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EDITORIAL | Allyship

This edition’s theme came together somewhat organically over 
the summer as we transitioned away from a flurry of updates on 
the editorial side. The last item on this year’s list was our PubMed 
application, a project we have been planning since 2021 and which 
our publisher submitted in mid-July. While there is a multi-step 
and multi-month process of assessment still to come, the fact 
that we were ready to make this application is a big milestone for 
CANDJ and our small but dedicated editorial team. 

As we were finalizing contents, it seemed that each article focused 
on a different aspect of listening to the lived experience of people 
who have been or may be treated poorly in conventional care, and 
who look to naturopathic doctors to provide a more knowledge-
able and empathetic clinical experience—to be, in other words, 
better patient allies. 

Doing some background research for this letter, I thought back 
to a conversation I had at the Saskatchewan Association’s Healing 
Skies conference in late May with Jenny Gardipy, a Senior Policy 
Analyst at the Assembly of First Nations (AFN) and PhD student in 
Indigenous Studies at the University of Saskatchewan who joined 
us at the CAND table. I was listening to her discuss her ongoing 
PhD research studying the experiences of Indigenous people with 
disabilities in the Canadian healthcare system. Some of the stories 
were heartbreaking, and we reflected on the fact that people in the 
non-Indigenous community need to hear these stories and under-
stand them so that we can learn from past mistakes and form better 
therapeutic alliances with the people we are looking to serve. 

For many members of underserved groups, or people with com-
plex disabilities or healthcare conditions, these negative and often 
traumatizing experiences can lead them to become distrustful of 
medicine in general. The result is that, often, we miss the oppor-
tunity to help them manage their healthcare needs before they 
become catastrophic. This is one of the areas where naturopathic 
care could provide a unique benefit to many people who have felt 
unheard, disenfranchised, ignored—or worse. But we must go in 
armed with knowledge of these patients’ specific lived experiences, 
knowledge we can use to become more effective healthcare allies. 

Our review article for the edition, discussing integrative naturo-
pathic perinatal care for individuals with obesity, exemplifies this 

argument. As Priolo and colleagues describe, current perinatal care 
in Canada is fragmented and focused specifically on the perinatal, 
labour and delivery period, leaving important windows for interven-
tion neglected in the pre-conception and postpartum timeframes. 
They also discuss how guideline-driven management tends to leave 
patients feeling stigmatized and judged, when a more empathetic and 
motivational approach could produce better outcomes for both sub-
sequent pregnancies and long-term metabolic disease prevention. 

Our first commentary from Lindsay takes up this theme of empa-
thetic listening in practice, particularly as more patients present to 
ND offices with complex and challenging health concerns. Addi-
tionally, we have two commentaries from Inghram and Martineau, 
who discuss overlapping challenges faced by 2SLGBTQIA+ patients 
in accessing affirming, non-stigmatizing care, and the negative out-
comes that result when patients can’t access preventive medicines 
such as Pre-Exposure Prophylaxis (PrEP) for HIV prevention. Both 
authors ask us to think about where gaps in knowledge about the 
lived experience of these populations due to a variety of factors 
(including the current polarized political climate) may also deprive 
these patients of responsive, culturally informed care. 

We hope these submissions will encourage other colleagues to 
think about contributing to CANDJ; we know that there are many 
areas of naturopathic practice that need to be highlighted in our pub-
lication and look forward to meeting more of our readers at local fall 
and winter conferences this year. As always, we welcome commen-
taries and letters to the editor through our portal at candjournal.ca 
and ideas for upcoming submissions to my inbox at editor@cand.ca
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INTRODUCTION

Obesity in the perinatal period represents a growing public health 
concern with significant implications for maternal and fetal out-
comes. The rising prevalence of obesity among individuals of 
reproductive age has paralleled increases in pregnancy-related 
complications, including gestational diabetes mellitus (GDM), 
hypertensive disorders, Caesarean delivery, and postpartum 
weight retention.1 Infants born to individuals with obesity are also 
at elevated risk for macrosomia, preterm birth, and long-term 
metabolic dysregulation.2

Despite the well-established risks, clinical management of 
obesity during pregnancy and the postpartum period remains 
challenging. Current guidelines emphasize early risk stratifica-
tion, individualized nutrition and lifestyle counselling, and close 
metabolic monitoring, but implementation is often inconsistent. 
There is also a need for clearer consensus on effective dietary 

interventions, safe supplementation, and postpartum weight man-
agement strategies that support maternal health.

This review aims to synthesize current evidence on the multi
faceted risks associated with perinatal obesity and to explore 
practical, evidence-informed strategies for prevention and man-
agement. It addresses preconception and prenatal considerations, 
including optimal weight gain targets and the role of micronutrient 
supplementation. Additionally, postpartum strategies for reducing 
long-term metabolic risk and promoting sustainable weight loss 
in individuals with obesity are discussed. Emphasis is placed on 
individualized, non-stigmatizing care that integrates nutrition, 
physical activity, and behavioural health.

By reviewing the current literature and identifying gaps in 
care, this paper seeks to support a more integrative, prevention-
oriented approach to perinatal care for individuals with obesity—
one that promotes lifelong cardiometabolic health for both parent 
and child.

ABSTRACT 
Obesity in the perinatal period represents a growing public health concern with significant implications for short- and long-term 
maternal and fetal outcomes. This review summarizes the current recommendations related to perinatal obesity, exploring 
evidence-informed strategies for prevention and management from the preconception to the postpartum period. 

In the preconception period, this review addresses weight management, lifestyle counselling, targeted supplementation, and 
behaviour strategies through motivational interviewing. During pregnancy, strategies to support optimal gestational weight 
gain, evidence-based supplementation to mitigate risks of complications such as preeclampsia and gestational diabetes, and 
lifestyle interventions aimed at reducing obesity-related pregnancy risks are reviewed. Lastly, in the postpartum period, this 
review examines the impact of maternal obesity on early recovery, breastfeeding initiation, and mental health, as well as the 
long-term risks of postpartum weight retention and strategies to support sustainable, values-aligned lifestyle changes.

Future directions should prioritize interdisciplinary collaboration, including obstetrics, primary care, nutrition, behavioural 
health, and community-based support systems. Research is also needed to refine diagnostic criteria, evaluate the long-
term effects of prenatal interventions, and ensure equitable care for populations disproportionately affected by obesity and 
its sequelae.

Key Words  Perinatal health, obesity, naturopathic medicine, preconception, pregnancy, postpartum, gestational diabetes, 
preeclampsia
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PRECONCEPTION GUIDANCE

Obesity among reproductive-aged women is a pressing issue for 
health systems in Canada and the United States. Nearly 40% of 
women enter pregnancy with overweight or obesity, conditions 
linked with increased risks of infertility, GDM, hypertensive 
disorders, preterm birth, and stillbirth.3 The metabolic dysfunc-
tion associated with obesity can also lead to changes in placental 
function and vascular formation in the fetus.4 A study reviewing 
preconception health knowledge among women planning a preg-
nancy found that 51% had poor knowledge of the risks associated 
with obesity in pregnancy, and that 31% misperceived their own 
body weight, which was more likely among overweight women 
(71%) than those with obesity (10%).5

Preconception care offers a unique window to reduce these risks 
and improve pregnancy outcomes through comprehensive, indi-
vidualized interventions. Canadian and American guidelines, par-
ticularly from the Society of Obstetricians and Gynaecologists of 
Canada (SOGC) and the American College of Obstetricians and 
Gynecologists (ACOG), endorse integrated strategies that include 
weight optimization, lifestyle counselling, nutritional supplemen-
tation, and behavioural support.

Risk Assessment: BMI Classification and Limitations 
Body mass index (BMI) remains the standard tool for obesity clas-
sification. According to the World Health Organization (WHO) 
and adopted by both SOGC and ACOG:

	ρ Class I Obesity: BMI 30–34.9 kg/m²
	ρ Class II Obesity: BMI 35–39.9 kg/m²
	ρ Class III Obesity (Severe or Morbid Obesity): 	  

BMI ≥40 kg/m²

While BMI is practical for population-level risk stratification, it 
does not distinguish between fat and lean body mass or account 
for weight distribution. Waist circumference may offer additional 
insight into metabolic risk, particularly central adiposity, which 
is strongly associated with insulin resistance and cardiovascular 
disease. Clinical assessment may integrate both BMI and waist 
circumference to monitor patient progress and track change over 
time (Table 1). 

Weight Management and Risk Reduction 
Weight loss before conception has notable benefits for women 
with obesity. A 5% to 10% reduction in pre-pregnancy weight 
improves insulin sensitivity, restores ovulation, enhances fertil-
ity, and significantly lowers the risks of pregnancy complications, 
such as preeclampsia and Caesarean delivery.3 Weight manage-
ment approaches should include dietary modification, increased 
physical activity, and behaviour change strategies. According to 
SOGC guidelines, even small weight reductions prior to preg-
nancy can improve perinatal outcomes and reduce the incidence 
of large-for-gestational-age (LGA) infants.7

Diet and Physical Activity Counselling 
Evidence-supported nutrition interventions, such as the Mediter-
ranean or DASH diets, offer substantial benefits in the preconcep-
tion phase. These diets emphasize high intake of fruits, vegetables, 
whole grains, legumes, and healthy fats, while reducing red meat 
and refined sugars. They also emphasize a reduction in packaged 
and processed foods, which are often high in sugar or sodium, 
and can lead to overconsumption or take the place of more nutri-
tional options. A low-glycemic index dietary pattern has also been 
linked with improved glucose control and ovulatory function.8

Physical activity is equally critical. ACOG and SOGC recom-
mend at least 150 minutes per week of moderate-intensity aero-
bic exercise. These include brisk walking, swimming, or cycling. 
Regular physical activity reduces GDM risk, enhances insulin 
sensitivity, and improves cardiovascular function. Combining 
dietary and exercise interventions can reduce gestational weight 
gain and improve the likelihood of live birth in women with 
prior infertility.3

Evidence-Based Supplementation 
Both ACOG and Health Canada recommend targeted supple-
mentation for women with obesity planning pregnancy. Key 
nutrients include:

Folic acid: Women with obesity should take a minimum of 
400 mcg and up to 5 mg of folic acid daily, beginning at least 
3 months preconception, due to a higher risk of neural tube 
defects and altered folate metabolism.7,9

Vitamin D: Obesity is associated with lower serum 25(OH)D 
levels, and deficiency increases risks of GDM, preeclampsia, 
and small-for-gestational-age (SGA) infants. Supplementa-
tion with 1,000–2,000 IU/day is safe and effective in achieving 
sufficiency.10

Iron: Screening for iron deficiency is essential due to increased 
physiological demands during pregnancy and the high preva-
lence of dietary insufficiency. Women with low ferritin (<30 ng/
mL) should receive iron supplementation to prevent anemia 
and ensure adequate stores for pregnancy.

Myo-inositol: Supplementation with 2 g twice daily has shown 
promise in reducing GDM incidence and improving metabolic 

TABLE 1  Waist circumference values by BMI for Caucasian women and 
high-risk waist circumference range (80–95 cm), depending on ethnicity, 
above which individuals face increased cardiometabolic risk. 

BMI category  
(kg/m²)

Waist Circumference in  
Women (cm)

Normal weight 18.5–24.9 ≥ 80

Overweight 25–29.9 ≥ 90

Obese I 30–34.9 ≥ 105

Obese II and III ≥ 35 ≥ 115

BMI = body mass index; 
Ross R, Neeland IJ, Yamashita S, et al. Waist circumference as a vital sign in 
clinical practice: a consensus statement from the IAS and ICCR Working Group 
on Visceral Obesity. Nat Rev Endocrinol. 2020;16(3):177-189.  
https://doi.org/10.1038/s41574-019-0310-7

https://doi.org/10.1038/s41574-019-0310-7
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health in women with obesity or polycystic ovarian syndrome 
(PCOS).11 A 2022 meta-analysis supports its role in improving 
insulin sensitivity and ovulatory function without significant 
adverse effects.3

Screening and Laboratory Testing 
Routine preconception screening should include complete blood 
count (CBC), ferritin, thyroid-stimulating hormone (TSH), 
HbA1c, fasting glucose or insulin, 25(OH)D levels, lipid profile, 
renal function (including proteinuria and serum creatinine), liver 
function tests, sexually transmitted infection (STI) screening, 
and assessment of rubella and varicella immunity.7 Additional 
screening may include polysomnography to assess for obstruc-
tive sleep apnea, which has been associated with increased risk 
of preeclampsia (odds ratio [OR] 2.5), eclampsia (OR 5.4), car-
diomyopathy (OR 9.0), and gestational diabetes (OR 1.9).12 This 
enables early identification and treatment of subclinical deficien-
cies and chronic disease, which can influence conception and 
pregnancy outcomes.

Motivational Interviewing and Behavioural Change 
Emerging research supports the use of motivational interview-
ing (MI) as an effective strategy in facilitating preconception 
behaviour change. In a 2024 randomized controlled trial, women 
receiving up to 10 MI-based health coaching sessions reported 
high satisfaction, improved confidence, and significant lifestyle 
improvements.13 The collaborative, non-judgmental approach of 
MI aligns well with preconception counselling, helping patients 
identify goals, build self-efficacy, and overcome barriers. One ret-
rospective study looked at MI as a weight loss tool prior to fer-
tility treatment, noting a statistical difference for the MI group 
compared with controls (9.3 kg loss vs 7.3 kg, p = 0.01).14 Other 
studies have shown that pairing evidence-based weight manage-
ment strategies with MI can lead to meaningful reductions in 
gestational weight gain and promote long-term health behaviour 
maintenance.8 Motivational interviewing further enhances patient 
engagement, offering a sustainable model for behaviour change in 
this high-risk population.

Effective preconception care for women with obesity requires a 
holistic, evidence-informed approach that incorporates Canadian 
and American clinical guidelines. By combining individualized 
weight loss plans, dietary and physical activity guidance, targeted 

supplementation, and behavioural support, clinicians can signifi-
cantly reduce the risk of adverse maternal and fetal outcomes.

PREGNANCY GUIDANCE

A pregnant person’s BMI can affect their experience with perina-
tal care. Although many individuals with obesity seek guidance on 
nutrition and weight gain during pregnancy, they are often met 
with judgment and biased treatment based on their weight.15

A 2024 study demonstrated that pregnant people with a BMI 
over 30 encountered increased weight stigma, mistreatment, and 
disrespect by obstetric care providers.15 Care providers can pro-
vide compassionate care by understanding that a person’s ability, 
opportunity, and motivation to engage in healthy behaviours is 
impacted by social determinants of health. These include educa-
tion, employment, early childhood development, food insecurity, 
housing, income, and stress.16 While many pregnancies affected 
by obesity can have successful outcomes, maternal weight in preg-
nancy does carry a risk for both adverse pregnancy and adverse 
fetal outcomes (Table 2).17

In 2009, the Institute of Medicine (IOM) outlined the recom-
mended gestational weight gain in a singleton pregnancy, based 
on a person’s pre-pregnancy BMI (Table 3).18,19 Gestational weight 
gain is defined as the amount of weight gained during pregnancy 
and is calculated between the weight reported at the first prena-
tal visit and the last visit before birth.19 It is important to note 
that weight gain during pregnancy is responsible for a number of 

TABLE 2  Adverse outcomes associated with obese pregnant women

Adverse Pregnancy Outcomes Adverse Fetal/Infant Outcomes

Early pregnancy loss

Gestational diabetes mellitus

Hypertensive disorders and preeclampsia

Anesthesia complication

Caesarean birth

Intrapartum hemorrhage

Thrombotic disease

Depression

Congenital malformations

Macrosomia

Shoulder dystocia

Fetal asphyxia

Stillbirth

Obesity

Metabolic syndrome

Cardiovascular disease

Cognitive disorders

Poniedziałek-Czajkowska E, Mierzyński R, Leszczyńska-Gorzelak B. Preeclampsia 
and obesity—the preventive role of exercise. Int J Environ Res Public Heal. 
2023;20(2):1267. https://doi.org/10.3390/ijerph20021267

TABLE 3  IOM gestational weight gain recommendations

Pre-pregnancy weight category Body Mass Index (kg/m2) Recommended range of total weight 
gain (kg)

Recommended rate of weight gain (kg) per week in the 
second and third trimester, mean (range), kg/wk

Underweight <18.5 12.7–18.1 0.45 (0.45–0.59)

Normal weight 18.5–24.9 11.3–15.9 0.45 (0.36–0.45)

Overweight 25–29.9 6.8–11.3 0.27 (0.23–0.32)

Obese (Class I) 30–34.9 5–9.1 0.23 (0.18–0.27)

Obese (Class II) 35–39.9

Obese (Class III) ≥40

IOM = Institute of Medicine; Dalfra’ MG, Burlina S, Lapolla A. Weight gain during pregnancy: a narrative review on the recent evidences. Diabetes Res Clin Pract. 
2022;188:109913. https://doi.org/10.1016/j.diabres.2022.109913 

https://doi.org/10.3390/ijerph20021267
https://doi.org/10.1016/j.diabres.2022.109913
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factors: fat stores, increased blood volume, increased extravascu-
lar fluid volume, uterine enlargement, breast enlargement, amni-
otic fluid, placenta, and fetus.19

Research indicates a high prevalence of gestational weight gain 
exceeding IOM recommendations, potentially due to factors such 
as reduced physical activity and suboptimal dietary intake.20 The 
SOGC suggests that many women with obesity are unaware of 
the risks associated with excessive gestational weight gain due to 
insufficient counselling from healthcare providers.21

The IOM guidelines have been subject to ongoing debate, with 
some experts arguing that the recommended gestational weight 
gain for individuals with overweight and obesity is too high. Addi-
tionally, the guidelines do not differentiate weight gain targets 
among obesity classes.9 Furthermore, due to variations in body 
composition across racial groups, the World Health Organization 
has considered using alternative obesity classification criteria for 
Asian women.22

REDUCING THE RISK OF NOTABLE ADVERSE 
PREGNANCY OUTCOMES ASSOCIATED 
WITH OBESITY

Obesity is a known risk factor for common adverse pregnancy out-
comes outlined in Table 2, such as preeclampsia and gestational 
diabetes. Naturopathic doctors are well positioned to provide early 
education on these conditions and counsel on preventive strategies, 
particularly given that many pregnant individuals do not engage 
with a primary obstetric care provider until the second trimester. 

Preeclampsia
Preeclampsia, affecting approximately 1.6% to 2.6% of pregnan-
cies in Canada,23 is a hypertensive disorder of pregnancy that most 
often arises in healthy, nulliparous women with no obvious risk 
factors.24 However, the risk of preeclampsia is nearly threefold 
higher among individuals with obesity.17

Common strategies to reduce preeclampsia risk include:

Aspirin: Low-dose aspirin reduces the risk of preeclampsia 
in moderate- to high-risk individuals, with a 53% relative risk 
reduction (95% confidence interval [CI], 0.35–0.66) when started 
between 12 and 16 weeks’ gestation.25 ACOG recommends 
81–162 mg daily at bedtime until 36 weeks for those with one 
high-risk or two or more moderate-risk factors (see Table 4).24

Calcium: Oral supplementation of at least 500 mg is rec-
ommended for individuals with low dietary calcium intake 
(less than 900 mg per day) to help prevent preeclampsia.26 A 
recent meta-analysis found that when calcium supplemen-
tation is combined with low-dose aspirin, the risk of devel-
oping preeclampsia is reduced by a factor of 0.20 (95% CI  
0.10–0.37).27

Vitamin D: According to SOGC guidelines, additional vita-
min D supplementation beyond Health Canada’s recommended 
intake is not advised for the prevention of preeclampsia.26 How-
ever, a 2023 study suggests that vitamin D supplementation 
may reduce the risk of preeclampsia by up to 50%.28 Addition-
ally, WHO recommends vitamin D supplementation prior to 
pregnancy for individuals with vitamin D deficiency to help 
prevent preeclampsia.29

Gestational Diabetes 
Gestational diabetes is one of the most common pregnancy 
complications, affecting about 10% of pregnancies in Canada.30 
Obesity is considered a strong predictor in the development of 
gestational diabetes.31 

According to SOGC guidelines, individuals with obesity and 
additional risk factors, such as maternal age over 35, a family 
history of diabetes, previous gestational diabetes, or a history of 
delivering a macrosomic infant, may be offered either the 1-hour 
50-g oral glucose challenge test or the diagnostic 75-g oral glucose 
tolerance test during the first half of pregnancy. If initial screen-
ing is negative, repeat testing is recommended between 24 and 
28 weeks of gestation.32

Common strategies to reduce the risk of GDM include:

Vitamin D: Although evidence is of low quality, a Cochrane 
review found that vitamin D supplementation initiated before 
25 weeks’ gestation reduced the risk of GDM by 49% (relative 
risk [RR] 0.51).33 Doses varied across studies, and baseline vita-
min D status was often not reported. Nonetheless, this may 
represent an opportunity for naturopathic doctors to assess 
vitamin D status early in pregnancy.

Myo-inositol: Supplementation with 4 g of myo-inositol in the 
first trimester may reduce the risk of GDM; however, evidence 
remains limited in individuals with obesity.34 Naturopathic 

TABLE 4  Guidance of aspirin prophylaxis to reduce preeclampsia risk

High Risk Factors (≥1) Moderate Risk Factors (≥2)

History of preeclampsia

Multifetal gestation

Chronic hypertension

Diabetes mellitus I or II

Chronic kidney disease

Autoimmune disorder (e.g., systemic lupus erythematosus, 
antiphospholipid syndrome)

No birth history

Obesity

Family history of preeclampsia

Socioeconomic factors

Age >35 years

Personal history factors (e.g., low birth weight or small for gestational age, previous adverse 
pregnancy outcome, more than 10-year pregnancy interval)

Croke L. Gestational hypertension and preeclampsia: a practice bulletin from ACOG. Am Fam Physician. 2019;100(10):649-650.
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doctors may consider evaluating other GDM risk factors to 
determine whether this low-risk intervention is appropriate.

Probiotics: Supplementation with multistrain probiotics before 
20 weeks’ gestation has been shown to lower the risk of GDM 
by 33% (RR 0.67) in individuals with or without obesity.35

MANAGEMENT OF OBESITY IN PREGNANCY

Achieving an optimal weight prior to conception is ideal.36 Never-
theless, primary weight management strategies during pregnancy 
focus on dietary modification, physical activity, and behavioural 
interventions.9 Given that nearly 60% of pregnancies are planned, 
there is a significant opportunity to implement lifestyle changes, 
particularly in diet and exercise, to support maternal health and 
reduce the risk of adverse maternal and fetal outcomes.1

Minimizing Weight Gain
SOGC guidelines recommend calculating BMI at the initial pre-
natal visit and limiting gestational weight gain to 5–9 kg in indi-
viduals with obesity.21 In addition, ACOG advises using BMI to 
guide individualized dietary and physical activity recommenda-
tions during pregnancy.9

Discussion of weight and gestational weight gain should begin 
at the first prenatal visit. Motivational interviewing techniques 
are recommended, including obtaining permission to discuss 
sensitive topics (e.g., weight gain), screening for a history of eat-
ing disorders, and asking open-ended questions when appropri-
ate. Examples include: “What are your thoughts about weight 
gain during pregnancy?” or, in subsequent pregnancies, “Can 
you describe what weight gain was like in your last pregnancy?”⁸ 
Responses can inform a supportive and collaborative approach to 
optimizing gestational weight gain.

Weight loss during pregnancy is not recommended, as inade-
quate gestational weight gain may increase the risk of fetal growth 
restriction.20 A 2015 systematic review found that individuals with 
obesity who lost weight during pregnancy were more likely to 
deliver infants who were SGA.37

Diet
During pregnancy, most individuals fall short on recommended 
intakes of vegetables, fruits, whole grains, dairy, and seafood, 
while exceeding limits for sodium, saturated fat, and added sug-
ars.38 The International Federation of Gynecology and Obstet-
rics (FIGO) Nutrition Checklist (Table 5) can help naturopathic 
doctors assess and guide dietary intake.38 Notably, adherence to 
a Mediterranean-style diet during pregnancy is linked to a 22% 
lower risk of preeclampsia (OR 0.78), especially among Black 
women, and a 36% reduced risk of gestational diabetes.39,40

Exercise
Exercise is recommended for all pregnant women, as there are 
improved outcomes and healthier gestational weight gain in those 
who engage in regular physical activity.20 Despite the benefits, 
obese women cite lack of knowledge about appropriate exercise, 

conflicting advice, lack of access to correct information, support, 
and advice on exercise during pregnancy from their obstetrical care 
providers as barriers to exercise.39 This is a critical opportunity for 
naturopathic doctors to provide guidance and lower these barriers.

Exercise recommendations for women in pregnancy are:

1.	 All women without a contraindication (see Table 6) should 
be physically active throughout pregnancy. Pregnant people 
with absolute contraindications are limited to their regular 
activities of daily living and nothing more strenuous. Those 
with relative contraindications, however, are encouraged 
to discuss the advantages and disadvantages of moderate-
intensity physical activity with their care provider.42  

2.	 At least 150 minutes of moderate-intensity physical activ-
ity should be accumulated each week, over a minimum of 
3 days.

3.	 A variety of aerobic and resistance training should be in-
corporated to achieve greater benefits.42

Suitable exercises for people with obesity include brisk walking, 
stationary cycling, swimming, and aqua aerobics, as they may 
provide less strain on muscle and ligaments. In addition, regular 
monitoring of exercise is encouraged, as well as using heart rate 
monitoring to ensure that the appropriate intensity is achieved. 

Although the SOGC guidelines for obesity in pregnancy rec-
ommend that previously sedentary pregnant people should begin 
exercise early in the second trimester, research demonstrates that 
to reduce the risk of developing gestational hypertensive disor-
ders, such as preeclampsia, physical activity should begin in the 
first trimester of pregnancy.43 In addition, the risk of developing 
gestational diabetes is reduced by 13% when 150 minutes of phys-
ical activity during the week are achieved in the first trimester.44

POSTPARTUM GUIDANCE

The postpartum period represents an underemphasized phase 
in the continuum of perinatal care, particularly for individuals 

TABLE 5  Sample of FIGO’s nutrition checklist for pre-pregnant/early 
pregnant women

Diet Quality

Do you eat meat or chicken 2–3 times per week? Yes or no

Do you regularly eat more than 2–3 portions of fruit or vegetables 
per day?

Yes or no

Do you eat fish at least 1 or 2 times per week? Yes or no

Do you consume dairy products (e.g. milk, cheese, yogurt) daily? Yes or no

Do you eat whole grain carbohydrate foods (brown bread, brown 
pasta, brown rice or other) at least once a day?

Yes or no

Do you consume packaged snacks, cakes, pastries or sugar-
sweetened drinks less than 5 times a week?

Yes or no

Hart TL, Petersen KS, Kris-Etherton PM. Nutrition recommendations for a healthy 
pregnancy and lactation in women with overweight and obesity—strategies for 
weight loss before and after pregnancy. Fertil Steril. 2022;118(3):434-446. 
https://doi.org/10.1016/j.fertnstert.2022.07.027.

https://doi.org/10.1016/j.fertnstert.2022.07.027
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affected by overweight or obesity. While prenatal care receives 
concentrated attention, support tends to diminish after deliv-
ery, despite evidence that the postpartum window is essential 
for shaping long-term maternal health outcomes. Obesity com-
pounds the challenges of recovery, increasing the risk of surgical 
complications, delayed wound healing, cardiometabolic condi-
tions, and mental health disorders.48-50 Many individuals retain 
excess weight after childbirth, and this persistent weight retention 
is a known risk factor for developing type 2 diabetes and cardio-
vascular disease later in life.48-51 Yet most postpartum care mod-
els remain generalized and reactive, rather than responsive to the 
specific needs of this high-risk population. Reframing the post-
partum period as a strategic opportunity for prevention, recovery, 
and health optimization, rather than focusing narrowly on weight 
loss, may offer a more impactful approach to maternal care.  

The Unseen Burden: How Obesity Affects 
Postpartum Recovery
Postpartum recovery varies significantly between individuals, but 
those with obesity often face additional complexities within stan-
dard care models. A higher BMI is associated not only with an 
increased risk of pregnancy-related complications but also with 
delayed healing and a more complex postpartum recovery.52 Obe-
sity is an independent risk factor for both elective and emergency 
Caesarean delivery and is linked to prolonged labour, anesthesia-
related complications, extended hospitalization, and higher rates 
of postpartum hemorrhage and infection.21,52 

Beyond wound healing, individuals with a higher BMI are more 
likely to report persistent low back and pelvic pain, fatigue, and 
reduced mobility, which can impact infant bonding, breastfeeding, and 
maternal mental health.50 Establishing breastfeeding can also be more 
difficult, especially in cases involving early maternal-infant separation, 
such as Caesarean delivery.55 These individuals are less likely to ini-
tiate breastfeeding and commonly experience delayed lactogenesis.55 

These physical and emotional stressors are frequently compounded 
by weight-related stigma in postpartum care settings, contributing to 
reduced follow-up and fewer opportunities for support.

Despite the substantial demands of postpartum recovery, care is 
often limited to a single 6-week visit, which inadequately addresses 
the complexities of healing, pain, mental health, and metabolic 
risk. This narrow window of care overlooks a critical opportunity 
to ensure continuity, screen for complications, and support indi-
vidualized recovery plans. Integrative approaches that emphasize 
whole-person care, trauma-informed communication, and pro-
active support can help bridge the gaps and reframe postpartum 
recovery as an essential phase to affect long-term health outcomes.

Postpartum Weight Retention: What We Miss  
When We Focus on the Scale
Postpartum weight retention remains one of the most persistent 
challenges following pregnancy. Approximately 75% of individ-
uals do not return to their pre-pregnancy weight within the first 
year, with an average retention of 4 to 5 kg.51 This risk is even 
greater among those with obesity, particularly when excessive 
gestational weight gain occurs, a pattern observed in 35% to 50% 
of pregnancies.21, 48 Individuals who gain ≥20 kg during pregnancy 
are significantly more likely to retain weight postpartum com-
pared with those who remain within recommended guidelines.21 
For individuals with elevated BMI or cardiometabolic risk, even 
modest postpartum weight reduction may contribute to the pre-
vention of diabetes and cardiovascular disease.51

While the long-term risks of postpartum weight retention are 
well-documented, the way weight in clinical care settings is dis-
cussed can have equally lasting effects. Individuals with higher 
BMI report negative experiences with a provider, citing language 
that feels insensitive, or overly focused on risk without context.52 
This approach can cause emotional distress and damage the ther-
apeutic relationship. While sharing risk information is important, 
patients have expressed that it can feel overwhelming or stigma-
tizing when not paired with empathy, support, or actionable solu-
tions.52 Patients emphasize the importance of having their diet and 
activity preferences considered and receiving not just warnings, but 
collaborative plans developed in partnership with their care team.52

Rather than centering care around weight loss alone, focus 
should be shifted to energy, function, metabolic health, and long-
term disease prevention. Weight-inclusive frameworks, such as 
intuitive eating and mindful movement, offer more sustainable 
and compassionate alternatives.52 Naturopathic strategies such as 
blood sugar regulation, anti-inflammatory nutrition, stress reduc-
tion, and individualized care planning align well with this phi-
losophy. Reframing postpartum recovery around whole-person 
wellness, rather than just a return to baseline weight, is an effective 
and empowering approach.  

Metabolic and Cardiovascular Risk: A Critical Window
Between 50% and 60% of individuals with obesity gain more than 
the recommended gestational weight, increasing the likelihood 
of complications such as gestational hypertension, preeclamp-
sia, and gestational diabetes.21 Many also enter pregnancy with 

TABLE 6  Absolute and relative contraindications to exercise in pregnancy

Absolute Contraindications Relative Contraindications

•  Ruptured membranes

•  Premature labour

• � Unexplained persistent vaginal 
bleeding

• � Placenta previa after 28 weeks’ 
gestation

•  Preeclampsia

•  Incompetent cervix

•  Intrauterine growth restriction

• � High-order multiple pregnancy  
(e.g., triplets)

•  Uncontrolled type 1 diabetes

•  Uncontrolled hypertension

•  Uncontrolled thyroid disease

• � Other serious cardiovascular, 
respiratory, or systemic disorder

•  Recurrent pregnancy loss

•  Gestational hypertension

• � A history of spontaneous preterm 
birth

• � Mild/moderate cardiovascular or 
respiratory disease

•  Symptomatic anemia

•  Malnutrition

•  Eating disorder

• � Twin pregnancy after the 28th 
week

•  Other significant medical conditions

Mottola MF, Davenport MH, Ruchat SM, et al. 2019 Canadian guideline for 
physical activity throughout pregnancy. Br J Sports Med. 2018;52(21):1339. 
https://doi.org/10.1136/bjsports-2018-100056 

https://doi.org/10.1136/bjsports-2018-100056
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pre-existing conditions such as chronic hypertension or diabetes, 
factors that significantly raise the risk of severe maternal morbid-
ity and long-term cardiovascular disease.53 

Nearly one in three women will experience a cardiovascular 
event within 20 years of delivery, with risks especially elevated 
among those with pre-existing heart disease or adverse pregnancy 
outcomes.54 Obesity further compounds these risks, particularly 
when postpartum weight retention is present.55 These cumula-
tive effects reflect broader cardiometabolic shifts initiated during 
pregnancy. Inflammatory activity, insulin resistance, and lipid 
alterations can persist postpartum, impacting blood pressure reg-
ulation, vascular health, and endothelial function.56

The risk for venous thromboembolism also rises significantly 
in the postpartum period, with the highest incidence occurring 
in the first 6 weeks. Individuals with obesity who have undergone 
a recent Caesarean birth are at even greater risk. While routine 
prophylaxis may not be indicated for everyone, early mobilization, 
adequate hydration, and the use of compression devices should be 
considered for those at higher risk.21

Despite these risks, postpartum care rarely includes cardiomet-
abolic follow-up. Many individuals are not screened until symp-
toms arise, often years or even decades later.57 One-third of those 
with hypertensive disorders of pregnancy develop chronic hyper-
tension within 10 years.57 Earlier identification of risk and imple-
mentation of preventive care beginning in the postpartum period 
could significantly improve long-term maternal health outcomes.

Mental Health and the Mind-Body Disconnect
Mental and metabolic health are deeply interconnected, yet men-
tal health is often overlooked in postpartum care and lifestyle 
interventions. Individuals with pre-pregnancy obesity, excessive 
gestational weight gain, or postpartum weight retention are at 
higher risk for depressive and anxiety symptoms during preg-
nancy and the postpartum period.21 This is a bi-directional rela-
tionship where depression and anxiety can hinder efforts to make 
lifestyle changes, and additional challenges such as stigma, sleep 
disturbances, emotional eating, and body image concerns can fur-
ther compromise mental well-being.

Individuals with a pre-pregnancy BMI ≥30 kg/m2 or a history of 
anxiety or depression are more likely to experience depressive or 
anxiety symptoms in subsequent pregnancies, especially when com-
pounded by poor sleep.58 Those sleeping less than 6 hours per night 
report lower resilience, higher stress, and increased anxiety.58 This 
highlights the need for routine screening, using a tool such as the 
Edinburgh Postnatal Depression Score (EPDS), and early support.

Naturopathic and integrative strategies, including cognitive 
behavioural therapy, nutrition, exercise, and sleep hygiene, can 
play a vital role in reducing symptoms and supporting recovery. 
Supporting mental health is foundational, not optional, in com-
prehensive postpartum care.

What Works: Translating Evidence into 
Postpartum Care
Lifestyle changes can improve postpartum health outcomes, 
but real-life barriers, such as financial strain, lack of childcare, 

fatigue, and cultural expectations, often limit access to support. 
Traditional approaches fall short when they fail to consider 
these realities.

Emerging research highlights adaptable models that prior-
itize flexibility and community. Virtual interventions, such as 
Facebook-based or app-delivered group programs, have proven 
both feasible and acceptable for time-constrained parents.59 
Community-based group programs have also shown benefits, 
improving weight outcomes, well-being, and participant satisfac-
tion by aligning with individual needs and preferences.60

This is where integrative care excels, offering personalized, 
relationship-based support that goes beyond weight or calories. 
Through motivational interviewing, behavioural coaching, and 
holistic strategies, practitioners can help patients make sustainable 
changes aligned with their values. Effective postpartum care must 
be flexible, culturally sensitive, and grounded in trust.

Looking Ahead: Postpartum as the Start of 
Preconception Care
Postpartum care does not end at 6 weeks; it extends into the 
months and years that follow, especially for those planning future 
pregnancies. The interpregnancy interval is a key window to 
reduce modifiable risk factors, optimize metabolic health, and 
prevent complications in the next pregnancy. When weight, 
blood sugar, and lifestyle are addressed during this time, out-
comes improve significantly for both parent and baby.

Both the SOGC and ACOG highlight that even modest weight 
loss between pregnancies can reduce maternal and fetal risks, 
including GDM, Caesarean birth, stillbirth, and LGA infants.9,21 
A weight loss of over 2 BMI units is linked to a 40% lower risk of 
having a LGA infant, without increasing the risk of SGA, unless 
weight loss exceeds 8 BMI units.21 Clinicians are advised to offer 
behavioural counselling on diet and physical activity, as combined 
interventions are more effective than exercise alone.9 

Improving postpartum outcomes requires reimagining care as a 
year-long, multidisciplinary effort. Obesity-related complications 
persist beyond 6 weeks and intersect with mental health, meta-
bolic risk, and care gaps. A collaborative model including naturo-
pathic doctors, dietitians, mental health professionals, midwives, 
and obstetricians can deliver proactive, whole-person care. Shift-
ing from reactive to preventive care reduces cardiometabolic risk, 
builds emotional resilience, and addresses weight stigma through 
culturally responsive, relationship-based support.

CONCLUSION

Obesity during the perinatal period significantly influences the 
trajectory of maternal and child health, increasing the risk of 
metabolic, obstetric, and neonatal complications. While the evi-
dence clearly supports early and sustained intervention, clini-
cal strategies remain underutilized and often fragmented across 
disciplines. Addressing obesity in pregnancy requires more than 
weight-based metrics; it involves comprehensive assessment 
of metabolic status, dietary quality, nutrient adequacy, physical 
activity, and psychosocial support.
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This review highlights key areas for intervention, including the 
role of targeted laboratory testing, evidence-informed dietary 
strategies, safe supplementation of key nutrients, and personal-
ized physical activity programs adapted for the perinatal period. 
The postpartum period is a crucial, yet often neglected, opportu-
nity to support weight management, prevent type 2 diabetes, and 
address cardiovascular risk, while also supporting lactation and 
maternal recovery.

Future directions should prioritize interdisciplinary collabo-
ration, including obstetrics, primary care, nutrition, behavioural 
health, and community-based support systems. Research is also 
needed to refine diagnostic criteria, evaluate the long-term effects 
of prenatal interventions, and ensure equitable care for popula-
tions disproportionately affected by obesity and its sequelae.

Ultimately, shifting the narrative around perinatal obesity from 
one of risk to one of opportunity may help improve outcomes. By 
engaging individuals with obesity in informed, respectful, and 
integrated care before, during, and after pregnancy, clinicians can 
play a pivotal role in breaking intergenerational cycles of meta-
bolic disease and promoting lasting health for families.
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At a time when there are insurmountable gaps in care among those 
that are gender and sexually expansive (GSE), 2SLGBTQIA+, 
one of the biggest questions I have as a soon-to-be graduate of 
Naturopathic Medical School is, what role will the field of natu-
ropathic medicine play in alleviating some of these current gaps 
in care? 

As was outlined in a 2024 article on LGBTQ+ health education 
for medical students in the United States, authors Tess I. Jewell and 
Elizabeth M. Petty reported that 175 out of 176 medical schools in 
the United States and Canada found that 76% of osteopathic medi-
cine (DO) students and 65% of allopathic medicine (MD) students 
described their medical schools’ GSE curriculum as fair, poor, or 
very poor. Additionally, 40% of medical students, residents, and fel-
lows expressed not having adequate training in this area; 50% of 
whom stated that they had minimal interactions with GSE patients.1

Given the lack of data existing on these topics within the natu-
ropathic profession, one wonders how our profession fares against 
these concerning numbers within the world of conventional med-
icine. This lack of inadequate data does not negate our need and 
duty as a profession to be more culturally informed and respon-
sive with the care we provide to GSE patients. These reforms 
should occur whether or not naturopathic doctors (NDs) have a 
full scope of practice according to the various state/provincial laws 
and regulations within North America.

In a 2022 article published in Yoga Therapy Today, I argued that 
yoga therapy, as an emergent healthcare profession, has the oppor-
tunity to lead bold and progressive changes to upend the status 
quo that perpetuates long-enduring injustices against not only 
black, brown, and indigenous communities but also against those 
of 2SLGBTQIA+ experience.2 I believe naturopathic medicine has 
this same opportunity, as does the broader community of Com-
plementary and Integrative Health (CIH) professions.

Not only are the aforementioned statistics alarming to me as a 
soon-to-be ND graduate, but they are also concerning to me as a 
queer and trans feminine person who has directly experienced the 
harms and inequities of our existing medical system. In 2020 upon 
starting ND school and seeking the care of a new primary care 

physician, I experienced none other than medical discrimination 
from a DO, in Arizona at the time. During my initial appoint-
ment with this doctor as he reviewed my medical history and 
current medications, not only was he unaware of pre-exposure 
prophylaxis (PrEP) medication, an HIV preventive medication, 
he became visibly uncomfortable in my presence as I explained 
the reasoning for taking this medication. His discomfort became 
so palpable that as the conversation progressed, he began opening 
the door to the patient room and shouting from the opposite end 
of the hallway that he could no longer treat me. I left that doc-
tor’s office in utter shock and disbelief with no referral to another 
physician nor a prescription to renew my medications at the time. 
Such behaviour is illegal among licensed physicians. However, 
even though I submitted a complaint to the Arizona state medi-
cal board about his unethical behaviour, nothing was done and he 
experienced no consequence.

I would like to think that this kind of behaviour is unbecoming 
of those within the ND profession, but I’m keenly aware that we 
receive abysmal training in caring for those who are GSE through-
out the tenure of Naturopathic Medical School. 

Whereas some within our profession may see the integration of 
2SLGBTQIA+ competencies within naturopathic medical educa-
tion as promoting a certain political agenda, this view discounts 
the active and persistent marginalized stressors that GSE patients 
face in their daily lives. As NDs, we cannot truly serve within our 
role of health promotion and health optimization if we do not 
understand the realities this community faces.

Here are some noteworthy statistics to frame GSE marginalized 
stressors: 

	ρ Black transgender women in the Americas have a life 
expectancy of 30 to 35 years.3 

	ρ 40% of transgender adults have actively made a suicide 
attempt; 92% of these occurred before the age of 25.4

	ρ Lesbian, gay, and bisexual (LGB) youth contemplate sui-
cide at a rate 3 times higher than that of their heterosexual 
peers.4
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	ρ Transgender adults 65 years of age and older account for 
17% of all fatal suicides within the general population.5

	ρ Transfeminine populations face a 6-times higher rate of 
intimate partner violence than their cisgender female 
counterparts.6

	ρ A 2015 report of over 27,000 queer and transgender peo-
ple found that nearly 30% of respondents were living in 
poverty compared with approximately 15% of the general 
population.6

	ρ A 2016 transgender discrimination survey found that 1 in 
4 participants experienced insurance coverage obstacles; 
55% were outright denied coverage for transition-related 
surgeries; 25% were denied coverage for gender-congruent 
hormones; and one third overall had at least one negative 
interaction with a healthcare professional such as being 
refused care, being verbally harassed; or having to teach 
healthcare professionals about their identity.6

While these statistics are truly alarming, they do not begin to 
scratch the surface of harms that 2SLGBTQIA+ people face in 
society and in medicine, many of which are underreported or 
inaccurately represented due to fears of legal ramifications or fur-
ther societal stigma for speaking up. What is well documented 
across the scientific literature, however, is that GSE patients face 
a heightened risk of mental health conditions, cardiovascular dis-
ease, hormonal and autoimmune disorders, obesity, pulmonary 
pathology, higher exposure to environmental toxicants, substance 
abuse, and many other conditions, which heightens their overall 
physiological and psychological disease burden beyond that of 
their cisgender heterosexual peers.

Through appropriate education, training, and trauma-informed 
care, naturopathic doctors are well equipped to confront the 
extensive health burdens that 2SLGBTQIA+ individuals face by 
not only promoting hormonal and sexual health but also address-
ing the very determinants of health that are vastly compromised 
within this community.

Due to politicized media bias and talking points, some within 
our profession may perceive that providing queer- and trans-
affirming care simply means prescribing cross-sex hormones 
to those wishing to undergo gender transition; whereas this is a 
component, there is a much more fundamental aspect of provid-
ing care that involves the art of medicine. In this case, it involves 
holding a heart-centred space that allows them to show up just as 
they are without burdensome questions, without questioning the 
existence or validity of their identity, and without repeating harm-
ful political narratives. 

In short, providing an affirming environment for queer and 
trans people is about stopping the perpetual cycle of extensive 
injustice that the GSE community faces within dominant soci-
ety and within medicine. We can consciously choose to not allow 

these issues to be perpetuated within our practice and the thera-
peutic space we provide as NDs. Isn’t an affirming environment 
exactly why patients seek out NDs in the first place?

One of the major narratives we hear regarding patients seek-
ing out naturopathic care is that they appreciate our deep listen-
ing skills; they often feel heard and affirmed simply because we 
show up with an open mind and heart. In other words, we believe 
patients when they express particular symptoms or experiences, as 
they are the experts of their own life. As clinicians, we may not fully 
understand those experiences, but, nonetheless, we accept and 
affirm the validity of their symptoms and who they are as a person. 
This level of awareness and care is sadly missing for all too many 
2SLGBTQIA+ individuals, and that is all we were ever asking for. 

Ultimately, providing queer and transgender care does not need 
to be complicated, nor should it continue to be politicized. My 
hope is that, as a profession and as individual clinicians, despite 
our lack of education in this area, we can appropriately discern 
how to navigate the care of a community that is not only desper-
ately in need of active allies but in search of people willing to rise 
above all of the debates over our existence and treat us as any other 
human being worthy of dignity, respect, and access to medical 
care. As a profession, we must rise to this challenge.
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Human immunodeficiency virus (HIV) continues to pose a global 
public health challenge, despite decades of progress in treatment 
and prevention. In Canada, the HIV incidence rate remains con-
cerning, with gay, bisexual, and other men who have sex with men 
(MSM) constituting the highest proportion of new infections. 
Pre-exposure prophylaxis (PrEP) is a powerful tool for reducing 
HIV transmission risk. It involves the use of antiretroviral med-
ications in HIV-negative individuals. Health Canada approved 
daily oral PrEP using tenofovir disoproxil fumarate/emtricitabine 
(TDF/FTC) in February 2016, marking a transformative moment 
in the nation’s HIV prevention strategy. This article argues for a 
stronger role for naturopathic doctors in the national PrEP land-
scape to advance equity, public health, and clinical integration.

The cost of managing a single HIV infection across a patient’s 
lifetime is considerable; this includes direct healthcare expenses 
such as medication, physician services, and hospitalizations, 
as well as indirect costs from loss of productivity and employ-
ment disruptions. These costs range between CAD448,000 and 
CAD690,000 per person1. In contrast, the annual cost of PrEP 
per participant in Canada was estimated at CAD12,001, with 
each infection averted costing about CAD621,390.1 This cost 
may initially seem high but is dwarfed by the lifetime cost of HIV 
treatment. PrEP becomes cost-saving or highly cost-effective, 
depending on model and adherence. The societal benefits of 
PrEP extend beyond direct financial savings. As Lachowsky et al. 
(2019) found in a Vancouver-based study, PrEP not only protects 
individuals but may also reduce stigmatization and anxiety asso-
ciated with HIV, especially in communities such as MSM where 
HIV burden remains disproportionately high.2 This psychosocial 
advantage can facilitate engagement in health care and reduce the 
long-term burden of mental health comorbidities. 

Despite its efficacy, PrEP uptake remains far below optimal 
levels. Comer and Fernández (2022) highlight that public health 
systems in the United States have not fully capitalized on PrEP’s 
preventive potential, citing underfunded programs and systemic 
barriers such as racism, geographic inequities, and lack of provider 
awareness.3 In the United States, PrEP is indicated for more than 

1.2 million Americans, yet fewer than 25% are actually using it. In 
Canada, data are sparse but consistent with similarly low uptake. 
Studies in Ontario and British Columbia suggest that stigma, 
lack of provider knowledge, and systemic barriers impede wide-
spread PrEP access.4 Disparities persist along racial, economic, 
and geographic lines. According to Sun et al. (2022), PrEP aware-
ness and willingness to use PrEP among MSM vary significantly 
by region and income level5. While awareness has improved in 
high-income countries (HICs), actual access is still hampered by 
cost, cultural stigmatization, and insufficient public health infra-
structure. In the United States , the “Ending the HIV Epidemic” 
(EHE) initiative positions PrEP as a linchpin in HIV prevention. 
However, as Comer and Fernández (2022) argue, public health 
departments have struggled to mount an equitable and coordi-
nated PrEP rollout, particularly for communities of colour and  
rural populations.3 

Canada faces similar shortcomings. Lachowsky et al. (2019) 
found that even in British Columbia—where PrEP is publicly 
funded—many MSM remain unaware of their eligibility or face 
difficulty accessing culturally safe primary care2. Despite the 
promise of PrEP, affordability remains a core issue. Without 
public healthcare coverage, TDF/FTC can cost CAD1,700 to 
CAD3,500 CAD per month. Even though a generic TDF/FTC is 
available at roughly $26 per month in the United States, Canada’s 
access remains inconsistent.3 Economic evaluations consistently 
show that universal PrEP programs are cost-effective when tar-
geted at high-risk populations. Yet public health delivery mech-
anisms have not kept pace with need. Rural, racialized, and 
2SLGBTQIA+ populations remain underrepresented in PrEP pro-
grams due to systemic inequities and limited reach of traditional  
healthcare systems.2,4 

PrEP involves nucleoside analogue antiretroviral medications 
that inhibit viral reverse transcriptase, thus preventing HIV repli-
cation in the host. The two most common regimens are:

	ρ TDF/FTC (tenofovir disoproxil fumarate/emtricitabine) 
– the standard, most thoroughly studied oral PrEP option.
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	ρ TAF/FTC (tenofovir alafenamide/emtricitabine) – a new-
er formulation with a better renal and bone safety profile.

Additionally, cabotegravir long-acting injectable (CAB-LA) 
has been FDA-approved and is expected to become available in 
Canada. CAB-LA is injected every 2 months, improving adher-
ence over daily pills, which is an important benefit since efficacy 
studies using oral routes show greater than 90% reduction in HIV 
transmission with proper adherence. 

Short-term side effects of PrEP include nausea, headaches, and 
gastrointestinal upset, which are generally mild and transient. 
Long-term risks, with TDF especially, include:

	ρ Renal dysfunction: necessitating quarterly creatinine/
eGFR monitoring. Tenofovir is entirely eliminated via 
the kidney without hepatic metabolism or elimination, 
and studies have shown that over time eGFR can decrease 
somewhat with longer-term use. Use of recreational drugs, 
a high protein diet, or protein supplements while using 
tenofovir can also decrease eGFR.

	ρ Decreased bone mineral density: particularly concerning 
for those with osteoporosis or risk factors. Tenofovir is as-
sociated with small decreases in bone mineral density with 
longer-term use, though these decreases are quite limited.

A recent meta-analysis that included 15,678 participants  
across 13 RCTs found no difference in severe adverse effects 
between PrEP and placebo arms, with a small but nonsignif-
icant increase over placebo with respect to fractures and creati-
nine elevations.6 A large retrospective cohort study in the United 
Kingdom observing PrEP users found that 114/14,000 experi-
enced decreases/low eGFR; a large proportion of these could 
improve eGFR by decreasing protein supplementation or discon-
tinuing recreational drug use.7 TAF has a better renal and bone 
side effect profile but can be associated with hyperlipidemia, and 
serum lipids should be monitored yearly.8 On-demand or “2-1-1”  
PrEP (taking doses around sexual activity rather than daily) has 
also proven effective, particularly among MSM. However, it is 
not recommended for all populations and requires thorough 
patient education. Individuals with comorbidities (e.g., diabe-
tes, hypertension) may require careful risk–benefit analysis. 
Regular monitoring (renal panels, HIV testing, sexually trans-
mitted infection [STI] screening) every 3 months is critical to 
safe, effective PrEP use. Persons with hepatitis B can also expe-
rience severe hepatitis flares if PrEP is ceased and hepatitis B is  
not treated.7

Naturopathic doctors, with their holistic, preventive approach 
and emphasis on patient-centred care, are uniquely positioned to 
fill gaps in PrEP access, support adherence, manage side effects, 
and advocate for marginalized communities. Naturopathic doc-
tors could help bridge these gaps in access, particularly in prov-
inces where NDs are regulated to provide primary care services. 
They often practice in underserved regions and have strong 
community ties. NDs, with their expertise in preventive and sup
portive care, can also play an essential co-management role.

Naturopathic medicine is regulated in six Canadian provinces, 
with varying scopes of practice. While NDs can’t currently pre-
scribe PrEP directly, they can:

	ρ Screen patients using risk indices like the HIRI-MSM.
	ρ Refer to prescribing physicians and sexual health clinics. 
	ρ Monitor side effects and lab results.
	ρ Support adherence using integrative tools.

Culturally competent, trauma-informed care is a hallmark of 
naturopathic training, which is especially relevant for marginalized 
groups such as MSM, trans individuals, and racial minorities. By 
embedding PrEP education and risk assessment into routine care, 
NDs can become vital access points. Adherence remains a critical 
determinant of PrEP effectiveness. NDs can enhance outcomes by:

	ρ Nutritional strategies: Support for renal (hydration, an-
tioxidant-rich foods), bone (vitamin D, calcium), and gut 
health (probiotics).

	ρ Herbal therapies: Ginger, peppermint, and chamomile for 
gastrointestinal (GI) tolerance.

	ρ Lifestyle modifications: Sleep hygiene, stress manage-
ment, and sexual health counseling.

	ρ Educational tools: Pill packs, mobile reminders, and check-
in systems tailored to patient preferences.

Importantly, NDs can also help dismantle stigma and misin-
formation around PrEP in holistic care settings, offering a judg-
ment-free, affirming space for patients to explore prevention. 
PrEP represents a seismic shift in HIV prevention—one that is 
underutilized, especially in Canada. Naturopathic doctors, with 
their commitment to patient-centred, preventive, and holistic 
care, are well-positioned to lead a new frontier in PrEP delivery 
and advocacy. Their involvement could address barriers in edu-
cation, stigma, adherence, and accessibility. As Canada works to 
end the HIV epidemic, integrating naturopathic care into PrEP 
pathways is both an ethical imperative and a practical solution.

Resources:
 

	ρ https://smartsexresource.com/resources/
hiv-prep-toolkit-for-clinicians/

	ρ https://smartsexresource.com/resources/
hiv-incidence-risk-index-for-msm-hiri-msm/

	ρ https://smartsexresource.com/
sexually-transmitted-infections/sti-basics/prep/
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The changes to the healthcare landscape over the past several 
years—shifts in resource management and access to treatment—
have increased the complexity of patient care in my practice. I 
often find myself striving for advanced treatments that will 
address patients’ needs. A recent patient experience reminded 
me that even the most sophisticated treatment plan with the most 
modern or innovative protocol always needs to be interwoven 
with an authentic, heart-based connection. 

Many patients bring challenging health concerns. My case-
load is full of patients with confusing symptoms and no defini-
tive diagnosis. However, this patient’s etiology was more elusive 
than most and her symptoms ever-changing and ever-confusing. 
I would often ruminate in an attempt to piece together the puz-
zle that was her case. I carefully considered her medical history, 
attended continuing education (CE) webinars, completed lengthy 
PubMed searches, delved into UpToDate, and consulted mentors 
and colleagues. Despite applying all that I had learned, no real 
improvement was noted. She declined referrals to other providers 
that I felt could illuminate and move the needle. She continued to 
book appointments with me despite no real change in her con-
dition. I wondered, “why.” A short time later, I got my answer. In 
a card she gave me, she shared her deep gratitude for my time 
and energy and thanked me for my commitment to her healing. 
She also expressed how much it meant to her that I believed in 
her health struggles and that I patiently listened to her concerns. 
She felt validated and honoured—this was the medicine. In that 

moment, I realized that I had provided her an opportunity to tune 
into her own inner knowing and heal on a deeper level than could 
be accessed by an injection or herbal extract. 

As naturopathic doctors, we are more than our tools, and it is 
the relationship we craft with our patients that builds the founda-
tion for incorporating the material treatments. Continued learn-
ing is absolutely essential. But that learning must focus on more 
than technical skills—it must facilitate and improve our capacity 
to be fully present with our patients. There will always be cases 
that require us to step away from the latest innovation and simply 
hold a therapeutic space where we relate to our patients from a 
place of respect and genuine, heart-centred connection.  

Patients may not remember what medicine or tincture we dis-
pensed, but they will remember how it felt to be validated and heard.
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