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INTRODUCTION 

Definition of diabetes mellitus Chronic hyperglycemia is 

a metabolic disorder caused by either a lack of insulin 

secretion, impaired insulin action, or both. Notably, 

insulin plays an important role as an anabolic hormone, 

affecting the metabolism of carbohydrates, lipids, and 

proteins. The metabolic abnormalities associated with 

diabetes mainly affect tissues such as adipose tissue, 

skeletal muscles, and the liver due to insulin resistance. 

The severity of symptoms can vary depending on the 

duration and type of diabetes. Individuals with high 

blood sugar levels, particularly those with a complete 

lack of insulin, such as children, may experience 

symptoms such as increased appetite, polydipsia, 

dysuria, weight loss, increased appetite, and vision 

problems. Some people with diabetes may not 

experience any symptoms, especially type 2 diabetic 

patients in their early stages. Without proper treatment, 

uncontrolled diabetes can lead to various complications 

such as coma, confusion, and in rare cases, death from 

ketoacidosis or nonketotic hyperosmolar syndrome not 

treated. In 2014, the WHO announced that 8.5% of adults 

aged 18 and above were affected by diabetes. In 2019, 

diabetes was responsible for 1.5 million deaths, with 
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ABSTRACT 

Mounjaro (Tirzepatide) demonstrates profound efficacy for weight loss, its 

real-world application reveals a complex landscape of clinical and 

psychosocial challenges that extend far beyond the scale, demanding a 

proactive management strategy for often-underdiscussed adverse drug 

reactions and social questions. Drawing from clinical experience, this 

includes navigating the practical mitigation of predictable gastrointestinal 

effects like severe nausea and vomiting, addressing body composition 

concerns such as muscle mass loss and "Mounjaro Face," and managing the 

repercussions of treatment interruptions due to access barriers. Furthermore, 

the journey forces a confrontation with difficult social questions, from 

handling unsolicited comments on one's changing body and the ethical 

considerations of off-label cosmetic use to the broader issues of healthcare 

disparity and the long-term sustainability of treatment, underscoring the 

necessity for a holistic approach that ensures patient well-being is supported 

both physiologically and psychologically throughout the therapy. Objective: 

To move beyond efficacy data and provide a pragmatic guide for healthcare 

professionals and informed patients on navigating the "hidden" challenges of 

Mounjaro, drawing from direct clinical experience and patient interactions. 

 

KEYWORDS: GLP-1 / GIP Receptor Agonists, Adverse Drug Reactions, 

Treatment Sustainability Disclaimer: This information is for 

educational purposes only and is not a substitute for professional 

medical advice. Always follow the specific instructions and guidance of 

your own healthcare provider. 
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48% of these occurring before the age of 70. 

Additionally, diabetes led to another 460,000 deaths due 

to kidney disease, and roughly 20% of cardiovascular-

related deaths were attributed to elevated blood glucose 

levels. From 2000–2019, there was a 3% rise in 

standardized mortality rates related to diabetes. In lower-

middle- income countries, the mortality rate associated 

with diabetes increased by 13%. In contrast, the 

likelihood of succumbing to any of the four primary non-

communicable diseases (which include cardiovascular 

diseases, cancer, chronic respiratory diseases, or 

diabetes) between the ages of 30 and 70 declined by 22% 

worldwide from 2000 to 2019. Herein, the search criteria 

were based on the screening of all the respected and 

available research and review articles in the literature 

about diabetes. 

 

The Main Classifications 

 
Fig. (1): The newest classification diabetes. 

 

Type 1 Diabetes 

Type 1 diabetes (T1D) can be detected well before 

abnormal insulin secretion starts, with a steady decline 

starting at least two years before diagnosis. Around the 

same time, there is a decline in β-cell sensitivity to 

glucose. As the first insulin response decreases, the last 

insulin response rises, potentially indicating a 

compensation mechanism. Early in the post-diagnosis 

phase, the decline in insulin responsiveness keeps 

speeding up. Within the first few years after diagnosis, a 

biphasic decline in insulin secretion has been seen, with 

the first year being steeper than the second. Once a 

diagnosis is made, the decrease in insulin secretion may 

continue for years, eventually leaving little to no insulin 

production. Higher glucose levels are a sign of T1D even 

when they are within the normal range. When T1D 

develops, there are significant glucose variations. It may 

be possible to anticipate the development of diabetes 

more accurately in at-risk persons by using metabolic 

markers, such as dysglycemia. Alteration in glucose and 

C-peptide levels can be utilized in risk ratings to further 

improve prediction Idiopathic T1D: A rare variant of 

T1D has been reported and known as ―idiopathic 

diabetes‖, which is not caused by autoimmunity having 

lesser severity than autoimmune T1D. People with 

idiopathic diabetes may experience episodic ketoacidosis 

as well as insulin insufficiency. This variant is more 

common in individuals of Asian or African heritage. 

 

Fulminant T1D: This is a unique kind of T1D that was 

originally identified in 2000. It shares certain 

characteristics with idiopathic T1D, including not being 

immune-mediated. Keto-acidosis occurs shortly after the 

initiation of hyperglycemia, and serum C-peptide levels, 

which is a marker of the endogenous release of insulin, 

are undetectable while blood glucose levels are high (288 

mg/dL). About 20% of Japanese people with acute-onset 

T1D (5000–7000 instances) have this condition, which 

has been mostly characterized in East Asian nations. It 

causes an incredibly quick and practically complete β-

cell death that leaves almost no residual insulin output. 

This condition is mainly attributed to some 

environmental and hereditary causes. Through an 

increased immune response without discernible 

formation of autoantibodies attacking pancreatic β-cells, 

an antiviral immune response may cause the loss of 

pancreatic β-cells. There have also been reports of this 

type of diabetes and pregnancy. 

● Primary Cause: Autoimmune destruction of the 

insulin-producing beta cells in the pancreas. 

● Mechanism: The body's immune system mistakenly 

attacks and destroys the beta cells. This leads to an 

absolute deficiency of insulin. 

● Onset: Typically acute, often in childhood or 

adolescence, but can occur at any age. 

● Who is Affected: Often, but not always, 

individuals with a genetic predisposition, possibly 

triggered by an environmental factor (e.g., a virus). 
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● Symptoms: Usually severe and rapid, including 

excessive thirst, frequent urination, sudden weight 

loss, and extreme fatigue. 

● Treatment: Mandatory insulin therapy (via 

injections or pump) for survival. Diet and 

exercise are used for management but cannot replace 

insulin. 

 

Type 2 Diabetes 

A key component of type 2 diabetes (T2D) pathogenesis 

is defective insulin secretion.
[9]

 Insulin secretion varies 

widely in response to insulin sensitivity to maintain 

adequate glucose levels. The disposition index is a 

measure of the curvilinear relationship between the 

sensitivity of insulin and the secretion of insulin. 

Besides, type 2 diabetic patients have a low disposition 

index; therefore, they are unable to appropriately 

enhance their insulin production to combat insulin 

resistance. Even when the absolute insulin levels in 

insulin-resistant obese T2D patients are higher than in 

insulin-sensitive lean control subjects, the levels are still 

too low given the severity of their insulin resistance. 

Insulin production (first phase) is significantly reduced 

or eliminated due to glucose stimulation. T2D patients 

have a high ratio of proinsulin to insulin. The maximal 

insulin production and hyperglycemia-induced 

potentiation of insulin responses to non-glucose stimuli 

are substantially diminished. Hyperglycemia tends to 

worsen and become more challenging to cure over time. 

The continuing decline in β-cell function is another 

feature of T2D progression. 

● Primary Cause: A combination of insulin resistance 

and relative insulin deficiency. 

● Mechanism: 

1. Insulin Resistance: The body's cells do not respond 

properly to insulin. 

2. Beta-Cell Dysfunction: The pancreas initially 

produces extra insulin to compensate, but over time, 

it cannot produce enough to meet the body's 

demands. 

● Onset: Gradual and progressive, often developing 

over many years. Most common in adults, but 

rising sharply in children and adolescents. 

● Who is Affected: Strongly associated with obesity, 

physical inactivity, family history, and certain 

ethnicities. 

● Symptoms: Often mild or absent in early stages. Can 

include increased thirst, urination, blurred vision, 

and slow-healing sores. 

● Treatment: Managed through lifestyle modifications 

(diet, exercise, weight loss), oral medications, and/or 

non-insulin injectables. Insulin may be required in 

later stages as the disease progresses. 

 

Gestational Diabetes 

Pregnancy-related hyperglycemia increases the risk of 

bad outcomes for the mother, fetus, and newborn. This 

risk is present whether the hyperglycemia adopts the 

T2D form diagnosed before or during pregnancy. 

Newborns born to mothers with gestational diabetes are 

at an elevated risk of developing diabetes in adulthood. 

The increased incidence of pregnancy-related 

complications, such as premature birth, large-for-

gestational-age births, macrosomia (birth weight > 4.5 

kg), cesarean delivery, and preeclampsia is primarily due 

to hyperglycemia during pregnancy, which leads to 

larger neonates. Gestational diabetes can be influenced 

by several risk factors, such as having a family history of 

the condition, being obese, advanced maternal age, 

having polycystic ovarian syndrome, leading a sedentary 

lifestyle, and exposure to environmental pollutants. The 

identification of gestational diabetes relies on specific 

criteria, which involve evaluating fasting blood sugar 

levels, blood sugar levels after a 75 g oral glucose load, 

and other relevant parameters, as mentioned previously. 

● Primary Cause: Glucose intolerance that is first 

recognized during pregnancy. 

● Mechanism: Hormones produced by the placenta 

cause insulin resistance. If the mother's pancreas 

cannot produce enough extra insulin to overcome 

this, blood sugar rises. 

● Onset: Typically in the second or third trimester. 

● Who is Affected: Pregnant women without a 

previous diagnosis of diabetes. 

● Risks: Increases risks for the baby (high birth 

weight, premature birth) and the mother (pre-

eclampsia, higher risk of C-section). Both mother 

and child have a higher lifelong risk of developing 

Type 2 diabetes. 

● Treatment: Managed with medical nutrition 

therapy, physical activity, and sometimes insulin 

or oral medications. Usually resolves after childbirth. 

 

Specific Types of Diabetes Due to Other Causes 

This is a broad category for less common forms of 

diabetes with a known, specific cause. 

● Monogenic Diabetes Syndromes: 

○ Maturity-Onset Diabetes of the Young (MODY): 

Caused by a single gene mutation. It is often 

mistaken for Type 1 or Type 2 diabetes. It typically 

presents in adolescence or young adulthood and is 

inherited in an autosomal dominant pattern (meaning 

a 50% chance of passing it on to each child). 

Treatment varies by the specific genetic subtype. 

○ Neonatal Diabetes: A rare form occurring in the 

first 6 months of life, also caused by a single gene 

mutation. 

● Diseases of the Exocrine Pancreas: Any condition 

that damages the pancreas can destroy beta cells. 

○ Examples: Cystic fibrosis, pancreatitis, pancreatic 

cancer, pancreatectomy (surgical removal). 

● Drug- or Chemical-Induced Diabetes: 

○ Examples: Long-term use of glucocorticoids 

(steroids), certain antipsychotics, and some HIV 

medications. 

● Endocrinopathies (Hormone Disorders): When 

certain hormones counter the effects of insulin. 

○ Examples: Cushing's syndrome (excess cortisol), 

acromegaly (excess growth hormone), 

hyperthyroidism. 
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● Infections: Rarely, some infections have been linked 

to beta-cell destruction. 

○ Example: Congenital rubella. 

 

Classification 

Here is a breakdown from the most commonly prescribed 

to the newer, more targeted agents. 

1. Biguanides: Metformin 

2. Insulins 

● Rapid-Acting: Lispro, Aspart, Glulisine (taken at 

mealtimes). 

● Short-Acting: Regular insulin. 

● Intermediate-Acting: NPH insulin. 

● Long-Acting: Glargine, Detemir, Degludec 

● Ultra-Long-Acting: Insulin Icodec 

3. Sulfonylureas (SUs): Glipizide, Glimepiride, 

Glyburide 

4. Meglitinides: Repaglinide, Nateglinide 

5. Thiazolidinediones : Pioglitazone, Rosiglitazone 

 

The Newer Drug Classes 

This is the most significant advancement in diabetes 

treatment in the last 15 years. 

6. GLP-1 Receptor Agonists: Liraglutide, Semaglutide, 

Dulaglutide, Tirzepatide. 

7. SGLT2 Inhibitors: Empagliflozin, Dapagliflozin, 

Canagliflozin. 

8. DPP-4 Inhibitors: Sitagliptin, Linagliptin, 

Saxagliptin. 

 

STUDY ON MOUNJARO 

Mounjaro is a medicine that contains an active substance 

called tirzepatide. Mounjaro is used to treat adults with 

type 2 diabetes mellitus by reducing the level of sugar in 

the body only when the levels of sugar are high. 

 

Drug name: Tirzepatide Brand name: Mounjaro 

Company: Eli Lilly 

Approved date: May, 2022 (FDA) 

Long-acting Strategies: Amino acid substitutions, 

Fatty acid side chain modification; Dual receptor 

synergy 

Dosage: Once-weekly 

Available doses: 2.5 mg, 5 mg, 7.5 mg, 10 mg, 12.5 mg 

and 15 mg Route of administration: Subcutaneously 

Form of availability: KwikPen 

 

Mechanism of action: Glucagon-like peptide-1 (GLP-1) 

receptors (GLP-1R) are expressed throughout the body, 

including pancreatic beta-cells and the gastrointestinal 

tract. They have been implicated in the pathophysiology 

of type II diabetes mellitus as GLP-1R signalling is 

involved in glucose control by enhancing glucose-

stimulated insulin secretion, delaying gastric transit, 

decreasing plasma glucagon levels, and reducing body 

weight by activating anorexigenic pathways in the 

brain.1 Both glucose-dependent insulinotropic 

polypeptide (GIP) and GLP-1 are peptide hormones 

involved in glucose homeostasis: they promote glucose-

stimulated insulin secretion from the pancreatic beta-

cells. 2 However, GIP is the main incretin hormone that 

exerts insulinotropic effects in response to food intake. 

 

Evaluating Mounjaro for Weight Management and 

Blood Sugar Control Clinical trials Data: The 

SURPASS Program 

The SURPASS trials compared tirzepatide against 

various standards of care, including placebo, basal 

insulin, and selective GLP-1 RAs. 

Key Findings: 

● Superior HbA1c Reduction: Across all trials, all 

three doses of tirzepatide (5 mg, 10 mg, 15 mg) led 

to significantly greater reductions in HbA1c (a 

measure of average blood sugar) than the 

comparators. 

○ SURPASS-2 vs. Semaglutide: This was a head-to-

head landmark trial. Tirzepatide (at all doses) 

demonstrated statistically superior HbA1c reduction 

compared to semaglutide 1 mg. The highest dose 

of tirzepatide (15 mg) reduced HbA1c by ~2.3-

2.6%, compared to ~1.9% with semaglutide. 

○ Achievement of Glycemic Targets: A significantly 

higher percentage of participants achieved an 

HbA1c of less than 7.0% (the standard treatment 

goal) and even more stringent targets like <5.7% (a 

non-diabetic level). 

● Unprecedented Weight Loss: Unlike most diabetes 

medications that cause weight gain or are weight-

neutral, tirzepatide caused substantial, dose-

dependent weight loss. 

○ In SURPASS-2, participants on tirzepatide lost 

between 7.6 kg (16.7 lbs) to 12.4 kg (27.3 lbs), 

compared to 5.7 kg (12.5 lbs) with semaglutide. 

○ This weight loss is a dual benefit, as it directly 

improves insulin sensitivity and overall metabolic 

health. 

● Cardiovascular and Renal Biomarkers: Trials 

showed promising positive effects on blood pressure, 

lipid profiles, and markers of kidney health, 

suggesting potential long-term cardiovascular and 

renal benefits. The dedicated cardiovascular 

outcomes trial (SURPASS-CVOT) is ongoing to 

confirm this. 

 

For Obesity/Weight Management: The SURMOUNT 

Program 

These trials were conducted in people with 

obesity or overweight with weight-related 

comorbidities, but without diabetes. 

 

Key Findings: 

● Groundbreaking Efficacy: 

○ SURMOUNT-1: Participants on the highest dose (15 

mg) achieved an average weight loss of 20.9% of 

their body weight at 72 weeks, compared to 3.1% 

with placebo. 

○ SURMOUNT-2 (in people with T2D): Confirmed 

the drug's power in a diabetic population, with an 

average weight loss of ~15.7% on the 15 mg dose. 

○ SURMOUNT-3 & 4: These sequential trials showed 

https://go.drugbank.com/drugs/DB15171#reference-A246260
https://go.drugbank.com/drugs/DB15171#reference-A246265
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even greater weight loss when combining intensive 

lifestyle intervention with tirzepatide, and 

demonstrated strong weight maintenance efficacy. 

● High Rate of Clinically Meaningful Weight Loss: A 

vast majority of participants achieved weight loss 

of ≥5%, with a large proportion achieving ≥15%, 

≥20%, and even ≥25%—levels previously only seen 

with bariatric surgery. 

 

 
Fig. (2): Proportion of patients with weight reduction. 

 

In SURPASS-2, composite outcome was a prespecified 

secondary endpoint not controlled for type I error. 

Analysis based on efficacy estimand data (on-treatment 

efficacy without the influence of rescue therapy) and 

may not represent a real-world setting. The number of 

patients included in the efficacy analysis data set for 

Mounjaro 5 mg, 10 mg, 15 mg and Ozempic 1 mg were 

470, 469, 469, and 468, respectively. Only participants 

with baseline value and at least one post-baseline value 

for the response variables were included in the analysis. 

 

What is the Best, Safest Use for Weight Loss? 

The optimal use of Mounjaro's active ingredient, 

tirzepatide, for weight management follows a structured, 

medical model. 

 

Candidate Parameters 

The ideal candidate is someone for whom the health 

benefits of significant weight loss outweigh the risks of 

the medication. This typically includes adults with: 

● Obesity, defined as a BMI of 30 kg/m² or higher. 

● Overweight, defined as a BMI of 27 kg/m² or 

higher, AND at least one weight-related 

comorbidity, such as: 

○ Hypertension (high blood pressure) 

○ Type 2 Diabetes 

○ Dyslipidemia (high cholesterol) 

○ Obstructive Sleep Apnea 

○ Cardiovascular Disease 

 

The Right Medication: Zepbound is the Key 

This is the most important distinction for weight loss: 

● Mounjaro® is the brand name approved by the FDA 

specifically for Type 2 Diabetes. 

● Zepbound® is the exact same medication 

(tirzepatide) approved by the FDA specifically for 

chronic weight management. 

 

Why does this matter? 

● Insurance: If you do not have T2D, your insurance is 

highly unlikely to cover Mounjaro. Zepbound is the 

medication designed to be covered for weight loss, 

though coverage is still not universal. 

● Official Guidance: Using the medication under its 

FDA-approved weight loss indication (Zepbound) 

ensures you and your doctor are following the 

intended dosing, safety, and monitoring protocols 

for obesity treatment. 

 

The Right Process: The "Tool, Not a Cure" Model 

The best use involves a comprehensive approach under 

medical supervision: 

● Medical Supervision: A qualified healthcare 

provider (an endocrinologist, obesity medicine 

specialist, or informed primary care physician) 

conducts a full health screening, discusses 

risks/benefits, and prescribes the medication. 

● Lifestyle Foundation: The medication is used as a 

tool to help you adhere to the foundational pillars of 

weight management: 

○ Nutritional Diet: A provider or dietitian can 

help you build a high-protein, nutrient-dense 

eating plan that the medication makes it easier to 

follow. 

○ Physical Activity: Incorporating both 

cardiovascular exercise and, crucially, resistance 

training to preserve lean muscle mass during weight 

loss. 
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○ Behavioral Changes: Addressing emotional 

eating, sleep habits, and stress management. 

● Proper Dosing: Starting at the lowest dose (2.5mg 

Zepbound) and titrating up every 4 weeks as 

tolerated to manage side effects and find the lowest 

effective dose. 

● Long-Term Perspective: Understanding that obesity 

is a chronic disease that often requires long-term 

management. The goal is to use the medication to 

achieve a healthier weight while building sustainable 

habits, with a plan for potential long-term 

maintenance therapy. 

 

How People Are Misusing Mounjaro for Weight 

Loss? 

1. Using It Without a Prescription or Medical 

Supervision ("Off-Label Sourcing") 

○ The Practice: Individuals who do not have a Type 2 

Diabetes (T2D) diagnosis are obtaining Mounjaro 

through online telehealth services that may have 

minimal oversight, or even through compounding 

pharmacies or the black market. 

○ The Risks: 

■ Lack of Screening: A doctor's evaluation is crucial 

to rule out contraindications. Without it, people with 

a personal or family history of medullary thyroid 

cancer (MTC) or Multiple Endocrine Neoplasia 

syndrome type 2 (MEN 2) could be taking a drug 

with a known risk for these conditions. 

■ Unmanaged Side Effects: Severe nausea, 

vomiting, diarrhea, and constipation are common. A 

healthcare provider guides on managing these, 

adjusting doses, and preventing dehydration or more 

serious issues like pancreatitis. 

■ Drug Interactions: A prescriber checks for 

dangerous interactions with other medications. 

 

2. Using It for Cosmetic Weight Loss 

○ The Practice: People with a Body Mass Index (BMI) 

in the normal or overweight (but not obese) category 

are using the drug to lose a final 10-20 pounds for 

aesthetic reasons. 

○ The Risks: 

■ Unnecessary Medication: Exposing the body to 

a powerful systemic medication for a non-medical 

purpose. 

■ Loss of Lean Mass: Rapid weight loss can lead to 

significant muscle loss, which is metabolically 

unhealthy. 

■ Nutritional Deficiencies: The drug's appetite 

suppression can make it difficult to consume 

enough protein and essential nutrients. 

 

3. Dosing Improperly 

○ The Practice: Starting at a dose that is too high to 

"get results faster" or not following the 

recommended titration schedule. 

○ The Risks: Dramatically increases the severity and 

frequency of gastrointestinal side effects, leading to 

a high likelihood of dehydration, electrolyte 

imbalances, and discontinuation. 

 

4. Not Addressing the Underlying Lifestyle Factors 

○ The Practice: Using the drug as a "magic bullet" 

without making concurrent, sustainable changes to 

diet and exercise. 

○ The Risks: 

■ Poor Nutritional Quality: Even while eating less, one 

can still consume a diet of "empty calories" that 

lacks nutritional value. 

■ Guaranteed Weight Regain: Mounjaro is a treatment, 

not a cure. When the medication is stopped, appetite 

returns. If healthy habits aren't established, the 

weight will almost certainly be regained. This can 

lead to a harmful cycle of yo-yo dieting. 

 

ADVERSE DRUG REACTIONS 

Common Mounjaro Adverse effects include nausea, 

diarrhea, decreased appetite, vomiting, constipation, 

indigestion, abdominal pain, heartburn, fatigue, injection 

site reactions, headache, and low blood sugar (in people 

with type 2 diabetes). 

 

Stomach or gastrointestinal Adverse effects are common 

but tend to be mild and clear up in a few weeks in most 

people and will not interfere with long-term treatment. 

Stomach side effects can be more common with higher 

doses. 

 

The most common gastrointestinal Adverse effect is 

nausea, which occurs in 12% to 22% of people taking 

Mounjaro at therapeutic doses, according to clinical 

trials. 

● Others include diarrhea (12% to 16%), vomiting 

(6% to 9%), decreased appetite (5% to 11%), 

constipation (6% to 7%), indigestion (4% to 7%), 

abdominal pain (4% to 6%), and injection site 

reactions (3.2%). 

● These side effects occurred at rates higher than in 

placebo-treated groups (receiving an inactive 

treatment). 

● These Mounjaro side effects occurred in 4% or 

more of type 2 diabetes patients taking tirzepatide in 

pooled placebo-controlled clinical trials. 

 

The Adverse effect of hypoglycemia was generally low 

in Mounjaro monotherapy trials but increased when used 

with insulin or sulfonylureas. Injection site reactions, 

including pain, redness, and swelling, were commonly 

reported but typically mild in severity. 

 

Approximately 5-10% of patients discontinued Mounjaro 

due to adverse effects in clinical trials, with higher 

discontinuation rates (up to 25% in some studies) at the 

highest doses (15 mg), and lower rates (around 5%) at 

lower doses (5 mg). The discontinuation rate is dose-

dependent, with gastrointestinal side effects being the 

primary reason for stopping the medication. 
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Timelines 

● Week 1-2: Peak intensity of gastrointestinal 

symptoms 

● Week 3-4: Gradual improvement begins 

● Week 4-8: Most patients experience a significant 

reduction in side effects 

● After 8 weeks: Side effects are typically minimal or 

resolved. 

 

Tips for Managing Stomach Adverse Effects 

Following these tips may help you manage stomach side 

effects: 

● Eat more slowly 

● Consume smaller meals 

● Select more bland, low-fat foods like crackers, toast, 

and rice 

● Avoid greasy, fried foods or sugar treats 

● Eat foods that contain water 

● Don't lie down right after eating 

● Drink clear or ice-cold liquids 

● If possible, go outside for fresh air if you feel sick to 

your stomach. 

 

FDA Warnings and Serious Adverse Effects 

Mounjaro may cause serious adverse effects, such as 

thyroid tumors (Boxed Warning), inflammation of the 

pancreas, low blood sugar levels, gallbladder problems, 

kidney problems, serious gastrointestinal side effects, 

and serious eye problems or allergic reactions. It can also 

increase the risk of food or liquid getting into your lungs 

during surgery or a medical procedure. 

 

Thyroid Cancer Risk: 

Animal studies report that Mounjaro has caused 

cancerous and non-cancerous thyroid tumors in rats. 

While the human risk remains unknown, you should tell 

your healthcare provider if you develop any of the 

following symptoms: 

● A lump or a swelling in your neck 

● A hoarse voice that doesn't improve or a persistent 

cough 

● Difficulty swallowing or breathing. 

 

Do NOT use Mounjaro if you have 

● A personal or family history of medullary thyroid 

carcinoma (MTC) 

● Multiple Endocrine Neoplasia syndrome type 2 

(MEN 2). 

 

Pancreatitis (Severe Pancreas Inflammation): 

Mounjaro may increase the risk of acute pancreatitis, 

which is a potentially life-threatening condition requiring 

immediate emergency care. Symptoms of pancreatitis 

include: 

● Severe abdominal pain that won't subside 

● Pain radiating from your abdomen to your back 

● Nausea and vomiting with severe pain 

● Fever and rapid pulse 

● Abdominal tenderness. 

Action required: Stop Mounjaro immediately and seek 

emergency medical care. Hypoglycemia (Dangerously 

Low Blood Sugar levels): 

Mounjaro may cause low blood sugar (hypoglycemia), 

particularly when combined with other diabetes 

medications such as insulin, sulfonylureas (glipizide, 

glyburide, glimepiride), or other glucose-lowering drugs. 

Warning signs of low blood sugar levels include: 

● Dizziness, lightheadedness, confusion 

● Sweating, shakiness, tremors 

● Blurred vision, slurred speech 

● Fast heartbeat, palpitations 

● Anxiety, irritability, mood changes 

● Hunger, weakness, fatigue 

● Drowsiness, feeling jittery. 

 

Serious Allergic Reactions (Anaphylaxis) 

Serious hypersensitivity reactions, such as anaphylaxis 

and angioedema, have been reported in people treated 

with Mounjaro. Stop using Mounjaro and seek 

immediate emergency care if you experience: 

● Swelling of your face, lips, tongue, or throat 

● Problems breathing or swallowing 

● Severe rash or itching 

● Fainting or feeling dizzy 

● Very rapid heartbeat. 

 

Kidney Problems and Dehydration: 

There have been post-marketing reports of acute kidney 

injury, in some cases requiring hemodialysis, in people 

treated with GLP-1 receptor agonists, or Mounjaro. 

People at higher risk include those with pre-existing 

kidney disease, elderly patients, or those taking ACE 

inhibitors/diuretics. Mounjaro can rarely cause severe 

diarrhea and vomiting that can also cause severe 

dehydration, which can lead to kidney damage. To 

reduce the risk of kidney problems: 

● Maintain a good daily fluid intake 

● Monitor your urine output and color. Talk to your 

healthcare provider if you are urinating less than 

usual or if your urine is a dark yellow 

● Report persistent vomiting or diarrhea to your 

healthcare provider immediately. 

 

Gastroparesis (Delayed Stomach Emptying): 

Mounjaro can cause severe, persistent stomach problems, 

including gastroparesis (abnormally slow gastric 

emptying). Talk to your healthcare provider if you: 

● Feel full quickly when eating 

● Develop persistent nausea and vomiting 

● Have abdominal bloating and pain 

● Lose your appetite. 

 

Surgical and Anesthesia Risks: 

Mounjaro slows gastric emptying, significantly 

increasing the risk of aspiration (swallowing your 

stomach contents) during surgery or procedures requiring 

anesthesia. 

● Tell ALL your healthcare providers that you use 
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Mounjaro before any procedures 

● You may need to stop Mounjaro before 

surgery (follow your healthcare provider's 

instructions). 

 

Gallbladder Problems: 

Gallbladder issues have occurred in some people who 

use Mounjaro. Tell your healthcare provider right away 

if you get any of the following symptoms: 

● Pain in your upper stomach (abdomen) 

● Fever 

● Yellowing of skin or eyes (jaundice) 

● Clay-colored stools. 

 

NAION (Vision-Threatening Eye Condition): 

Recent safety reports (emerging in 2024) have linked 

GLP-1 drugs like Mounjaro to non-arteritic anterior 

ischemic optic neuropathy (NAION), a rare vision-

threatening condition. Report any of the following 

symptoms to your healthcare provider immediately: 

● Sudden vision changes or vision loss 

● Vision loss in one or both eyes 

● Blind spots in your visual field 

● Difficulty seeing colors 

● Eye pain or pressure. 

 

Diabetic Retinopathy Complications 

In patients with pre-existing diabetic retinopathy, a rapid 

improvement in glucose control has been associated with 

a temporary worsening of diabetic retinopathy. Your 

healthcare provider should monitor you for changes in 

your eye condition. 

 

FORGED IN EXPERIENCE: MOST COMMON 

QUESTIONS, ANSWERED 

Questions about How It Works & Effectiveness 

1: How does Mounjaro actually work for weight loss? 

Answer: Mounjaro works by mimicking two naturally 

occurring hormones in your body: GLP-1 and GIP. This 

dual-action approach does several things: 

● Slows Stomach Emptying: You feel full longer after 

eating. 

● Reduces Appetite: It acts on the brain's appetite 

centers to decrease hunger and cravings. 

● Improves Blood Sugar Control: It helps your 

pancreas release the right amount of insulin when 

your blood sugar is high. 

 

The combined effect of eating less and feeling more 

satisfied leads to significant weight loss for most people. 

 

2: How much weight can I expect to lose, and how 

quickly? 

Answer: Results vary significantly from person to 

person. In clinical trials, people taking Mounjaro for 

chronic weight management (obesity) lost an average of 

15% to 20%+ of their starting body weight over about 72 

weeks. Weight loss is typically gradual. You might lose a 

few pounds in the first month, with the rate increasing as 

you move to higher, therapeutic doses. It's a marathon, 

not a sprint. 

 

3: I'm taking Mounjaro for Type 2 Diabetes. Will I still 

lose weight? 

Answer: Yes, it's very likely. While its primary purpose 

for you is blood sugar control (A1c reduction), the 

medication's mechanism of action—reducing appetite 

and slowing digestion—frequently leads to weight loss 

as a beneficial side effect. 

 

Questions about Administration & Dosing 

4: How do I inject Mounjaro, and where? 

Answer: Mounjaro comes in a single-use pre-filled pen. 

You will inject it subcutaneously (into the fat under your 

skin). Common injection sites are: 

● The abdomen (at least 2 inches away from your 

navel) 

● The front of your thighs 

● The back of your upper arms 

It's important to rotate your injection site each week to 

avoid skin irritation. 

 

5: What happens if I miss a dose? 

Answer: If you miss a dose and it's within 4 days (96 

hours) of your scheduled day, take the dose as soon as 

you remember. If it has been more than 4 days, skip the 

missed dose and take your next dose on your regular 

scheduled day. Do not take a double dose to make up for 

the missed one. 

 

Question 6: When is the best time of day to take my 

shot? 

Answer: You can take it any time of day, with or without 

food. Many patients prefer to take it in the evening or 

right before the weekend to manage potential side 

effects (like nausea or fatigue) during their downtime. 

Consistency is key—pick a day and time and try to 

stick with it each week. 

 

Questions about Side Effects & Management 

7: What are the most common side effects? 

Answer: The most common side effects are 

gastrointestinal and often improve as your body 

adjusts. They include: 

● Nausea 

● Diarrhea 

● Constipation 

● Vomiting 

● Indigestion/Heartburn 

● Decreased appetite 

These are often most noticeable after a dose increase. 

 

8: How can I manage the nausea? Answer: 

● Eat Small, Bland Meals: Stick to the "BRAT" diet 

(Bananas, Rice, Applesauce, Toast) when nausea is 

bad. 

● Avoid Fatty/Greasy Foods: These can worsen 

nausea. 



 

181 

World Journal of Advance Pharmaceutical Sciences                                                  WJAPS, Volume 2, Issue 4, 2025 
 

www.wjaps.com 

● Eat Slowly and Stop When Full: Overeating is a 

major trigger. 

● Stay Hydrated: Sip water or sugar-free electrolytes 

throughout the day. 

● Ask Your Doctor: They may recommend an over-

the-counter remedy like Pepto-Bismol or 

Dramamine. 

 

9: I'm constipated. Is this normal, and what can I do? 

Answer: Yes, it's a very common side effect due to 

slowed digestion. 

● Increase Water Intake: This is the most important 

step. 

● Add Fiber: Eat high-fiber foods (vegetables, 

berries, psyllium husk) or use a fiber supplement. 

● Consider a Stool Softener: Products like Miralax or 

Colace can be very helpful. Always check with your 

doctor or pharmacist first. 

 

10: What are the serious side effects I should watch out 

for? Answer: Contact your doctor immediately if you 

experience: 

● Severe Stomach Pain: This could be a sign of 

pancreatitis. 

● Severe, Persistent Nausea/Vomiting/Diarrhea: This 

can lead to dehydration. 

● A Lump or Swelling in Your Neck, Hoarseness, 

Trouble Swallowing: Potential symptoms of thyroid 

tumors (including cancer—Mounjaro has a Black 

Box Warning for this in rodent studies, though its 

relevance in humans is unknown). 

● Rash, Itching, Swelling: Signs of a serious allergic 

reaction. 

 

Questions about Lifestyle & Diet 

11: What should I eat while on Mounjaro? 

Answer: Focus on a balanced, nutrient-dense diet to 

prevent deficiencies and support your health. 

● Prioritize Protein: Protein helps preserve muscle 

mass during weight loss and promotes satiety. 

Think lean meats, fish, eggs, Greek yogurt, tofu, and 

protein shakes. 

● Eat Plenty of Vegetables and Some Fruits. 

● Stay Hydrated: Drink plenty of water and sugar-free 

fluids. 

● Limit Fatty, Sugary, and Highly Processed Foods: 

These can exacerbate side effects. 

 

12: Will the weight come back when I stop taking 

Mounjaro? 

Answer: Mounjaro is a treatment for a chronic condition, 

not a cure. Clinical trials have shown that when people 

stop taking the medication, they typically regain a 

significant portion of the lost weight. Think of it as a 

long-term tool to help manage your weight and biology, 

similar to how blood pressure medication manages 

hypertension. 

 

 

13: Do I still need to exercise? 

Answer: Absolutely. Exercise is crucial for: 

● Preserving muscle mass while losing fat. 

● Boosting metabolism. 

● Improving cardiovascular health and mood. 

A combination of strength training and cardio is ideal. 

Start slow and listen to your body. 

 

Questions about Cost & Access 

14: How much does Mounjaro cost, and is there a 

savings card? 

Answer: Mounjaro is expensive, often over $1,000 per 

month without insurance. The manufacturer, Eli Lilly, 

offers a savings card that can significantly reduce the 

cost for eligible commercially insured patients (and 

sometimes for the uninsured). You can find this card on 

the official Mounjaro website. Terms and eligibility 

change frequently. 

 

15: Is Mounjaro covered by insurance? 

Answer: Coverage varies wildly. It is often covered for 

Type 2 Diabetes management. Coverage for weight loss 

alone is less common and may require a prior 

authorization from your doctor, proving you meet 

specific criteria (e.g., BMI over 30, or over 27 with a 

weight-related condition). You must check with your 

specific insurance plan. 

 

CONCLUSION 

The compelling efficacy of Mounjaro (Tirzepatide), as 

demonstrated in rigorous clinical trials showing 

unprecedented weight loss, undeniably marks a new era 

in obesity medicine. However, the real-world narrative 

extends far beyond these impressive percentages, 

revealing a dual challenge that defines the true patient 

experience. The first is a clinical imperative: to 

proactively manage the predictable gastrointestinal 

adverse drug reactions and the concerns over body 

composition changes, transforming them from reasons 

for discontinuation into manageable, temporary hurdles 

through tailored dietary strategies, dose adjustment, and a 

reinforced focus on protein intake and resistance training. 

The second, and perhaps more profound challenge, is 

psychosocial. It requires preparing patients for the social 

scrutiny of their transformation, navigating the ethical 

and access dilemmas posed by these powerful agents, 

and establishing realistic, sustainable long-term plans. 

Ultimately, the most successful outcomes will not be 

measured by kilograms alone, but by our ability to 

merge the groundbreaking science of GLP-1/GIP 

agonists with compassionate, holistic patient care that 

addresses the entire journey—from the first injection to 

the maintenance of a healthier life, ensuring the scale of 

success is balanced with the patient's overall well-being. 
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