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3.2

ITIREAIR =18 {E gestational weight gain; GWG

AR CEIEGR T 2 70 0 B s AR B AR . S 3R i AT AR A R PR
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5.8.1 IR~

WERIL: X a2 e 2 AT SR = KB i 5, R AR 0 1 2 SR St o |2
B,

TREXTER : 2T F 220 BMI 2 30 kg/m?, oi4Ei4=> 35 %, s R EHM L. ek
D/ 2 A R

TREATE: R (BT E6~10 D .

TEE A PO AR S IS N W e s

a) BAEfEAS: MUK (CRL) . 223 (MSD) . UPBFE. MAROE#EN. 3k
B, AL,

b) [MiEdEkR: Zf# (Progesterone, Prog) . B- NEEMALHEAREME (B-hCG) .

FREHE:

a) EBAIEFR: CRL=7 mm 508 MSD225 mm RS, AU W ELEE T
Or CHEURARIO O bREM s R )LOshid 28, Bawd 5 kB KRUTECA , 7= XU A
6%Ft 2 84%!151,

b) MLiE4EFR: Prog<45nmol/l (14 ng/ml) &8 FHFIR (BUKRE 87.6%, 455
J% 87.5%) ; B-hCG < 20 ng/ml $&/r5 578 4EgR (UK 88.3%, FHYETRIIE 82.6%) (151,

LHEES:

a) SR, VORI (AR, LR 1~2 FEE),
I ME R AR D9 AT 3 B R R o

b) Prog #h 78 T PRI XS (FEAERAIZ B WIEIR/EMTE @D

o) AT A ERPHIERRE AR CnE B iR AR AT RRREIE
WrE AR, HNAEREEITTE S TR TE .

B2E/ER: ERAS AR SUEARHE R E TR LA R, ASAT gl
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WERE: S
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WEEW: NN R 20 R R ST IR K% (GDM) R Wi E 570 2
B,

TFEXMR: FIAMANEENZH2E, THASUTEARES: Fild=35%. 4
BT BMI =30 kg/m?. 5 GDM ¥ 5. H R Ips 5% Je s [16-201

TRERS: HXae (R RES TR, e RimaEliv, T4 24~28
JE PO i A 21221

THE % KM 75 g DR A bER E08 (OGTT) , MiE=sMEipE. AEE 1/
i K 2 /B I

SEHE (FFELLTE—BNZHE M) :

IR IMAE= 5.1 mmol/l1 (92 mg/dl) ;

ARARE S5 1 /NI B> 10.0 mmol/1 (180 mg/dD)

JRFE G 2 /NES A= 8.5 mmol/1 (153 mg/dl)

THEES:

a) AT EHLSAE KRR (GD e, MR EIEE). AR
AT TG MAEARESR, F2 Wb Rtar=FE, DB S 3RS RIEIT

b) AT ik b ZEK . WO L ek CGan)\BED , 1T
FEAIK GDM KIR%, DG BHESS )R .

o IpEESIEAs: TIRIMHE<5.3 mmol/l, %5 2 /M ILH%<6.7 mmol/l.

BZ/ER: GHEREAE R RRRE AN &G = R AES A, W
W SR G VAL, MR E T % .

ERERE: X,

WERE: i

5.8.3 WiREASIIE

WEEW: X R a2 AT AR & i 2 R A 5 B .

TEEXS: AR 42 BMI 2 30 kg/m?, EAENR=2 35 %, BUA IS S LR 5 .
TIRAT IR S . BUiEE SR SR s 3 12324,

TRERT R : OO KR (R AT 42 20 A ER 2~4 AR ALK
FHRFE PR o

TRERA:

UG LM &, BEE-FEkE (MAP) T Eailkishiesh (UtA-PD | e
KET (PIGF) %[2527],

SEHE:

M. W4 E> 140 mmHg F1/8047 7K 5> 90 mmHg C[AJR& 4 /NSFRL_E PR VRIED
HE R A REEER B HE, 2WTINATH; MAP. UtA-PL. PIGF [ EAKRIE ] S5 A
Hh S8 = ARAE

THEES:

VAW T RemRE. By R, KBRS,

2T ARG AT MG Cn)\BURD AR (k. R =HD,
AT B T A7 30 B A R 390 v L 0 R A R

3. FE ] H bR: <140/90 mmHg; # HELE A S 1fiUE (2160/110 mmHg) 5% 7-4H
BUHEIR, R E2r=Rt, B S 3h B 25903007

#22/ER: EESNE. EE TR, CEOF SRR LEESSE, TR
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e o 2 KR 5 i R AN W70 % KL R G RO FEWA TR | NHEFERE
— . | 4R PubMed. Embase. WOS.
iEE N . _ | GWG. GDM. #I& Meta Cochrane RoB
il = & [ L] =272 N .
prg ;\H;IH WANFANG, ##FE% 2026 | 16 i RCT, n=2742 | HJAUEGR. JEREE GWG 8 FR 2 R I + GRADE 5.2
N \ e = o Cochrane
Jrhr ’ﬁ = e R é;ﬁ\
Lﬁi L % T R_CZT;F%@E L %EWG\ GDM. 5 E$+§ g2 RoB/NOS + 3
& , n= 1 H GRADE
e 1Iﬁ RCT+ZIﬁ f
e | Metar 08, | IIAKEAR RIS GWG Hah | i o | g | AMSTARINOS | g
n=2116
?‘M oI 2 T RCT, n=393 R UEYR L GWG bR GWG. AR Meta Cochrane RoB 5
o oL = T4 4 4 S A HRP ; ST + GRADE '
TN I gl s R0 A7 A R ,
HE | - _ e O FEIR AR ARF | E&E/EMLE | Cochrane RoB
e A 2 Wi RCT, n=142 ;Ezzﬁlrﬂﬂ, HAREEIR 16 F )5 o - + GRADE 5.6
IR GWG. GDM. Met. Coch RoB
N = i A 5 n/#\‘ ™ — N ~ L eta ochrane Ro
izﬁ EHS 20 T RCT, n=8430 | EAEEL GWG Hhs iR 4T Uk e e I + GRADE 5.7
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()
BEREEE o
#FB.1 tHRIDALHEL (WHO) REBFHRE
WHO & #H {54 (BMD 733 BMI {ilH (kg/m?*)

PR I % <18.5
IEH AR E 18.5~24.9

E 25.0~29.9
RERE T2 30.0~34.9
AR TT 2K 35.0~39.9
AEJEITZE >40.0

#*B.2 IMARHEERERHTE

TN B B 14 BMI ji [ (kg/m?)
B2 B R SE 28.0~32.4
Hp RS A R 32.5~37.4
AR R 37.5~49.9
B P R R >50.0




Mk C
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PR ERKEFER

C.1 ERTERELMAIRE:

4 2009 F3£ H R 2EH ST (I0MD) AT AT IR FAAREE 28 8, #4 Rl 38 LN 1T 25N b
R R R A BMI230 kg/m? [ 22 10 22 B R 1 85 <5 kg~9 kg, L3k C. 1.

F C. 1 IRZH] BMI XA IREA B AR EHE A0 EHE N R AFTIE I
SRR Z v SR v S0 0 o
1l BMI FEE GEED | FBE GERD
uHl (kg) | iRl (lbs) R : kS Wiy T/
fRfAHE (<18.5kg/m?) 12.5-18 28-40 0.51 (0.44-0.58) 1(1-1.3)
IEHKE (18.5~24.9kg/m?) | 11.5-16 25-35 0.42 (0.35-0.50) 1(0.8-1)
HE (25.0~29.9kg/m?) 7-11.5 15-25 0.28 (0.23-0.33) 0.6 (0.5-0.7)
BERE (230.0 kg/m?) 5-9 11-20 0.22 (0.17-0.27) 0.5 (0.4-0.6)

A IR EAEH T 55 <157cm BUFER <20 &, ZRGEIRZE.

C.2 EMTIMEHFRAE:

2021 5 9 AEEFRZE KA (h EEZERAE I S PN) . HE 1 o EER
90 L R B Y FEUNT R v e U0 ) R S M HE R, SR C. 26

#*C.2 ERII\ALFERKEREMIERPGRATEGEEKIEEFE

ZHT BMI (kg/m?) K7 MEKE (kg | 2R KME (kg) | 2PRIEKE (kg/w)
KAk E (BMI<18.5) 11.0-16.0 0-2.0 0.46(0.37-0.56)
IEH A (18.5<BMI<<24.0) | 8.0-14.0 0-2.0 0.37(0.26-0.48)
#BE (24.0<BMI<28.0) 7.0-11.0 0-2.0 0.30(0.22-0.37)
JERE (BMI228.0) 5.0-9.0 0-2.0 0.22(0.15-0.30)

10



https://www.ncbi.nlm.nih.gov/books/NBK32799/table/summary.t1/?report=objectonly

M D

(HSEH)
GRADE iHER B SHERE SR %
% D.1 GRADE IiFEEFREHEK
RS X O
H, N E‘ N /\é P
BOHighy | AR SR A | o e 9 RCT S RCT AR SET
#r /Meta 43 #7 .

#1 (Moderate)

XS THEAT A5 s LSBT
BERAL A THE, (B A AE—E Z ]
RETE.

RCT AFAEHR 7Y JR R4 s SRR 7T
HA RPN 5N KR 5T
EES

{& (Low)

X RO At VB AE A PR - FCSRAR AT
AES M THEZE R BUK.

ML FT AT I B 0f D B RCT
FAE™ R PR

WAK (Very low)

XSG THE L B0 {5 0 HSEE
RATE S THEZE IR K.

WIS PEEIRTE TRER; 5
AE LR TEAAE ™ FR PR -

% D.2 GRADE EFRE R

HEAF o

e X

IR A

sRiERE (11D

AR KT S i, BSOS
TAEW K TR, JLPFEM T

“_%1&” / “_‘%Z:1ﬁ” s

S9HEE (1)

Rat 5K AR, Bk A
R, wa R EE BN HMEMS
It HEAT 5 %

“TTREH” / “TTREAHL -

TUIHRIERE (/D

HI B BN E , TE BT -

“Z:%%” .

% D.3 GRADE iFIEREMREKFAE

s S
e B R 5 IR (B

L e g e

T | AW RES A, TR

- TR Tl 3. 25k SR
LA 52 4 T

| FEARN. BRI, RO
-

RERG | TR R RRIPITEE R,

E: BRI FTRRAR 1 4, MENEE 2 %
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%< D.4 GRADE iFIEFREAREE

BES P!

KRN = NfE K (RR>2 B¢ RR<0.5) .

RERNKR | BESHENRHEICCR.

T T B[R 4% B 25 S TR IR 0%, (HS2BR
AT MR AE

E: MENEWETE AT TH
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Mis% E
(AR
FEIEREREETFRAR

E.1 fEMIRAA

A B e T AN FR IESCHERE 5% H BUPHIE B BR . i P07 58 SO e i, fRbilm R 2R A
WHF AT R B RS H . BN EA R OB I HER L, IR 205 47 9 B A
RSO S H o9t IRGEBUAT ISR IS 0L, ISR AR S — 0 A LUR =3K.

a) HIEM—FHSEE A T ANEIESCOHERE T TR SERAR T NS o
HEFF R o RS SR SRR 9B R AR SOR R 2% H O HE, Il RN TN 5 & 22 J L R 70 =
LR HAT. )

b) S HRRIETTR: AN E RS, EAMEVEIER R (DU
Z NS, AT GERIIIE I N B R AT A . )

o BT IS AR A R B B T AN, AMENE TR OR
i WA EORIE T EIRRA R HEE. IV iR ERGESE, S aEURIIIE A
AR R R LR U AL s[RI B0 U7 G890 RAR R IR 22 Ak iR i, ANV R E 1
o, AUERT BT ST B RS T MA S S . D .

E.2 S5EN—HHSEES
E.2.1 ZmhEIE

E.2.1.1 HE#HE

AR TP, MAEIRIZE 10 F 2 36 E A A #4T H % B0k, L iES
FER A SR B ARG BN030, AR AT . UK. [ BAT AR, i SRR BeE )
SRR, G FEMZE. RO RB, Fintsl, R RN
301, 3 22/ 150 minBY, S5 3~5 &/, K 45 min~60 minB®2, Zdi (13~28
J&) o« AN EAEE 3~4 K, BEHK 45 min. Z2EGHA (29~40 &) : LA 20 min~30 min %5
BHCIE 3 E B,

F: AUNMEEEAGES K RERE AR = m )RS 55 7 B S % )
AE PEEC M L P ZE M BRI T SR A . AR ORI PR A AR 2 . IR LA K
IR

E.2.1.2 thEESZINE

KM B8 2~3 K, K 60 min~90 min, 4 1~6 4~ B5371,

J\BCER: B 3 Ik, FHK 60 min, R4 3 A4S 3839,

L&k & 3~6 K, K 30 min~45 min, #F4E 6 B,

D B 7 IR, IR 60 ER, R 3 AN A1,

NTR: FEH 1~2 K, FEK 20 min~30 min, £54E 3 4~ H M,

MEEGR 16 ] (Z2HR D) JF4h, DMEE R ERRE RIS RN T, mmIRSIMERT . &R

A EINLREA A, BAERERL. FEL FReRtEMIE . SR ET R R/ H R O I A BN
W RGN BEMG I EIAE . BRI RIS S s RS BEURIRER A S WTRERIE J17E 3
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DNE B E O N BB RERETTM. IR BIRAR KN AERKZ RN,
E.2.2 thEEHE

VT IRIAIEREE Lo H RSB IR T &5 25% ~ 30%, FE4F4E 25 g~30g. KA
“3-2-17 BB (2 150 g+ 100 g+ 50 g0, BACAE E TR EN 120 g/d.
525 500 ml. {EREHIE 25 g ZeHE 3 IRFEE (F25%. FHLS 30%) +2 IKINE (5%) ,
PRI ZE B, JERERR G & il 3491,
A MR 2 TR KRN, TR = 1 22 0 B D TR RN o

E.2.3 tRIFm

E.2.3.1 ZAABNAHRNZEMIRA

Bt BRI R A MR 22 Ve iz A P e, SR 57 PABEJE/E (NIHD F 1997 4
RET “NIHEZILRFE A RAEETT IR DI SRR 25 R R . $0E
SRR EATRE A5 5 T A 82507 2807 BT A RAS R, 8 %2t THRAEAS 2 P
FENGA RN T, BERAT BRIy 2 2 ia 777 A, & i I SRS
FEEZ 0] IR T SRR IO I I R RVE A 22 2k, SRS AN RS S BLAE AR 0 A
T 55 AIE L],

E.2.3.2 %% (Z|Eh) #B1E

FI8 . KXo R H FRIEmME: BURRHECERE; Bscidn EEE. NE;
FFAR S EC AT s PRE FH B B ar. Bidr. SHEFFikEL, BEARIHHEHAEZ N 20 mm. J7
2. FBH 1%, % 30min, LT 12 JFko6l,

E.2.4 $HiRHEZIEFE

RS B S Lo dpi LA g B 1) AT, AU HE I R, & S BT IR I RE
KA R TE o AN BEXT G0 200 B8 0 g3 0E PR I mT e M S IE W AR EE Lo tE 3 & 4
FE0OAT] TR, SRR e IR B B R A R R T, PR AT XU S BMI B 5
B RMNKR, BMI BN 5~7 ANFRAL, RS PTEIAE02; SR (/10 ) ZPERR
By 2 b T Z0IERE (BMI30.0~34.9) it 3 & 4 562631, peah, AERREE S50 2 R MR
7 RS 3G I AH e l04-67) M A P S5 2 438 T G SRR PR e R 30 v L S R A S IR A R A
[, DRI N B R 1 2210 I EE AR B AL, ok HLHEAT 3 W RORE IO R 23 I S i
EIXP PTG i th 2 0 2, SRR “YEARM BRI E B ER

E.2.4.1 SHIREARBREH & RICR =
E.2.4.1.1 ERHAXFE T

RGP, R fUR A, 9NN RN B I B A IR AR T
E.2.4.1.2 FUMEAF

BMI=30 kg/m?[JLH & & = HLHT. ZRIVELEAIE (PCOS) & KUK 58],
WA fabr: FZ2 3 7% Prog<45 nmol/l. B-hCG %75 (7 2 B-hCG {8 N 20 ng/ml,
B-hCG 7E 48 /INIf I HE TN<66%, A=WiE M / %% [ % B B-hCG<0.5) « 41 %>15~17 mml's,

E.2.4.1.3 mFSMEMAZR
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RN 22 6~8 B E A (MG s mfEE® 1~2 AEERBRE, 25700,
BZEKF: L7 Prog + B-hCG + M —FF (Al , #4212 4.

E.2.4.2 3TYREARERYH & T iREADER TR
E.2.4.2.1 BEAXBEITEG

PN H R Z A N R B AT A IR IRE IR (GDMD iy, JUHAFERE235 % A7)
BMI>30 kg/m?. 745 GDM % 5 K bl bR S 52 1 240 75 AR 175 100 7 22 2.8 ) isf 2 42 A 18-201
SPGB G A0, SRR MU (CGM) 7E L HAUT IR G 4% 58 vk ffi ith 7l GDM
Je FAN R AT iR 45 (080,

E.2.4.2.2 FuMEF

9N B RO A 1A BE AT G O R Pk AR ES (GCT) 45 5 > 140 mg/dl (7.8
mmol/D . MK (FPG) >5.7 mmol/l. FWIHFIRIFEILINZ A (HbAlc) /K
>5.3%. IS R A AR LR febs A 3 CRFEH M =R (TG) MR ENR
FH (LDL) /KT mZEAREE (HDL) /KFREIT) 47 GDM KUK 1 2069721
YN BT G IR 2 N B i S KA 4, TR GDM R AE .

E.2.4.2.3 mifsiam

a) BMI: ZINE X R ZEE N I A EARN (A2 D0E 1 RIEE, SR
NEANZER G —R) 270, DRIEREPEHE, Tk GDM k421,

by MBE: Ze iR S AR i R UOE T U IR 2 ET, AR IR . S 1 N
MAERIE S 2 /N RSS2, 4 GDM A2 S IR AR AR if 4 42 1) H bR FPG ST ILRE <5.3
mmol/l. %5 1 h IfF#<7.8 mmol/l 8% )5 2 h Il ##<6.7 mmol /1, 4 4 [7] Ifl #¥ <3.3 mmol/1.

E.2.4.3 $RUREARERH & T IREAS ML/E
E.2.4.3.1 BHARGIT

T4 11-13+6 JH AT KUK TEAG 25261,
E.2.4.3.2 FUMEF

Zagi iz B4 BMI = 30 kg/m?, FRAERS=35 &, BRAEA 181 w9 52, 1 A sk,
Pl g 2R G 0 SE 35 S0 1 AR AR vy I XU (2324 I e G AR SO R e P XU i o A )~ 35)
FKE (MAP) . TEEIKEBhEE (UtA-PD . SLRIIEEE (LDH) . JREZ (UA) K FHITF
g, BEAE ANE MG AE KR (PLGF) 7K 34 i A 26.27),

E.2.4.3.3 miZsiEm

a) fE: BXFERENE G AR A, N2 SRR SR i I
feSHAEH) U3,

b) REMA: JREME 24 h KEATEE, FXRFRNET,
E.3 AHESEMRIERR
E.3.1 BEAT (REEREA)

GEYRIANE P N R R -4k ERRRThRE s . S KA. RN 2K
FHAHR B SR EAT N, W RAEZIAERE AL, HEmFER =, RS RE R &
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JEARKI L BRAT Jy ) A AN R &6 /2l G BTG BTk, WS ES T2
JiE, MEZAERERT B ORES, ARG, (Lt Rk SO,

E.3.1.1 hfEREFITE

hARFANE . B M B B, R & kL ko KEBE B L 0
FEHBIAE TR O UL, RER 1h, F430d, (EHIEET FAT ARG R 5 K09,

E.3.1.2 HE=

IRRRRERS . KE. L5aE, RhEENENESIRGEZ —, AEEAD N E S
Wio BRI 30 708h, B8R 5 R, KRS 8 AV, IRy H & frfg vl & HEE AT U 15 min~20
min, &S E 1~2 REREZEBIC.

E.3.1.3 IE&Fm

AN BCE LIRS . HEIRTT R ST Pt KU R Bl T 1. e & 22 I, i
Haied 50R—E55, WMEEILHEERRRKZE . B3R E R, KAPURT
AR, WARIESLREINRIT IS IESINETE. BT RS LTl K3
RIES T M 5 FAEATIESSS], S ALENRES, WMEMEE. €%
BT IE N 1~8 I, FHRZ K 6 min~180 min A5, FFEERFAIA 3 d £ 8
)%[7510

E.3.2 HEFEITE

a) HEAEMM: 1D R BS 1.25%E K E ML EIRE TR, si5 2
WEEEEH; B S 2%E A TR 1 i BRI AT 4 S e GRES. B8 B o 2)
W NIT % D5 A i BABR Y B I N B A BN, S B AL s A e IR R . 3)
A 1R, WA AN 3 A EORE M T imai, R SR 10 cm AR [E
20 minl76771,

by FEERE: B 3 RS T AR AR T, R e AR AR AAL, IR
AN1ho FEE1/40NH, &R 3 Ik FEEECREET) U879,

o) FIEREM: BEF TR SR MET S BT, Ay BERRN, &S 7d,
BE BT B 2 /NPl N 1 R I801,

e RAEUE 16 FJG . ok BeEsE s AEWOR, AR R R FHAsih o 140
B R &It S %

E. 4 (REMAIZITSE
E.4.1 ¥HE

E.4.1.1 BEEZMEIE

FRE: WEOREOH, NURE, TR, M=), BARWNE, BeiEERl, MEAR], K
S B A

U A DU BRI, S D3l RN E

whk: HEGREE, GARE, BEEBER, Bk

E.4.1.2 BMIE
ETE ﬁfﬁ}ﬁﬁﬁ7 HEHEF’ %’@’, ﬂ%ﬁ’%/ﬂﬂn §?$’ j(@?%’ /J\@E'\:o
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PURE: HR, B HFHE, HEEK.
wike ERLL, AR ki
E.4.1.3 RFHRSIHILE

AR GRURECH, NERE, BOMREE, B RCEWE, Rk, REeA, RIRAE.

UOIE: TEZEAT, KA, RiIkZH, ZEKRE.

Hhk: HEA, &AEER, K%
E.4.1.4 BRSPAEUE

FRE: GEURECH, BERE, BREAK, £IE, H= L, W rEZ, i, EREH,
AIMETE K, RAEME .

URE: BT, /NIERE, =ERE1%, 99R.

EHhk: R, BEA, BKotdnic .

E.4.2 ¥HEEIE

E.4.2.1 [BESMEIE

ENVA: RS, BAKE.

BET Y AREL C (R D

i S RBERAITR TR G650, S AT g T e, SR EY%, SIREIEH .
E.4.2.2 BRAEHIE

YENEE: TS E B, E .

SET Y MEREZ ( ERERELT T REFILR) O

FE: SRR T E AAEMEER, WIRHER.
E.4.2.3 BFERSHIE

IRNETE: BRATEAS, 734K

S )7 IEUREEL C (E4HD O

E: B, A/, EMEAEE, WREXE TECENL PEhisR, ARLs, AP
Wit S A iR 2y, TR SElR, AR B WS RS, 5 S IR T e, L
HELABARER, AL RaIE, D25+ T 22+ PR BRI IRIRAT R, 2201
E.4.2.4 B2EFEEILE

EMEE: A, IRBEFIK .

% )78 By ( (L) )

i S TP ANLMAEEAY) EFBR ((EFEPSTER) .
E.4.3 B4t

FIR: adl, Mar. Bar b A, k. R=H. BATRAE I 25T 5
fifi b, AIAC e Bk a b AUNGIEMTIRET R TI 7 RE: BRH 1k, ST 12 B,

E. 4.4 ¥EKBMZ

e A, R =H ar. Bar, 3 NURELR RS 2 MR R . HEFERR



PRGN R RS, BRI — I, AERR B AR UL BB 2 min~3 om ALHEAT AR .
Jit R o R R T 5 2 L R 0 B R L S s BRI A ) A EANE O o IR AR
AR AT TR BRI AN . RER R IR LL =N, FRAb R 5 min~7 min®4, &5
VEZAIAANRERE Vo /K, ZMIRTT K, /NI AASBE R K BE F ek . MEREBEH 11k, 7 K
NIMNTRE. AP ER R EEAAL, TEER S ORGSR

E. 4.5 g pInGE]

FEGRCTE: T AR M. RIRBE. WO GE: 2R iR, TEHRRKY
AT /INEE, OB BRSO B B IUL, BEGRIIIN s AR IR T RS A L T
FARTAL O, W IGE S, S IBEBSRIE A . FTREDLEN ML, MIZVERR 3, SRR
WD, 22 LGRS, TR RS Bk, BUEZ DV 5 2R OB R B AR
2 1em WZ5AL, 2 E T R=H, ENERE. Mar. BarX, im0 2 SRR,
AE THIFGEFEAT AL NG, & 6 h~8 h B4 1 /K, SEHum A B 3 /KIS B Rz 4k . W
SN B kA2 AL, B, SR AR BB AR S B OO, RGO SR En T L. 84
EANGEOIE, e HITER. IR EBE REERY. BH 1R, 7 RN 1ATRE, 3
i 2 T EE.

E.4.6 HZ4FMm

ETUEYRIALMEAB R IR E, 29 REAR TRy R IE R SR e Ty 5,
TR BAANS s NATHT R R EEIPP A e et Sl e = .

E. 4. 6.1 YPEiFHERE

PR BRI R AL T T B 2 . TR BRI “HREMRE " A “ARTOR IR,
B Z A AN RIE RS G FAE SE DD 25 R Rl e bd, #AIE 2 Hh BR i Ol 3. /IR
), EiE. R RIAE, ST AR RHERANEE R T o VR A AT S 2 ) LR,
Pl etk S E k.

E.4.6.1.1 BREEHEIE

a) MEE: D EUHINEIENR2OREPEEE A B RS (ZAZU0AD |
KA 2, JEIRIA Cl R PR RRBRE G s iR S BEBIAN, 20075 th MV BRI PP A {8 DD |
REE WaB. E7eel, 20 fffhg. @i, AR, PREET,

b) R WEAR: KA WEE. KAEM, W08, WBsed, —EAVh K 10 2
B FEME: AORYG imAiR, R e A,

E.4.6.1.2 EFSCHGE
BER Kk

BRECATAE BT ORI A S 60 g, BRECA A, BAT (PERLE, dEImIETS; (ki
Jeo JEURD o ST A SRR LR, IR, KRS, SOk
& 1/PRE, GG E. R E: e, Wik, W H s HH 1 RE.,

E PN

WL IR AR B GEIRERZ) « H KRR,
E.4.6.1.3 RFERSHIE
a) JEE: BEWANEHEN RN E PRI T CEFr IR K, A
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B A s Sk A, AR ERITR R W BEK. BrA R,
Redh T MR, SEK— BT, K, KKE RSNk E 30
el FEHE: AN EREM. & 3~5 KB,

b) ARG TG IR GEIEDRE, SR Eyds, SR , FREIKIx
1871,

E.4.6.1.4 B2SPHEIE

[

a) EWIAINEHEXN R ARG PRSI, gy, (R0,

b) FRKRZ: EER, KZA CER, @H2AREN, SEAEEE .
o) WIKEMIRCHS: WAIBRIN, MiAC, SRR, REKE7,

E.4.7 BEAED

E.4.7.1 KWt

BN R R RIE, EMRARMAE. WEZERENT, EE/RA: M. Wk,
IRy, SEL S, A#FH 0.20 mm X 1.5 mm 5% 0.20 mm X 1.2 mm [¥] 57 8 4T B\ %, 6
JANREAT 10 Ik, B4 K 1K, TIXEE 72 /M, BEREIRE 1 KOV,

E.4.7.2 E@&EEtHR

B &ENVE RS RITFATHAE, e KRS 1], 2=H., WX, a&a. K
. ZHREE AT, 8 0.340 mm B8 0.325 mm AEENEF T B HIN, 1TI0REHE T T s
SJEHE4EN 30 min, 3 BWBEHT 10 IR0, 28 1 4k, RS 3 k13,

E.4.7.3 Bx%t

HAAV B A 7R TR B R T4 2 DX, FAhEE ™ | 0.5 em (R EkibEfr, Ja
BeyRALIEI R 2 cm, SR AR RRIRE Jo RO TE ELREET R, PRI IRZ) 1 mm, $RAER [ Z)
60s, 3L 157, Wi 5 KIESTHS5 K, IR 10 AR — KT 1 kY,

E.4.7.4 HiX

BB RIS RIT AT EE, e U, M. BRI, BN “TF)E R
B HAh Wb, 2 JFikE: . BRoC. BRI, dRTEA A RS0, OO TR
TS W EH EAEATH GEEMZEH) WWTFEIN, T8 HFsh 5L 10 %,
FRRZ) 10 s, #7NAENNE Ib32 ), NG, IR E LA, = R—Ik0O7, #iE
MR RFIERF & 2 M.
E.4.7.5 7figfE

e, BB, BHRER. FUB. B, Ahse. PHIh. NoE. KA. AL, PR,

SR B ) T, ATA A M R R E e, 9 FL IR 2~3 K, AR 1 min~2
min®®]. [ =105 5 SECE A, MOt T UM 5 B ) e R A B B L
E.4.7.6 FIRX

VRV e /DB T ST D R 260 I, T, S, . S0,
S T LRI NTAL, MR, W LBEAR S TR , BRI
WURY, RS SIR B AR AT, KL, 11500 ml K, A 15 min,
R,
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E.4.8 HIRH LIERITIRA

E.4.8.1 ITURHABEREH & SLIRIR =
E.4.8.1.1 H[EMmR

ZfE

a) EEMCEE. i GREBI, ZULENA. i, EIRIER. A5k
e L E A, EIRITRERINAR D MRS, WS BRB. AL EEEREIE 1,
TR R LR IR, R A RN R, D VR R IERIK, HEKETTEIOK
1244 60 min & 10U,

b)  WMCMIRC AN M (TRE, ARG, (AT RS RN, 2R
i) FEBCERIRSET, R, R BRE ) |« Mfd. LS 500 g, SR
BefasiK. LBRIMA, BIAFE, BNEERE. 2L E2 O, fld, ZENhE
@»}Eﬁ [101] .

o BT REThERIML . B (BBURE) A CAEIL, AR HEE
RIFD g, A (BAEEEMAD KA (FEBERETR S TR, @A) 54
i, WARBREAR R BEE) .

d) ®E. B AE PSR (B, SaaiEs) , ARBGEEATRES B
AIED g, AE T MRS T RRSEINECT, SIE A 50 g BR/KEERE 1.5 hited,

E PN

T IR (TR S T AR o MAIBURL, iE (i, 225
WREHUSD  UOB: SERAE (TR, PRSI | i, ZA. FEC, K
A, W, REEH DK, TR T (R LRI/ SR AT
AL A T RIS 85 FILIAR R, B0t FISRAESERR, A RO,
— Hik 2~3 5009,

E.4.8.2 ITURHABEAEH & ITREATER TR
E.4.8.2.1 thEWR

EEXSEE . JEREAAAE GDM KIS e B, B BCEE LU R 1830 L 1E & T 5%
RAEHMBE . FRARAARE .

ZfE

a) hZgEoKi: gy, SOk (yshAREMD . R

b) KTZHEAEMSISINEE: K15, HIK GEIRIEY KRR | fEsE O
W PAEAN RN D « J12 GRIEENAD « ¥SRZ. R ATRmGEmmz s,
B R4k (Gl Z2aiHAD © ARESE. B ATRYE SRR OLIE DO,

E PN

BEWRAR . B S e TS (FERAETR S NMERD « g, Bk, A AR ko,

5Tk

KA Bt . BIEERIZEs) 3~4 K, BIREFS: 60 min, & 3 BUgshif[aIA 3 Bt
PR EE], ZZ0IA] 15 min, ARERE 5 min, 2% TR A 91 Lk H0E B i s 5 2

[105-107]

E.4.8.2.2 4EAXFm

BEXHE L /AEHAFAE GDM WU 1 22 i SO i, Pl BN, & BRI
KACEY) . HARMAEN A . DE28, EnEEEE. MRIREERE. g%, 1557
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SEATE RS AN, R, WeER. AL (MR, RS, HUEAEZ) M
T OOHETE, BMEREE. 2EAEZZ) 5, R ARS8, HR, EFEESAENE SR
B3, WHECE. 2. BEksE, FRIEsNE—8A8 30 min 245, BEES) 3~5 K.
BATE S EES), e SR, AR S, &KX 10 min~15 min[2>108],

E.4.8.3 ITURHEABEAEH L ITIREAS I E

E.4.8.3.1 HEMAKRFE

BEXMA PR BRI G DU BT R R R 7R . 2l ey SRR sh R s h RR 2
(091101 (et BRAR it 73 B 5 9.2 2 AL BT BR 245 K52 R I L omiE 2Rt

BEEA
Flr i R ARAE S A 10 h RN I, 78 6 K T3 Sy At i 55 20021,
TR

BRI EHERY), 22, WBE. B, KREESEAR. 455 7Y
FIEY), IR SR RN 21181 R 51 & — b B VE R . vh A is . s S IR HAEH 1)
B, AN (MR, ZAEKRED - 23% (EHH%E, (HH)Y §5: “Fim
Wi NI, Mgs” RIS ZEER) « 73 OFSelEpig, A2 e, BE
EFE. B ANEE B ZIUE) b2y, RN IR AR I A AR A v I AR A O %
fegs (HEFERH, 22 ek ik~ MEESEER, 25 BERRKRE) « 55 (4
M, BUAAEZHD - g% CFERZmermRl, 50U 1/ IRA, AEISER
M, 2R e SR AN BRI, EREREENR) « RE (ThRGGAN
TFEE, MR AERE AR /ERD , RN GRS IAIRES . RS ER AR
R Y,

IEFE

R N T -9 A SR N
E.4.8.3.2 y{iigfE

WAL He RTHL k. WFRHRIELH E T GEME, BHEferriz
), WHRPAE FHN, ZERE, B8 120~160 X, 7% E 1 min~2 min, 7
H 19782, JTRERR 1 K, 3t 4 572,

BHENEM, LURANE S IR R e R sk 22 00T, H 1K, BRKIZER N
3 min~5 min. —/VU$gIHA £ 42 EERAX 7T 2 min~3 min, &R 1R X IR b
FEoC. HEs. T/ GHAT S, 1N 2 min~3 min, G RIEHE 1 K. AUECE = 5L,
MR, &7 3min, K 1~2K, DAER. KR, AKECNAERL,

E. 4.9 PANEEXRBIZERG)LIEM

i R 5 A B 78 73 75 NN B B BN 1A i ) LS o B IO S, . BB IS 1R ) L4s
A RIR,  JUH AR S R A O P AIAR 2 BB o 0 N B R A Z2 10116 BMI 30 i —
ANEAL, iR L IS T IS R RS 2 AR e JEF R TIUIRLINIE R K E, &
B MAh, BERSEEAEGRI Lo i A0 XU K iE SR iy, e BMI &840 5 A LA,
SEF RS20 060 1.28 £ . AERFAHSGZ I A0, Wi 5%, T BERR H G J LA TRTE TR I
B, AT AR JLAE T AR, [RIG, g0 N BN RIK 223 NETERE O 20 J8 DG =R sl A
1, e AT IR LI . X TR TR E FE 2 35.0 kg/m?~39.9 kg/m? Z A1 224H, #ILA
P 37 FJT a6 RE AT PR iG JL SN o X 24 R A B 45 £0>40 kg/m? (2210, B4
34 JATTAGRE A BEAT P TR JLME N7, SRTT, AT A JE R AR ) LI A g (2R TR B 1
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Introduction

Obesity in pregnancy seriously threatens maternal and infant health and significantly
increases the risk of complications such as threatened miscarriage, gestational diabetes
mellitus, gestational hypertension, and cesarean delivery. Although international
authoritative organizations, including the American College of Obstetricians and
Gynecologists (ACOG), the Royal College of Obstetricians and Gynaecologists (RCOG),
and the International Federation of Gynecology and Obstetrics (FIGO), have issued
guidelines for the management of obesity in pregnancy, these guidelines are based
primarily on data from Western populations, provide insufficient consideration of the
constitutional characteristics and dietary patterns of Asian women, and do not include
Chinese medicine interventions. China currently has no clinical practice guideline
specifically for people with obesity in pregnancy; existing guidelines focus mainly on
obesity management in the general adult population and do not fully consider the
special needs of this population.

Chinese medicine has unique advantages and may exert multilevel regulation through
multiple targets (improving the gut microbiota, regulating hormone levels, and
regulating fat metabolism). It is highly safe, has few adverse effects, is compatible with
the Asian cultural context, and has high patient acceptance. However, high-quality
evidence-based evidence on Chinese medicine has not yet been systematically integrated
into existing international guideline frameworks.

Accordingly, this document aims to standardize the clinical diagnosis and management
of obesity in pregnancy using Chinese medicine and to provide international healthcare
professionals with Chinese medicine management strategies and methods for Asian and
European populations included in obesity-in-pregnancy management. During
development of this guideline, mature principles from authoritative international
guidelines were adopted. Focusing on obesity in pregnancy and its related complications,
management methods with high-certainty evidence, definite clinical efficacy, safety, and
convenience were selected for recommendation on the basis of high-quality Chinese
medicine systematic reviews and randomized controlled trial (RCT) evidence.

This document is concise, practical, highly operable, instructive, generally applicable,
and suitable for reference, and may serve as an important reference for clinical practice,
diagnosis and treatment specifications, and quality evaluation. This document is not a
standard or specification for medical conduct, but a declarative document developed on
the basis of existing research evidence and specified methods. In clinical practice,
healthcare professionals may refer to this document and provide individualized
interventions according to each patient's circumstances.
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International Clinical Practice Guideline for Chinese Medicine

Obesity in Pregnancy

1 Scope

This document specifies the terms and definitions, diagnostic criteria, management
principles, and management methods for populations eligible for obesity-in-pregnancy
management.

This document applies to Chinese medicine healthcare professionals in gynecology,
reproductive medicine, endocrinology, nutrition, and related specialties at healthcare
institutions of all levels, as a reference for the assessment, intervention, and follow-up of
populations eligible for obesity-in-pregnancy management. Healthcare professionals in
other related disciplines may refer to this document according to the individual
circumstances of the person being managed.

2 Normative references
There is no normative references in this document.
3 Terms and definitions

The following terms and definitions apply to this document.

3.1

obesity in pregnancy

clinical condition in which a pregnant woman has excessive body fat and/or abnormal
fat distribution, thereby increasing the risk of adverse maternal and perinatal outcomes;
it is a metabolic disease caused by the combined effects of genetic and environmental
factors.

3.2

gestational weight gain; GWG

change in measured body weight from prepregnancy (or early pregnancy) to before
delivery. Appropriate control may reduce the risks of gestational diabetes mellitus and
hypertension and facilitate postpartum recovery. At the first antenatal visit in early
pregnancy, prepregnancy/early-pregnancy weight and prepregnancy body mass index
(Body Mass Index, BMI) should be confirmed, and changes in GWG should be monitored
continuously at subsequent antenatal visits throughout pregnancy to identify
insufficient or excessive weight gain.

3.3

population eligible for obesity-in-pregnancy management

pregnant women who have obesity or abnormal weight gain before or during pregnancy
and need to be included in a pathway for weight management and complication risk
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assessment, including women whose prepregnancy BMI meets the obesity criterion and
who become pregnant, and women whose gestational weight gain exceeds the
corresponding recommended range. If prepregnancy weight data are unavailable, BMI
measured at the first antenatal visit in early pregnancy may be used as an approximate
substitute, together with subsequent gestational weight gain, for a comprehensive
judgment.

4 Diagnosis
4.1 Women with pre-pregnancy obesity who become pregnant

In accordance with the World Health Organization (WHO) obesity criteria and the
criteria for overweight and obesity in Asian populations (see Annex B), the following
populations shall be included in the management pathway of this guideline.

Asian women: Pregnant women with a prepregnancy BMI >28.0 kg/m? should be
diagnosed with obesity in pregnancy and included in the population eligible for
obesity-in-pregnancy management.

European and American women: Pregnant women with a prepregnancy BMI =30.0
kg/m? should be diagnosed with obesity in pregnancy and included in the population
eligible for obesity-in-pregnancy management.

Certainty of evidence: High.

Strength of recommendation: Strong recommendation.
4.2 Women with excessive gestational weight gain

According to the recommended ranges of gestational weight gain for populations with
different prepregnancy BMI values in the Chinese Standard for Monitoring and
Evaluation of Gestational Weight Gain in Women [1,2] or the US Institute of Medicine
(IOM) recommendations [3,4] (see Annex C), women whose gestational weight gain
exceeds the corresponding recommended range should be included in the population
eligible for management of abnormal gestational weight gain, and enhanced lifestyle
intervention and complication risk assessment should be initiated.

Certainty of evidence: High.

Strength of recommendation: Strong recommendation.
5 Management
5.1 Management principles

Applicable population: Women with a singleton pregnancy who have prepregnancy
obesity or excessive gestational weight gain.

Recommendation: For pregnant women included in the management population,
gestational weight gain should be appropriately controlled to prevent complications
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during pregnancy, delivery, and the postpartum period and to safeguard maternal and
infant health and safe delivery [,

Implementation points: The main purpose of obesity treatment should be to reduce the
risk of long-term complications rather than merely to pursue weight loss [, For women
whose prepregnancy BMI meets the obesity criterion and who become pregnant,
management should focus on risk assessment in early pregnancy, weight control
throughout pregnancy, and screening for pregnancy complications. For women whose
gestational weight gain exceeds the corresponding recommended range, management
should focus on dynamic monitoring of GWG, timely intensification of lifestyle
interventions, and assessment of related risk factors.

Informed consent: Before implementing weight-management interventions beyond
routine antenatal care, including Chinese medicine, acupuncture, medications, or
lifestyle interventions, patients should be informed that the purpose of intervention is to
control weight gain and reduce the risk of complications; regarding fetal effects, lifestyle
interventions are currently considered safe but uncertainty remains, while large-sample
safety data for Chinese medicine, acupuncture, and medications require further
improvement, and known risks may include effects on fetal growth or induction of
uterine contractions; long-term safety data for offspring are also lacking. Alternative
options, including routine antenatal care and dietitian consultation, should be provided,
and patients should be informed that they may withdraw voluntarily without affecting
routine medical care. The informed-consent process should be documented, written
information should be provided, and multidisciplinary communication should be
encouraged.

Contraindications/precautions: When Chinese medicine methods are used to intervene
in obesity in pregnancy, contraindicated medicines and acupoints during pregnancy
should be avoided. Acupuncture and herbal medicine should be applied cautiously after
informed consent, with strict control of the method and dosage to prevent harm to the
fetus or disturbance of pregnancy. Medicines and acupoints contraindicated during
pregnancy are detailed in Annex G.

Certainty of evidence: High.
Strength of recommendation: Strong recommendation.

5.2 Exercise management

Applicable population: Women with a singleton pregnancy who have prepregnancy
obesity or excessive gestational weight gain and no contraindications to exercise.

Recommendation: A continuous, individualized exercise program during pregnancy is
suggested.

Implementation points: Daily exercise may generally be undertaken from week 10 to
week 36 of pregnancy. Moderate-intensity physical activity is the main approach, with
short sessions of 20 min~30 min. Pregnant women with a prepregnancy BMI >28 kg/m?
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are advised to begin exercise management in early pregnancy or even before pregnancy,
using low intensity and short duration with gradual progression.

Contraindications/precautions: Pregnant and postpartum women at risk of threatened
miscarriage, severe cardiopulmonary disease, or similar conditions should not exercise
indiscriminately and require specialist assessment.

Certainty of evidence: High.
Strength of recommendation: Strong recommendation.

5.3 Dietary management

Applicable population: Women with a singleton pregnancy who have pre-pregnancy
obesity or excessive gestational weight gain.

Recommendation: Individualized balanced dietary management is suggested.

Implementation points: Maintain a balanced diet, control total energy intake, and
appropriately combine low-glycemic-index carbohydrates, high-quality proteins, and
fats; eat smaller, more frequent meals and eat at regular times in specified amounts.

Contraindications/precautions: Individuals with malnutrition or special metabolic
diseases require specialist assessment.

Certainty of evidence: Moderate.
Strength of recommendation: Strong recommendation.

5.4 Emotional management

Applicable population: Women with a singleton pregnancy who have pre-pregnancy
obesity or excessive gestational weight gain.

Recommendation: Improve emotional status, sleep quality, and the risk of emotional or
stress-related eating through multiple approaches (such as five-tone music and
mindfulness interventions); these are adjunctive measures in comprehensive weight
management.

Implementation points: Regulate physical and mental status through multiple
approaches. Chinese music (five-tone therapy and guqin music) may improve emotional
status and sleep quality %1, mindfulness interventions may effectively reduce
depression during pregnancy 1%; improvement in emotion and sleep quality may
indirectly benefit weight management by regulating hypothalamic-pituitary-adrenal axis
function and improving stress-related eating behavior and metabolic status [1112],

Contraindications/precautions: Pregnant women with severe mental illness or cognitive
impairment require combined intervention under the guidance of a psychiatric
specialist.

Certainty of evidence: Low.
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Strength of recommendation: Conditional recommendation.

5.5 Acupuncture/auricular acupressure

Applicable population: Women with a singleton pregnancy who have prepregnancy
obesity or excessive gestational weight gain and have no contraindications to
acupuncture or high-risk pregnancy factors.

Recommendation: Acupuncture and auricular acupoint interventions characteristic of
Chinese medicine may be performed under professional and standardized practice to
manage abnormal gestational weight gain.

Implementation points: Acupuncture or auricular acupoint procedures should be
performed by qualified professionals. Acupoints and techniques contraindicated during
pregnancy should be strictly observed. If lower abdominal or lumbosacral distension,
pain, or abnormal fetal movement occurs during the procedure, the intervention should
be discontinued immediately.

Contraindications/precautions: Acupuncture should be used cautiously in pregnant and
postpartum women at risk of threatened miscarriage, coagulation dysfunction, skin
damage or infection, or similar conditions; specialist assessment is required.

Certainty of evidence: High.
Strength of recommendation: Strong recommendation.

5.6 Chinese medicine aromatherapy

Applicable population: Women with a singleton pregnancy who have prepregnancy
obesity or excessive gestational weight gain, are beyond 16 weeks of gestation, have no
history of essential-oil allergy, and experience poor sleep and physical or mental fatigue.

Recommendation: Chinese medicine aromatherapy is recommended as an adjunctive
intervention in comprehensive weight management during pregnancy.

Implementation points: Under a physician's guidance, pregnant women included in the
management population who are beyond 16 weeks of gestation and have no history of
allergy may use inhalation of lavender essential oil or nasal inhalation of bitter orange
essential oil as an adjunct to comprehensive management.

Contraindications/precautions: Essential oils are contraindicated in individuals with
essential-oil allergy and should be used cautiously in those with an allergic constitution.

Certainty of evidence: Very low.
Strength of recommendation: Conditional recommendation.

5.7 Comprehensive intervention and management model: including diet, exercise,
daily routine, health education, and other components

Applicable population: Women with a singleton pregnancy who have pre-pregnancy
obesity or excessive gestational weight gain.
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Recommendation: Individualized comprehensive lifestyle intervention and management
under professional guidance is recommended.

Implementation points: Pregnant women with obesity should receive comprehensive
lifestyle management under professional guidance, including dietary guidance, exercise
intervention, daily-routine management, and health education, to effectively control
gestational weight gain and reduce the incidence of pregnancy complications.

Contraindications/precautions: Individuals with contraindications to exercise, severe
medical or surgical diseases, or critical obstetric complications require multidisciplinary
specialist assessment before a tailored intervention plan is developed.

Certainty of evidence: High.
Strength of recommendation: Strong recommendation.

5.8 Complication screening: threatened miscarriage (kidney-tonifying and
fetus-stabilizing medicinal diets), diabetes (Chinese Yam and Coix Seed Congee,
Baduanjin), hypertension (Baduanjin, acupoint massage, medicinal diets)

5.8.1 Threatened Miscarriage

Recommendation: High-risk pregnant women should undergo risk screening for
threatened miscarriage in early pregnancy, followed by stratified management according
to screening results.

Screening population: Women with a pre-pregnancy or early-pregnancy BMI 230 kg/m?,

age 235 years, or a history of recurrent miscarriage or threatened miscarriage 31,

Screening time: Early pregnancy (recommended at 6~10 weeks of gestation).
Screening methods: Combined ultrasonography and serum endocrine markers.

a) Ultrasonographic indicators: crown-rump length (CRL), mean sac diameter (MSD),
yolk sac, embryonic cardiac activity, crown-rump length, and fetal heart rate.

b) Serum indicators: progesterone (Progesterone, Prog) and beta-human chorionic
gonadotropin ($-hCG).

Abnormal thresholds:

a) Ultrasonographic indicators: CRL =7 mm without fetal cardiac activity or MSD 225
mm without an embryo are core criteria for definitive diagnosis of a nonviable
pregnancy (pregnancy failure) ['*; when fetal bradycardia or discordance between
gestational age and crown-rump length is present, the risk of miscarriage increases from
6% to 84% [151,

b) Serum indicators: Prog <45 nmol/l (14 ng/ml) indicates an abnormal pregnancy
(sensitivity 87.6%, specificity 87.5%); B-hCG <20 ng/ml indicates an abnormal
pregnancy (sensitivity 88.3%, positive predictive value 82.6%) [1°],

Implementation points:
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a) Enhanced dynamic monitoring is suggested for women with positive screening results
(in conjunction with changes in hormone levels, with repeat examination after 1~2
weeks when necessary), and estradiol may be added as an optional monitoring indicator.

b) Prog supplementation may reduce the risk of miscarriage (it should be used in a
standardized manner after an intrauterine pregnancy has been confirmed).

¢) Chinese medicine prevention: Pattern-based medicinal diets and herbal teas (such as
kidney-tonifying and fetus-stabilizing medicinal diets) may help reduce the incidence of
threatened miscarriage, but should be selected according to individual constitution
under the guidance of a Chinese medicine practitioner.

Contraindications/precautions: Patients with inevitable miscarriage, incomplete
miscarriage, or acute gynecological bleeding require immediate specialist intervention
and should not rely solely on conservative regulation.

Certainty of evidence: Low.
Strength of recommendation: Conditional recommendation.
5.8.2 Gestational diabetes mellitus

Recommendation: Pregnant women included in the management population should
undergo early screening and stratified management for gestational diabetes mellitus
(GDM) as early as possible.

Screening population: All pregnant women included in the management population,
particularly those with the following high-risk factors: age 235 years, prepregnancy BMI
>30 kg/m?, a history of GDM, or a family history of diabetes [162%],

Screening time: Screening should be performed as early as possible at the first antenatal
visit (early pregnancy); if the initial screening result is negative, repeat screening should
be performed at 24~28 weeks of gestation 2122,

Screening method: A 75 g oral glucose tolerance test (OGTT) should be used to measure
fasting plasma glucose and plasma glucose at 1 hour and 2 hours after glucose
administration.

Abnormal thresholds (GDM is diagnosed when any one of the following is met):
Fasting plasma glucose =5.1 mmol/I (92 mg/dl);

1-hour post-load plasma glucose 210.0 mmol/1 (180 mg/dl);

2-hour post-load plasma glucose 28.5 mmol/I (153 mg/dl).

Implementation points:

a) Lifestyle intervention: Control total energy intake, follow a low-glycemic-index (GI)
diet, and engage in regular aerobic exercise. If blood glucose targets are not met after
lifestyle intervention, refer the patient to endocrinology or obstetrics and initiate insulin
therapy when necessary.
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b) Chinese medicine prevention: Medicinal diets (such as Chinese yam and coix seed
congee and Zicui Drink) and traditional exercises (such as Baduanjin) may reduce the
incidence of GDM and improve maternal and infant outcomes.

c) Blood glucose control targets: fasting plasma glucose <5.3 mmol/l and 2-hour
postprandial plasma glucose <6.7 mmol/I.

Contraindications/precautions: Pregnant women with severe glucose-metabolism
abnormalities, special inherited metabolic diseases, or critical obstetric complications
require joint assessment by endocrinology and obstetrics and an individualized
intervention plan.

Certainty of evidence: Moderate.
Strength of recommendation: Strong recommendation.
5.8.3 Gestational Hypertension

Recommendation: High-risk pregnant women should undergo early screening and
stratified management for hypertensive disorders of pregnancy.

Screening population: Women with a prepregnancy or early-pregnancy BMI 230 kg/m?,
age 235 years, or a history of chronic hypertension, preeclampsia, or antiphospholipid

syndrome [2324],

Screening time: Baseline assessment should be performed at the first antenatal visit
(early pregnancy); blood pressure and related indicators should be reassessed every
2~4 weeks after 20 weeks of gestation.

Screening methods:

Standardized blood-pressure measurement combined with mean arterial pressure
(MAP), uterine artery pulsatility index (UtA-PI), placental growth factor (PIGF), and
other indicators [25-27],

Abnormal thresholds:

Blood pressure: systolic blood pressure 2140 mmHg and/or diastolic blood pressure
290 mmHg on two measurements at least 4 hours apart; preeclampsia is diagnosed
when proteinuria or target-organ damage is also present. Specific thresholds for MAP,
UtA-PI, and PIGF may follow local laboratory standards.

Implementation points:
a) Lifestyle intervention: Adequate rest, avoidance of overexertion, and a low-salt diet;

b) Chinese medicine prevention: Medicinal dietary therapy, traditional exercises (such as
Baduanjin), and acupoint massage (such as Taichong [LR3] and Zusanli [ST36]) may
reduce the incidence of preeclampsia and hypertensive disorders of pregnancy;

c) Blood-pressure control target: <140/90 mmHg. If severe hypertension (2160/110
mmHg) or symptoms of preeclampsia occur, promptly refer the patient to obstetrics and

43



initiate antihypertensive medication when necessary.

Contraindications/precautions: Pregnant women with severe hypertension, severe
preeclampsia, severe cardiac, hepatic, or renal disease, or critical illness require
specialist obstetric monitoring and symptomatic treatment.

Certainty of evidence: Moderate.

Strength of recommendation: Strong recommendation.
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Table A.1 Summary Table of Systematic Searches and Evidence Synthesis

cesarean delivery

Recommendation Synthesis Quality Corresponding
tobic Search sources and time limit | Included studies Study population Critical outcomes r};letho d assessment [recommendatio
P tool n item
Databases: PubMed, Embase, GWG. GDM
Exercise WOS, CNKI, and WANFANG, Singleton pregnancy, obesity, ’ - Meta Cochrane RoB
. . 16 RCTs, n=2742 . cesarean delivery, . 5.2
Management from database inception to or excessive GWG Analysis + GRADE
adverse events
March 2026
Dietary 2 RCTs + indirect GWG, F}DM, Quant%tat%ve + Cochrane
Manasement Same as above evidence n=244 Same as above gestational qualitative RoB/NOS + 5.3
& T hypertension synthesis GRADE
Emotional 1RCT +2 Singleton pregnancy, obesity, Depression, sleep, Prln.qarl.ly AMSTAR/NOS
Same as above meta-analyses + . stress-related qualitative 5.4
Management . or excessive GWG . . + GRADE
reviews, n=2116 eating synthesis
Singleton pregnancy, obesity,
Acupuncture/ or excessive GWG, with no GWG, adverse Meta Cochrane RoB
lAuricular Same as above 2 RCTs, n=393 e e . . 5.5
contraindications to events Analysis + GRADE
acupressure
acupuncture or HRP
\Women beyond 16 weeks of
i singleton pregnancy with no . Quantitative/qu
AAroma Same as above 2 RCTs, n=142 history of essential-oil allergy Sleep quality, alitative Cochrane RoB 5.6
therapy , . adverse events . + GRADE
and with sleep or fatigue synthesis
problems
GWG, GDM,
Comprehensive _ Singleton pregnancy with pregnancy Meta Cochrane RoB
lifestyle Same as above 20 RCTs, n=8430 obesity or excessive GWG complications, Analysis + GRADE >7
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Annex B
(Normative)
Criteria for Assessing Obesity

Table B.1  Obesity Criteria of World Health Organization (WHO)

WHO body mass index (BMI)
o BMI range (kg/m?)

classification

Underweight <18.5
Normal weight 18.5~24.9

Overweight 25.0~29.9
Class I obesity 30.0~34.9
Class II obesity 35.0~39.9
Class III obesity 240.0

Table B.2 Criteria for Overweight and Obesity in Asian Populations

Obesity criteria for Asian populations BMI range (kg/m?)
Mild obesity 28.0~32.4
Moderate obesity 32.5~37.4
Severe obesity 37.5~49.9
Extreme obesity >50.0
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Annex C

(Normative)
Recommended Targets for Gestational Weight Gain

C.1 Criteria applicable to European and American women:

According to the gestational weight recommendations issued by the US Institute of

Medicine (I0M) in 2009, pregnant women with a BMI 230 kg/m2 in the various racial or

ethnic subgroups that constitute the US population should gain <5 kg~9 kg during

pregnancy, as shown in Table C.1.

Table C.1 New Recommendations for Total Gestational Weight Gain and Rate of
Weight Gain by Prepregnancy BMI

Rate of weight gain in the second and

Total weight gain ]
second trimesters*
Prepregnancy BMI
Mean (range) Mean (range)
Range (kg) Range (Ibs) ) )
Unit: kg/week Unit: Ib/week
Underweight (<18.5 kg/m2) 12.5-18 28-40 0.51 (0.44-0.58) 1(1-1.3)
Normal  weight (18.5~24.9
11.5-16 25-35 0.42 (0.35-0.50) 1(0.8-1)
kg/m2)
Overweight (25.0~29.9 kg/m2) 7-11.5 15-25 0.28 (0.23-0.33) 0.6 (0.5-0.7)
Obesity (230.0 kg/m2) 5-9 11-20 0.22 (0.17-0.27) 0.5 (0.4-0.6)

Note: These recommended values do not apply to pregnant women who are <157 cm tall or <20 years of age, or

to women with multiple pregnancy.

C.2 (Criteria applicable to Asian women:

In September 2021, the Chinese Nutrition Society issued Weight monitoring and

evaluation during pregnancy period of Chinese women,

which established

recommended ranges for gestational weight gain and weekly weight gain during the

second and third trimesters for pregnant women in China, as shown in Table C.2.

Table C.2 Recommended Ranges for Gestational Weight Gain and Weekly Weight
Gain During the Second and Third Trimesters

Prepregnancy BMI (kg/m2) ) Gain during early | Gain during the second and
Total gain (kg) i )
category pregnancy (kg) third trimesters (kg/w)
Underweight (BMI <18.5) 11.0-16.0 0-2.0 0.46(0.37-0.56)
Normal weight
8.0-14.0 0-2.0 0.37(0.26-0.48)
(18.5<BMI<24.0)
Overweight
7.0-11.0 0-2.0 0.30(0.22-0.37)
(24.0=sBMI<28.0)
Obesity (BMI1=28.0) 5.0-9.0 0-2.0 0.22(0.15-0.30)
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Annex D
(Normative)
GRADE Method for Rating Certainty of Evidence and Strength of Recommendations

Table D.1 GRADE Rating of Certainty of Evidence

Certainty level Definition Typical evidence sources
Very confident that the true effect RCTs without major limitations or
High lies close to the estimate of the systematic reviews/meta-analyses of
effect. RCTs.

Moderately confident in the effect ] % .

] o RCTs with some limitations; or
estimate: the true effect is likely to ] ] ] ]
i ) observational studies with upgrading
Moderate be close to the estimate, but there is
o o ) factors such as a large effect or
a possibility that it is substantially

. dose-response relationship.
different.

The confidence in the effect ) ]
. o Observational studies (cohort or
estimate is limited: the true effect ] ]
Low ] ) case-control studies), or RCTs with
may be substantially different from ) R
) serious limitations.
the estimate.

There is very little confidence in the )
) ) Case series, case reports, or expert
effect estimate: the true effect is o ] ]
Very low ) ) opinion; or observational studies
very likely to be substantially ) } o

) ) with serious limitations.
different from the estimate.

Table D.2 GRADE Classification of Recommendation Strength

Strength of Definition Clinical wording
recommendation
Strong Benefits clearly outweigh risks and
) burdens, or risks and burdens clearly | “Definitely do”/“Definitely do not
recommendation
(" outweigh benefits; applicable to do.”
almost all patients.
Benefits and risks/burdens are
Conditional comparable, or benefits are

recommendation | uncertain; selection should be based | “May do”/“May not do.”
)] on the patient’s circumstances,

values, and preferences.

No clear Benefits and harms are balanced or
recommendation | uncertain, with no clear preference. “Uncertain.”
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Table D.3 Factors for Downgrading GRADE Certainty of Evidence

Factor Description
Limitations in study design or
] ] conduct (e.g., lack of randomization,
Risk of bias o )

lack of blinding, or high loss to
follow-up).

) Large, unexplained differences

Inconsistency
among study results.
The study population, intervention,
Indirectness comparator, or outcomes do not fully
match the clinical question.
Small sample size, wide confidence
Imprecision intervals, or imprecise effect
estimates.
o ) Unpublished negative results may
Publication bias ]
exist.
Note: Each factor may result in downgrading by one level,
or by two levels if serious.

Table D.4 Factors for Upgrading GRADE Certainty of Evidence

Factor

Description

Large magnitude
of effect

Large effect size (RR>2 or RR<0.5).

Dose-response A clear dose-response relationship exists between

relationship exposure and effect.

Confounding bias

Potential
observed effect, yet the effect remains present.

confounding factors would reduce

the

Note: Observational studies may be upgraded.
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Annex E
(Informative)
Chinese medicine Patterns and Other Interventions

E.1 Instructions for use

This Annex supplements the pattern differentiation concepts, candidate intervention
regimens, and implementation details of the recommendations in the main text, for
reference in clinical understanding, research design, and expert discussion. The Annex
does not independently constitute new recommendations; the certainty of evidence and
strength of recommendation are those of the corresponding items in the main text.
Based on the available evidence, the contents of the Annex are divided into the following
three categories:

a) Implementation details consistent with the main text: used to supplement
implementation details for interventions already recommended in the main text (these
do not independently constitute new recommendations. The certainty of evidence and
strength of recommendation are those of the corresponding item in the main text, and
clinical application should take gestational age, risk stratification, and specialist
assessment into account.);

b) Candidate regimens for reference: may be considered for adjunctive management but
are not part of the routine recommended pathway (the available evidence is largely
indirect, and direct high-quality studies in populations with obesity in pregnancy are
insufficient.);

c) For research design reference only: evidence is insufficient or safety boundaries
remain unclear, and the regimen is not intended for routine dissemination (the contents
of this section are derived mainly from TCM clinical experience, ancient texts,
observational studies, or indirect evidence. Direct high-quality studies in populations
with obesity in pregnancy are insufficient; in addition, some regimens involve
pregnancy-specific safety concerns. Therefore, they are not part of the routine
recommended pathway and are provided only for research design, expert discussion, or

individualized consideration following strict assessment.).
E.2 Implementation Details Consistent With the Main Text

E.2.1 Exercise Management

E.2.1.1 Daily Exercise

Continuous intervention throughout pregnancy is recommended, and daily exercise may
generally be performed from gestational week 10 to week 36 28, Under professional
guidance, moderate-intensity physical activity should be used primarily 2%3%, including
walking, swimming, stationary cycling (311, and fitness classes [?%), together with strength
and flexibility training 282931, such as biceps curls, lateral arm raises, knee extension
exercises [*?) and yoga 33l Exercise should be performed for at least 30 min per day 3]
and at least 150 min per week 3% at a frequency of 3~5 sessions/week, for 45 min~60
min per session [32]. During the second trimester (13~28 weeks), exercise may be
increased to 3~4 sessions per week, 45 min per session. During the third trimester
(29~40 weeks), shorter sessions of 20 min~30 min should be emphasized 3.

Note: Exercise is unsuitable in the following circumstances: placental abnormalities, premature

rupture of membranes or a high risk of preterm birth, severe preeclampsia or poorly controlled

blood pressure, serious cardiovascular disease, severe obstructive sleep apnea syndrome, very
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poor glycemic control in gestational diabetes mellitus, fetal growth restriction, fetal distress, etc.
E.2.1.2 Traditional Chinese Exercise Therapies

Tai Chi: 2~3 times per week, 60 min~90 min each time, for 1~6 months 135371,
Baduanjin: 3 times per week, 60 min each time, for 3 months 138391,

Five-Animal Exercises: 3~6 times per week, 30 min~45 min each time, for 6 months [3¢],
Six-Character Formula: 1~2 times daily, 20 min~30 min each time, for 3 months 411,
Beginning at gestational week 16 (the second trimester), low- to moderate-intensity
training should be emphasized, with gentle movements coordinated with breathing and
meditation.

Note: Cervical insufficiency, ruptured membranes, preterm labor, persistent vaginal
bleeding, preeclampsia, mild/moderate cardiovascular or respiratory disease, poorly
controlled asthma, uncontrolled diabetes, uncontrolled hypertension, uncontrolled
thyroid disease, musculoskeletal problems that may be aggravated by physical activity,
placenta previa, symptomatic anemia, eating disorders, malnutrition, intrauterine
growth restriction, etc. 4%,

E.2.2 Dietary Management

It is recommended that fat account for 25%~30% of daily energy intake and dietary
fiber intake be 25 g~30 g for women with obesity in pregnancy. A “3-2-1” vegetable
pattern may be used (150 g leafy vegetables + 100 g gourds and fruits + 50 g fungi and
algae), together with 120 g/day of high-quality protein from fish, poultry, eggs, and
legumes, 500 ml of dairy products, and 25 g of healthy oils. Three main meals (25% at
breakfast and 30% each at lunch and dinner) plus two snacks (5% each) should be
arranged. Steaming, boiling, and stewing should be prioritized, and low-GI foods should
be selected to control blood glucose 43451,

Note: Pregnant women with elevated blood glucose should reduce fruit intake, and those
with elevated uric acid should reduce their intake of fungi and algae.

E.2.3 Acupuncture Intervention

E.2.3.1 Safety information on the use of acupuncture in pregnant women

Acupuncture is widely used because of its clinical effectiveness and safety [*¢l. In 1997,
the U.S. National Institutes of Health (NIH) issued the “NIH Consensus Statement on
Acupuncture.” Acupuncture has demonstrated significant efficacy in treating nausea and
vomiting during pregnancy, various types of pain during pregnancy, depression,
insomnia, and other mental disorders 7). Acupuncture-related adverse events are
usually caused by improper practice. In the hands of well-trained practitioners,
acupuncture may essentially be regarded as a safe treatment modality [48]. High-quality
evidence-based literature supports the clinical effectiveness and safety of acupuncture
for pregnancy-related disorders; reported adverse reactions include needling pain,
petechiae, fatigue, and drowsiness [°],

E.2.3.2 Acupuncture (filiform needle) procedure
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Primary acupoints: Zhongwan (CV12), Guanyuan (CV4), and Zusanli (ST36).
Modifications according to pattern differentiation: add Fenglong (ST40) for spleen
deficiency with dampness obstruction; add Shangjuxu (ST37) and Neiting (ST44) for
excess heat in the stomach and intestines; add Taichong (LR3) for liver qi stagnation;
and add Shenshu (BL23) and Pishu (BL20) for spleen-kidney yang deficiency. Needle
insertion should be gentle, with an insertion depth of approximately 20 mm. Course of
intervention: once every other day, 30 min each session, for 12 weeks [9-61],

E.2.4 Screening for pregnancy complications

Obesity is one of the most common health problems among women of reproductive age
(171 It not only harms women’s health during pregnancy but also increases the risk of
pregnancy complications. Pregnant women included in the management population are
three to four times more likely to develop gestational diabetes mellitus than women of
normal weight 11671, The incidence of hypertensive disorders of pregnancy is also
significantly increased, and the risk of preeclampsia shows a dose-response relationship
with increasing BMI; the risk may double for every 5~7-unit increase in BMI (2], The risk
among women with severe obesity (class II/IIl) is three to four times higher than that
among women with class I obesity (BMI 30.0~34.9) [6263]- Obesity is also associated with
an increased risk of miscarriage and recurrent miscarriage [®4¢7], Because obesity
substantially increases the risks of gestational diabetes mellitus, hypertensive disorders
of pregnancy, and threatened miscarriage, it is essential for pregnant women included in
the management population not only to emphasize weight management but also to
undergo effective screening for common complications and receive targeted preventive
measures. This is also an important application of the TCM concept of “preventive
treatment of disease.”

E.2.4.1 Obesity in pregnancy complicated by threatened miscarriage
E.2.4.1.1 Earlyrisk assessment

High-risk window: focused screening should be performed in early pregnancy, because
pregnant women included in the management population have a higher risk of
miscarriage than women of normal weight 131,

E.2.4.1.2 Predictive factors

BMI>30 kg/m? [particularly when accompanied by insulin resistance or polycystic ovary
syndrome (PCOS), which doubles the risk].

Endocrine indicators: serum Prog<45 nmol/l in early pregnancy; abnormal doubling of
B-hCG (free B-hCG value of 20 ng/ml, increase in $-hCG of <66% within 48 hours, and
bioactivity/immunoreactivity ratio of §-hCG<0.5); and an empty gestational sac >15~17

mm [25],

E.2.4.1.3 Dynamic monitoring plan

Ultrasound monitoring: first ultrasound at 6~8 weeks of gestation (to confirm fetal
cardiac activity); for high-risk women, repeat assessment of embryonic development
every 1~2 weeks until the prenatal period.
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Hormone levels: serum Prog + 3-hCG + estradiol (optional), until 12 weeks of gestation.
E.2.4.2 Obesity in pregnancy complicated by gestational diabetes mellitus
E.2.4.2.1 Earlyrisk assessment

Pregnant women included in the management population should undergo screening for
gestational diabetes mellitus (GDM) as early as possible. In particular, women aged 235
years, with prepregnancy BMI=30 kg/m? a history of GDM, or a family history of
diabetes should be retested at 28 weeks of gestation as appropriate 820, In pregnant
women included in the management population, continuous glucose monitoring (CGM)
during early pregnancy can more accurately predict GDM and its adverse pregnancy
outcomes 8],

E.2.4.2.2 Predictive factors

For pregnant women included in the management population, a glucose challenge test
(GCT) result >140 mg/dl (7.8 mmol/l) in a previous pregnancy, fasting plasma glucose
(FPG) >5.7 mmol/], glycated hemoglobin (HbAlc) >5.3% in early pregnancy, elevated
fasting insulin, and abnormal common lipid indices (including elevated triglycerides [TG]
and low-density lipoprotein [LDL] and reduced high-density lipoprotein [HDL]) all
indicate an increased risk of GDM [206%72] Changes in these levels should be monitored
in a timely manner to prevent GDM.

E.2.4.2.3 Dynamic monitoring

a) BMI: Pregnant women included in the management population should monitor
changes in body weight (at least once weekly, on the last day of each gestational week)
until the prenatal period to ensure appropriate weight gain and prevent GDM [21],

b) Blood glucose: Pregnant women should regularly monitor blood glucose until the
prenatal period as directed by a physician, including fasting blood glucose and blood
glucose at 1 hour and 2 hours after meals [22]. The recommended glycemic targets
during pregnancy for women with GDM are FPG and premeal blood glucose <5.3 mmol/],
1-hour postprandial blood glucose <7.8 mmol/l], or 2-hour postprandial blood glucose
<6.7 mmol/l, while avoiding nocturnal blood glucose <3.3 mmol/I.

E.2.4.3 Obesity in pregnancy complicated by gestational hypertension
E.2.4.3.1 Earlyrisk assessment

Risk assessment should be performed at 11-13+6 weeks of gestation [2526],

E.2.4.3.2 Predictive factors

Prepregnancy or early-pregnancy BMI 230 kg/m? maternal age >35 years, a history of
chronic hypertension, a history of preeclampsia, and a history of antiphospholipid
syndrome significantly increase the risk of gestational hypertension 23?4, The risk
associated with obesity in pregnancy increases as mean arterial pressure (MAP), uterine
artery pulsatility index (UtA-PI), lactate dehydrogenase (LDH), and uric acid (UA) levels
rise, and decreases as peripheral blood placental growth factor (PIGF) levels rise [2627],

E.2.4.3.3 Dynamic monitoring
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a) Blood pressure: Measure at every antenatal visit (for pregnant women at risk of
preeclampsia, home blood pressure monitoring should be considered and instructions
for its use should be provided) [73.

b) Urinary protein: Urinalysis or 24-h urinary protein quantification at every antenatal
visit [73],

E.3 Candidate regimens for reference

E.3.1 Emotional regulation (excluding acupoint stimulation methods)

People with obesity in pregnancy are prone to anxiety/depression during pregnancy
because of hypothalamic-pituitary-adrenal axis dysfunction, immune dysregulation,
body dissatisfaction, weight-related discrimination, and binge-eating behavior, which
may in turn lead to adverse outcomes such as preterm birth, abnormal fetal
neurodevelopment, and long-term psychological and behavioral problems in offspring
(11121 Emotional regulation includes various methods such as five-tone therapy, guqin
music, and mindfulness interventions to regulate physical and mental states from
multiple dimensions, relieve negative emotions, and promote overall mind-body
harmony.

E.3.1.1 TCm five-tone therapy

The five Chinese tones are gong, shang, jue, zhi, and yu, corresponding respectively to
earth, metal, wood, fire, and water, and to the spleen, lung, liver, heart, and kidney. Their
gentle melodies may harmonize the body and mind and balance qi and blood. Folk music
based on five-phase theory is used for 1 h daily for 30 d 78}

E.3.1.2 Gugqin

Also known as yaoqin, yuqin, or the seven-stringed qin, the guqin is one of China’s oldest
plucked string instruments and has a long history and rich cultural significance. Sessions
last 30 minutes, 5 days per week, for 8 weeks 74, For daily health maintenance, listening
for 15 min~20 min before sleep each day or participating in group performances 1~2
times per week is recommended [°l,

E.3.1.3 Mindfulness intervention

This may be used as an adjunctive intervention to improve emotional status, sleep
quality, and the risk of stress-related eating. In conjunction with weight reduction in
pregnant women, it emphasizes engaging the whole body and mind, helping people with
obesity develop self-awareness during simple eating, drinking, and exercise activities,
and find sources of happiness [, It includes mindfulness-based cognitive behavioral
therapy, mindfulness-based cognitive therapy, mindfulness-based childbirth and
parenting interventions, and basic mindfulness interventions. Pregnant women are
guided through mindfulness practice to change their cognitive and psychological states
and thereby relieve anxiety. Expert-guided interventions range from 1~8 sessions per
week, with each practice lasting 6 min~180 min, over a duration ranging from 3 d to 8

weeks [75],
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E.3.2 Chinese medicine aromatherapy

a) Lavender essential oil: 1) Topical application: apply a cream containing 1.25%
lavender essential oil to the legs, either alone or together with a foot bath; alternatively,
use massage oil containing 2% lavender essential oil for whole-body massage (head,
neck, shoulders, etc.). 2) Inhalation: inhale lavender essential oil through an aroma
pendant or diffuser; some studies combined it with classical music to enhance the effect.
3) Topical application is performed once daily. For inhalation, place 3 drops of lavender
essential oil on a tissue and inhale for 20 min at a distance of 10 cm from the tip of the
nose 76771,

b) Neroli essential oil: Place 3 drops of neroli essential oil on a nonabsorbent
handkerchief, pin it to the collar, and inhale for 1 h each time. Continue for 1 month, 3
times per week (on even-numbered days) [787°)

c) Lemon essential oil: Use a mixture of citronella and lemon essential oils for
aromatherapy by inhalation through a diffuser for 7 consecutive days, once every 2
hours before bedtime each night 8%,

Note: Restricted to women after 16 weeks of gestation without a history of essential-oil
allergy; oral administration and application to abdominal skin are not recommended;
other essential-oil regimens are provided only for research design reference.

E.4 For research design reference only
E.4.1 Pattern differentiation

E.4.1.1 Spleen deficiency with dampness obstruction pattern

Primary symptoms: several months of pregnancy, obesity, facial puffiness and limb
edema, fatigue and lack of strength, a sensation of bodily heaviness, epigastric and
abdominal fullness, difficult urination, and loose stools or constipation.

Secondary symptoms: mild edema of the limbs may be present, with reluctance to speak
or move, bland taste in the mouth, and poor appetite.

Tongue and pulse: pale, enlarged tongue with tooth marks along the edges and a thin
white or white greasy coating; moderate or soggy-thready pulse.

E.4.1.2 Excess heat in the stomach and intestines pattern

Primary symptoms: several months of pregnancy, obesity, excessive eating, rapid
digestion with frequent hunger, profuse sweating, dry stools, and yellow urine.
Secondary symptoms: halitosis, or dry and bitter mouth, thirst, and preference for
drinking.

Tongue and pulse: red tongue with a yellow greasy coating; slippery-rapid pulse.

E.4.1.3 Liver qi stagnation pattern

Primary symptoms: several months of pregnancy, obesity, fullness and discomfort in the
chest and hypochondrium, epigastric fullness, swelling of the limbs without change in
skin color, and no obvious pitting on pressure.

Secondary symptoms: emotional unease, depressed mood, insomnia with frequent
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dreams, and frequent sighing.
Tongue and pulse: dark-red tongue with a white or thin greasy coating; wiry pulse.

E.4.1.4 Spleen-kidney yang deficiency pattern

Primary symptoms: several months of pregnancy, obesity, poor fetal growth, aversion to
cold, fatigue and lack of strength, profuse thin vaginal discharge, soreness and weakness
of the lower back and legs, copious clear urine, and loose stools.

Secondary symptoms: generalized puffiness and swelling, dull lower-abdominal pain
relieved by warmth and pressure, and poor appetite.

Tongue and pulse: pale tongue with a thin white coating; deep, thready, and weak pulse.

E.4.2 Pattern-based management

E.4.2.1 Spleen deficiency with dampness obstruction pattern

Treatment principle and method: strengthen the spleen, replenish qi, and promote the
drainage of dampness.

Reference formula: Baizhu San (Formulas to Aid the Living)

Note: The formula contains Arecae Pericarpium, which moves qi downward and may
disturb the fetus; its alkaloids may stimulate uterine smooth muscle and readily induce
uterine contractions. Use with caution during pregnancy.

E.4.2.2 Excess heatin the stomach and intestines pattern

Treatment principle and method: clear and drain stomach heat, unblock the bowels, and
discharge turbidity.

Reference formula: Peilian Mahuang Tang (Expert Consensus on a TCM Diagnosis and
Treatment Plan for Obesity)

Note: The formula contains Ephedrae Herba, which may stimulate the uterus. Use with
caution during pregnancy.

E.4.2.3 Liver qi stagnation pattern

Treatment principle and method: soothe the liver, relieve constraint, move qi, and
transform phlegm.

Reference formula: Zhengqi Tianxiang San (Outline of Medicine)

Note: The formula contains Linderae Radix, which is mildly toxic. Cyperi Rhizoma is pungent,
aromatic, and dispersing and may stimulate uterine smooth muscle and disturb fetal qi; it is
particularly contraindicated in early pregnancy, and even in the second and third trimesters it
must be strictly combined with fetal-stabilizing medicines. Perillae Folium is pungent and warm
and carries a risk of stimulating uterine smooth-muscle contraction; Perillae Caulis, however, may
inhibit uterine contractions through a mechanism similar to progesterone and may stabilize
pregnancy. The overall combination of Linderae Radix + Zingiberis Rhizoma + Citri Reticulatae

Pericarpium is warm, drying, and qi-moving. Use with caution during pregnancy.
E.4.2.4 Spleen-kidney yang deficiency pattern
Treatment principle and method: tonify the spleen and kidney, warm yang, and promote

urination.
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Reference formula: Zhenwu Tang (Treatise on Cold Damage)
Note: Contains Aconiti Lateralis Radix Praeparata, which is listed in the Pharmacopoeia as a
medicine to be used with caution in pregnant women) combined with Shoutai Wan (Records of

Chinese Medicine With Reference to Western Medicine).
E.4.3 Warm-needling

Primary acupoints: group a, Pishu (BL20) and Shenshu (BL23); group b, Zhongwan
(CV12) and Zusanli (ST36). On the basis of filiform-needle acupuncture, qualified
physicians may alternate between groups a and b for warm-needling intervention.
Course: once every other day for 12 weeks 8182}

E.4.4 Mild moxibustion with a moxa stick

Selected acupoints [#3); Zusanli (ST36), Pishu (BL20), and Weishu (BL21); two of the
three acupoints are selected for each treatment. Use mild moxibustion with a moxa stick:
ignite the moxa stick and hold the lit end 2 min~3 cm from the skin over the acupoint for
warming. During moxibustion, observe the local skin condition and systemic symptoms
and ask the pregnant woman about any discomfort as appropriate. Mild moxibustion
should produce local warmth without burning pain. Continue until slight local erythema
appears, for 5 min~7 min at each site (¥, After moxibustion, instruct the pregnant
woman not to drink cold water, to drink more warm water, and not to wash her hands or
bathe with cold water within 30 minutes. Perform once daily; 7 days constitute one
course. Maintain a comfortable position during the procedure and monitor fetal heart
rate and fetal movement.

E.4.5 Herbal acupoint application

Herbal formula 83l: Caryophylli Flos, Zingiberis Rhizoma Praeparatum, Evodiae Fructus,
Piperis Fructus, and Artemisiae Argyi Folium (note: these medicines are pungent, hot,
warming, and unblocking. Caryophylli Flos, Evodiae Fructus, and Artemisiae Argyi
Folium are mildly toxic; transdermal absorption of their constituents may stimulate
uterine smooth muscle, so use with caution during pregnancy. Application to the lower
abdomen, lumbosacral region, or uterus-related acupoints is prohibited. Piperis Fructus
is pungent, hot, and dispersing and contains piperine-type volatile oils, which may
disturb gi and blood. Zingiberis Rhizoma Praeparatum is pungent and hot and should be
used with caution during pregnancy). Mix in an appropriate proportion, grind into a fine
powder, seal, and store. Squeeze a small amount of fresh ginger juice and mix it with the
powder into a paste; form pellets approximately 1 cm in diameter and place them on
Zusanli (ST36), Shangjuxu (ST37), Xiajuxu (ST39), Pishu (BL20), or Weishu (BL21), with
modifications according to the pattern, using two acupoints each time. Apply with an
occlusive patch and replace every 6 h~8 h; clean the acupoint area with normal saline
when replacing the patch. Observe skin changes at the application site to prevent allergy
and skin damage %, and monitor fetal heart rate and fetal movement. During
application, instruct the pregnant woman to avoid cold, raw, fishy, spicy, and irritating
foods. Perform once daily; 7 days constitute one course, for a total of two courses.
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E.4.6 Chinese herbal medicine intervention

Given the special physiological characteristics of women during pregnancy, medicated
diets and herbal teas may be considered as candidate methods of TCM pattern-based
regulation for research design or individualized reference. Before use, a qualified
practitioner should assess safety, applicability, and potential contraindications.

E.4.6.1 Pattern-based dietary therapy

Dietary management is an important component of intervention for obesity in
pregnancy. TCM emphasizes “pattern-based dietary therapy” and “herbal tea regulation,”
meaning that medicinal and edible ingredients with corresponding actions are selected
according to the pregnant woman'’s pattern, and specific recipes (porridge, soup, herbal
tea, etc.) are provided for each pattern, including preparation, administration, and
caloric content, to offer medicated-diet regulation and convenient herbal-tea formulas. A
qualified practitioner must be consulted before use to assess safety and suitability.

E.4.6.1.1 Spleen deficiency with dampness obstruction pattern

a) Diet: 1) The diets of pregnant women included in the management population may
selectively include Lablab Semen Album (must be stir-fried for use in pregnant women),
Jujubae Fructus, Dioscoreae Rhizoma, Longan Arillus (rich and cloying, it may aggravate
dampness and fullness; its warming and drying nature may also aggravate heat, so use
during pregnancy must be assessed by a qualified practitioner), Poria, Citri Reticulatae
Pericarpium, and Nelumbinis Semen 8¢l 2) Carp soup: carp, Atractylodis Macrocephalae
Rhizoma, and Citri Reticulatae Pericarpium [#7};

b) Herbal tea: Tangerine Peel and Jujube Tea: Jujubae Fructus and Citri Reticulatae
Pericarpium. Remove the pits from the jujubes and dry-fry until browned; wash the
tangerine peel and steep both in boiling water for 10 minutes. Administration and
dosage: drink warm as a tea in frequent small amounts; the jujubes may be eaten (58],

E.4.6.1.2 Excess heat in the stomach and intestines pattern

Diet and preparation:

Dendrobium officinale and Polygonatum odoratum Lean Pork Soup: 60 g lean pork,
Dendrobii Officinalis Caulis, and Polygonati Odorati Rhizoma (slightly cold in nature;
excessive intake may cause abdominal pain and diarrhea; contraindicated in people with
hypotension or allergy). Wash all ingredients and place them in an earthenware pot with
water. Bring to a boil over high heat, reduce to low heat, and simmer for 1 hour; add an
appropriate amount of salt. Administration and dosage: serve warm with meals. [t may
be consumed once daily or every other day as appropriate [,

Herbal tea

Scutellariae Radix, Poria, Atractylodis Macrocephalae Rhizoma, Aurantii Fructus
Immaturus (a medicine to be used with caution during pregnancy), and Glycyrrhizae
Radix et Rhizoma steeped in water for drinking [°°l,

E.4.6.1.3 Liver qi stagnation pattern

a) Diet: The diets of pregnant women included in the management population may
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selectively include Citri Sarcodactylis Fructus (contains limonene volatile oil; use with
caution during early pregnancy and in women with a history of miscarriage or
threatened miscarriage, and use during pregnancy only under physician guidance), Citri
Reticulatae Pericarpium, and nonglutinous rice. Wash all ingredients, wrap Citri
Sarcodactylis Fructus and Citri Reticulatae Pericarpium in gauze, and cook them with the
rice and an appropriate amount of water. Bring to a boil over high heat and then simmer
over low heat for 30 minutes. Administration and dosage: may be eaten as a staple food,
3~5 times per week [8687],

b) Herbal tea: Hawthorn Drink: Crataegi Fructus (invigorates blood and disperses stasis
and may readily stimulate uterine contractions; use with caution during pregnancy) and
Citri Reticulatae Pericarpium steeped in water for drinking 171,

E.4.6.1.4 Spleen-Kidney Yang Deficiency Pattern

Diet:

a) The diets of pregnant women included in the management population may selectively
include Euryales Semen, Dioscoreae Rhizoma, and Poria [8°],

b) Stir-Fried Mutton With Scallions: lean mutton and scallions (pungent and warm,
promote yang qi; use with caution during early pregnancy and consume only in
moderation).

c) Walnut and Goji Berry Porridge: walnut kernels, Lycii Fructus, black sesame seeds,
and nonglutinous rice [#7],

E.4.7 Emotional regulation

E.4.7.1 Intradermal needle

A professionally qualified acupuncturist, while ensuring a safe angle and depth, selects
bilateral Shenmen (HT7), Neiguan (PC6), and Taichong (LR3). Intradermal needles
measuring 0.20 mmx1.5 mm or 0.20 mmx1.2 mm are inserted vertically into the skin.
Ten sessions are completed within 6 weeks, once every 4 days; each needle is retained
for 72 hours, followed by a 1-day rest after removal [°+%2],

E.4.7.2 Conventional acupuncture

The procedure is performed by a professionally qualified acupuncturist. Selected
acupoints include Taixi (KI3), Shenmen (HT7), Zusanli (ST36), Neiguan (PC6), Baihui
(GV20), Fengchi (GB20), Anmian (EX-HN22), and others. A 0.340 mm or 0.325 mm
stainless-steel needle is inserted vertically and rotated counterclockwise until deqi is
achieved, then retained for 30 min. Ten interventions are performed over 3 weeks: 4 in
the first week and 3 per week thereafter [°3],

E.4.7.3 Scalp acupuncture

A professionally qualified acupuncturist selects a specific area on the skull surface. The
midline point 0.5 cm above the external occipital protuberance is located, with
subsequent points spaced 2 cm apart. After local anesthesia, the needle is inserted
rapidly and vertically to the bone surface, with the tip penetrating approximately 1 mm
into the periosteum. The procedure lasts approximately 60 s. A total of 15 sessions are
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performed: the first 5 on 5 consecutive days and the remaining 10 once every other day
[94].

E.4.7.4 Auricular acupoints

The procedure is performed by a professionally qualified acupuncturist. Selected
acupoints are Shenmen, Kidney, and Sympathetic, used as “opening points” to activate
other acupoints; Brainstem, Spleen, and Anxiety are then selected, with optional
addition of Visceral Nervous System, Heart, Anterior Vertical Point, Genitalia, and
Endocrine. Vaccaria seeds (yellow rapeseeds) are affixed to the auricular acupoints. The
acupoints are manually pressed 10 times daily for approximately 10 s each time;
pressing is discontinued if discomfort occurs. Application is unilateral, alternating ears
each time, once every 3 days [°>7], with all procedures performed in accordance with
safety standards.

E.4.7.5 Acupressure

Selected acupoints: Zhaohai (KI6), Yinlingquan (SP9), Lieque (LU7), Lianggiu (ST34),
Waiguan (TE5), Yangchi (TE4), Neiguan (PC6), Tianzhu (BL10), and Liudian [98]. Apply
vertical pressure to the acupoints with a finger or thumb, optionally combined with
passive stretching and joint rotation, 2~3 times daily for 1 min~2 min each time [99].
Because Sanyinjiao (SP6) may readily induce uterine contractions, the pregnant
woman’s condition and uterine contractions should be closely monitored during the
intervention.

E.4.7.6 Herbal tea

For anxiety/depression during pregnancy, the following medicines may be considered:
Citri Reticulatae Pericarpium, Menthae Haplocalycis Herba, Bupleuri Radix, Cyperi
Rhizoma, Perillae Folium, Curcumae Radix, and Gardeniae Fructus (most are gqi-moving
medicines and should be used with caution during pregnancy and only under the
guidance of a qualified physician). Crush and grind them evenly into powder, mix
thoroughly, and place one dose into a tea bag. Add 500 ml of water and decoct in a teapot
for 15 min; drink as a tea [109],

E.4.8 Prevention of pregnancy complications

E.4.8.1 Obesity in pregnancy complicated by threatened miscarriage
E.4.8.1.1 TCM prevention

Medicated diet

a) Morinda and Goji Berry Pork Kidney Soup: Morindae Officinalis Radix (warm and
drying, assists yang, may readily generate internal heat and disturb the fetus; use with
caution in pregnant women with obesity or a history of threatened miscarriage, and use
during pregnancy only under physician guidance), Lycii Fructus, Codonopsis Radix, Citri
Reticulatae Pericarpium, red dates, and one fresh pork kidney. Wash the kidney, remove
its inner membrane and strong-smelling tendons, place all ingredients in a clay pot with
a little salt and an appropriate amount of water, bring to a boil over high heat, and
simmer over low heat for 60 min before eating %1,

61



b) Steamed Chicken With Amomum and Goji Berries: Amomi Fructus (crushed; it
regulates qi and stabilizes the fetus, but crushing greatly increases the release of volatile
oils [camphor and bornyl acetate], increasing irritation and posing greater risk than
whole Amomi Fructus), Lycii Fructus, and 500 g free-range chicken. Cut the chicken into
pieces, blanch, and remove the blood foam. Place in a steam pot, add an appropriate
amount of salt, scallion, fresh ginger, Amomi Fructus, and Lycii Fructus, and steam for 30
minutes before eating 101,

¢) Therapeutic porridge: Add nourishing ingredients such as Lycii Fructus, Rehmanniae
Radix Praeparata (may cause diarrhea), Angelicae Sinensis Radix (invigorates blood; use
cautiously in early pregnancy), Dioscoreae Rhizoma, Ginseng Radix et Rhizoma (use
cautiously in heat patterns), and Jujubae Fructus (use under physician guidance and
avoid self-medication) to the diet, together with high-quality protein (milk, eggs, etc.).

d) Modified formula containing Codonopsis Radix, Polygonati Odorati Rhizoma, Lilii
Bulbus (contains trace colchicine-like compounds, at higher levels in fresh lily bulbs;
long-term or excessive use may cause gastrointestinal discomfort), Dioscoreae Rhizoma,
red lotus seeds, Lycii Fructus, and Jujubae Fructus, double-boiled with 50 g lean meat for
1.5 h[102],

Herbal tea

Flower Tea Drink: Mori Folium and Nelumbinis Folium (may be taken in small amounts
under physician guidance), Bambusae Caulis in Taenias granules, Albiziae Flos
(invigorates blood; use cautiously in early pregnancy), and rock sugar; or Rosae Rugosae
Flos (invigorates blood; use cautiously in early pregnancy), Lycii Fructus, Ophiopogonis
Radix, buckwheat kernels, Jujubae Fructus, and brown sugar. According to the patient’s
taste, dried lemon slices (use with caution in those with excessive gastric acid,
deficiency-cold constitution, or an empty stomach) or dried papaya slices (papaya
contains papain, which may stimulate uterine smooth-muscle contractions; use with
caution in pregnant women) may be added. Brew in a health-preserving kettle and drink
small amounts frequently, 2~3 bags per day %3,

E.4.8.2 Obesity in pregnancy complicated by gestational diabetes mellitus
E.4.8.2.1 TCM Prevention

For high-risk people with overweight or obesity who are at risk of GDM, the following
dietary, exercise, and emotional guidance methods are recommended to control blood
glucose and reduce body weight.

Medicated diet

a) Chinese Yam and Coix Seed Porridge: Dioscoreae Rhizoma and Coicis Semen (listed in
the Pharmacopoeia as requiring caution in pregnant women), prepared as a soup;

b) Pseudostellaria, Astragalus, Fresh Rehmannia, Salvia, and Chicken Custard:
Pseudostellariae Radix, Astragali Radix (use with caution in late pregnancy and during
labor), fresh Rehmanniae Radix (not recommended in the absence of a clear heat
pattern), Salviae Miltiorrhizae Radix et Rhizoma (use cautiously because it invigorates
blood), and shredded chicken. Medicinal and edible ingredients such as Polygonati
Odorati Rhizoma, Trichosanthis Radix (listed in the Pharmacopoeia as requiring caution
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in pregnant women), and Lablab Semen Album may also be added. Patients may select
according to their physical condition 104,

Herbal tea
Zicui Drink: Astragali Radix and fresh Rehmanniae Radix (use under physician guidance),
Dioscoreae Rhizoma, and porcine pancreatic powder, decocted and taken as a tea [1%4],

Traditional exercise therapy

Tai Chi and Baduanjin. Patients are advised to exercise 3~4 times per week for 60 min
each session, comprising three exercise periods and three rest periods; each exercise
period lasts 15 min and each rest period 5 min. Patients may select an appropriate
exercise modality according to their condition 1051071,

E.4.8.2.2 Lifestyle intervention

Pregnant women with overweight/obesity who are at risk of GDM are advised to
consume a balanced diet, control total energy intake, and appropriately balance
carbohydrate, protein, and fat intake. Small, frequent meals should be eaten at regular
times and in fixed quantities. Intake of pure-sugar products such as sucrose, honey, and
chocolate should be strictly limited. Low-sugar fruits such as apples, pears (cool in
nature; women with spleen-stomach weakness and pregnant women should not
consume excessive amounts), and grapefruit (cold in nature; women with
spleen-stomach weakness and pregnant women should not consume excessive amounts)
should be selected and eaten in divided portions [2>108] At the same time, aerobic
exercise suitable for pregnant women, such as walking, prenatal yoga, and swimming,
should be selected, generally for approximately 30 min per session, 3~5 times per week.
Appropriate stretching exercises, such as whole-body stretching and limb stretching,
should be performed for 10 min~15 min each session [25108],

E.4.8.3 Obesity in pregnancy complicated by gestational hypertension

E.4.8.3.1 TCM constitution-based health care

Based on the constitution type and assessment findings, TCM guidance may include
daily-routine regulation, medicated dietary therapy, emotional regulation, and health
preservation through both activity and rest [10%11%1 (TCM constitution classification is
based on Professor Wang Qi’s nine-type method at Beijing University of Chinese
Medicine 1111},

Daily-routine regulation

Pregnant women should ensure at least 10 h of rest each day and avoid prolonged
standing and excessive fatigue [112],

Medicated dietary therapy

Avoid greasy and spicy foods, eat more foods rich in protein, vitamins, and minerals,
such as lean meat, eggs, vegetables, and fruits, and limit salt intake (1121131, Particular
ingredients with actions such as clearing heat and lowering blood pressure, invigorating
blood and resolving stasis, supplementing qi, and nourishing yin include wax gourd
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(cold in nature and unsuitable for long-term consumption during pregnancy), water
chestnut (sweet and cold in nature; the Compendium of Materia Medica states that it
“treats bloody dysentery, hematochezia, and uterine bleeding”; people with
deficiency-cold or blood deficiency and pregnant women should use it with caution),
celery (cool and slippery in nature and therefore unsuitable for excessive consumption,
particularly in people with spleen-stomach deficiency-cold or insecure intestines),
Chinese yam, and lotus seeds [112]. Pregnant women with gestational hypertension and
a phlegm-dampness constitution are advised to drink chrysanthemum tea (cold and
sweet; use with caution in pregnant women with reduced immunity or spleen-stomach
weakness because it may readily cause abdominal pain and diarrhea), mung bean soup
(mung beans are cold in nature and should not be consumed excessively by pregnant
women), green tea (contains tannic acid that affects iron absorption; consume 1 hour
after meals and avoid excessive intake, which may cause nervous excitation, insomnia, or
anxiety in pregnant women), and tremella soup (nourishes and generates fluids and
moistens the lung and stomach; contraindicated/use with caution in pregnant women
with damp-heat generating phlegm). Poria and Euryales Semen and other ingredients
that dispel dampness, transform phlegm, and are pungent, warm, and dampness-drying
may be added to soups 114,

Exercise therapy for health preservation

Tai Chi ™2l and Five-Animal Exercises 3],

E.4.8.3.2 Acupoint massage

Selected acupoints: Baihui (GV20), Zusanli (ST36), and Neiguan (PC6). Place the ribbed
surfaces of both thumbs at the appropriate positions and move them in circles to
mobilize the skin and subcutaneous tissue, slowly and gently, at 120~160 movements
per minute. Massage each acupoint for 1 min~2 min; 7 days constitute one course, with
a 1-day rest between courses, for a total of four courses [11°],

The patient lies supine. Apply gentle, moderate pressure with the thumb or tap with a
loosely clenched fist once daily for 3 min~5 min each time. Massage Tianshu (ST25)
clockwise with three or four fingers for 2 min~3 min once daily. In addition, press and
knead Xiawan (CV10), Shangwan (CV13), Zhongwan (CV12), and Guanyuan (CV4), each
for 2 min~3 min, once daily. Treat bilateral Zusanli (ST36) and Yinlingquan (SP9), each
for 3 min, 1~2 times daily, ideally producing soreness, numbness, and distention [116].

E.4.9 Fetal monitoring in pregnant women included in the management
population

Clinicians should fully inform pregnant women included in the management population
about the risks of fetal abnormalities and stillbirth. Maternal obesity is associated with
fetal structural abnormalities, particularly congenital heart disease and neural tube
defects. For every one-unit increase in BMI among pregnant women included in the
management population, the risk of congenital heart disease in the fetus increases
correspondingly. Obesity may also interfere with normal fetal development and lead to
structural abnormalities. In addition, obesity substantially increases the risk of stillbirth
during pregnancy; for every five-unit increase in BM], the risk of stillbirth increases by
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approximately 1.28-fold. Obesity-related pregnancy complications, such as hypertension,
may restrict the fetal supply of oxygen and nutrients, thereby increasing the risk of fetal
death [4]. Therefore, pregnant women included in the management population should
pay attention to changes in fetal movement after 20 weeks of gestation and undergo
regular fetal monitoring. For pregnant women with a prepregnancy BMI of 35.0
kg/m2~39.9 kg/m2, weekly antenatal fetal surveillance is recommended beginning at
37 weeks of gestation. For those with prepregnancy BMI=40 kg/m2, weekly antenatal
fetal surveillance is recommended beginning at 34 weeks of gestation [117]. However,
no studies have established the optimal type or frequency of fetal monitoring, and no
specific evidence is available for pregnant women included in the management
population.
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Obesity has become one of the major public health issues worldwide, and the incidence of
obesity during pregnancy has also been increasing year by year. Obesity can reduce female
fertility. During pregnancy, it also significantly increases the risk of pregnancy-related
complications, such as gestational diabetes mellitus, pre-eclampsia, cesarean section, and
miscarriage. In addition, obesity during pregnancy may lead to various adverse outcomes,
including macrosomia, fetal malformations, and preterm birth, and may even affect the health
of offspring in subsequent generations.

Currently, internationally authoritative guidelines on obesity during pregnancy are mainly
based on data from Western populations, and their recommended criteria are not highly
compatible with the constitutional characteristics and metabolic features of Asian pregnant
women. Traditional Chinese Medicine (TCM) has the advantages of high safety and fewer side
effects. It may intervene in obesity during pregnancy through multiple pathways, including
regulating hormone levels, modulating lipid metabolism, and improving gut microbiota,
thereby partially complementing Western medicine, whose mechanisms of action are clear
but relatively limited. Therefore, the project team combined evidence-based medicine with
traditional Chinese medical experience, systematically integrated clinical trial evidence on
TCM, deeply incorporated theories from classical Chinese medical texts and the experience of
renowned physicians, and referred to guidelines and standards issued by internationally
authoritative medical organizations. Guided by the GRADE framework and international
standards for guideline development, the project team emphasized rigorous evidence
appraisal and bias control while integrating the theoretical essence of classical Chinese
medical texts and the accumulated experience of TCM. The team developed recommendations
for the diagnosis, treatment and management of obesity during pregnancy that are both
scientific and distinctive of TCM, and formulated the International Traditional Chinese
Medicine Clinical Practice Guideline: Obesity During Pregnancy. This guideline aims to protect
maternal and infant health, contribute the wisdom of TCM, enhance the international
influence of TCM gynecology, and promote the global development of TCM.

2. Main Work Process

2.1 Launch and Deployment Stage

2.1.1 Guideline Development Seminar

This guide initiated the project application process in April 2025. On June 4, we received the
notification letter for project review. The team held a project approval review meeting in
Beijing on June 7, 2025, to discuss the following aspects:

(1) General principles, objectives, and scope of application of the guideline development

(2) Overall process of guideline development

(3) Overall timeline for guideline development

(4) Composition and general division of labor of the guideline development working group
(5) Expansion of the membership scope of the guideline expert panel

(6) Key precautions during the guideline development process

After the meeting, WeChat groups for the guideline development working group and the
guideline development expert panel were established respectively. Regular supervision of the
working group’s progress and phased reporting of guideline development status were
required.

The project was officially approved on July 23, 2025.
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2.2 Determining the Topic and Purpose of This Guideline

During the launch and deployment stage, on the basis of preliminary literature investigation
and analysis of clinical needs, and after full discussion by the expert group, the project team
clarified the development direction and positioning of this guideline.

At present, no clinical practice guideline on TCM specifically addressing obesity during
pregnancy is available either in China or internationally. Existing guidelines for the diagnosis
and treatment of obesity generally do not distinguish between pregnant and non-pregnant
populations, and they lack targeted guidance on key issues such as weight management and
medication safety during pregnancy. Therefore, the project team identified obesity during
pregnancy as the core topic of this guideline, with a particular focus on pregnancy as a distinct
physiological stage.

Following multiple rounds of expert deliberation, the purpose of this guideline was finalized
as follows: to address the needs of international clinical practice, integrate evidence-based
findings on TCM with traditional clinical experience, and develop an international TCM clinical
practice guideline that is scientific, safe, and practical. The guideline is intended to provide a
reference for healthcare professionals in China and internationally on the standardized
application of TCM in the management of obesity during pregnancy.

2.3 Development Stage

2.3.1 Organization and Management

During the development of this guideline, a WeChat working group chat was established,
consisting mainly of consensus experts and members of the working group. To ensure work
efficiency, routine communication was primarily conducted through online meetings and
telephone discussions. Internal discussion meetings and online exchange meetings were held
regularly.

2.3.2 Avoidance of Conflicts of Interest

All members involved in the development of this guideline declared that they had no conflicts
of interest. No commercial, professional, or other interests related to the subject of this
document were identified, nor were any conflicts of interest that might be affected by the
outcomes of this document.

2.3.3 Formulation of the Guideline Development Plan and Implementation Steps

Based on the assigned tasks, the working group formulated the guideline development plan,
determined the developmenttimeline, solicited expert opinions, convened expert discussions,

refined the plan, and implemented the following specific steps:
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(1)

(2)

(3)

(4)

(5)

(6)

(7)

April 2025: Collect and analyze domestic and overseas standards, guidelines and
literature concerning threatened miscarriage, and finalize the project scope.

May-June 2025: The Guideline Development Working Group reviews relevant literature
on threatened miscarriage, collects evidence regarding corresponding interventions,
establishes quality evaluation criteria, compiles the draft and completes the first version.
July 2025: Convene an expert project review meeting to discuss the initial draft, and
conduct the first round of revision in accordance with expert feedback.

August 2025-February 2026: The working group carries out a second literature retrieval,
processes the collected evidence data, optimizes evidence statements, and develops
corresponding recommendations.

March-April 2026: Conduct two rounds of expert consensus voting via online
questionnaires to grade the strength of recommendations.

April 2026: Solicit opinions from internal and external experts successively through
online channels, and complete the second and third rounds of draft revision.

May-June 2026: Submit the manuscript to the World Federation of Chinese Medicine
Societies (WFCMS) for final review and approval.

2.3.4 Extensive Clinical Investigation to Identify Clinical Questions

During the development of this guideline, the working group aimed to fully incorporate the

issues of greatest concern to clinicians. Based on the challenges in the conventional medical

diagnosis and treatment of obesity during pregnancy, as well as the advantages of TCM and

integrated Chinese and Western medicine interventions, the working group conducted

preliminary literature searches, summarized clinical experience, and held multiple internal

discussions. Finally, 12 clinical questions were formulated, as shown in Table 1.
Table 1. List of Guideline Clinical Questions

No. Clinical question

1 What are the diagnostic criteria for obesity during pregnancy in conventional medicine?

2 What are the principles of intervention for obesity during pregnancy?

3 What is the recommended range of gestational weight gain?

4 Can acupuncture or auricular acupoint therapy effectively control weight gain in women with
obesity during pregnancy?

5 Can TCM aromatherapy assist in controlling weight gain in women with obesity during pregnancy?

6 Can exercise management effectively control weight gain in women with obesity during pregnancy?

7 Can awell-balanced diet effectively control weight gain in women with obesity during pregnancy?

8 Can emotional regulation assist in controlling weight gain in women with obesity during pregnancy?

9 Can comprehensive lifestyle management effectively control weight gain in women with obesity
during pregnancy?

10 ~ What are the risk indicators for gestational diabetes mellitus in women with obesity during
pregnancy, and what are the preventive approaches in TCM and conventional medicine?

11 What are the risk indicators for hypertensive disorders of pregnancy in women with obesity during
pregnancy, and what are the preventive approaches in TCM and conventional medicine?

12 What are the risk indicators for threatened miscarriage in women with obesity during pregnancy,

and what are the preventive approaches in TCM and conventional medicine?
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2.3.5 Evidence Retrieval, Screening, and Synthesis

(1) Databases searched: Chinese and English databases were searched, including CNKI,
Wanfang Data, PubMed, Embase, and Web of Science.

(2) Search terms:

1. Disease-related terms, such as “obesity during pregnancy” and “pregnancy-related
obesity”;

2. Intervention-related terms, such as Chinese herbal medicine, acupuncture, moxa sticks,
mild moxibustion, Chinese herbal acupoint application, diet, exercise, traditional exercises,
Traditional medicine, Acupuncture, Traditional exercises, and Medicated diet;

3. Study-type terms, such as “randomized controlled trial” and “Meta-analysis.”

(3) Search strategy (CNKI example; exercise intervention):

SU= CElie+ 0+ * IR+ B+ A I QAR * GZah+ k)il ah+
1 B+ 1z o T fil+ A Rz s+ TUH I 2R+ B+ )\ BB + KR+ LB R+ N F R+ B IHE) -
(4) Inclusion criteria:
Studies were included if they met all of the following criteria: the literature types included
guidelines, consensus statements, systematic reviews (SRs), randomized controlled trials
(RCTs), observational studies, and case reports; the study participants were women of
reproductive age diagnosed as overweight or obese; the interventions were TCM-related
therapies; the control measures included no-treatment control, placebo, lifestyle intervention,
and pharmacological treatment; and the outcomes included body weight, BMI, waist
circumference, waist-to-hip ratio, and body fat percentage, etc..
(5) Exclusion criteria:
Studies were excluded if any of the following applied: subjects were male or non-pregnant
women; or control measures were TCM therapies or surgical procedures.
(6) Literature screening results:
A total of 7,407 relevant records were retrieved from CNKI, Wanfang, PubMed, Embase, and
Web of Science. After removing duplicate records from different databases, 6,611 records
remained. Title and abstract screening removed 6,269 review articles, animal experiments,
conference proceedings/books/consensus documents, and low-relevance records, leaving
356 records. Full-text screening then excluded 318 records because study data were
inconsistent, study content was inconsistent, article type was inappropriate, or full text was
unavailable. Ultimately, 38 studies were included (25 Chinese RCTs and 13 English RCTs). The
screening process is shown in Figure 1.

Figure 1. Literature screening process for TCM treatment of obesity during pregnancy
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[ Records identified through database searches(n=7407) ]

[ Records remaining after removal of duplicates(n=6611) ]

Excluded after title and abstract screening:
reviews (n=1,590), animal experiments (n=509),
conference proceedings/books/consensus
documents (n=1,407), and low-relevance
records (n=2,749)

[ Records remaining after initial screening(n=356)

Excluded after full-text review: inconsistent
study data (n=86), inconsistent study content
(n=145), inappropriate article type (n=63), and
unavailable full text (n=24)

[ Studies finally included(n=38) ]

2.3.6 Review of Existing Domestic and International Guidelines and Consensus

Documents

In addition, relevant guidelines, consensus documents, standards, technical specifications, and

textbooks were searched and reviewed. The following relevant guidelines, consensus

documents, standards, and technical specifications were identified:

[9] Sagi-Dain L. Obesity in Pregnancy: ACOG Practice Bulletin, Number 230. Obstet Gynecol.
2021;138(3):489.

[10] Denison FC, Aedla NR, Keag O, et al. Care of Women with Obesity in Pregnancy:
Green-top Guideline No. 72. BJOG. 2019;126(3):e62-e106.

[11] Maxwell C, Gaudet L, Cassir G, et al. Guideline No. 391-Pregnancy and Maternal
Obesity Part 1: Pre-conception and Prenatal Care. ] Obstet Gynaecol Can.
2019;41(11):1623-1640.

[12] McAuliffe FM, Killeen SL, Jacob CM, et al. Management of pre-pregnancy, pregnancy,
and postpartum obesity from the FIGO pregnancy and non-communicable diseases
committee: a FIGO (International Federation of Gynecology and Obstetrics) guide-line.
Inty Gyaecol Obstet. 2020;151 (suppl 1):16-36.

[13] Royal Australian and New Zealand College of Obstetricians and Gynecologists.
Management of obesity in pregnancy. Women's Health Committee. C-Obs 49.2017.

[14]  RTFHR“CEEFEEENLHE F RO EE PARRESRZF TLESR (2024)
21 5,2024-06-06.

[15]  FfedEdeE s (TEGEEMINKRIER) E54, | A8 REa LR E.
REREAE R B2 1297 5 T8 SRR AL A B 25K 5222 91,2022,45(08):786-794.

[16]  FfREESEsiar~flaEira=fEd. i e iR #TERE018) ). FHia/~F} ik
£,2018,53(1):7-13.

2.3.7 Evidence Evaluation and Grading
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(1) Assessment of Literature Quality

The certainty of evidence in this document was assessed using the internationally recognized
GRADE approach (Grading of Recommendations Assessment, Development and Evaluation).
GRADE is a widely used framework in international guideline development for assessing the
certainty of evidence and the strength of recommendations. Its core purpose is to identify the
factors that influence evidence certainty and recommendation strength, thereby ensuring the
transparency of the assessment process and the reliability of the results.

In applying the GRADE approach, this guideline strictly followed the evidence assessment
guidance issued by the GRADE Working Group and systematically assessed and graded the
bodies of evidence.

(2) GRADE evaluation

The GRADE evidence assessment criteria followed the evidence certainty guidance issued by
the GRADE Working Group and included four levels: “@®@® (high/4 points),” “©@HHO
(moderate/3 points),” “@BOO (low/2 points),” and “@OOO (very low/1 point)” The
initial rating was high /4 points, and a downgrading approach was applied.

Table 2. Downgrading and Upgrading Factors in the GRADE Evidence Assessment Criteria

Downgrading/upgrading factor Description

Factors that may lower the certainty of evidence

1. Study limitations

Serious Deduct 1 point

Very serious Deduct 2 points

2. Inconsistency of study results

Serious Deduct 1 point

Very serious Deduct 2 points

3. Uncertainty regarding directness of evidence

Serious Deduct 1 point

Very serious Deduct 2 points

4. Insufficient precision or wide confidence interval

Serious Deduct 1 point

Very serious Deduct 2 points

5. Publication bias

Serious Deduct 1 point

Very serious Deduct 2 points

Factors that may increase the certainty of evidence

1. Effect size

Large: evidence from two or more studies consistently | Add 1 point
shows RR>2 or RR<0.5, with almost no confounding

factors

Very large: direct evidence shows RR>5 or RR<0.2, | Add 2 points

without compromising credibility

2. Plausible confounding would reduce the observed | Add 1 point

effect

3. Dose-effect relationship: a clear association exists | Add 1 point
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between the “dose” of the intervention and the

magnitude of effect
(3) GRADE Grading of Recommendation Strength
Based on the certainty of evidence and the balance between benefits and harms, the strength

of recommendations was classified as “strong recommendation,” “weak recommendation,” or
“no clear recommendation.”
Table 3. GRADE Categories for Strength of Recommendations

Recommendation Definition Clinical

strength wording

Strong Benefits clearly outweigh risks and burdens, or risks and  “Should do” /

recommendation (T1) burdens clearly outweigh benefits; applicable to almost all ~ “Should not do”
patients

Weak Benefits, risks, and burdens are comparable, or benefits are “May do” / “May

recommendation (T) uncertain; the choice should be made according to the  notdo”

patient’s specific circumstances, values, and preferences

No clear Benefits and harms are balanced or uncertain, with no clear “Uncertain”

recommendation (/) preference

(4) Development of the Recommendation Voting Form and Questionnaire

Based on the evidence assessment and grading, the final recommendation voting form and
questionnaire were developed. The strength of each recommendation was determined by
comprehensively considering the certainty of evidence, clinical benefits, safety, cost
considerations, and patient acceptability, thereby ensuring that the recommendations were
scientific, practical, and implementable.

2.3.8 Formation of Expert Recommendations and Consensus Statements

For the diagnosis, interventions, and outcome measures addressed in this guideline,
questionnaire surveys were conducted using the Delphi-nominal group method. Consensus
on the different components of the guideline was then reached through online expert meetings.
The selected consensus experts were frontline clinical experts in fields related to obesity
during pregnancy, mainly specialists in TCM obstetrics and gynecology and integrative
obstetrics and gynecology.

(1) General principles

The expert consensus process for this document adopted the Delphi method and was
conducted mainly online. The development and determination of consensus
recommendations were informed by the China Association of TCM methodology for
“formulating recommendations and consensus suggestions.”

Based on their clinical and/or research experience, theoretical analysis, and published
literature, the consensus experts weighed the benefits and harms of each item and selected
one of the following options in the questionnaire: very important (benefits definitely outweigh
harms), somewhat important (benefits may outweigh harms), neutral (the benefit-harm

relationship is uncertain or there is no clear difference), somewhat unimportant (harms may
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outweigh benefits), or very unimportant (harms definitely outweigh benefits). These options
were assigned scores of 5, 4, 3, 2, and 1, respectively. Blank responses were documented as

"o

abstentions. For each item, the percentages of votes for “very important,” “somewhat

”oa ITTS

important,” “high importance,” “neutral,” “somewhat unimportant,” “very unimportant,” and
“low importance” were calculated.

(2) Consensus Recommendations

Expert recommendations were formulated by integrating GRADE-based evidence. For items
not supported by GRADE evidence, expert consensus recommendations were developed
based on relevant supporting materials. Excluding the “neutral” option, consensus was

»oa

considered achieved if any single option-namely “very important,” “somewhat important,”
“somewhat unimportant,” or “very unimportant”’-received more than 50% of the votes. In
addition, consensus could also be considered achieved if either side, namely “high importance”
(“very important” + “somewhat important”) or “low important” (“somewhat unimportant” +
“very unimportant”), received 70% or more of the votes. In such cases, the corresponding
consensus was classified as a “weak recommendation/may be considered” or a “weak
recommendation against/not recommended.” Otherwise, consensus was considered not
achieved.

The final expert recommendations were classified into four levels, corresponding to the four

»oa »oa

importance categories (“very important,” “somewhat important,” “somewhat unimportant,”
and “very unimportant”): “strong recommendation,’” “weak recommendation,” “weak
recommendation against,” and “strong recommendation against.” The final expert consensus
recommendations were also classified into four levels, corresponding to the same four

0

importance categories: “preferred,” “recommended,” “not recommended,” and “not
appropriate”

(3) Coefficient of Variation and Multiple Questionnaire Rounds

For each item, the number of scoring votes, mean score, standard deviation (SD), and
coefficient of variation (CV) were calculated. Agreement rate, interquartile range (IQR), and
CV were used as indicators for determining expert consensus. Consensus was considered
achieved when the agreement rate was >70%, IQR < 1, and CV < 0.3. The agreement rate
reflected the proportion of experts who actively supported an item; the IQR reflected the
degree of dispersion and was not affected by extreme values; and the CV provided a
standardized measure of relative disagreement among items with different mean scores.
Consensus suggestions or recommendations that failed to reach consensus were excluded
after confirmation by the expert group. Items that reached consensus and had a CV < 0.3 were
included after confirmation by the expert group. Items that reached consensus but had a CV >
0.3 were discussed by the expert group and revised if necessary, after which they were either
submitted to another round of consensus voting or excluded.

(4) Basic Expert Characteristics, Participation, and Authority

Two rounds of expert consultation for this guideline invited experts from more than 30
institutions across 18 provinces and cities in China. Thirty-six experts participated in the first
round and 32 in the second. The two expert groups were broadly consistent, and most held
senior professional titles (chief physicians, professors, etc.; >80%]). Their specialties covered
obstetrics and gynecology, TCM gynecology, reproductive medicine, evidence-based medicine,
acupuncture, nursing, and other fields, providing good disciplinary representation. The valid
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response rate was 100% in both rounds, indicating high expert enthusiasm.

The first round did not separately collect expert familiarity or authority coefficients. To assess
expert authority, familiarity (Cs) and judgment basis (Ca) were collected in the second
consultation, and the authority coefficient was calculated (Cr=(Cs+Ca)/2). Results showed a
mean Cs of 0.93 (65.6% were “very familiar”), mean Ca of 0.92, and mean Cr of 0.93 (range
0.78-1.00), with all experts having Cr=0.70. Given the similarity of expert composition
between the two rounds, the authority level of the first-round experts can be considered
similar to that of the second-round experts, and the overall consultation results are reliable.
(5) Results of the First Round of Expert Recommendation Voting

In the first round, 36 peer experts scored the importance of 11 interventions or management
measures using a five-level scale (A=5 points, B=4 points, C=3 points, D=2 points, E=1 point).
The statistical results and disposition of each item are shown in Table 4.

Table 4. Statistical Results and Decisions from the First Round of Expert Recommendation Voting

Item Mea SD A% B% C% Agreem 1Q Ccv Final

n entrate R Decision
Diagnostic criteria 4.97 0.1 97.2 2.78 0.00 100.00 0 0.0 Strong
for obesity during 7 2 3 recommendat
pregnancy ion
Intervention 4.97 0.1 97.2 2.78 0.00 100.00 0 0.0 Strong
principles for 7 2 3 recommendat
obesity during ion
pregnancy
Weight 494 0.2 94.4 5.56 0.00 100.00 0 0.0 Strong
monitoring for 3 4 5 recommendat
women with ion

obesity during

pregnancy
Acupuncture/auri 4.14 0.8 41.6 444 111 86.11 1 0.1 Strong
cular acupoint 0 7 4 1 9 recommendat
intervention ion
TCM 3.64 1.0 19.4 38.8 25.0 58.33 2 0.2 Proceed to
aromatherapy 2 4 9 0 8 second round
intervention after revision
Exercise 4.72 0.5 75.0 22.2 2.78 97.22 1 0.1 Strong
intervention 1 0 2 1 recommendat
ion
Well-balanced 497 0.1 97.2 2.78 0.00 100.00 0 0.0 Strong
dietary 7 2 3 recommendat
intervention ion
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Item Mea SD A% B% C% Agreem 1Q Ccv Final

n entrate R Decision
Emotional- 461 0.6 66.6 27.7 5.56 94.44 1 0.1 Weak
regulation 0 7 8 3 recommendat
intervention ion
Screening and 4.72 0.6 77.7 13.8 5.56 91.67 1 0.1 Weak
monitoring for 2 8 9 3 recommendat
threatened ion
miscarriage in
women with
obesity during
pregnancy
Screening and 4.92 0.2 91.6 8.33 0.00 100.00 0 0.0 Strong
monitoring for 8 7 6 recommendat
gestational ion
diabetes mellitus
in women with
obesity during
pregnancy
Screening and 4.92 0.2 91.6 8.33 0.00 100.00 0 0.0 Strong
monitoring for 8 7 6 recommendat
hypertensive ion
disorders of
pregnancy in
women with

obesity during

pregnancy

Note: Mean=mean score; SD=standard deviation; A% = proportion of responses rated as “very important”; B%
= proportion of responses rated as “somewhat important”; C% = proportion of responses rated as “neutral”;
agreement rate = A% + B%; IQR = interquartile range; CV = coefficient of variation (CV < 0.3 indicates
consensus); decision refers to the final determination for each item.

As shown in Table 4, the item “TCM aromatherapy intervention” had a mean score of 3.64,
fallingbetween “neutral” and “somewhat important,” and a CV of 0.28. Although the CV did not
exceed 0.3, it was close to the threshold, and the relatively large standard deviation (SD =1.02)
indicated a certain degree of divergence among expert opinions. After discussion, the expert
group considered that the wording of this item was too broad and that some experts had
concerns about its clinical feasibility.

It was therefore decided to revise the item as follows: (1) The original item “TCM
aromatherapy intervention” was revised to: “Under the guidance of a physician, patients with
obesity during pregnancy may use lemon essential oil inhalation or lavender essential oil
acupoint massage as an adjunctive intervention, limited to the second trimester and avoiding
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oral administration.” A summary of the relevant evidence-based support was also added. @
The revised item would proceed to the second round of consensus voting. It would be included
if CV < 0.25 and Mean > 4.0; otherwise, it would be excluded. All other items were directly
adopted and included in the final consensus document.

(6) Results of the Second Round of Expert Recommendation Voting

In the second round of expert recommendation voting, 32 peer experts rated the importance
of two intervention or management measures using the same five-level scale (A = 5 points, B
=4 points, C = 3 points, D = 2 points, and E = 1 point). The statistical results and decisions for
each item are shown in Table 5.

Table 5. Statistical Results and Decisions from the Second Round of Expert Recommendation Voting

Item Mea SD A% B% C% Agreeme IQ cv Final

n nt rate R Decision
Comprehensi 5.00 0.0 100.0 0.00 0.0 100.00 0 0.0 Strong
ve lifestyle 0 0 0 0 recommendati
management on
TCM 4.13 0.8 34.38 50.0 9.3 84.38 1 0.2 Weak
aromatherap 3 0 8 0 recommendati
y on

intervention

Note: Mean=mean score; SD=standard deviation; A%=proportion of “very important”; B%=proportion of
“somewhat important”; C%=proportion of “neutral”; agreement rate=A%+B%; IQR=interquartile range;

CV=coefficient of variation (CV<0.3 indicates consensus); disposition indicates the final determination ofthe

item.

2.3.9 Evidence Compilation and Archiving

The specific procedures and background materials generated during evidence retrieval,

screening, and evaluation for this guideline were compiled and archived.

2.4 Consultation Stage

2.4.1 Internal Expert Review and Appraisal

After the strength of the recommendations for the International TCM Clinical Practice Guideline:
Obesity During Pregnancy had been determined, the drafting working group organized an

expert review and appraisal meeting from April 19 to April 25, 2026, with comments collected

online. Participants included all drafters in the project team, representatives of the main

participating organizations, and specially invited expertsin relevant fields. The review focused

on the appropriateness of the standard framework, the completeness of the technical content,

the representativeness of the syndrome differentiation categories, and the feasibility of the

treatment measures. After thorough discussion, the review group put forward 19 revision

comments, all of which were adopted, and the Summary and Handling Table of Internal Expert
Review Comments was prepared. Based on these comments, the drafting working group

systematically revised the draft and prepared the version for external expert consultation.

Table 6. Summary and Handling Table of Internal Expert Review Comments

N | Expert Comment Proposed Handling Decision

o. Organization /Indivi
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dual

The diagnostic definition and
applicable population are unclear.
The main text mixes expressions
such as “pre-pregnancy obesity,’
“abnormal gestational weight gain,”
and “post-pregnancy BMI exceeding
the threshold,” which may cause
ambiguity in defining the clinical
target population. It is
recommended to clarify whether
(1) pre-

pregnancy obesity combined with

this guideline targets:

pregnancy; (2) excessive gestational
weight gain; or (3) both, in which
case they should be defined and

managed separately.

Macau University of
Science and
Technology / Yang

Guanhu

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. Based on literature
evidence, expert interviews, expert
CONSensus, cross-sectional
epidemiological research conducted
by the team, and other research
methods, evidence-based findings
were integrated. The team has
revised the text by first defining an
“The

overarching concept:

management targets related to
obesity during pregnancy in this
guideline include:

a) women who have become
pregnant and whose pre-pregnancy
body mass index (BMI) meets the
criterion for obesity;

b) women whose gestational weight
gain exceeds the corresponding

recommended range.”

There are substantive errors in the
diagnostic wording. In Chapter 4,
expressions such as “women with
BMI == 28.0 kg/m* are diagnosed
with pregnancy” should clearly be
“diagnosed with obesity during
pregnancy” or “included as
management targets for obesity
during pregnancy.” Sentence-by-
sentence correction is
recommended to avoid

compromising academic rigor.

Macau University of
Science and
Technology / Yang

Guanhu

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. The text has now
been proofread again to ensure
academic rigor. Similar sentences
such as “women with BMI >= 28.0

kg/m?

pregnancy” have been changed to

are  diagnosed with
“diagnosed with obesity during
pregnancy” or ‘“included as
management targets for obesity

during pregnancy’

The certainty of evidence and

strength of recommendations are
notsufficiently matched. Someitems

show overly strong

recommendations despite weak

evidence or obvious indirectness. In
particular, acupuncture/auricular

acupoints, emotional regulation,

Macau University of
Science and
Technology / Yang

Guanhu

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. The evidence has
been reviewed again, and the
“certainty of evidence-strength of
recommendation” correspondence

has been rechecked and prepared
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aromatherapy, and similar items
should be
according to GRADE principles to

reassessed  strictly
align “certainty of evidence” with
“strength of recommendation,” so as
to avoid giving the impression that
conclusions were reached first and

evidence was sought afterward.

according to GRADE principles.

There is tension between the safety
boundaries stated in the main text

and the operational

recommendations in the

appendices. The main text

emphasizes that contraindicated

drugs and acupoints during

pregnancy should be used with
caution or avoided, but the
appendices still list a number of
pregnancy-sensitive acupoints and
without

operational  protocols

sufficient risk warnings. It is
recommended to provide a separate
“List of Interventions to Be Used
with Caution or Contraindicated

During Pregnancy,’ rather than

directly including high-risk content
recommendation

in the routine

pathway.

Macau University of
Science and
Technology / Yang

Guanhu

Accepted.
The
carefully documented and adopted

Rationale: drafting team

this comment. Evidence-based
medical evidence on the safety of
pregnancy-sensitive and
contraindicated interventions has
been integrated and supplemented.
“List of

A separate appendix,

Interventions to Be Used with
Caution or Contraindicated During

Pregnancy,” has also been added.

The evidence standards used in the
main text and appendices
The

dare

inconsistent. main  text
repeatedly acknowledges the lack of
high-quality direct evidence in
populations with obesity during
diets,

pregnancy for medicinal

herbal teas, and distinctive TCM

therapies, yet the appendices
provide relatively specific
syndrome-based dietary

prescriptions, herbal teas, formulas,
and operating procedures, which
may be interpreted as routinely
generalizable protocols. It is

recommended to harmonize the

Macau University of
Science and
Technology / Yang

Guanhu

Accepted.

Rationale: The drafting team
carefully documented and adopted
this The

comment. evidence

standards in the main text and
appendices have been harmonized.
For medicinal diets, herbal teas,
TCM-specific therapies, and related
interventions, the recommendation
status and applicable level have
been standardized into three tiers:

(1) based

sufficient evidence, such as exercise

Recommended on

and comprehensive lifestyle
management;

(2) For reference or adjunctive
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evidence standards and clearly

distinguish three levels:

“‘recommended with sufficient

evidence,” “for reference,” and “for

research/exploratory use only!

management, such as emotional
regulation and some aromatherapy
interventions;

(3) Forresearch or expert reference
routine

only, not as

recommendations, such as oral
herbal formulas, syndrome-based

dietary therapy, certain sensitive

acupoint operations, scalp
acupuncture, and similar
interventions.

The logical hierarchy of the | Macau University of | Accepted.

complications screening section | Science and | Rationale: The drafting team

needs to be restructured. At present,
risk factors, predictors, screening
time points, monitoring indicators,
and preventive measures are mixed
together. It is recommended to
rewrite the section according to
“screening  population-screening

time  point-screening method-

abnormal threshold-subsequent
management” to improve clinical

applicability and operability.

Technology / Yang

Guanhu

carefully documented and adopted

this comment. The section on

screening for complications has
been reorganized in accordance

with the following framework,

“target population for screening -
screening timing-screening

methods-  thresholds abnormal

findings-subsequent management.”

The international positioning of the
guideline should be further clarified
and refined. Since the document is
positioned as an “international
clinical practice guideline,” it is
recommended to reduce direct
recommendations based on regional
practices or traditional empirical
experience, and to add descriptions
of the countries of evidence sources,

applicable populations, limits of

Macau University of
Science and
Technology / Yang

Guanhu

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. Based on the content
of each section, evidence has been
revised, removed or supplemented
where appropriate to better align
with the international positioning of
the guideline and enhance the

generalizability of the guideline.

extrapolation, and cultural

adaptation.

Outcome measures need to be | Macau University of | Accepted.

defined earlier and further | Science and | Rationale: The drafting team

standardized. It is recommended
that the introduction or methods
section clearly specify the core
by this

outcomes  prioritized

guideline, such as gestational weight

Technology / Yang

Guanhu

carefully documented and adopted
this comment. Based on published
literature, expert interviews, expert
Consensus, cross-sectional

epidemiological research conducted
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gain, GDM, hypertensive disorders of

pregnancy, cesarean  delivery,

macrosomia, adverse neonatal

outcomes, and safety events.

by the team, and multiple sources of
evidence, evidence-based findings
were integrated. The guideline has
clarified that the prioritized core

outcome is gestational weight gain.

9 Recommendation statements need | Macau University of | Accepted.
to follow a unified format. It is | Science and | Rationale: The drafting team
recommended that each | Technology / Yang | carefully documented and adopted
recommendation wuse a fixed | Guanhu this comment. The
template of ‘“recommendation- recommendations  have  been
applicable conditions- revised according to the suggested
implementation points- standardized template:
contraindications/cautions- “recommendation-applicable
certainty of evidence-strength of conditions-implementation points-
recommendation” to  improve contraindications/cautions-
overall standardization. certainty of evidence-strength of

recommendation.”

10 | The methodological process for | Macau University of | Accepted.
guideline development could be | Science and | Rationale: The drafting team
further detailed. Appendix A | Technology / Yang | carefully documented and adopted
currently provides only a flowchart. | Guanhu this comment. Based on published
It is recommended to add literature, expert interviews, expert
summaries of the search strategy, consensus, cross-sectional
inclusion and exclusion criteria, epidemiological research conducted
consensus development methods, by the team, and other research
expert selection principles, conflict- methods, the available evidence was
of-interest ~ management, and comprehensively synthesized.
external review process to enhance Appendix A has been revised and
fransparency. supplemented accordingly.

11 | There are many typographical | Macau University of | Accepted.
errors, syntactically awkward | Science and | Rationale: The drafting team
sentences, and inconsistencies in | Technology / Yang | carefully documented and adopted
terminology. Obvious typographical | Guanhu this comment. The text has been
errors such as “GHRABEARE" should comprehensively checked,
be comprehensively checked. Terms standardized, and revised.
such as “body mass/body weight”
and “obesity during
pregnancy/pregnant women with
obesity” should be standardized.

12 | There are obvious errors in the | Macau University of | Accepted.
tables. For example, in the first row | Science and | Rationale: The drafting team

of Table 1,
incorrectly labeled as “overweight

(<18.5 kg/m?),” which is a table-

underweight was

Technology / Yang

Guanhu

carefully documented and adopted
this comment. The tables have been

comprehensively checked and
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level error. It is recommended that revised.
all tables be checked against the
original sources.
13 | Bilingual information remains | Macau University of | Accepted.
incomplete. On the cover and in the | Science and | Rationale: The drafting team
foreword, the publication date, | Technology / Yang | carefully documented and adopted
standard number, translators, and | Guanhu this comment. The relevant
other items remain as placeholders, information has been
and the correspondence between comprehensively checked and
the English and Chinese titles should revised.
also be checked for consistency.
14 | It is recommended to review the | Macau University of | Accepted.
alignment between citations and the | Science and | Rationale: The drafting team
corresponding statements in the | Technology / Yang | carefully documented and adopted
main text. Some statements in the | Guanhu this comment. The appropriateness
main textare relatively strong, and it of the correspondence between
should be checked item by item references and cited statements has
whether the cited references been checked and cross-verified.
directly support those conclusions.
15 | A summary table of evidence and | The Chinese | Accepted.
recommendations should be | University of Hong | Rationale: The drafting team
presented at the beginning of the | Kong /Chi Chiu Wang | carefully documented and adopted
document for reference. This this comment. Based on published
summary table may adopt the SOF literature, expert interviews, expert
format used in Cochrane Reviews, CONSensus, cross-sectional
including absolute effects, relative epidemiological research conducted
effects, sample sizes, and the four by the team, and other sources of
GRADE levels represented by circles. evidence, evidence-based findings
were integrated. SOF tables have
been prepared by intervention topic
and placed after the introduction
and before the main
recommendations.
16 | Please ensure that all diagnosticand | The Chinese | Accepted.
therapeutic methods listed in the | University of Hong | Rationale: The drafting team
appendices are described in the | Kong /Chi Chiu Wang | carefully documented and adopted

main text. If no relevant study is

available, this should still be
mentioned, with a statement such as
“no relevant trials.” This isimportant
information because researchers
should consider conducting new
trials to address these evidence

gaps. For example, oral Chinese

this comment. The interventions
appearing in the appendices have
been revised as suggested, and
items are

corresponding now

included in the main text. In
addition, content in the main text
without direct evidence support

clearly labeled in the appendices
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herbal medicine has been included and assigned a lower level of

in the appendix, but the main recommendation.

content includes only aromatic

Chinese herbal medicine, while the

appendix does not include

corresponding aromatic Chinese

herbal medicine content; therefore,

consistency should preferably be

maintained.

17 | Some publications described as | The Chinese | Accepted.

meta-analyses are in fact not meta- | University of Hong | Rationale: The drafting team

analyses, so the classification of | Kong /Chi Chiu Wang | carefully documented and adopted

these studies should be reviewed. If this comment. Based on literature

they are not meta-analyses, or if no evidence, expert interviews, expert

meta-analysis is available, this consensus, cross-sectional

should also be mentioned, as epidemiological research conducted

researchers may consider by the team, and other research

conducting meta-analyses in the methods, evidence-based findings

future. were integrated. All references to
“meta-analysis” have been checked
item by item. If a study was actually
a systematic review, it has been
reclassified as “systematic review”;
if it is a retrospective cohort study, it
has been changed to “retrospective
cohort study” If no meta-analysis
was available, the main text no
longer refers to a meta-analysis;
meanwhile, the discussion or
research gaps section adds a
sentence such as: “At present, some
interventions still lack systematic
reviews/meta-analyses  targeting
populations with obesity during
pregnancy, and future systematic
reviews and meta-analyses are
warranted.”

18 | Complication management should | The Chinese | Accepted.
be organized according to | University of Hong | Rationale: The drafting team
gestational timing; for example, | Kong /Chi Chiu Wang | carefully documented and adopted

threatened miscarriage should be

addressed first, followed by
gestational diabetes mellitus (GDM),

and then pre-eclampsia (PE).

this comment. The order of the

complications chapter has been

reorganized according to the

gestational timeline:
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5.8.1 Threatened miscarriage/early
pregnancy loss (first trimester);
5.8.2 Gestational diabetes mellitus
(screening prioritized in the second
trimester);

5.8.3 Hypertensive disorders of
pregnancy/pre-eclampsia
monitoring prioritized in the second

and third trimesters).

19

The side effects and adverse
reactions that have not yet been
included should be addressed. If no
relevant reports are available, this

should also be stated.

The Chinese
University

Kong /Chi Chiu Wang

of Hong

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. Based on literature
evidence, expert interviews, expert
CONSensus, cross-sectional
epidemiological research conducted
by the team, and other sources of
evidence, the available evidence was
synthesized. A short section titled
“Safety and Adverse Reactions” has
been added after each intervention,
including:

Reported adverse reactions: ...
Special risks during pregnancy: ...
Current evidence status: if there is
no systematic reporting, state that
“current studies insufficiently report
adverse reactions, and safety cannot
be adequately assessed.”

Whether it is listed as a routine

recommendation: yes/no.

2.4.2 External Expert Review and Appraisal

On the basis of the internal revisions, the drafting working group solicited comments from 32

renowned experts in the fields of TCM gynecology and integrative Chinese and Western

medicine gynecology in China and internationally from April 24 to May 6, 2026, with

comments collected online. This consultation was organized independently by the project

team, and the experts came from provinces and regions across China. A total of 19 comments

were received, of which 18 were adopted and 1 was not adopted at this stage. The comments

concerned diagnosis and differential diagnosis, the safety of intervention methods, dynamic

monitoring of complications, and other aspects. The drafting working group summarized and

analyzed all comments, prepared the Summary and Handling Table of External Expert

Comments, and revised the corresponding parts of the draft standard accordingly.

Table 7. Summary and Handling Table of External Expert Review Comments

‘ No. ‘ Expert Comment

Proposed

Handling Decision
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Organization/Individual

For women with a

pre-
pregnancy BMI greater than 28
kg/m?, it is recommended that
exercise management begin in
early pregnancy or

preconception period.

Heilongjiang  Provincial

Hospital / Zhou Lili

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. The 2021 expert
consensus draft on exercise during
pregnancy published in the

Chinese Journal of Perinatal
Medicine was reviewed, and the
relevant parts of the draft were

improved accordingly.

The guideline contains repeated
wording: “currently no targeted
with

targeted population

obesity during pregnancy”

The Affiliated Hospital of
Jiangxi
Chinese Medicine / Li

University  of

Peishuang

Accepted.

Rationale: The drafting team has
comprehensively checked and
corrected duplicated wording and

formatting errors.

An “abbreviations list” is missing

before the main text.

The Affiliated Hospital of
Jiangxi
Chinese Medicine / Li

University  of

Peishuang

Accepted.

Rationale: The drafting team

carefully documented and adopted

this comment, and an

“Abbreviations List” has been

added before the main text.

The formatting of the SOF table

is disorganized.

The Affiliated Hospital of

Jiangxi
Chinese Medicine / Li

University  of

Peishuang

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. The content and

formatting of the SOF table have

been improved.
There is “ambiguity regarding | The Affiliated Hospital of | Accepted.
the target population” in the | Jiangxi  University of | Rationale: The drafting team

diagnostic  criteria  section.
Section 4.1 provides obesity
diagnostic criteria for both Asian
women and
European/American women. It
is recommended to clarify which
population this guideline mainly
applies to. If it applies to both,
the scope of application or
foreword should state that “this
guideline applies separately to
Asian and European/American
populations, and the specific

BMI thresholds are provided in

Chinese Medicine / Li

Peishuang

carefully documented and adopted
this comment. Content such as
“this guideline applies separately
to Asian and European/American
populations, and the specific BMI
thresholds are provided in Section
4.1” has been added to the scope of

application or foreword.
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Section 4.1

The wording regarding
“contraindications/cautions” in
the management principles is
somewhat general. It should be
stated that medications and
acupoints contraindicated
during pregnancy should be

avoided, and that acupuncture

and medication should be
applied cautiously after
obtaining informed consent

from the patient.

The Affiliated Hospital of
Jiangxi
Chinese Medicine / Li

University  of

Peishuang

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. Appendix F (List of
Interventions to Be Used with
Caution or Contraindicated During
Pregnancy) has been updated to
add

specific  examples  of

medications. Section 5.1,
Management Principles, has also
been supplemented with
“examples of typical medications
and acupoints contraindicated
during pregnancy;” with reference

to the appendix.

Is cycling appropriate as a
suggested moderate- to high-
intensity physical activity?

Liwan District Hospital of
Traditional Chinese
Medicine of Guangzhou /

Shen Ruiyang

Accepted.

Rationale: The drafting team

carefully documented and adopted
this comment. After reviewing

relevant literature, the
recommendation on “cycling” in
Appendix D-A2 was revised to
“stationary

cycling (under

professional guidance).”

It is recommended to clarify the | Liwan District Hospital of | Accepted.
end time for  dynamic | Traditional Chinese | Rationale: The drafting team
monitoring. Medicine of Guangzhou / | carefully documented and adopted
Shen Ruiyang this comment. After reviewing
relevant literature, the
corresponding content in the draft
was revised to specify the end time
for each type of dynamic
monitoring, such as the gestational
week up to which ultrasound
monitoring should continue.
Aurantii Fructus Immaturus | Liwan District Hospital of | Accepted.
should not be used in herbal | Traditional Chinese | Rationale: The drafting team

teas.

Medicine of Guangzhou /

Shen Ruiyang

carefully documented and adopted

this comment. The Chinese

Pharmacopoeia was consulted, and
all Chinese herbal medicines,
medicinal diets, and herbal teas in

Appendix D-C were carefully
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checked for whether they are both
medicinal and edible substances.
Drugs to be used with caution or
contraindicated during pregnancy,
such as Ephedrae Herba, Aurantii
Fructus Immaturus, Poria, and
Crataegi Fructus, were removed or
labeled. Appendix F (List of
Interventions to Be Used with
Caution or Contraindicated During
Pregnancy) was also updated with

specific examples of drugs.

10 | It is suggested to consider | Wenzhou Hospital of | Notadopted at this stage:
whether the  management | Traditional Chinese | Specific rationale: The drafting
population should be expanded | Medicine Affiliated to | team reviewed relevant
to include pregnant women | Zhejiang Chinese Medical | authoritative international
whose  pre-pregnancy BMI | University / Sun Yun guidelines and found that none
meets the criterion for specifically included individuals
overweight. whose BMI meets the criteria for

overweight as a target population
for the management of obesity
during pregnancy. After discussion
with the internal expert group, it
was decided not to adopt this
comment at this stage. Instead,
supplementary content was added
to the management of gestational
diabetes mellitus, recommending
close monitoring of individuals
whose BMI reaches the overweight
threshold during pregnancy.

11 | Abnormal thresholds: 1. | Wenzhou Hospital of | Accepted.

Ultrasound criteria: (1) | Traditional Chinese | Rationale: The drafting team
embryo >= 7 mm with no fetal | Medicine Affiliated to | carefullydocumented and adopted
heartbeat; (2) mean gestational | Zhejiang Chinese Medical | this comment. After reviewing the
sac diameter >= 25 mm with no | University / Sun Yun latest relevant domestic and
embryo; (3) gestational sac international = guidelines, the
present but no yolk sac, with no abnormal thresholds has been
fetal heartbeat after 2 weeks; (4) standardized.

gestational sac and yolk sac

present, with no fetal heartbeat

after 11 days.

12 | Screening  population for | Wenzhou Hospital of | Accepted.
hypertensive  disorders  of | Traditional Chinese | Rationale: The drafting team
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pregnancy: those with a history
of chronic hypertension, pre-
eclampsia, or antiphospholipid

syndrome.

Medicine Affiliated to
Zhejiang Chinese Medical

University / Sun Yun

carefully documented and adopted
this comment. After reviewing
relevant literature,
“antiphospholipid syndrome” has
added to the

been screening

population for  hypertensive

disorders of pregnancy.

13 | Dynamic monitoring protocol | Wenzhou Hospital of | Accepted.
for threatened miscarriage: | Traditional Chinese | Rationale: The drafting team
ultrasound monitoring: initial | Medicine Affiliated to | carefully documented and adopted
ultrasound examination at 6-8 | Zhejiang Chinese Medical | this comment. After reviewing
weeks of gestation to confirm | University / Sun Yun relevant literature, the dynamic
fetal heartbeat; for high-risk monitoring frequency for
patients, embryonic threatened miscarriage  was
development should be revised to “recheck in 1-2 weeks
rechecked every 1-2 weeks in when necessary in combination
combination with changes in with changes in hormone levels,”
hormone levels. avoiding a rigid requirement.
Estradiol hasalsobeenadded asan
optional monitoring indicator.
14 | Dynamic monitoring protocol | Wenzhou Hospital of | Accepted.
for threatened miscarriage: | Traditional Chinese | Rationale: The drafting team
hormone levels: serum | Medicine Affiliated to | carefully documented and adopted
progesterone + beta-hCG + | Zhejiang Chinese Medical | this comment. After reviewing
estradiol. University / Sun Yun relevant literature, the dynamic
monitoring frequency for
threatened  miscarriage  was
revised to “reassessment in 1-2
weeks when necessary in
combination with changes in
hormone levels,” avoiding a rigid
requirement. Estradiol has also
been added as an optional
monitoring parameter.
15 | It is recommended to remove | Wenzhou Hospital of | Accepted.
Poria and Crataegi Fructus from | Traditional Chinese | Rationale: The drafting team
herbal teas and medicinal diets. | Medicine Affiliated to | carefully documented and adopted

Zhejiang Chinese Medical

University / Sun Yun

this comment. The Chinese
Pharmacopoeia was consulted, and
herbal

medicinal diets, and herbal teas in

all Chinese medicines,

Appendix D-C were carefully
checked for whether they are both

medicinal and edible substances.
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Drugs to be used with caution or
contraindicated during pregnancy,
such as Ephedrae Herba, Aurantii
Fructus Immaturus, Poria, and
Crataegi Fructus, were removed or
labeled. Appendix F (List of
Interventions to Be Used with
Caution or Contraindicated During
Pregnancy) was also updated with

specific examples of drugs.

16

There is a contradiction between
the strong recommendation and
evidence quality B (moderate)
for gestational diabetes mellitus
and the evidence gap stated in
the text, namely the lack of high-
quality RCTs.

Zhejiang Provincial
Hospital of  Chinese
Medicine / Zhang Xiaolan

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. The contradictory
statements in the draft have been
revised according to the

suggestion.

17

It is recommended to remove
content related to
“electroacupuncture” from the
draft.

Henan Province Hospital
of Traditional Chinese

Medicine / Chen Jianshe

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. After rechecking the
relevant literature, all content
related to “electroacupuncture”
throughout the document,
including Appendix D, such as
electroacupuncture  parameters
and procedural descriptions, has
been removed, and only filiform
needle acupuncture has been
retained. The safety descriptions of
other acupoint-stimulation
methods, such as intradermal
needles and auricular acupoints,

have also been checked.

18

Ephedrae Herba in Peilian
Mahuang Decoction may not be
suitable for use during

pregnancy.

Henan Province Hospital
of Traditional Chinese

Medicine / Chen Jianshe

Accepted.

Rationale: The drafting team
carefully documented and adopted
this comment. The Chinese
Pharmacopoeia was consulted, and
all Chinese herbal medicines,
medicinal diets, and herbal teas in
Appendix D-C were carefully
checked for whether they are both

medicinal and edible substances.
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Drugs to be used with caution or
contraindicated during pregnancy,
such as Ephedrae Herba, Aurantii
Fructus Immaturus, Poria, and
Crataegi Fructus, were removed or
labeled. Appendix F (List of
Interventions to Be Used with
Caution or Contraindicated During
Pregnancy) was also updated with

specific examples of drugs.

19 | The statement in the | Henan Province Hospital | Accepted.

instructions, “The TCM | of Traditional Chinese | Rationale: The drafting team
medicinal diets and herbal teas | Medicine / Chen Jianshe carefully documented and adopted
recommended in the appendices this comment. The Chinese
of this guideline all use Pharmacopoeia was consulted, and
substances that are both all Chinese herbal medicines,
medicinal and edible,” appears medicinal diets, and herbal teas in
to include some substances that Appendix D-C were carefully
may not meet this criterion and checked for whether they are both
should be checked one by one. medicinal and edible substances.

Drugs to be used with caution or
contraindicated during pregnancy,
such as Ephedrae Herba, Aurantii
Fructus Immaturus, Poria, and
Crataegi Fructus, were removed or
labeled. Appendix F (List of
Interventions to Be Used with
Caution or Contraindicated During
Pregnancy) was also updated with
specific examples of drugs.

2.4.3 Public Consultation on the Website of the World Federation of Chinese Medicine
Societies

This guideline will be made publicly available for comments on the website of the World
Federation of Chinese Medicine Societies.

I11. Introduction to the Main Technical Content

1. Basis for Guideline Development

The drafting procedure for this document was drafted in accordance with the requirements of
SCM1.1-2021, Standardization Work Guidance—Part 1: Standard Development, Revision, and
Publication, issued by the World Federation of Chinese Medicine Societies. It also referenced
the relevant provisions of GB/T 1.1-2020, Guidelines for Standardization—Part 1: Rules for the
Structure and Drafting of Standardization Documents.

The development of this guideline strictly followed ZYYXG/T-473-2015, General Principles for
the Development of Clinical Diagnosis and Treatment Guidelinesin Traditional Chinese Medicine,

which takes scientific rigor, practicality, advancement, and conformity with the realities of
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TCM as basicprinciples. It also referred to the latest guideline-development steps and relevant
evaluation standards issued by international guideline-development organizations, thereby
constructing a scientific and standardized development framework. Development also
followed the following standards: (1) relevant laws and regulations such as the Medical
Practitioners Law and the Regulations on the Administration of Medical Institutions; (2) the
international GRADE standard; and (3) the clinical realities and patient characteristics in
China.

With respect to the core technical principles, this guideline adhered to the overall approach of
“taking evidence-based medicine as the basis, consensus as the guide, experience as reference,
integrating Chinese and Western medicine, and combining innovation with inheritance.”

(1) Evidence assessment took the internationally recognized GRADE approach as its core in
order to align with international practice. Relevant RCTs were included as the main basis,
while publicly published textbooks, previous guidelines/consensus documents/standards,
ancient medical literature, and case records of renowned modern and contemporary TCM
practitioners were also considered to compensate for the lack of relevant evidence in TCM,
minimize potential bias in the evidence base, and preserve the inheritance of TCM culture
within innovation.

(2) In accordance with the GRADE approach, a nominal group process was established.
Frontline experts in Chinese and Western medicine, methodologists, and other professionals
from multiple fields were organized to summarize recommendations and form expert
consensus. Based on research experience, theoretical analysis, and published literature,
multiple rounds of deliberation and voting were conducted on the guideline statements to
ensure that the recommendations were scientific and practical.

(3) Expert consensus was an important basis for the formation of this guideline. Accordingly,
expert consensus was developed in strict accordance with evidence-based medicine and
structured methodology, using the nominal group method.

(4) The guideline was reported according to the international RIGHT reporting standard for
guidelines.

(5) According to currently published international reporting specifications for guideline
updates, the guideline is planned to be updated within the next 2-3 years.
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2. Technical Route for Guideline Development
The guideline was developed strictly according to standardized steps. The technical route is
summarized below.

Submit to an expert consensus
meeting to determine the final
recommendation level

E@ Form recommendations using the nominal group

technique and GRADE grid

| ]
: @ | Establish the guideline expert panel | i
1
| ! :
1
' | Establish the standard development working group ‘ !
1
| v i
1
E | Develop a preliminary question list based on preliminary l X
e e ______C L_ _______________________ )
@ \’ v |
: | Develop search strategies and inclusion /exclusion | | Search literature on guideline methodology and ‘ :
' [ ] -
1 W 1
. [ Define core questions and key outcomes for Chinese and Western medicine guidelines on obesity in pregnancy | |
i 1
i I
r_'_ ____________________ \L' o - '¢: '_'_'_'_i_'_':_':::l"___'_'_'_'___'_'_'___'_'_'_'___'_'_'_'::'_'_____'_'_'___'_'_I' -
1 ] 1
' ® , T ® l |
) Electronic database Manual search 0! ) . .
I 0! Conduct evidence appraisal H
: v ¥ N :
[ Chinese and English Relevant materials such as i - .
| databases including CNKL existing guidelines, b Rate evidence for interventions |
) VIP, Wanfang Data, PubMed, standards, textbooks, ! using the GRADE evidence :
K MEDLINE, Embase, and the monographs, and medical " appraisal criteria 1
\ Cochrane Library case records | ' !
: | ] ;: i
: 7 0! i
! l Deduplicate and cond uct initial and secondary screening |(—I | istablish the basis for i
i T : recommendatior !
| [ I
[ ' :
: l '
i |
] ]
] 1
i 1
1 1
1 1

:

I
I
I
i
I
I
I
I
|
I
I
'© I Draft the version for comments l i
]
I
I
I
I
]
]
I
I
I

1 I

i

! :® Domestic: full dissemination !

) ,L H and promotion according to ]

I 1 !

X | Submit for review and defense ‘ : i 1

I ] ]

; v : International; publish the |

e . :

\ | Feedback and revision l E e ot . i :

i ¢r i R ———— d
]
]
1

| Publication }—f—
I

Figure 2. Technical route for guideline development

3. Overall Content

The body of this guideline consists of five parts, has a clear and coherent structure. Parts 1-2
define the scope, normative references, and terms and definitions; Part 3 specifies the
diagnostic criteria; Part 4 specifies the management principles; and Part5 specifies integrated
Chinese and Western medicine management approaches for patients with obesity during
pregnancy, including acupuncture/auricular acupoint therapy, diet, exercise, emotional
regulation, and complication screening and management.

This guideline takes syndrome differentiation and treatment in TCM as its core principle. It
systematically integrates traditional and contemporary TCM research findings from China and
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abroad with evidence-based medical evidence to form expert consensus. It reflects the
inheritance of TCM and the characteristics of integrated Chinese and Western medicine,
emphasizes international methodological standards and the value of clinical application, and
aims to provide scientific, standardized, practical, and implementable TCM management
strategies and methods for healthcare professionals in China and internationally. Before
referring to and implementing this guideline, healthcare professionals should possess relevant
TCM knowledge and should develop individualized diagnosis and treatment plans according
to patients’ regional, ethnic, racial, and individual differences.

4. Relationship with Relevant Laws, Regulations, Mandatory Standards, and Clinical
Practice Guidelines

The development of this guideline adopted ZYYXH/T-473-2015, General Principles for the
Development of Clinical Diagnosis and Treatment Guidelines in Traditional Chinese Medicine.
This guideline primarily referred to the Notice of the General Office of the National Health
Commission on Issuing the Guidelines for the Diagnosis and Treatment of Obesity (2024 Edition),
the Chinese Nutrition Society group standard T/CNSS 009-2021, Menitoring and Evaluation of
Gestational Weight in Chinese Women; Obesity in Pregnancy: ACOG Clinical Practice Guideline
(No. 230) (American College of Obstetricians and Gynecologists, 2021); Care of Women with
Obesity in Pregnancy: Green-top Guideline No. 72 (Royal College of Obstetricians and
Gynaecologists, 2019); Guideline No. 391: Pregnancy and Maternal Obesity Part 1: Pre-
conception and Prenatal Care (Society of Obstetricians and Gynaecologists of Canada, 2019);
FIGO Guidelines on the Management of Pre-pregnancy, Pregnancy, and Postpartum Obesity
(International Federation of Gynecology and Obstetrics, 2020); and Management of Obesity in
Pregnancy (Royal Australian and New Zealand College of Obstetricians and Gynaecologists,
2017).

IV.Handling Process and Basis for Major Divergent Opinions

During guideline development, the comments and dispositions from two expert appraisal
meetings were as follows:

Table8. ExpertReview Comments Summary Form

Proposed
Disposition (completed | Note
No. | Standard clause Comments unit/individual
. by drafting unit) 5
1 Project review | No comments or | Project review
content suggestions for the | expert1
time being.
2 Project review | No comments or | Project review
content suggestions for the | expert 2
time being.
3 5. Syndrome | In  Section 5 | Project review | Accepted.
differentiation “Syndrome expert 3 Rationale: the drafting
differentiation,” all team carefully
main  symptoms documented and adopted
include this comment.
descriptions Subsequently, evidence-
related to based evidence was
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menstruation.
This may conflict
with the project
focus on “obesity
during pregnancy.”
It is suggested to
add “phlegm-
blood stasis
intermingling
syndrome”  and
“spleen deficiency
with phlegm-
dampness
syndrome” as
COmmon
syndrome types to
cover broader
clinical  practice

needs.

integrated through

literature evidence,
expert interviews, expert
consensus, and the
team’'s epidemiological
cross-sectional research.
The team revised
menstrual descriptions
in the main symptoms of
TCM syndrome
differentiation and
improved the syndrome
type of “spleen deficiency

with phlegm-dampness.”

6. Treatment

It is recommended
to pay attention to
the safety of

medications and

non-drug
therapies during
pregnancy. For

example, Ephedra

in Peilian
Mahuang
Decoction and

Coix seed in
Shenling Baizhu
Powder are used
with caution
during pregnancy.
Safety statements
should be added,

or “use under
strict monitoring”
should be marked.
Forbidden
acupoints during
pregnancy should

be clarified, and

Project

expert 3

review

Accepted.

Rationale: the drafting
team carefully
documented and adopted
this comment.
Subsequently, evidence-
based evidence was
integrated through
literature evidence,
expert interviews, expert
consensus, and cross-
sectional epidemiological
research. Clearly
contraindicated
medications
contraindicated  during
pregnancy, including
Ephedra and Coix seed,
were removed from the
guideline.
Contraindicated
acupoints during
pregnancy were clarified,
and precautions for

clinical operations were
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precautions  for added.
clinical operation
should be
indicated.
7. Staged non-drug | The tea-drink and | Project review | Accepted.
treatment and TCM | medicated-diet expert 3 Rationale: the drafting
characteristic sections  should team carefully
therapies for obesity | indicate suitable documented and adopted
during pregnancy or cautious-use this comment.
populations. Subsequently, suitable
populations or cautious-
use populations were
added after tea drinks
and medicated diets on
the basis of literature
evidence, expert
interviews, expert
COnSensus, and
epidemiological cross-
sectional research.
8. Specific | Under the heading | Project review | Accepted.
complications “8.3.2.1 Acupoint | expert3 Rationale: the drafting
caused by obesity | application,” the team carefully
during pregnancy statement that documented and adopted
“the efficacy of this comment, rechecked
both groups was the content, and
treatment for 2 corrected the statement.
weeks” appears to
be inaccurate and
should be revised.
General comments | Itis recommended | Project review | Accepted.
on the draft to clarify the | expert3 Rationale: the drafting
efficacy of the team carefully
recommended documented and adopted
interventions. this comment.
Subsequently, the

efficacy of recommended
interventions

based

was
clarified
published

expert interviews, expert

on
literature,
CONSensus, and
epidemiological  cross-

sectional research.
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8 Project review | No comments or | Project review
content suggestions for the | expert 4
time being.
9 General comments | The title concerns | Project review | Accepted.
on the draft obesity during | expert5 Rationale: the drafting
pregnancy and team carefully
therefore should documented and adopted
not cover planned this comment, and
pregnancy and deleted pre-pregnancy
postpartum and postpartum content.
content.
10 | 5. Syndrome | Obesity during | Project review | Accepted.
differentiation pregnancy is not | expertb Rationale: the drafting
related to team carefully
menstruation. documented and adopted
However, this comment and
menstruation- revised the TCM
related syndrome-differentiation
descriptions  are content in which main
included among symptoms included
the listed menstruation.
syndrome
manifestations,
which is
inconsistent with
the topic of the
guideline.
11 | General comments | No safe and | Project review | Accepted.
on the draft effective TCM | expert5s Rationale: the drafting
program for team carefully
obesity during documented and adopted
pregnancy is this comment.
visible. Subsequently, evidence-
based evidence was
integrated through
published literature,
expert interviews, expert
COnSsensus, and
epidemiological cross-
sectional research, and
the team refined and
supplemented the
intervention strategies.
12 | 3. Terms and | The pregnancy age | Project review | Accepted.
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definitions range of 18-49 | expert5h Rationale: the drafting
years lacks team carefully
sufficient basis for documented and adopted
setting 18 years as this comment.
the lower limit. Subsequently, drawing
The guideline does on multiple research
not provide methods—including
classified guidance literature evidence,
for pregnancy expert interviews, expert
among pre- consensus, and the
pregnancy obese team’'s Own  CTOSS-
versus non-obese sectional epidemiological
women, obesity study—the team
during pregnancy synthesized the
with or without evidence-based findings
metabolic and revised the
complications, determination of
etc.; therefore, it gestational age; pre-
has no reference pregnancy content was
value. deleted, retaining only
obesity during
pregnancy. Classified
guidance was provided
for  obesity during
pregnancy with  or
without metabolic
diseases.
13 | Diagnostic 1. Weightnaturally | 1. Chen Yan, | Accepted.
definition increases after | Dongzhimen Rationale: the drafting

pregnancy; BMI
alone makes it
difficult to
determine obesity,
so other diagnostic
criteria may need
to be added. 2. Itis
recommended to
use internationally
recognized  BMI
criterfa uniformly,
especially
considering

differences

between Asian and

Hospital, Beijing

University
Chinese
Medicine;
Wang
Standardizat
Department
WEFCMS

of

2.
Lili,
ion

of

team carefully
documented and partly
adopted this comment.
Subsequently, evidence-
based

findings were

integrated from various

research approaches,
such as literature
evidence, expert
interviews, expert

consensus, and the
team's  cross-sectional
epidemiological

The definitions of BMI for

study.

different populations
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European were improved.
populations.

14 | Scope of the draft 1. It is | 1. Chen | Partly accepted.
recommended to | Xiaoyong,Jiangxi | Rationale: the drafting
focus only on | Maternal and | team carefully
“pregnancy” and | Child Health | documented and partly
delete pre- | Hospital; Lu | adopted this comment,
pregnancy and | Shan, deleted pre-pregnancy
postpartum Guangdong and postpartum content,
content. 2. If pre- | Provincial retained only pregnancy
pregnancy and | Hospital of | content, and included
postpartum Chinese prevention for three
content are | Medicine; Wang | common pregnancy
included, the title | Lilj, WFCMS | complications of obesity
should be changed | Standardization | during pregnancy, with
to “perigestational | Department. 2. | further expansion onthis
obesity” 3. | Wang Xin, | basis.

Regarding Liaoning
whether to include | University of
comorbidities and | Traditional
complications, if | Chinese
the content is | Medicine. 3. Cao
complete, not all | Lixing,
complications Guangdong
need to be | Provincial
included; typical | Hospital of
examples may be | Chinese
selected. Medicine
15 | Safety concerns | 1. Acupoint catgut | 1. Yuan | Accepted.

regarding acupoint | embedding may | Shaoying, Zhuhai | Rationale: the drafting

stimulation therapy | cause suppuration, | Hospital of | team carefully
swelling, and pain | Guangdong documented and partly
and is unsafe for | Provincial adopted this comment,
pregnant women; | Hospital of | deleted contentrelated to
it is not | Chinese acupoint catgut
recommended Medicine; Yang | embedding, and
during pregnancy. | Yanhong, supplemented
2. Safety risks of | Luoyang precautions for acupoint
acupoint Hospital of | application.
application  and | Traditional
similar therapies | Chinese

should be stated.

Medicine. 2. Lu
Shan,
Guangdong
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Provincial

Hospital of
Chinese
Medicine
16 | Standardization of | 1. Stimulation | 1. Yuan | Partly accepted. The
acupuncture use intensity and | Shaoying, Zhuhai | drafting team carefully
duration should be | Hospital of | documented and adopted
specified. 2. | Guangdong this comment. Based on
Acupuncture isnot | Provincial evidence integration,
recommended Hospital of | safety details for
during pregnancy; | Chinese acupuncture use during
acupoint massage | Medicine.2.Yang | pregnancy were
is preferable. 3. | Yanhong, supplemented, and
Professional Luoyang acupuncture stimulation
acupuncture Hospital of | intensity, wusage, and
experts should be | Traditional duration were
introduced to | Chinese standardized.
determine the | Medicine. 3.
protocol. Wang Lili,
WFCMS
Standardization
Department
17 | Dietary intervention | 1. Most pregnant | 1. Chen Yan, | Notaccepted for the time
women  control | Dongzhimen being.
weight  through | Hospital, Beijing | Rationale: the drafting
diet and lifestyle, | University of | team carefully
and drug | Chinese documented and adopted
treatment is rarely | Medicine; Yang | this comment. Based on
used. 2. Weight | Hongwei, Liwan | evidence integration,
reduction during | District Hospital | women with obesity
pregnancy should | of Traditional | during pregnancy will be
focus on | Chinese managed according to
prevention; weight | Medicine. 2. Yang | obesity severity through
regulation is not | Yanhong, syndrome differentiation
equivalent to drug | Luoyang and treatment, drug
intervention. Hospital of | therapy, and daily
Traditional lifestyle interventions to
Chinese manage weight gain,
Medicine prevent complications,
and protect maternal and
infant health.
18 | Tea-drink 1. Cassiaseed and | 1. Chen Yan, | Accepted.
prescriptions senna leaf are | Dongzhimen Rationale: the drafting
contraindicated Hospital, Beijing | team carefully
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during pregnancy
and pose safety
risks; they should
be deleted. 2. It is
recommended

that all tea-drink

University of
Chinese
Medicine; Wang
Lili, WEFCMS
Standardization

Department. 2.

documented and adopted

this comment. Based on

evidence integration,
medications and
therapies clearly

contraindicated during

and enema | Lu Shan, | pregnancy were deleted.

therapies be | Guangdong

deleted from the | Provincial

pregnancy Hospital of

guideline. Chinese

Medicine
19 | TCM dosage Because drug | Wang Lili, | Accepted.

specifications WFCMS Rationale: the drafting

differ across | Standardization | team carefully

countries, fixed | Department documented and adopted

dosages  should this comment.

not be listed in the Subsequently, based on

guideline. multiple research
methods, including
literature evidence,
expert interviews, expert
consensus, and the
team's  cross-sectional
epidemiological study-
the evidence-based
findings were integrated
and deleted TCM dosages
after integrating
evidence.

20 | Applicability of the | 1. As the guideline | 1. Cao Lixing, | Partly accepted.

guideline
international

settings

to

is intended for
overseas use,
feasibility of blood
draws, medication
use, vital-sign
measurement, and
other procedures
should be
considered. 2. Tea
drinks and enemas
are difficult to
promote abroad,

while  non-drug

Guangdong
Provincial
Hospital of
Chinese
Medicine; Wang
Lili, WEFCMS
Standardization

Department. 2.

Lu Shan,
Guangdong
Provincial
Hospital of
Chinese

Rationale: the drafting
team carefully
documented and adopted
this comment.

Subsequently, evidence-

based findings were
integrated from various
research approaches,
such as literature
evidence, expert
interviews, expert
consensus, and the
team's  cross-sectional
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therapies are more | Medicine epidemiological  study.

universal Difficult-to-implement
therapies such as enemas
were deleted, while
therapies  with  high
promotability and strong
applicability were
retained.

21 | Ratio of TCM | 1. Chinese | 1. Chen Yan, | Partly accepted.
characteristics  to | medicine Dongzhimen Rationale: the drafting
Western medicine | treatment should | Hospital, Beijing | team carefully
content be the focus, with | University of | documented and adopted

Western medicine | Chinese this comment. Based on
content used only | Medicine; = Ng, | evidence integration and
for diagnosis and | Hung Yu Ernest, | actual data, the Western
differentiation. 2. | The University of | medicine portion was
If Western | Hong Kong. 2. | simplified, part of the
medicine content | Wang Lili, | Western medicine
is included, it | WFCMS content was moved to
should be placed | Standardization | appendices, and the TCM
in appendices to | Department portion was expanded.
avoid mixing

content in the

main text.

22 | Need to clarify | 1. The guideline | 1. Cao Lixing, | Accepted.

evidence levels should establish | Guangdong Rationale: the drafting
recommendation Provincial team carefully
grades Hospital of | documented and adopted
(strong/weak Chinese this comment. Evidence
recommendations | Medicine; Wang | levels for  guideline
)} and clarify | Xin, Liaoning | references were graded
literature University of | according to Oxford
inclusion and | Traditional evidence-based
exclusion criteria. | Chinese evidence-rating
2. Medicine. 2. Ng, | recommendations.
Recommendations | Hung Yu Ernest,
should be formed | The University of
by proposing | Hong Kong
questions,
searching
evidence, and
evaluating
strength.

23 | Standardization of | 1. Pre-pregnancy | 1. Chen Xiufang, | Accepted.
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weight-
management

recommendations

body-weight
criteria should be
set, and whether
pregnancy should
be postponed for
overweight/obese
women should be
addressed. 2.
Industry
consensus such as
the  “gestational
weight-gain range”
should be included

as areference.

Guilin Hospital
of  Traditional
Chinese
Medicine,
Guangxi Zhuang
Autonomous
Region. 2. Lu
Shan,
Guangdong
Provincial
Hospital of
Chinese

Medicine

Rationale: the drafting
team carefully
documented and adopted
this comment. Industry
consensus such as the
“gestational weight-gain
range” was added as a
the

reference, and

definition of obesity
during pregnancy and
weight-management
recommendation

standards were revised.

24

Safety

acupuncture

of

1. The selection of
acupuncture
points and safety
of use should be
described in detail,
and higher-level
evidence should
be added. 2. It is
recommended
that acupuncture

treatment not be

included for
women with
obesity during
pregnancy.

1. Xue Xiao'ou,
Dongzhimen
Hospital, Beijing

University of

Chinese
Medicine; Yan
Ying, First
Teaching
Hospital of
Tianjin

University of
Traditional
Chinese
Medicine; Tong
Qing, Beijing
Hospital of
Traditional
Chinese
Medicine,
Capital Medical
University; Liu
Yanxia,
Dongfang
Hospital, Beijing

University of

Chinese
Medicine; Li
Yunbo, Third
Affiliated

Hospital, Beijing

Partly accepted.

Rationale: the drafting
team carefully
documented and adopted
this comment. Evidence
the

on safety  of

acupuncture during
pregnancy was further
supplemented, and
selection of acupoints,
usage, and duration for
acupuncture were

standardized.
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University of
Chinese

Medicine; Liu
Danzhuo, Hunan
University of
Chinese

Medicine. 2. Fu

Jinrong, Longhua

Hospital,
Shanghai
University of
Traditional
Chinese
Medicine
25 | Western medicine | Metformin, Xue Xiao'ou, | Accepted.
drugs aspirin, and other | Dongzhimen Rationale: the drafting
western medicines | Hospital, Beijing | team carefully
should not be | University of | documented and adopted
included in the | Chinese this comment and
guideline. Medicine deleted content on
metformin and other
western medicines from
the guideline.
26 | Medication safety | Safety of | Li Yunbo, Third | Accepted.
during pregnancy medications Affiliated Rationale: the drafting

during pregnancy
should be
supplemented in

detail, and safety

effects on
offspring  should
also be added.

Hospital, Beijing
University of
Chinese
Medicine;  Liu
Yanxia,

Dongfang
Hospital, Beijing
University of
Chinese

Medicine

team carefully
documented and adopted
this comment.
Subsequently, based on
multiple research
approaches—including
literature evidence,
expert interviews, expert
consensus, and the
team's  cross-sectional
epidemiological study—
we will continue to
supplement the
evidence-based medical
evidence regarding the
safety of medication
during pregnancy and
the safety for the mother

herself, S0 as to
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standardize the use of

medications during
pregnancy.
27 | Scope of the draft Itis recommended | Xue Xiao'ou, | Accepted.
to delete delivery | Dongzhimen Rationale: the drafting
and postpartum | Hospital, Beijing | team carefully
content such as | University of | documented and adopted
acupuncture Chinese this  comment and
anesthesia for | Medicine; Tong | deleted delivery and
cesarean section | Qing, Beijing | postpartum content from
and postpartum | Hospital of | the guideline.
hemorrhage. Traditional
Chinese
Medicine,
Capital Medical
University
28 | Multidisciplinary Itis recommended | Yan Ying, First | Accepted.
cooperation that professional | Teaching Rationale: the drafting
nutritionists  be | Hospital of | team carefully
included among | Tianjin documented and adopted
project members | University of | this comment, and
to facilitate | Traditional professional nutritionists
multidisciplinary Chinese have been added to the
cooperation. Medicine; Tong | projectteam.
Qing, Beijing
Hospital of
Traditional
Chinese
Medicine,
Capital Medical
University

V. Other Matters Requiring Explanation

None.
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Appendix A: GRADE Evidence Summary Tables

Clinical Question 4. Can acupuncture or auricular acupoint therapy effectively control weight gain in women with obesity during pregnancy?

Acupuncture/Auricular Acupoint Therapy

2 Rando | Ser @ Serious | Seriou Seriou | None 196 197 MD= | Low-
mized iou 2 s s - quali
trials s 1.19 ty

[95 evide
% nce
CI: -
1.28
to -
1.09

CI: Confidence interval; MD: Mean difference.
Explanations: a. The included studies had substantial risk of bias in randomization, allocation concealment, and blinding. b. The included studies had small
sample sizes.

Clinical Question 5. Can TCM aromatherapy assist in controlling weight gain in women with obesity during pregnancy?
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Outcome: Pittsburgh Sleep Quality Index (PSQI).

2 Rando  Ser @ Serious Seriou | Seriou None 71 71 MD= | Low-
mized iou P sb sb - quali
trials | s® 272 |ty

[95 evide
% nce®
CI: -

5.43

to -

0.02

1

CI: Confidence interval; MD: Mean difference.
Explanations: a. The included studies had substantial risk of bias in randomization, allocation concealment, and blinding. b. The included studies had small

sample sizes.

Clinical Question 6. Can exercise management effectively control weight gain in women with obesity during pregnancy?

Exercise Management

14 Rando Not | Not Not Not None 1,372 1,37 MD=  Mod
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mized | seri serious | seriou @ seriou 0 - erate

trials | ous s s 3.26 -
[95 quali
% ty
Cl: - evide
3.44 | nce?®
to -
3.08
1

CI: Confidence interval; MD: Mean difference.
Explanation: a. The included studies had substantial risk of bias in randomization, allocation concealment, and blinding.

Clinical Question 9. Can comprehensive lifestyle management effectively control weight gain in women with obesity during pregnancy?

Comprehensive Lifestyle Management

20 | Rando  Not Not Not Seriou @ None 4,395 4,03 MD= Mod
mized seri serious seriou @ sP 5 - erate
trials | ous s 295 -

[95 quali
% ty

Cl: - evide
3.06 | nce?
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to -
2.85

CI: Confidence interval; MD: Mean difference.
Explanations: a. The included studies had substantial risk of bias in randomization, allocation concealment, and blinding. b. The included studies had small
sample sizes.
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Appendix B: Explanations of Evidence Summaries

Clinical Question 1: What are the diagnostic criteria for obesity during pregnancy in
conventional medicine?

Evidence description: Based on the WHO obesity criteria, the IOM guideline, and the industry
standard Monitoring and Ewvaluation of Gestational Weight in Chinese Women [1-3],
internationally and domestically recognized BMI cutoffs were adopted. These cutoffs are
highly correlated with the risk of complications related to obesity during pregnancy (GDM,
hypertension, macrosomia, etc.), facilitate early identification of high-risk groups, and reduce
the risk of pregnancy complications.

Clinical Question 2: What are the intervention principles for obesity during pregnancy?
Evidence description: The evidence comes from the 2024 Lancet guideline on obesity
management and the 2022 New England Journal of Medicine review on obesity in pregnancy
[4,5]. These two authoritative review articles synthesized multiple high-quality studies and
indicated that reasonable control of gestational weight gain can significantly reduce the risk
of complications such as gestational diabetes mellitus, hypertensive disorders, macrosomia,
cesarean delivery, and postpartum weight retention. Early screening combined with
individualized lifestyle intervention can further improve maternal and infant outcomes.
Clinical Question 3: What is the recommended range of gestational weight gain?
Evidence description: The international IOM guideline and the industry standard Monitoring
and Evaluation of Gestational Weight in Chinese Women [2,3] determine the safety of weight-
gain ranges for pregnant women with different degrees of obesity. Setting individualized
gestational weight-gain targets and conducting regular monitoring can significantly reduce
the incidence of gestational diabetes mellitus, hypertensive disorders of pregnancy,
macrosomia, cesarean delivery, and postpartum weight retention, thereby improving
maternal and infant outcomes.

Clinical Question 4: Can acupuncture or auricular acupoint therapy effectively control
weight gain in women with obesity during pregnancy?

Evidence description: Based on a meta-analysis of two randomized controlled trials [6,7], the
effect size was precise [MD=-1.19, 95% CI-1.28 to -1.09, P<0.00001], the results were stable,
and no obvious bias, inconsistency, or indirectness was identified. Acupuncture and auricular
acupoint therapy can effectively control excessive weight gain in women with obesity during
pregnancy by stimulating acupoints related to the oral cavity, appetite, stomach, and
metabolism.

Clinical Question 5: Can TCM aromatherapy assist in controlling weight gain in women
with obesity during pregnancy?

Evidence description: The evidence comes from two RCTs using sleep/fatigue as outcomes
[8,9], without direct measurement of weight changing. The meta-analysis result was [-2.72, -
5.43 to -0.02, P=0.05]. Aromatherapy can significantly improve sleep quality and relieve
fatigue. Improvements in sleep quality and fatigue may indirectly benefit weight control by
regulating stress, improving mood, and reducing stress-related eating. However, this effect has
not yet been directly verified by high-quality studies in populations with obesity during
pregnancy.

Clinical Question 6: Can exercise management effectively control weight gainin women
with obesity during pregnancy?
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Evidence description: The evidence comes from 16 clinical trials [10-25]. The meta-analysis
result was MD=-3.26 [959% CI: -3.44 to -3.08], P<0.00001. Compared with the control group,
the exercise intervention group had a mean reduction in gestational weight gain of 3.26 kg
(MD=-3.26,95% CI -3.44 t0 -3.08,P<0.00001), with a highly statistically significant difference.
Existing studies also confirm that exercise intervention can significantly reduce the incidence
of gestational diabetes mellitus (GDM) and the cesarean-delivery rate, improve neonatal
outcomes, and improve overall maternal and infant prognosis.

Clinical Question 7: Can a well-balanced diet effectively control weight gain in women
with obesity during pregnancy?

Evidence description: According to the Guidelines for the Diagnosis and Treatment of Obesity
(2024 Edition) issued by the National Health Commission of China [26] and two RCTs, related
reviews synthesized multiple high-quality observational studies and expert consensus. In
pregnant women with obesity, studies show that a well-balanced diet, including control of
total energy intake, optimization of nutrient composition, and selection of low-glycemic-index
foods, can effectively control gestational weight gain and reduce the risk of complications such
as gestational diabetes mellitus and hypertension [27-29]. Evidence related to medicated diet
and tea drinks mainly comes from studies of general obese populations and ancient medical
records [30-33]; high-quality randomized controlled trials directly targeting women with
obesity during pregnancy are currently lacking.

Evidence 1 [27]: Intervention group (early-pregnancy lifestyle planning including dietary
control) versus control group (routine health education and prenatal checkups): The results
showed significant differences between groups in weight-gain rates and overall qualified
weight-gain rates at 12, 24, and 28 weeks of pregnancy. Weight-gain rates at 12, 24, and 28
weeks in the intervention group (5.44+0.36 — 18.77+2.95 — 30.03+4.85) were improved
compared with the control group (9.5240.49 — 26.01+3.96 — 45.13+5.11). The overall
qualified weight-gain rate was also improved (intervention group 36 [58.06%]; placebo group
25 [40.32%]).

Evidence 2 [29]: Observation group (comprehensive nursing based on the health-belief model,
including dietary guidance, plus routine nursing) versus control group (routine nursing): The
results showed significant differences between groups in mid-pregnancy weight gain, total
weight gain, and qualified weight-gain rate. The observation group had improved mid-
pregnancy weight gain (5.45+1.41), total weight gain (11.24+3.52), and qualified weight-gain
rate (52 [86.67%]) compared with the control group (8.78+2.51; 14.62+4.60; 32 [53.33%]).
Clinical Question 8: Can emotional regulation assistin controlling weightgain in women
with obesity during pregnancy?

Evidence description: The evidence mainly comes from one RCT and two meta-analyses.
Traditional Chinese music (five-element music therapy and gugin music) can improve
emotional status and sleep quality [34-36], and mindfulness interventions can effectively
reduce pregnancy-related depression [37]. Improvements in emotion and sleep quality may
indirectly benefit weight management through regulation of the hypothalamic-pituitary-
adrenal axis, improvement of stress-related eating behavior, and improvement of metabolic
status [38,39]. However, this effect has not yet been directly verified by high-quality studies in
populations with obesity during pregnancy.

Evidence 1 [34]: Traditional Chinese music intervention group versus routine control group:
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Traditional Chinese music intervention significantly improved depression-related behavior
and quality of life and reduced stress-related biomarkers. In the clinical study, after the
treatment group received five-element music intervention for 1 h/day for 30 days, plasma
TRX-1 levels decreased significantly from baseline (P=0.0039), while the control group
showed no significant change (P=0.6429). Animal experiments also showed that Traditional
Chinese music intervention improved depression-like behaviors, such as increased sucrose
preference and reduced immobility time in forced swimming and tail-suspension tests,
suggesting an effect in relieving negative emotion and stress status.

Evidence 2 [35]: This meta-analysis included 24 studies comparing non-drug interventions
such as music, massage, exercise, and acupuncture for depressive symptoms. Music
intervention showed relatively good therapeutic effects in improving depression scores, with
a treatment-ranking probability of 73.30%, outperforming most routine non-intervention
measures. The study also suggested that music therapy is an important non-drug measure for
managing depressive mood in college students.

Evidence 3 [36]: This review systematically summarized the theoretical basis and modern
application of guqin music and TCM five-element music therapy, indicating that guqin music
may relieve emotional disorders such as anxiety, depression, and insomnia by regulating the
dynamic balance among the five zang organs and the five emotions.

Evidence 4 [37]: A meta-analysis including 10 RCTs with 658 pregnant women showed that
mindfulness meditation significantly improved depressive symptoms during pregnancy
[SMD=-0.786, 95% CI (-1.289, -0.283), P<0.001]. Subgroup analysis suggested that
mindfulness-based cognitive therapy had the best effect, and courses of <4 weeks produced
the most obvious improvement, effectively reducing negative emotions during pregnancy.
Evidence 5 [38]: A review indicated that the comorbidity of depression and obesity during
pregnancy may affect maternal metabolic status and offspring health through multiple
pathways, including dysfunction of the hypothalamic-pituitary-adrenal axis,
inflammatory/immune activation, insulin resistance, and gut microbiota imbalance.

Clinical Question 9: Can comprehensive lifestyle management effectively control weight
gain in women with obesity during pregnancy?

Evidence description: The evidence comes from a meta-analysis of 20 clinical studies (n=8,430)
[40-58], showing that comprehensive lifestyle management can significantly control weight
gain in women with obesity during pregnancy (MD=-2.95 kg, 95% CI -3.06 to -2.85,
P<0.00001). This intervention is non-invasive, has good safety, and can reduce the incidence
of adverse pregnancy outcomes, pregnancy complications, and cesarean delivery. Itis low-cost,
has good cost-effectiveness, and is highly acceptable to patients. Individualized plans should
be developed under professional guidance, with attention to exercise contraindications and
individual dietary differences.

Clinical Question 10: What are the risk indicators for gestational diabetes mellitus in
women with obesity during pregnancy, and what are the preventive methods in TCM
and conventional medicine?

Evidence description: The evidence mainly comes from one meta-analysis and multiple
retrospective cohort studies. Advanced maternal age, pre-pregnancy obesity, history of GDM,
and family history of diabetes are independent risk factors for GDM [59-63]. Combined
monitoring of blood glucose, blood lipids, and other indicators [64-68] can effectively identify
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high-risk groups for GDM among women with obesity during pregnancy. International
guidelines have clearly recommended these screening strategies [69,70]. Preventive measures
include medicated diets (Chinese yam and coix seed porridge, Zidu drink), traditional
exercises, and lifestyle interventions (total calorie control, low-GI diet, and regular aerobic
exercise), which can significantly reduce the incidence of GDM in women with obesity during
pregnancy and improve maternal and infant outcomes. Lifestyle intervention is supported by
multiple randomized controlled trials, whereas TCM preventive measures are mainly based
on observational studies or expert consensus.

Evidence 1 [60]: Intervention group (pregnant women who were overweight or obese before
pregnancy) versus control group (pregnant women with normal pre-pregnancy weight): Pre-
pregnancy BMI was significantly associated with GDM risk in a dose-effect manner. Specifically,
the pooled adjusted ORs for GDM risk among underweight, overweight, and pregnant women
with obesity were 0.68, 2.01, and 3.98, respectively, and the adjusted RRs were 0.34, 1.52, and
2.24,respectively. In crude and adjusted models, each one-unit increase in BMI increased GDM
risk by 4%, with statistically significant differences.

Evidence 2 [61]: Intervention group (pregnant women with GDM) versus control group
(pregnantwomen with normal glucose tolerance): Vitamin D deficiency, assisted reproductive
technology, advanced age, pre-pregnancy obesity, and family history of diabetes were
independentrisk factors for GDM. Vitamin D deficiency OR=2.09 (95% CI:1.50-2.93,P<0.001);
assisted reproductive technology OR=9.17 (95% CI: 1.16-72.67, P=0.036); advanced age (235
years) OR=3.12 (95% CI: 1.89-5.14, P<0.001); pre-pregnancy BMI>25.0 kg/m? OR=2.42 (95%
CI: 1.54-3.80, P<0.001); and family history of diabetes OR=6.95 (95% CI: 3.01-16.01,
P<0.001).

Evidence 3 [63]: Intervention group (pregnant women with high-risk factors such as advanced
age, obesity, and family history of diabetes) versus control group (pregnant women without
obvious high-risk factors): A multifactorial combined model significantly improved the
efficiency of identifying high-risk GDM populations. Specifically, a prediction model based on
national electronic health records had an ROC of 0.85, significantly higher than the traditional
risk score (ROC=0.68), and could accurately identify high-risk GDM populations in early
pregnancy.

Evidence 4 [67]: Intervention group (pregnant women with elevated HbAlc in early
pregnancy) versus control group (pregnant women with normal HbA1cin early pregnancy, or
high-risk women defined by age, BMI, and family history of diabetes): Early-pregnancy HbA1lc
alone, or in combination with traditional risk factors, effectively predicted GDM risk early and
significantly reduced the need for OGTT. Three prospective cohorts (India n=2,115; Kenya
n=2,142; United Kingdom n=4,320) showed that each 1% increase in HbAlc was associated
with adjusted RRs for GDM of 1.60 (95% CI: 1.19-2.16), 3.49 (95% CI: 2.8-4.34), and 4.72
(95% CI: 3.82-5.82), respectively. HbAlc screening alone reduced the need for OGTT by
42.0%-50.4%; a combined model using HbAlc, age, BMI, and family history of diabetes
avoided OGTT in up to 64.0% of cases while maintaining approximately 80% screening
sensitivity and excellent predictive performance.

Clinical Question 11: What are the risk indicators for hypertensive disorders of
pregnancy in women with obesity during pregnancy, and what are the preventive
methods in TCM and conventional medicine?
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Evidence description: The evidence comes from multiple cohort-study systematic reviews and
large retrospective studies. High BMI before pregnancy or in early pregnancy, advanced
maternal age, history of chronic hypertension, and history of pre-eclampsia are independent
risk factors for hypertensive disorders of pregnancy [71,72]. Combining mean arterial
pressure, uterine artery pulsatility index, placental growth factor, and other indicators can
further improve predictive performance [73-75]. International guidelines have clearly
recommended these screening strategies [61]. Preventive measures include daily-life
regulation (adequate rest and avoiding fatigue), medicated dietary therapy, traditional
exercises, and acupoint massage, which may reduce the incidence of pre-eclampsia and
hypertensive disorders of pregnancy in women with obesity during pregnancy. Some evidence
from RCTs supports daily-life regulation and acupoint massage, whereas evidence on Chinese
medicated diets and traditional exercises mainly come from observational studies or expert
consensus.

Evidence 1 [71]: BMI>30 in pregnant women was closely associated with the incidence of pre-
eclampsia. Among women with body mass index (BMI)>30, the prevalence of pre-eclampsia
based on International Classification of Diseases codes was 5.1% (5.0% to 5.2%), and the
prevalence based on standard clinical criteria was 7.7% (7.6% to 7.8%). In contrast, among
women with BMI<30,the corresponding prevalence rates were 2.0% (2.0%to 2.0%) and 2.8%
(2.7% to 2.8%).

Evidence 2 [72]: In Swedish and Chinese populations, obesity was closely associated with both
mild and severe pre-eclampsia. For mild pre-eclampsia, underweight was protective (Sweden:
OR=0.76, 95% CI 0.63-0.91; China: OR=0.41,95% CI 0.18-0.92), overweight was a risk factor
(Sweden: OR=1.71, 95% CI 1.63-1.80; China: OR=3.14, 95% CI 1.98-4.99), and obesity was
also a stronger risk factor (Sweden: OR=3.23,95% CI 3.07-3.40; China: OR=4.86,95% CI 3.64—
6.51). For severe pre-eclampsia, underweight was also protective (Sweden: OR=0.78, 95% CI
0.62-0.99; China: OR=0.66, 95% CI 0.45-0.95), whereas overweight (Sweden: OR=1.35, 95%
CI1.26-1.45;China: OR=2.29,95% CI 1.59-3.30) and obesity (Sweden: OR=2.10,95% C1 1.94-
2.27; China: OR=4.46, 95% CI 3.27-6.07) significantly increased the risk of severe pre-
eclampsia.

Evidence 3 [75]: The pre-pregnancy BMI in the pre-eclampsia group was 24.69+1.32,
compared with 22.63+1.65 in the control group (P<0.001), suggesting that pre-pregnancy BMI
is an independent risk factor for pre-eclampsia. The pre-eclampsia group had 16.79+4.61 and
the control group had 14.93+3.95 for gestational weight gain (P<0.05), indicating a
statistically significant difference. Excessive pre-pregnancy BMI was significantly positively
correlated with pre-eclampsia occurrence. Combining serum PLGF, DCN, LDH, and UA levels
with pre-pregnancy BMI for the diagnosis of pre-eclampsia yielded an AUC of 0.952, sensitivity
of 0.901, and specificity of 0.913, suggesting that multifactorial combinations can be used for
diagnosis.

Clinical Question 12: What are the risk indicators for threatened miscarriage in women
with obesity during pregnancy, and what are the preventive methods in TCM and
conventional medicine?

Evidence description: The evidence mainly comes from one multicenter observational study
and one non-quantitative systematic review. Obesity is an independent risk factor for early
miscarriage [76,77]. Combining endocrine indicators such as progesterone and B-hCG with
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ultrasound examination can effectively identify high-risk groups [77]. Progesterone
supplementation may reduce miscarriage risk; TCM syndrome-based dietary therapy and tea-
drink regulation may help strengthen the kidney and calm the fetus, thereby reducing the
incidence of threatened miscarriage. However, the relevant evidence mostly comes from
observational studies, case series, or expert opinion, and the study populations were not
specifically women with obesity during pregnancy,indicating some indirectness.

Evidence 1 [76]: “BMI>30” was defined as one pregnancy risk factor. In Kenya, pregnant
women with one pregnancy risk factor (including obesity) had significantly higher antenatal-
care completeness (Coeff=1.64, 95% CI: 0.32-2.96, p=0.015); South Africa had both a high
obesity rate and a relatively high ANC completion rate (76%).

Evidence 2 [77]: Ultrasound indicators that can identify high-risk populations include the
gestational sac (MSD>17 mm without embryo or MSD>13 mm without yolk sac; specificity
and positive predictive value for nonviable pregnancy both 100%) and fetal-development
indicators (presence of fetal bradycardia, gestational age, or crown-rump length increases risk
from 6% to 84%). Endocrine markers that can identify high-risk populations include
progesterone (<45 nmol/L [14 ng/mL] for abnormal pregnancy; sensitivity 87.6%, specificity
87.5%) and B-hCG (<20 ng/mL for abnormal pregnancy; sensitivity 88.3%, positive predictive
value 82.6%).
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