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Abstract. – A few patients who have recov-
ered from COVID-19 develop persistent or new 
symptoms that last for weeks or months; this 
is called “long COVID” or “post-COVID-19 syn-
drome.” Over time, awareness of the short- and 
long-term consequences of COVID-19 has in-
creased. The pulmonary consequences are now 
fairly well established, but little is known about 
the extrapulmonary system of COVID-19, partic-
ularly its effects on bones. Current evidence and 
reports indicate a direct relationship between 
SARS-CoV-2 infection and bone health, with 
SARS-CoV-2 having a significant negative effect 
on bone health. In this review, we analyzed the 
impact of SARS-CoV-2 infection on bone health 
and assessed the impact of COVID-19 on the di-
agnosis and treatment of osteoporosis.
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Introduction

In December 2019, an outbreak of severe acu-
te respiratory syndrome coronavirus 2 (SARS-
CoV-2) led to coronavirus disease 2019 (CO-
VID-19). The World Health Organization (WHO) 
announced the outbreak as a global health emer-
gency on 30 January 2020, and by 11 March 2020, 
it had been declared a pandemic. The spread and 
severity of the outbreak took a heavy toll on, as 
well as overburdening, the global health system, 
particularly because there were unavailable drugs 
against SARS-CoV-21. SARS-CoV-2 is an RNA 
virus, and the first step in the pathogenesis of 
COVID-19 is that the SARS-CoV-2 virus invades 
target host cells. The spike protein (S) of SARS-
CoV-2 helps the virus enter host cells by inte-
racting with ACE2 receptors expressed on cell 
targets (such as alveolar cells, myocardial cells, 
testes, and bone cells)2,3. While 80% of infections 

lead to an asymptomatic or mild disease with 
common cold symptoms, including dry cough, 
headache, loss of taste, dyspnea, fatigue, and fe-
ver, COVID-19 can have multiple acute extrapul-
monary clinical effects that are likely related to 
vascular pathology as well as long-lasting compli-
cations referred to as post-COVID-19 syndrome 
or long COVID, including fatigue or neurological 
sequelae4-6. Post-COVID-19 syndrome is a group 
of signs and symptoms present for 12 weeks. 
The associated musculoskeletal manifestations 
include fatigue, arthralgia, myalgia, new-onset 
back pain, muscle weakness, and poor physical 
performance7,8. Most adult patients who recover 
from COVID-19 after discharge have at least one 
symptom after six months, especially fatigue or 
muscle weakness, sleep difficulties, and anxiety 
or depression. More severe patients have an in-
creased risk of abnormal lung diffusion, fatigue, 
muscle weakness, and anxiety or depression. The 
positive rate and titer of the neutralizing antibody 
in the serum were significantly lower than those 
in the acute stage, and there was an overall re-
duction in the quality of life9. The long course of 
rehabilitation for patients with long COVID chal-
lenges the economics of our healthcare systems, 
which are already overburdened by thousands of 
people worldwide who continue to be infected 
by COVID-1910. During the previous epidemic of 
severe acute respiratory syndrome (SARS), it was 
reported that bone necrosis and bone abnormali-
ties with decreased bone density occurred during 
rehabilitation11, partly because of the scope and 
duration of corticosteroid treatment, which are 
the main treatment12,13. A clinical study14 found 
that the severe clinical incidence rate in patients 
with lower BMD was significantly higher than in 
patients with higher BMD. Therefore, vertebral 
BMD is a powerful independent predictor of 
mortality in COVID-19 patients. Another study15 

illustrated that COVID-19 and its treatment had 
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adverse effects on the bone health of COVID-19 
survivors. These effects are more prominent in 
elderly and frail patients; therefore, the risk of 
bone loss and falls in these patients should be 
closely monitored. In fact, it has been revealed 
that the degree of local or systemic bone loss is 
related to the degree of inflammatory reaction, 
and inflammation-induced bone loss can conti-
nue after effective treatment and intervention for 
inflammatory diseases16. Therefore, a better un-
derstanding of the pathogenesis of SARS-CoV-2 
in inducing bone loss will help improve treatment 
and preventative measures during the current 
pandemic. In this review, we summarize the im-
pact of SARS-CoV-2 infection on bone mass and 
assess the impact of COVID-19 on the diagnosis 
and treatment of osteoporosis.

Methods

This review summarizes and analyzes a series 
of scientific studies on the possible effects of 
SARS-CoV-2 infection on bone health. An electro-
nic literature search was performed using Medli-
ne/PubMed, Web of Science, and Google Scholar. 
The keywords used were as follows: COVID-19 
and bone health; factors influencing bone health 
and COVID-19; COVID-19 and cytokine storm; 
and COVID-19 and osteopenia. Relevant articles 
retrieved were reviewed and critically analyzed.

Impact of SARS-Cov-2 Infection 
on Bone Mass

Conventional laboratory strains of mice cannot 
be infected efficiently with SARS-CoV-2, and 
SARS-CoV-2 lung infection in K18-hACE2 mice 
provides a model for studying severe infections 
that recapitulate the features of COVID-19 in hu-
mans17,18. In 2021, Awosanya et al19 first used this 
mouse model to find that compared with unin-
fected mice, mice infected with SARS-CoV-2 
will depict a sharp increase in osteoclastic deve-
lopment, as well as a large amount of bone loss 
within two weeks after infection. Importantly, 
even asymptomatic mice demonstrated signifi-
cant bone loss independent of reduced activity 
after infection. In 2022, Qiao et al20 infected 
hamsters with COVID-19 using intranasal in-
fection, established a golden Syrian hamster 
model and continuously collected bone tissue 
after infection. Micro-computed tomography 

analysis demonstrated that COVID-19 infection 
led to severe bone loss in hamsters, and bo-
ne loss extended from infection to recovery, 
especially in the long and trabecular bones of 
the lumbar vertebrae. Such bone loss is asso-
ciated with cytokine dysregulation induced by 
SARS-CoV-2, as circulating pro-inflammatory 
cytokines not only upregulate osteoclastic dif-
ferentiation in bone tissues but also trigger an 
amplified pro-inflammatory cascade in skeletal 
tissues to augment their pro-osteoclastogenesis 
effect20. The two aforementioned studies19,20 de-
monstrated that in a mouse model of COVID-19, 
infection with SARS-CoV-2 significantly incre-
ased osteoclastic production and led to a large 
amount of bone loss after infection. One of the 
most common conditions associated with CO-
VID-19 is the so-called “cytokine storm21-23.” 
The cytokine storm caused by COVID-19 is 
considered to be related to the severity of 
COVID-1924. Cytokine storms have recently 
become a key aspect of COVID-19 because 
affected patients depict high levels of seve-
ral key pro-inf lammatory cytokines such as 
IL-1, IL-2, IL-6, IL-10, IL-17, and TNF-α, as 
well as IFN-γ, IP-10, VEGF-A, GM-CSF, and 
MCP-121,25. Among them, IL-1 is a represen-
tative inflammatory cytokine that can stimula-
te osteoclastogenesis, inhibit bone formation by 
directly activating a RANK-mediated signaling 
pathway, and strongly promote bone and cartila-
ge destruction26,27. TNF-α and IL-6 are positive 
regulators of osteoclastogenesis and negative 
regulators of osteoblastogenesis. TNF-α, in so-
me stages of differentiation, inhibits osteoblastic 
activity and stimulates osteoclastic proliferation 
and differentiation. IL-6 has been proven to 
trigger direct osteoclastic formation and indu-
ce bone resorption28,29. IL-8 is a well-known 
inflammatory cytokine associated with a neu-
trophil response that can stimulate osteoclastic 
production and promote osteolysis. In addition, 
TNF-α promotes the production of IL-8 and 
amplifies the promotional effect of IL-8 on oste-
oclastic formation30. IL-17A plays a major role 
in bone loss and cartilage damage and inhibits 
chondrogenesis derived from human MSCs by 
suppressing protein kinase A (PKA) activity and 
SOX9 phosphorylation31. The aforementioned 
studies depict that SARS-CoV-2 can directly 
act on osteoclasts and osteoblasts and affect 
bone metabolism (Figure 1). Further research 
is required to explore the long-term effects of 
SARS-CoV-2 infection on bone health.
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Interaction Between COVID-19 
and Osteoporosis

Osteoporosis is a multifactorial metabolic bo-
ne disease characterized by low bone mass, nor-
mal mineralization, and abnormal bone micro-
architecture32. Studies33 have found that patients 
with osteoporosis are more likely to be infected 
with SARS-CoV-2 and have more severe oste-
oporosis after COVID-19, and some COVID-19 
patients have osteoporosis as a complication. Mi 
et al34 found that microRNA-4485 (miR-4485) is 
upregulated in COVID-19 patients and negatively 
regulates osteogenic differentiation. MiR-4485-5p 
has been demonstrated to negatively regulate bone 
remodeling in vitro and in vivo. TLR-4 may be a 
target of miR-4485. Overexpression of miR-4485 
induced by SARS-CoV-2 inhibits osteogenic diffe-
rentiation, thereby providing a promising target for 
anti-osteoporosis therapy in COVID-19 patients. 
A recent study35 also found that miR-4485 was si-
gnificantly upregulated in the bronchoalveolar fluid 
and blood samples of infected COVID-19 ARDS 
patients, suggesting that miRNAs may play a ro-
le in COVID-19-related bone changes. Oxidative 
stress plays an important role in the pathogenesis of 
COVID-19. Oxidative stress from both endogenous 
and exogenous sources has deleterious effects on 
aging and SARS-CoV-2 infection36,37. Morbidity 
and mortality related to COVID-19 are closely 
associated with age. Like other viruses, they can 
induce senescence and exacerbate the senescen-
ce-associated secretory phenotype (SASP), which 
is composed largely of pro-inflammatory, extra-
cellular matrix-degrading, complement-activating, 
and procoagulatory factors secreted by senescent 
cells. SASP factors can contribute to a “cytokine 
storm,” tissue-destructive immune cell infiltration, 
endothelialitis, fibrosis, and microthrombosis38,39. 
Oxidative stress affects bone remodeling, is con-
sidered one of the initiating factors for impaired 
osteoblastic bone, and accelerates the progression 
of osteoporosis40. There are various causes of male 
osteoporosis, one of which is low testosterone le-
vel41.  Salonia et al42 analyzed data from a cohort 
of 286 symptomatic SARS-CoV-2-infected men 
who had not taken any steroids or antivirals and 
had suggestive chest radiographs or computed to-
mography scans. Men with COVID-19 had signi-
ficantly lower total testosterone levels than healthy 
controls. A cohort study43 displayed that more than 
50% of men who had recovered from COVID-19 
still had circulating testosterone levels suggesti-
ve of hypogonadism at the 7-month follow-up. 

Grandys et al44 have demonstrated that a lower 
serum testosterone concentration is associated with 
enhanced inflammation and a worse lipid profile in 
men. The higher severity and mortality observed in 
male COVID-19 patients could be linked to lower 
testosterone protective effects. Illness severity has 
been associated with testosterone deficiency, parti-
cularly in elderly patients45. Sex steroid deficiency 
is associated with bone loss and increased fracture 
risk while circulating sex steroid levels are asso-
ciated with bone mineral density and fracture risk 
in elderly men46,47. Therefore, we recommend that 
elderly men who have recovered from COVID-19 
have their bone mineral density tested regularly 
and take medication to prevent osteoporosis under 
the guidance of a physician, if necessary.

Interactions of SARS-CoV-2 with 
Calcium and Vitamin D Homeostasis 

Vitamin D is important in maintaining bone 
mass, calcium homeostasis, and extraskeletal he-
alth, including the immune response to acute re-

Figure 1. SARS-CoV-2 infection induces bone loss: the 
balance between osteoblasts and osteoclasts is destroyed, 
resulting in bone loss.
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spiratory illnesses, which is pertinent during the 
COVID-19 pandemic48-51. Based on our current 
knowledge, there is general agreement that serum 
25(OH)D < 30 nmol/L in the older population 
should be avoided, as skeletal effects of vitamin 
D deficiency, such as a decrease in BMD, secon-
dary hyperparathyroidism, and mineralization 
defects, appear to be most evident and are most 
likely to occur below this threshold52. Vitamin D 
is known not only for its importance in calcium 
and phosphate metabolism but also for its biolo-
gical actions in immunomodulation. It has been 
depicted that vitamin D plays a central role in re-
gulating innate and adaptive immune responses, 
promoting the antiviral effect mechanism, redu-
cing the expression of pro-inflammatory cytoki-
nes, and inducing a tolerance response53-56. This 
is because of the presence of the vitamin D re-
ceptor in most cell types, especially immune cel-
ls, including activated T and B lymphocytes and 
macrophages57. Moreover, vitamin D suppres-
ses the pro-inflammatory cytokines IL-17 and in-
terferon-gamma and increases the production of 
the anti-inflammatory cytokine interleukin 10 by 
CD4+ T cells, which are much greater in T cel-
ls in women than in men. Similarly, anti-CD3- 
and anti-CD28-stimulated peripheral blood mo-
nonuclear cells from men generated substantially 
fewer regulatory CD4+CD25+FoxP3+ T lym-
phocytes in response to vitamin D in comparison 
with cells from women, but this sex difference di-
sappeared when estradiol was added58. This may 
be one of the reasons why men report COVID-19 
more seriously than women. Risk factors for vita-
min D deficiency include race, high BMI, winter 
season, high geographical latitude, and inadequa-
te dietary intake59. There has been increasing at-
tention paid to the potential role of vitamin D de-
ficiency in susceptibility to and severity of acu-
te COVID-1960. Low vitamin D levels are asso-
ciated with an increased risk of SARS-CoV-2 in-
fection and a worse prognosis, including in-ho-
spital mortality and the need for invasive me-
chanical ventilation61,62. In an observational stu-
dy of 447 COVID-19 patients, Nielsen et al63 ob-
served that vitamin D deficiency was associated 
with an increased risk of progressing to a more 
severe COVID-19 outcome. Possible key factors 
in hypercoagulability in COVID-19 include di-
rect virus-induced endothelial damage and resul-
ting inflammation64. The feedback loop betwe-
en COVID-19-associated coagulopathy and vi-
tamin D also involves platelets since vitamin D 
deficiency stimulates PLT activation and aggre-

gation and increases fibrinolysis and thrombo-
sis65. Notably, a recent study66 demonstrated that 
the clinical outcome of COVID-19 patients re-
quiring hospitalization was improved by the ad-
ministration of vitamin D, as well as significant-
ly reducing the hospital length of stay, reducing 
the duration of supplemental oxygen, and impro-
ving the clinical status (as assessed by the WHO 
scale). In conclusion, there have been some lar-
ge-scale clinical trials66 on the benefits of vitamin 
D supplementation for the prevention and mitiga-
tion of COVID-19, covering various types of stu-
dies, such as cohort studies, case–control studies, 
and randomized controlled trials. We are confi-
dent that data from more rigorous and valid clini-
cal studies will continue to confirm the exact ef-
fect of vitamin D supplementation on COVID-19.

Steroid Therapy and Bone Health

Glucocorticoids (GCs) have received particular 
attention for their anti-inflammatory and immu-
nosuppressive properties. GCs are widely used in 
current clinical practice to treat inflammatory, al-
lergic, and autoimmune diseases. The major me-
chanisms of GC actions include inhibiting inna-
te and adaptive immune activity. In particular, 
an important role is played by inhibiting pro-in-
flammatory cytokines and chemokines and indu-
cing proteins with anti-inflammatory activity67-69. 
GCs are recommended to treat COVID-19 in pa-
tients requiring oxygen therapy with or without 
mechanical ventilation. Many controversial stu-
dies70 have reported the early use of GCs to treat 
COVID-19 in non-hospitalized patients, and their 
use is generally unrecommended. The decision to 
commence GC therapy should be based not only 
on the severity of COVID-19 but also on careful 
consideration of benefit-risk profile of the indivi-
dual patient, including the monitoring of adver-
se events71-73. The severity and prognosis of CO-
VID-19 are closely related to the degree of the in-
flammatory response74. Low-dose systemic ste-
roids for selected COVID-19 patients who are cri-
tically ill or require supplemental oxygen can be 
considered75. However, routine corticosteroid use, 
especially in patients with mild symptoms or tho-
se who are in the early stages of the disease, may 
be avoided unless they are indicated for other rea-
sons, such as the exacerbation of asthma or chro-
nic obstructive pulmonary disease (COPD), septic 
shock, or ARDS, on an individual basis76. Long-
term use of high-dose corticosteroids results in ste-
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roid-induced avascular necrosis of the femoral he-
ad (SANFH). Long GC therapy might also contri-
bute to “long-COVID-19 syndrome,” which mani-
fests in fatigue and psychological symptoms, and 
some post-COVID-19 patients display such adver-
se reactions to GCs as neuromuscular weakness 
and neuropsychiatric disorders74. Moreover, corti-
costeroid use is considered one of the most com-
mon causes of avascular necrosis (AVN) develop-
ment. The pathogenesis of steroid-induced AVN 
is not well established, but postulated mechani-
sms include fat emboli, fat hypertrophy, a hyper-
coagulable condition, vascular endothelial dysfun-
ction, and bone marrow stem cell abnormality77-79. 
Early discovery of AVN may decrease a patient’s 
morbidity using bisphosphonate combination the-
rapy. The most sensitive and least invasive test for 
the early diagnosis of AVN is hip MRI. Hence, it is 
recommended that, upon early suspicion, an early 
MRI be advised77. The efficacy of corticosteroids 
has been confirmed in several clinical studies80-83, 
and they are widely used in clinical practice to tre-
at patients with COVID-19.

Impact of the COVID-19 Pandemic 
on Osteoporosis Diagnosis 

and Treatment

The COVID-19 pandemic has affected every 
aspect of medical care, including diagnosis and 
screening for acute and chronic disease manage-
ment. In particular, the ramifications of the pande-
mic for osteoporosis care have been widespread84-86. 
The use of standard screening procedures to assess 
osteoporosis and fracture risk declined dramatical-
ly early in the pandemic, while the rates of fragili-
ty fractures remained largely unchanged85. Many 
primary care and specialist clinics temporarily clo-
sed, paused, or slowed their schedules for screening 
dual-energy X-ray absorptiometry (DXA) scans, or 
there were interruptions to the supply of medica-
tions and reductions in parenteral medication de-
livery87,88. Telemedicine, which has witnessed wi-
despread uptake during the COVID-19 pandemic, 
is an alternative to in-person visits for patients wi-
th osteoporosis as well as those with other condi-
tions89. In patients with newly diagnosed osteopo-
rosis, treatment initiation should not be delayed be-
cause of the pandemic, especially in the case of a 
recent fracture. In most cases, starting oral bispho-
sphonate administration using telemedicine is re-
latively safe and effective90. If patients are already 
undergoing bisphosphonate therapy and cannot vi-

sit their doctor on time, they may be able to safely 
delay their treatment for several months. Bone tur-
nover markers gradually return to baseline after bi-
sphosphonate discontinuation, and bone mineral 
density (BMD) is maintained or slowly decreases 
over the years91,92. Patients undergoing denosumab 
treatment should continue with it on a biannual ba-
sis, and self-injections can be considered in unavoi-
dable circumstances such as the pandemic90. In pa-
tients who cannot continue denosumab within se-
ven months of the last injection, a temporary transi-
tion to oral bisphosphonates is strongly recommen-
ded90,93. For patients undergoing treatment with ro-
mosozumab, the treatment should not be delayed 
for more than 2-3 months as much as possible. Ra-
pid bone loss was observed after romosozumab di-
scontinuation90. Moreover, treatment for osteopo-
rosis patients includes non-pharmacological treat-
ments such as weight-bearing exercise, which is es-
sential for improving strength and balance and may 
reduce the risk of falls and fractures94. One study95 
found that this group of osteoporosis patients who 
received telemedicine services demonstrated high 
compliance and lowered COVID-19 lethality than 
patients of the same age. For many, the option of re-
ceiving care remotely through telemedicine has be-
en readily accepted, and satisfaction with telemedi-
cine visits has been high overall96.

Conclusions

The persistence of various symptoms in people 
who have recovered from COVID-19 (collectively 
referred to as “long COVID”) is a major health is-
sue worldwide. The present review summarizes the 
implications of COVID-19 on bone health as well as 
the correlation between the two. Numerous possibi-
lities suggest that SARS-CoV-2 affects bone health, 
either directly or indirectly. SARS-CoV-2 causes a 
significant upregulation of osteoclastic production 
and substantial bone loss after infection in patients. 
In summary, robust studies are warranted along wi-
th long-term follow-up of recovered COVID-19-in-
fected patients to fully understand the long-term 
effects of COVID-19 on bone health.

Conflict of Interest
The Authors declare no conflict of interests.

Informed Consent
Not applicable.



C.-L. Hu, M.-J. Zheng, X.-X. He, D.-C. Liu, et al

3196

Funding
No direct or indirect financial support was available for 
this study

Ethics Approval
This article does not involve human participants or animals 
performed by any authors.

Authors’ Contribution
All authors contributed to study conception and design. Da-
ta collection and analysis were performed using Q.-G. Wei, 
J.-W. Cheng, and C.-L. Hu. The manuscript was prepared using 
Q.-G. Wei, J.-W. Cheng, C.-L. Hu, M.-J. zheng, and X.-X. He. 
All the authors have read and approved the final manuscript.

ORCID ID
Q.-G. Wei: 0000-0002-0748-5608

References

 1) Chavda VP, Yao Q, Vora LK, Apostolopoulos V, 
Patel CA, Bezbaruah R, Patel AB, Chen ZS. Fast-
track development of vaccines for SARS-CoV-2: 
The shots that saved the world. Front Immunol 
2022; 13: 961198.

 2) Mohamadian M, Chiti H, Shoghli A, Biglari S, Par-
samanesh N, Esmaeilzadeh A. COVID-19: Virol-
ogy, biology and novel laboratory diagnosis. J 
Gene Med 2021; 23: e3303.

 3) Sapra L, Saini C, Garg B, Gupta R, Verma B, 
Mishra PK, Srivastava RK. Long-term impli-
cations of COVID-19 on bone health: patho-
physiology and therapeutics. Inflamm Res 2022; 
71: 1025-1040.

 4) Knoll R, Schultze J, Schulte-Schrepping J. Mono-
cytes and Macrophages in COVID-19. Frontiers in 
immunology 2021; 12: 720109.

 5) Raveendran AV, Jayadevan R, Sashidharan S. 
Long COVID: An overview. Diabetes Metab Syn-
dr 2021; 15: 869-875.

 6) Taribagil P, Creer D, Tahir H. ‘Long COVID’ syn-
drome. BMJ case reports 2021; 14: e241485.

 7) Pires RE, Reis IGN, Waldolato GS, Pires DD, Bidole-
gui F, Giordano V. What Do We Need to Know About 
Musculoskeletal Manifestations of COVID-19?: A 
Systematic Review. JBJS Rev 2022; 10.

 8) Montani D, Savale L, Noel N, Meyrignac O, Colle 
R, Gasnier M, Corruble E, Beurnier A, Jutant E, 
Pham T, Lecoq A, Papon J, Figueiredo S, Harrois 
A, Humbert M, Monnet X. Post-acute COVID-19 
syndrome. Eur Respir Rev 2022; 31: 210185.

 9) Huang C, Huang L, Wang Y, Li X, Ren L, Gu X, 
Kang L, Guo L, Liu M, Zhou X, Luo J, Huang Z, 

Tu S, Zhao Y, Chen L, Xu D, Li Y, Li C, Peng L, 
Li Y, Xie W, Cui D, Shang L, Fan G, Xu J, Wang 
G, Wang Y, Zhong J, Wang C, Wang J, Zhang D, 
Cao B. 6-month consequences of COVID-19 in 
patients discharged from hospital: a cohort study. 
The Lancet 2021; 397: 220-232.

10) Malizos K. Long COVID-19: A New Challenge 
to Public Health. J Bone Joint Surg Am 2022; 
104: 205-206.

11) Zhang P, Li J, Liu H, Han N, Ju J, Kou Y, Chen L, 
Jiang M, Pan F, Zheng Y, Gao Z, Jiang B. Long-
term bone and lung consequences associated 
with hospital-acquired severe acute respiratory 
syndrome: a 15-year follow-up from a prospective 
cohort study. Bone Res 2020; 8: 8.

12) Chan M, Chan P, Griffith J, Chan I, Lit L, Wong C, 
Antonio G, Liu E, Hui D, Suen M, Ahuja A, Sung 
J, Lam C. Steroid-induced osteonecrosis in se-
vere acute respiratory syndrome: a retrospective 
analysis of biochemical markers of bone metabo-
lism and corticosteroid therapy. Pathology 2006; 
38: 229-235.

13) Zhang S, Wang C, Shi L, Xue Q. Beware of Ste-
roid-Induced Avascular Necrosis of the Femoral 
Head in the Treatment of COVID-19-Experience 
and Lessons from the SARS Epidemic. Drug Des 
Devel Ther 2021; 15: 983-995.

14) Tahtabasi M, Kilicaslan N, Akin Y, Karaman E, 
Gezer M, Icen YK, Sahiner F. The Prognostic 
Value of Vertebral Bone Density on Chest CT in 
Hospitalized COVID-19 Patients. J Clin Densitom 
2021; 24: 506-515.

15) Berktaş B, Gökçek A, Hoca N, Koyuncu A. 
COVID-19 illness and treatment decrease bone 
mineral density of surviving hospitalized pa-
tients. Eur Rev med pharmacol sci 2022; 26: 
3046-3056.

16) Redlich K, Smolen JS. Inflammatory bone loss: 
pathogenesis and therapeutic intervention. Nat 
Rev Drug Discov 2012; 11: 234-250.

17) McCray PB, Jr., Pewe L, Wohlford-Lenane C, 
Hickey M, Manzel L, Shi L, Netland J, Jia HP, 
Halabi C, Sigmund CD, Meyerholz DK, Kirby P, 
Look DC, Perlman S. Lethal infection of K18-
hACE2 mice infected with severe acute respi-
ratory syndrome coronavirus. J Virol 2007; 
81: 813-821.

18) Winkler ES, Bailey AL, Kafai NM, Nair S, Mc-
Cune BT, Yu J, Fox JM, Chen RE, Earnest JT, 
Keeler SP, Ritter JH, Kang LI, Dort S, Robichaud 
A, Head R, Holtzman MJ, Diamond MS. SARS-
CoV-2 infection of human ACE2-transgenic mice 
causes severe lung inflammation and impaired 
function. Nat Immunol 2020; 21: 1327-1335.

19) Awosanya OD, Dalloul CE, Blosser RJ, Dadwal 
UC, Carozza M, Boschen K, Klemsz MJ, John-
ston NA, Bruzzaniti A, Robinson CM, Srour EF, 
Kacena MA. Osteoclast-mediated bone loss ob-
served in a COVID-19 mouse model. Bone 2022; 
154: 116227.

20) Qiao W, Lau HE, Xie H, Poon VK, Chan CC, Chu 
H, Yuan S, Yuen TT, Chik KK, Tsang JO, Chan 



COVID-19 and bone health

3197

CC, Cai JP, Luo C, Yuen KY, Cheung KM, Chan 
JF, Yeung KW. SARS-CoV-2 infection induces in-
flammatory bone loss in golden Syrian hamsters. 
Nat Commun 2022; 13: 2539.

21) Hu B, Huang S, Yin L. The cytokine storm and 
COVID-19. J Med Virol 2021; 93: 250-256.

22) Nile SH, Nile A, Qiu J, Li L, Jia X, Kai G. COVID-19: 
Pathogenesis, cytokine storm and therapeutic 
potential of interferons. Cytokine Growth Factor 
Rev 2020; 53: 66-70.

23) Ragab D, Salah Eldin H, Taeimah M, Khattab R, 
Salem R. The COVID-19 Cytokine Storm; What We 
Know So Far. Front Immunol 2020; 11: 1446.

24) Mehta P, McAuley DF, Brown M, Sanchez E, Tat-
tersall RS, Manson JJ. COVID-19: consider cyto-
kine storm syndromes and immunosuppression. 
The Lancet 2020; 395: 1033-1034.

25) Liu J, Li S, Liu J, Liang B, Wang X, Wang H, Li W, 
Tong Q, Yi J, Zhao L, Xiong L, Guo C, Tian J, Luo 
J, Yao J, Pang R, Shen H, Peng C, Liu T, Zhang 
Q, Wu J, Xu L, Lu S, Wang B, Weng Z, Han C, Zhu 
H, Zhou R, Zhou H, Chen X, Ye P, Zhu B, Wang L, 
Zhou W, He S, He Y, Jie S, Wei P, Zhang J, Lu Y, 
Wang W, Zhang L, Li L, Zhou F, Wang J, Dittmer U, 
Lu M, Hu Y, Yang D, Zheng X. Longitudinal char-
acteristics of lymphocyte responses and cytokine 
profiles in the peripheral blood of SARS-CoV-2 in-
fected patients. EBioMedicine 2020; 55: 102763.

26) Murakami T, Nakaminami Y, Takahata Y, Hata K, 
Nishimura R. Activation and Function of NLRP3 
Inflammasome in Bone and Joint-Related Dis-
eases. Int J Mol Sci 2022; 23.

27) Mardi A, Meidaninikjeh S, Nikfarjam S, Majidi 
Zolbanin N, Jafari R. Interleukin-1 in COVID-19 
Infection: Immunopathogenesis and Possible 
Therapeutic Perspective. Viral Immunol 2021; 
34: 679-688.

28) Wang T, He C. TNF-alpha and IL-6: The Link be-
tween Immune and Bone System. Curr Drug Tar-
gets 2020; 21: 213-227.

29) Yokota K, Sato K, Miyazaki T, Aizaki Y, Tanaka S, 
Sekikawa M, Kozu N, Kadono Y, Oda H, Mimura 
T. Characterization and Function of Tumor Necro-
sis Factor and Interleukin-6-Induced Osteoclasts 
in Rheumatoid Arthritis. Arthritis Rheumatol 2021; 
73: 1145-1154.

30) Morita T, Shima Y, Fujimoto K, Tsuboi H, Saeki 
Y, Narazaki M, Ogata A, Kumanogoh A. Anti-re-
ceptor activator of nuclear factor kappaB ligand 
antibody treatment increases osteoclastogene-
sis-promoting IL-8 in patients with rheumatoid ar-
thritis. Int Immunol 2019; 31: 277-285.

31) Le Goff B, Bouvard B, Lequerre T, Lespessailles 
E, Marotte H, Pers YM, Cortet B. Implication of IL-
17 in Bone Loss and Structural Damage in Inflam-
matory Rheumatic Diseases. Mediators Inflamm 
2019; 2019: 8659302.

32) Upadhyaya GK, Iyengar K, Jain VK, Vaishya R. 
Challenges and strategies in management of 
osteoporosis and fragility fracture care during 
COVID-19 pandemic. J Orthop 2020; 21: 287-290.

33) Liu F, Song C, Cai W, Chen J, Cheng K, Guo D, 
Duan DD, Liu Z. Shared mechanisms and cross-
talk of COVID-19 and osteoporosis via vitamin D. 
Sci Rep 2022; 12: 18147.

34) Mi B, Xiong Y, Zhang C, Zhou W, Chen L, Cao F, 
Chen F, Geng Z, Panayi A, Sun Y, Wang L, Liu 
G. SARS-CoV-2-induced Overexpression of miR-
4485 Suppresses Osteogenic Differentiation and 
Impairs Fracture Healing. Int J Biol Sci 2021; 17: 
1277-1288.

35) Najafipour R, Mohammadi D, Estaki Z, Zaraba-
di K, Jalilvand M, Moghbelinejad S. Screening for 
differentially expressed microRNAs in BALF and 
blood samples of infected COVID-19 ARDS pa-
tients by small RNA deep sequencing. J Clin Lab 
Anal 2022; 36: e24672.

36) Chernyak BV, Popova EN, Prikhodko AS, 
Grebenchikov OA, Zinovkina LA, Zinovkin RA. 
COVID-19 and Oxidative Stress. Biochemistry 
(Mosc) 2020; 85: 1543-1553.

37) Zarbafian M, Dayan S, Fabi SG. Teachings from 
COVID-19 and aging-An oxidative process. J 
Cosmet Dermatol 2020; 19: 3171-3176.

38) Schmitt CA, Tchkonia T, Niedernhofer LJ, Rob-
bins PD, Kirkland JL, Lee S. COVID-19 and cellu-
lar senescence. Nat Rev Immunol 2022; 5:1-13.

39) Verdoorn BP, Evans TK, Hanson GJ, Zhu Y, Lang-
hi Prata LGP, Pignolo RJ, Atkinson EJ, Wissler-
Gerdes EO, Kuchel GA, Mannick JB, Kritchevsky 
SB, Khosla S, Rizza SA, Walston JD, Musi N, 
Lipsitz LA, Kiel DP, Yung R, LeBrasseur NK, 
Singh RJ, McCarthy T, Puskarich MA, Niedern-
hofer LJ, Robbins PD, Sorenson M, Tchkonia T, 
Kirkland JL. Fisetin for COVID-19 in skilled nurs-
ing facilities: Senolytic trials in the COVID era. J 
Am Geriatr Soc 2021; 69: 3023-3033.

40) Huzum B, Curpan AS, Puha B, Serban DN, Veli-
ceasa B, Necoara RM, Alexa O, Serban IL. Con-
nections between Orthopedic Conditions and Ox-
idative Stress: Current Perspective and the Pos-
sible Relevance of Other Factors, Such as Met-
abolic Implications, Antibiotic Resistance, and 
COVID-19. Medicina (Kaunas) 2022; 58: 439.

41) Jin J, Tian C. [Testosterone and male osteoporo-
sis]. Zhonghua nan ke xue = National journal of 
andrology 2002; 8: 145-147.

42) Salonia A, Pontillo M, Capogrosso P, Gregori S, 
Tassara M, Boeri L, Carenzi C, Abbate C, Cigno-
li D, Ferrara AM, Cazzaniga W, Rowe I, Ramirez 
GA, Tresoldi C, Mushtaq J, Locatelli M, Santoleri 
L, Castagna A, Zangrillo A, De Cobelli F, Tresol-
di M, Landoni G, Rovere-Querini P, Ciceri F, Mon-
torsi F. Severely low testosterone in males with 
COVID-19: A case-control study. Andrology 2021; 
9: 1043-1052.

43) Mullins E, Costeira R, Lee KA, Murray B, Chris-
tiansen C, Castillo-Fernandez J, Ni Lochlainn M, 
Capdevila Pujol J, Macfarlane H, Kenny LC, Bu-
chan I, Wolf J, Rymer J, Ourselin S, Steves CJ, 
Spector TD, Newson LR, Bell JT. Estrogen and 
COVID-19 symptoms: Associations in women from 
the COVID Symptom Study. Plos One 2021; 16.



C.-L. Hu, M.-J. Zheng, X.-X. He, D.-C. Liu, et al

3198

44) Grandys M, Majerczak J, Zapart-Bukowska J, 
Duda K, Kulpa JK, Zoladz JA. Lowered Serum 
Testosterone Concentration Is Associated With 
Enhanced Inflammation and Worsened Lipid Pro-
file in Men. Front Endocrinol (Lausanne) 2021; 
12: 735638.

45) Montano LM, Sommer B, Solis-Chagoyan H, 
Romero-Martinez BS, Aquino-Galvez A, Go-
mez-Verjan JC, Calixto E, Gonzalez-Avila G, 
Flores-Soto E. Could Lower Testosterone in Old-
er Men Explain Higher COVID-19 Morbidity and 
Mortalities? Int J Mol Sci 2022; 23.

46) Mohamad NV, Soelaiman IN, Chin KY. A concise 
review of testosterone and bone health. Clin In-
terv Aging 2016; 11: 1317-1324.

47) David K, Narinx N, Antonio L, Evenepoel P, 
Claessens F, Decallonne B, Vanderschueren D. 
Bone health in ageing men. Rev Endocr Metab 
Disord 2022.

48) Charoenngam N, Holick MF. Immunologic Effects 
of Vitamin D on Human Health and Disease. Nu-
trients 2020; 12: 2097.

49) Hurst EA, Mellanby RJ, Handel I, Griffith DM, Rossi 
AG, Walsh TS, Shankar-Hari M, Dunning J, Homer 
NZ, Denham SG, Devine K, Holloway PA, Moore 
SC, Thwaites RS, Samanta RJ, Summers C, Hard-
wick HE, Oosthuyzen W, Turtle L, Semple MG, 
Openshaw PJM, Baillie JK, Russell CD, Investiga-
tors IC. Vitamin D insufficiency in COVID-19 and in-
fluenza A, and critical illness survivors: a cross-sec-
tional study. BMJ Open 2021; 11: e055435.

50) McKenna MJ, Lyons OC, Flynn MA, Crowley RK, 
Twomey PJ, Kilbane MT. COVID-19 pandemic 
and vitamin D: rising trends in status and in daily 
amounts of vitamin D provided by supplements. 
BMJ Open 2022; 12: e059477.

51) Tramontana F, Napoli N, El-Hajj Fuleihan G, 
Strollo R. The D-side of COVID-19: musculoskel-
etal benefits of vitamin D and beyond. Endocrine 
2020; 69: 237-240.

52) Giustina A, Bouillon R, Dawson-Hughes B, 
Ebeling PR, Lazaretti-Castro M, Lips P, Mar-
cocci C, Bilezikian JP. Vitamin D in the older 
population: a consensus statement. Endocrine 
2022: 1-14.

53) Laird E, Rhodes J, Kenny R. Vitamin D and In-
flammation: Potential Implications for Severity of 
Covid-19. Ir Med J 2020; 113: 81.

54) Siddiqui M, Manansala J, Abdulrahman H, Nas-
rallah G, Smatti M, Younes N, Althani A, Yassine 
H. Immune Modulatory Effects of Vitamin D on Vi-
ral Infections. Nutrients 2020; 12: 2879.

55) Giannini S, Giusti A, Minisola S, Napoli N, Pas-
seri G, Rossini M, Sinigaglia L. The Immunolog-
ic Profile of Vitamin D and Its Role in Different 
Immune-Mediated Diseases: An Expert Opinion. 
Nutrients 2022; 14: 473.

56) Pinheiro M, Fabbri A, Infante M. Cytokine storm 
modulation in COVID-19: a proposed role for vi-
tamin D and DPP-4 inhibitor combination therapy 
(VIDPP-4i). Immunotherapy 2021; 13: 753-765.

57) Charoenngam N, Shirvani A, Holick MF. Vitamin 
D and Its Potential Benefit for the COVID-19 Pan-
demic. Endocr Pract 2021; 27: 484-493.

58) Griffin G, Hewison M, Hopkin J, Kenny R, Quinton 
R, Rhodes J, Subramanian S, Thickett D. Vitamin D 
and COVID-19: evidence and recommendations for 
supplementation. R Soc Open Sci 2020; 7: 201912.

59) Jain SK, Parsanathan R, Levine SN, Bocchi-
ni JA, Holick MF, Vanchiere JA. The potential 
link between inherited G6PD deficiency, oxidative 
stress, and vitamin D deficiency and the racial in-
equities in mortality associated with COVID-19. 
Free Radic Biol Med 2020; 161: 84-91.

60) Townsend L, Dyer AH, McCluskey P, O’Brien 
K, Dowds J, Laird E, Bannan C, Bourke NM, Ni 
Cheallaigh C, Byrne DG, Kenny RA. Investigat-
ing the Relationship between Vitamin D and Per-
sistent Symptoms Following SARS-CoV-2 Infec-
tion. Nutrients 2021; 13: 2430.

61) D’Avolio A, Avataneo V, Manca A, Cusato J, De 
Nicolo A, Lucchini R, Keller F, Cantu M. 25-Hy-
droxyvitamin D Concentrations Are Lower in Pa-
tients with Positive PCR for SARS-CoV-2. Nutri-
ents 2020; 12: 1359.

62) Sanson G, De Nicolo A, Zerbato V, Segat L, Kon-
can R, Di Bella S, Cusato J, di Masi A, Palermo A, 
Caironi P, D’Agaro P, Luzzati R, D’Avolio A. A com-
bined role for low vitamin D and low albumin circu-
lating levels as strong predictors of worse outcome 
in COVID-19 patients. Ir J Med Sci 2022: 1-8.

63) Nielsen NM, Junker TG, Cohen AS, Munger KL, 
Stenager E, Ascherio A, Boding L, Hviid A. Vita-
min D status and severity of COVID-19. Sci Rep 
2022; 12: 19823.

64) Bouillon R, Quesada-Gomez JM. Vitamin D Endocrine 
System and COVID-19. JBMR Plus 2021; 5: e10576.

65) Salamanna F, Maglio M, Sartori M, Landini MP, 
Fini M. Vitamin D and Platelets: A Menacing Duo 
in COVID-19 and Potential Relation to Bone Re-
modeling. Int J Mol Sci 2021; 22: 10010.

66) De Niet S, Tremege M, Coffiner M, Rousseau 
AF, Calmes D, Frix AN, Gester F, Delvaux M, 
Dive AF, Guglielmi E, Henket M, Staderoli A, 
Maesen D, Louis R, Guiot J, Cavalier E. Posi-
tive Effects of Vitamin D Supplementation in Pa-
tients Hospitalized for COVID-19: A Randomized, 
Double-Blind, Placebo-Controlled Trial. Nutrients 
2022; 14: 3048.

67) Ronchetti S, Migliorati G, Bruscoli S, Riccardi C. 
Defining the role of glucocorticoids in inflamma-
tion. Clin Sci (Lond) 2018; 132: 1529-1543.

68) Bruscoli S, Riccardi C, Ronchetti S. GILZ as a 
Regulator of Cell Fate and Inflammation. Cells 
2021; 11:122.

69) Cain DW, Cidlowski JA. Immune regulation 
by glucocorticoids. Nat Rev Immunol 2017; 
17: 233-247.

70) Tang X, Feng YM, Ni JX, Zhang JY, Liu LM, Hu 
K, Wu XZ, Zhang JX, Chen JW, Zhang JC, Su J, 
Li YL, Zhao Y, Xie J, Ding Z, He XL, Wang W, Jin 
RH, Shi HZ, Sun B. Early Use of Corticosteroid 



COVID-19 and bone health

3199

May Prolong SARS-CoV-2 Shedding in Non-In-
tensive Care Unit Patients with COVID-19 Pneu-
monia: A Multicenter, Single-Blind, Randomized 
Control Trial. Respiration 2021; 100: 116-126.

71) Fernandes M, Brabek J. COVID-19, corticoste-
roids and public health: a reappraisal. Public 
Health 2021; 197: 48-55.

72) Akter F, Araf Y, Hosen MJ. Corticosteroids for 
COVID-19: worth it or not? Mol Biol Rep 2022; 
49: 567-576.

73) Yamakawa K, Yamamoto R, Terayama T, 
Hashimoto H, Ishihara T, Ishimaru G, Imura H, 
Okano H, Narita C, Mayumi T, Yasuda H, Yama-
da K, Yamada H, Kawasaki T, Shime N, Doi K, 
Egi M, Ogura H, Aihara M, Kushimoto S, Nishi-
da O, Special Committee of the Japanese Clin-
ical Practice Guidelines for the Management 
of S, Septic Shock tC-TF. Japanese rapid/liv-
ing recommendations on drug management for 
COVID-19: updated guidelines (July 2022). Acute 
Med Surg 2022; 9: e789.

74) Bruscoli S, Puzzovio PG, Zaimi M, Tiligada K, 
Levi-Schaffer F, Riccardi C. Glucocorticoids and 
COVID-19. Pharmacol Res 2022; 185: 106511.

75) Ercen Diken O, Yildirim F, Yildiz Gulhan P, Oz-
kaya S, Simsek M, Yucel C, Berik Safci S, Deniz 
PP, Coskun Celik M, Akdag D, Dirican A. Cortico-
steroid use in COVID-19 pneumonia. Tuberk Tor-
aks 2021; 69: 217-226.

76) Gavriatopoulou M, Ntanasis-Stathopoulos I, 
Korompoki E, Fotiou D, Migkou M, Tzanninis IG, 
Psaltopoulou T, Kastritis E, Terpos E, Dimopoulos 
MA. Emerging treatment strategies for COVID-19 
infection. Clin Exp Med 2021; 21: 167-179.

77) Agarwala SR, Vijayvargiya M, Pandey P. Avas-
cular necrosis as a part of ‘long COVID-19’. BMJ 
Case Rep 2021; 14: e242101.

78) Maharjan G, Yadav S, Yadav MK, Khati N, Bhat-
tarai HB, Joshi J. Steroid-induced avascular ne-
crosis: A case report on a patient treated with ste-
roid therapy for COVID-19. Ann Med Surg (Lond) 
2022; 80: 104226.

79) Sulewski A, Sieron D, Szyluk K, Dabrowski M, 
Kubaszewski L, Lukoszek D, Christe A. Avas-
cular Necrosis Bone Complication after Active 
COVID-19 Infection: Preliminary Results. Medici-
na (Kaunas) 2021; 57: 1311.

80) Bartoletti M, Marconi L, Scudeller L, Pancaldi L, 
Tedeschi S, Giannella M, Rinaldi M, Bussini L, 
Valentini I, Ferravante AF, Potalivo A, Marchion-
ni E, Fornaro G, Pascale R, Pasquini Z, Puoti M, 
Merli M, Barchiesi F, Volpato F, Rubin A, Saraci-
no A, Tonetti T, Gaibani P, Ranieri VM, Viale P, 
Cristini F, Group PS. Efficacy of corticosteroid 
treatment for hospitalized patients with severe 
COVID-19: a multicentre study. Clin Microbiol In-
fect 2021; 27: 105-111.

81) Zhan Y, Shang J, Gu Y, Huang Q, Xie J. Effica-
cy of corticosteroid in patients with COVID-19: A 
multi-center retrospective study and meta-analy-
sis. J Med Virol 2021; 93: 4292-4302.

82) Sinha S, Rosin NL, Arora R, Labit E, Jaffer A, 
Cao L, Farias R, Nguyen AP, de Almeida LGN, 
Dufour A, Bromley A, McDonald B, Gillrie MR, 
Fritzler MJ, Yipp BG, Biernaskie J. Dexametha-
sone modulates immature neutrophils and inter-
feron programming in severe COVID-19. Nat Med 
2022; 28: 201-211.

83) Group RC, Horby P, Lim WS, Emberson JR, Maf-
ham M, Bell JL, Linsell L, Staplin N, Brightling C, Us-
tianowski A, Elmahi E, Prudon B, Green C, Felton 
T, Chadwick D, Rege K, Fegan C, Chappell LC, 
Faust SN, Jaki T, Jeffery K, Montgomery A, Row-
an K, Juszczak E, Baillie JK, Haynes R, Landray 
MJ. Dexamethasone in Hospitalized Patients with 
Covid-19. N Engl J Med 2021; 384: 693-704.

84) Narla RR, Adler RA. Osteoporosis care amidst 
the prolonged pandemic. J Endocrinol Invest 
2021; 44: 1353-1361.

85) Cromer SJ, Yu EW. Challenges and Opportuni-
ties for Osteoporosis Care During the COVID-19 
Pandemic. J Clin Endocrinol Metab 2021; 106: 
e4795-e4808.

86) McCloskey EV, Harvey NC, Johansson H, Lorent-
zon M, Vandenput L, Liu E, Kanis JA. Global impact 
of COVID-19 on non-communicable disease man-
agement: descriptive analysis of access to FRAX 
fracture risk online tool for prevention of osteoporot-
ic fractures. Osteoporos Int 2021; 32: 39-46.

87) Hampson G, Stone M, Lindsay JR, Crowley RK, 
Ralston SH. Diagnosis and Management of Os-
teoporosis During COVID-19: Systematic Review 
and Practical Guidance. Calcif Tissue Int 2021; 
109: 351-362.

88) Fuggle NR, Singer A, Gill C, Patel A, Medeiros 
A, Mlotek AS, Pierroz DD, Halbout P, Harvey NC, 
Reginster JY, Cooper C, Greenspan SL. How has 
COVID-19 affected the treatment of osteoporo-
sis? An IOF-NOF-ESCEO global survey. Osteo-
poros Int 2021; 32: 611-617.

89) Lewiecki EM, Bouchonville MF. The current role 
of telehealth in the management of patients with 
osteoporosis. Expert Rev Endocrinol Metab 2022; 
17: 245-254.

90) Yu E, Tsourdi E, Clarke B, Bauer D, Drake M. Os-
teoporosis Management in the Era of COVID-19. 
J Bone Miner Res 2020; 35: 1009-1013.

91) Black DM, Reid IR, Boonen S, Bucci-Recht-
weg C, Cauley JA, Cosman F, Cummings SR, 
Hue TF, Lippuner K, Lakatos P, Leung PC, 
Man Z, Martinez RL, Tan M, Ruzycky ME, Su 
G, Eastell R. The effect of 3 versus 6 years of 
zoledronic acid treatment of osteoporosis: a 
randomized extension to the HORIZON-Piv-
otal Fracture Trial (PFT). J Bone Miner Res 
2012; 27: 243-254.

92) Compston JE, Bilezikian JP. Bisphosphonate 
therapy for osteoporosis: the long and short 
of it. J Bone Miner Res 2012; 27: 240-242.

93) Gittoes NJ, Criseno S, Appelman-Dijkstra NM, 
Bollerslev J, Canalis E, Rejnmark L, Hassan-Smith 
Z. Endocrinology in the time of COVID-19: Man-



C.-L. Hu, M.-J. Zheng, X.-X. He, D.-C. Liu, et al

3200

agement of calcium metabolic disorders and os-
teoporosis. Eur J Endocrinol 2020; 183: G57-G65.

94) Kong SH, Hwang BK, Yoon BH. The Impact of 
COVID-19 on the Optimal Management of Osteo-
porosis. J Bone Metab 2021; 28: 115-122.

95) Salvio G, Gianfelice C, Firmani F, Lunetti S, Ferroni 
R, Balercia G, Giacchetti G. Remote management 

of osteoporosis in the first wave of the COVID-19 
pandemic. Arch Osteoporos 2022; 17: 37.

96) Singer AJ, Fuggle NR, Gill CB, Patel AR, Me-
deiros AP, Greenspan SL. COVID-19 and effects 
on osteoporosis management: the patient per-
spective from a National Osteoporosis Founda-
tion survey. Osteoporos Int 2021; 32: 619-622.


