. [CrossRef]
9. Borgström, F.; Karlsson, L.; Ortsäter, G.; Norton, N.; Halbout, P.; Cooper, C.; Lorentzon, M.; McCloskey, E.V.; Harvey, N.C.; Javaid,

M.K.; et al. Fragility fractures in Europe: Burden, management and opportunities. Arch. Osteoporos. 2020, 15, 59. [CrossRef]
10. Bouxsein, M.L.; Kaufman, J.; Tosi, L.; Cummings, S.; Lane, J.; Johnell, O. Recommendations for optimal care of the fragility

fracture patient to reduce the risk of future fracture. J. Am. Acad. Orthop. Surg. 2004, 12, 385–395. [CrossRef]
11. de Sire, A.; Invernizzi, M.; Baricich, A.; Lippi, L.; Ammendolia, A.; Grassi, F.A.; Leigheb, M. Optimization of transdisciplinary

management of elderly with femur proximal extremity fracture: A patient-tailored plan from orthopaedics to rehabilitation.
World J. Orthop. 2021, 12, 456–466. [CrossRef] [PubMed]

12. Bitar, A.N.; Syed Sulaiman, S.A.; Ali, I.A.H.; Khan, I.; Khan, A.H. Osteoporosis among patients with chronic obstructive
pulmonary disease: Systematic review and meta-analysis of prevalence, severity, and therapeutic outcomes. J. Pharm. Bioallied Sci.
2019, 11, 310–320. [CrossRef] [PubMed]

13. Chen, Y.W.; Ramsook, A.H.; Coxson, H.O.; Bon, J.; Reid, W.D. Prevalence and risk factors for osteoporosis in individuals with
COPD: A systematic review and meta-analysis. Chest 2019, 156, 1092–1110. [CrossRef] [PubMed]

14. Robbins, J.; Aragaki, A.K.; Kooperberg, C.; Watts, N.; Wactawski-Wende, J.; Jackson, R.D.; LeBoff, M.S.; Lewis, C.E.; Chen, Z.;
Stefanick, M.L.; et al. Factors associated with 5-year risk of hip fracture in postmenopausal women. JAMA 2007, 298, 2389–2398.
[CrossRef] [PubMed]

15. de Filippis, R.; Mercurio, M.; Spina, G.; De Fazio, P.; Segura-Garcia, C.; Familiari, F.; Gasparini, G.; Galasso, O. Antidepressants
and vertebral and hip risk fracture: An updated systematic review and meta-analysis. Healthcare 2022, 10, 803. [CrossRef]

16. Curtis, E.M.; Moon, R.J.; Harvey, N.C.; Cooper, C. The impact of fragility fracture and approaches to osteoporosis risk assessment
worldwide. Bone 2017, 104, 29–38. [CrossRef]

17. Li, Y.; Gao, H.; Zhao, L.; Wang, J. Osteoporosis in COPD patients: Risk factors and pulmonary rehabilitation. Clin. Respir. J. 2022,
16, 487–496. [CrossRef]

18. Thorpe, O.; Kumar, S.; Johnston, K. Barriers to and enablers of physical activity in patients with COPD following a hospital
admission: A qualitative study. Int. J. Chronic Obstr. Pulm. Dis. 2014, 9, 115. [CrossRef]

19. Liao, K.M.; Chiu, K.L.; Chen, C.Y. Prescription patterns in patients with chronic obstructive pulmonary disease and osteoporosis.
Int. J. Chronic Obstr. Pulm. Dis. 2021, 16, 761–769. [CrossRef]

20. Caramori, G.; Ruggeri, P.; Arpinelli, F.; Salvi, L.; Girbino, G. Long-term use of inhaled glucocorticoids in patients with stable
chronic obstructive pulmonary disease and risk of bone fractures: A narrative review of the literature. Int. J. Chronic Obstr. Pulm.
Dis. 2019, 14, 1085–1097. [CrossRef]

21. Inoue, D.; Watanabe, R.; Okazaki, R. COPD and osteoporosis: Links, risks, and treatment challenges. Int. J. Chronic Obstr. Pulm.
Dis. 2016, 11, 637–648. [CrossRef] [PubMed]

22. Braun, T.; Schett, G. Pathways for bone loss in inflammatory disease. Curr. Osteoporos. Rep. 2012, 10, 101–108. [CrossRef]
[PubMed]

23. King, P.T. Inflammation in chronic obstructive pulmonary disease and its role in cardiovascular disease and lung cancer. Clin.
Transl. Med. 2015, 4, 26. [CrossRef] [PubMed]

24. Wilson-Barnes, S.L.; Lanham-New, S.A.; Lambert, H. Modifiable risk factors for bone health & fragility fractures. Best Pract. Res.
Clin. Rheumatol. 2022, 101758. [CrossRef]

25. Al-Bashaireh, A.M.; Haddad, L.G.; Weaver, M.; Chengguo, X.; Kelly, D.L.; Yoon, S. The effect of tobacco smoking on bone mass:
An overview of pathophysiologic mechanisms. J. Osteoporos. 2018, 2018, 1–17. [CrossRef]

26. Roubenoff, R. Physical activity, inflammation, and muscle loss. Nutr. Rev. 2007, 65, S208–S212. [CrossRef]
27. Hlebichuk, J.L.; Gretebeck, R.J.; Garnier-Villarreal, M.; Piacentine, L.B.; Singh, M.; Gretebeck, K.A. Physical activity, inflammation,

and physical function in older adults: Results from the health & retirement study. Biol. Res. Nurs. 2022, 10998004221111217.
[CrossRef]

28. Bernardes, S.; Eckert, I.C.; Burgel, C.F.; Teixeira, P.J.Z.; Silva, F.M. Increased energy and/or protein intake improves anthropometry
and muscle strength in COPD patients: A systematic review with meta-analysis on randomized controlled clinical trials. Br. J.
Nutr. 2022, 1–55. [CrossRef]

29. de Sire, A.; Ferrillo, M.; Lippi, L.; Agostini, F.; de Sire, R.; Ferrara, P.E.; Raguso, G.; Riso, S.; Roccuzzo, A.; Ronconi, G.; et al.
Sarcopenic dysphagia, malnutrition, and oral frailty in elderly: A comprehensive review. Nutrients 2022, 14, 982. [CrossRef]

http://doi.org/10.3904/kjim.2016.090
http://doi.org/10.3390/ijerph19159150
http://doi.org/10.1007/s40520-021-01817-y
http://doi.org/10.5152/eurjrheum.2016.048
http://doi.org/10.1007/s00198-018-4704-5
http://doi.org/10.1007/s11657-020-0706-y
http://doi.org/10.5435/00124635-200411000-00003
http://doi.org/10.5312/wjo.v12.i7.456
http://www.ncbi.nlm.nih.gov/pubmed/34354934
http://doi.org/10.4103/jpbs.JPBS_126_19
http://www.ncbi.nlm.nih.gov/pubmed/31619912
http://doi.org/10.1016/j.chest.2019.06.036
http://www.ncbi.nlm.nih.gov/pubmed/31352034
http://doi.org/10.1001/jama.298.20.2389
http://www.ncbi.nlm.nih.gov/pubmed/18042916
http://doi.org/10.3390/healthcare10050803
http://doi.org/10.1016/j.bone.2017.01.024
http://doi.org/10.1111/crj.13514
http://doi.org/10.2147/COPD.S54457
http://doi.org/10.2147/COPD.S289799
http://doi.org/10.2147/COPD.S190215
http://doi.org/10.2147/COPD.S79638
http://www.ncbi.nlm.nih.gov/pubmed/27099481
http://doi.org/10.1007/s11914-012-0104-5
http://www.ncbi.nlm.nih.gov/pubmed/22527726
http://doi.org/10.1186/s40169-015-0068-z
http://www.ncbi.nlm.nih.gov/pubmed/26220864
http://doi.org/10.1016/j.berh.2022.101758
http://doi.org/10.1155/2018/1206235
http://doi.org/10.1301/nr.2007.dec.S208-S212
http://doi.org/10.1177/10998004221111217
http://doi.org/10.1017/S0007114522000976
http://doi.org/10.3390/nu14050982


J. Pers. Med. 2022, 12, 1626 17 of 23

30. Gao, J.; Deng, M.; Li, Y.; Yin, Y.; Zhou, X.; Zhang, Q.; Hou, G. Resistin as a systemic inflammation-related biomarker for sarcopenia
in patients with chronic obstructive pulmonary disease. Front. Nutr. 2022, 9, 921399. [CrossRef]

31. Clynes, M.A.; Gregson, C.L.; Bruyère, O.; Cooper, C.; Dennison, E.M. Osteosarcopenia: Where osteoporosis and sarcopenia
collide. Rheumatology 2021, 60, 529–537. [CrossRef] [PubMed]

32. Peñailillo, L.; Valladares-Ide, D.; Jannas-Velas, S.; Flores-Opazo, M.; Jalón, M.; Mendoza, L.; Nuñez, I.; Diaz-Patiño, O. Effects of
eccentric, concentric and eccentric/concentric training on muscle function and mass, functional performance, cardiometabolic
health, quality of life and molecular adaptations of skeletal muscle in COPD patients: A multicentre randomised trial. BMC Pulm.
Med. 2022, 22, 278. [CrossRef] [PubMed]

33. Ferrucci, L.; Baroni, M.; Ranchelli, A.; Lauretani, F.; Maggio, M.; Mecocci, P.; Ruggiero, C. Interaction between bone and muscle in
older persons with mobility limitations. Curr. Pharm. Des. 2014, 20, 3178–3197. [CrossRef]

34. Felsenthal, N.; Zelzer, E. Mechanical regulation of musculoskeletal system development. Development 2017, 144, 4271–4283.
[CrossRef]

35. Agostini, F.; Bernetti, A.; Di Giacomo, G.; Viva, M.G.; Paoloni, M.; Mangone, M.; Santilli, V.; Masiero, S. Rehabilitative good
practices in the treatment of sarcopenia: A narrative review. Am. J. Phys. Med. Rehabil. 2021, 100, 280–287. [CrossRef]

36. Brotto, M.; Invernizzi, M.; Ireland, A.; Klein, G.L. Editorial: Osteoporosis and the role of muscle. Front. Endocrinol. 2022, 13,
951298. [CrossRef]

37. Cruz-Jentoft, A.J.; Bahat, G.; Bauer, J.; Boirie, Y.; Bruyère, O.; Cederholm, T.; Cooper, C.; Landi, F.; Rolland, Y.; Sayer, A.A.; et al.
Sarcopenia: Revised European consensus on definition and diagnosis. Age Ageing 2019, 48, 16–31. [CrossRef] [PubMed]

38. Yeung, S.S.Y.; Reijnierse, E.M.; Pham, V.K.; Trappenburg, M.C.; Lim, W.K.; Meskers, C.G.M.; Maier, A.B. Sarcopenia and its
association with falls and fractures in older adults: A systematic review and meta-analysis. J. Cachexia Sarcopenia Muscle 2019, 10,
485–500. [CrossRef]

39. Rizzoli, R.; Reginster, J.Y.; Arnal, J.F.; Bautmans, I.; Beaudart, C.; Bischoff-Ferrari, H.; Biver, E.; Boonen, S.; Brandi, M.L.; Chines,
A.; et al. Quality of life in sarcopenia and frailty. Calcif. Tissue Int. 2013, 93, 101–120. [CrossRef]

40. Goates, S.; Du, K.; Arensberg, M.B.; Gaillard, T.; Guralnik, J.; Pereira, S.L. Economic impact of hospitalizations in US adults with
sarcopenia. J. Frailty Aging 2019, 8, 93–99. [CrossRef]

41. Burge, A.T.; Cox, N.S.; Abramson, M.J.; Holland, A.E. Interventions for promoting physical activity in people with Chronic
Obstructive Pulmonary Disease (COPD). Cochrane Database Syst. Rev. 2020, 4, Cd012626. [CrossRef] [PubMed]

42. Lewthwaite, H.; Effing, T.W.; Olds, T.; Williams, M.T. Physical activity, sedentary behaviour and sleep in COPD guidelines: A
systematic review. Chron. Respir. Dis. 2017, 14, 231–244. [CrossRef] [PubMed]

43. Spruit, M.A.; Singh, S.J.; Garvey, C.; ZuWallack, R.; Nici, L.; Rochester, C.; Hill, K.; Holland, A.E.; Lareau, S.C.; Man, W.D.;
et al. An official American thoracic society/European respiratory society statement: Key concepts and advances in pulmonary
rehabilitation. Am. J. Respir. Crit. Care Med. 2013, 188, e13–e64. [CrossRef] [PubMed]

44. Miravitlles, M.; Ribera, A. Understanding the impact of symptoms on the burden of COPD. Respir. Res. 2017, 18, 67. [CrossRef]
45. Gloeckl, R.; Schneeberger, T.; Jarosch, I.; Kenn, K. Pulmonary rehabilitation and exercise training in chronic obstructive pulmonary

disease. Dtsch. Ärzteblatt Int. 2018, 115, 117–123. [CrossRef]
46. Holland, A.E.; Cox, N.S.; Houchen-Wolloff, L.; Rochester, C.L.; Garvey, C.; Zuwallack, R.; Nici, L.; Limberg, T.; Lareau, S.C.; Yawn,

B.P.; et al. Defining modern pulmonary rehabilitation. An official American thoracic society workshop report. Ann. Am. Thorac.
Soc. 2021, 18, e12–e29. [CrossRef]

47. Hejazi, K.; Askari, R.; Hofmeister, M. Effects of physical exercise on bone mineral density in older postmenopausal women: A
systematic review and meta-analysis of randomized controlled trials. Arch. Osteoporos. 2022, 17, 102. [CrossRef]

48. Koshy, F.S.; George, K.; Poudel, P.; Chalasani, R.; Goonathilake, M.R.; Waqar, S.; George, S.; Jean-Baptiste, W.; Yusuf Ali, A.; Inyang,
B.; et al. Exercise prescription and the minimum dose for bone remodeling needed to prevent osteoporosis in postmenopausal
women: A systematic review. Cureus 2022, 14, e25993. [CrossRef]

49. Marciniuk, D.D.; Goodridge, D.; Hernandez, P.; Rocker, G.; Balter, M.; Bailey, P.; Ford, G.; Bourbeau, J.; O’Donnell, D.E.; Maltais,
F.; et al. Managing dyspnea in patients with advanced chronic obstructive pulmonary disease: A Canadian thoracic society
clinical practice guideline. Can. Respir. J. 2011, 18, 69–78. [CrossRef]

50. Agustí, A.; Calverley, P.M.; Decramer, M.; Stockley, R.A.; Wedzicha, J.A. Prevention of exacerbations in chronic obstructive
pulmonary disease: Knowns and unknowns. Chronic Obstr. Pulm. Dis. 2014, 1, 166–184. [CrossRef]

51. Ambrosino, N.; Fracchia, C. Strategies to relieve dyspnoea in patients with advanced chronic respiratory diseases. A narrative
review. Pulmonology 2019, 25, 289–298. [CrossRef] [PubMed]

52. International Osteoporosis Foundation (IOF). Exercise Recommendations of Bone Health. Available online: https://www.
osteoporosis.foundation/health-professionals/prevention/exercise (accessed on 29 September 2022).

53. Kortianou, E.A.; Nasis, I.G.; Spetsioti, S.T.; Daskalakis, A.M.; Vogiatzis, I. Effectiveness of interval exercise training in patients
with COPD. Cardiopulm. Phys. Ther. J. 2010, 21, 12–19. [CrossRef]

54. Gloeckl, R.; Marinov, B.; Pitta, F. Practical recommendations for exercise training in patients with COPD. Eur. Respir. Rev. 2013, 22,
178–186. [CrossRef]

55. Cornelison, S.D.; Pascual, R.M. Pulmonary rehabilitation in the management of chronic lung disease. Med. Clin. N. Am. 2019, 103,
577–584. [CrossRef] [PubMed]

http://doi.org/10.3389/fnut.2022.921399
http://doi.org/10.1093/rheumatology/keaa755
http://www.ncbi.nlm.nih.gov/pubmed/33276373
http://doi.org/10.1186/s12890-022-02061-4
http://www.ncbi.nlm.nih.gov/pubmed/35854255
http://doi.org/10.2174/13816128113196660690
http://doi.org/10.1242/dev.151266
http://doi.org/10.1097/PHM.0000000000001572
http://doi.org/10.3389/fendo.2022.951298
http://doi.org/10.1093/ageing/afy169
http://www.ncbi.nlm.nih.gov/pubmed/30312372
http://doi.org/10.1002/jcsm.12411
http://doi.org/10.1007/s00223-013-9758-y
http://doi.org/10.14283/jfa.2019.10
http://doi.org/10.1002/14651858.CD012626.pub2
http://www.ncbi.nlm.nih.gov/pubmed/32297320
http://doi.org/10.1177/1479972316687224
http://www.ncbi.nlm.nih.gov/pubmed/28774202
http://doi.org/10.1164/rccm.201309-1634ST
http://www.ncbi.nlm.nih.gov/pubmed/24127811
http://doi.org/10.1186/s12931-017-0548-3
http://doi.org/10.3238/arztebl.2018.0117
http://doi.org/10.1513/AnnalsATS.202102-146ST
http://doi.org/10.1007/s11657-022-01140-7
http://doi.org/10.7759/cureus.25993
http://doi.org/10.1155/2011/745047
http://doi.org/10.15326/jcopdf.1.2.2014.0134
http://doi.org/10.1016/j.pulmoe.2019.04.002
http://www.ncbi.nlm.nih.gov/pubmed/31129045
https://www.osteoporosis.foundation/health-professionals/prevention/exercise
https://www.osteoporosis.foundation/health-professionals/prevention/exercise
http://doi.org/10.1097/01823246-201021030-00004
http://doi.org/10.1183/09059180.00000513
http://doi.org/10.1016/j.mcna.2018.12.015
http://www.ncbi.nlm.nih.gov/pubmed/30955523


J. Pers. Med. 2022, 12, 1626 18 of 23

56. Jaitovich, A.; Barreiro, E. Skeletal muscle dysfunction in chronic obstructive pulmonary disease. What we know and can do for
our patients. Am. J. Respir. Crit. Care Med. 2018, 198, 175–186. [CrossRef] [PubMed]

57. Malafarina, V.; Uriz-Otano, F.; Malafarina, C.; Martinez, J.A.; Zulet, M.A. Effectiveness of nutritional supplementation on
sarcopenia and recovery in hip fracture patients. A multi-centre randomized trial. Maturitas 2017, 101, 42–50. [CrossRef]

58. Benedetti, M.G.; Furlini, G.; Zati, A.; Letizia Mauro, G. The effectiveness of physical exercise on bone density in osteoporotic
patients. BioMed Res. Int. 2018, 2018, 4840531. [CrossRef]

59. Hong, A.R.; Kim, S.W. Effects of resistance exercise on bone health. Endocrinol. Metab. 2018, 33, 435–444. [CrossRef]
60. Loughran, K.J.; Atkinson, G.; Beauchamp, M.K.; Dixon, J.; Martin, D.; Rahim, S.; Harrison, S.L. Balance impairment in individuals

with COPD: A systematic review with meta-analysis. Thorax 2020, 75, 539–546. [CrossRef]
61. Hakamy, A.; Bolton, C.E.; Gibson, J.E.; McKeever, T.M. Risk of fall in patients with COPD. Thorax 2018, 73, 1079–1080. [CrossRef]
62. Beauchamp, M.K. Balance assessment in people with COPD: An evidence-based guide. Chronic Respir. Dis. 2019, 16,

147997311882031. [CrossRef] [PubMed]
63. de Sire, A.; Agostini, F.; Lippi, L.; Mangone, M.; Marchese, S.; Cisari, C.; Bernetti, A.; Invernizzi, M. Oxygen-ozone therapy in the

rehabilitation field: State of the art on mechanisms of action, safety and effectiveness in patients with musculoskeletal disorders.
Biomolecules 2021, 11, 356. [CrossRef] [PubMed]

64. de Sire, A.; Marotta, N.; Ferrillo, M.; Agostini, F.; Sconza, C.; Lippi, L.; Respizzi, S.; Giudice, A.; Invernizzi, M.; Ammendolia,
A. Oxygen-ozone therapy for reducing pro-inflammatory cytokines serum levels in musculoskeletal and temporomandibular
disorders: A comprehensive review. Int. J. Mol. Sci. 2022, 23, 2528. [CrossRef] [PubMed]

65. Spruit, M.A.; Augustin, I.M.; Vanfleteren, L.E.; Janssen, D.J.; Gaffron, S.; Pennings, H.J.; Smeenk, F.; Pieters, W.; van den Bergh, J.J.;
Michels, A.J.; et al. Differential response to pulmonary rehabilitation in COPD: Multidimensional profiling. Eur. Respir. J. 2015, 46,
1625–1635. [CrossRef]

66. Cesari, M.; Marzetti, E.; Laudisio, A.; Antonica, L.; Pahor, M.; Bernabei, R.; Zuccalà, G. Interaction of HDL cholesterol concentra-
tions on the relationship between physical function and inflammation in community-dwelling older persons. Age Ageing 2010, 39,
74–80. [CrossRef]

67. Mantoani, L.C.; Dell’Era, S.; MacNee, W.; Rabinovich, R.A. Physical activity in patients with COPD: The impact of comorbidities.
Expert Rev. Respir. Med. 2017, 11, 685–698. [CrossRef]

68. Garvey, C.; Bayles, M.P.; Hamm, L.F.; Hill, K.; Holland, A.; Limberg, T.M.; Spruit, M.A. Pulmonary rehabilitation exercise
prescription in chronic obstructive pulmonary disease: Review of selected guidelines: An official statement from the American
Association of Cardiovascular and Pulmonary Rehabilitation. J. Cardiopulm. Rehabil. Prev. 2016, 36, 75–83. [CrossRef]

69. Yohannes, A.M.; Ershler, W.B. Anemia in COPD: A systematic review of the prevalence, quality of life, and mortality. Respir. Care
2011, 56, 644–652. [CrossRef]

70. Wollsching-Strobel, M.; Schwarz, S.B.; Mathes, T.; Majorski, D.S.; Heidari, P.; Kroppen, D.; Magnet, F.S.; Windisch, W. Anemia
severely reduces health-related quality of life in COPD patients receiving long-term home non-invasive ventilation. Int. J. Chron.
Obstruct. Pulmon. Dis. 2021, 16, 2963–2971. [CrossRef]

71. Rochester, C.L.; Vogiatzis, I.; Holland, A.E.; Lareau, S.C.; Marciniuk, D.D.; Puhan, M.A.; Spruit, M.A.; Masefield, S.; Casaburi,
R.; Clini, E.M.; et al. An official American Thoracic Society/European Respiratory Society policy statement: Enhancing
implementation, use, and delivery of pulmonary rehabilitation. Am. J. Respir. Crit. Care Med. 2015, 192, 1373–1386. [CrossRef]

72. Lucchi, M.; Ambrogi, M.; Aprile, V.; Ribechini, A.; Fontanini, G. Laryngotracheal resection for a post-tracheotomy stenosis in a
patient with coronavirus disease 2019 (COVID-19). JTCVS Tech. 2020, 4, 360–364. [CrossRef] [PubMed]

73. Robinson, H.; Williams, V.; Curtis, F.; Bridle, C.; Jones, A.W. Facilitators and barriers to physical activity following pulmonary
rehabilitation in COPD: A systematic review of qualitative studies. npj Prim. Care Respir. Med. 2018, 28, 1–12. [CrossRef] [PubMed]

74. Spruit, M.A. Pulmonary rehabilitation. Eur. Respir. Rev. 2014, 23, 55–63. [CrossRef]
75. Gupta, A.; Jayes, L.R.; Holmes, S.; Sahota, O.; Canavan, M.; Elkin, S.L.; Lim, K.; Murphy, A.C.; Singh, S.; Towlson, E.A.; et al.

Management of fracture risk in patients with Chronic Obstructive Pulmonary Disease (COPD): Building a UK consensus through
healthcare professional and patient engagement. Int. J. Chron. Obstruct. Pulmon. Dis. 2020, 15, 1377–1390. [CrossRef] [PubMed]

76. McNamara, R.J.; Dale, M.; McKeough, Z.J. Innovative strategies to improve the reach and engagement in pulmonary rehabilitation.
J. Thorac. Dis. 2019, 11, S2192–S2199. [CrossRef] [PubMed]

77. Habib, G.M.M.; Rabinovich, R.; Divgi, K.; Ahmed, S.; Saha, S.K.; Singh, S.; Uddin, A.; Uzzaman, M.N.; Pinnock, H. Systematic
review of clinical effectiveness, components, and delivery of pulmonary rehabilitation in low-resource settings. NPJ Prim. Care
Respir. Med. 2020, 30, 52. [CrossRef]

78. Tsutsui, M.; Gerayeli, F.; Sin, D.D. Pulmonary rehabilitation in a post-COVID-19 world: Telerehabilitation as a new standard in
patients with COPD. Int. J. Chron. Obstruct. Pulmon. Dis. 2021, 16, 379–391. [CrossRef]

79. Mizuno, S.; Wakabayashi, H.; Wada, F. Rehabilitation nutrition for individuals with frailty, disability, sarcopenic dysphagia, or
sarcopenic respiratory disability. Curr. Opin. Clin. Nutr. Metab. Care 2022, 25, 29–36. [CrossRef]

80. Damanti, S.; Azzolino, D.; Roncaglione, C.; Arosio, B.; Rossi, P.; Cesari, M. Efficacy of Nutritional Interventions as stand-alone or
synergistic treatments with exercise for the management of sarcopenia. Nutrients 2019, 11, 1991. [CrossRef]

81. Walawska-Hrycek, A.; Galus, W.; Hrycek, E.; Kaczmarczyk, A.; Krzystanek, E. The impact of vitamin D low doses on its serum
level and cytokine profile in multiple sclerosis patients. J. Clin. Med. 2021, 10, 2781. [CrossRef]

http://doi.org/10.1164/rccm.201710-2140CI
http://www.ncbi.nlm.nih.gov/pubmed/29554438
http://doi.org/10.1016/j.maturitas.2017.04.010
http://doi.org/10.1155/2018/4840531
http://doi.org/10.3803/EnM.2018.33.4.435
http://doi.org/10.1136/thoraxjnl-2019-213608
http://doi.org/10.1136/thoraxjnl-2017-211008
http://doi.org/10.1177/1479973118820311
http://www.ncbi.nlm.nih.gov/pubmed/30789019
http://doi.org/10.3390/biom11030356
http://www.ncbi.nlm.nih.gov/pubmed/33652804
http://doi.org/10.3390/ijms23052528
http://www.ncbi.nlm.nih.gov/pubmed/35269681
http://doi.org/10.1183/13993003.00350-2015
http://doi.org/10.1093/ageing/afp194
http://doi.org/10.1080/17476348.2017.1354699
http://doi.org/10.1097/HCR.0000000000000171
http://doi.org/10.4187/respcare.01002
http://doi.org/10.2147/COPD.S328404
http://doi.org/10.1164/rccm.201510-1966ST
http://doi.org/10.1016/j.xjtc.2020.08.023
http://www.ncbi.nlm.nih.gov/pubmed/32838338
http://doi.org/10.1038/s41533-018-0085-7
http://www.ncbi.nlm.nih.gov/pubmed/29867117
http://doi.org/10.1183/09059180.00008013
http://doi.org/10.2147/COPD.S233398
http://www.ncbi.nlm.nih.gov/pubmed/32606647
http://doi.org/10.21037/jtd.2019.10.29
http://www.ncbi.nlm.nih.gov/pubmed/31737346
http://doi.org/10.1038/s41533-020-00210-y
http://doi.org/10.2147/COPD.S263031
http://doi.org/10.1097/MCO.0000000000000787
http://doi.org/10.3390/nu11091991
http://doi.org/10.3390/jcm10132781


J. Pers. Med. 2022, 12, 1626 19 of 23

82. Behm, C.; Blufstein, A.; Gahn, J.; Kubin, B.; Moritz, A.; Rausch-Fan, X.; Andrukhov, O. Pleiotropic effects of vitamin D-3 on
CD4(+) T lymphocytes mediated by human periodontal ligament cells and inflammatory environment. J. Clin. Periodontol. 2020,
47, 689–701. [CrossRef] [PubMed]

83. Kokturk, N.; Baha, A.; Oh, Y.-M.; Young Ju, J.; Jones, P.W. Vitamin D deficiency: What does it mean for chronic obstructive
pulmonary disease (COPD)? A compherensive review for pulmonologists. Clin. Respir. J. 2018, 12, 382–397. [CrossRef] [PubMed]

84. Janssens, W.; Lehouck, A.; Carremans, C.; Bouillon, R.; Mathieu, C.; Decramer, M. Vitamin D beyond bones in chronic obstructive
pulmonary disease: Time to act. Am. J. Respir. Crit. Care Med. 2009, 179, 630–636. [CrossRef] [PubMed]

85. Herr, C.; Greulich, T.; Koczulla, R.A.; Meyer, S.; Zakharkina, T.; Branscheidt, M.; Eschmann, R.; Bals, R. The role of vitamin D in
pulmonary disease: COPD, asthma, infection, and cancer. Respir. Res. 2011, 12, 31. [CrossRef]

86. Vieth, R. What is the optimal vitamin D status for health? Prog. Biophys. Mol. Biol. 2006, 92, 26–32. [CrossRef]
87. Dawson-Hughes, B.; Mithal, A.; Bonjour, J.P.; Boonen, S.; Burckhardt, P.; Fuleihan, G.E.; Josse, R.G.; Lips, P.; Morales-Torres,

J.; Yoshimura, N. IOF position statement: Vitamin D recommendations for older adults. Osteoporos. Int. 2010, 21, 1151–1154.
[CrossRef]

88. American Geriatrics Society Workgroup on Vitamin D Supplementation for Older Adults. Recommendations abstracted from the
American Geriatrics Society Consensus Statement on vitamin D for prevention of falls and their consequences. J. Am. Geriatr. Soc.
2014, 62, 147–152. [CrossRef]

89. Jackson, R.D.; LaCroix, A.Z.; Gass, M.; Wallace, R.B.; Robbins, J.; Lewis, C.E.; Bassford, T.; Beresford, S.A.; Black, H.R.; Blanchette,
P.; et al. Calcium plus vitamin D supplementation and the risk of fractures. N. Engl. J. Med. 2006, 354, 669–683. [CrossRef]

90. Daly, R.M.; Brown, M.; Bass, S.; Kukuljan, S.; Nowson, C. Calcium- and vitamin D3-fortified milk reduces bone loss at clinically
relevant skeletal sites in older men: A 2-year randomized controlled trial. J. Bone Miner. Res. 2006, 21, 397–405. [CrossRef]

91. Meier, C.; Woitge, H.W.; Witte, K.; Lemmer, B.; Seibel, M.J. Supplementation with oral vitamin D3 and calcium during winter
prevents seasonal bone loss: A randomized controlled open-label prospective trial. J. Bone Miner. Res. 2004, 19, 1221–1230.
[CrossRef]

92. Zhu, K.; Bruce, D.; Austin, N.; Devine, A.; Ebeling, P.R.; Prince, R.L. Randomized controlled trial of the effects of calcium with or
without vitamin D on bone structure and bone-related chemistry in elderly women with vitamin D insufficiency. J. Bone Miner.
Res. 2008, 23, 1343–1348. [CrossRef] [PubMed]

93. van Bakel, S.I.J.; Gosker, H.R.; Langen, R.C.; Schols, A. Towards personalized management of sarcopenia in COPD. Int. J. Chron.
Obstruct. Pulmon. Dis. 2021, 16, 25–40. [CrossRef] [PubMed]

94. Rafiq, R.; Prins, H.J.; Boersma, W.G.; Daniels, J.M.; den Heijer, M.; Lips, P.; de Jongh, R.T. Effects of daily vitamin D supplementa-
tion on respiratory muscle strength and physical performance in vitamin D-deficient COPD patients: A pilot trial. Int. J. Chronic
Obstr. Pulm. Dis. 2017, 12, 2583–2592. [CrossRef] [PubMed]

95. Bjerk, S.M.; Edgington, B.D.; Rector, T.S.; Kunisaki, K.M. Supplemental vitamin D and physical performance in COPD: A pilot
randomized trial. Int. J. Chronic Obstr. Pulm. Dis. 2013, 8, 97–104. [CrossRef] [PubMed]

96. Yumrutepe, T.; Aytemur, Z.A.; Baysal, O.; Taskapan, H.; Taskapan, C.M.; Hacievliyagil, S.S. Relationship between vitamin D and
lung function, physical performance and balance on patients with stage I-III chronic obstructive pulmonary disease. Rev. Assoc.
Med. Bras. 2015, 61, 132–138. [CrossRef] [PubMed]

97. Calafiore, D.; Fortunato, L.; Migliario, M. Vitamin D for clinical diseases in women: An indispensable factor in medicine and
dentistry. J. Clin. Med. 2022, 11, 3104. [CrossRef] [PubMed]

98. Harris, S.T.; Watts, N.B.; Genant, H.K.; McKeever, C.D.; Hangartner, T.; Keller, M.; Chesnut, C.H., 3rd; Brown, J.; Eriksen, E.F.;
Hoseyni, M.S.; et al. Effects of risedronate treatment on vertebral and nonvertebral fractures in women with postmenopausal
osteoporosis: A randomized controlled trial. Vertebral Efficacy with Risedronate Therapy (VERT) study group. JAMA 1999, 282,
1344–1352. [CrossRef]

99. Fujieda, Y.; Horita, T.; Nishimoto, N.; Tanimura, K.; Amasaki, Y.; Kasahara, H.; Furukawa, S.; Takeda, T.; Fukaya, S.; Matsui, K.;
et al. Efficacy and safety of sodium RISedronate for glucocorticoid-induced OsTeoporosis with rheumaTOid arthritis (RISOTTO
study): A multicentre, double-blind, randomized, placebo-controlled trial. Mod. Rheumatol. 2021, 31, 593–599. [CrossRef]

100. Mellström, D.D.; Sörensen, O.H.; Goemaere, S.; Roux, C.; Johnson, T.D.; Chines, A.A. Seven years of treatment with risedronate in
women with postmenopausal osteoporosis. Calcif. Tissue Int. 2004, 75, 462–468. [CrossRef]

101. Saag, K.G.; Zanchetta, J.R.; Devogelaer, J.P.; Adler, R.A.; Eastell, R.; See, K.; Krege, J.H.; Krohn, K.; Warner, M.R. Effects of
teriparatide versus alendronate for treating glucocorticoid-induced osteoporosis: Thirty-six-month results of a randomized,
double-blind, controlled trial. Arthritis Rheum. 2009, 60, 3346–3355. [CrossRef]

102. Saag, K.G.; Shane, E.; Boonen, S.; Marín, F.; Donley, D.W.; Taylor, K.A.; Dalsky, G.P.; Marcus, R. Teriparatide or alendronate in
glucocorticoid-induced osteoporosis. N. Engl. J. Med. 2007, 357, 2028–2039. [CrossRef] [PubMed]

103. Langdahl, B.L.; Marin, F.; Shane, E.; Dobnig, H.; Zanchetta, J.R.; Maricic, M.; Krohn, K.; See, K.; Warner, M.R. Teriparatide versus
alendronate for treating glucocorticoid-induced osteoporosis: An analysis by gender and menopausal status. Osteoporos. Int.
2009, 20, 2095–2104. [CrossRef] [PubMed]

104. Al Mheid, I.; Quyyumi, A.A. Vitamin D and cardiovascular disease: Controversy unresolved. J. Am. Coll. Cardiol. 2017, 70, 89–100.
[CrossRef] [PubMed]

105. Berridge, M.J. Vitamin D deficiency and diabetes. Biochem. J. 2017, 474, 1321–1332. [CrossRef]

http://doi.org/10.1111/jcpe.13283
http://www.ncbi.nlm.nih.gov/pubmed/32160330
http://doi.org/10.1111/crj.12588
http://www.ncbi.nlm.nih.gov/pubmed/27925404
http://doi.org/10.1164/rccm.200810-1576PP
http://www.ncbi.nlm.nih.gov/pubmed/19164701
http://doi.org/10.1186/1465-9921-12-31
http://doi.org/10.1016/j.pbiomolbio.2006.02.003
http://doi.org/10.1007/s00198-010-1285-3
http://doi.org/10.1111/jgs.12631
http://doi.org/10.1056/NEJMoa055218
http://doi.org/10.1359/JBMR.051206
http://doi.org/10.1359/JBMR.040511
http://doi.org/10.1359/jbmr.080327
http://www.ncbi.nlm.nih.gov/pubmed/18410225
http://doi.org/10.2147/COPD.S280540
http://www.ncbi.nlm.nih.gov/pubmed/33442246
http://doi.org/10.2147/COPD.S132117
http://www.ncbi.nlm.nih.gov/pubmed/28894361
http://doi.org/10.2147/copd.S40885
http://www.ncbi.nlm.nih.gov/pubmed/23430315
http://doi.org/10.1590/1806-9282.61.02.132
http://www.ncbi.nlm.nih.gov/pubmed/26107362
http://doi.org/10.3390/jcm11113104
http://www.ncbi.nlm.nih.gov/pubmed/35683491
http://doi.org/10.1001/jama.282.14.1344
http://doi.org/10.1080/14397595.2020.1812835
http://doi.org/10.1007/s00223-004-0286-7
http://doi.org/10.1002/art.24879
http://doi.org/10.1056/NEJMoa071408
http://www.ncbi.nlm.nih.gov/pubmed/18003959
http://doi.org/10.1007/s00198-009-0917-y
http://www.ncbi.nlm.nih.gov/pubmed/19350340
http://doi.org/10.1016/j.jacc.2017.05.031
http://www.ncbi.nlm.nih.gov/pubmed/28662812
http://doi.org/10.1042/BCJ20170042


J. Pers. Med. 2022, 12, 1626 20 of 23

106. Altieri, B.; Muscogiuri, G.; Barrea, L.; Mathieu, C.; Vallone, C.V.; Mascitelli, L.; Bizzaro, G.; Altieri, V.M.; Tirabassi, G.; Balercia, G.;
et al. Does vitamin D play a role in autoimmune endocrine disorders? A proof of concept. Rev. Endocr. Metab. Disord. 2017, 18,
335–346. [CrossRef]

107. Bertoglio, P.; Ricciardi, S.; Alì, G.; Aprile, V.; Korasidis, S.; Palmiero, G.; Fontanini, G.; Mussi, A.; Lucchi, M. N2 lung cancer is not
all the same: An analysis of different prognostic groups. Interact. Cardiovasc. Thorac. Surg. 2018, 27, 720–726. [CrossRef]

108. Lanham-New, S.A.; Webb, A.R.; Cashman, K.D.; Buttriss, J.L.; Fallowfield, J.L.; Masud, T.; Hewison, M.; Mathers, J.C.; Kiely, M.;
Welch, A.A.; et al. Vitamin D and SARS-CoV-2 virus/COVID-19 disease. BMJ Nutr. Prev. Health 2020, 3, 106–110. [CrossRef]

109. Greiller, C.L.; Martineau, A.R. Modulation of the immune response to respiratory viruses by vitamin D. Nutrients 2015, 7,
4240–4270. [CrossRef]

110. Jolliffe, D.A.; Griffiths, C.J.; Martineau, A.R. Vitamin D in the prevention of acute respiratory infection: Systematic review of
clinical studies. J. Steroid Biochem. Mol. Biol. 2013, 136, 321–329. [CrossRef]

111. Jolliffe, D.A.; Camargo, C.A.; Sluyter, J.D.; Aglipay, M.; Aloia, J.F.; Ganmaa, D.; Bergman, P.; Bischoff-Ferrari, H.A.; Borzutzky, A.;
Damsgaard, C.T.; et al. Vitamin D supplementation to prevent acute respiratory infections: A systematic review and meta-analysis
of aggregate data from randomised controlled trials. Lancet Diabetes Amp. Endocrinol. 2021, 9, 276–292. [CrossRef]

112. Dávalos-Yerovi, V.; Marco, E.; Sánchez-Rodríguez, D.; Duran, X.; Meza-Valderrama, D.; Rodríguez, D.A.; Muñoz, E.; Tejero-
Sánchez, M.; Muns, M.D.; Guillén-Solà, A.; et al. Malnutrition according to GLIM criteria is associated with mortality and
hospitalizations in rehabilitation patients with stable chronic obstructive pulmonary disease. Nutrients 2021, 13, 369. [CrossRef]
[PubMed]

113. Rawal, G.; Yadav, S. Nutrition in chronic obstructive pulmonary disease: A review. J. Transl. Intern. Med. 2015, 3, 151–154.
[CrossRef] [PubMed]

114. Caffarelli, C.; Alessi, C.; Nuti, R.; Gonnelli, S. Divergent effects of obesity on fragility fractures. Clin. Interv. Aging 2014, 9,
1629–1636. [CrossRef] [PubMed]

115. Collins, P.F.; Elia, M.; Stratton, R.J. Nutritional support and functional capacity in chronic obstructive pulmonary disease: A
systematic review and meta-analysis. Respirology 2013, 18, 616–629. [CrossRef]

116. Kerstetter, J.E.; Kenny, A.M.; Insogna, K.L. Dietary protein and skeletal health: A review of recent human research. Curr. Opin.
Lipidol. 2011, 22, 16–20. [CrossRef]

117. Bikle, D.D.; Tahimic, C.; Chang, W.; Wang, Y.; Philippou, A.; Barton, E.R. Role of IGF-I signaling in muscle bone interactions. Bone
2015, 80, 79–88. [CrossRef]

118. Liu, G.; Sun, S.; Guo, B.; Miao, B.; Luo, Z.; Xia, Z.; Ying, D.; Liu, F.; Guo, B.; Tang, J.; et al. Bioactive peptide isolated from casein
phosphopeptides promotes calcium uptake in vitro and in vivo. Food Funct. 2018, 9, 2251–2260. [CrossRef]

119. Dawson-Hughes, B.; Harris, S.S.; Rasmussen, H.M.; Dallal, G.E. Comparative effects of oral aromatic and branched-chain amino
acids on urine calcium excretion in humans. Osteoporos. Int. 2007, 18, 955–961. [CrossRef]

120. Lippi, L.; Uberti, F.; Folli, A.; Turco, A.; Curci, C.; d’Abrosca, F.; de Sire, A.; Invernizzi, M. Impact of nutraceuticals and dietary
supplements on mitochondria modifications in healthy aging: A systematic review of randomized controlled trials. Aging Clin.
Exp. Res. 2022, 3. [CrossRef]

121. Aldhahir, A.M.; Rajeh, A.M.A.; Aldabayan, Y.S.; Drammeh, S.; Subbu, V.; Alqahtani, J.S.; Hurst, J.R.; Mandal, S. Nutritional
supplementation during pulmonary rehabilitation in COPD: A systematic review. Chronic Respir. Dis. 2020, 17, 147997312090495.
[CrossRef]

122. de Sire, A.; de Sire, R.; Curci, C.; Castiglione, F.; Wahli, W. Role of dietary supplements and probiotics in modulating microbiota
and bone health: The gut-bone axis. Cells 2022, 11, 743. [CrossRef] [PubMed]

123. Abenavoli, L.; Scarpellini, E.; Colica, C.; Boccuto, L.; Salehi, B.; Sharifi-Rad, J.; Aiello, V.; Romano, B.; De Lorenzo, A.; Izzo, A.A.;
et al. Gut microbiota and obesity: A role for probiotics. Nutrients 2019, 11, 2690. [CrossRef] [PubMed]

124. Huang, C.; Shi, G. Smoking and microbiome in oral, airway, gut and some systemic diseases. J. Transl. Med. 2019, 17, 225.
[CrossRef] [PubMed]

125. Qu, L.; Cheng, Q.; Wang, Y.; Mu, H.; Zhang, Y. COPD and gut-lung axis: How microbiota and host inflammasome influence
COPD and related therapeutics. Front. Microbiol. 2022, 13, 868086. [CrossRef] [PubMed]

126. Al Bander, Z.; Nitert, M.D.; Mousa, A.; Naderpoor, N. The gut microbiota and inflammation: An overview. Int. J. Environ. Res.
Public Health 2020, 17, 7618. [CrossRef] [PubMed]

127. Tu, Y.; Yang, R.; Xu, X.; Zhou, X. The microbiota-gut-bone axis and bone health. J. Leukoc. Biol. 2021, 110, 525–537. [CrossRef]
[PubMed]

128. Tønnesen, P. Smoking cessation and COPD. Eur. Respir. Rev. 2013, 22, 37–43. [CrossRef]
129. Vestergaard, P.; Mosekilde, L. Fracture risk associated with smoking: A meta-analysis. J. Intern. Med. 2003, 254, 572–583.

[CrossRef]
130. Stead, L.F.; Carroll, A.J.; Lancaster, T. Group behaviour therapy programmes for smoking cessation. Cochrane Database Syst. Rev.

2017, 3, Cd001007. [CrossRef]
131. Santos, L.; Elliott-Sale, K.J.; Sale, C. Exercise and bone health across the lifespan. Biogerontology 2017, 18, 931–946. [CrossRef]
132. Lippi, L.; de Sire, A.; Mezian, K.; Curci, C.; Perrero, L.; Turco, A.; Andaloro, S.; Ammendolia, A.; Fusco, N.; Invernizzi, M. Impact

of exercise training on muscle mitochondria modifications in older adults: A systematic review of randomized controlled trials.
Aging Clin. Exp. Res. 2022, 34, 1495–1510. [CrossRef] [PubMed]

http://doi.org/10.1007/s11154-016-9405-9
http://doi.org/10.1093/icvts/ivy171
http://doi.org/10.1136/bmjnph-2020-000089
http://doi.org/10.3390/nu7064240
http://doi.org/10.1016/j.jsbmb.2012.11.017
http://doi.org/10.1016/S2213-8587(21)00051-6
http://doi.org/10.3390/nu13020369
http://www.ncbi.nlm.nih.gov/pubmed/33530364
http://doi.org/10.1515/jtim-2015-0021
http://www.ncbi.nlm.nih.gov/pubmed/27847905
http://doi.org/10.2147/cia.S64625
http://www.ncbi.nlm.nih.gov/pubmed/25284996
http://doi.org/10.1111/resp.12070
http://doi.org/10.1097/MOL.0b013e3283419441
http://doi.org/10.1016/j.bone.2015.04.036
http://doi.org/10.1039/C7FO01709J
http://doi.org/10.1007/s00198-006-0320-x
http://doi.org/10.1007/s40520-022-02203-y
http://doi.org/10.1177/1479973120904953
http://doi.org/10.3390/cells11040743
http://www.ncbi.nlm.nih.gov/pubmed/35203401
http://doi.org/10.3390/nu11112690
http://www.ncbi.nlm.nih.gov/pubmed/31703257
http://doi.org/10.1186/s12967-019-1971-7
http://www.ncbi.nlm.nih.gov/pubmed/31307469
http://doi.org/10.3389/fmicb.2022.868086
http://www.ncbi.nlm.nih.gov/pubmed/35432269
http://doi.org/10.3390/ijerph17207618
http://www.ncbi.nlm.nih.gov/pubmed/33086688
http://doi.org/10.1002/JLB.3MR0321-755R
http://www.ncbi.nlm.nih.gov/pubmed/33884666
http://doi.org/10.1183/09059180.00007212
http://doi.org/10.1111/j.1365-2796.2003.01232.x
http://doi.org/10.1002/14651858.CD001007.pub3
http://doi.org/10.1007/s10522-017-9732-6
http://doi.org/10.1007/s40520-021-02073-w
http://www.ncbi.nlm.nih.gov/pubmed/35079977


J. Pers. Med. 2022, 12, 1626 21 of 23

133. Invernizzi, M.; Cisari, C. Sarcopenia and muscular modifications in disabling pathologies of the elderly from the physical and
rehabilitation medicine: Point of view. Eur. J. Phys. Rehabil. Med. 2013, 49, 107–109. [PubMed]

134. Invernizzi, M.; Cisari, C.; Carda, S. The potential impact of new effervescent alendronate formulation on compliance and
persistence in osteoporosis treatment. Aging Clin. Exp. Res. 2015, 27, 107–113. [CrossRef]

135. Geusens, P.; Bevers, M.S.; van Rietbergen, B.; Messina, O.D.; Lespessailles, E.; Oliveri, B.; Chapurlat, R.; Engelke, K.; Chines,
A.; Huang, S.; et al. Effect of denosumab compared with risedronate on bone strength in patients initiating or continuing
glucocorticoid treatment. J. Bone Miner. Res. 2022, 37, 1136–1146. [CrossRef] [PubMed]

136. Hirooka, Y.; Nozaki, Y.; Inoue, A.; Li, J.; Shiga, T.; Kishimoto, K.; Sugiyama, M.; Kinoshita, K.; Funauchi, M.; Matsumura, I. Effects
of denosumab versus teriparatide in glucocorticoid-induced osteoporosis patients with prior bisphosphonate treatment. Bone Rep.
2020, 13, 100293. [CrossRef] [PubMed]

137. Yamaguchi, Y.; Morita, T.; Kumanogoh, A. The therapeutic efficacy of denosumab for the loss of bone mineral density in
glucocorticoid-induced osteoporosis: A meta-analysis. Rheumatol. Adv. Pract. 2020, 4, rkaa008. [CrossRef]

138. Nuti, R.; Brandi, M.L.; Checchia, G.; Di Munno, O.; Dominguez, L.; Falaschi, P.; Fiore, C.E.; Iolascon, G.; Maggi, S.; Michieli, R.;
et al. Guidelines for the management of osteoporosis and fragility fractures. Intern. Emerg. Med. 2019, 14, 85–102. [CrossRef]

139. Scala, R.; Maqoud, F.; Antonacci, M.; Dibenedetto, J.R.; Perrone, M.G.; Scilimati, A.; Castillo, K.; Latorre, R.; Conte, D.; Bendahhou,
S.; et al. Bisphosphonates Targeting Ion Channels and Musculoskeletal Effects. Front Pharmacol. 2022, 13, 837534. [CrossRef]

140. Compston, J. Glucocorticoid-induced osteoporosis: An update. Endocrine 2018, 61, 7–16. [CrossRef]
141. Li, S.S.; He, S.H.; Xie, P.Y.; Li, W.; Zhang, X.X.; Li, T.F.; Li, D.F. Recent Progresses in the Treatment of Osteoporosis. Front. Pharmacol.

2021, 12, 717065. [CrossRef]
142. Gregson, C.L.; Armstrong, D.J.; Bowden, J.; Cooper, C.; Edwards, J.; Gittoes, N.J.L.; Harvey, N.; Kanis, J.; Leyland, S.; Low, R.;

et al. UK clinical guideline for the prevention and treatment of osteoporosis. Arch. Osteoporos. 2022, 17, 58. [CrossRef] [PubMed]
143. Chiodini, I.; Falchetti, A.; Merlotti, D.; Eller Vainicher, C.; Gennari, L. Updates in epidemiology, pathophysiology and management

strategies of glucocorticoid-induced osteoporosis. Expert Rev. Endocrinol. Metab. 2020, 15, 283–298. [CrossRef] [PubMed]
144. Black, D.M.; Cummings, S.R.; Karpf, D.B.; Cauley, J.A.; Thompson, D.E.; Nevitt, M.C.; Bauer, D.C.; Genant, H.K.; Haskell, W.L.;

Marcus, R.; et al. Randomised trial of effect of alendronate on risk of fracture in women with existing vertebral fractures. Fracture
Intervention Trial Research Group. Lancet 1996, 348, 1535–1541. [CrossRef]

145. Smith, B.J.; Laslett, L.L.; Pile, K.D.; Phillips, P.J.; Phillipov, G.; Evans, S.M.; Esterman, A.J.; Berry, J.G. Randomized controlled trial
of alendronate in airways disease and low bone mineral density. Chron. Respir. Dis. 2004, 1, 131–137. [CrossRef] [PubMed]

146. Chesnut, C.H., 3rd; Skag, A.; Christiansen, C.; Recker, R.; Stakkestad, J.A.; Hoiseth, A.; Felsenberg, D.; Huss, H.; Gilbride,
J.; Schimmer, R.C.; et al. Effects of oral ibandronate administered daily or intermittently on fracture risk in postmenopausal
osteoporosis. J. Bone Miner. Res. 2004, 19, 1241–1249. [CrossRef] [PubMed]

147. Eisman, J.A.; Civitelli, R.; Adami, S.; Czerwinski, E.; Recknor, C.; Prince, R.; Reginster, J.Y.; Zaidi, M.; Felsenberg, D.; Hughes, C.;
et al. Efficacy and tolerability of intravenous ibandronate injections in postmenopausal osteoporosis: 2-year results from the
DIVA study. J. Rheumatol. 2008, 35, 488–497.

148. Reginster, J.Y.; Adami, S.; Lakatos, P.; Greenwald, M.; Stepan, J.J.; Silverman, S.L.; Christiansen, C.; Rowell, L.; Mairon, N.;
Bonvoisin, B.; et al. Efficacy and tolerability of once-monthly oral ibandronate in postmenopausal osteoporosis: 2 year results
from the MOBILE study. Ann. Rheum. Dis. 2006, 65, 654–661. [CrossRef]

149. Martins, L.H.I.; Ferreira, D.C.; Silva, M.T.; Motta, R.H.L.; Franquez, R.T.; Bergamaschi, C.C. Frequency of osteonecrosis in
bisphosphonate users submitted to dental procedures: A systematic review. Oral Dis. 2021. [CrossRef]

150. Beth-Tasdogan, N.H.; Mayer, B.; Hussein, H.; Zolk, O.; Peter, J.U. Interventions for managing medication-related osteonecrosis of
the jaw. Cochrane Database Syst. Rev. 2022, 7, CD012432. [CrossRef]

151. Ferrillo, M.; Migliario, M.; Marotta, N.; Lippi, L.; Antonelli, A.; Calafiore, D.; Ammendolia, V.; Fortunato, L.; Renò, F.; Giudice,
A.; et al. Oral health in breast cancer women with vitamin D deficiency: A machine learning study. J. Clin. Med. 2022, 11, 4662.
[CrossRef]

152. Li, J.; Sun, Y.; Chen, Z.; Xie, X.; Gu, F.; Bi, S.; Yu, T. Effects of Bisphosphonates Treatments in Osteopenic Older Women: A
Systematic Review and Meta-Analysis. Front. Pharmacol. 2022, 13, 892091. [CrossRef] [PubMed]

153. Kim, J.; Lee, J.H.; Kim, Y.; Kim, K.; Oh, Y.M.; Yoo, K.H.; Rhee, C.K.; Yoon, H.K.; Kim, Y.S.; Park, Y.B.; et al. Association between
chronic obstructive pulmonary disease and gastroesophageal reflux disease: A national cross-sectional cohort study. BMC Pulm.
Med. 2013, 13, 51. [CrossRef] [PubMed]

154. Zhou, J.; Ma, X.; Wang, T.; Zhai, S. Comparative efficacy of bisphosphonates in short-term fracture prevention for primary
osteoporosis: A systematic review with network meta-analyses. Osteoporos. Int. 2016, 27, 3289–3300. [CrossRef] [PubMed]

155. Compston, J. Practical guidance for the use of bisphosphonates in osteoporosis. Bone 2020, 136, 115330. [CrossRef] [PubMed]
156. Lekamwasam, S.; Adachi, J.D.; Agnusdei, D.; Bilezikian, J.; Boonen, S.; Borgström, F.; Cooper, C.; Perez, A.D.; Eastell, R.; Hofbauer,

L.C.; et al. An appendix to the 2012 IOF-ECTS guidelines for the management of glucocorticoid-induced osteoporosis. Arch.
Osteoporos. 2012, 7, 25–30. [CrossRef]

157. Reid, D.M.; Devogelaer, J.P.; Saag, K.; Roux, C.; Lau, C.S.; Reginster, J.Y.; Papanastasiou, P.; Ferreira, A.; Hartl, F.; Fashola, T.;
et al. Zoledronic acid and risedronate in the prevention and treatment of glucocorticoid-induced osteoporosis (HORIZON): A
multicentre, double-blind, double-dummy, randomised controlled trial. Lancet 2009, 373, 1253–1263. [CrossRef]

http://www.ncbi.nlm.nih.gov/pubmed/23575204
http://doi.org/10.1007/s40520-014-0256-5
http://doi.org/10.1002/jbmr.4551
http://www.ncbi.nlm.nih.gov/pubmed/35340062
http://doi.org/10.1016/j.bonr.2020.100293
http://www.ncbi.nlm.nih.gov/pubmed/32676524
http://doi.org/10.1093/rap/rkaa008
http://doi.org/10.1007/s11739-018-1874-2
http://doi.org/10.3389/fphar.2022.837534
http://doi.org/10.1007/s12020-018-1588-2
http://doi.org/10.3389/fphar.2021.717065
http://doi.org/10.1007/s11657-022-01061-5
http://www.ncbi.nlm.nih.gov/pubmed/35378630
http://doi.org/10.1080/17446651.2020.1772051
http://www.ncbi.nlm.nih.gov/pubmed/32584619
http://doi.org/10.1016/S0140-6736(96)07088-2
http://doi.org/10.1191/1479972304cd025oa
http://www.ncbi.nlm.nih.gov/pubmed/16281654
http://doi.org/10.1359/JBMR.040325
http://www.ncbi.nlm.nih.gov/pubmed/15231010
http://doi.org/10.1136/ard.2005.044958
http://doi.org/10.1111/odi.14003
http://doi.org/10.1002/14651858.CD012432.pub3
http://doi.org/10.3390/jcm11164662
http://doi.org/10.3389/fphar.2022.892091
http://www.ncbi.nlm.nih.gov/pubmed/35662708
http://doi.org/10.1186/1471-2466-13-51
http://www.ncbi.nlm.nih.gov/pubmed/23927016
http://doi.org/10.1007/s00198-016-3654-z
http://www.ncbi.nlm.nih.gov/pubmed/27273112
http://doi.org/10.1016/j.bone.2020.115330
http://www.ncbi.nlm.nih.gov/pubmed/32222607
http://doi.org/10.1007/s11657-012-0070-7
http://doi.org/10.1016/S0140-6736(09)60250-6


J. Pers. Med. 2022, 12, 1626 22 of 23

158. Black, D.M.; Delmas, P.D.; Eastell, R.; Reid, I.R.; Boonen, S.; Cauley, J.A.; Cosman, F.; Lakatos, P.; Leung, P.C.; Man, Z.; et al.
Once-yearly zoledronic acid for treatment of postmenopausal osteoporosis. N. Engl. J. Med. 2007, 356, 1809–1822. [CrossRef]

159. Black, D.M.; Reid, I.R.; Boonen, S.; Bucci-Rechtweg, C.; Cauley, J.A.; Cosman, F.; Cummings, S.R.; Hue, T.F.; Lippuner, K.;
Lakatos, P.; et al. The effect of 3 versus 6 years of zoledronic acid treatment of osteoporosis: A randomized extension to the
HORIZON-Pivotal Fracture Trial (PFT). J. Bone Miner. Res. 2012, 27, 243–254. [CrossRef]

160. Boonen, S.; Reginster, J.Y.; Kaufman, J.M.; Lippuner, K.; Zanchetta, J.; Langdahl, B.; Rizzoli, R.; Lipschitz, S.; Dimai, H.P.;
Witvrouw, R.; et al. Fracture risk and zoledronic acid therapy in men with osteoporosis. N. Engl. J. Med. 2012, 367, 1714–1723.
[CrossRef]

161. Saag, K.G.; Wagman, R.B.; Geusens, P.; Adachi, J.D.; Messina, O.D.; Emkey, R.; Chapurlat, R.; Wang, A.; Pannacciulli, N.;
Lems, W.F. Denosumab versus risedronate in glucocorticoid-induced osteoporosis: A multicentre, randomised, double-blind,
active-controlled, double-dummy, non-inferiority study. Lancet Diabetes Endocrinol. 2018, 6, 445–454. [CrossRef]

162. Li, P.; Wu, X.; Li, Y.; Huang, J. Denosumab Versus Bisphosphonates for the Prevention of the Vertebral Fractures in Men with
Osteoporosis: An Updated Network Meta-Analysis. Clin Investig. Med. 2022, 45, E14–E22. [CrossRef] [PubMed]

163. Migliaccio, S.; Francomano, D.; Romagnoli, E.; Marocco, C.; Fornari, R.; Resmini, G.; Buffa, A.; Di Pietro, G.; Corvaglia, S.;
Gimigliano, F.; et al. Persistence with denosumab therapy in women affected by osteoporosis with fragility fractures: A
multicenter observational real practice study in Italy. J. Endocrinol. Invest. 2017, 40, 1321–1326. [CrossRef] [PubMed]

164. Bone, H.G.; Bolognese, M.A.; Yuen, C.K.; Kendler, D.L.; Miller, P.D.; Yang, Y.C.; Grazette, L.; San Martin, J.; Gallagher, J.C. Effects
of denosumab treatment and discontinuation on bone mineral density and bone turnover markers in postmenopausal women
with low bone mass. J. Clin. Endocrinol. Metab. 2011, 96, 972–980. [CrossRef]

165. Khan, A.A.; Morrison, A.; Hanley, D.A.; Felsenberg, D.; McCauley, L.K.; O’Ryan, F.; Reid, I.R.; Ruggiero, S.L.; Taguchi, A.; Tetradis,
S.; et al. Diagnosis and management of osteonecrosis of the jaw: A systematic review and international consensus. J. Bone Miner.
Res. 2015, 30, 3–23. [CrossRef] [PubMed]

166. Tsourdi, E.; Zillikens, M.C.; Meier, C.; Body, J.J.; Gonzalez Rodriguez, E.; Anastasilakis, A.D.; Abrahamsen, B.; McCloskey, E.;
Hofbauer, L.C.; Guañabens, N.; et al. Fracture risk and management of discontinuation of denosumab therapy: A systematic
review and position statement by ECTS. J. Clin. Endocrinol. Metab. 2020, 106, 264–281. [CrossRef] [PubMed]

167. Zhang, D.; Potty, A.; Vyas, P.; Lane, J. The role of recombinant PTH in human fracture healing: A systematic review. J. Orthop.
Trauma 2014, 28, 57–62. [CrossRef] [PubMed]

168. Lindsay, R.; Krege, J.H.; Marin, F.; Jin, L.; Stepan, J.J. Teriparatide for osteoporosis: Importance of the full course. Osteoporos. Int.
2016, 27, 2395–2410. [CrossRef]

169. Díez-Pérez, A.; Marin, F.; Eriksen, E.F.; Kendler, D.L.; Krege, J.H.; Delgado-Rodríguez, M. Effects of teriparatide on hip and upper
limb fractures in patients with osteoporosis: A systematic review and meta-analysis. Bone 2019, 120, 1–8. [CrossRef]

170. Simpson, E.L.; Martyn-St James, M.; Hamilton, J.; Wong, R.; Gittoes, N.; Selby, P.; Davis, S. Clinical effectiveness of denosumab,
raloxifene, romosozumab, and teriparatide for the prevention of osteoporotic fragility fractures: A systematic review and network
meta-analysis. Bone 2020, 130, 115081. [CrossRef]

171. Saag, K.G.; Agnusdei, D.; Hans, D.; Kohlmeier, L.A.; Krohn, K.D.; Leib, E.S.; MacLaughlin, E.J.; Alam, J.; Simonelli, C.; Taylor,
K.A.; et al. Trabecular bone score in patients with chronic glucocorticoid therapy-induced osteoporosis treated with alendronate
or teriparatide. Arthritis Rheumatol. 2016, 68, 2122–2128. [CrossRef]

172. Graat-Verboom, L.; Spruit, M.A.; van den Borne, B.E.; Smeenk, F.W.; Martens, E.J.; Lunde, R.; Wouters, E.F. Correlates of
osteoporosis in chronic obstructive pulmonary disease: An underestimated systemic component. Respir. Med. 2009, 103,
1143–1151. [CrossRef] [PubMed]

173. Rinonapoli, G.; Ruggiero, C.; Meccariello, L.; Bisaccia, M.; Ceccarini, P.; Caraffa, A. Osteoporosis in men: A review of an
underestimated bone condition. Int. J. Mol. Sci. 2021, 22, 2105. [CrossRef] [PubMed]

174. Singhvi, D.; Bon, J. CT imaging and comorbidities in COPD: Beyond lung cancer screening. Chest 2021, 159, 147–153. [CrossRef]
175. Sepúlveda-Loyola, W.; Rodríguez-Sánchez, I.; Pérez-Rodríguez, P.; Ganz, F.; Torralba, R.; Oliveira, D.V.; Rodríguez-Mañas, L.

Impact of social isolation due to COVID-19 on health in older people: Mental and physical effects and recommendations. J. Nutr.
Health Aging 2020, 24, 938–947. [CrossRef] [PubMed]

176. Ijaz, N.; Buta, B.; Xue, Q.-L.; Mohess, D.T.; Bushan, A.; Tran, H.; Batchelor, W.; Defilippi, C.R.; Walston, J.D.; Bandeen-Roche, K.;
et al. Interventions for frailty among older adults with cardiovascular disease. J. Am. Coll. Cardiol. 2022, 79, 482–503. [CrossRef]
[PubMed]

177. Bernetti, A.; Farì, G.; Mangone, M.; Fiore, P.; Santilli, V.; Paoloni, M.; Agostini, F. Medical management of osteoarthritis during the
COVID-19 pandemic: A challenge for the present and the future. Ann. Ig. 2022, 34, 184–189. [CrossRef]

178. Md Fadzil, N.H.; Shahar, S.; Rajikan, R.; Singh, D.K.A.; Mat Ludin, A.F.; Subramaniam, P.; Ibrahim, N.; Vanoh, D.; Mohamad Ali,
N. A scoping review for usage of telerehabilitation among older adults with mild cognitive impairment or cognitive frailty. Int. J.
Environ. Res. Public Health 2022, 19, 4000. [CrossRef]

179. Marotta, N.; Demeco, A.; Moggio, L.; Ammendolia, A. Why is telerehabilitation necessary? A pre-post COVID-19 comparative
study of ICF activity and participation. J. Enabling Technol. 2021, 15, 117–121. [CrossRef]

180. de Sire, A.; Marotta, N.; Agostini, F.; Drago Ferrante, V.; Demeco, A.; Ferrillo, M.; Inzitari, M.T.; Pellegrino, R.; Russo, I.; Ozyemisci
Taskiran, O.; et al. A telerehabilitation approach to chronic facial paralysis in the COVID-19 pandemic scenario: What role for
electromyography assessment? J. Pers. Med. 2022, 12, 497. [CrossRef]

http://doi.org/10.1056/NEJMoa067312
http://doi.org/10.1002/jbmr.1494
http://doi.org/10.1056/NEJMoa1204061
http://doi.org/10.1016/S2213-8587(18)30075-5
http://doi.org/10.25011/cim.v45i3.38875
http://www.ncbi.nlm.nih.gov/pubmed/36149052
http://doi.org/10.1007/s40618-017-0701-3
http://www.ncbi.nlm.nih.gov/pubmed/28589380
http://doi.org/10.1210/jc.2010-1502
http://doi.org/10.1002/jbmr.2405
http://www.ncbi.nlm.nih.gov/pubmed/25414052
http://doi.org/10.1210/clinem/dgaa756
http://www.ncbi.nlm.nih.gov/pubmed/33103722
http://doi.org/10.1097/BOT.0b013e31828e13fe
http://www.ncbi.nlm.nih.gov/pubmed/23454854
http://doi.org/10.1007/s00198-016-3534-6
http://doi.org/10.1016/j.bone.2018.09.020
http://doi.org/10.1016/j.bone.2019.115081
http://doi.org/10.1002/art.39726
http://doi.org/10.1016/j.rmed.2009.02.014
http://www.ncbi.nlm.nih.gov/pubmed/19304474
http://doi.org/10.3390/ijms22042105
http://www.ncbi.nlm.nih.gov/pubmed/33672656
http://doi.org/10.1016/j.chest.2020.08.2053
http://doi.org/10.1007/s12603-020-1500-7
http://www.ncbi.nlm.nih.gov/pubmed/33155618
http://doi.org/10.1016/j.jacc.2021.11.029
http://www.ncbi.nlm.nih.gov/pubmed/35115105
http://doi.org/10.7416/ai.2022.2478
http://doi.org/10.3390/ijerph19074000
http://doi.org/10.1108/JET-11-2020-0047
http://doi.org/10.3390/jpm12030497


J. Pers. Med. 2022, 12, 1626 23 of 23

181. Stickland, M.K.; Jourdain, T.; Wong, E.Y.; Rodgers, W.M.; Jendzjowsky, N.G.; Macdonald, G.F. Using telehealth technology
to deliver pulmonary rehabilitation to patients with chronic obstructive pulmonary disease. Can. Respir. J. 2011, 18, 216–220.
[CrossRef]

182. Russo, J.E.; McCool, R.R.; Davies, L. VA telemedicine: An analysis of cost and time savings. Telemed. J. E Health 2016, 22, 209–215.
[CrossRef] [PubMed]

183. Golmohammadi, K.; Jacobs, P.; Sin, D.D. Economic evaluation of a community-based pulmonary rehabilitation program for
chronic obstructive pulmonary disease. Lung 2004, 182, 187–196. [CrossRef] [PubMed]

184. Spitzer, K.A.; Stefan, M.S.; Priya, A.; Pack, Q.R.; Pekow, P.S.; Lagu, T.; Pinto-Plata, V.M.; ZuWallack, R.L.; Lindenauer, P.K.
Participation in pulmonary rehabilitation after hospitalization for chronic obstructive pulmonary disease among medicare
beneficiaries. Ann. Am. Thorac. Soc. 2019, 16, 99–106. [CrossRef] [PubMed]

185. Stafinski, T.; Nagase, F.I.; Avdagovska, M.; Stickland, M.K.; Menon, D. Effectiveness of home-based pulmonary rehabilitation
programs for patients with Chronic Obstructive Pulmonary Disease (COPD): Systematic review. BMC Health Serv. Res. 2022, 22,
557. [CrossRef]

186. Mendes Xavier, D.; Lanza Galvão, E.; Aliane Fonseca, A.; de Souza, G.M.; Pereira Lima, V. Effects of home-based pulmonary
rehabilitation on dyspnea, exercise capacity, quality of life and impact of the disease in COPD patients: A systematic review.
COPD 2022, 19, 18–46. [CrossRef]

187. Michaelchuk, W.; Oliveira, A.; Marzolini, S.; Nonoyama, M.; Maybank, A.; Goldstein, R.; Brooks, D. Design and delivery of
home-based telehealth pulmonary rehabilitation programs in COPD: A systematic review and meta-analysis. Int. J. Med. Inform.
2022, 162, 104754. [CrossRef]

188. Rutkowski, S.; Rutkowska, A.; Kiper, P.; Jastrzebski, D.; Racheniuk, H.; Turolla, A.; Szczegielniak, J.; Casaburi, R. Virtual Reality
Rehabilitation in patients with chronic obstructive pulmonary disease: A randomized controlled trial. Int. J. Chronic Obstr. Pulm.
Dis. 2020, 15, 117–124. [CrossRef]

189. Almathami, H.K.Y.; Win, K.T.; Vlahu-Gjorgievska, E. Barriers and facilitators that influence telemedicine-based, real-time, online
consultation at patients’ homes: Systematic literature review. J. Med. Internet Res. 2020, 22, e16407. [CrossRef]

190. Gajarawala, S.N.; Pelkowski, J.N. Telehealth benefits and barriers. J. Nurse Pract. 2021, 17, 218–221. [CrossRef]
191. Elbaz, S.; Cinalioglu, K.; Sekhon, K.; Gruber, J.; Rigas, C.; Bodenstein, K.; Naghi, K.; Lavin, P.; Greenway, K.T.; Vahia, I.; et al. A

systematic review of telemedicine for older adults with dementia during COVID-19: An alternative to in-person health services?
Front. Neurol. 2021, 12, 761965. [CrossRef]

192. Doraiswamy, S.; Jithesh, A.; Mamtani, R.; Abraham, A.; Cheema, S. Telehealth use in geriatrics care during the COVID-19
pandemic—A scoping review and evidence synthesis. Int. J. Environ. Res. Public Health 2021, 18, 1755. [CrossRef] [PubMed]

193. Gani, L.; Tan, F.; King, T. Telecarers improve osteoporosis treatment and compliance rates in secondary osteoporosis prevention
for elderly hip fracture patients. Singap. Med. J. 2022. [CrossRef] [PubMed]

194. Ambrens, M.; Alley, S.; Oliveira, J.S.; To, Q.; Delbaere, K.; Vandelanotte, C.; Tiedemann, A. Effect of eHealth-delivered exercise
programmes on balance in people aged 65 years and over living in the community: A systematic review and meta-analysis of
randomised controlled trials. BMJ Open 2022, 12, e051377. [CrossRef] [PubMed]

http://doi.org/10.1155/2011/640865
http://doi.org/10.1089/tmj.2015.0055
http://www.ncbi.nlm.nih.gov/pubmed/26305666
http://doi.org/10.1007/s00408-004-3110-2
http://www.ncbi.nlm.nih.gov/pubmed/15526757
http://doi.org/10.1513/AnnalsATS.201805-332OC
http://www.ncbi.nlm.nih.gov/pubmed/30417670
http://doi.org/10.1186/s12913-022-07779-9
http://doi.org/10.1080/15412555.2021.2020234
http://doi.org/10.1016/j.ijmedinf.2022.104754
http://doi.org/10.2147/COPD.S223592
http://doi.org/10.2196/16407
http://doi.org/10.1016/j.nurpra.2020.09.013
http://doi.org/10.3389/fneur.2021.761965
http://doi.org/10.3390/ijerph18041755
http://www.ncbi.nlm.nih.gov/pubmed/33670270
http://doi.org/10.11622/smedj.2022068
http://www.ncbi.nlm.nih.gov/pubmed/35706369
http://doi.org/10.1136/bmjopen-2021-051377
http://www.ncbi.nlm.nih.gov/pubmed/35688586

	Introduction 
	COPD and Osteoporosis: A Close Link beyond Corticosteroids and Inflammation 
	Physical Activity in COPD 
	Pulmonary Rehabilitation 
	Rehabilitation and Therapeutic Exercise 
	Barriers and Challenges for the Physical Exercise Programs 
	Hypoxia and Oxygen Therapy 
	Anemia 
	Adherence to Rehabilitation Programs 
	Environmental and Organizational Issues 
	Sustainability 


	Nutraceuticals and Dietary Supplements 
	Vitamin D and Calcium Supplementation 
	Proteins and Amino Acids 
	Potential Role of Microbiota: The Gut–Bone Axis 

	Lifestyle Approach and Smoke Cessation 
	Pharmacological Treatments 
	Denosumab 
	Teriparatide 

	Sustainable Strategies and Digital Innovation 
	Conclusions 
	References

