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Aim. Probiotics are considered to be bone metabolism regulators, and their efficacy as an adjuvant treatment option for os-
teoporosis is still controversial.-e purpose of this study is to compare the available data from randomized controlled trials (RCT)
of probiotics in the treatment of osteoporosis and osteopenia. Methods. As of June 2021, databases such as Medline, Embase, Web
of Science, and Central Cochrane Library have been used for English-language literature searches and CNKI and China Bio-
medical Database have been used for Chinese-language literature searches. RevMan 5.3 was used for bias risk assessment,
heterogeneity detection, and meta-analysis. -is research has been registered in PROSPERO (CRD42020085934). Results. -is
systematic review and meta-analysis included 10 RCTs involving 1156. Compared with the placebo, the absolute value of lumbar
spine’s BMD was not statistically significant (WMD 0.04 (−0.00, 0.09), P � 0.07, random effect model), while the percentage of
lumbar spine’s BMD was higher (SMD 1.16 (0.21, 2.12), P � 0.02, random effect model). Compared with the control group, the
percentage of total hip’s BMD was not statistically significant (SMD 0.52 (−0.69, 1.73), P � 0.40, random effect model). -e safety
analysis showed that, compared with control group, the adverse events in the experimental group were not statistically significant
(RR 1.02 (0.92, 1.12), P � 0.70, fixed effect model). Conclusion. Probiotics may be safety supplements to improve the lumbar
spine’s BMD of patients with osteoporosis and osteopenia. More large-sample, random-controlled, high-quality RCTs are needed
to further verify the effectiveness and safety of probiotics in intervening osteoporosis or osteopenia.

1. Introduction

Osteoporosis is one of the diseases most closely related to the
aging of the social population. It is a common bone disease
characterized by bone loss and bone tissue structural deg-
radation [1]. Osteoporotic bone loss usually has no obvious
clinical manifestations in the early stage of the disease.
However, as the disease progresses and bone mass is con-
tinuously lost, the bone microstructure will become more
severely destroyed, and patients will have a series of clinical
manifestations. For example, patients with osteoporosis can

have bone pain, which can occur in the bones of the whole
body, or only low back pain; when osteoporosis develops to a
serious degree, hunchback and compression fractures can
occur. -e most serious complication of osteoporosis is
osteoporotic fractures, and if such fractures have occurred,
the risk of refractures increases significantly [2, 3]. -e main
cause of osteoporosis is that bone resorption dominated by
osteoclasts is greater than bone formation dominated by
osteoblasts; that is, bone remodeling has a negative balance
[4, 5]. Osteoporosis is currently mainly divided into sec-
ondary osteoporosis and primary osteoporosis [6, 7]. -e
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etiology of secondary osteoporosis is relatively clear, mainly
endocrine factors, nutritional factors, disuse factors, genetic
factors, immune factors, drug factors, etc. [6]. -e onset of
primary osteoporosis is related to heredity, aging, hormone
levels, immunity, environmental factors, and nutritional
status [7, 8]. According to the pathogenesis of osteoporosis,
the current treatment needs to be combined with lifestyle
adjustment, bone health supplement addition, drug inter-
vention, and rehabilitation [9–11].

Recent studies have found that the intestinal flora is
related to the loss of bone mass and the incidence of os-
teoporosis in the human body. -ese microorganisms may
change the relative activity of osteoclasts and osteoblasts
through their own metabolites, affect host metabolism and
immune system, and thus affect bonemetabolism. Probiotics
are currently proven to have an effect on bone metabolism
[12–14]. Many studies have also shown that probiotics have
health-promoting effects in preventing and curing diseases.
For example, probiotics can prevent or treat acute, antibi-
otic-related and Clostridium-difficile-related diarrhea
[15, 16], improve inflammatory bowel disease and irritable
bowel syndrome (IBS) [17, 18], reduce the risk of late-onset
sepsis and necrotizing enterocolitis in newborns [19, 20],
and have neuroprotective effects on neurodegenerative
diseases (such as Parkinson’s) [21, 22]. -e same research on
the treatment of osteoporosis with probiotics shows that
supplementing with probiotics can prevent osteoporosis and
bone loss [23, 24]. A number of clinical studies have shown
that probiotics can improve the bone condition of patients
with osteopenia. However, there is no systematic evaluation
and summary of these clinical trials, which makes the evi-
dence scattered and inconsistent, unable to provide new
evidence for the clinic and provide new reference value for
the next clinical trial design [25–35]. -erefore, this study
would conduct a systematic review and meta-analysis to
assess the effectiveness and safety of probiotics on post-
menopausal women with osteoporosis or osteopenia for the
first time, in order to provide new clinical reference in-
formation in the future.

2. Materials and Methods

2.1. Protocol. -e systematic review and meta-analysis were
conducted strictly in accordance with the protocol registered
in PROSPERO (CRD42020085934) and PRISMA-guidelines
(Supplementary Materials).

2.2. SelectionCriteria. (1) Participants are patients who have
osteoporosis or osteopenia or may suffer from osteopenia.
(2) Intervention: the intervention of the experimental group
is probiotics with various preparations and dosages. -e
intervention of the control group is a placebo or other
nonprobiotic intervention methods. (3) Outcomes: primary
outcomes are bone mineral density (BMD), adverse events;
secondary outcomes are I collagen carboxy terminal peptide
(CTX), osteoprotegerin (OPG), Receptor Activator of Nu-
clear Factor-κ B Ligand (RANKL), and Osteocalcin (OC). (4)
Study design is RCTs. (5) Exclusion criteria are Non-RCT.

2.3. Literature Search Strategy. Web of Science, MEDLINE
Complete, VIP Database for Chinese Technical Periodicals,
Wanfang Database on Academic Institutions in China,
PubMed, China Biology Medicine (CBM), and China Na-
tional Knowledge Infrastructure (CNKI) were utilized for
literature search with the retrieval time up to June 2021. -e
search strategy of PubMed and Embase is shown in Table S1
as an example.

2.4. Literature Screening. -e two reviewers read indepen-
dently, preliminary screening based on the title and abstract
of the article, and read the full text if it is an RCT. -e RCTs
that meet the standards will be classified and evaluated and
cross-checked by the two reviewers. When opinions differ,
they will be discussed with all reviewers to decide whether to
include the article.

2.5. Data Extraction and Risk of Bias Assessment.
According to the selection criteria, data are extracted from
RCTs’ countries, sample size, intervention measures, base-
line data, and research duration. Two evaluators indepen-
dently perform data extraction, entry, and cross-check after
completion to ensure data accuracy. -e risk of bias of RCTs
was assessed according to Cochrane Handbook for Sys-
tematic Reviews of Interventions [36]. -e content of the
evaluation includes random sequence generation, allocation
concealments, blinding, incomplete outcomes, selective
reporting, and other biases.

2.6. Statistical Analysis. Data analysis was performed using
RevMan 5.3 statistical software provided by the Cochrane
Collaboration. -e measurement data use mean difference
(MD) as the effect size, and the effect size is expressed in a
95% confidence interval (CI). -e enumeration data are
expressed by Risk Ratio (RR) and 95% CI. -e χ2 test is used
to evaluate the heterogeneity of the RCTs.When P≥ 0.05 or I
2≤ 50%, the fixed effects model is used for analysis; oth-
erwise, the source of heterogeneity is analyzed first, and the
random effects model is used when the source of hetero-
geneity cannot be eliminated.

3. Results

3.1.Results of theSearch. -e total records identified through
database searching and other sources were 439. According to
the search strategy, a total of 13 articles were obtained
through preliminary search. By eliminating duplicate doc-
uments, carefully reading the title and abstract, a total of 426
articles were excluded. After carefully reading the full text
and comparing the selection criteria, 11 records (10 RCTs)
were screened out and finally included [25–35] (Figure 1).
Among the excluded research, the study by Zhang et al. did
not use randomization [37].

3.2. Description of Included Trials. -e 10 RCTs are all from
different countries, and the research scale is about 40–100
participants. -e intervention measures of the 10 RCTs are
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all probiotics, but the sources of probiotics are different. -e
details of study characteristics are presented in Table 1.

3.3. Risk of Bias of Included Studies. -e summary and graph
of risk of bias are shown in Figure 2.

3.3.1. Sequence Generation and Allocation Concealment.
-ree RCTs describe their random sequence generation
method: Lambert et al. and Jafarnejad et al. [26] and Jansson
et al. [30] used computer-generated random numbers;
Derwa et al. [18, 19] used a website (http://www.
randomization.com) to generate random sequences. Li
et al. [31], Wang et al. [32], and Guo et al. [33] used the
random number table method to generate random numbers.
-erefore, these RCTs were assessed as low risk of bias.
Takimoto et al. [27], Liu [34], and Song et al. [35] did not
describe the method of random sequence generation, so its
risk of bias was assessed as unclear.

Lambert et al. [25], Jansson et al. [30], and Guo et al. [33]
used tablets with the same taste and appearance and

packaged them in identical, sealed, white cardboard boxes.
-e random sequence of Jafarnejad et al. [26] was generated
by computer, and the researchers who recruited the subjects
could not predict the distribution. -e researchers and
patients of Takimoto et al. [27] were not aware of the dis-
tribution during the study period. -e experimental group
and control group of Nilsson et al. [28, 29] used the same
outer packaging. -erefore, those RCTs were considered to
have implemented allocation concealment and were assessed
as low risk of bias. Li et al. [31],Wang et al. [32], Liu [34], and
Song et al. [35] did not mention allocation concealment, and
the risk of bias was not clear.

3.3.2. Blinding, Incomplete Outcome Data, and Selective
Reporting. Five RCTs [25–30] describe the process of blind
implementation to patients and researchers and are there-
fore considered to be a low risk of bias. Five RCTs [31–35]
did not mention whether to use blinding, but their outcomes
are objective indicators and would not be affected by not
using blinding, so they are assessed as low-risk bias.
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Figure 1: Flow diagram.
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Although the 10 RCTs [25–35] have missing data, the
reasons for the missing and the number are balanced or
utilized intention-to-treat analysis, so they are considered
low risk of bias in “incomplete outcomes.” All RCTs do not
have selective reporting and are therefore considered to be a
low risk of bias.

3.3.3. Other Potential Bias. Other sources of bias were not
observed in 10 RCTs; therefore, the risks of other bias of the
RCTs were low.

3.4. Primary Outcomes

3.4.1. BMD. Seven RCTs reported the absolute value of
BMD, and 3 RCTs reported the percentage of BMD
improvement:

(1) -e absolute value of lumbar spine’s BMD: the
heterogeneity test results showed I2� 53% and P �
0.10 (in postmenopausal woman), suggesting that

the heterogeneity is medium, and the random effects
model is used. In postmenopausal woman subgroup,
the improvement of BMD in the experimental group
was not statistically significant compared with the
control group (WMD 0.01 (−0.03, 0.06), P � 0.48,
random effect model). In senile osteoporosis, the
improvement of BMD in the experimental group was
higher (WMD 0.13 (0.06, 0.20), P � 0.0003, random
effect model). In diabetic osteoporosis, the im-
provement of BMD in the experimental group was
not statistically significant compared with the con-
trol group (WMD 0.06 (0.00, 0.11),P � 0.05, random
effect model) (Figure 3). -e summary results also
showed that the improvement of BMD in the ex-
perimental group was not statistically significant
compared with the control group (WMD 0.04
(−0.00, 0.09), P � 0.07, random effect model).

(2) -e percentage of lumbar spine’s BMD improve-
ment: since the data unit of this indicator is not
uniform, standardized MD (SMD) is used for
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Figure 2: Risk of bias assessment. (a) Risk of bias graph; (b) risk of bias summary.
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analysis. -e heterogeneity test results showed
I2� 94% and P< 0.00001, suggesting that the het-
erogeneity is high, and the random effects model was
used. -e summary results showed that, compared
with the control group, the improvement of BMD in
the experimental group was higher (SMD 1.16 (0.21,
2.12), P � 0.02, random effect model) (Figure 4).

(3) -e percentage of total hip’s BMD improvement:
since the data unit of this indicator is not uniform,
standardized MD (SMD) is used for analysis. -e
heterogeneity test results showed I2� 96% and
P< 0.00001, suggesting that the heterogeneity is
high, and the random effects model is used. -e
summary results showed that, compared with the
control group, the improvement of BMD in the
experimental group was of no statistical significance
(SMD 0.52 (−0.69, 1.73), P � 0.40, random effect
model) (Figure 5).

(4) Jafarnejad et al. [26] reported the absolute value of
forearm BMD; they found that the improvement of
total hip’s BMD in the experimental group was not
statistically significant compared with the control
group (P � 0.725). Lambert et al. [25] reported the
absolute value of femoral neck and trochanter’s
BMD; they found that compared with control group,
the improvement of BMD in the experimental group
was higher (femoral neck: P � 0.0059; trochanter:
P � 0.03). Song et al. [35] reported the absolute value
of total hip’s BMD. It showed that, compared with

the control group, the BMD of both forearms im-
proved significantly (P< 0.05).

3.5. Secondary Outcomes

3.5.1. CTX. Five RCTs reported CTX.-e heterogeneity test
results showed I2� 92% and P< 0.00001, suggesting that the
heterogeneity is high, and the random effects model is used.
-e summary results showed that, compared with the
control group, the CTX in the experimental group was lower
(SMD −0.83 (−1.50, −0.16), P � 0.02, random effect model)
(Figure 6).

3.5.2. OPG and RANKL. Two RCTs reported OPG and
RANKL. (1) OPG: the heterogeneity test results showed
I2� 82% and P � 0.02, suggesting that the heterogeneity is
high, and the random effects model is used. -e summary
results showed that the improvement of OPG in the ex-
perimental group was not statistically significant compared
with the control group (WMD −0.10 (−1.00, 0.79), P � 0.82,
random effect model) (Figure 7). (2) RANKL: the hetero-
geneity test results showed I2� 86% and P � 0.007, sug-
gesting that the heterogeneity is high, and the random effects
model is used. -e summary results showed that the im-
provement of RANKL in the experimental group was not
statistically significant compared with the control group
(SMD −0.25 (−0.72, 0.22), P � 0.29, random effect model)
(Figure 8).
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Figure 3: -e absolute value of lumbar spine’s BMD.
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3.5.3. OC. Six RCTs reported OC. -e heterogeneity test
results showed that (1) in postmenopausal women subgroup:
I2� 79% and P � 0.003; (2) in diabetic osteoporosis sub-
group, I2� 91% and P � 0.0008, suggesting that the het-
erogeneity is high, and the random effects model is used. In
postmenopausal women subgroup, the improvement of OC

in the experimental group was not statistically significant
compared with the control group (SMD 0.33 (−0.18, 0.85),
P � 0.21, random effect model). In diabetic osteoporosis
subgroup, the OC in the experimental group was lower
(SMD −1.06 (−1.96, −0.17), P � 0.02, random effect model).
-e summary results showed that the improvement of OC in
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Figure 6: -e results of CTX.
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the experimental group was not statistically significant
compared with the control group (SMD −0.12 (−0.85, 0.61),
P � 0.75, random effect model) (Figure 9).

3.6. Adverse Events. Five RCTs reported the adverse events.
-e heterogeneity test results showed I2� 0% and P � 0.44,
suggesting that the heterogeneity is low, and the fix effects
model is used. -e summary results showed that the adverse
events in the experimental group were not statistically
significant compared with the control group (RR 1.02 (0.92,
1.12), P � 0.70, fixed effect model) (Figure 10).

4. Discussion

In this paper, the clinical studies of probiotics intervention
for osteopenia mostly use radiographical indicators (BMD)
and biochemical indicators (CTX, OPG, RANKL, OC),
which are more objective. -erefore, the efficacy criteria can
be considered reliable. -e 10 studies included in this study
are all RCTs of different preparations of probiotics that
interfere with osteoporosis or osteopenia. -e results of the
meta-analysis showed that, compared with the control
group, the difference in some of the primary outcomes was
statistically significant, suggesting that probiotics have a
certain effect on antiosteoporosis. -e specific results are (1)

in postmenopausal woman, compared with control group;
the improvement of absolute value of lumbar spine’s BMD
was of no statistical significance, but that of the percentage of
lumbar spine’s BMD was higher. In senile osteoporosis, the
improvement of absolute value of lumbar spine’s BMD in
experimental group was higher, while in diabetic osteopo-
rosis, that was of no statistical significance. (2) Compared
with control group, the improvement of absolute value and
percentage of total hip’s BMD was of no significance in
postmenopausal woman. (3) -e CTX level in the experi-
mental group was lower. In postmenopausal women sub-
group, the improvement of OC in the experimental group
was not statistically significant; however, in diabetic oste-
oporosis subgroup, the OC in the experimental group was
lower. -is suggest that probiotics have bone protection. (4)
Compared with control group, there was no statistical dif-
ference in the changes of OPG, RANKL in the experimental
group. (5) -e incidence of adverse events in the experi-
mental group was not statistically different from that in the
control group, suggesting that the use of probiotics would
not increase the incidence of adverse events.

In terms of improving lumbar spine BMD in post-
menopausal woman, the improvement of its absolute value
is different from that of its percentage, and the heterogeneity
between RCTs is medium. Since those RCTs are from dif-
ferent countries, we suspect that the main reason for this
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Figure 8: -e results of RANKL.
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result may be related to the different reactions of different
nationalities to probiotics. -is study also showed that, in
postmenopausal woman, probiotics have an improvement
effect on lumbar spine BMD, but the improvement effect on
total hip BMD is not obvious. -is suggests that probiotics
have different effects on the bones of different parts of
postmenopausal women. However, further long-term
studies are needed to explore the obvious bone site-specific
effects of probiotic treatment on postmenopausal women.
-e RCT on diabetic osteoporosis also showed that pro-
biotics can improve the BMD of the forearm, but the im-
provement of the lumbar spine BMD is not obvious.
However, because diabetic osteoporosis involves only 1–2
RCTs, more relevant RCTs are needed to further verify or

modify the conclusion. In addition, although these RCTs
utilized probiotics, the bacterial species used in each study
are different, so this difference may also be related to the
different bacterial species. Among the biochemical indica-
tors OPG, RANKL, and OC, the heterogeneity between
RCTs is relatively large, which may be related to individual
differences. However, due to the fact that there are fewer
RCTs including probiotics to interfere with osteoporosis and
osteopenia and the control group is placebo, more RCTs
with large samples, uniform probiotic preparation, and
different control drugs are needed to verify the improvement
effect of probiotics on osteoporosis or bone loss. In the
incidence of adverse events, there was no statistical differ-
ence between the probiotic group and the control group.
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Figure 9: -e results of OC.
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Figure 10: Adverse events.
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Limited to the number of included RCTs, there is no enough
evidence to verify the incidence of adverse events in treat-
ment of probiotics and whether probiotics combined with
antiosteoporosis drugs can reduce the incidence of adverse
events. -e occurrence of adverse events is often related to
drugs and treatment methods. Because most patients with
osteoporosis and osteopenia are elderly patients, they often
have other medical conditions. -erefore, while applying
probiotics to treat osteoporosis, in addition to choosing the
right treatment, it is also necessary to take preventive
measures against possible adverse events.

Osteoporosis is an epidemic metabolic bone disease
characterized by bone loss and structural destruction [38],
which easily leads to fractures and disability. It is affected by
a variety of genetic factors and environmental factors, such
as genetics, diet, hygiene, and the use of antibiotics. With the
aging of the population becoming more and more serious,
there are more than 200million people in the world suffering
from osteoporosis, and its incidence has jumped to the sixth
place among common and frequently-occurring diseases,
becoming a global public health problem [39]. Among the
population with osteoporosis, postmenopausal women are
themajority.-e lack of estrogen in postmenopausal women
increases their risk of osteoporosis. Postmenopausal oste-
oporosis not only has a high incidence, but also has serious
complications. It has always been the focus of prevention
and treatment [40].

Current studies have found that the intestinal flora is
related to the loss of bone mass and the incidence of os-
teoporosis in the human body. -ese microorganisms may
change the relative activity of osteoclasts and osteoblasts
through their own metabolites, affecting host metabolism
and immune system, thereby affecting bone metabolism
[41]. Used in an appropriate amount, probiotics have been
shown to change and synthesize the metabolites of the in-
testinal flora [41] and regulate the immune response in the
host [42, 43]. Importantly, probiotics can enhance the ep-
ithelial barrier function. -ese effects explain the beneficial
effects of probiotics [44, 45]. Among them, Lactobacillus
acidophilus is a kind of Lactobacillus. After fermentation in
the intestine, it can produce lactic acid, butyric acid, and
acetic acid, which can improve the utilization of calcium,
phosphorus, and iron and promote the absorption of iron
and vitamin D [46]. Another widely studied probiotic is
Lactobacillus rhamnosus (LGG), which also belongs to the
genus Lactobacillus, a third-generation probiotic. Current
research reports show that Lactobacillus rhamnosus can
prevent bone loss induced by ovariectomy, reduce intestinal
permeability, and improve intestinal and systemic inflam-
mation [47].

In addition, the intestinal flora is considered a virtual
“endocrine organ” because it affects host hormone levels.
And because some bacteria can produce and secrete hor-
mones, including serotonin and dopamine, and sex hor-
mones, they may regulate bone remodeling by affecting
hormone levels [48]. In particular, for the treatment of
postmenopausal osteoporosis, intestinal flora, especially
intestinal probiotics, has been proven to be a potential
therapeutic strategy [49]. Among them, Lactobacillus

rhamnosus can stimulate bone formation by increasing
estrogen [50]. -e study found that prebiotics can increase
the number of probiotics such as lactobacilli and butyric acid
bacteria to promote the secretion of more short-chain fatty
acids, thereby reducing the intestinal PH value and in-
creasing the solubility of calcium in the intestinal lumen,
thus increasing the bone mineral content and bone mineral
density of young people [51]. Prebiotics are indigestible and
fermentable food ingredients that not only promote the
growth of intestinal probiotics, but also promote the pro-
duction of probiotic metabolites [52], and a variety of
substrates that can be metabolized by bacteria besides sugars
[53]. Many studies have proven that prebiotics enhance
human calcium absorption [54].

Compared with previous systematic review and meta-
analysis [55], this study is the newest systematic review and
meta-analysis strictly based on the PRISMA guidelines with
preregistered plans. -is study also covers a wider pop-
ulation (postmenopausal women, senile osteoporosis, and
diabetic osteoporosis) than previous reviews. Meanwhile,
this study included 7 RCTs about postmenopausal women
involving 719 participants; the applicable population of the
conclusion has also been extended to the East Asian pop-
ulation. -is study also found that in the same population,
probiotics can improve the BMD of different body parts
differently. For different groups of people, the improvement
of BMD of the same body part by probiotics is also different.
-ese may inspire future research. -e advantage of this
study is that this is the first systematic review and meta-
analysis of RCTs in which probiotics interfere with osteo-
porosis or osteopenia. -e disadvantage is that the results
may be affected due to the lack of included RCTs: (1) because
different studies use different probiotics as clinical inter-
ventions, they may be interest related, and this inconsistency
may certainly affect the strength of the argument. (2) Al-
though RCTs come from different countries, they are all
single-center, small-sample clinical trials.

5. Conclusion

Probiotics may improve BMD and reduce CTX and OC, but
there is no difference in improving OPG and RANKL. -is
may be due to the small number of included RCTs and the
influence of many factors, and further research is needed.
-e incidence of adverse events in the probiotic group is
comparable to that in the control group and can be con-
sidered a safe intervention. In future research, we should pay
attention to the standardization of clinical research evi-
dence-based medicine methodology and optimize clinical
treatment plans. In the future, more large-sample, random-
controlled, high-quality RCTs are needed to further verify
the effectiveness and safety of probiotics in intervening
osteoporosis or osteopenia.
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