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MESSAGE FROM THE GUEST EDITOR

Dear All,

Osteoporosis is a prevalent disease associated with a high morbidity and mortality. Our vision is “Strong Bones in a Fracture Free
Society”.

Despite all the circumstances that Lebanon is going through, the Calcium Metabolism and Osteoporosis Program (CaMOP)
was able to maintain excellence in patient care and high quality impactful research. In addition, the program is leading several

educational activities aiming at increasing physicians’ awareness of bone and mineral disorders, and increasing their knowledge
of the most appropriate treatment approach.

I am happy to share with you our news and activities in this newsletter. | hope you will enjoy it!

Marlene Chakhtoura, MD, MSc

THE LEBANESE VITAMIN D GUIDELINES

The launching of the Lebanese Vitamin D guidelines was on November 17, 2022, at Issam Fares Hall at AUB, in the presence of the
President of the American University of Beirut, Professor Fadlo R. Khuri, Dean of the Faculty of Medicine at AUB, Professor Raymond
Sawaya, His Excellency Minister of Health in Lebanon, Dr. Firas Abiad, and the Representative of the WHO EMRO, Dr. Rana Hajjeh.

The guidelines development, a product of 3 years hard work, was led by the CaMOP in collaboration with the GRADE Center at AUB.
The guidelines development followed the rigorous GRADE methodology. For the purpose of the guidelines, we conducted three
systematic reviews and meta-analyses (SR/MAs) to capture local, regional and global data. The first SR/MA is completed and published.
A systematic umbrella review to compare and contrast findings from different SR/MAs of randomized controlled trials on vitamin D
supplementation and fracture risk reduction in adults and evaluate the quality of evidence (CRD42019129540). Our results showed that
supplementation with Calcium and vitamin D (Ca/D) reduces the risk of hip and any fracture in institutionalized individuals (Chakhtoura
M et al, J Clin Endocrinol Metab. 2022). We have two other SRs that are ongoing. One of them on the effect of vitamin D supplementation
in the Middle Eastern and North African (MENA) population, and another one on Vitamin D preference in the MENA region.



https://www.aub.edu.lb/fm/CaMOP/Pages/default.aspx
https://www.aub.edu.lb/fm/CRI/Pages/GRADE.aspx
https://www.aub.edu.lb/fm/CaMOP/publications/Vitamin-D-Supplementation-Fractures-in-Adults.pdf

THE LEBANESE VITAMIN D GUIDELINES

The guideline recommendations are as follows:

1. Should testing for vitamin D deficiency vs. no testing be implemented in adults in Lebanon?
Community dwelling individuals: The panel suggests no screening for Vitamin D deficiency, over screening for Vitamin D deficiency, in
community dwelling Lebanese adult population* (conditional recommendation, based on very low certainty evidence).

Institutionalized individuals: The panel suggests no screening for Vitamin D deficiency, over screening for Vitamin D deficiency, in
institutionalized Lebanese adult population* (conditional recommendation, based on very low certainty evidence).

2.Should vitamin D supplementation (with or without calcium) vs. no supplementation be used in adults in Lebanon?
Vitamin D alone
There was consistent evidence for a lack of a beneficial effect of vitamin D alone in reducing fractures, for both community dwelling
and institutionalized individuals.

Vitamin D with calcium
Community dwelling individuals: The panel suggests no supplementation with Calcium and vitamin D (Ca/D), over supplementation
with Ca/D, in community dwelling Lebanese adult population* (conditional recommmendation, based on moderate certainty evidence).

Institutionalized individuals: The panel suggests supplementation with Ca/D, over no supplementation with Ca/D, in institutionalized
Lebanese adult population* (conditional recommendation, based on moderate certainty evidence).

3. What is the optimal vitamin D supplementation dose, if recommended, to specific adult sub-populations?
In community dwelling Lebanese adult population for whom there is a decision to supplement with Ca/D (high risk populations*
defined in first recommendation), the panel suggests supplementation with the vitamin D daily equivalent of 600-2000 IU, as
compared to higher doses > 2000 IU (conditional recommendation, based on very low certainty evidence).

In institutionalized Lebanese adult population for whom there is a decision to supplement with Ca/D, the panel suggests
supplementation with the vitamin D daily equivalent of 600-2000 IU as compared to higher doses > 2000 IU (conditional
recommendation, based on very low certainty evidence).

*Remarks

» Subgroups more/most likely to benefit:

a) individuals at high risk of low vitamin D (bariatric surgery, malabsortion, malnutrition, concealed clothing style, dark skin
pigmentation, pollution lactose intolerance, gluten enteropathy, biliary disease, oldest old age, ...);

b) individuals with osteoporosis,

c) individuals on drugs that affect vitamin D metabolism (glucocorticoids, anti-epileptics, ....).

« Caution: Individuals need to be informed about the potential side effects. Caution/tailor supplementation in individuals at increased
risk of side effects (history of kidney stones, gastro-intestinal side effects). Subjects with low calcium intake should be counseled
about increasing their calcium intake (favoring dietary sources over supplements).

» Contextual factors: Recommendation takes into account limited resources and challenges to access.




EVALUATION AND MANAGEMENT OF PRIMARY
HYPERPARATHYROIDISM: SUMMARY STATEMENT AND GUIDELINES

FROM THE FIFTH INTERNATIONAL WORKSHOP

Bilezikian J et al, JBMR 2022

The fifth international workshop for the evaluation and management of primary hyperparathyroidism (PHPT) included a group of 50
international experts with 4 task forces (TF) that addressed the following: 1. Epidemiology, Pathophysiology, and Genetics; 2. Classical and
Nonclassical Features; 3. Surgical Aspects; 4. Management. The TFs conducted a systematic review of the literature in 4 databases, and
followed the GRADE methodology to answer the 12 guidelines questions. Below is a summary of the recommendations (taken verbatim
from the guidelines document.

QUESTION RECOMMENDATION

An elevated serum calcium adjusted for albumin in the presence of an elevated
or inappropriately normal intact parathyroid hormone (PTH) (utilizing either a
second or third generation assay) on two occasions at least 2 weeks apart.

How should primary hyperparathyroidism (PHPT)
be diagnosed?

» Symptomatic PHPT.
What are the clinical phenotypes of PHPT? » Asymptomatic PHPT.
* Normocalcemic PHPT.

« Biochemical: Measure adjusted total serum calcium (ionized if
normocalcemic PHPT is a consideration), phosphorus, intact PTH,
25-hydroxyvitamin D (250HD), creatinine.

« Skeletal: Three-site dual-energy X-ray absorptiometry(DXA) (lumbar spine,
hip, distal 13/ radius); imaging for vertebral fractures (vertebral fracture
assessment or vertebral X-rays [VFA]); trabecular bone score (TBS) if
available.

« Renal: Estimated glomerular filtration rate (eGFR) or, preferably, creatinine
clearance, 24-hour urinary calcium and for biochemical risk factors for
stones; imaging for nephrolithiasis/nephrocalcinosis.

« Non-classical manifestations (neurocognitive, quality of life, cardiovascular):
there are no data to support routine evaluation for these putative
manifestations.

» Genetic: genetic evaluation should be considered for patients <30 years old,
those with multi-gland disease by history or imaging, and/or those with a
family history of hypercalcemia and/or a syndromic disease.

How should patients with PHPT be evaluated?

What are the indications and role for surgical

management of asymptomatic PHPT In patients with asymptomatic PHPT, we recommend surgery to cure the disease.

Although parathyroidectomy is an option for all patients, with concurrence of

the patient and the physician and if there are no contraindications, the panel
recommends surgery in all those in whom one or more of the following is present
(including those who are asymptomatic):

Serum calcium >1 mg/dL (0.25 mmol/L) above the upper limit of normal.

Skeletal involvement: A fracture by VFA or vertebral X-ray or bone mineral
density (BMD) by T-score<-2.5 at any site.

Renal involvement: eGFR or creatinine clearance<60 mL/min, nephrocalcinosis
or nephrolithiasis by X-ray, ultrasound, or other imaging modality, hypercalciuria
(eg, >250 mg/day in women; >300 mg/day in men).

Age <50 years (no other indications are necessary; age <50 years is a sufficient
indication).

Surgery should be performed by an experienced parathyroid surgeon.

Surgery cannot be recommended to improve neuro-cognitive function, quality of
life, and/or cardiovascular indices because the evidence is inconclusive.

For which patients is parathyroidectomy an
option?

Preoperative imaging is recommended for those who are going to have
parathyroid surgery in order to locate the abnormal parathyroid gland(s).
Preoperative imaging modalities include high resolution neck ultrasound,
technetium-99 m-sestamibi substraction scintigraphy, and contrast-enhanced
four-dimensional (4D) computed tomography (CT).

What is the role of preoperative imaging and
intraoperative PTH measurements?



https://www.aub.edu.lb/fm/CaMOP/publications/Evaluation-and-Management-of-Primary-Hyperparathyroidism-Summary-Statement.pdf

QUESTION

What is the role of nonsurgical, medical
management of PHPT?

RECOMMENDATION

Patients with PHPT who do not meet guidelines for parathyroidectomy can be
followed without pharmacological intervention. For those who choose not to
have surgery, but who meet specific guidelines (e.g., calcium or bone mineral
density), medical options are available as recommended by the Panel.

» Cinacalcet to reduce the serum calcium concentration into the normal
range.

« Calcium intake/supplementation should follow the Institute of Medicine
nutritional guidelines: 800 mg/day for women <50 and men <70 years old;
1000 mg/day for women >50 and men >70 years old.

« Vitamin D supplementation: the panel recommends levels of 250HD >30
ng/mL and < the upper limit of normal for the laboratory reference range
(eg, <50 ng/mL).

» Alendronate or denosumab can be used to increase bone density if there
are no contraindications.

» Estrogen has been shown to increase BMD. Its effect on the reduction of
serum calcium is inconsistent.

» Raloxifene cannot be recommended because the data are insufficient to
reach any conclusions.

How should normocalcemic PHPT be managed?

Because of limited data, we cannot recommend guidelines for surgery in
normocalcemic PHPT at this time.

What monitoring plan is recommended in
patients who do not undergo PTX?

Serum calcium and 250HD concentrations: annually.

PTH levels can also be measured, as clinically indicated.

Skeletal: Three-site DXA every 1 or 2 years unless the BMD is normal
Vertebral X-ray, VFA, or TBS if clinically indicated.

Renal: Creatinine clearance (preferred over eGFR), annually.
Abdominal imaging (X-ray, CT, or ultrasound) if clinically indicated.
24 - Hour urine for calcium, if clinically indicated.

When should surgery be recommended in
those who are being monitored?

Serum calcium becomes consistently >1 mg/dL (0.25 mmol/L) above the
upper limit of normal.

A low trauma fracture.

A kidney stone.

A significant reduction in BMD to a T-score < -2.5 at any site.

A significant reduction in creatinine clearance.

In patients who meet surgical guidelines but do
not have surgery what non-surgical approaches
are reasonable?

Calcium intake should be consistent with nutritional guidelines.

Vitamin D should be maintained >30 ng/mL. Cautious supplementation with
parental forms of 250HD (eg, cholecalciferol) is advised, as clinically indicated.
When indicated to reduce the serum calcium, cinacalcet is effective.

When indicated to increase BMD, bisphosphonates or denosumab can be used
When indicated to lower the serum calcium and to increase BMD bisphosphonates
or denosumab in combination with cinacalcet can be considered.

How should PHPT be managed during
pregnancy?

Mild cases should be managed by maintaining good hydration and monitoring
calcium levels.

Bisphosphonates and denosumab should not be used.

Data are very limited on use of cinacalcet.

Consider surgery in the second trimester for patients with serum calcium >11.0
mg/dL and for whom surgery is not contraindicated.

Preoperative imaging should be limited to ultrasound.

If surgery is deferred, the neonate should be closely monitored for
hypocalcemia.

If surgery is deferred, PTX should be done after delivery, and before a
subsequent pregnancy.




EVALUATION AND MANAGEMENT OF HYPOPARATHYROIDISM:
SUMMARY STATEMENT AND GUIDELINES FROM THE SECOND

INTERNATIONAL WORKSHOP

Khan A et al JBMR 2022

The hypoparathyroidism (HypoPT) task force included 4 teams with 50 international experts from 15 countries in the field. The guidelines
were based on four systematic reviews to address the guidelines questions and followed the GRADE methodology.

QUESTION RECOMMENDATION

Hypocalcemia in the presence of an undetectable, low or inappropriately
How should chronic HypoPT be diagnosed? normal intact PTH (utilizing either a second- or third-generation assay) on two
occasions at least 2 weeks apart confirms the diagnosis.

The panel proposes avoiding accidental parathyroidectomy as well as
intraoperative parathyroid auto-transplantation during neck surgery and only
utilizing this in the presence of inadvertent parathyroidectomy.

How can the risks of chronic postsurgical HypoPT
be minimized?

What is the value of determining serum calcium We recommend using PTH measurements early (12— 24 hours) after total
and PTH post-thyroidectomy to predict future thyroidectomy for predicting which patients will not develop permanent
permanent postsurgical HypoPT? postsurgical HypoPT.

In patients with nonsurgical HypoPT who have a positive family history

of nonsurgical HypoPT, present with syndromic features, or are younger

than 40 years, or who have other clinical features of autoimmune
polyendocrinopathy—candidiasis—ectodermal dystrophy syndrome (APECED)
panel members undertake genetic testing.

What is the role of genetic testing in the
diagnosis and evaluation of chronic HypoPT?

What are the most common symptoms and Cataract (17%), infection (11%), nephrocalcinosis/ nephrolithiasis (15%), renal
complications of chronic HypoPT reported in the | insufficiency (12%), seizures (11%), depression (12%), ischemic heart disease (7%),
literature? and arrhythmias (7%).

Every 3-12 months: Serum creatinine, eGFR, calcium (either ionized or
albumin-adjusted), magnesium, phosphorus.

Monitor serum calcium (ionized or albumin-adjusted) within several days of a
What is the optimal monitoring strategy for significant change in medical treatment.

chronic HypoPT? Every 6 - 12 months: 25-250HD.

Every 6 - 24 months: 24-hour urine for creatinine and calcium.

Complete a baseline assessment for the presence of renal calcification or
stones with renal imaging.

Treat with calcium and an active vitamin D analogue, with the goal of raising serum
calcium to the target range, i.e., the lower half of the normal reference range

or just below the normal reference range. At this time, it is not clear how to best
balance the doses of calcium relative to those of the active vitamin D analogue.
Alleviate symptomatic hypocalcemia while avoiding hypercalciuria.

Avoid hypercalciuria when titrating calcium and active vitamin D analogue therapy,
aiming for low normal plasma calcium levels. The panel proposes achieving a 24h
urinary calcium level of < 250mg/24 hrs for adult women and < 300 mg/24hr for
adult men, respectively.

Avoid hyperphosphatemia.

Treat to normalize plasma magnesium levels.

How are patients with HypoPT managed? Aim to achieve a 250HD level in the normal reference range.

Consider treating hypercalciuria with thiazide diuretics in conjunction with a low
sodium diet with careful monitoring of BP, serum magnesium, potassium, and renal
function.

Consider PTH replacement therapy in patients who are not adequately controlled
on conventional therapy. Inadequate control is considered to be any one of

the following: a. symptomatic hypocalcemia; b. hyperphosphatemia; c. renal
insufficiency; d. hypercalciuria; e. poor quality of life. Individuals with poor
compliance, malabsorption or who are intolerant of large doses of calcium and
active vitamin D may also benefit from PTH therapy. Individuals requiring high
doses of conventional therapy (ie. calcium > 2 gm/day or active vitamin D >2 mcg/
day) may also benefit from PTH therapy.



https://asbmr.onlinelibrary.wiley.com/doi/epdf/10.1002/jbmr.4691

QUESTION RECOMMENDATION

Aim to achieve serum calcium (ionized or albumin adjusted) in the mid to low
normal reference range throughout pregnancy.

Aim to achieve serum phosphorus, magnesium and 250HD levels in the
normal reference range.

Closely monitor serum calcium (ionized or albumin-adjusted) every 3-4

How are pregnant women with HypoPT weeks during pregnancy and lactation, with increased frequency in the month
managed? preceding and following parturition as well as in the presence of symptoms of
hypercalcemia or hypocalcemia.

Work closely with the obstetrician to optimize pregnancy outcomes.
Coordinate with the pediatric team to ensure appropriate post-natal
monitoring for transient neonatal hypo- or hypercalcemia.

Avoid using thiazide diuretics and PTH or PTH analogues during pregnancy.

TREATMENT OF HYPERCALCEMIA OF MALIGNANCY IN ADULTS:

AN ENDOCRINE SOCIETY CLINICAL PRACTICE GUIDELINE

El-Hajj Fuleihan G et al, JCEM 2022

The guidelines panel included clinical and systematic reviews methodology experts, and they they addressed 8 questions:

QUESTION RECOMMENDATION

Should a bisphosphonate or denosumab vs no We recommend treatment with an intravenous bisphosphonate
treatment with a bisphosphonate or denosumab be | or denosumab compared with management without an intravenous
used for adults with hypercalcemia of malignancy? bisphosphonate or denosumab.

Should denosumab vs a bisphosphonate be used

for adults with hypercalcemia of malignancy? We suggest treatment with denosumab over an intravenous bisphosphonate.

Should addition of calcitonin vs no calcitonin In adults with severe hypercalcemia of malignancy (serum calcium

be used for adults with severe hypercalcemia [SCa]>14 mg/dl), we suggest a combination of calcitonin and an intravenous
of malignancy who will be started on a bisphosphonate or denosumab as initial treatment compared with only
bisphosphonate or denosumab? intravenous bisphosphonate or denosumab.

Should denosumab vs no denosumab be used for

adults with refractory/recurrent hypercalcemia of We suggest the use of denosumab compared with management without

malignancy on a bisphosphonate? denosumab.

Should a bisphosphonate or denosumab vs no

bisphosphonate or denosumab be used for We suggest the addition of an intravenous bisphosphonate or denosumab
adults with hypercalcemia resulting from tumors | compared with management without an intravenous (1V) bisphosphonate or
associated with high calcitriol levels who are denosumab.

already treated with a glucocorticoid?

Should a calcimimetic vs a bisphosphonate
or denosumab be used for adults with
hypercalcemia due to parathyroid carcinoma?

We suggest treatment with either a calcimimetic or an intravenous bisphosphonate
or denosumab.

Should addition of a bisphosphonate or
denosumab vs no addition of a bisphosphonate
or denosumab be used for adults with
hypercalcemia due to parathyroid carcinoma
in patients not adequately controlled with a
calcimimetic?

We suggest the addition of an intravenous bisphosphonate or denosumab
compared with management without an intravenous bisphosphonate or
denosumab.

Should a calcimimetic vs no calcimimetic be used
for adults with hypercalcemia due to parathyroid We suggest the addition of a calcimimetic compared with management
carcinoma who are not adequately controlled without a calcimimetic.

with a bisphosphonate or denosumab?

The guidelines feature a workflow for the management of hypercalcemia of malignancy depending upon the pathophysiology and severity
of hypercalcemia and the rapidity of serum calcium increase. The severity of hypercalcemia is classified as the following: mild, albumin-
adjusted SCa< 12 mg/dL (14 mg/dL; (>3.5 mmol/L).



https://www.aub.edu.lb/fm/CaMOP/publications/Treatment-Hypercalcemia-Malignancy-Adults-Guidelines.pdf

Moderate HCM

Refractory/recurrent
HCM on BP

Special Populations

HCM-associated with
high calcitriol levels

Adequate hydration
Avoid factors that can worsen HCM

Chronic and asymptomatic
or mildly symptomatic

Same approach as for mild HCM

Acute increase in serum
calcium or symptomatic

Adequate IV saline hydration and suggest
calcitonin as initial treatment with IV BP or Dmab
(Recommendation 3, [®0OOQ)])

Adequate IV saline hydration
+
Recommend Dmab or IV BP over no treatment
(Recommendation 1, [0 0Q)])

Suggest Dmab over |V BP
(Recommendation 2, [®0OO0])

Adequate |V saline
hydration and suggest Dmab
(Recommendation 4, [®00Q])

Adequate IV saline
hydration and glucocorticoids —p
(Recommendation 5, [#O0QQ])

Inadequate control

symptomatic HCM)

Suggest adding IV BP or Dmab
(Recommendation 5, [@0O00])

HCM due to
PTH carcinoma

Adequate hydration and suggest

Inadequate control
with calcimimetic

Suggest adding IV BP or Dmab
(Recommendation 7, [0 Q0])

Calcimimetic or IV BP or Dmab

(Recommendation 6, [®O0QQ])

Inadequate control ) Suggest adding calcimimetic
with IV BP or Dmab

(Recommendation 8, [0 O0])

Abbreviations: HCM, hypercalcemia of malignancy; IV, intravenous; Dmab, Denosumab; IV BP, intravenous bisphosphonate; SCa,

serum calcium.

Hypercalcemia Guideline Resources

https://www.endocrine.org/clinical-practice-guidelines/hypercalcemia

« Clinician Education Presentation (Free CME) | Endocrine Society

« Hypercalcemia of Malignancy Patient Resource | Patient Engagement

« Untangling Hypercalcemia of Malignancy Patient Guide | Patient Engagement
» Guidelines Pocket Card | Guideline Central

« Interview with the Chairs | Endocrine News



https://www.endocrine.org/clinical-practice-guidelines/hypercalcemia
https://education.endocrine.org/URL/CPG2022_hypercalcemia
https://www.endocrine.org/patient-engagement/endocrine-library/hypercalcemia-of-malignancy
https://www.endocrine.org/-/media/endocrine/files/patient-engagement/patient-guides/patient_guide_untangling_hypercalcemia_of_malignancy.pdf
https://www.guidelinecentral.com/shop/hypercalcemia-of-malignancy-in-adults/
https://endocrinenews.endocrine.org/qa-ghada-el-hajj-fuleihan-md-mph-and-matthew-t-drake-md-phd/

PROGRAM ACTIVITIES AND NEWS

Recent Publications

« Bilezikian J, Khan A, Silverberg S, El-Hajj Fuleihan G, Marcocci C, Minisola S, Perrier N, Sitges-Serra A, Thakker R, Guyatt G, Mannstadt M,
Potts J, Clarke B, Brandi ML. Evaluation and Management of Primary Hyperparathyroidism: Summary Statement and Guidelines from the
Fifth International Workshop. JBMR 2022; 37(11):2293-2314.

« El-Hajj Fuleihan G, Chakhtoura M, Cipriani C, Eastell R, Karonova T, Liu JM, Minisola S, Mithal A, Moreira C, Peacock M, Schini M, Silva
B, Walker M, El Zein O, and Marcocci C. Classical and non-Classical Manifestations of Primary Hyperparathyroidism. J Bone Miner Res
2022;37(11):2330-2350

« Treatment of Hypercalcemia of Malignancy in Adults: An Endocrine Society Clinical Practice Guideline. El-Hajj Fuleihan G, Dr.ake M, Clines
G, Hu M, Marcocci C, Murad MH, Piggott T, Van Poznak C, Wu J. The Journal of Clinical Endocrinology & Metabolism, 2022, 00, 1-21;
https://doi.org/10.1210/clinem/dgac621.

» Bassatne A, Murad M, Piggott T, Dr.ake M, Rahme M, El-Hajj Fuleihan G. Patient and Physician Decisional Factors Regarding
Hypercalcemia of Malignancy Treatment: A Novel Mixed-Methods Study. The Journal of Clinical Endocrinology & Metabolism 2022;
jc.2022-02423.

« Seisa M, Nayfeh T, Hasan B, Firwana M, Saadi S, Mushannen A, Shah S, Rajjoub N, Farah M, Prokop L, Wang Z, El-Hajj Fuleihan G, Dr.ake M,
Murad H. A systematic review supporting the Endocrine Society Guideline on the treatment of hypercalcemia of malignancy. Journal of
Clinical Endocrinology & Metabolism jc.2022-02441.

« Jabbour J, Rahme M, Mahfoud Z, El Hajj Fuleihan G. Effect of High dose Vitamin D Supplementation on Indices of Sarcopenia and Obesity
Assessed by DXA Among Older Adults: A Randomized Controlled Trial. Endocrine 2022; 76:162-171.

 Polyzos S, Hill M, El-Hajj Fuleihan G, Gnudi L, Kim YB, Larsson S, Masuzaki H, Matarese G, Sanoudou D, Tena Sempere M, Mantzoros C.
Metabolism, Clinical and Experimental: Seventy Years Young and Growing. Metabolism 2022; 137:155333.

» Giustina A, Bilezikian J, Binkley N, DelLuca H, Fassio A, Formenti AM, El- Hajj Fuleihan G, Heijboer A. Consensus and Controversial Aspects
of Vitamin D and COVID-19. The Journal of Clinical Endocrinology & Metabolism jc.2022-01746R2.

» McCartney C, Corrigan M, Dr.ake M, El-Hajj Fuleihan G, Korytkowski M, Lash R, Lieb D, McCall A, Muniyappa R, Piggott T, Santesso N,
Schdnemann H, Wiercioch W, McDonnell M, Murad MH. Enhancing the Trustworthiness of the Endocrine Society's Clinical Practice
Guidelines. J Clin Endocrinol Metab 2022; 107(8):2129-2138.

« Jabbour J, Rihawi Y, Khamis AM, Ghamlouche L, Tabban B, Safadi G, Hammad N, Hadla R, Zeidan M, Andari D, Azar R, Nasser N,
Chakhtoura M. Long term weight loss diets and obesity indices: Results of a Network Meta-Analysis. Front Nutr 2022;9:821096.

« Saad R, Ghezzawi M, Horanieh R, Khamis A, Saunders KH, Batsis JA, Chakhtoura M. The Association of Increased Intra-abdominal Visceral
Adipose Tissue with All-Cause Mortality: A Systematic Review and Meta-analysis. Front Endocrinol 2022;13:922931.

« Daou D, Chakhtoura M, El-Yazbi A, Mukherji D, Sbeity E, Refaat M, Nabulsi M. Team-Based Learning to Teach Critical Appraisal to Large
Classes of Medical Students. BMC Med Educ. 2022;22(1):77.

« Chakhtoura M, Salim Karam E, Akl EA, El Rassi R, Honein-Abou Haidar G. Research fellowship in a Lebanese medical school: what does it
take to shift from an informal to a formal program? PLoS One. 2022;17(12):e0278576.

« Kabbani D, Sonpar A, Weyant B, Lau K, Robbins M, Campbell S, Doucette K, Abraldes J, Lotfi T, Chaktoura M, Akl E, Cervera C. Immune-
Based Therapy for Hospitalized Patients With COVID-19 and Risk of Secondary Infections: A Systematic Review and Meta-analysis. Open
Forum Infect Dis. 2022;10(1):0fac655. Open Forum Infect Dis. 2022;10(1):ofac655.



https://www.aub.edu.lb/fm/CaMOP/publications/Evaluation-and-Management-of-Primary-Hyperparathyroidism-Summary-Statement.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Classical-and-Nonclassical-Manifestations-of-Primary--.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Treatment-Hypercalcemia-Malignancy-Adults-Guidelines.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Treatment-Hypercalcemia-Malignancy-Adults-Guidelines.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Patient-Physician-Decisional-Factors-Regarding-Hypercalcemia-Malignancy-Treatment-Novel-Mixed-Methods-Study.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/A-Systematic-Review-Supporting-Endocrine-Society-Clinical-Practice-Guideline-Treatment-Hypercalcemia-Malignancy-Adults.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Effect-high-dose-vitaminD-supplementation-on-indices-of.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Metabolism-seventy-years-young-and-growing.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Consensus-Controversial-Aspects-Vitamin-D-COVID-19.pdf
https://www.aub.edu.lb/fm/CaMOP/publications/Enhancing-the-Trustworthiness.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9037142/pdf/fnut-09-821096.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9446237/pdf/fendo-13-922931.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8815246/pdf/12909_2022_Article_3145.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9714842/pdf/pone.0278576.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9825199/pdf/ofac655.pdf

Awareness Activities

CaMOP at AUB launched its Awareness Campaign for Osteoporosis Day 2022. The campaign included an awareness booth at AUBMC,
and two lectures for public awareness one delivered by Dr. Ghada El Hajj Fuleihan to Lions Club and another session to the AUBMC
patients population, delivered by Dr. Asma Arabi and Dr. Marlene Chakhtoura, in collaboration with Mr Charbel Sweidy from the physical
therapy department. The CaMOP contributed also to the awareness campaign activity prepared by Amalouna under the supervision of
Dr. Rihab Nasr.

CaMOP Fund

CaMOP has launched several initiatives to help needy patients who have or are at high risk of osteoporosis. In 2021, over 200 patient
evaluations were performed, with expanding outreach in 2022. Patient evaluation includes clinic visits, bone density, and lab tests,
free of charge as part of:

» Promotion of World Osteoporosis Awareness Day and Month each year.

» Promotion of bone health in children with leukemia and brain tumors.

« Promotion of bone health in high-risk patients with breast and prostate cancer.

« Promotion of bone health in high-risk needy patients.

« Distribution of awareness materials to patients and the public

To support our program, visit the following link https://giving.aub.edu.lb/camop



https://giving.aub.edu.lb/camop

Educational Activities

« Bone and Mineral Metabolism Series, launched in November 2021, is part of the Calcium Metabolism and Osteoporosis Metabolic Bone
Diseases 2-year curriculum, with participation of worldwide experts in osteoporosis and metabolic bone disorders. It includes a total of
39 presentations that span from November 2021 until June 2023. Sessions are grouped by themes; the upcoming themes for the year
2023 are:

SESSION TITLE ‘ SPEAKER ‘ DATE

Vitamin D Guidelines Anastasios Pittas Jan 23-2023
Hyperparathyroidism John Bilezikian Feb 6-2023
Hypoparathyroidism Aliya Khan Feb 20-2023
Familial hypocacluric hypercalcemia Raj Thakker March 6-2023
Kidney Stones Naim Maalouf March 20-2023
Hypercalcemia of Malignancy Greg Clines April 3-2023
DXA Measurements in the Pediatric Age Groups Catherine Gordon April 17-2023
Rickets and Osteomalacia Tom Carpenter May 8-2023
Osteogenesis Imperfecta Francis Glorieux May 15-2023
Hypophosphatasia Micheal P-Whyte May 22-2023
Endocrine/Metabolic Bone Diseases in Childhood Cancer Wassim Chemaitilly May 29-2023
Fibrodysplasia ossificans progressiva Mona Al Mukaddem June 5-2023

» Bone Health TeleECHO is an ongoing live virtual and interactive case based learning network for health care professionals to
share knowledge on the care of patients with osteoporosis and metabolic bone disorders. The upcoming sessions in 2023 will be
announced soon.

Achievements and Awards
Dr. Caline Rhayem, second year endocrinology fellow, inducted into the Gold Humanism Honor Society (GHHS) AUB Chapter 2022

Academic News

« Dr. Ghada El Hajj Fuleihan was selected to serve as an Expert panelist for the ISCD 2023 position development conference.

« Dr. Ghada El Hajj Fuleihan was invited to give a session entitled “The Grade based New Lebanese vitamin D Guidelines” at the WHO
Cairo Regional expert meeting on Policy Action for Healthy Diets with more focus on UAE and GCC countries, 28 February - 1 March
2023, Dubai, UAE.

« Dr. Ghada El Hajj Fuleihan was invited to give a session entitled “Rethinking Old and New Approaches to Osteoporosis Care: Vitamin
D in Osteoporosis” at the International Society for Clinical Densitometry (ISCD) Annual Meeting, March 28 — April 1, 2023, Chicago, IL.

« Dr. Ghada El Hajj Fuleihan was invited to present the hypercalcemia guidelines at the Endocrine Society Annual meeting June 15-18,
Chicago, IL.

« Dr. Asma Arabi was invited to serve as a member of the LOP CME committee.

 Dr. Asma Arabi was invited to serve as a member on the Arab Board of Health Specializations/The Scientific Council of the Adult
Clinical Diabetes Endocrinology and Metabolism.

« The CaMOP faculty were invited to organize a workshop on bone densitometry during the annual LSEDL meeting, June 2-4, 2023.




Save the Date for Events during the Year 2023

Date ‘ Event ‘ Place
March 28 - April 1, 2023 International Society for Clinical Densitometry (ISCD) Annual Meeting Chicago, Illinois
May 4 - 7, 2023 WCO-IOF-ESCEO Annual Meeting Barcelona, Spain

Lebanese Society of Endocrinology Diabetes and Lipids (LSEDL)

Annual Meeting Lebanon

June 2 - 4, 2023

June 15 - 18, 2023 Endocrine Society Annual Meeting Chicago, Illinois

American Society for Bone and Mineral Research (ASBMR) Annual

. Vancouver, Canada
Meeting

October 13 - 16, 2023
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