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The GLP-1 Era: Why Muscle and Mental Health
Have Become Primary Care Responsibilities

GLP-1 receptor agonists represent one of the most
consequential advances in obesity and metabolic
medicine in decades, delivering meaningful weight
reduction, improved glycemic control, and cardio-
metabolic benefit across diverse patient popula-
tions! Yet the success story is more complicated
than the headlines suggest. Primary care physi-
cians increasingly encounter downstream conse-
qguences among their patients, such as persistent
fatigue, loss of lean muscle mass, emotional flat-
tening, and high discontinuation rates.??

The problem intensifies in patients older than 50.
Adults entering GLP-1 therapy against a backdrop
of hormonal decling, i.e, women in menopause and
men in andropause, face compounded vulnerabil-
ity. Rapid pharmacologic weight loss can unmask
sarcopenic and mood-related vulnerabilities that
traditional obesity management has never en-
countered.*®

PRIMARY CARE ALREADY

OWNS MENTAL HEALTH

The behavioral and emotional dimensions of GLP-1
therapy land squarely in primary care. Depression
diagnosis and management originate in family
practice at high rates, with primary care physicians
serving as principal treatment providers for the
large majority of patients with mood disorders.¢®
Psychiatry wait times in many markets can stretch
for months, and medication stacking remains a
common workaround with its own risks in older pa-
tients?° "This is an area of our medical system that
is a big letdown—mental health coverage is very
poor or non-existent. In my area, it can take four to
six months to see a psychiatrist,” says Bradley Per-
kins, MD, with Transform Wellness in Los Gatos, Calif.

When mental wellbeing determines adherence
and behavioral change, outsourcing that dimen-
sion of care to an overwhelmed specialty system

is not a sustainable strategy. Neuromodulation
technologies are emerging as adjunctive tools sup-
porting behavioral health within the primary care
environment. These are non-pharmacologic, work-
flow compatible, and capable of addressing the
cognitive and emotional underpinnings of behavior

change without adding to medication burden.

MUSCLE IS MEDICINE

Skeletal muscle is a primary metabolic organ. It
regulates glucose disposal and insulin sensitivity,
supports bone density through mechanical loading,
and constitutes the principal reserve against frailty"
When GLP-1-driven weight loss depletes lean tis-
sue alongside fat, the downstream consequences
are clinical, not cosmetic. Georgine Nanos, MD, MPH,
with Kind Health Group in Encinitas, Calif, takes it

a step further: "In the GLP-1 era, muscle preserva-
tion may be the most underrecognized preventive
intervention available to primary care," she says.

Some analyses raise concern about sarcopenia ac-
celeration in older adults, postmenopausal women,
and those with low baseline muscle mass.*>" Hip
fracture mortality approaches 20% among older
women within the first year following fracture,
adds Dr. Nanos, citing Cummings and Melton™

High-intensity focused electromagnetic (HIFEM)
technology combined with synchronized radiofre-
qguency has demonstrated clinically relevant results
in this context. In a multicenter MRI evaluation
study, simultaneous application produced a 25%
increase in muscle mass™ This directly counteracts
lean tissue depletion that accompanies aggressive
GLP-1-induced weight loss, with outcomes sup-
ported by MRI-confirmed evidence®"

THE BEHAVIORAL BIOLOGY OF

CRAVINGS AND ADHERENCE

GLP-1 therapy modifies satiety signaling. What

it does not reliably restore is the cognitive and
emotional architecture that governs food behavior
over time. Executive function, reward circuitry, and
stress regulation determine whether a patient can
sustain behavioral change when pharmacologic
appetite suppression is removed.®2° As Dr. Perkins
explains, "If someone is struggling with stress, de-
pression, anxiety, it is hard to make good choices.
We tend to go to comfort foods or do things that
are going to stimulate our dopamine (which is
usually sugar or alcohol). This becomes a slippery
slope ... with low dopamine, they crave foods and
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have low motivation, which leads to apathy and
worsening executive function.”

Emerging evidence supports neuromodulation as
an adjunct in this space. A systematic review found
measurable effects on executive function and
food desires in individuals with obesity following
neuromodulation interventions, e.g., transcranial
magnetic stimulation (TMS).? The Exomind device
(BTL Industries, Marlborough, MA, USA) is built on
the foundation of TMS. The technology stimulates
areas of the brain involved in emotional regulation,
cognitive function, and self-control. Recent clinical
comparisons of TMS with semaglutide and SGLT2
inhibitors suggest complementary rather than
competing mechanisms.?? Supporting cognitive
resilience may meaningfully influence long-term
metabolic durability.

FUNCTIONAL STRENGTH

A persistent barrier to uptake of muscle-strength-
ening technologies in primary care is their historical
association with cosmetic outcomes. That framing
no longer applies. For example, FDA clearance for
high-intensity focused electromagnetic (HIFEM)-
based devices now includes treating medical
diseases and conditions.2? Emsculpt Neo (BTL
Industries, Marlborough, MA, USA) is a non-invasive
treatment that combines HIFEM technology and
radiofrequency for muscle building and strength-
ening. Functional muscle strengthening applied
to patients recovering from iliness-related decon-
ditioning, menopausal muscle decling, or injury
aligns with fall reduction and mobility preservation
goals that primary care physicians already own.®"724

KEEPING CARE INSIDE THE PRACTICE

The conventional referral pathway for a GLP-1
patient presenting with mood changes, muscle
loss, and deconditioning fragments care across
multiple providers, i.e., psychiatry, physical therapy,
and other specialties. Each step adds friction and
each handoff creates an opportunity for disen-
gagement. Referral fragmentation is a recognized
driver of poor follow-through and lost continuity in
primary care management of chronic conditions.?
Dr. Perkins agrees, saying, "We are the quarter-
back of their care; our patients trust us, and if we
can provide all of these services, the better. With
fragmented care, it can delay care by months when
trying to refer to a mental health provider.”

Collaborative care models that deliver behavioral
health support within primary care have dem-
onstrated effectiveness for depression manage-
ment.? Integrated technologies allow physicians
to address interconnected physical and behav-
ioral health concerns without disrupting continu-

ity. Hands-free treatment models supervised by
trained staff without continuous physician pres-
ence allow practices managing high volumes of
GLP-1 patients to expand services without propor-
tionally increasing physician workload.?”®

THE EVOLVING MANDATE

OF FAMILY MEDICINE

The GLP-1 era has changed what patients bring to
primary care. "The emerging responsibility of prima-
ry care in the GLP-1 era is ensuring that metabolic
improvement does not come at the expense of
muscle integrity, mobility, or mental resilience," says
Dr. Nanos. Many patients arrive having lost weight
but feeling depleted, weaker, emotionally flattened,
and uncertain whether to continue. These are not
transient side effects. They are signals of physiologi-
cal transformation that appetite suppression alone
cannot manage. "The future of family medicine may
not depend on prescribing more medication, but on
restoring function—physically and mentally—within
the same trusted clinical relationship,” she adds.

Muscle preservation, cognitive support, and behav-
ioral resilience are not adjuncts to GLP-1 manage-
ment. They are its necessary complement.

REFERENCES

1. Arch Gerontol Geriatr. 2025;138:105981.

2.J Clin Invest. 2026;136.

3. Diabetes Metab J. 2025;49:525-541.

4. Nutrients. 2026;18.

5.J Nutr Health Aging. 2025;29:100652.

6. Prim Care Companion J Clin Psychiatry. 2000;2:173-178.
7.J Gen Intern Med. 2006;21:926-930.

8.J Affect Disord. 2022;300:377-384.

9. Association of American Medical Colleges. https://www.aamc.
org/news/growing-psychiatrist-shortage-enormous-demand-
mental-health-services. Accessed March 16, 2026.

10.J Gen Fam Med. 2026;27:€70094.

1. Curr Nutr Rep. 2025;,14:63.

12. Diabetes Res Clin Pract. 2025;229:112924.
13. Lancet. 2002;359:1761-1767.

14. Dermatol Surg. 2021,47:969-973.

15.J Drugs Dermatol. 2019;18:1098-1102.
16.J Drugs Dermatol. 2020;19:556-558.

17. Plast Reconstr Surg. 2022;149:893e-900e.
18. Physiol Behav. 2018;192:98-108.

19. Rev Neurosci. 2024,;35:697-707.

20.J Nutr. 2026;156:101294.

21. Nutr Hosp. 2023;40:177.

22. Obesity (Silver Spring). 2026:34:317-322.

23. BTL Industries. https://www.prnewswire.com/news-releases/
btls-emsculpt-neo-secures-fda-clearance-for-treating-
medical-diseases-and-conditions-expanding-market-
reach-302269829.html. Accessed March 16, 2026.

24. Ann Plast Surg. 2025;94:250.

25. Prim Health Care Res Dev. 2025;26:€94.

26. JAMA Psychiatry. 2025;82:868-876.

27. Obes Facts. 2022;15. doi:10.1159/000528207
28. Obes Rev. 2025;26:13858.



