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1. Introduction

Osteoporosis is a metabolic bone disease known as “the silent thief” because the gradual loss
of bone associated with this disease usually occurs over the years, and there are usually no
noticeable symptoms until the bones are so fragile that a fracture occurs [1]. Although most
statistics on the prevalence of osteoporosis quoted in the literature are from those published
in 1991 to 2004 [2,3] the projection is nevertheless very consistent. Thus, osteoporosis is
estimated to affect over 200 million people worldwide and 75 million people in Europe, the
United States, and Japan [4]. Approximately 1 in 2 women and 1 in 5 men older than 50 years
will eventually experience osteoporotic fractures [5] An increase in the worldwide incidence
of hip fracture by 240% in women and 310% in men is projected by the year 2050 [6]. Osteo‐
porosis is “a major public health threat” that is projected to results to 8.1 million fractures (78
% women, 22 % men) during the period between 2010 and 2050 [7]. The condition costs our
healthcare system $18 billion per year [8]. Records show that Osteoporosis has been known to
exist since the Egyptian mummies have been found with suspected dowager’s hump [9].
Newer findings on all aspects of osteoporosis have increased exponentially. The more
importantly ones are the introduction and improvement in more sensitive diagnostic instru‐
ments, discovering an ever increasing number of risk factors including oxidative stress,
opening up new knowledge on the involvement of the bone forming cells osteoblasts and the
bone resorbing cells osteoclasts in the development of osteoporosis and finding new drugs
and the nutritional alternatives for the prevention and treatment of osteoporosis. Advances in
knowledge on osteoporosis is not without pitfalls. Hormone Replacement Therapy (HRT),
once a first line of treatment for osteoporosis has been discontinued due to side effects [10]. It
is becoming more evident that the drugs known as bisphosphonates, although effective in
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stopping the resoption of bone and preventing osteoporosis in women, are associated with a
number of side effects [11,12]. The side effects have been alarming a number of women with
osteoporosis in such a way that they are now resorting to other mode of treatment, including
that from natural food components. Our laboratory has carried out studies on the use of
antioxidants such as lycopene and polyphenols as possible alternatives and/or complementa‐
ries to drugs in the treatment and prevention of osteoporosis. This chapter will include an
overview on osteoporosis, the role of oxidative stress in bone cells osteoclasts and osteoblasts,
oxidative stress as a risk factor in the development of osteoporosis and a review of studies on
the use of antioxidants in counteracting oxidative stress in the prevention of osteoporosis.
These topics should put our research in perspective and offer a rationale to our study ap‐
proaches. Finally we will highlight our pioneering studies on the effects of the lipid-soluble
antioxidant lycopene and the water-soluble antioxidant polyphenols present in a nutritional
supplement in an in vitro cultures of osteoblasts and osteoclasts and our clinical studies in the
prevention of risk for osteoporosis in postmenopausal women.

2. Osteoporosis — Overview

2.1. Bone cells involved in the development of osteoporosis

Bone as a dynamic tissue continuously renews itself throughout life by the process of bone
remodeling carried out by a functional and anatomic structure known as the basic multicellular
unit (BMU) that requires the coordinated action of three major types of bone cells: osteoclasts,
osteoblasts and osteocytes [13,14]. The remodeling process is the result of interactions between
these cells and multiple molecular agents, including hormones, growth factors, and cytokines.
Bone remodeling is a physiological process that follows a time sequence lasting approximately
six months wherein osteoclasts eliminate old or damaged bone which is subsequently replaced
with new bone formed by osteoblasts, while the osteocytes functions in the transduction of
signals necessary to sustain mechanical loads. The coupled process of bone formation and bone
resorption in mature, healthy bone is tightly regulated and maintained in order to prevent a
significant alterations in bone mass or mechanical strength after each remodeling cycle [14,15].
At menopause when estrogen production is decreased, the increase in resorption cavities due
to increased bone resorption, but insufficient increase in bone formation, results to incomplete
filling of resorption cavities with new bone leading to a permanent loss of bone mass. Distur‐
bances in the remodeling process of this nature can lead to metabolic bone diseases. One such
disturbance caused by oxidative stress, shown to control the functions of both osteoclasts and
osteoblasts, may contribute to the pathogenesis of skeletal system including osteoporosis, the
most prevalent metabolic bone disease [16].

2.2. Prevalence of osteoporosis

Women over the age of 50 become susceptible to osteoporosis because of the loss of estrogen
at menopause [17]. As well, men’s susceptibility to osteoporosis is due to low levels of the sex
hormone testosterone [18-20]. In the past, a majority of men view osteoporosis as solely a
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“woman’s disease.” This is because men in their fifties do not experience the rapid loss of bone
mass that women do in the years following menopause, and therefore men osteoporosis does
not set in until later in life [21,22]. However, by age 65 to 70, men and women are losing bone
mass at the same rate [23]. The World Health Organization (WHO) aptly defined osteoporosis
as a systemic disease that is characterized by low bone mass and deterioration of the micro‐
architecture of bone, resulting in an increased risk of fracture. Bone mass or bone mineral
density (BMD) is measured using a dual-energy x-ray absorptiometry, or DXA, at various
skeletal sites, including the spine, hip and wrist [24].

2.3. Bone mineral density as predictor of osteoporosis

BMD is expressed as T-score which is a value compared to the expected value for young adults
of the same sex and race. WHO has established that for normal BMD, the T-score is between
standard deviation of +2.5 and -1.0; for osteopenia/low BMD, T-score is between -1.0 and -2.5,
inclusive; for osteoporosis, T-score is lower than -2.5 and for severe osteoporosis,T-score is
lower than -2.5 with the presence of one or more fragility fractures [25]. Thus BMD values can
identify osteoporosis, determine the risk for fractures (broken bones), and measure the
response to osteoporosis treatment [26]. In the case of severe osteoporosis, minimal trauma
such as a minor fall or just a hug from a loved one can result to fragility fracture. Fragility
fracture is defined by WHO as “a fracture caused by injury that would be insufficient to cause
fracture normally. The spine, hip and distal forearm are the most common sites of fragility
fracture [27]. Some doctors recommend that people be tested on a regular basis for bone loss.
For women, those tests should begin after menopause. For men, they should begin after the
age of sixty-five. Such tests are important since there are seldom other signs of osteoporosis.
Therefore, those who have a higher rate of bone loss and are at higher risk for a fracture need
a better diagnostic tool. Recently, the WHO introduced a prognostic tool to evaluate fracture
risk of patients called the FRAX® [28]. The FRAX tool takes into account country, bone mineral
density of the hip (when available), age, sex, and 8 clinical risk factors to calculate the 10-year
probability of a major osteoporotic fracture and the 10-year probability of a hip fracture [29].
It assesses the 10-year risk of osteoporosis based on individual patient models that combines
clinical risk factors (CRF) as well as BMD at the femoral neck [30].

2.4. Bone turnover markers for detecting osteoporosis

During bone remodeling in healthy young adult, bone formation by osteoblasts equals bone
resorption by osteoclasts. However In postmenopausal bone loss, the remodeling process
becomes significantly more active with a primary increase in bone resorption and a corre‐
sponding, but an insufficient increase in bone formation [31]. Enzymes and/or other proteins
are released into the blood that are considered to reflect either bone formation or bone
resorption [32] and are termed as bone turnover markers. Molecular markers of bone turnover
have been developed as a product of bone remodeling [31] in the diagnostic and therapeutic
assessment of metabolic bone disease [33]. They are now used for the individual monitoring
of osteoporotic patients treated with antiresorptive agents [34]. Specific and sensitive assess‐
ment of the rate of bone formation and bone resorption and prediction of fracture [35] can now
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be possible using commercially available biochemical markers [36]. It remained to be seen
whether bone turnover markers might contribute a useful independent risk factor for inclusion
in FRAX [30]. The bone turnover markers we used for our clinical studies were crosslinked N-
telopeptide of type I collagen (NTx) [37-39] and crosslinked C-telopeptide of type I collagen
(CTx) [40,41] as bone resorption markers and bone alkaline phosphatase (BAP) [37-39] and
Procollagen type I N-terminal propeptide (PINP) [40,41] for a measure of bone formation in
the serum of participants.

Although BMD is considered the best parameter for determining the osteoporotic status of
men and women, BMD is static and cannot predict changes that may occur post-measurement
[42]. As well, changes in BMD occur slowly and can take up to one to two years to be detected
during the course of therapy [43,44]. An alternative or additional parameters now measured
clinically as either formation or resorption markers in the urine or serum of participants are
bone turnover markers which can reveal changes much earlier in the course of therapy
compared to changes in BMD [34]. When combined with BMD measurement, changes in bone
turnover markers have been significantly linked to fracture risk due to a significant positive
correlation between high bone turnover markers and loss of BMD [35]. Bone turnover markers
are therefore very useful in assessing treatment protocol for a short duration period, e.g., 3 to
6 months. Measurement of bone turnover markers was therefore utilized in our clinical study
during which postmenopausal women were given the antioxidant lycopene for 3 months
[37-39] and in another study during which nutritional supplement greens+bone builderTM were
administered for a period of eight weeks [40,41]. As will be reviewed in later sections, during
the short period of treatment, positive changes were measured that correlated decreased bone
resorption markers with decreases in oxidative stress parameters and thereby to decrease of
risk for osteoporosis in postmenopausal women.

2.5. Risk factors of osteoporosis

Some of the risk factors for osteoporosis [45,46] are presented in Table 1 [47]. The risk factors
that are of interest in our studies are oxidative stress-generating factors, including smoking,
alcohol intake, low antioxidant status, nutrition deficiency, excessive sports activity and
excessive caffeine intake. Oxidative stress will be reviewed in detail below.

2.6. Prevention and treatment of osteoporosis

Up until 10 years ago, the first line of treatment for women who have gone through menopause
and was diagnosed with osteoporosis was hormone replacement therapy (HRT). However, re‐
sults of the Women’s Health Initiative (WHI) warned women that HRT leads to higher risks for
breast cancer, cardiovascular events, blood clots, cognitive decline, and more [10]. This treat‐
ment for osteoporosis has since been discontinued and is prescribed only for a short period of
time to alleviate hot flashes in menopausal women [48]. A wide range of pharmaceuticals are
available for the treatment of osteoporosis. The current antiresorptive treatments approved by
the Food and Drug Administration (FDA) include a number of bisphosphonates under specific
trademarks which inhibit bone resorption [49]. Some are taken daily while others are formulat‐
ed for weekly, monthly or intermittent oral use [50,51]. The newer bisphophonates are injecta‐
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bles  such as  ibandronate  and Zoledronate  [51]  Other  drugs available  include calcitonin,
strontium renalate and the Selective Estrogen Receptor Modulator (SERM), Raloxifene (Evista)
[52]. Parathyroid hormone, PTH1-34 or teriparatide (Forteo), is the only anabolic agent current‐
ly approved for use by the FDA [24,53]. The new class of osteoporosis medications now ap‐
proved for use is a fully human monoclonal antibody (Denosumab) which bind to RANKL,
imitating the effects of OPG and acting as an inhibitor of RANKL [54]. A number of other drugs
are being tested clinically for osteoporotic treatment and prevention.[24].

Unmodifiable Modifiable

Race

Sex

Age

Genetics

Body size

Family History

Previous Fractures

Chronic inactivity

Low body weight

Low lifetime calcium intake

Medication used

Oxidative stress-related factors

Smoking

Alcohol intake

Low antioxidant status

Nutrition deficiency

Excessive sports activity

Excessive caffeine intake

Table 1. Risk Factors for Osteoporosis

None of the drugs are without side effects. Side effects that emerged in clinical trials include
esophageal irritation with oral administration and acute phase response with iv treatment or
high-dose oral therapy. Uncommon side effects that have been noted with wide clinical use in‐
clude osteonecrosis of the jaw, musculoskeletal complaints, and atypical fractures. The num‐
bers of events are small, and a clear cause-and-effect relationship between these events and
bisphosphonate treatment has not been established. Because Bisphosphonates accumulate in
the bone, they create a reservoir leading to continued release from bone for months or years and
provide some residual antifracture reduction when treatment is stopped. For this reason, there
is a recommendation for a drug holiday after 5 –10 yr of bisphosphonate treatment [12,55]. The
length of the holiday is based on fracture risk and previous duration of treatment and BMD sta‐
tus. Studies with risedronate and alendronate suggest that if treatment is stopped after 3–5 yr,
there is persisting antifracture efficacy, at least for 1–2 yr. For those who are not on holiday, the
consensus from expert panels [12] suggest not stopping the use of drug since the side effects are
often rare, and that the benefits outweigh the side effects. In the balance, most individuals who
have osteoporosis are much better taking an osteoporosis medication [11].

2.7. Alternative approach to prevention and treatment of osteoporosis

Considering the possible adverse side effects of HRT and the ever increasing reports on the
side effects of bisphosphonates in the management of postmenopausal osteoporosis, there is
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an increasing demand for complementary and alternative medicine (CAM) for the prevention
and treatment of osteoporosis [56]. CAM is the term for medical practices, services and
products that are not a part of standard care. Some of the approaches include exercise,
acupuncture, diet, herbs rich in polyphenols and nutritional supplements including calcium,
zinc, magnesium boron and other vitamins and minerals. Recent dietary guidelines for the
prevention of chronic diseases have recommended an increase in the consumption of fruits
and vegetables worldwide [57] that are good sources of dietary antioxidants [58]. The beneficial
effects of antioxidants in bone health and osteoporosis are demonstrated epidemiologically
and through clinical intervention. Given that many nutrients have been identified as being
beneficial to bone health [59,60], there is strong scientific support for the potential benefits of
incorporating therapeutic nutritional interventions with contemporary pharmaceutical
treatments [61]. Diet is now recognized as an important life-style factor in the management of
bone health [62]. As will be reviewed in this chapter, our clinical studies on lycopene treatment
and nutritional supplements containing polyphenols and other nutritional components
showed positive results on bone health.

3. Oxidative stress

Oxidative stress is caused by reactive oxygen species (ROS) which are the main by-products
formed in the cells of aerobic organisms that can initiate autocatalytic reactions in such a way
that the target molecules gets converted into free radicals causing a chain of damage [63]. There
is ample evidence to show that oxidative stress induced by ROS increases the rate of bone loss
and is therefore a risk factor for osteoporosis. Epidemiological evidence in humans and studies
in animals indicate that aging and the associated increase in ROS are responsible for bone loss
[64]. As will be reviewed in later sections, oxidative stress is associated with the activity and
function of both the osteoblasts and osteoclasts cells, the two major bone cells involved in the
pathogenesis of osteoporosis.

Oxidative stress results from the weakening of antioxidant defense or an over production of
ROS in the body. ROS contains one or more unpaired electrons, a state that makes them highly
reactive as they seek out another electron to fill their orbital and stabilize their electron balance
[65]. Therefore, ROS are a family of highly reactive, oxygen-containing molecules and free
radicals, including hydroxyl (OH –), superoxide radicals (O2 –), hydrogen peroxide (H2O2),
singlet oxygen, and lipid peroxides [66]. ROS have an extremely short half-life and are difficult
to measure in humans, but it is possible to measure the damage they cause to protein, lipids,
and DNA and the damage is manifested as chronic diseases including osteoporosis [67]. This
can occur by the induction of apoptosis, reduction of cellular proliferation, cell cycle arrest and
modulation of cellular differentiation [68]. The major intracellular sites for the generation of
ROS are via electron transport chains in the mitochondria, endoplasmic reticulum and nuclear
membranes [69]. Oxidative stress may result from normal metabolic activity [70]; during acute
or chronic immune responses [71]; lifestyle factors such as cigarette smoke [72,73], high alcohol
intake [74,75], low antioxidant status [76], nutrition deficiency [74] excessive sports activity
[77], excessive caffeine [78]; and environmental factors such as ultraviolet radiation, chemicals,
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pollution and toxins [79]. ROS production increases with age [80,81] and is associated with
several chronic diseases including osteoporosis.

4. Antioxidants

Under normal physiological conditions, the cells can fight free radical attack or oxidative stress
by promoting antioxidant defenses. A number of endogenous defense mechanisms are present
in the body, including the metal chelating proteins and the endogenous antioxidant enzymes
catalase (CAT), glutathione peroxidase (GPx) and superoxide dismutase (SOD). [82]. Exoge‐
nous antioxidants come from dietary sources present in fruits and vegetables containing
several phytonutrient antioxidants such as the carotinoids potent antioxidant lipid-soluble
lycopene; the water-soluble antioxidant polyphenols; and vitamins such as C and E [83]. In
cases where the endogenous antioxidants or antioxidants from diet fail to prevent oxidative
damage, the repair antioxidants come into play which include DNA repair enzymes, lipase,
protease and transferase [69]. When antioxidants loses its fight with oxidative stress, diseases
associated with oxidative stress develop, which include cardiovascular disease, cancer,
diabetes, neurological diseases and osteoporosis [84].

The phytochemical antioxidants that are naturally present in plant- and animal-derived foods
include the carotenoids, which are lipid-soluble, to which the potent antioxidant lycopene
belongs and the water-soluble antioxidants such as polyphenols [85]. Figure 1 is a cartoon
depicting the production of oxidative stress from ROS, the damaging effects they exert on
DNA, lipid and protein which subsequently leads to chronic diseases and the protection
afforded by antioxidants.

Figure 1. Oxidative Stress/Antioxidants & Chronic Diseases
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4.1. Lycopene, a carotinoid lipid-soluble antioxidant

Lycopene is a potent antioxidant that is not synthesized in the body. It is a carotenoid acyclic
isomer of ß-carotene, with no vitamin A activity [86]. It is a highly unsaturated, straight-
chained hydrocarbon containing a total of 13 double bonds, of which 11 are conjugated, making
it one of the most potent antioxidants [84,87]. The singlet oxygen-quenching ability of lycopene
is twice that of ß-carotene and 10 times that of α-tocopherol [88]. The chemistry and antioxidant
properties of lycopene have been comprehensively reviewed [87]. Other than from tomatoes
and processed tomato, the dietary lycopene source of 85% of North Americans, lycopene can al‐
so be obtained from watermelon, pink guavas, and pink grapefruit [85]. Lycopene in an all-
trans configuration such as that found in raw tomatoes, is not readily absorbed. Lycopene is
absorbed more efficiently from processed tomato products than from raw tomatoes because it
is converted from the all-trans to the cis-isomeric configuration with heat processing [89,90].
Since lycopene is a lipid-soluble compound that is absorbed via a chylomicron-mediated mech‐
anism [91], the presence of small amounts of lipids further enhance its absorption [92]. The
health benefits of lycopene may be due to its potent antioxidant property, although there is evi‐
dence for other mechanisms such as its effects on gap junction communication [93] and cell cy‐
cling [94]. The reported average daily intake levels of lycopene vary considerably from country
to country, from 0.7 mg per day in Finland to 25 mg per day in Canada. However, a generally ac‐
cepted universal level of daily intake is 2.5 mg. There is no official recommended daily intake of
lycopene, but based on published research, a daily intake of 7 mg is suggested [95].

The role of lycopene in the prevention of human diseases is supported by a number of evidence
[96]. Giovannicci was the first to publish the initial epidemiological observations suggesting
an inverse relationship between the intake of tomatoes and lycopene and the incidence of
prostate cancer [97]. Since then, there have been several epidemiological as well as clinical
intervention studies showing the relationship between lycopene intake and the prevention of
cancers at other sites, as well as coronary heart disease, hypertension, diabetes, macular
degenerative disease, male infertility, and neurodegenerative disease [84]. The role of lycopene
in bone health has so far been based on its potent antioxidant properties, the well known role
of oxidative stress in bone health, and the limited studies on the effects of lycopene in bone
cells in culture (see below) and more recently, the results of epidemiological studies [39,98].
To date our clinical intervention studies at St. Michael’s Hospital on the role of lycopene and
elucidation of its mechanism in lowering the risk for osteoporosis in postmenopausal women
(aged 50 to 60 years) are so far the only studies reported in the literature.

4.2. Polyphenols, the water-soluble antioxidant

Polyphenols are a class of water-soluble molecules naturally found in plants. They are defined
as compounds having molecular masses ranging from 500 to 3000–4000 Da and possessing 12
to 16 phenolic hydroxy groups on five to seven aromatic rings per 1000 Da of relative molecular
mass [99]. It is estimated that there are 10,000 different phytonutrients (phyto, meaning from
plants). To date, over 8000 polyphenols have been identified [100]. Polyphenols can be divided
into 2 main groups: flavonoids and non-flavonoids [101-103]. The health benefits associated
with fruits, vegetables, red wine, tea, and Mediterranean diets are probably linked to the
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polyphenol antioxidants they contain [59,104,105]. The polyphenols of interest in our study
are a mixture of flavonoids such as quercetin, apigenin, kaempferol and luteolin present in the
supplement greens+TM [106]. greens+TM in combination with another supplement, bone
builderTM, were used in our study on osteoblasts cells and in clinical intervention studies on
the prevention of risk of osteoporosis in postmenopausal women. Studies on polyphenols and
bone will be reviewed in later sections.

5. Studies on the damaging effects of oxidative stress and the beneficial
effects of antioxidants

(Studies involving lycopene and polyphenols will be reviewed at a later section)

5.1. Studies on osteoblasts

The evidence being reported on the role of oxidative stress in osteoblasts has increased
exponentially. Up until 2002, only a few studies were reported. Thus, it was reported that
treatment of rat osteosarcoma ROS 17/2.8 cells with tumor necrosis factor-alpha (TNF-a)
suppressed bone sialoprotein (BSP) gene transcription through a tyrosine kinase-dependent
pathway that generates ROS [107]. Osteoblasts can be induced to produce intracellular ROS
[108,109], which can cause a decrease in alkaline phosphatase (ALP) activity that is partially
inhibited by vitamin E and cause cell death [108,109]. The intracellular calcium (Ca++) activity
in osteoblasts is modulated by H2O2 by increasing Ca++ release from the intracellular Ca++
stores [110]. High concentrations of ROS can damage osteoblast cells to prevent normal growth
and development [111] and have been shown to induce osteoblast death [112]. In osteoblasts,
H2O2 has been shown to decrease cell growth, ALP activity, calcification, mineralization and
gene expression of osteogenic markers such as ALP, bone sailoprotein (BSP) and runt-related
transcription factor 2 (Runx2) [113,114]. More recently, Ueno et al induced oxidative stress by
adding 100 microM H2O2 to osteoblasts cultured from rat bone marrow, and showed that this
treatment substantially impaired the proliferation, differentiation, and mineralization and that
addition of the antioxidant N-acetyl cysteine into the culture restored these damages to a near
normal level [115]]. With their study on hydrogen sulphide, Xu et al concluded that hydrogen
sulfide (H2S) protected MC3T3-E1 osteoblastic cells via a MAPK (p38 and ERK1/2)-dependent
mechanism against hydrogen peroxide (H2O2)-induced oxidative injury that cause the
suppression of proliferation and differentiation of the cells [116].

More recently reported inducers of oxidative stress include Arsenic trioxide [117], Cobalt and
Chromium ion [118] and Vanadium Compounds [119].

In vitro studies suggest an important role for antioxidants in abrogating the effects of oxidative
stress on bone. Trolox, a water soluble vitamin E analogue, was shown to enhance ALP activity
in MC3T3-E1 osteoblast-like cells, thus enhancing osteoblast differentiation by decreasing the
generation of ROS [111]. The addition of metallothionein, a metal-chelating preventative anti‐
oxidant, to primary mouse bone marrow stromal cells impaired H2O2-stimulated NfκΒ signal‐
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ling, consequently preventing any inhibition of osteoblast differentiation [114]. Osteoblasts
have been shown to produce antioxidants such as GPx which can protect against the damaging
effects of ROS [120]. In MC3T3-E1 osteoblast-like cells, treatment with H2O2 to induce oxidative
stress was associated with the prolonged up-regulation in gene expression of the transcription
factor nuclear factor E2 p45-related factor 2 (Nrf2), which regulates antioxidant enzymes by as‐
sisting with recognition of the antioxidant-response element [113]. Using xanthine/xanthine
oxidase to generate ROS, Fatokun et al.[120] showed that damage induced by ROS, as evi‐
denced by decreased cell viability, was prevented by CAT in MC3T3-E1 osteoblast-like cells.
This effect is attributed to the ability of CAT to neutralize H2O2 [120]. Newer mechanism of ac‐
tion of ROS is beginning to come to light. It has been shown that increased ROS production di‐
verts the limited pool of β-catenin from TCF/LEF to FOXO-mediated transcription, converting
the beneficial effects of Wnt/β-catenin on bone, eventually leading to decrease osteoblasts num‐
ber and activity and eventually leading to osteoporosis [121-124].

In recent years, the number of antioxidants reported to prevent oxidative stress in osteoblasts
are as follows: Tetrahydrostibene [125,126], Curculigoside [127], Green tea [128], Simvastatin
[129], N-acetylcysteine [115], flavonoids from parsimmon [130], prevastatin [131], Linarin
[132], Panaxnotaginseng saponin [133], crysoeriol from surya cilliata leaves [134], quercetin
[135] Drynaria fortunei [136], cathamus tinctorium flower extract [137], estrogen [138],
diazoxide, atractylodes japonica root extract [139]. and Myrcetin, a naturally occurring
flavonoid [140]. The mechanism of osteblastic defense against oxidative stress was shown to
involve β-Catenin which serves as a cofactor of the forkhead box O (FOXO) transcription
factors [121].

5.2. Studies on osteoclasts

The mechanisms involved in the differentiation of osteoclasts and their ability to resorb bone
is beginning to be unraveled, and evidence shows that ROS may be involved in this process
[141]. Superoxide was detected both at the osteoclast-bone interface and intracellularly using
nitroblue tetrazolium (NBT), which is reduced to purple-colored formazan by ROS, suggesting
the participation of superoxide in bone resorption [142]. Both the H2O2 produced by endothelial
cells [143] intimately associated with osteoclasts and the H2O2 that is produced by osteoclasts
[144] increase osteoclastic activity and bone resorption. H2O2 may also be involved in osteoclast
motility [144], differentiation of osteoclast precursors [145] and the regulation of osteoclast
formation [146]. Osteoclastic superoxide is produced by NADPH oxidase [147]. The degrada‐
tion of collagen and other proteins is caused by highly destructive ROS as a result of the
reaction of H2O2 with tartrate-resistant acid phosphatase (TRAP), found on the surface of
osteoclasts [148]. 1,25-Dihydroxyvitamin D3 had a direct nongenomic effect on the generation
of superoxide anion (O2_), which was inhibited by estrogen [149]. Estrogen has been reported
to have an antioxidant property [150]. Hormones known to stimulate bone resorption, such as
parathyroid hormone (PTH) [151] and 1,25(OH)2D3, have stimulatory effects on ROS produc‐
tion in osteoclasts [149] and hormones known to have inhibitory effects on bone resorption,
such as calcitonin, inhibit ROS production [151].
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Antioxidants also play a role in osteoclast activity. Osteoclasts produce the antioxidant enzyme
SOD in the plasma membrane [152]. ROS production in osteoclasts was inhibited after treating
the cells with antioxidant enzymes such as SOD [142] and catalase [146]. ROS production in
osteoclasts was also inhibited by estrogen [149], the superoxide scavenger deferoxamine
mesylatemanganese complex [153], pyrrolidine dithiocarbamate (PDTC), and N-acetyl
cysteine (NAC) [154].

Other more recent antioxidant shown to affect osteoclasts include polyphenol extracts from
dried plums [155], curcumerin [156], ascorbic acid [157], salvia miltorrhiza [158], coffee
diterpene Kahweol [159], delthametrin [160], to name a few. The use of antioxidants from
natural sources, such as fruits and vegetables, could be another way of inhibiting ROS. The
use of lycopene and polyphenols in this regard is reviewed in a later section.

5.3. Studies of on animal

OVXed rats were treated with Strontium ranelate and at the end of the treatment, oxidative
parameters including malondialdehyde (MDA) level, superoxide dismutase (SOD), gluta‐
thione peroxidase (GSH-Px) and catalase (CAT) activities were determined by biochemical
analysis methods. Their results showed that Sr has preventive effect on oxidative damage in
ovariectomized rats [161]. Yin et al showed that protection against osteoporosis by statins is
linked to a reduction of oxidative stress and restoration of NO formation in aged and ovar‐
iectomized rats [162]. To investigate the anti-osteoporosis effect of Rhizoma Drynariae (RD),
an effectively traditional Chinese medicine and its action mechanism, Liu et al administered
with or without RD extract at a therapeutic dose to a group of rats for 12 weeks and showed
that the anti-osteoporosis effect of RD has been reliably confirmed by the metabonomics
method and that the osteoporosis might be prevented by RD via, among other things, through
intervening antioxidant-oxidation balance in vivo in rats [163]. Treatment of OVXed rats with
Salvia miltiorrhiza ethanol extract significantly ameliorated the decrease in BMD and trabec‐
ular bone mass according to DEXA and trabecular bone architecture analysis of trabecular
bone structural parameters by μ-CT scanning. As well, SM decreased the released TRAP-5b,
an osteoclast activation marker and oxidative stress parameters including MDA and NO
induced by OVX [164]. Oxidative stress (OS) was assessed 100 days postovariectomy by
measuring the activity of several enzymes, including catalase (CAT), superoxide dismutase
(SOD), and glutathione peroxidase, as well as the concentrations of malondialdehyde (MDA),
nitric oxide (NO), and total sulfhydryl groups in plasma and bone homogenates of OVXed rats
treated with or without vitamin C. Their results suggest that ovariectomy may produce
osteoporosis and oxidative stress in females, and vitamin C supplementation may provide
alterations regarding improvement in OS and BMD values [165]. Curcumin was shown to
inhibit OVX-induced bone loss, at least in part by reducing osteoclastogenesis as a result of
increased antioxidant activity and impaired RANKL signaling [166]. In order to investigate
the pathologic significance of oxidative stress in bones, Nojiri et al showed that mice deficient
in cytoplasmic copper/zinc superoxide dismutase exhibited a distinct weakness in bone
stiffness and decreased BMD, aging-like changes in collagen cross-linking, and transcriptional
alterations in the genes associated with osteogenesis. They further demonstrated that intra‐
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cellular oxidative resulted in the decrease in osteoblast number and accompanied by suppres‐
sion of RANKL/M-CSF osteoclastogenic signaling in bone; treatment with an antioxidant,
vitamin C, effectively improved bone fragility and osteoblastic survival [167].

5.4. Epidemiological and clinical studies on osteoporosis

The detrimental effect of oxidative stress and the beneficial role of antioxidant in osteoporosis
have been reviewed [58,83,168,169]. There is now ample evidence to suggest that ROS-induced
oxidative stress is associated with the pathogenesis of osteoporosis. Thus, epidemiological
studies demonstrated the adverse effect on bone of oxidative stress produced during strenuous
exercise [170]; among heavy smokers [171] and that antioxidants including vitamin C, E and
β-carotene may counteract these adverse effects and reduce the risk of osteoporosis [170-173].
A study of severe osteoporotic syndrome in relatively young males showed evidence linking
osteoporosis to an increase in oxidative stress [174]. Maggio et al [175] demonstrated that
women with osteoporosis had markedly decreased plasma antioxidants. A biochemical link
between reduced bone density and increased oxidative stress biomarker 8-iso-prostaglandin
F alpha (8-iso-PGF) has been reported [176,177]. Positive correlation was found between the
severity of osteoporosis and the level of oxidative stress marker lactic acid in 2 men with
mitochondrial deletion (mtDNA) [178].

Evidence points to the fact that Postmenopausal women are more prone to osteoporosis due
to reduction in estrogen, but there is also ample evidence to support the theory that oxidative
stress which accompanies the reduction in estrogen level may be the cause of osteoporosis
[179]. Indeed, estrogen has been shown to have antioxidant properties [150]. Earlier reports
on the association of oxidative stress with osteoporosis were confined mainly to epidemio‐
logical studies. Vitamins C, E, and A, uric acid, the antioxidant enzymes SOD in plasma and
erythrocytes and GPx in plasma were consistently lower in osteoporotic than in control
subjects. An epidemiological study by Hahn et al [180] found that GPx activity was significantly
higher in postmenopausal women with osteopenia than that of postmenopausal women with
a normal BMD, likely as a primary defense against the high levels of H2O2 in osteopenic women
[180]. Osteoporotic women were found to have significantly depressed activities of CAT, GPx
and SOD, compared to those found in healthy control women [177,181,182]. Furthermore,
concentrations of the antioxidant enzymes SOD and CAT have been positively correlated with
BMD which demonstrates a link between antioxidant status and BMD in postmenopausal
women[182]. Surprisingly, a cross sectional analysis in healthy postmenopausal women aged
60-78 years revealed a negative association between 8-OH-dG levels and BMD of the lumbar
spine, total hip, femoral neck, and trochanter and positive association with type I collagen C-
telopeptide (ICTP) levels, showing that oxidative stress is associated with increased bone
resorption and low bone mass even in otherwise healthy women. Medications used to treat
postmenopausal osteoporosis such as HRT and Raloxifene [183] may act in part to decrease
oxidative stress by acting in part as antioxidants. A 3-month course of Raloxifene therapy
significantly decreased the lipid peroxidation and increased the CAT activity in women with
postmenopausal osteoporosis [177,181,182]. Raloxifene treatment for 12 months significantly
decreased protein oxidation in osteoporotic participants compared to matched, non-osteopor‐
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otic controls [183]. Supplementation of ascorbic acid and alpha-tocopherol was found useful
in preventing bone loss linked to oxidative stress in elderly [181].

Postmenopausal women with osteoporosis have been shown to have markedly reduced serum
concentrations of retinol, β-cryptoxanthin, zeaxanthin and α- and β-carotene, compared to
healthy postmenopausal women [175]. Overall carotenoid intake has been found to be
inversely associated with risk of fracture [184]. Sadly, the effect of β-carotene on the risk of
osteoporosis is still controversial. There are studies which suggest that β-carotene has benefi‐
cial effect on bone [98,185,186], while other studies suggest a null or even detrimental effect,
most probably due to its association with vitamin A [187].

In summary, the studies presented above provide evidence of the detrimental effects of
oxidative stress and beneficial effects of antioxidants on the risk of osteoporosis.

6. Studies on lycopene

The direct role of lycopene in osteoblasts and osteoclasts, the cells involved in the pathogenesis
of osteoporosis is now being unraveled. This involvement is further supported by both
epidemiological and clinical intervention with lycopene in postmenopausal women men who
are at risk of osteoporosis.

6.1. In vitro studies of lycopene in osteoblasts

Only few studies on the effects of lycopene in osteoblasts have been reported. This is most
likely because lycopene is not soluble in the culture medium and needed to be solubilized in
organic solvent before it can be added to the cell culture. In our study, we used lyc-o-mato
preparation that is partially dispersed in micelle form in water. When added to the human
osteoblast-like SaOS-2 cells, lycopene had a stimulatory effect on cell proliferation as well as
a stimulatory effect on alkaline phosphatase activity, a marker of osteoblastic differentiation
in more mature cells but, depending on the time of addition, it had an inhibitory or no effect
on younger SaOS-Dex cells. These findings comprised the first report on the effect of lycopene
on human osteoblasts [188]. In another study, the effect of lycopene on MC3T3 cells (the
osteoblastic cells of mice) was contrary to the findings of Kim et al. [188] in that lycopene had
an inhibitory effect on cell proliferation [189]. The discrepancy in the effects of lycopene on
cell proliferation could be a result of species differences, age of the cells when lycopene was
added or experimental conditions. Both studies, however, reported an effect of lycopene on
the differentiation of the cells by stimulating the alkaline phosphatase activity [188,189] and
gene expression of BSP [189]. The lycopene used in our study is the trans-configuration (95%
trans, 5% cis). Subsequently, we studied which configuration of lycopene will prevent the
damaging effect of oxidative stress as well as repair this damage in human osteoblast cultures.
Lycopene with varying content of cis- and trans- configuration (45:55, 28:72 or 5:95 cis:trans
lycopene) were added to cell cultures before and after challenging with H2O2 and the effect on
the generation of ROS and stimulation of mineralized bone nodule were assessed. Our results
demonstrated that the addition of H2O2 resulted in significant increase in generation of ROS
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(p<0.001), which long-term resulted in a decreased number and area of mineralized bone
nodules (both: p<0.001). Pre- and post-treatment with 45:55 or 28:72 cis:trans lycopene resulted
in significantly lower ROS generation (p<0.001) and higher mineralized bone nodule area
(p<0.05), compared to treatment with H2O2 alone, vehicle or 5:95 cis:trans lycopene. These
findings support the hypothesis that the cis isomers of lycopene are capable of preventing and
repairing the damaging effects of H2O2-induced oxidative stress on the formation of mineral‐
ized bone nodules (unpublished observation) [169,190].

6.2. In vitro studies of lycopene in osteoclasts

To date, there have been only 2 studies on the effects of lycopene in osteoclasts [191,192]. Rao
et al. cultured cells from bone marrow prepared from rat femur in 16 well, calcium phosphate-
coated OsteologicTM multi-test slides. Lycopene was added to the cells in the absence or
presence of the resorbing agent parathyroid hormone (PTH) (1-34) and mineral resorption,
TRAP+ multinucleated osteoclast formation, and NBT-staining were measured. Lycopene
inhibited TRAP+ multinucleated cell formation in both vehicle- and PTH-treated cultures. The
cells that were stained with the NBT reduction product formazan were decreased in number
after treatment with lycopene, indicating that lycopene inhibited the formation of ROS-
secreting osteoclasts [192]. The effect of lycopene on osteoclast formation and bone resorption
was also reported by Ishimi et al in murine osteoclasts formed in co-culture with calvarial
osteoblasts [191]. Their results differed from those of Rao et al [192] in that they found that
lycopene inhibited PTH-induced, but not basal, TRAP+ multinucleated cell formation.
Furthermore, they could not demonstrate any effect of lycopene on bone resorption. They also
did not study the effect of lycopene on ROS production.

6.3. Lycopene intervention studies in animals

Other than our intervention studies to be discussed in the next section, most of the intervention
studies with lycopene were carried out in animals. Liang et al investigated the beneficial effect
of lycopene on bone biomarkers in ovariectomized (OVX) rats. Their results showed that
administration of lycopene (20, 30 and 40 mg/kg b.w.) for 8 weeks to OVXed rats significantly
enhanced BMD, concluding that the consumption of lycopene may have the most protective
effect on bone in OVX [193]. Ke et al fed OVXed rats for 3 months with EM-X, an antioxidant
beverage derived from ferment of unpolished rice, sea weeds and papaya with combinations
of microorganisms and contains, among other things, lycopene. Results showed that rats
receiving EM-X for 3 months after sham operation or ovariectomy had increased bone density
of the middle of femur that was statistically significantly different from unreated rats [194].

6.4. Epidemiological studies on lycopene

A systematic review of the experimental studies on Mediterranean diet and disease prevention
was made and analyzed [195]. Although the Mediterrenean diet comprised of many different
food components, it is striking that one of the components is abundance of plant foods
including fruits, vegetables [195]. The two possible active components in its properties to
prevent diseases are lycopene [196] and polypenols [197]. Epidemiological evidence support
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the beneficial effects of tomatoes and tomato products in the prevention of osteoporosis in the
Mediterranean population [104].

The role of lycopene in the prevention of risk for osteoporosis has recently been reviewed [58,
83,168,169]. Maggio et al [175] and Yang et al [198] both demonstrated that serum lycopene
concentrations are lower in women with osteoporosis than in healthy women of the same age.
The antioxidant mechanistic effect of lycopene is demonstrated by Misra et al. who have shown
that HRT has the same antioxidant effects as lycopene in postmenopausal women by demon‐
strating that lipid peroxidation was significantly decreased while GSH significantly increased
by both [199]. Epidemiological studies revealed the relationship between lycopene and BMD
[185,186,200]. A cross-sectional and longitudinal analyses in men and women were carried out
to evaluate the associations between total and individual carotenoid intakes (a-carotene, β-
carotene, β-cryptoxanthin, lycopene, lutein and zeaxanthin) with BMD at the hip, spine, and
radial shaft and the 4-y change in BMD. Their analyses showed significant associations
between lycopene intake and 4-y change in lumbar spine BMD for women [200] protective
associations by total carotenoids against 4-y loss in trochanter BMD in men and in lumbar
spine in women [98]. On the other hand, radial BMD was not correlated with serum lycopene
in postmenopausal Japanese participants, while there was a weak correlation between radial
BMD and β-cryptoxanthin and β-carotene [185]. These discrepancy maybe resolved by further
in-depth study into the effect of lycopene on BMD. On the positive note, lycopene was shown
to contribute to a decrease in the risk of fragility fracture related to osteoporosis.

We carried out a cross-sectional study in which 33 postmenopausal women aged 50–60 years
provided seven-day dietary records and blood samples for analysis of oxidative stress
parameters and bone turnover markers. Our results showed that postmenopausal women who
consumed an average of 7.4 mg of lycopene per day had significantly higher serum lycopene.
Our finding that the estimated dietary lycopene had a significant and direct correlation with
serum lycopene suggests that lycopene from the diet is bioavailable. Our finding that a higher
serum lycopene was associated with a low NTx (p<0.005) and lower protein oxidation (p<0.05).
supports the antioxidative properties of lycopene involvement in its mechanisms of action in
bone [39].

The overrall conclusions from the epidemiological studies support the beneficial role of
lycopene in the prevention of risk for osteoporosis. Further clinical studies described below
support this conclusion.

6.5. Clinical intervention studies on lycopene

Since our laboratory is the only one to this date that reported clinical intervention studies with
lycopene, this section will focus on reviewing our studies on the role of lycopene in the
prevention of risk for osteoporosis in postmenopausal women.

We carried out 4 different clinical studies. In the first study, the objective was to determine the
effects of a lycopene-restricted diet on oxidative stress parameters and bone turnover markers
in postmenopausal women [38]. To avoid the effects of compounding factors with antioxidants,
women who smoked or were on medications which may affect bone metabolism or have anti‐
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oxidant properties were excluded from participating. Twenty-three healthy postmenopausal
women, 50-60 years old, provided blood samples at baseline and after a one-month lycopene-
depletion period. Serum samples were analyzed for carotenoids; the oxidative stress parame‐
ters protein thiols and lipid peroxidation TBARS; the antioxidant enzymes SOD, CAT and GPx,
and the bone turnover markers BAP and NTX. Results revealed that lycopene restriction result‐
ed in significant decrease in serum lycopene, lutein/zeaxanthin and α-/β-carotene as shown in
Table 2, However, the overall percent change in these serum carotenoids was not as high as that
seen for lycopene. Figure 2 demonstrates that all configurations of lycopene (all trans, 5-cis- and
other cis lycopene) were all decreased after lycopene restriction. The antioxidant enzymes CAT
and SOD were significantly depressed (data not shown). These changes were accompanied by a
significant increase in the bone resorption marker NTx [Figure 3].

Carotenoid

Concentration in serum (nM)
Results of paired

t-test1

Average % change

(mean ± SEM)Baseline (mean ±

SEM)

lycopene restricted , (mean

± SEM)

α-carotene 408.4 ± 131.4 334.4 ± 110.6 p<0.05 -13.03 ± 6.88

β-carotene 1443.0 ± 278.9 1035.0 ± 221.7 p<0.0005 -22.84 ± 5.09

β-cryptoxanthin 403.2 ± 58.4 367.6 ± 47.3 p = 0.229 -1.29 ± 8.21

Lycopene 1171.0 ± 111.1 494.9 ± 48.46 p<0.0001 -54.86 ± 3.59a

Lutein/zeaxanthin 516.4 ± 49.57 443.0 ± 47.04 p<0.01 -12.77 ± 5.03

1 Wilcoxon matched pairs test used for these non-normally distributed data sets.

a Average percent change in lycopene was significantly higher than that seen for all the other carotenoids (p<0.0001),
as determined by unpaired t-test or Mann-Whitney test.

Table 2. Change in serum carotenoid concentrations after postmenopausal women were assigned to Lycopene-
restricted diet for a period of 1 month.
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Figure 3: Increase in the concentrations of the bone resorption marker, NTx, in the 
serum of postmenopausal women after lycopene restriction.  
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Figure 2: Decrease in all configurations of lycopene (all trans, 5-cis- and other cis lycopene) in the 
serum of postmenopausal women after lycopene restriction. 
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Figure 2. Decrease in all configurations of lycopene (all trans, 5-cis- and other cis lycopene) in the serum of postmeno‐
pausal women after lycopene restriction.

Topics in Osteoporosis132



 12

antioxidant enzymes CAT and SOD were significantly depressed (data not shown). These changes were accompanied by a 
significant increase in the bone resorption marker NTx  [Figure 3].  
 
 

Table 2: Change in serum carotenoid concentrations after postmenopausal women were assigned to 
 Lycopene-restricted diet for a period of 1 month. 

  
Carotenoid Concentration in serum (nM) Results of 

paired t-test1 
Average % 
change  
(mean ± SEM) Baseline (mean ± 

SEM) 
lycopene restricted , 
(mean ± SEM) 

-carotene 408.4 ± 131.4 334.4 ± 110.6 p<0.05 -13.03 ± 6.88 

-carotene 1443.0 ± 278.9 1035.0 ± 221.7 p<0.0005 -22.84 ± 5.09 

-cryptoxanthin 403.2 ± 58.4 367.6 ± 47.3 p = 0.229 -1.29 ± 8.21 

Lycopene 1171.0 ± 111.1 494.9 ± 48.46 p<0.0001 -54.86 ± 3.59a 

Lutein/zeaxanthin 516.4 ± 49.57 443.0 ± 47.04 p<0.01 -12.77 ±  5.03 

1 Wilcoxon matched pairs test used for these non-normally distributed data sets.  
a Average percent change in lycopene was significantly higher than that seen for all  
the other carotenoids (p<0.0001), as determined by unpaired t-test or Mann-Whitney test. 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 To our knowledge, this is the first study on the effects of dietary lycopene restriction on increasing the risk for osteoporosis in 
postmenopausal women which proves that lycopene may be beneficial in reducing this risk. It can be speculated that this 
significant increase in the bone resorption marker NTx may lead to a long-term decrease in BMD and increased fracture risk 
as was observed by Brown et al [42], and that a longer restriction period may be detrimental to a group of postmenopausal 
women who were already at high risk for osteoporosis. It can also mean that shorter wash-out periods of no lycopene 
consumption is all that is needed in clinical trials examining the effects of lycopene on bone health. In addition, lycopene is 
present in a select number of foods; therefore not consuming these products as a part of the regular daily diet may result in 
negative health consequences to bone health.  
 
 
In a second study [37], clinical intervention was carried out to investigate directly the effects of supplementation with 
lycopene on decreasing the risk for osteoporosis. Sixty postmenopausal women, 50-60 years old, were recruited for a fully 
randomized controlled intervention. Following a one-month washout without lycopene consumption, participants consumed 
either (N=15/group): (1) regular tomato juice, (2) lycopene-rich tomato juice, (3) tomato lycopene capsules or (4) placebo 
capsules, twice daily for total lycopene intakes of 30, 70, 30 and 0 mg/day, respectively for 4 months. Serum collected was 

 

0

200

400

600

800
Baseline

Lycopene restricted

all-trans 5-cis other-cis

*
*

*

S
er

u
m

  
ly

co
p

en
e 

 (
n

M
)

 

Figure 3: Increase in the concentrations of the bone resorption marker, NTx, in the 
serum of postmenopausal women after lycopene restriction.  

Baseline Lycopene restricted
0

10

20

30
*

N
T

x 
(n

M
 B

C
E

)

Figure 2: Decrease in all configurations of lycopene (all trans, 5-cis- and other cis lycopene) in the 
serum of postmenopausal women after lycopene restriction. 

Formatted: Not Highlight

Formatted: Not Highlight

Formatted: Not Highlight

Formatted: Not Highlight

Figure 3. Increase in the concentrations of the bone resorption marker, NTx, in the serum of postmenopausal women
after lycopene restriction.

To our knowledge, this is the first study on the effects of dietary lycopene restriction on
increasing the risk for osteoporosis in postmenopausal women which proves that lycopene
may be beneficial in reducing this risk. It can be speculated that this significant increase in the
bone resorption marker NTx may lead to a long-term decrease in BMD and increased fracture
risk as was observed by Brown et al [42], and that a longer restriction period may be detrimental
to a group of postmenopausal women who were already at high risk for osteoporosis. It can
also mean that shorter wash-out periods of no lycopene consumption is all that is needed in
clinical trials examining the effects of lycopene on bone health. In addition, lycopene is present
in a select number of foods; therefore not consuming these products as a part of the regular
daily diet may result in negative health consequences to bone health.

In a second study [37], clinical intervention was carried out to investigate directly the effects
of supplementation with lycopene on decreasing the risk for osteoporosis. Sixty postmeno‐
pausal women, 50-60 years old, were recruited for a fully randomized controlled intervention.
Following a one-month washout without lycopene consumption, participants consumed
either (N=15/group): (1) regular tomato juice, (2) lycopene-rich tomato juice, (3) tomato
lycopene capsules or (4) placebo capsules, twice daily for total lycopene intakes of 30, 70, 30
and 0 mg/day, respectively for 4 months. Serum collected was assayed for oxidative stress
parameters and bone turnover markers. Lycopene-supplementation for 4 months significantly
increased serum lycopene compared to placebo (p<0.001). Since the increase in serum lycopene
was similar for all three supplements, the participants were pooled into a “LYCOPENE-
supplemented” and PLACEBO-supplement group for further statistical analyses. LYCO‐
PENE-supplementation for 4 months resulted in significant increase in total antioxidant
capacity as shown in Figure 4, decreased in oxidative stress parameters protein oxidation
[Figure 5] and lipid peroxidation [Figure 6] which correlated to a decrease in NTx [Figure 7]
in the LYCOPENE-supplemented group; all changes were significantly different from the
PLACEBO group. These findings suggest that it did not matter whether lycopene was in the
form of tomato juice or capsule to exert its potent antioxidant properties beneficial in reducing
the risk of osteoporosis in postmenopausal women [37].
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In a third study [169]. Serum lycopene, bone turnover markers and oxidative stress parame‐
ter data were compared between postmenopausal women who were supplemented with ly‐
copene and those who obtained lycopene from both a low and high daily food intake of
lycopene to determine whether the elevated dose obtained through supplementation was
more beneficial in reducing bone turnover markers than intakes typically obtained from the
usual daily diet. Table 3 showed that women supplemented with lycopene had significantly
lower TBARS and marginally significant lower NTx values than participants who obtained a
low intake (or high intake lycopene, data not show) through their usual daily diets. These
differences in NTx and TBARS may be attributed to a significantly higher concentration of
serum 5-cis in lycopene-supplemented participants compared to low or high usual daily in‐
take participants. This suggests that it is the 5-cis isomer, with the most potent antioxidant
capacity which, at higher concentrations, decreases bone turnover markers due to its ability
to provide the greatest protection against oxidative stress. It also appears to show that sup‐
plementation with lycopene may be necessary in spite of the daily intake of lycopene.
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Figure 4. Increase in the serum total antioxidant capacity of postmenopausal women supplemented with LYCOPENE 
compared to placebo capsules for 4 months. Values are mean  SEM. Values compared within supplement group was 
determined to be statistically significant using repeated-measures ANOVA (*p<0.05).   
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Figure 5. Increase the serum concentration of thiol (meaning decreased protein oxidation) in postmenopausal women 
supplemented with LYCOPENE compared to placebo capsules for a period of 4 months. Values are mean  SEM. 
Values compared within supplement group was determined to be statistically significant using repeated-measures 
ANOVA (*p<0.001).   
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Figure 4. Increase in the serum total antioxidant capacity of postmenopausal women supplemented with LYCOPENE
compared to placebo capsules for 4 months. Values are mean ± SEM. Values compared within supplement group was
determined to be statistically significant using repeated-measures ANOVA (*p<0.05).
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differences in NTx and TBARS may be attributed to a significantly higher concentration of serum 5-cis in lycopene-
supplemented participants compared to low or high usual daily intake participants. This suggests that it is the 5-cis isomer, 
with the most potent antioxidant capacity which, at higher concentrations, decreases bone turnover markers due to its ability 
to provide the greatest protection against oxidative stress. It also appears to show that supplementation with lycopene may 
be necessary in spite of the daily intake of lycopene. 
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Figure 4. Increase in the serum total antioxidant capacity of postmenopausal women supplemented with LYCOPENE 
compared to placebo capsules for 4 months. Values are mean  SEM. Values compared within supplement group was 
determined to be statistically significant using repeated-measures ANOVA (*p<0.05).   
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Figure 5. Increase the serum concentration of thiol (meaning decreased protein oxidation) in postmenopausal women 
supplemented with LYCOPENE compared to placebo capsules for a period of 4 months. Values are mean  SEM. 
Values compared within supplement group was determined to be statistically significant using repeated-measures 
ANOVA (*p<0.001).   
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Figure 5. Increase the serum concentration of thiol (meaning decreased protein oxidation) in postmenopausal wom‐
en supplemented with LYCOPENE compared to placebo capsules for a period of 4 months. Values are mean ± SEM.
Values compared within supplement group was determined to be statistically significant using repeated-measures
ANOVA (*p<0.001).
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In a fourth study, we investigated whether the 172TA or 584AG polymorphisms of the paraoxonase 1 (PON 1) 
modulated the effects of serum lycopene on bone turnover markers, oxidative stress parameters and antioxidant capacity in 
women between the ages of 25-70 years. We showed that the PON1 polymorphism modified the association between 
lycopene and NTx and BAP (p<0.02 and p<0.05 for interaction). In the combined 172TT and 584G genotype, high serum 
lycopene was associated with decreased BAP (p<0.01) and NTx (p<0.05). Among those with the combined 172A and 584G 
genotype, however, increased serum lycopene was associated with increased BAP (p<0.05) and NTx (p<0.05). These 
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Figure 7. Decrease in the serum concentration of bone resorption marker NTx in postmenopausal women supplemented 
with LYCOPENE compared to placebo capsules  for a period of 4 months. Values are mean  SEM. Values compared 
within supplement group was determined to be statistically significant at 2 and 4 months using repeated-measures 
ANOVA (*p<0.01 and **p<0.001).   
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Figure 6. Decrease in the serum concentration of TBARS or lipid peroxidation in postmenopausal women 
supplemented with LYCOPENE compared to placebo capsules  for a period of 4 months. Values are mean  SEM. 
Values compared within supplement group was determined to be statistically significant using repeated-measures 
ANOVA (*p<0.001).  

Table 3. Comparison of lycopene values, oxidative stress parameters and bone turnover markers between women who were 
supplemented with lycopene with those who obtained a low lycopene (not shown) intake from their usual daily diet (unpaired t-
test). 
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Serum lycopene (nM) Total 1094 ± 80.24 2012 ± 88.56 <0.0001 

all-trans 539.0 ± 40.07 979.0 ± 48.48 <0.0001 
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other-cis 212.6 ± 15.96 347.7 ± 17.36 <0.0001 
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BAP (U/L) 24.42 ± 1.40 23.56 ± 1.02 0.900 
Oxidative stress 
parameters 

Protein thiols 
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454.7 ± 15.37 455.2 ± 15.50 0.982 

TBARS 
(nmol/mL) 

9.06 ± 0.35 6.80 ± 0.35 <0.0001 

Antioxidant enzymes CAT (K/g Hb) 81.50 ± 4.13 58.59 ± 2.06 <0.0001 
SOD (U/mg Hb) 47.60 ± 2.44 39.22 ± 4.72 0.001 
GPx (U/g Hb) 15.44 ± 1.40 32.82 ± 2.85 <0.0001 

1 Data that were not normally distributed were compared using the Mann-Whitney test 
 a The range of lycopene intake for the low usual daily intake group is 0.0-6.07 mg/day. 
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pared within supplement group was determined to be statistically significant using repeated-measures ANOVA
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supplemented with LYCOPENE compared to placebo capsules  for a period of 4 months. Values are mean  SEM. 
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In a fourth study, we investigated whether the 172T→A or 584A→G polymorphisms of the
paraoxonase 1 (PON 1) modulated the effects of serum lycopene on bone turnover markers,
oxidative stress parameters and antioxidant capacity in women between the ages of 25-70
years. We showed that the PON1 polymorphism modified the association between lycopene
and NTx and BAP (p<0.02 and p<0.05 for interaction). In the combined 172TT and 584G
genotype, high serum lycopene was associated with decreased BAP (p<0.01) and NTx (p<0.05).
Among those with the combined 172A and 584G genotype, however, increased serum
lycopene was associated with increased BAP (p<0.05) and NTx (p<0.05). These findings show
that PON1 polymorphisms modified the association between serum concentrations of
lycopene and oxidative stress parameters and bone turnover markers and may, therefore,
moderate the risk of osteoporosis [201].
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Mean ± SEM

p value1Low usual daily intake

group

(N=48)

Lycopene-supplemented

group

(N=45)

Lycopene intake (mg/day) 2.59 ± 0.32a 43.33 ± 2.84 <0.0001

Serum lycopene (nM)

Total 1094 ± 80.24 2012 ± 88.56 <0.0001

all-trans 539.0 ± 40.07 979.0 ± 48.48 <0.0001

5-cis 342.4 ± 26.13 685.0 ± 30.22 <0.0001

other-cis 212.6 ± 15.96 347.7 ± 17.36 <0.0001

Total antioxidant capacity (mM) 1.65 ± 0.03 1.66 ± 0.05 0.190

Bone turnover markers
NTx (nM BCE) 21.97 ± 1.11 19.19 ± 0.79 0.047

BAP (U/L) 24.42 ± 1.40 23.56 ± 1.02 0.900

Oxidative stress

parameters

Protein thiols

(μM)
454.7 ± 15.37 455.2 ± 15.50 0.982

TBARS (nmol/mL) 9.06 ± 0.35 6.80 ± 0.35 <0.0001

Antioxidant enzymes

CAT (K/g Hb) 81.50 ± 4.13 58.59 ± 2.06 <0.0001

SOD (U/mg Hb) 47.60 ± 2.44 39.22 ± 4.72 0.001

GPx (U/g Hb) 15.44 ± 1.40 32.82 ± 2.85 <0.0001

1 Data that were not normally distributed were compared using the Mann-Whitney test

a The range of lycopene intake for the low usual daily intake group is 0.0-6.07 mg/day.

Table 3. Comparison of lycopene values, oxidative stress parameters and bone turnover markers between women
who were supplemented with lycopene with those who obtained a low lycopene (not shown) intake from their usual
daily diet (unpaired t-test).

A similar investigation was carried out in a fifth study to assesses whether the PON1 172T→A
polymorphism affects the response to dietary intervention with lycopene. We showed that
supplementation in the TT genotype and carriers of the A allele significantly increased serum
lycopene (both: p<0.0001) while decreasing protein oxidation (p<0.005 and p<0.05, respective‐
ly) and lipid peroxidation (p<0.005 and p<0.0005). However, participants with the TT genotype
responded more favourably to lycopene, with corresponding significant increase in total
antioxidant capacity (TAC) (p<0.01) and significant decrease in NTx (p<0.001); this effect was
not significant in carriers of the A allele. Further analyses showed that there was a significant
interaction between PON1 genotype and change in TBARS (p<0.05) suggesting that supple‐
mentation with lycopene resulted in decreased lipid peroxidation, which interacted with the
PON1 genotype to decrease bone resorption markers in postmenopausal women. These
findings provide mechanistic evidence of how intervention with lycopene may act to decrease
lipid peroxidation and thus the risk of osteoporosis in postmenopausal women [169,202].

Topics in Osteoporosis136



6.6. Concluding remark

There is now ample evidence to show that oxidative stress brought about by the accumulation
of ROS in the body is one of the causes of the development of several chronic diseases including
osteoporosis and that antioxidants such as lycopene can counteract this damaging effect. The
evidence includes studies on their role in osteoclastic resorption and osteoblastic bone
formation, animal intervention studies, epidemiological studies and, more recently, clinical
intervention studies. Considering the possible adverse side effects of the conventional therapy
(eg, HRT and bisphosphonates) in the management of postmenopausal osteoporosis, there is
an increasing demand for the use of antioxidants naturally present in foods. The results of
these studies indicate that lycopene maybe useful either as a dietary alternative to drug therapy
or as a complement to the drugs presently used by women at risk for osteoporosis.

7. Studies on polyphenols

Polyphenols have long been known to have a role in the prevention of chronic diseases such
as cardiovascular diseases, cancers, neurodegenerative diseases, diabetes, or osteoporosis.
Only in the last 10 years has there been an increase in the interest on polyphenols and bone
health [203-206]. Horcajada [204] has recently reviewed the anabolic role of phytonutrients
and especially polyphenols in bone while Trzeciakiewicz [205] reviewed the mechanisms of
action of polyphenol in osteoblast function and its interaction with osteoclasts. The beneficial
effects of green tea polyphenols has been reviewed [207,208].

Currently, most of the research on polyphenols and their effects have emerged from in vitro
and in vivo animal studies with only a few clinical studies available. In our recent review, we
have included tables listing all the studies on polyphenols in vitro bone cell culture and the
epidemiologic studies on the protective effects of polyphenol consumption against osteopo‐
rosis [209] and only a few studies will be reviewed here.

7.1. In vitro studies on polyphenols in bone cells

The most commonly studied polyphenol abundant in green tea is epigallocatechin-3-Gallate
(EGCG). We have shown that epigallocathechin-3-gallate (EGCG) increased the formation of
mineralized bone nodules by human osteoblast-like cells [210]. EGCG has been shown to
inhibit the expression of matrix metalloproteinase 9 (MMP-9) and the formation of osteoclasts
[211]. H2O2-induced alterations of osteoblast viability and reduction in alkaline phosphatase
activity were prevented by pre-incubating the osteoblasts with green tea polyphenol [212].
Green tea was shown to protect human osteoblasts from cigarette smoke-induced injury [128].
EGCG was shown to inhibit thyroid hormone-stimulated osteocalcin synthesis in osteoblasts
[213], suppressed the differentiation of murine osteoblastic MC3T3-E1 cells [214], inhibit rat
osteoclast formation and differentiation [215] and induces apoptosis via caspase activation in
osteoclasts differentiated from RAW 264.7 cells [216]. Horcajada suggested that most studies
investigating the effects of polyphenols on osteoblast cells have reported involvement of
complex networks of anabolic signaling pathways such as BMPs or estrogen receptor mediated
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pathways [204]. Trzeciakiewicz describing a more detailed mechanisms, suggested that
polyphenols modulate the expression of transcription factors in osteoblasts such as runt-
related transcription factor-2 (Runx2) and Osterix, NFkappaB and activator protein-1 (AP-1)
[205]. In agreement with Hocajada (2012), Trzeciakiewicz (2009) stated in his review that
polyphenol may act on cellular signaling such as mitogen-activated protein kinase (MAPK),
bone morphogenetic protein (BMP), oestrogen receptor and osteoprotegerin/receptor activator
of NF-kappaB ligand (OPG/RANKL) and thus may affect osteoblast functions. The two
reviews complement each other and paint a better understanding of the mechanisms of action
of polyphenols in bone cells, with the warning that it is also important to take into account the
possible interaction of these compounds on osteoblasts metabolism.

Other polyphenols/sources of polyphenols which were found to have beneficial effects on bone
cells include the dried plum polyphenols found to attenuate the detrimental effects of
TNFalpha on osteoblast function coincident with up-regulation of Runx2, Osterix and IGF-I
and increasing lysyl oxidase expression, and at the same time attenuate osteoclastogenesis
signalling [217]; black tea polyphenol which affects the MMP activity and osteoclast formation
and differentiation in vitro [215]; phenolic leaf extract of Heimia myrtifolia (Lythraceae) found
to stimulate mineralization of SaOS-2 osteosarcoma cells) [218]; Oleuropein which enhances
osteoblastogenesis and inhibits adipogenesis and the effects on differentiation in stem cells
derived from bone marrow [219] and the polyphenol component of red wine resveratrol which
promotes osteogenic differentiation and protects against dexamethasone damage in murine-
induced pluripotent stem cells [220] and facilitates in vitro mineralization and in vivo bone
regeneration [221]. A number of animal studies have been reported and this was reviewed by
Rao et al [209].

Other good sources of polyphenols that are frequently studied are extracts containing
combinations of polyphenols. One such source is the nutritional supplement greens+TM, a blend
of several herbal and botanical products containing a substantial amount of polyphenols
including quercetin, apigenin and luteolin [106] which act as antioxidants and therefore should
be able to counteract oxidative stress. Our laboratory has shown that the polyphenolic extracts
from greens+TM have stimulatory effect on mineralized bone nodule formation in human
osteoblast cells in a dose- and time- dependent manner and is more effective than epicatechin
(EC) as shown in Figure 8 [222]. We have further shown that this stimulatory effect is accom‐
panied by decreases in the reactive oxygen species H2O2 shown in Figure 9 [223], thus proving
that greens+TM is able to counteract oxidative stress in human osteoblastic cells and may
therefore be a good candidate as a nutritional supplement to prevent the risk of osteoporosis.

Two additional nutritional supplements have since been formulated which may prove to be
good for bone health. These are the bone builderTM and the greens+bone builderTM ; the latter
is the original greens+TM product that has been supplemented with the bone builderTM formula
containing several compounds including vitamins, minerals, and antioxidants. These various
components have been separately shown to have some beneficial effect on bone [224]. Using
the human osteoblast SaOS-2 cells, we showed that similarly to the greens+TM, the water-
soluble bone-builderTM extract had a significant dose-dependent stimulatory effect on bone
nodules formation (Figure 10) [225]. Figure 11 shows that when the two supplements, greens
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+TM and bone builderTM, were tested as combination, the effects were six times more effective
than either one alone in stimulating bone formation in osteoblast culture [226].

Figure 8. Effect of continuous addition of greens+TM extract on the number of SaOS-2 cells cultured in the presence of
EC, or varying dilutions of greens+TM at an early time points and number of nodules analyzed at the indicated time
points. An asterix, *, on a bar indicates statistical significance (p <.05) between a treatment and the control.

Figure 9. Dose-dependent inhibitory effects of phenolic extracts of greens+TM on intracellular ROS levels stimulated by
20 uM H2O2 in SaOS-2 cells. Data are mean ± SEM of 6 replicates. *p = < 0.05.
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Figure 10. Time and Dose-dependent Effects of bone builderTM on mineralized bone nodule area in SaOS-2 cells. indi‐
cates significant difference from vehicle: p<0.0001; p<0.0005; p<0.005, #, p<0.01 and ##, p< 0.05. There is a signifi‐
cant dose-dependent effect both at day 17 and day 20, according to One-way ANOVA; p<0.0001.

Figure 11. Dose dependent effect of greens + (g+) with and without 0.5 mg/ml of bone builder (bb) on the area of
mineralized bone nodules in osteoblasts SaOS-2 Cells. Significant differences were found compared to respective con‐
trols. g+bb was more effective than either g+ or bb alone.

7.2. Clinical intervention studies of polyphenol

We have recently reviewed earlier clinical studies on polyphenols and osteoporosis [209]. Only
the more recent reports, as well as our own clinical studies will be reviewed here. Shen et al
[227] have extended their studies in osteopenic women and showed that dietary supplement
in the form of green tea combined with tai-chi, a mind-body exercise, can alleviating bone loss
in osteopenic women. The effect of catechin was studied in perimenopausal Scottish women
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and it was found that catechin was negatively associated with bone-resorption markers,
association between energy-adjusted total flavonoid intakes and BMD at the femoreal neck
and lumbar spine while annual percent change in BMD was associated with intakes of
procyanidins and catechins [228].

Other than these clinical studies in the last two years, there has not been not been anymore
reported clinical studies on polyphenols in human subjects except our studies.

Our  results  on the  in  vitro  effects  of  greens+TM,  bone builderTM  and greens+bone build‐
erTM on bone formation in osteoblasts encouraged us formed the rationale for our clinical
studies to test whether these products can prevent the risk of osteoporosis in postmeno‐
pausal women. We chose to study the greens+bone builderTM since of the three products,
it  gave the greatest  stimulatory effect  on bone formation,  being six times more effective
than the  other  two.  The first  randomized cross-sectional  clinical  intervention study was
carried out  to  test  whether  a  daily  supplementation with  greens+  bone builderTM may
be important in reducing oxidative damage in postmenopausal women at risk for osteo‐
porosis.  [40].  Forty-seven postmenopausal  women,  50-60  years  old  were  randomized to
either Treatment group consuming 1 scoop (equivalent to ¼ cup) daily of greens+ bone
builderTM  (N=23) or Placebo (N=24) group for a period of 8 weeks.  Blood samples were
collected at 0, 4 and 8 weeks of supplementation, processed and assayed for serum total
antioxidant capacity (TAC), lipid peroxidation and protein oxidation as markers of oxida‐
tive stress. Results revealed that there was an increase in total antioxidant capacity (Fig‐
ure 12, as well as a decrease in both protein oxidation (Figure 13) and lipid peroxidation
(Figure 14) over a 4 and 8-weeks of intervention with greens+ bone builderTM  compared
to placebo. This suggests that the nutritional supplement may have a beneficial effect on
bone health by counteracting the effects of oxidative stress [40].
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Figure 12. Change relative to baseline in serum concentrations of trolox, a measure of total antioxidant capacity, in
greens+bone builderTM-treated postmenopausal women was significantly increased after 4 and 8 weeks while that in
the placebo-treated control was marginally decreased. Treated values were also higher than the placebo [unpaired t-
test (*p<0.01, **p<0.0001)]. Values are mean ± SEM.
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Figure 13. Change relative to baseline in serum concentrations of thiol in greens+bone builder-treated postmeno‐
pausal women was significantly increased after 4 and 8 weeks (meaning decreased protein oxidation) while that in
the placebo-treated control was unchanged; treated values were also higher than the placebo. Mann-Whitney test
(*p<0.05, **p<0.001). Values are mean ± SEM.
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Figure 14. Change relative to baseline in serum concentrations of TBARS in greens+bone builderTM-treated postmeno‐
pausal women was significantly decreased after 4 and 8 weeks (meaning decreased lipid peroxidation) while that in
the placebo-treated control was unchanged; treated values were also lower than the placebo. Mann-Whitney test
(*p<0.05, **p<0.001). Values are mean ± SEM.

In order to test whether the antioxidant properties of greens+bone builderTM can prevent the
risk of osteoporosis in postmenopausal women, we also measured the serum bone turnover
markers, C-terminal telopeptide of type I collagen (CTX) as indicator of bone resorption, and
procollagen type I N-terminal propeptide (PINP) as indicator of bone formation, in addition
to the serum antioxidant capacity, and the oxidative stress parameters lipid peroxidation,
protein oxidation. As shown in Figure 15, statistical analysis showed that at 8 weeks, the greens
+bone builderTM supplement group significantly decreased the bone resorption marker CTX,
while the Placebo group showed no significant changes. The supplement group was also
significantly different from that of the Placebo group in all parameters measured. This decrease
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in CTX correlated to the increase in their serum total antioxidant capacity [Figure 12] and
decreases in oxidative parameters protein oxidation [Figure 13] lipid peroxidation [Figure
14]. These results suggest that a daily supplementation with polyphenols and micronutrients
may be important in reducing oxidative damage by reducing bone resorption, thereby
reducing the risk of osteoporosis in postmenopausal women [41].

 

 
 
 
 
 
 

-20

-15

-10

-5

0

5

10

*

Placebo
Supplement

C
ha

ng
e 

in
 C

TX
 f

ro
m

b
as

el
in

e 
at

 8
 w

ee
ks

 (
%

)

Figure 15. Change relative to baseline in serum concentrations of CTX in greens+bone builderTM-treated postmeno‐
pausal women was significantly decreased after 8 weeks (meaning decreased bone resorption marker) compared to
that of the placebo-treated control (a paired t-test (*p<0.05).. Values are mean ± SEM.

7.3. Concluding remarks

Studies reported in the literature on the role of polyphenols in bone health have explod‐
ed in  the  last  10  years,  but  most  of  the  reports  involved in  vitro  studies  in  osteoclasts
and  osteoblasts,  animal  studies  and  epidemiologicai  studies.  There  is  little  doubt  from
the excellent studies reported that oxidative stress is one of the primary culprits responsi‐
ble for the pathogenesis of osteoporosis via its role in osteoclastic resoption and the detri‐
mental  effects  on  the  bone-forming  osteoblasts.  To  date,  only  four  clinical  intervention
studies  have  been  reported,  including ours.  It  is  easy  to  see  why it  is  very  difficult  to
evaluate the role of polyphenols since, as we learned from this review, there are at least
8,000 different polyphenols identified to date, and each one probably having different ef‐
fects  on  humans.  Additionally,  polyphenols  are  present  in  food with  other  constituents
that may also be beneficial to bone health. In our clinical study, we combined the effects
of  a  combination  of  polyphenols  present  in  the  nutritional  supplement  from  greens+TM

with  the  nutritional  components  present  in  bone  builderTM  such  as  minerals,  vitamins
and other nutrients.  It  is  possible  that  the effects  of  greens+bone buildertm  in  increasing
total  antioxidant capacity,  decreasing the oxidative stress markers protein oxidation and
lipid peroxidation which correlated to the decrease in bone turnover marker for bone re‐
sorption is a result of the combined effects of the different polyphenols it contained with
those of the other nutritional components present in the bone builderTM.  It  remained for
future studies to zero in on specific component that is responsible for its beneficial effect.
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8. General summary and conclusion

In conclusion, we showed that oxidative stress due to ROS that are shown to cause the
development of osteoporosis may be prevented by supplementation with the antioxidants
lycopene and polyphenols. Results of in vitro studies in osteoblasts and osteoclasts, animal
intervention studies, epidemiological studies and clinical intervention studies on lycopene and
polyphenols are evidence for their potential use as alternative or complementary agent with
other established drugs approved for the prevention or treatment of osteoporosis in postme‐
nopausal women.

Acknowledgements

Funding for this research into Oxidative Stress, Antioxidants and Bone Health is shared by
Genuine Health Ltd (Canada), the H.J. Heinz Co (Canada), Millenium Biologix Inc. (Canada),
Kagome Co. (Japan) and LycoRed Natural Product Industries, Ltd. (Israel) and matched by
the Canadian Institutes of Health Research (CIHR). We sincerely thanked the valuable
contributions to this research by the following students/graduate students and staff at the
Calcium Research Laboratory, Department of Medicine at St Michael’s Hospital and the
University of Toronto and Department of Nutritional Sciences, University of Toronto: Dr. Bala
Balachandran, Jaclyn Beca, Dawn Snyder, Loren Chan, Honglei Shen, Salva Sadeghi, Ayesha
Quireshi, Dr. Erin Mackinnon and Nancy Kang. Their contributions were based on their
experimental data, written reports published/in press manuscripts. We would also like to
thank to Dr. R.G. Josse for providing us with his medical expertice as well as allowing us access
to his list of patients we were able to recruit. Special thanks to Dr. H. Vandenberghe for carrying
out the CTX assay and for her valuable suggestions.

Author details

L.G. Rao1* and A.V. Rao2

*Address all correspondence to: leticia.rao@utoronto.ca

1 Department of Medicine, St Michael’s Hospital and University of Toronto, Canada

2 Department of Nutritional Sciences, University of Toronto, Canada

References

[1] Ahmed, S, & Elmantaser, M. Secondary osteoporosis. Endocr Dev. (2009). , 16, 170-90.

Topics in Osteoporosis144



[2] Hopkins, R, Pullenayegum, E, Goeree, R, Adachi, J, Papaioannou, A, Leslie, W, et al.
Estimation of the lifetime risk of hip fracture for women and men in Canada. Osteo‐
poros Int (2012). , 23(3), 921-7.

[3] Tarride, J, Hopkins, R, Leslie, W, Morin, S, & Adachi, J. Papaioannou Aea. The burden
of illness of osteoporosis in Canada. Osteoporos Int 2012. (2012). Epub Mar 8. [Epub
ahead of print].

[4] Cooper, C, & Campion, G. Melton Lr. Hip fractures in the elderly: a world-wide
projection. Osteoporos International. (1992).

[5] Coxam, V. New advances in osteoporosis nutritional prevention. Med Sci (Paris).
(2005). , 21(3), 297-301.

[6] Gullberg, B, Johnell, O, & Kanis, J. World-wide projections for hip fracture. Osteoporos
International. (1997).

[7] Bleibler, F, Konnopka, A, Benzinger, P, Rapp, K, & König, H. The health burden and
costs of incident fractures attributable to osteoporosis from 2010 to 2050 in Germany-
a demographic simulation model. Osteoporos Int. (2012). Epub July 14 2012[Epub
ahead of print].

[8] Lindsay, R, Burge, R, & Strauss, D. One year outcomes and costs following a vertebral
fracture. Osteoporosis Int. (2005). , 16, 78-85.

[9] wwwfountia.com/history-osteoporosis.

[10] [10] Rossouw, J, Anderson, G, & Prentice, R. LaCroix A, Kooperberg C, Stefanick M, et
al. Risks and Benefits of Estrogen Plus Progestin in Healthy Postmenopausal Women
Principal Results From the Women’s Health Initiative Randomized Controlled Trial.
JAMA. (2002).

[11] Schmidt, G, Horner, K, Mcdanel, D, Ross, M, & Moores, K. Risks and benefits of long-
term bisphosphonate therapy. Am J Health Syst Pharm. (2010).

[12] Diab, D, & Watts, N. Bisphosphonates in the treatment of osteoporosis. Endocrinol
Metab Clin North Am. 2012((3)):487-506. Epub 41 Epub (2012). Jun 9.

[13] Feng, X, & Mcdonald, J. Disorders of bone remodeling. Annu Rev Pathol. (2011). , 6,
121-45.

[14] Baron, R, & Hesse, E. Update on Bone Anabolics in Osteoporosis Treatment: Rationale,
Current Status, and Perspectives J Clin Endocrinol Metab (2012).

[15] Gallagher, J, & Sai, A. Molecular biology of bone remodeling: implications for new
therapeutic targets for osteoporosis. Maturitas. (2010). , 65(4), 301-7.

[16] Riggs, B, & Melton, L. I. The worldwide problem of osteoporosis: Insights afforded by
epidemiology. Bone. (1995). Suppl):505S-11S.

[17] Christenson, E, Jiang, X, Kagan, R, & Schnatz, P. Osteoporosis management in post-
menopausal women. Minerva Ginecol. (2012).

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

145



[18] Watts, N, Adler, R, Bilezikian, J, Drake, M, Eastell, R, Orwoll, E, et al. Osteoporosis in
men: an Endocrine Society clinical practice guideline Clin Endocrinol Metab. (2012). ,
97(6), 1802-22.

[19] Legrand, E, Hoppé, E, Bouvard, B, & Audran, M. Osteoporosis in men (Review). Rev
Prat (2012). , 62(2), 193-7.

[20] Drake, M, & Khosla, A. Male osteoporosis Endocrinol Metab. Clin North Am.
2012;41((3)):629-41. Epub (2012). June 17.

[21] Szulc, P. Biochemical Bone TurnoverMarkers and Osteoporosis in OlderMen:Where
AreWe? (Review). Journal of Osteoporosis. 2011;Epub Epub (2011). Dec 15., 2011, 1-5.

[22] Szulc, P, Garnero, P, Munoz, F, Marchand, F. D, & Cross-sectional, P. D. evaluation of
bone metabolism in men. Journal of Bone and Mineral Research. (2001). , 16(9), 1642-50.

[23] Dennison, E, Eastell, R, Fall, C, Kellingray, S, Wood, P, & Cooper, C. Determinants of
bone loss in elderly men and women: a prospective population-based study. Osteopo‐
rosis International. (1999). , 10(5), 384-91.

[24] Hegge, K, Fornoff, A, Gutierres, S, & Haack, S. New therapies for osteoporosis. Journal
of Pharmacy Practice (2009). , 22, 53-64.

[25] Czerwinski, E, Badurski, J, & Osieleniec, E M-S. J. Current understanding of osteopo‐
rosis according to the position of the World Health Organization (WHO) and Interna‐
tional Osteoporosis Foundation.. Ortop Traumatol Rehabil. (2007).

[26] Nelson, H, Haney, E, Chou, R, Dana, T, Fu, R, & Bougatsos, C. Screening for Osteopo‐
rosis: Systematic Review to Update the 2002 U.S. Preventive Services Task Force
Recommendation. Evidence Synthesis AHRQ Publication No. 10-05145-EF-1. Agency
for Healthcare Research and Quality. (2010). (77)

[27] Wright, N, & Saag, K. From fracture risk prediction to evaluating fracture patterns:
recent advances in the epidemiology of osteoporosis. Curr Rheumatol Rep. (2012).

[28] Leslie, W, Majumdar, S, Lix, L, Johansson, H, Oden, A, Mccloskey, E, et al. High fracture
probability with FRAX usually indicates densitometric osteoporosis: implications for
clinical practice. Osteoporos Int. 2012;Epub (2011). Mar, 23(1), 391-7.

[29] Shuler, F, Conjeski, J, Kendall, D, & Salava, J. Understanding the Burden of Osteopo‐
rosis and Use of the World Health Organization FRAX. Orthopedics. (2012). , 35(9),
798-805.

[30] Mccloskey, E, & Kanis, J. FRAX updates. Curr Opin Rheumatol. (2012). , 24(5), 554-60.

[31] Kular, J, Tickner, J, Chim, S, & Xu, J. An overview of the regulation of bone remodelling
at the cellular level. Clin Biochem. 2012;45(12):12. Epub (2012). Mar 23.

[32] Lee, J, & Vasikaran, S. Current recommendations for laboratory testing and use of bone
turnover markers in management of osteoporosis. Annual Lab Med. (2012). , 32, 105-12.

Topics in Osteoporosis146



[33] Kim, N, & Eastell, R. Bone turnover markers: use in osteoporosis. Nature Reviews
Rheumatology (2012). , 8, 379-89.

[34] Silverman, S, Nasser, K, & Nattrass, S. B D. Impact of bone turnover markers and/or
educational information on persistence to oral bisphosphonate therapy: a community
setting-based trial. Osteoporos Int. 2011;Epub (2011). Jul 14., 23(3), 1069-74.

[35] Vasikaran, S, Eastell, R, Bruyère, O, Foldes, A, Garnero, P, Griesmacher, A, et al.
Markers of bone turnover for the prediction of fracture risk and monitoring of osteo‐
porosis treatment: a need for international reference standards. Osteoporos Int ((2011).

[36] Seibel, M. J. Biochemical Markers of Bone Turnover Part I: Biochemistry and Variability.
Clin Biochem Rev (2005). , 26(4), 97-122.

[37] Mackinnon, E, Rao, A, Josse, R, & Rao, L. Supplementation with the antioxidant
lycopene significantly decreases oxidative stress parameters and the bone resorption
marker N-telopeptide of type I collagen in postmenopausal women. Osteoporosis
International. (2011). , 22(4), 1091-101.

[38] Mackinnon, E, Rao, A, & Rao, L. Dietary restriction of lycopene for a period of one
month resulted in significantly increased biomarkers of oxidative stress and bone
resorption in postmenopausal women. Journal of Nutrition, Health & Aging. (2011). ,
15(2), 133-8.

[39] Rao, L, Mackinnon, E, Josse, R, Murray, T, Strauss, A, & Rao, A. Lycopene consumption
decreases oxidative stress and bone resorption markers in postmenopausal women.
Osteoporosis International. (2007).

[40] Kang, N, Rao, A, De Asis, K, Chan, L, & Rao, L. Antioxidant effects of a nutritional
supplement containing polyphenols in postmenopausal women: a randomized
controlled study. Journal of Aging: Research and Clinical Practice. (2012).

[41] Kang, N, Rao, A, Josse, R, Vandenberghe, H, De Asis, K, Chan, L, et al. Dietary
polyphenols and nutritional supplements significantly decreased oxidative stress
parameters and the bone resorption marker collagen type 1 cross-linked C-telopeptide
in postmenopausal women. Osteoporosis International (Submitted for publication).
(2012).

[42] Brown, J, Albert, C, Nassar, B, Adachi, J, Cole, D, Davison, K, et al. Bone turnover
markers in the management of postmenopausal osteoporosis (review). Clin Biochem :.
2009; 42(10-11):929-42. Epub (2009). Apr 10.

[43] Bergmann, P, & Al, e. Evidence-based guidelines for the use of biochemical markers of
bone turnover in the selection and monitoring of bisphosphonate treatment in osteo‐
porosis: a consensus document of the Belgian Bone Club. Int J Clin Pract (2009). , 63,
19-26.

[44] Glover, S, Garnero, P, Naylor, K, Rogers, A, & Eastell, R. Establishing a reference range
for bone turnover markers in young, healthy women. Bone. (2008). , 42, 623-30.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

147



[45] Monti, J. Osteoporosis Risk Factors http://askhealthlinecom/health/osteoporosis-risk-
factors.(2010).

[46] Stetzer, E. Identifying Risk Factors for Osteoporosis in Young Women. The Internet
Journal of Allied Health Sciences and Practice. (2011). , 9(4), 1-8.

[47] Rao, L. Will tomatoes prevent osteoporosis. Snell Endocrine Rounds. (2005). , 5(2), 1-6.

[48] Furness, S, Roberts, H, Marjoribanks, J, & Lethaby, A. Hormone therapy in postmeno‐
pausal women and risk of endometrial hyperplasia. Cochrane Database of Systematic
Reviews. 2012(8). Epub 15 AUG (2012).

[49] Bell, N. H, & Johnson, R. H. Bisphosphonates in the treatment of osteoporosis: virtual
symposium on osteoporosis. Endocrine. (1997). , 6(2), 203-6.

[50] Dempster, D. W, & Bolognese, M. A. Ibandronate: The Evolution of a Once-a-Month
Oral Therapy for Postmenopausal Osteoporosis. Journal of Clinical Densitometry.
(2006). , 9(1), 58-65.

[51] Sunyecz, J. Optimizing dosing frequencies for bisphosphonates in the management of
postmenopausal osteoporosis: patient considerations. Clin Interv Aging. 2008;Epub
(2008). December., 3(4), 611-27.

[52] Lyritis, G. P. Fracture healing and antiosteoporotic treatments. Medicographia 2010;
(2010). , 32, 79-85.

[53] Han, S, & Wan, S. Effect of teriparatide on bone mineral density and fracture in
postmenopausal osteoporosis: meta-analysis of randomised controlled trials. Interna‐
tional Journal of Clinical Practice. (2012). , 66(2), 199-209.

[54] Adler, R. A, & Gill, R. S. Clinical utility of denosumab for treatment of bone loss in men
and women. Clin Interv Aging. 2011;Epub (2011). May 24., 6, 119-24.

[55] Watts, N, & Long-term, D. L D. Use of Bisphosphonates in Osteoporosis. The Journal
of Clinical Endocrinology & Metabolism. 2010;Epub February 19, (2010). , 95(4),
1555-65.

[56] Rees, M. Management of the menopause: integrated health-care pathway for the
menopausal woman. Menopause Int. (2011).

[57] Pomerleau, J, Lock, K, Knai, C, & Mckee, M. Effectiveness of intervention and pro‐
grammes promoting fruit and vegeta ble intake. WHO. (2005).

[58] Rao, A, & Carotenoids, L. G R. and human health (Review) Pharmacological Research.
(2007). , 55(3), 207-16.

[59] New, S. Intake of fruit and vegetables: Implications for bone health. The Proceedings
of the Nutrition Society. (2003). , 62(4), 889-99.

[60] Lister, C, Skinner, M, & Hunter, D. Fruits, vegetables and their phytochemicals for bone
and joint health. Curr Top Nutraceut Res. (2007). , 5, 67-82.

Topics in Osteoporosis148



[61] Tucker, K, Hannan, M, Chen, H, Cupples, L, Wilson, P, & Kiel, D. Potassium, magne‐
sium, and fruit and vegetable intakes are associated with greater bone mineral density
in elderly men and women. The American Journal of Clinical Nutrition. (1999). , 69(4),
727-36.

[62] Palacious, C. The role of nutrients in bone health, from A to Z. Critical Reviews in Food
Science & Nutrition. (2006). , 46, 621-8.

[63] Raman, W, & Khalid, A. right Nin. Studies on free radicals, antioxidants, and co-factors.
Clinical Interventions in Aging. (2007). , 2(2), 219-36.

[64] Manolagas, S, & Parfitt, A. What old means to bone. Trends Endocrinol Metab.
2010;Epub (2010). Mar 11., 21(6), 369-3744.

[65] Sahnoun, Z, Jamoussi, K, & Zeghal, K. Free radicals and antioxidants: human physiol‐
ogy, pathology and therapeutic aspects. Therapie. (1997). , 52, 251-0.

[66] Juránek, I, & Bezek, Š. S. Controversy of Free Radical Hypothesis: Reactive Oxygen
Species- Cause or Consequence of Tissue Injury? Gen Physiol Biophys (2005), 24,
263-278 263. (2005). , 24, 2263-278.

[67] Semba, R. D, Ferrucci, L, Sun, K, Walston, J, Varadhan, R, Guralnik, J. M, et al. Oxidative
Stress Is Associated with Greater Mortality in Older Women Living in the Community.
J Am Geriatr Soc 2007. (2007). , 55(9), 1421-5.

[68] Lee, D, Lim, B, Lee, Y. K, & Yang, H. C. Effects of hydrogen peroxide (H2O2) on alkaline
phosphatase activity and matrix mineralization of odontoblast and osteoblast cell lines.
Cell Biol Toxicol 22. (2006). , 22, 39-46.

[69] Willcox, J, Ash, S, & Catignani, G. Antioxidants and prevention of chronic disease. Crit
Rev Food Sci Nutr. (2004). , 44, 275-95.

[70] Griffiths HReaBiomarkers. Mol Aspects Med. (2002). , 23, 101-8.

[71] Videra, J, Lehtmaab, J, Kullisaarc, T, Vihalemmc, T, Zilmerc, K, Kairanec, Č, et al. Acute
immuneresponse in respect to exercise-induced oxidativestress. Pathophysiology.
(2001). , 7(4), 263-70.

[72] Turan, V, Mizrak, S, Yurekli, B, Yilmaz, C, & Ercan, G. The effect of long-term nicotine
exposure on bone mineral density and oxidative stress in female Swiss Albino rats.
Arch Gynecol Obstet (2012). Epub Sep 7. [Epub ahead of print].

[73] Tanriverdi, H, Evrengul, H, Kuru, O, Tanriverdi, S, Seleci, D, Enli, Y, et al. Cigarette
smoking induced oxidative stress may impair endothelial function and coronary blood
flow in angiographically normal coronary arteries. Official Journal of the Japanese
Circulation Society. (2006). , 70(5), 593-9.

[74] Ronis, M, Mercer, K, & Chen, J. Effects of nutrition and alcohol consumption on bone
loss (Review). Curr Osteoporos Rep. (2011). , 9(2), 53-9.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

149



[75] Maurel, D, Boisseau, N, Benhamou, C, & Jaffre, C. Alcohol and bone: review of dose
effects and mechanisms. Osteoporos Int. 2012;Epub Epub (2011). Sep 17. Review., 23(1),
1-16.

[76] Altindag, O, Erel, O, Soran, N, Celik, H, & Selek, S. Total oxidative/anti-oxidative status
and relation to bone mineral density in osteoporosis. Rheumatol Int. 2008;Epub Epub
(2007). Sep 6., 28(4), 317-21.

[77] Baur, A, Henkel, J, Bloch, W, Treiber, N, Scharffetter-kochanek, K, Brüggemann, G, et
al. Effect of exercise on bone and articular cartilage in heterozygous manganese
superoxide dismutase (SOD2) deficient mice. Free Radic Res. 2011;Epub Epub (2011).
Feb 4., 5(45), 550-80.

[78] Lu, P, Lai, C, & Chan, W. Caffeine induces cell death via activation of apoptotic signal
and inactivation of survival signal in human osteoblasts. Int J Mol Sci. 2008;Epub Epub
(2008). May 8., 9(5), 698-718.

[79] Schröder, P, & Krutmann, J. Environmental Oxidative Stress- Environmental Sources
of ROS. Heidelberg: Springer Verlag; (2005).

[80] Schoneich, C. Reactive oxygen species and biological aging: a mechanistic approach.
Experimental Gerontology. (1999). , 34, 19-34.

[81] Zhang, Y, Zhong, Z, Hou, G, Jiang, H, & Chen, J. Involvement of oxidative stress in
age-related bone loss. J Surg Res. 2011;169(1):eEpub Epub (2011). Mar 21., 37-42.

[82] Mate, J. M, & Perez-gomez, C. Nunez de Castro I. Antioxidant Enzymes and Human
Diseases. Clinical Biochemistry. (1999). , 32(8), 595-603.

[83] Rao, L. Lycopene and the Prevention of Osteoporosis. AV R, editor. Scotland: Caledonia
Science; (2006).

[84] Rao, A, & Carotenoids, L. G R. and human health (Review). Pharmacological Research.
(2007). , 55(3), 207-16.

[85] Rao, A, Ray, M, & Rao, L. Lycopene. In: SL T, editor. Advances in Food and Nutrition
Research. New York,: Academic Press Publication; (2006). , 99-164.

[86] Agarwal, S. AV R. Tomato lycopene and its role in human health and chronic diseases.
CMAJ. (2000). , 163(6), 739-44.

[87] Khachik, F, Carvallo, L, Bernstein, P, Muir, G, Zhao, D, & Katz, N. Chemistry, distri‐
bution and metabolism of tomato carotenoids and their impact on human health. Exp
Biol Med. (2002). , 227(10), 845-51.

[88] Di Mascio PKaiser S, Sies H. Lycopene as the most effcient biological carotenoid singlet
oxygen quencher. Arch Biochem Biophys. (1989). , 274, 532-8.

[89] Stahl, W, & Sies, H. Uptake of lycopene and its geometrical isomers is greater from
heat-processed than from unprocessed tomato juice in humans. J Nutr. (1992). , 122,
2161-6.

Topics in Osteoporosis150



[90] Stahl, W, Schwarz, W, Sundquist, A, & Sies, H. cis-trans Isomers of lycopene and b-
carotene in human serum and tissues. Arch Biochem Biophys. (1992). , 294, 173-7.

[91] Parker, R. Absorption, metabolism and transport of carotenoids.. FASEB J. (1996). , 10,
542-51.

[92] Ahuja, K, Pittaway, J, & Ball, M. Effects of olive oil and tomato lycopene combination
on serum lycopene, lipid profile, and lipid oxidation. Nutrition. (2006). , 22, 259-65.

[93] Zhang, L, Cooney, R, & Bertram, J. Carotenoids enhance gap junctional communication
and inhibit lipid peroxidation in C3H/10T1/2 cells: relationship to their cancer chemo‐
preventive action. Carcinogenesis. (1991). , 12, 2109-14.

[94] Amir, H K. M, Giat, J, et al. Lycopene and 1,25(OH)2D3 cooperate in the inhibition of
cell cycle progression and induction of HL-60 leukemic cells. Nutr Cancer. (1999). , 33,
105-12.

[95] Rao, A. Lycopene and the prevention of chronic diseases: major findings from five
international conferences. In: Rao A, Heber D, editors. Lycopene, tomatoes and health:
new perspectives. Scotland: Caledonian Science Press; (2002).

[96] Rao, A, & Rao, L. Lycopene and human Health. Current Topics in Nutraceutical
Research. (2004). , 2, 127-36.

[97] Giovannucci, E. Tomatoes, tomato-based products, lycopene, and cancer: Review of
the epidemiologic literature. J Natl Cancer Inst. (1999). , 91, 317-31.

[98] Sahni, S, Hannan, M, Blumberg, J, Cupples, L, Kiel, D, & Tucker, K. Protective effect of
total carotenoid and lycopene intake on the risk of hip fracture: a 17-year follow-up
from the Framingham Osteoporosis Study. Journal of Bone & Mineral Research (2009). ,
24(6), 1086-94.

[99] Quideau, S, Deffieux, D, Douat-casassus, C, & Pouysegu, L. Plant polyphenols:
chemical properties, biological activities, and synthesis. Angew Chem Int Ed Engl.
(2011). Epub 2011/01/13., 50(3), 586-21.

[100] Hendrich, A. Flavonoid-membrane interactions: Possible consequences for biological
effects of some polyphenolic compounds. Acta Pharmacologica Sinica. (2006). , 27(1),
27-40.

[101] Woo, J, Yonezawa, T, & Nagai, K. Phytochemicals that stimulate osteoblastic differen‐
tiation and bone formation. Journal of Oral Bioscience. (2010). , 52(1), 15-21.

[102] Manach, C, Scalbert, A, Morand, C, Rémésy, C, & Jimenez, L. Polyphenols: food sources
and bioavailability. American Journal of Clinical Nutrition. (2004). , 79, 727-47.

[103] Tsao, R. Chemistry and biochemistry of dietary polyphenols. Nutrients. (2010). Epub
2010/01/19., 2(12), 1231-46.

[104] Puel, C, Coxam, V, & Davicco, M. Mediterranean diet and osteoporosis prevention.
Med Sci (Paris). (2007). , 23, 756-60.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

151



[105] Urquiaga, I, Strobel, P, Perez, D, Martinez, C, Cuevas, A, Castillo, O, et al. Mediterra‐
nean diet and red wine protect against oxidative damage in young volunteers. Athe‐
rosclerosis. (2010). Epub 2010 Apr 21., 211(2), 694-9.

[106] Rao, A, Balachandran, B, Shen, H, Logan, A, & Rao, L. In Vitro and in Vivo Antioxidant
Properties of the Plant-Based Supplement Greens+. Int J Mol Sci. (2011). , 12, 4896-908.

[107] Samoto, H, Shimizu, E, Matsuda-honjo, Y, & Al, e. TNF-alpha suppresses bone
sialoprotein (BSP) expression in ROS17/2.8 cells. J Cellular Biochemistry. (2002). , 87(3),
313-23.

[108] Cortizo, A, Bruzzone, L, Molinuevo, S, & Etcheverry, S. A possible role of oxidative
stress in the vanadium-induced cytotoxicity in the MC3T3E1 osteoblast and UMR106
osteosarcoma cell lines. Toxicology. (2000). , 147, 89-99.

[109] Liu, H-C, Cheng, R-M, Lin, F-H, & Fang, H-W. Sintered beta-dicalcium phosphate
particles induce intracellular reactive oxygen species in rat osteoblasts. Biomed Eng
Appl Basis Commun. (1999). , 11, 259-64.

[110] Nam, S, Jung, S, Yoo, C, Ahn, E, & Suh, C. H. O2 enhances Ca2+ release from osteoblast
internal stores. Yonsei Medical Journal. (2002). , 43(2), 229-35.

[111] Mody, N, Parhami, F, Sarafian, T, & Demer, L. Oxidative stress modulates osteoblastic
differentiation of vascular and bone cells. Free Radic Biol Med. (2001). , 31, 509-19.

[112] Park, B, Yoo, C, Kim, H, Kwon, C, & Kim, Y. Role of mitogen-activated protein kinases
in hydrogen peroxide-induced cell death in osteoblastic cells. Toxicology. (2005).

[113] Arai, M, Shibata, Y, Pugdee, K, Abiko, Y, & Ogata, Y. Effects of reactive oxygen species
(ROS) on antioxidant system and osteoblastic differentiation in MC3T3-E1 cells. IUBMB
Life. (2007). , 59, 27-33.

[114] Liu, A, Zhang, Z, Zhu, B, Liao, Z, & Liu, Z. Metallothionein protects bone marrow
stromal cells against hydrogen peroxide-induced inhibition of osteoblastic differentia‐
tion. Cell Biol Int. (2004). , 28, 905-11.

[115] Ueno, T, Yamada, M, & Igarashi, Y. Ogawa T. N-acetyl cysteine protects osteoblastic
function from oxidative stress. J Biomed Mater Res A. (2011). Epub 2011 Sep 13., 99(4),
523-31.

[116] Xu, Z, Wang, X, Xiao, D, Hu, L, Lu, M, Wu, Z, et al. Hydrogen sulphide protects MC3T3-
E1 osteoblastic cells against H2O2-induced oxidative damage-implications for the
treatment of osteoporosis. Free Radical Biology & Medicine. (2011). , 50(10), 1314-23.

[117] Hu, Y, Cheng, H, Hsieh, B, Huang, L, & Huang, T. KL C. Arsenic trioxide affects bone
remodeling by effects on osteoblast differentiation and function. Bone. (2012). Epub
2012 Mar 19., 50(6), 1406-15.

[118] Zijlstra, W, Bulstra, S, Van Raay, J, Van Leeuwen, B, & Kuijer, R. Cobalt and chromium
ions reduce human osteoblast-like cell activity in vitro, reduce the OPG to RANKL ratio,
and induce oxidative stress. J Orthop Res. (2012). Epub 2011 Oct 24., 30(5), 740-7.

Topics in Osteoporosis152



[119] Rivadeneira, J. Di Virgilio A, Barrio D, Muglia C, Bruzzone L, Etcheverry S. Cytotoxicity
of a Vanadyl(IV) Complex with a Multidentate Oxygen Donor in Osteoblast Cell Lines
in Culture. Med Chem (2010). Epub 2010 Feb 16. [Epub ahead of print].

[120] Fatokun, A, Stone, T, & Smith, R. Responses of differentiated MC3T3-E1 osteoblast-like
cells to reactive oxygen species. Eur J Pharmacol. (2008). , 587, 35-41.

[121] Manolagas, S. C, & Almeida, M. Gone with the Wnts: β-Catenin, T-Cell Factor,
Forkhead Box O, and Oxidative Stress in Age-Dependent Diseases of Bone, Lipid, and
Glucose Metabolism. Molecular Endocrinology. (2007). , 21(11), 2605-14.

[122] Almeida, M, Han, L, Martin-millan, M, Brien, O, & Manolagas, C. S. Oxidative stress
antagonizes Wnt signaling in osteoblast precursors by diverting beta-catenin from T
cell factor- to forkhead box O-mediated transcription. J Biol Chem. (2007). Epub 2007
Jul 10., 282(37), 298-305.

[123] Rached, M, Kode, A, Xu, L, Yoshikawa, Y, Paik, J, Depinho, R, et al. FoxO1 is a positive
regulator of bone formation by favoring protein synthesis and resistance to oxidative
stress in osteoblasts. Cell Metab. (2010). , 11(2), 147-60.

[124] Ambrogini, E, Almeida, M, Martin-millan, M, Paik, J, Depinho, R, Han, L, et al. FoxO-
mediated defense against oxidative stress in osteoblasts is indispensable for skeletal
homeostasis in mice. Cell Metab. (2010). , 11(2), 136-46.

[125] Zhang, J, Yang, L, Meng, G, Fan, J, & Al, e. Protective effect of tetrahydroxystilbene
glucoside against hydrogen peroxide-induced dysfunction and oxidative stress in
osteoblastic MC3TE1 cells. Eur J Pharmacol. (2012). Epub 2012 Jun 7, 3.

[126] Liang, D, Yang, M, Guo, B, Cao, J, Yang, L, Guo, X, et al. Zinc inhibits H(2)O(2)-induced
MC3T3-E1 cells apoptosis via MAPK and PI3K/AKT pathways. Biol Trace Elem Res.
(2012). Epub 2012 Mar 21., 148(3), 420-9.

[127] Wang, Y, Zhao, L, Wang, Y, Xu, J, Nie, Y, Guo, Y, et al. Curculigoside isolated from
Curculigo orchioides prevents hydrogen peroxide-induced dysfunction and oxidative
damage in calvarial osteoblasts. Acta Biochim Biophys Sin (Shanghai). (2012). Epub
2012 Mar 16., 44(5), 431-41.

[128] Holzer, N, Braun, K, Ehnert, S, Egaña, J, Schenck, T, Buchholz, A, et al. Green tea
protects human osteoblasts from cigarette smoke-induced injury: possible clinical
implication. Langenbecks Arch Surg (2012). Epub 2011 Dec 8., 397(3), 467-74.

[129] Zhao, X, Xu, Z, Zhang, Q, & Yang, Y. Simvastatin protects human osteosarcoma cells
from oxidative stress-induced apoptosis through mitochondrial-mediated signaling.
Mol Med Report. (2012). Epub 2011 Oct 19., 5(2), 483-8.

[130] Sun, L, Zhang, J, Lu, X, Zhang, L, & Zhang, Y. Evaluation to the antioxidant activity of
total flavonoids extract from persimmon (Diospyros kaki L.) leaves. Food Chem
Toxicol. (2011). Epub 2011 Jul 23.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

153



[131] Iwasaki, Y, Yamato, H, & Fukagawa, M. Treatment with pravastatin attenuates
oxidative stress and protects osteoblast cell viability from indoxyl sulfate. Ther Apher
Dial. (2011). Epub 2011 Feb 20., 15(2), 151-5.

[132] Kim, Y, Lee, Y, & Choi, E. Linarin isolated from Buddleja officinalis prevents hydrogen
peroxide-induced dysfunction in osteoblastic MC3T3-E1 cells. Cell Immunol. (2011).
Epub 2011 Feb 19., 268(2), 112-6.

[133] Qiang, H, Zhang, C, Shi, Z, Yang, H, & Wang, K. Protective effects and mechanism of
Panax Notoginseng saponins on oxidative stress-induced damage and apoptosis of
rabbit bone marrow stromal cells. Chin J Integr Med. (2010). Epub 2010 Nov 26., 16(6),
525-30.

[134] Kim, Y, Lee, Y, & Choi, E. Chrysoeriol isolated from Eurya cilliata leaves protects
MC3T3-E1 cells against hydrogen peroxide-induced inhibition of osteoblastic differ‐
entiation. J Appl Toxicol. (2010). , 30(7), 666-73.

[135] Choi, E. Protective effect of quercitrin against hydrogen peroxide-induced dysfunction
in osteoblastic MC3T3-E1 cells. Exp Toxicol Pathol. (2012). Epub 2010 Sep 6., 64(3),
211-6.

[136] Hung, T, Chen, T, Liao, M, Ho, W, Liu, D, Chuang, W, et al. Drynaria fortunei J. Sm.
promotes osteoblast maturation by inducing differentiation-related gene expression
and protecting against oxidative stress-induced apoptotic insults. J Ethnopharmacol.
(2010). Epub 2010 Jun 8.

[137] Choi, E, Kim, G, & Lee, Y. Carthamus tinctorius flower extract prevents H2O2-induced
dysfunction and oxidative damage in osteoblastic MC3T3-E1 cells. Phytother Res.
(2010). , 24(7), 1037-41.

[138] Almeida, M, Martin-millan, M, & Ambrogini, E. Bradsher Rr, Han L, Chen X, et al.
Estrogens attenuate oxidative stress and the differentiation and apoptosis of osteoblasts
by DNA-binding-independent actions of the ERalpha. J Bone Miner Res. (2010). , 25(4),
769-81.

[139] Choi, E, Kim, G, & Lee, Y. Atractylodes japonica root extract protects osteoblastic
MC3T3-E1 cells against hydrogen peroxide-induced inhibition of osteoblastic differ‐
entiation. Phytother Res. (2009). , 23(11), 1537-42.

[140] Lee, K, & Choi, E. Myricetin, a naturally occurring flavonoid, prevents deoxy-D-ribose
induced dysfunction and oxidative damage in osteoblastic MC3T3-E1 cells. Eur J
Pharmacol. (2008). Epub 2008 Jun 7., 2.

[141] Silverton, S. Osteoclast radicals. J Cellular Biochemistry. (1994). , 56(3), 367-73.

[142] Key, L, Ries, W, Taylor, R, Hays, B, & Pitzer, B. Oxygen derived free radicals in
osteoclasts: the specificity and location of the nitroblue tetrazolium reaction. Bone.
(1990).

Topics in Osteoporosis154



[143] Zaidi, M, Alam, A, Bax, B, et al. Role of the endothelial cell in osteoclast control: new
perspectives. Bone. (1993). , 14, 97-102.

[144] Bax, B, Alam, A, Banerji, B, et al. Stimulation of osteoclastic bone resorption by
hydrogen peroxide. Biochemical & Biophysical Research Communications. (1992). ,
183, 1153-8.

[145] Steinbeck, M, Kim, J, Trudeau, M, Hauschka, P, & Karnovsky, M. Involvement of
hydrogen peroxide in the differentiation of clonal HD-11EM cells into osteoclast-like
cells. J Cell Physiology. (1998). , 176(3), 574-87.

[146] Suda, N, Morita, I, Kuroda, T, & Murota, S. Participation of oxidative stress in the
process of osteoclast differentiation Biochimica et Biophysica Acta. (1993). , 1157,
318-23.

[147] Darden, A, Ries, W, Rodriguiz, R, & Key, J. L. Osteoclastic superoxide production and
bone resorption: stimulation and inhibition by modulators ofn NADPH oxidase. J Bon
Min Res 671-75. (1996). , 11(5), 671-5.

[148] Halleen, J, Raisanen, S, Salo, J, et al. Intracellular fragmentation of bone resorption
products by reactive oxygen species generated by osteoclastic tartrate-resistant acid
phosphatase. J Biological Chem. (1999). , 22907-10.

[149] Berger, C, Horrocks, B, & Datta, H. Direct non-genomic effect of steroid hormones on
superoxide generation in the bone resorbing osteoclasts. Molecular and Cellular
Endocrinology. (1999). , 149, 53-9.

[150] Wagner, A, Schroeter, M, & Hecker, M. b-estradiol inhibition of NADPH oxidase
expression in human endothelial cells. FASEB J. (2001). , 15, 2121-30.

[151] Datta, H, Rathod, H, Manning, P, Turnbull, Y, & Mcneil, C. Parathyroid hormone
induces superoxide anion burst in the osteoclasts: evidence of the direct instantaneous
activation of the osteoclast by the hormone. J Endocrinology. (1996). , 149, 269-75.

[152] Oursler, M, Collin-osdoby, P, Li, L, Schmitt, E, & Osdoby, P. Evidence for an immu‐
nological and functional relationship between superoxide dismutase and a high
molecular weight osteoclast plasma membrane glycoprotein. J Cellular Biochemistry.
(1991). , 46(4), 331-44.

[153] Key, L, Wolf, W, Gundberg, C, & Ries, W. Superoxide and bone resorption. Bone.
(1994). , 15, 431-6.

[154] Hall, T, Schaeublin, M, Fuller, K, & Chambers, T. The role of oxygen intermediates in
osteoclastic bone resorption. Biochem Biophys Res Commun. (1995). , 207, 280-7.

[155] Bu, S, Lerner, M, Stoecker, B, Boldrin, E, Brackett, D, Lucas, E, et al. Dried plum
polyphenols inhibit osteoclastogenesis by downregulating NFATc1 and inflammatory
mediators. Calcif Tissue Int. (2008). , 82(6), 475-88.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

155



[156] Oh, S, Kyung, T, & Choi, H. Curcumin inhibits osteoclastogenesis by decreasing
receptor activator of nuclear factor-kappaB ligand (RANKL) in bone marrow stromal
cells. Mol Cells. (2008). , 26(5), 486-9.

[157] Le Nihouannen DBarralet J, Fong J, Komarova S. Ascorbic acid accelerates osteoclast
formation and death. Bone. (2010). Epub 2009 Nov 20., 46(5), 1336-43.

[158] Cui, Y, Bhandary, B, Marahatta, A, Lee, G, Li, B, Kim, D, et al. Characterization of Salvia
miltiorrhiza ethanol extract as an antiosteoporotic agent. BMC Complement Altern
Med. (2011).

[159] Fumimoto, R, Sakai, E, Yamaguchi, Y, Sakamoto, H, Fukuma, Y, Nishishita, K, et al.
The coffee diterpene kahweol prevents osteoclastogenesis via impairment of NFATc1
expression and blocking of Erk phosphorylation. J Pharmacol Sci. (2012). Epub 2012
Mar 23., 118(4), 479-86.

[160] Sakamoto, H, Sakai, E, Fumimoto, R, Yamaguchi, Y, Fukuma, Y, Nishishita, K, et al.
Deltamethrin inhibits osteoclast differentiation via regulation of heme oxygenase-1 and
NFATc1. Toxicol In Vitro. (2012). Epub 2012 May 23., 26(6), 817-22.

[161] Yalin, S, Sagír, O, Comelekoglu, U, Berköz, M, & Eroglu, P. Strontium ranelate treat‐
ment improves oxidative damage in osteoporotic rat model. Pharmacol Rep. (2012). ,
64(2), 396-402.

[162] Yin, H, Shi, Z, Yu, Y, Hu, J, Wang, R, Luan, Z, et al. Protection against osteoporosis by
statins is linked to a reduction of oxidative stress and restoration of nitric oxide
formation in aged and ovariectomized rats. Eur J Pharmacol. (2012). Epub 2011 Nov
23.

[163] Liu, X, Zhang, S, Lu, X, Zheng, S, & Xiong, F L. Z. Metabonomic study on the anti-
osteoporosis effect of Rhizoma Drynariae and its action mechanism using ultraper‐
formance liquid chromatography-tandem mass spectrometry. J Ethnopharmacol.
(2011). Epub 2011 Nov 20., 139(1), 311-7.

[164] Cui, Y, Bhandary, B, Marahatta, A, Lee, G, Li, B, Kim, D, et al. Characterization of Salvia
miltiorrhiza ethanol extract as an anti-osteoporotic agent. BMC Complement Altern
Med. (2011). , 11, 120.

[165] Arslan, A, Orkun, S, Aydin, G, Keles, I, Tosun, A, Arslan, M, et al. Effects of ovariectomy
and ascorbic acid supplement on oxidative stress parameters and bone mineral density
in rats. Libyan J Med. (2011). Epub 2011 Oct 3.

[166] Kim, W. K K. K, Sul, O. J, Kim, H. J, Kim, S. H, Lee, M. H, Kim, H. J, Kim, S. Y, Chung,
H. T, & Choi, H. S. Curcumin protects against ovariectomy-induced bone loss and
decreases osteoclastogenesis. J Cell Biochem. (2011). , 112(11), 159-66.

[167] Nojiri, H, Saita, Y, Morikawa, D, Kobayashi, K, Tsuda, C, Miyazaki, T, et al. Cytoplasmic
superoxide causes bone fragility owing to low-turnover osteoporosis and impaired
collagen cross-linking. Journal of Bone & Mineral Research. Journal of Bone & Mineral
Research (2011). , 26(11), 2682-94.

Topics in Osteoporosis156



[168] Rao, L, Guns, M, & Rao, A. The role of lycopene in the prevention of chronic diseases.
Agro Food Industry Hi Tech (Invited review). (2003).

[169] MacKinnon EThe Role of the Carotenoid Lycopene as an Antioxidant to Decrease
Osteoporosis Risk in Women: Clinical and in vitro Studies [PHD desertation, Insitute
of Medical Science]. Toronto, Ontario: University of Toronto; (2010).

[170] Singh, V. A current perspective on nutrition and exercise. J Nutr (1992). , 122, 760-65.

[171] Melhus, H, Michaelsson, K, Holmberg, L, Wolk, A, & Ljunghall, S. Smoking, antioxi‐
dant vitamins, and the risk of hip fracture. J Bone Min Res. (1999). , 14, 129-35.

[172] Morton, D, Barrett-connor, E, & Schneider, D. Vitamin C supplement and bone mineral
density in postmenopausal women. J Bone Min Res. (2001). , 16, 135-40.

[173] Leveille, S. LaCroix A, Koepsell T, Beresford S, VanBelle G, Buchner D. Dietary vitamin
C and bone mineral density in postmenopausal women in Washington State, USA. J
Epidemiol Community Health. (1997).

[174] Polidori, M, Stahl, W, Eichler, O, Niestroj, I, & Sies, H. Free Rad Biol Med. (2001).

[175] Maggio, D, Barabani, M, Pierandrei, M, et al. Marked decrease in plasma antioxidants
in aged osteoporotic women: results of a crosssectional study. J Clin Endocrin &
Metabol. (2003). , 88(4), 1523-7.

[176] Basu, S, Michaelsson, K, Olofsson, H, Johansson, S, & Melhus, H. Association between
oxidative stress and bone mineral density. Biochem Biophys Res Commun. (2001). ,
288, 275-9.

[177] Sontakke, A, & Tare, R. A duality in the roles of reactive oxygen species with respect
to bone metabolism. Clinica Chimica Acta. (2002). , 318, 145-8.

[178] Varanasi, S, Francis, R, Berger, C, Papiha, S, & Datta, H. Mitochondrial DNA deletion
associated oxidative stress and severe male osteoporosis. Osteoporosis International.
(1999).

[179] Telci AeaPostmenopausal hormone replacement therapy use decreases oxidative
protein damage. Gynecol Obstet Invest. (2002). , 54, 88-93.

[180] Hahn MeaEffects of bone disease and calcium supplementation on antioxidant
enzymes in postmenopausal women. Clin Biochem. (2008). , 41, 69-74.

[181] Sanchez-rodriguez, M, Ruiz-ramos, M, Correa-munoz, E, & Mendoza-nunez, V.
Oxidative stress as a risk factor for osteoporosis in elderly Mexicans as characterized
by antioxidant enzymes. BMC Musculoskelet Disord. (2007).

[182] Ozgocmen, S, Kaya, H, Fadillioglu, E, & Yilmaz, Z. Effects of calcitonin, risedronate,
and raloxifene on erythrocyte antioxidant enzyme activity, lipid peroxidation, and
nitric oxide in postmenopausal osteoporosis. Arch Med Res. (2007). , 38, 196-205.

[183] Korucuoglu UeaAssessment of protein oxidation in women using raloxifene. Mol Cell
Biochem. (2006). , 290, 97-101.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

157



[184] Sahni SeaProtective effect of total and supplemental vitamin C intake on the risk of hip
fracture-a 17-year follow-up from the Framingham Osteoporosis Study. Osteoporos
Int. (2009). , 20, 1853-61.

[185] Sugiura MeaBone mineral density in post-menopausal female subjects is associated
with serum antioxidant carotenoids. Osteoporos Int. (2008). Epub 2011 Jul 16., 19, 211-9.

[186] Wattanapenpaiboon, N, Lukito, W, Wahlqvist, M, & Strauss, B. Dietary carotenoid
intake as a predictor of bone mineral density. Asia Pac J Clin Nutr. (2003). , 12, 467-73.

[187] Wolf ReaLack of relation between vitamin and mineral antioxidants and bone mineral
density: results from the Women’s Health Initiative. Am J Clin Nutr. (2005). , 82, 581-8.

[188] Kim, L, Rao, A, Rao, L, & Lycopene, I. I. Effect on osteoblasts: The carotenoid lycopene
stimulates cell proliferation and alkaline phosphatase activity of SaOS-2 cells. Journal
of Medicinal Food. (2003). , 6, 79-88.

[189] Park, C. K, Ishimi, Y, Ohmura, M, Yamaguchi, M, Ikegami, S, & Vitamin, A. and
carotenoids stimulate differentiation of mouse osteoblastic cells. J Nutr Sci and
Vitaminol. (1997). , 43, 281-96.

[190] Rao, L, & Mackinnon, E. Cis lycopene isomers found in high concentrations in human
serum, and which possess the greatest antioxidant capacity, were capable of preventing
and repairing the damaging effects of reactive oxygen species in human osteoblast cells.
May (2013). Lisbon, Portugal2013., 18-21.

[191] Ishimi, Y, Ohmura, M, Wang, X, Yamaguchi, M, & Ikegami, S. Inhibition by carotenoids
and retinoic acid of osteoclast-like cell formation induced by bone resorbing agents in
vitro. J Clin Biochem Nutr. (1999). , 27, 113-22.

[192] Rao, L, Krishnadev, N, Banasikowska, K, Rao, A, & Lycopene, I. Effect on Osteoclasts;
Lycopene inhibits basal and parathyroid hormone (PTH)-stimulated osteoclast
formation and mineral resorption mediated by reactive oxygen species (ROS) in rat
bone marrow cultures. Journal of Medicinal Food. (2003). , 6, 69-78.

[193] Liang, H, Yu, F, Tong, Z, & Zeng, W. Lycopene effects on serum mineral elements and
bone strength in rats. Molecules. (2012). , 17(6), 7093-102.

[194] Ke, B, & Xu, Z. Ling Yea. Modulation of experimental osteoporosis in rats by the
antioxidant beverage effective microorganism-X (EM-X). Biomedicine & Pharmaco‐
therapy. (2009). , 63(2), 114-9.

[195] Serra-majem, L, Roman, B, & Estruch, R. Scientific Evidence of Interventions Using the
Mediterranean Diet: A Systematic Review. Nutrition Reviews. (2006). SS47., 27.

[196] Hagfors, L, Leanderson, P, Skoldstam, L, et al. Antioxidant intake, plasma antioxidants
and oxidative stress in a randomized, controlled, parallel, Mediterranean dietary
intervention study on patients with rheumatoid arthritis. Nutr J. (2003).

Topics in Osteoporosis158



[197] Leighton, F, Cuevas, A, Guasch, V, et al. Plasma polyphenols and antioxidants,
oxidative DNA damage and endothelial function in a diet and wine intervention study
in humans. Drugs Exp Clin Res. (1999). , 25, 133-41.

[198] Yang, Z, Zhang, Z, Penniston, K, Binkley, N, & Tanumihardjo, S. Serum carotenoid
concentrations in postmenopausal women from the United States with and without
osteoporosis. International Journal for Vitamin & Nutrition Research. (2008).

[199] Misra, R, Mangi, S, Joshi, S, Mittal, S, Gupta, S, & Pandey, R. LycoRed as an alternative
to hormone replacement therapy in lowering serum lipids and oxidative stress markers:
a randomized controlled clinical trial. J Obstet Gynaecol Res. (2006). , 32, 299-304.

[200] Sahni, S, Hannan, M, Blumberg, J, Cupples, L, Kiel, D, & Tucker, K. Inverse association
of carotenoid intakes with 4-y change in bone mineral density in elderly men and
women: the Framingham Osteoporosis Study. American Journal of Clinical Nutrition.
(2009). , 89(1), 416-24.

[201] Mackinnon, E, Sohemy, A, Rao, A, & Rao, L. Paraoxonase 1 polymorphisms 172T->A
and 584A->G modify the association between serum concentrations of the antioxidant
lycopene and bone turnover markers and oxidative stress parameters in women years
of age. Journal of Nutrigenetics & Nutrigenomics. (2010). , 25-70.

[202] Rao, L, Mackinnon, E, Sohemy, A, & Rao, V. Postmenopausal Women with PON1
172TT Genotype Respond to Lycopene Intervention With a Decrease in Oxidative
Stress Parameters and Bone Resorption Marker NTx Annual Meeting of the American
Society for Bone and Mineral Research (ASBMR); October Toronto, Ontario(2010). ,
13-16.

[203] Everitt, A, Hilmer, S, Brand-miller, J, Jamieson, H, Truswell, A, Sharma, A, et al. Dietary
approaches that delay age-related diseases. Clin Interv Aging. (2006). , 1(1), 11-31.

[204] Horcajada, M, & Offord, E. Naturally plant-derived compounds: role in bone anabo‐
lism. Curr Mol Pharmacol. (2012). , 5(2), 205-18.

[205] Trzeciakiewicz, A, Habauzit, V, & Horcajada, M. When nutrition interacts with
osteoblast function: molecular mechanisms of polyphenols. Nutr Res Rev. (2009). Epub
2009 Feb 26., 22(1), 68-81.

[206] Scalbert, A, Manach, C, Morand, C, Rémésy, C, & Jiménez, L. Dietary polyphenols and
the prevention of diseases. Crit Rev Food Sci Nutr. (2005). , 45(4), 287-306.

[207] Cabrera, C, & Giménez, R A. R. Beneficial effects of green tea--a review. J Am Coll Nutr.
(2006). , 25(2), 79-99.

[208] Yang, C, & Landau, J. Effects of tea consumption on nutrition and health. J Nutr. (2000). ,
130(10), 2409-12.

[209] Rao, L, Kang, N, & Rao, A. Polyphenols and bone health: A review. In: Rao A, editor.
Phytochemicals. Rijeka, Croatia: In Tech Open Access Publisher; (2012). , 958-973.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

159



[210] Vali, B, Rao, L, & Sohemy, A. Epigallocathechin-3-gallate (EGCG) increases the
formation of mineralized bone nodules by human osteoblast-like cells. J Nutr Biochem.
(2007). Epub 2006 Sep 8., 18(5), 341-7.

[211] Yun, J, Pang, E, Kim, C, Yoo, Y, Cho, K, Chai, J, et al. Inhibitory effects of green tea
polyphenol (-)-epigallocatechin gallate on the expression of matrix metalloproteinase-9
and on the formation of osteoclasts. J Periodontal Res. (2004). , 39(5), 300-7.

[212] Park, Y, Han, D, Suh, H, Ryu, G, Hyon, S, Cho, B, et al. Protective effects of green tea
polyphenol against reactive oxygen species-induced oxidative stress in cultured rat
calvarial osteoblast. Cell Biol Toxicol (2003). , 19(5), 325-37.

[213] Kato, K, Otsuka, T, Adachi, S, Matsushima-nishiwaki, R, Natsume, H, Kozawa, O, et
al. Green tea polyphenol (-)-Epigallocatechin gallate inhibits thyroid hormone-
stimulated osteocalcin synthesis in osteoblasts. Mol Med Report (2011). Epub 2011 Jan
11., 4(2), 297-300.

[214] Kamon, M, Zhao, R, & Sakamoto, K. Green tea polyphenol (-)-epigallocatechin gallate
suppressed the differentiation of murine osteoblastic MC3T3-E1 cells. Cell Biol Int.
(2009). , 34(1), 109-16.

[215] Oka, Y, Iwai, S, Amano, H, Irie, Y, Yatomi, K, Ryu, K, et al. Tea polyphenols inhibit rat
osteoclast formation and differentiation. J Pharmacol Sci. (2012). Epub 2011 Dec 21.,
118(1), 55-64.

[216] Yun, J, Kim, C, Cho, K, Chai, J, Kim, C, & Choi, S. Epigallocatechin gallate induces
apoptosis, via caspase activation, in osteoclasts differentiated from RAW 264.7 cells. J
Periodontal Res. (2007). , 42(3), 212-8.

[217] Bu, S, Hunt, T, & Smith, B. Dried plum polyphenols attenuate the detrimental effects
of TNFalpha on osteoblast function coincident with up-regulation of Runx2, Osterix
and IGF-I. J Nutr Biochem. (2009). Epub 2008 May 20.., 20(1), 35-44.

[218] Ayoub, N, Singab, A, Naggar, M, & Lindequist, U. Investigation of phenolic leaf extract
of Heimia myrtifolia (Lythraceae): Pharmacological properties (stimulation of miner‐
alization of SaOS-2 osteosarcoma cells) and identification of polyphenols. Drug Discov
Ther. (2010). , 4(5), 341-8.

[219] Santiago-mora, R, Casado-díaz, A, De Castro, M, & Quesada-gómez, J. Oleuropein
enhances osteoblastogenesis and inhibits ad pogenesis: the effect on differentiation in
stem cells derived from bone marrow. Osteoporos Int. (2011). Epub 2010 May 21., 22(2),
675-84.

[220] Kao, C, Tai, L, Chiou, S, Chen, Y, Lee, K, Chou, S, et al. Resveratrol promotes osteogenic
differentiation and protects against dexamethasone damage in murine induced
pluripotent stem cells. Stem Cells Dev. (2010). , 19(2), 247-58.

[221] Li, Y, Edlund, S D, Finne-wistrand, U, He, A, & Norgård, X. M, et al. Resveratrol-
conjugated poly-e-caprolactone facilitates in vitro mineralization and in vivo bone
regeneration. Acta Biomater. (2011). Epub 2010 Sep 16., 7(2), 751-8.

Topics in Osteoporosis160



[222] Rao, L, Balachandran, B, & Rao, A. Polyphenol Extract of Greens+™ Nutritional
Supplement Stimulates Bone Formation in Cultures of Human Osteoblast-like SaOS-2
Cells. J Diet Suppl. (2008). , 5(3), 264-82.

[223] Rao, L, Balachandran, B, & Rao, A. The stimulatory effect of the polyphenols in the
extract of Greens+TM herbal preparation on the mineralized bone nodule formation
(MBNF) of SaOS-2 cells is mediated via its inhibitory effect on the intracellular reactive
oxygen species (iROS). 27th Annual Meeting of the American Society of Bone and
Mineral Research; September (2005). Nashville, Tennesse2005., 23-27.

[224] Graci, S. The Bone Building Solution. Graci S, DeMarco C, Rao L, editors. Mississauga,
Ontario: John Wylie And Sons Canada, Ltd; (2006). p.

[225] Rao, L, Snyder, D, Balachandran, B, Beca, B, Shen, H, Sedeghi, S, et al. Herbal extract
and nutritional bone-building supplement synergistically stimulate bone formation in
human osteoblast cells in vitro. IOF Regionals- 1st Asia-Pacific Osteoporosis Meeting;
December (2010). Singapore,2010., 10-13.

[226] Snyder, D, Rao, A, Balachandran, B, Beca, J, Shen, H, Sadeghi, S, et al. Extracts of the
Nutritional Supplement, bone builderTM, and the Herbal Supplement, greens+TM,
Synergistically Stimulate Bone Formation by Human Osteoblast Cells in Vitro. Annual
Meeting of the American Society for Bone and Mineral Research (ASBMR); October
(2010). Toronto, Ontario2010., 13-16.

[227] Shen, C, Chyu, M, Yeh, J, Zhang, Y, Pence, B, Felton, C, et al. Effect of green tea and Tai
Chi on bone health in postmenopausal osteopenic women: a 6-month randomized
placebo-controlled trial. Osteoporos Int. (2012). Epub 2011 Jul 16., 23(5), 1541-52.

[228] Hardcastle, A, Aucott, L, Reid, D, & Macdonald, H. Associations between dietary
flavonoid intakes and bone health in a scottish population. Journal of Bone and Mineral
Research Journal of the American Society for Bone and Mineral Research. (2011). , 26(5),
941-7.

Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
http://dx.doi.org/10.5772/54703

161




	Chapter 5
Oxidative Stress and Antioxidants in the Risk of Osteoporosis — Role of the Antioxidants Lycopene and Polyphenols
	1. Introduction
	2. Osteoporosis — Overview
	2.1. Bone cells involved in the development of osteoporosis
	2.2. Prevalence of osteoporosis
	2.3. Bone mineral density as predictor of osteoporosis
	2.4. Bone turnover markers for detecting osteoporosis
	2.5. Risk factors of osteoporosis
	2.6. Prevention and treatment of osteoporosis
	2.7. Alternative approach to prevention and treatment of osteoporosis

	3. Oxidative stress
	4. Antioxidants
	4.1. Lycopene, a carotinoid lipid-soluble antioxidant
	4.2. Polyphenols, the water-soluble antioxidant

	5. Studies on the damaging effects of oxidative stress and the beneficial effects of antioxidants
	5.1. Studies on osteoblasts
	5.2. Studies on osteoclasts
	5.3. Studies of on animal
	5.4. Epidemiological and clinical studies on osteoporosis

	6. Studies on lycopene
	6.1. In vitro studies of lycopene in osteoblasts
	6.2. In vitro studies of lycopene in osteoclasts
	6.3. Lycopene intervention studies in animals
	6.4. Epidemiological studies on lycopene
	6.5. Clinical intervention studies on lycopene
	6.6. Concluding remark

	7. Studies on polyphenols
	7.1. In vitro studies on polyphenols in bone cells
	7.2. Clinical intervention studies of polyphenol
	7.3. Concluding remarks

	8. General summary and conclusion
	Author details
	References


