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CHAPTER 1

How to Use This Book & Program

Welcome.

If you are reading this book, you have already made an important decision — you have chosen
understanding over guesswork.

Many individuals begin GLP-1 therapy with limited guidance beyond a prescription. While these
medications can be highly effective, outcomes vary significantly depending on how they are used, how
nutrition is structured, and how expectations are managed.

This book was written to provide that missing structure.
It is designed to help you understand:

e how GLP-1 medications work

e what realistic progress looks like

e how to use them safely and effectively

e how to support fat loss while preserving muscle
e how to build long-term, sustainable results

In clinical practice, patients who take the time to understand these principles tend to achieve more
consistent and durable outcomes.

WHO THIS PROGRAM IS FOR
This program is intended for individuals who:
e are currently using GLP-1 medications (such as semaglutide or tirzepatide), or are preparing to
start therapy
e want evidence-based guidance rather than social media misinformation
e are focused on health, not just rapid weight loss
e want to preserve muscle mass while reducing body fat
o feel uncertain about what they should be doing while on treatment

If you have felt confused, overwhelmed, or unsure how to approach GLP-1 therapy, this program was
created to provide clarity.

WHO THIS PROGRAM IS NOT FOR

This program is not designed for:

e crash dieting or extreme calorie restriction
e one-size-fits-all meal plans

e replacing individualized medical care

e shortcuts that ignore physiology

This is not a quick-fix approach.



It is a structured, physiology-based framework designed to support sustainable fat loss and long-term
metabolic health.

HOW TO USE THIS BOOK

You do not need to move through this book quickly.
In fact, a gradual, applied approach is often more effective.
A practical pace for most readers is:

e 1-2 chapters per week
e taking notes on sections that apply to you
e revisiting key chapters such as nutrition, exercise, and side-effect management

This book is designed to be:

o referenced over time
e revisited during different phases of treatment
e applied repeatedly as your needs evolve

GLP-1 success is driven by consistency over time, not speed.

HOW TO PAIR THIS BOOK WITH ACTION

Education alone does not produce results. It improves decision-making.
Within this program, you will learn:

e how to structure protein intake to support muscle preservation

e how to approach calorie intake without excessive restriction

e how to exercise safely and effectively while on GLP-1 therapy

¢ how to manage side effects through practical adjustments

¢ how to think about long-term success beyond short-term weight loss

If you are following a structured nutrition or exercise plan, this book is intended to provide:

e the WHY (physiology and reasoning)
e the HOW (practical strategy)
Your plan provides the WHAT.

Together, these create a complete framework for progress.

MEDICAL DISCLAIMER

This book is intended for educational purposes only.
It does not replace:
your physician

your prescribing clinician



individualized medical advice
This program does not diagnose, treat, or adjust medications.

All decisions regarding medication use — including dosing, continuation, or discontinuation — should be
made in consultation with your healthcare provider.

What this book provides is:
physiologic understanding
structured guidance

improved decision-making

more informed discussions with your clinician

FINAL THOUGHT BEFORE YOU BEGIN

GLP-1 medications can be powerful tools.

However, they are still tools — not solutions on their own.
When combined with:

realistic expectations

structured nutrition

appropriate physical activity

long-term thinking

they can significantly improve health outcomes.

The purpose of this program is to help you use these tools effectively, safely, and sustainably.

NEXT STEP

When you are ready, continue to:

Chapter 2 — How GLP-1 Medications Work



CHAPTER 2
How GLP-1 Medications Actually Work

Most patients misunderstand how GLP-1 medications work.

A common belief is that these medications simply “make you eat less.”
That explanation is incomplete — and often misleading.

GLP-1 medications work by changing how the brain and body regulate hunger, fullness, and decision-
making around food.

They do not force starvation.

They restore physiologic signaling that is often impaired in obesity.

The GLP-1 Hormone: A Natural System

GLP-1 stands for glucagon-like peptide-1.

It is not foreign to the body.

It is a hormone naturally released — particularly after eating.
In a healthy metabolic system, GLP-1:

e Signals fullness

e Slows stomach emptying

e Reduces excessive hunger

e Helps regulate blood sugar

e Communicates with appetite centers in the brain

In individuals with obesity, this signaling pathway is often weakened or dysregulated.
GLP-1 medications amplify and restore this natural communication.

They are best understood as enhanced versions of an existing physiologic hormone, not artificial
appetite suppressants.

Appetite vs Metabolism — A Critical Distinction

This distinction is essential.

GLP-1 medications primarily influence appetite regulation, not metabolic rate.
They do not:

¢ Increase metabolic speed
e Directly burn fat
e Override biology

What they do:



e Reduce persistent hunger
e Decrease food noise
e Increase satiety earlier in meals

The result is a reduced calorie intake that feels biologically tolerable rather than forced.

This difference explains why adherence improves.

Brain-Gut Signaling: Simplified
GLP-1 functions as a messenger between the digestive system and the brain.
After eating:

e The gut releases GLP-1

e GLP-1 communicates with appetite centers in the brain
e The brain registers: We are satisfied

In obesity, this signal often arrives weak, delayed, or distorted.
GLP-1 medications strengthen that message.
Importantly:

e You still choose what to eat
e You still decide how to move
¢ You retain behavioral agency

The difference is that your brain is no longer working against you.

Why Weight Loss Feels Easier — And Why That Is Not Cheating
Many patients experience an emotional reaction:

“This feels too easy — am | cheating?”

This perception reflects years of biological resistance.

Chronic obesity physiology often includes:

e Persistent hunger
e Cravings
e Food preoccupation
e Fatigue
GLP-1 therapy reduces this resistance.

Medication treating a disease is not cheating.

It is therapy.

KEY TAKEAWAY

GLP-1 medications do not remove effort.



They remove unnecessary suffering.
They enable:

¢ Intentional eating
e Sustainable calorie reduction
e Improved energy for movement
e Consistent decision-making
When combined with nutrition, physical activity, and education, they become a long-term health tool
rather than a short-term weight-loss strategy.
What GLP-1 Medications Do — And Do Not Do
What GLP-1 Medications Do

e Reduce appetite

e Increase fullness earlier in meals

e Reduce food noise and cravings

e Slow gastric emptying

e Improve glycemic regulation

e Support sustained calorie deficit
What GLP-1 Medications Do Not Do

Directly burn fat

e Increase metabolic rate

e Replace nutrition

e Replace exercise

e Produce results without behavior change
Why GLP-1 Therapy Feels Different From Dieting

Traditional diets rely heavily on willpower.
GLP-1 therapy alters biology.
This distinction explains why patients often report:

e Quieter hunger
¢ Naturally smaller portions
e Lessinternal struggle

e Easier decision-making

IMPORTANT CLINICAL REMINDERS
e Weight loss still requires nutrition and movement
e Muscle loss can occur without adequate protein and resistance training

e Long-term success depends on habits, not medication alone



BOTTOM LINE

GLP-1 medications do not change who you are.

They change the biological environment in which your body operates.



CHAPTER 3

Expectations vs Reality on GLP-1 Therapy

One of the most common reasons patients stop GLP-1 medications — even when they are working — is
misaligned expectations.

Not because the medication failed.
But because reality did not match what they believed should happen.

This chapter resets expectations clearly, calmly, and honestly.

Realistic Weight-Loss Timelines
Weight loss on GLP-1 therapy is rarely linear.
A realistic average is:

e 0.5-1% of body weight per week
e Faster early loss may occur
e Slower loss does not mean failure
Some weeks you lose.
Some weeks you maintain.

Some weeks the scale does not move — while body composition still improves.

That is physiology — not failure.

Plateaus: Normal vs Concerning

Plateaus are one of the most misunderstood aspects of weight loss.

A Normal Plateau

e 1-3 weeks without scale change
e Appetite still controlled

e Energy stable

e Habits consistent

This reflects metabolic adjustment — not resistance.

When a Plateau Requires Attention

e Appetite has returned fully
e Weight trending upward

e Protein intake inadequate
e Strength declining

A short plateau does not mean medication failure.
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Why the Scale Misleads Early

Early weight loss often includes:

e Water loss
e Glycogen depletion
e Reduced gastrointestinal contents

This explains rapid scale changes in weeks 1-3.
Later weight loss is slower — but represents true fat reduction.
Common experiences:

e Clothing fits better before scale change
e Waist circumference improves first
e Energy improves before weight stabilizes

The scale is one data point — not the full truth.

Social Media Comparison: A Clinical Risk
Social media commonly displays:

e Extreme responders

e Highlight reels

e Filtered timelines

e Context-free transformations

What remains unseen:

e Genetics

e Baseline body composition
e Medication dosing

e Diet quality

e Training consistency

Comparing progress across individuals is biologically invalid — and psychologically harmful.
Your physiology has a unique history.

Your trajectory will be unique as well.

KEY TAKEAWAY
GLP-1 success is not defined by speed.
It is defined by:

e Consistency
e Muscle preservation

e Sustainable nutrition

11



e Long-term health improvement

e Hunger is quieter
e Portions are smaller
e Behaviors are improving

Then the medication is working.
What Normal GLP-1 Progress Looks Like
Weeks 1-3
Typical changes:
e Appetite reduction

e Early scale drop (often water)
e Possible nausea or fatigue
e Learning portion control

Normal: Rapid or modest loss
Not failure: Minimal scale change
Weeks 4-8

Typical changes:

e Slower scale change

e Clothing fits better

e Appetite predictable

e Strength improving with training

Normal: 1-2 week plateaus
Not failure: Fluctuations
Weeks 9-16

Typical changes:

e More consistent fat loss
e Waist reduction
¢ Habits stabilizing

Normal: ~0.5-1 Ib/week average

Not failure: Nonlinear trend

Clinical message:

Progress is measured over months — not days.
Red Flags: When to Reassess (Not Panic)

Normal — Do Not Panic



e 1-3 weeks without scale change

e Mild early nausea

e Appetite reduction without large loss
e Temporary fatigue

Contact Your Clinician If Present

e Persistent vomiting

e Severe dizziness or weakness

¢ Inability to tolerate food

e Rapid muscle loss or extreme fatigue

Possible Adjustment Areas

e Protein intake adequacy
e Exercise balance
e Hydration and electrolytes

e Dose timing or escalation pace

BOTTOM LINE

Plateaus are feedback — not failure.
GLP-1 therapy works over months and years, not days and weeks.

Understanding realistic progress patterns prevents premature discontinuation and improves long-term
outcomes.
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CHAPTER 4
Side Effects & How to Manage Them Safely

One of the most common fears when starting GLP-1 medications is side effects.
Some patients receive too little guidance.
Others are unnecessarily alarmed by online misinformation.

The goal of this chapter is clarity without fear — so manageable side effects do not derail a therapy that
may significantly improve health.

Why GLP-1 Side Effects Occur

GLP-1 medications act by:

¢ Slowing stomach emptying
¢ Increasing satiety signaling
e Acting on appetite centers in the brain

These same mechanisms can produce symptoms — particularly early in treatment.
Most side effects are:

e Dose-related
e Temporary
e Manageable with behavior adjustments

Nausea
Why It Happens

e Food remains in the stomach longer

e Large meals overwhelm slower digestion

e High-fat foods delay gastric emptying further
What Helps

e Eat smaller meals

e Eatslowly

e Stop before feeling overly full

e Avoid greasy or fried foods

e Prioritize protein first

e Choose softer foods temporarily if needed

Most nausea improves within days to weeks.
Reflux and Heartburn
Why It Happens

e Delayed gastric emptying

14



e Lying down soon after eating
e Large evening meals
What Helps
¢ Avoid late-night eating
e Remain upright after meals
e Temporarily reduce acidic or spicy foods
e Use smaller, more frequent portions

Constipation
Constipation is extremely common — and highly treatable.
Why It Happens

e Slower gut motility
e Reduced food volume
¢ Inadequate fluid intake
What Helps
e Adequate hydration
e Vegetable-based fiber
e Regular physical movement
e Magnesium or stool softeners if needed (with clinician guidance)

Constipation is not dangerous — but untreated symptoms reduce quality of life.

How to Eat to Reduce Side Effects
Nutrition habits influence symptoms more than medication timing.
General principles:

e Protein first

e Smaller portions

e Eatslowly

e Avoid very large meals

e Limit greasy or heavy foods early

If symptoms worsen, temporarily shift to simpler, softer meals rather than fasting.

Hydration and Electrolytes

GLP-1 therapy often reduces thirst perception.
Dehydration can therefore occur unintentionally.
Recommended intake:

e 2-3 liters of fluid daily

15



o Electrolytes if lightheaded or fatigued

Possible dehydration indicators:

e Headache

e Fatigue

e Dizziness

e Constipation

Hydration alone resolves many perceived side effects.

When to Contact Your Clinician
Patients should seek medical guidance if experiencing:

e Persistent vomiting

e Severe abdominal pain

¢ Inability to tolerate food or fluids
e Severe dizziness or weakness

e Symptoms worsening over time

Dose pacing or adjustment often resolves these issues.

Do not endure significant symptoms silently.

Cancer Myths and Safety Concerns
Online discussions often exaggerate cancer risk — particularly thyroid cancer.
Clinical reality:

e GLP-1 warnings originate from rodent studies

e The referenced cancer is medullary thyroid carcinoma, a rare subtype

¢ No evidence shows increased common thyroid cancer risk in humans
GLP-1 therapy is contraindicated in individuals with:

e Personal or family history of medullary thyroid carcinoma

e MEN-2 syndrome

For appropriately screened patients, GLP-1 medications are considered safe and extensively studied.

KEY TAKEAWAY

Side effects do not indicate failure.
They usually reflect:
e Physiologic adaptation

e Dose pacing needs
e Behavioral adjustments

Most symptoms improve with time and simple modifications.

16



Side Effect Action Guide
Nausea

e Smaller meals

e Slow eating

e Avoid greasy foods

¢ Bland foods temporarily

e Stop before fullness
Reflux / Heartburn

e Avoid late meals

e Remain upright after eating
e Reduce acidic/spicy foods

e Smaller portions

Constipation

e Increase fluids

o Eat vegetables daily

e Move regularly

e Consider magnesium or stool softener (guided)

Fatigue / Dizziness

e Check hydration

e Add electrolytes

e Ensure adequate protein

e Avoid excessive calorie restriction
When to Worry — and When Not To

Normal — Do Not Panic

¢ Mild early nausea

e Appetite reduction

e Occasional constipation
e Early fatigue

Contact Your Clinician If

e Persistent vomiting

e Severe abdominal pain

e Inability to eat or drink

e Severe dizziness or weakness

e Worsening symptoms

BOTTOM LINE

17



Side effects are signals — not warnings of harm.

Understanding and managing them allows GLP-1 therapy to continue safely and effectively.

18



CHAPTER 5

Muscle Preservation on GLP-1 Therapy

This may be the most important concept in this entire program:

GLP-1 medications can produce significant weight loss — but without proper strategy, part of that loss
may come from muscle.

Muscle is not merely cosmetic tissue.
Muscle protects:

e Metabolic rate

e Strength

e Balance

e Physical independence

e Long-term weight maintenance

The goal of GLP-1 therapy is not weight loss alone.

The goal is fat loss with muscle preservation.

Why Muscle Loss Can Occur on GLP-1 Therapy
GLP-1 medications reduce appetite.

This benefit also creates risk.

Muscle loss becomes more likely when:

e Total calorie intake falls too low

e Protein intake drops unintentionally
e Resistance training is absent

e Weight loss occurs too rapidly

During weight loss, the body can reduce both fat and lean mass.

Without protective signals, muscle is metabolically expendable.

Protein: The Primary Muscle-Protection Signal

Protein intake is the single most important nutritional factor for preserving muscle during weight loss.
Because appetite is reduced on GLP-1 therapy, protein intake must be intentional rather than incidental.

A practical target for most adults:

1.2-1.5 g protein per kg ideal body weight per day
Simplified guidance:
e Most women: 80-100 g/day

19



e Most men: 100-120 g/day

Consistency matters more than perfection.

Protein should be distributed across meals rather than concentrated in a single intake.

Protein Distribution Per Meal

A useful target:

25-35 g protein per meal

This level supports muscle protein synthesis and satiety while remaining realistic during appetite
suppression.

High-Protein Food Examples
e Chicken breast (4 0z): ~26 g
e Fish (4 0z): ~22-25¢g
e Eggs(2large):~12¢g
e Greek yogurt (% cup): ~15-18 g
e Cottage cheese (% cup): ~14 g
e Protein shake: ~20-30 g
e Tofu (Y% cup):~10g
e Lentils (1 cup cooked): ~18 g

Clinical rule:

Protein first. Always.

Resistance Training vs Cardio

Cardiovascular exercise supports:

e Heart health

e Calorie expenditure
e Mood

e Energy

However, cardio alone does not adequately preserve muscle mass.
Resistance training provides a unique biologic signal:
“This muscle is required.”

That signal reduces muscle breakdown during weight loss.

Why Walking Alone Is Insufficient

Walking is highly beneficial and strongly recommended.

20



However, walking alone:

e Provides minimal hypertrophic stimulus
e Does not sufficiently prevent lean mass loss
e Does not maintain strength long-term

Conceptually:
e Walking supports fat loss

e Strength training protects muscle

Both are valuable — but muscle preservation depends on resistance work.

Strength Training Requirements on GLP-1 Therapy
Effective resistance training does not require:

e Heavy weights
e Gym access
e Athletic experience

It does require:

e Regular muscle loading
e Progressive challenge
e Consistency

Bodyweight, resistance bands, and dumbbells are all effective.

Integration With the 12-Week Program
Your structured program includes:

e Three weekly strength sessions
e Cardiovascular training for health
e Progressive overload
¢ Safe intensity via RPE guidance
This design directly addresses muscle-preservation physiology.
Following both nutrition and training components together substantially reduces lean-mass loss risk.
Exercise Principles on GLP-1 Therapy
Priorities
e Strength training > 2-3x weekly
e Moderate cardio for cardiovascular health

e Adequate recovery

Strength Training Guidelines
e Bodyweight, bands, or dumbbells
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e Emphasis on large muscle groups

e Gradual progression

e Typical intensity: RPE 5-7
Cardio Guidelines

e Walking, cycling, incline walking

e Predominantly Zone 2 intensity

e Supports fat loss — does not replace strength
Avoid

e Excessive daily cardio
e Very low protein intake
e Skipping resistance training

e Training to exhaustion

KEY TAKEAWAY

GLP-1 medications do not inherently cause muscle loss.
Muscle loss occurs when:

e Protein intake is inadequate
e Resistance training is absent
e Weight loss is excessively rapid

Protecting muscle protects:

e Metabolism

e Function

e Long-term weight stability
e Healthspan

BOTTOM LINE

Muscle is medicine — especially during weight loss.

GLP-1 therapy is most effective when fat is reduced while lean mass is preserved.
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CHAPTER 6

Nutrition Strategy on GLP-1 Therapy

Nutrition on GLP-1 therapy is not about dieting.
It is about structure.

GLP-1 medications reduce appetite — which is helpful — but without a clear eating framework, patients
often:

e Undereat

e Lose muscle

e Experience fatigue

e Alternate between restriction and overeating

Effective GLP-1 nutrition supports fat loss, preserves muscle, and remains livable long term.

Calories Without Obsession

Success on GLP-1 therapy does not require constant calorie counting.
It does require awareness.

Think of calories as guardrails — not handcuffs.

Most patients do best with:

e A moderate calorie deficit
e Enough intake to support daily function and exercise

e Avoidance of extreme restriction

e Hunger is quieter
e Energy remains stable
e Progress is steady

You are likely in an appropriate intake range.

Protein-First Eating (Non-Negotiable)
Protein is the nutritional foundation during GLP-1 therapy.
Protein supports:

e Muscle preservation

e Satiety

¢ Blood glucose stability
e Side-effect reduction

The simplest rule:
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Protein first at every meal.
After protein:

e Add vegetables
e Add carbohydrates as needed
e Add fats in moderate amounts

This sequence improves satiety and reduces nausea risk.

Meal Size, Pace, and Tolerance
How food is consumed influences tolerance as much as food choice.
Recommended eating behaviors:

e Smaller meals

e Slow eating

e Stop before fullness

e Avoid very large portions

e Remain upright after meals

If nausea occurs:

e Temporarily use softer foods
e Use liquid nutrition if needed
e Avoid forcing large portions

Skipping meals entirely often worsens symptoms.

Eating Out and Real-Life Flexibility
GLP-1 success does not require a perfect diet.
When eating outside the home:

e Prioritize protein

e Stop early

e Choose grilled, baked, or simple preparations
e Do not compensate afterward

One meal does not disrupt progress.

Consistency across weeks matters far more than single events.

Vegetarian Adaptations
Because appetite is reduced, vegetarian patients must be especially intentional with protein.
Effective vegetarian protein sources:

e Greek yogurt or cottage cheese (if included)
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» Eggs

e Tofu or tempeh

e Lentils and beans

e Protein powders (pea, soy, whey if tolerated)

For many vegetarian patients, protein supplementation is a practical necessity rather than an optional
addition.

The GLP-1 Nutrition Framework
Step 1 — Protein First

Target: 25-35 g protein per meal
Step 2 — Vegetables

Provide fiber, micronutrients, and volume.

Step 3 — Carbohydrates (As Needed)

Prefer whole, fiber-rich sources.

Adjust portion based on activity level.

Step 4 — Fats (Moderate)

Small amounts support flavor and satiety.

Avoid heavy or greasy meals early in therapy.

Core Eating Rules

e Eatslowly

e Stop before fullness

e Smaller meals are better tolerated
e Avoid extreme restriction

Structure is more reliable than willpower.
Sample Daily Nutrition Templates
Standard Day

Breakfast:

Protein + fruit or vegetables

Lunch:

Protein + vegetables + optional carbohydrate

Snack:

25



Protein-rich food or shake

Dinner:

Protein + vegetables + small carbohydrate
Low-Appetite Day

Breakfast:

Protein shake or yogurt

Lunch:

Small protein-based meal

Snack:

Protein if tolerated
Dinner:

Light protein + vegetables
Vegetarian Day
Breakfast:

Greek yogurt or protein smoothie

Lunch:

Tofu or lentil bowl with vegetables

Snack:

Protein shake

Dinner:

Tempeh, beans, or eggs + vegetables
Eating-Out Day

e Choose protein-forward meals
e Stop early
e Avoid guilt

e Resume normal structure next meal

GLP-1 Masterclass

KEY TAKEAWAY

GLP-1 nutrition is not about eating as little as possible.



It is about eating enough of the right foods, in the right order, at the right pace.
When nutrition is structured correctly:

e Side effects improve
e Muscle is preserved
e Energy stabilizes

e Results sustain

BOTTOM LINE

You do not need perfect meals.
You need repeatable meals.

Consistency — not perfection — drives long-term GLP-1 success.
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CHAPTER 7

Exercise Strategy on GLP-1 Therapy

Exercise during GLP-1 therapy is often misunderstood.

Some patients believe they must train harder to “earn” weight loss.
Others worry they are not doing enough.

Neither is accurate.

The goal on GLP-1 therapy is smart, sustainable movement — not punishment.

Why Less Can Be More
GLP-1 medications alter appetite and energy signaling.
As a result:

e Less exercise may still produce results
e Overtraining can worsen fatigue or nausea
e Consistency matters more than intensity

Fat loss does not require exhaustion.

Many patients progress better when they reduce intensity slightly and prioritize repeatable workouts.

RPE: A Simple Intensity Guide
Instead of complex heart-rate zones, this program uses RPE (Rate of Perceived Exertion).
RPE answers a simple question:

“How hard does this feel right now?”

RPE Scale (1-10)
e 1-2:Veryeasy
e 3-4: Easy
e 5-6: Moderate
e 7: Challenging but controlled
e 8-10: Very hard
Most workouts on GLP-1 therapy should fall in:

RPE 5-7

This means:

e Breathing heavier

e Muscles working
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e Effort present
e Still controlled
¢ Not exhausted

This range maximizes effectiveness while preserving recovery.

Fatigue Management
Early fatigue during GLP-1 therapy is common.
It does not indicate failure.
It reflects:
e Physiologic adaptation
e Reduced calorie intake

e Increased recovery demand

Signs training should be adjusted:

e Persistent exhaustion

e Dizziness during exercise
e Declining strength

e Poor sleep

Helpful adjustments:

e Reduce volume

e Lower intensity

e Add rest days

e Improve protein and hydration

Rest is not quitting.
Rest is strategy.

Recovery and Sleep
Adaptation occurs during recovery, not during training.
GLP-1 therapy increases the importance of sleep because:

e Energy intake may be lower

e Training stress still exists

e Hormonal recovery depends on sleep
Priorities:

e 7-9 hours sleep when possible

e Consistent sleep schedule

e Light movement on rest days
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If sleep quality declines, training intensity should decrease slightly.

Exercise Structure on GLP-1 Therapy
Your program is intentionally designed for sustainability.
Weekly structure:

e Strength training: 2-3 sessions
e Cardiovascular activity: 2-4 sessions
e At least 1 recovery day

Strength Training

¢ Full-body or split routines

e RPE5-7

e Controlled movement and form
e Progressive challenge

Cardio Training

e Walking
e Cycling
¢ Incline walking

Mostly moderate intensity.
Short bursts optional later in progression.
Recovery Days
e Light walking
e Mobility or stretching
e Sleep prioritization
Common Mistakes to Avoid
e Daily maximal-effort workouts
e “No days off” mentality
e Chasing soreness
e Training through exhaustion

Exercise should support energy — not deplete it.

Integration With the 12-Week Program
Your structured home program already includes:

e Strength sessions 2-3x weekly
e Cardio for health and fat loss

e Built-in rest days
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e RPE-guided intensity

This chapter explains how to adjust effort while maintaining consistency.

If you show up regularly, move intentionally, and recover well — you are training correctly.

KEY TAKEAWAY
Exercise on GLP-1 therapy should:
e Build confidence
e Preserve muscle
e Support fat loss
e Fitreal life

You do not need more exercise.

You need repeatable exercise.

BOTTOM LINE

Effective training during GLP-1 therapy is sustainable, moderate, and consistent.

Exercise should leave you energized — not depleted.
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CHAPTER 8

Long-Term Use, Discontinuation, and Defining Success

One of the most common — and emotionally charged — questions patients ask is:
“Will | need to be on this medication forever?”
This question often carries deeper fears:

e Dependence

e Failure

e Loss of control

¢ Invalidated effort

Addressing this clearly and compassionately is essential for long-term success.

Is GLP-1 Therapy Lifelong?

There is no single answer.

GLP-1 medications treat obesity — a chronic, relapsing disease.
Similar to treatment for:

e Hypertension
e Dyslipidemia
e Type 2 diabetes

Some individuals remain on therapy long-term.
Some use it for defined periods.

Some cycle therapy under clinical guidance.

None of these paths represents success or failure.
The correct question is not:

“Is this lifelong?”

Itis:

“What does my physiology require for long-term health?”

What Happens When GLP-1 Therapy Stops
When GLP-1 therapy is discontinued:

o Appetite signaling gradually returns toward baseline
e Hunger may increase
e Food noise may re-emerge

This does not indicate damage.
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It reflects removal of a biologic signal.
Weight regain is possible — not inevitable.

Regain represents physiology, not personal failure.

Preventing Weight Regain

The strongest predictor of long-term outcomes is not motivation.
It is behavioral structure at the time medication changes.
Patients who maintain results most successfully typically:

e Prioritized protein intake

e Preserved muscle mass

e Built consistent movement

e Avoided extreme restriction

e Accepted plateaus without panic

These are the same foundations emphasized throughout this program.
Medication is a tool.

Habits are the foundation.

Redefining Success
This shift is essential.
Success is not:

e A specific scale number
e The fastest weight loss
¢ Never needing medication

Success is:

e Improved metabolic health

e Preserved strength and function
e Sustainable routines

e Reduced food preoccupation

e Less shame and struggle

If medication contributed to these outcomes, the success is fully valid.

Treatment never invalidates effort.

Long-Term GLP-1 Use
Long-term therapy is appropriate for many individuals.

When continuing therapy:
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e Transition toward maintenance calories
e Maintain resistance training

e Monitor protein intake

e Periodically reassess goals with clinician

Long-term use should feel stable — not urgent or pressured.

Stopping GLP-1 Therapy
Discontinuation should be:

e Planned

e Gradual

e Clinically supported
Not abrupt.

Not driven by shame.

Not driven by fear.

Stopping represents a physiologic transition — not a test of character.
If GLP-1 Therapy Is Stopped: Practical Roadmap

Step 1 — Plan With Clinician

Avoid abrupt discontinuation.

Discuss timing and expectations.

Step 2 — Protect Muscle
Maintain protein targets.
Continue resistance training.

Avoid aggressive calorie restriction.

Step 3 — Expect Appetite Changes
Return of hunger is normal.

Use structure rather than restriction.

Step 4 — Monitor Trends, Not Days
Short-term fluctuations are normal.

Respond gradually, not emotionally.

Step 5 — Adjust if Needed

Some resume medication.
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Some adjust nutrition or activity.

All pathways are valid.

Maintenance Mindset

Success is defined by:

e Stable habits
e Preserved muscle
e Improved energy
e Better health markers
e Reduced food obsession
Helpful mental reframes:
e “Medication is a tool, not a crutch.”
e “Plateaus are normal.”
e “Health is adaptable.”

e “Treatment supports effort.”

KEY TAKEAWAY

GLP-1 medications do not define success.
They support it.

Whether therapy continues, pauses, or stops — health progress remains valid.

BOTTOM LINE
The goal of GLP-1 therapy is not perfect weight.

It is durable health.

Closing Perspective

Whether you continue GLP-1 therapy or not, the physiologic understanding and skills gained in this
program remain.

You now understand your body differently — and that knowledge persists beyond medication.
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CHAPTER 9

Common GLP-1 Questions: Clear Answers From Your Physician

Patients starting GLP-1 therapy often share the same concerns.

This chapter gives quick, direct answers, with pointers to the chapter that covers each topic in full depth.

How Fast Should Weight Loss Occur?

A healthy, sustainable rate is about 0.5-1% of body weight per week. Faster loss can happen early on,
but it is not necessary for long-term success — consistency matters more than speed. (See Chapter 3.)

What If Weight Loss Has Not Started Yet?

If appetite is down, portions are smaller, and habits are improving, the medication is working — weight
loss itself is nonlinear. Judge progress by the trend across weeks, not the daily scale. (See Chapter 3.)

Is Fatigue Normal?

Yes, especially early in therapy, from reduced calorie intake and physiologic adaptation. It usually
improves with adequate protein, hydration, sleep, and avoiding overtraining. (See Chapter 4.)

Should You Eat When Not Hungry?

Large forced meals are not necessary, but protein intake still needs to be intentional — regularly
skipping it raises the risk of muscle loss and fatigue. (See Chapters 6 and 11.)

Can GLP-1 Therapy Cause Muscle Loss?

Yes, if protein intake is insufficient, resistance training is absent, or weight loss is excessively rapid.
Muscle preservation comes down to protein targets, strength training, and a moderate pace of loss. (See
Chapter 5.)

Is Nausea a Sign the Dose Is Too High?
Not always — mild nausea early in treatment is common and dose pacing frequently resolves it.
Persistent nausea, vomiting, or inability to eat should prompt a clinician review. (See Chapter 4.)

Should Exercise Increase to Speed Up Weight Loss, and Is Walking Enough?

Excessive training tends to worsen fatigue and adherence rather than accelerate results — repeatable,
moderate exercise works better than intense, unsustainable effort. Walking supports cardiovascular
health and fat loss, but on its own does not sufficiently preserve muscle; resistance training is still
essential. (See Chapter 7.)
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What If a Dose Is Missed?

Missing a single dose is not dangerous. Do not double the next dose — follow your prescribing guidance,
or consult your clinician if you are unsure.

Will All the Weight Return After Stopping?

Regain is possible but not inevitable. Long-term outcomes depend mainly on muscle preservation,
nutrition structure, and behavioral consistency — stopping therapy is a physiologic transition, not a
failure. (See Chapter 8.)

Is Using GLP-1 Therapy Cheating?

No. Treating a medical condition with medication is treatment, not cheating — reducing biological
resistance does not invalidate your effort.

How Long Can GLP-1 Therapy Be Used?

For many patients, long-term use is safe and appropriate under medical monitoring. Duration should be
individualized with your clinician. (See Chapter 8.)

Do GLP-1 Medications Cause Thyroid Cancer?

The boxed warning comes from rodent studies and concerns medullary thyroid carcinoma, a rare cancer
subtype. GLP-1 therapy is contraindicated with a personal or family history of medullary thyroid
carcinoma or MEN-2 syndrome; for appropriately screened patients, it is considered safe. (See Chapter
4))

Most Common Mistakes on GLP-1 Therapy
¢ Insufficient protein intake
e Lack of resistance training

e Pursuit of rapid weight loss

e Comparison with others

MOST IMPORTANT PRINCIPLE
GLP-1 medications are tools.
They work best when paired with:
e Education
e Structured nutrition

e Consistent movement

e Patience

FINAL PERSPECTIVE

Perfect adherence is not required.
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Consistency is.

Questions arising during treatment do not represent failure — they reflect engagement in health.
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CHAPTER 10

Completion, Integration, and Your Next Steps

If you have reached this point, you have already done something meaningful.
You did not simply begin a medication and hope for change.
You chose to understand your physiology, your nutrition, your movement, and your long-term health.

That choice matters.

What You Have Gained
Through this program, you now understand:

e How GLP-1 medications work

e What realistic progress looks like

e How to manage side effects safely

e How to preserve muscle through protein and strength training
e How to eat with structure rather than restriction

e How to exercise sustainably

e How to approach long-term use or stopping without fear

Most importantly, you now have context.

Context replaces anxiety with confidence.

What to Focus on Next
Progress from this point forward does not require complexity.

It requires consistency.

1. Keep the Basics Consistent
Sustainable results come from repeatable behaviors:

e Protein-first meals

e Regular strength training
¢ Moderate movement

e Adequate sleep

e Patience

If these occur most of the time, progress continues.

2. Use This Program as a Reference
This material is not meant to be completed and forgotten.

Return to relevant sections when needed:
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o Side-effects guidance if symptoms arise
e Nutrition structure if appetite changes

e Exercise strategy if energy fluctuates

e Long-term section if uncertainty appears

This program is designed to support you over time.

3. Pair Knowledge With Action

Education alone does not produce results.
Action anchored in understanding does.

If not already in place, pair this knowledge with:

e A structured exercise plan
e Arealistic nutrition framework
e Ongoing clinician guidance

Education plus action creates durable change.

4. Redefine Success Going Forward
From this stage onward, success is not defined solely by scale weight.
Success includes:

e Improved strength

e Higher energy

e Reduced food preoccupation
e Greater behavioral stability
e Sustainable habits

Weight loss is one outcome — not the entire goal.

A Final Perspective on Medication
GLP-1 medications are tools.

Powerful tools — but still tools.
Whether you:

e Continue long-term
e Adjust dose

e Pause

e Stop

Your effort remains valid.

Your progress remains real.
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Your health journey remains yours.

There is no moral judgment attached to treatment.

Where You Go From Here
Your next step may vary depending on your current phase:

e Continue your present plan confidently

e Begin or maintain structured strength training
e Transition from weight loss to maintenance

e Discuss long-term strategy with your clinician
e Pursue further structured support

There is no universally correct next step — only the appropriate one for you.

CLOSING THOUGHT

You do not need perfection.

You need sustainability.

Your progress is not fragile.

Your body is not broken.

Your success does not depend on extremes.

Take what you have learned — and continue forward with clarity and confidence.

Thank you for allowing me to be part of your health journey.
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THE 12-WEEK GLP-1 BODY RECOMPOSITION PROGRAM

This program is designed specifically for individuals with obesity using GLP-1 therapy.
It prioritizes:

e Muscle preservation

e Fat loss support

e Metabolic health

e Safety and tolerability

e Long-term habit formation

Unlike generic fitness plans, this program accounts for:

e Appetite reduction

e Early fatigue

¢ Nausea variability

e Recovery needs

e Reduced calorie intake

The goal is sustainable strength and metabolic improvement — not exhaustion.
Program Goals

e Preserve and build lean muscle mass

e Improve insulin sensitivity and metabolic health
e Support fat loss without over-fatigue

e Improve cardiovascular fitness safely

e Build repeatable lifelong habits

General Training Rules for GLP-1 Patients

e Train 60-90 minutes after eating to reduce nausea

Hydrate intentionally (thirst may be blunted)

Maintain daily protein targets

Target RPE 5-7 most sessions

Stop if dizziness, chest pain, severe nausea, or weakness occurs

Equipment Needed

e Chair or bench

e Light dumbbells (or water bottles)
e Resistance band

e Optional exercise mat

Weekly Training Structure

Day Focus
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GLP-1 Masterclass

Day 1 Strength A

Day 2 Cardio

Day 3 Strength B

Day 4 Cardio + Core

Day 5 Strength C

Day 6 Optional Cardio / Mobility
Day 7 Rest

Phase 1: Weeks 1-4 (Foundation Phase)

Goal: Movement confidence, joint prep, neuromuscular activation

Strength A

e Sijt-to-stand chair squats — 2x12

e Wall push-ups — 2x10

e Band row — 2x12

e Standing hip abduction — 2x12/side

SIT-TO-STAND CHAIR SQUATS WALL PUSH-UPS

Strength B
o Glute bridge — 2x12
e Seated shoulder press — 2x10

e Step-backs (reverse lunges) — 2x8/side
e Bird dog — 2x8/side

Figure 1
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GLUTE BRIDGE

SEATED SHOULDER PRESS

GLP-1 Masterclass

Figure 2

Strength C
e Box squat — 2x10
¢ Incline push-up — 2x8
e Band pull-apart — 2x12
e Dead bug — 2x8

BOX SQUAT

Before

INCLINE PUSH-UP

BAND PULL-APART

Figure 3

Rest: 60-90 sec between sets
Cardio

e 20-30 min brisk walking, cycling, or elliptical
e Intensity: able to talk but not sing (Zone 2)
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GLP-1 Masterclass

CARDIO EXERCISES

—

AW

BRISK WALKING CYCLING ELLIPTICAL

Figure 4

Phase 2: Weeks 5-8 (Progression Phase)
Goal: Lean mass preservation, improved conditioning
Strength A

e Goblet squat — 3x10
e Countertop push-ups — 3x8
e One-arm dumbbell row — 3x10/side

e Standing calf raises — 3x12

GOBLET SQUAT COUNTERTOP PUSH-UPS

Figure 5

Strength B
e Romanian deadlift (dumbbells) — 3x10

e Overhead press — 3x8
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e Step-ups — 3x8/side
e Side plank — 2x20 sec

ROMANIAN DEADLIFT (DUMBBELLS)

i

Before

OVERHEAD PRESS

Before {5 After

GLP-1 Masterclass

STEP-UPS

SIDE PLANK

Figure 6

Strength C

e Split squat — 3x8/side

e Chest press (floor or bench) — 3x10
e Lat pulldown band — 3x12

o Pallof press — 2x10

SPLIT SQUAT

CHEST PRESS (FLOOR OR BENCH)

LAT PULLDOWN BAND

PALLOF PRESS

Figure 7

Cardio

e 30-40 min steady cardio OR

e 20 min steady + 5x30 sec faster intervals
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CARDIO EXERCISES

ien

BRISK WALKING CYCLING

Figure 8

Phase 3: Weeks 9-12 (Metabolic Phase)
Goal: Strength, metabolic flexibility, confidence
Strength A

e Squat to chair (weighted) — 3x8
e Push-ups — 3x8

e Bent-over row — 3x10

e Hip thrust — 3x12

SQUAT TO CHAIR (WEIGHTED)

ELLIPTICAL

PUSH-UPS

GLP-1 Masterclass

BENT-OVER ROW
Y

After

Figure 9

Strength B

e Deadlift — 3x8
e Arnold press — 3x8
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GLP-1 Masterclass

e Lateral lunges — 3x8/side
e Plank — 3x30 sec

DEADLIFT ; ARNOLD PRESS
t§ b)) SN

Figure 10

Strength C
e Bulgarian split squat — 3xé/side
e Floor chest fly — 3x10
e Face pull band — 3x12

¢ Hanging knee raise or reverse crunch — 3x12

. BULGARIAN SPLIT SQUAT FLOOR CHEST FLY

4

Before -

HANGING KNEE RAISE / |
REVERSE CRUNCH !

Figure 11

Cardio

e 40 min Zone 2

e OR 30 min Zone 2 + 6x30 sec faster bursts
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GLP-1 Masterclass

CARDIO EXERCISES

BRISK WALKING CYCLING ELLIPTICAL
Figure 12

Mobility Routine (2-3x/week or warm-up)

e Cat-cowxé
e Hip flexor stretch 30 sec/side
e Hamstring stretch 30 sec/side

e Thoracic rotations x 6/side

CAT-COW

Before

HAMSTRING STRETCH

Bt

Figure 13

Safety & Special Notes for GLP-1 Patients

e Expect early fatigue in weeks 1-3 — that is normal.
¢ If nausea is prominent: train later in the day or after light protein intake only.
e |f weight loss is rapid (>1.5% body weight/week), increase protein and reduce cardio volume.

e If muscle soreness lasts >72 hours, reduce sets by 1.
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Expected Outcomes by Week 12

e Improved stamina and daily energy

e Increased strength and mobility

e Better glucose control and metabolic health
e Lean mass preservation despite weight loss

e Higher adherence and confidence
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GLP-1 Masterclass

PART Il — IMPLEMENTATION AND PROGRAM DESIGN
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CHAPTER 11
Nutrition & Protein Guide for GLP-1 Therapy

Nutrition during GLP-1 therapy requires intentional structure.

These medications reduce appetite and portion size — which supports fat loss — but can unintentionally
reduce protein intake and increase risk of muscle loss if nutrition is not planned.

This guide provides practical, physiologically aligned nutrition targets to support:

e Muscle preservation
e Fatloss

e Energy stability

e Metabolic health

¢ Nutrient adequacy

Why Nutrition Matters on GLP-1 Therapy
GLP-1 medications:

e Reduce appetite

e Slow gastric emptying
e Decrease food volume
e Alter hunger signaling

Without planning, this can lead to:

e Low protein intake
e Inadequate calories
e Fatigue

e Muscle loss

Intentional nutrition prevents these outcomes.
Protein — The Priority Nutrient

Daily Protein Target

1.2-1.5 g protein per kg ideal body weight per day

Example:

Ideal body weight 70 kg = 85-105 g/day

If this feels high initially, begin with 280 g/day and progress upward.

Protein Distribution

Because appetite is reduced, distribution matters more than total volume.
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Targets:

e 25-35 g protein per meal

e 220 g per eating episode

e 3-4 protein anchors per day
High-Protein Food Guide
Lean Animal Proteins

e Chicken breast (4 0z): ~26 g
Turkey breast (4 0z): ~25 g
Fish (4 0z): ~22-25¢g
Shrimp (4 0z): ~24 g
Eges(1):6g
Greek yogurt (% cup): 15-18 g

Cottage cheese (% cup): 14 g

Plant Proteins

e Tofu(¥%cup):10g

e Tempeh (Y% cup):15¢g

e Lentils (¥ cup cooked): 9 g

e Edamame (% cup): 11g

e Protein powders: 20-30 g
Carbohydrates — Support, Not Eliminate

Carbohydrates support:
e Gut health

e Glucose control
e Training performance

Prefer:

e Vegetables

e Berries

e Oats (small portions)

e Quinoa/ lentils / beans (% cup)

e Sweet potato (% medium)
Limit:

e Sugary beverages

e Refined pastries

e Ultra-processed snacks
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Fats — Essential but Moderate

Include small amounts of:

e Olive ol

e Avocado

e Nuts and seeds
e Fatty fish

Limit excessive fried or creamy foods, which can worsen nausea or reflux during GLP-1 therapy.

Hydration
GLP-1 medications reduce thirst perception.

Recommended intake:

2-3 liters fluid daily
Add electrolytes if:
e Lightheaded

e Training regularly
e Sweating significantly

Sample GLP-1-Friendly Day
Breakfast

Greek yogurt (% cup)
Berries (% cup)

Chia seeds (1 tbsp)

— ~25 g protein

Lunch

Chicken breast (4 0z)

Large salad + olive oil & vinegar
Quinoa (% cup)

— ~30 g protein

Snack

Protein shake

— ~25 g protein

Dinner

Salmon (4 oz)
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Roasted vegetables

Sweet potato (% medium)

— ~30 g protein

Total: ~110 g protein

Key GLP-1 Nutrition Principles

e Eatslowly

e Stop before fullness

e Protein first

e Then vegetables

e Then carbohydrates/fats

¢ Avoid lying down after meals
¢ Avoid very large meals

If nausea occurs:

e Use softer proteins

e Use liquids temporarily

CLINICAL RED FLAGS

If symptoms appear:

e Excessive fatigue

e Hair loss

e Weakness

e Dizziness

e Muscle cramps
Review:

e Protein intake

e |ron status

e Vitamin B12

e Vitamin D

e Hydration

e Total calories

BOTTOM LINE

GLP-1 medications help regulate appetite — but nutrition quality remains patient-controlled.
Protein protects:

e Muscle
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Metabolism
Strength

Long-term results
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CHAPTER 12

Calorie Targets & Vegetarian Nutrition on GLP-1 (TDEE-Based
Approach)

GLP-1 receptor agonists reduce appetite, decrease food intake, and make weight loss more achievable
for many patients.

But here is the clinical reality:
Just because you are eating less does not mean you are eating appropriately.

One of the most common mistakes | see in practice is unintentional under-eating. Patients assume that
because they are losing weight, they are doing everything right.

But excessive calorie restriction can lead to:

Loss of lean muscle mass

Fatigue and reduced exercise performance

Nutrient deficiencies

Metabolic adaptation and plateaus

Poor long-term sustainability

GLP-1 therapy is not about eating as little as possible.

It is about eating strategically.

Why Calorie Targets Should Be Individualized

Traditional calorie charts based on height alone are overly simplistic.

Modern obesity medicine favors a more precise approach:

Calorie targets should be based on Total Daily Energy Expenditure (TDEE).

This allows us to:

Personalize intake based on body size and metabolism

Maintain adequate energy for daily function

Preserve lean mass during fat loss

Avoid unnecessary metabolic slowdown

Step 1 — Estimate Basal Metabolic Rate (BMR)

Basal Metabolic Rate represents the number of calories your body burns at rest.
The most widely accepted clinical equation is the Mifflin-St Jeor formula:

BMR = (10 x weight in kg) + (6.25 x height in cm) - (5 x age in years) + 5 (men)
BMR = (10 x weight in kg) + (6.25 x height in cm) - (5 x age in years) - 161 (women)
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This provides a reliable estimate of baseline metabolic needs.

Step 2 — Calculate Total Daily Energy Expenditure (TDEE)
TDEE accounts for activity level.

Multiply BMR by an activity factor:

Sedentary: x1.2

Light activity: x1.3-1.4

Moderate activity (3-5 days/week): x1.5-1.6

High activity (5-6 days/week): x1.7-1.8

TDEE = BMR x Activity Factor

Step 3 — Create a GLP-1 Fat Loss Target

On GLP-1 therapy, appetite is already reduced.

Therefore, extreme calorie restriction is unnecessary and often harmful.
A practical and evidence-aligned approach:

20-25% reduction from TDEE, or

500-750 kcal/day deficit

This supports:

Sustainable fat loss

Muscle preservation

Adequate energy for exercise

Clinical Calorie Targets

Instead of fixed numbers, use percentages of TDEE:

85-90% of TDEE — conservative fat loss

75-80% of TDEE — standard GLP-1 fat loss

~70% of TDEE — short-term aggressive phase (requires monitoring)
Clinical Example

Male, 40 years old

Height: 5'10" (178 cm)

Weight: 100 kg

BMR = 1,900 kcal

Moderate activity = x1.5

TDEE = 2,850 kcal
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GLP-1 target (25% deficit):

~2,100 kcal/day

This is a controlled deficit — not starvation.

Adjustment Rules (Essential for Practice)
Calorie targets must evolve based on response:

Weight loss >1.5% per week

= Increase intake by 100-200 kcal

No meaningful loss after 3-4 weeks

— Reduce intake by ~100 kcal

High training volume or larger body size

— Use higher end of calorie range

Fatigue, dizziness, weakness

— Intake likely too low

Protein: The Most Important Nutrient on GLP-1 Therapy
GLP-1 medications reduce total food intake — including protein.
This increases the risk of lean mass loss.

A practical target:

1.2-1.6 grams/kg/day

Higher targets are appropriate for:
Resistance training individuals

Older adults

Rapid weight loss phases

Vegetarian Nutrition on GLP-1 Therapy

A vegetarian approach can be highly effective, but it requires intentional planning — especially when
appetite is reduced.

Protein Distribution Strategy

25-35 grams per meal

10-20 grams per snack (if needed)
High-Quality Vegetarian Protein Sources

Greek yogurt or skyr
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Cottage cheese

Eggs and egg whites

Tofu and tempeh

Edamame

Lentils and chickpeas

Black beans

Soy milk or high-protein milk alternatives

Protein powders (particularly useful with reduced appetite)
Micronutrient Considerations

Vegetarian diets combined with reduced intake on GLP-1 therapy increase the risk of deficiencies.
Monitor and optimize:

Vitamin B12

Iron

Calcium

Vitamin D

Zinc

lodine

Omega-3 fatty acids

Supplementation may be appropriate in select patients.

COMMON CLINICAL MISTAKE

Many patients believe:

“Less food = faster results.”

In reality:

Less food without structure = worse results.
You are not just trying to lose weight.

You are trying to:

Lose fat

Preserve muscle

Maintain metabolic health

Build long-term sustainability
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GLP-1 Masterclass

DOCTOR'’S NOTE

GLP-1 therapy gives you a powerful advantage.

But it does not replace physiology.

If you do not anchor your nutrition to your metabolic needs, you are not optimizing your

results.

Calories should not be guessed.

They should be calculated.

BOTTOM LINE

Use TDEE-based calorie targets, not generic charts

Maintain a moderate calorie deficit (20-25%)

Prioritize protein intake and resistance training

Adjust based on real-world progress and symptoms

Plan vegetarian nutrition intentionally, not passively

Vegetarian / Plant-Forward Protein on GLP-1

Vegetarian patients face unique challenges on GLP-1 therapy:

e Reduced appetite
e Lower protein density foods

e Limited volume tolerance

Protein planning must therefore be intentional.

High-Protein Vegetarian Foods

Food Portion Protein
Tofu (firm) % cup 10g
Tempeh % cup 15¢g
Edamame % cup 11¢g
Lentils % cup cooked 9g
Chickpeas % cup cooked 78
Greek yogurt % cup 15-18 g
Cottage cheese % cup 14¢g
Eggs 2 large 12g
Protein powder 1 scoop 20-30g
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For many vegetarian GLP-1 patients, protein shakes are essential to reach targets without excessive food
volume.

Vegetarian Protein Strategy
Targets:

e 3 protein anchors per day
e Combine complementary proteins
e Distribute intake across meals

Examples:

e Lentils + quinoa
e Hummus + whole-grain pita
e Tofu +rice + vegetables
Sample Vegetarian GLP-1 Day (~1,500 kcal, 100+ g protein)

Breakfast

Greek yogurt (% cup)
Chia seeds + berries

— ~25 g protein

Lunch

Tofu stir-fry (=5 oz tofu)
Mixed vegetables

Brown rice (¥ cup)

— ~30 g protein

Snack

Pea protein shake

— ~25 g protein

Dinner

Lentil curry (1 cup lentils)
Roasted vegetables
Quinoa (% cup)

— ~30 g protein
Micronutrient Considerations for Vegetarian GLP-1 Patients
Monitor periodically:

e Vitamin B12
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e Iron

e Zinc

e Omega-3 fatty acids
e Vitamin D

Consider algae-based omega-3 supplementation when intake is low.

KEY PRINCIPLE

Calorie range determines intake quantity.
Protein determines tissue preservation.

Consistency determines outcomes.

BOTTOM LINE
Optimal GLP-1 outcomes occur when:
e Calorie intake is appropriate
e Protein intake is sufficient
e Resistance training is consistent
¢ Medication supports appetite regulation

This combination protects metabolism and reduces risk of regain.
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CHAPTER 13

The GLP-1 Grocery Guide: How to Shop for Fat Loss Without Muscle
Loss

Grocery shopping can feel confusing when starting GLP-1 therapy.
Patients often ask:

e What foods support fat loss without losing muscle?
¢ What reduces nausea or reflux?
e How do | eat when appetite is low?

This chapter provides a GLP-1-specific shopping framework that supports:

e Muscle preservation
e Metabolic health

e Fatloss

e Digestive comfort

e Practical consistency

This is not a diet.

It is a structure for eating that works with GLP-1 physiology.

Protein — The Priority Category

On GLP-1 therapy, protein is non-negotiable.
Appetite is lower.

Portions are smaller.

Without planning, protein intake often drops.
Protein supports:

e Lean mass preservation
e Metabolic rate

e Satiety

e Energy stability

Protein should be the first category placed in the grocery cart.

Lean Animal Proteins (If Included)
Efficient, low-volume, well-tolerated options:

e Chicken breast or tenderloin
e Turkey breast or extra-lean ground turkey

e Fish (salmon, cod, tuna, tilapia)
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e Shrimp

e Eggs or liquid egg whites

e Plain Greek yogurt (non-fat or 2%)
e Low-fat cottage cheese

e Whey or casein protein powder

These provide high protein with minimal stomach volume — ideal during reduced appetite.

Vegetarian & Plant-Based Proteins
Vegetarian GLP-1 patients require more intentional planning.
Options:

e Firm or extra-firm tofu

e Tempeh

e Edamame

e Lentils

e Chickpeas or black beans

e Pea or soy protein powder

e High-protein plant-based yogurt

For many vegetarian patients, protein shakes are essential — especially early in therapy.

Vegetables — High Volume, Low Calorie
Vegetables provide:

e Fiber

e Micronutrients

e Gut support

e Volume without excess calories

Aim for 3-5 servings daily across meals.
Best choices:

e Spinach, kale, arugula, mixed greens
e Broccoli, cauliflower

e Zucchini, cucumber

e Bell peppers

e Green beans

e Mushrooms

e Tomatoes

e Carrots

e Onions
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These typically support fullness without worsening nausea or reflux.

Fruits — Smaller Portions, Smarter Choices

Fruit remains healthy but portion size matters on GLP-1 therapy.
Preferred:

e Berries
e Apples
e Pears
e Oranges
o Kiwi
Berries are particularly useful due to lower glycemic load and higher fiber.

Use fruit as a meal component — not the meal base.

Carbohydrates — Controlled, Intentional Portions
Carbohydrates support:

e Training energy
e Glycemic stability
e Fiber intake
Better options:
e Quinoa
e Brownrice
e Oats
o Sweet potatoes
e Lentils and beans
e Whole-grain or low-carb tortillas

Guidelines:

e Smaller portions
e Added after protein
e Combined with vegetables

Carbohydrates should support energy — not displace protein.

Healthy Fats — Small Amounts
Fats are calorie-dense and may worsen nausea if excessive.
Include modest amounts:

e Extra-virgin olive oil

e Avocado
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e Almonds or walnuts
e Chia or flax seeds
e Natural nut butters

Think flavor and satiety — not volume.

Hydration & Electrolytes
GLP-1 therapy reduces thirst sensation.
Include:

e Water (still or sparkling)

e Unsweetened herbal tea

e Black coffee if tolerated

e Low-sugar electrolyte packets

If fatigue, dizziness, or constipation occur, hydration often contributes.

Flavor & Cooking Essentials

Flavor improves adherence when appetite is low.
Use:

e Garlic and ginger

e Lemon or lime juice

e Vinegars

e Low-sodium soy sauce or tamari

e Spices (turmeric, cumin, paprika, cinnamon, pepper)
e Mustard

e Sugar-free hot sauce

These enhance meals without heavy sauces.

Convenience Foods That Support Success
Convenience reduces missed meals during low-energy periods.
Helpful items:

e Pre-cut vegetables

e Frozen vegetable blends

e Rotisserie chicken (skin removed)
e Pre-cooked lentils or beans

¢ Single-serve Greek yogurt

e Ready-to-drink protein shakes

These lower effort while preserving nutrition quality.
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Foods Commonly Poorly Tolerated on GLP-1 Therapy
Limit foods that often worsen nausea or reflux:

e Fried foods

e Heavy creamy sauces
e Sugary drinks

e Pastries and sweets
e Excess alcohol

These are not forbidden — but often poorly tolerated.

Simple Weekly Plate Rule

Build each meal starting with protein.
Plate structure:

o % plate vegetables

e Y plate protein

e Y plate carbohydrates
e Small fat portion

This structure supports satiety, nutrition, and tolerance.

BOTTOM LINE

If your grocery cart contains:

e Lean protein

e Vegetables

e High-fiber carbohydrates
e Simple whole foods

You are already aligned with effective GLP-1 nutrition.
This approach:

e Supports fat loss

e Preserves muscle

e Reduces side effects
e Simplifies eating

e Exercise
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GLP-1 Masterclass

PART lll — ADVANCED METABOLIC PRINCIPLES
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CHAPTER 14

BMI 40 and Beyond: Why Standard Calorie Math Becomes Less
Accurate

In earlier chapters, we discussed how to estimate calorie needs using Total Daily Energy Expenditure
(TDEE), derived from validated predictive equations such as the Mifflin-St Jeor formula.

For many individuals, this approach provides a practical and clinically useful starting point.

However, in patients with BMI 240 (severe obesity), standard calorie calculations become less precise
and require thoughtful adjustment.

This is not a failure of the equation itself — but rather a reflection of the underlying physiology.
If unadjusted formulas are applied without clinical context, this may lead to:

Overestimation of energy needs

Inadequate fat loss despite “appropriate” calorie targets

Excessive restriction in response to perceived failure

Increased risk of lean mass loss

Early plateaus and reduced long-term adherence

This chapter outlines why these discrepancies occur and how to adjust your approach in a clinically
sound way.

Understanding BMI 240: A Distinct Metabolic State

Severe obesity is not simply an extension of lower BMI categories.

It represents a different physiological state characterized by:

Increased total energy expenditure in absolute terms

A higher proportion of fat mass relative to lean mass

Alterations in insulin sensitivity

Changes in appetite regulation and hormonal signaling (including leptin resistance)
Importantly:

Not all body mass contributes equally to metabolic activity.

Lean tissue is metabolically active, whereas adipose tissue contributes less to resting energy expenditure
per unit mass.

Why Standard TDEE Calculations May Overestimate Needs
Predictive equations such as Mifflin-St Jeor incorporate total body weight as a primary variable.

In individuals with higher adiposity:
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Lean mass increases modestly
Fat mass increases substantially

As a result:

Using total body weight alone may overestimate true energy requirements

For example, two individuals with the same body weight — one with higher lean mass and one with
higher fat mass — will have different metabolic demands.

Clinical Implication: Apparent “Non-Response”
In practice, this may present as:

A patient is prescribed a calorie target based on calculated TDEE minus a standard deficit, yet
experiences:

Minimal or slower-than-expected weight loss
Frustration despite adherence
Perception of metabolic resistance

In many cases, this reflects overestimation of energy needs rather than lack of compliance.

Avoiding the Opposite Extreme: Over-Restriction

Recognizing this limitation, some individuals or clinicians may respond by prescribing highly restrictive
calorie targets.

This approach carries its own risks, particularly in the setting of GLP-1 therapy, where appetite is already
reduced.

Excessive restriction may contribute to:
Fatigue and reduced functional capacity
Difficulty maintaining adequate protein intake
Increased risk of lean mass loss

Reduced sustainability

A balanced, physiology-informed approach is preferred.

A Practical Adjustment: Using Adjusted Body Weight

In clinical nutrition, adjusted body weight (AdjBW) is often used to avoid overestimation of energy needs
in individuals with higher adiposity.

Adjusted Body Weight Formula
Adjusted Body Weight = Ideal Body Weight + 0.25 x (Total Body Weight - Ideal Body Weight)

This method acknowledges that:
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A portion — but not all — of excess body weight contributes to metabolic demand.

Calorie Targeting in BMI 240

Rather than relying solely on unadjusted TDEE:

A practical approach may include:

Estimating TDEE using adjusted body weight

Applying a moderate deficit (approximately 15-20%)
Monitoring clinical response and adjusting accordingly
This typically supports:

Gradual, sustainable fat loss

Preservation of lean mass

Improved adherence

Focus on Rate of Weight Loss

Because calorie calculations are estimates, clinical outcomes are more informative than initial numbers.

A commonly used target in obesity management is:

Approximately 0.5-1% of body weight per week

Adjustments can be made based on observed trends:

Faster-than-expected loss, especially with fatigue = consider increasing intake
modestly

Minimal progress over several weeks — consider small reductions or reassessment of intake and activity

Protein Requirements in Severe Obesity

During weight loss, a meaningful proportion of total weight reduction can come from lean mass,
particularly in the absence of adequate protein intake and resistance training.

To mitigate this:

Protein intake of approximately 1.2-1.6 g/kg/day is often appropriate

In individuals with higher body weight, this is typically calculated using ideal or adjusted body weight,
rather than total body weight

Higher targets may be considered in:
Resistance training individuals
Older adults

Periods of more rapid weight loss
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Role of Resistance Training
Resistance training plays a central role in preserving lean mass during weight loss.

In its absence:

Loss of fat-free mass may be more pronounced

Incorporating resistance training can:

Support maintenance of muscle mass

Help preserve resting metabolic rate

Improve functional outcomes

GLP-1 Therapy: Additional Considerations

GLP-1 receptor agonists significantly reduce appetite and caloric intake.

While this improves adherence, it can also lead to:

Unintentional under-eating

Patients may consume substantially fewer calories than intended, sometimes without recognizing it.
This may increase the risk of:

Inadequate protein intake

Fatigue

Lean mass loss over time

For this reason, structured nutrition — rather than passive eating — remains important.

COMMON CLINICAL PITFALL

Applying the same calorie calculation strategy across all BMI categories without adjustment.
Individuals with BMI 25, 30, and 45 do not represent metabolically equivalent states.

A more individualized, physiology-informed approach is required.

DOCTOR’S NOTE

“In patients with BMI over 40, calorie calculations are best viewed as starting points — not
fixed prescriptions.

Clinical judgment, patient response, and metabolic context all play a role in determining the
appropriate approach.”

PRACTICAL FRAMEWORK
For individuals with BMI 240 on GLP-1 therapy:

Consider using adjusted body weight for initial calculations
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Apply a moderate calorie deficit (15-20%)
Monitor weekly weight trends

Prioritize adequate protein intake
Incorporate resistance training

Adjust based on clinical response and tolerability

BOTTOM LINE

Standard calorie equations remain useful tools, but their limitations should be recognized in severe
obesity.

A more individualized approach — grounded in physiology and guided by clinical response — is more
likely to produce:

Sustainable fat loss
Preservation of lean mass

Improved long-term outcomes

CLINICAL CONSIDERATION

Individualization is essential. Calorie targets should be adjusted based on patient response, comorbid
conditions, treatment goals, and overall clinical context.
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lllustration Note

The exercise illustrations throughout this book (Figures 1-13) were created with Al image-generation
tools.
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GLP-1 MEDICATIONS ARE TRANSFORMING OBESITY TREATMENT.
BUT MEDICATION ALONE IS NOT ENOUGH.

IN GLP-1 MASTERCLASS, OBESITY-MEDICINE PHYSICIAN DR.
MOHAMMED K. PAIKA PROVIDES THE FIRST COMPREHENSIVE
LIFESTYLE AND METABOLIC GUIDE DESIGNED SPECIFICALLY FOR
INDIVIDUALS USING GLP-1 THERAPIES. MOST PATIENTS RECEIVE
A PRESCRIPTION — BUT LITTLE GUIDANCE ON HOW TO EAT,
TRAIN, AND LIVE WHILE ON THESE MEDICATIONS.

THIS PHYSICIAN-DESIGNED SYSTEM SHOWS YOU HOW TO:
« LOSE FAT WHILE PRESERVING MUSCLE

« PROTECT METABOLISM DURING WEIGHT LOSS

« EAT EFFECTIVELY WITH REDUCED APPETITE

« STRUCTURE EXERCISE FOR ENERGY AND SUSTAINABILITY
« MANAGE SIDE EFFECTS AND PLATEAUS

« MAINTAIN RESULTS LONG-TERM

COMBINING MEDICAL SCIENCE, NUTRITION, AND PRACTICAL
TRAINING, GLP-1 MASTERCLASS DELIVERS A COMPLETE,
EVIDENCE-BASED FRAMEWORK FOR DURABLE FAT LOSS AND
METABOLIC HEALTH.

WHETHER YOU ARE STARTING THERAPY OR OPTIMIZING
RESULTS, THIS BOOK PROVIDES THE CLARITY AND STRUCTURE
MOST PATIENTS NEVER RECEIVE.

DR. MOHAMMED K. PAIKA, MD

DOUBLE BOARD-CERTIFIED IN
INTERNAL MEDICINE AND OBESITY
MEDICINE WITH SUBSTANTIAL
CLINICAL EXPERIENCE. HE
INTEGRATES MEDICAL SCIENCE,
NUTRITION, AND EXERCISE TO
CREATE PRACTICAL OBESITY-
TREATMENT SYSTEMS, INCLUDING
GLP-1-BASED METABOLIC
PROGRAMS FOR SUSTAINABLE FAT
LOSS AND LONG-TERM HEALTH.




