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EXERCISE IS MEDICINE! 
That concept is one of the foundational components 
of healthcare and why fitness professionals play an 
integral role in the healthcare team. While the basics 
are most important, there are many nuances and 
interindividual variability, including differences in sex. 
Jonathon Mummert has passionately put together a 
brief overview to guide trainers in understanding some 
of the distinctions that are important to grasp when 
helping female clients. I encourage you to embrace 
the differences and strive for optimizing everyone’s 
personalized exercise prescription.

Foreword from Dr. Karl Nadolsky
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INTRODUCTION

I FIRMLY BELIEVE THAT ONE OF THE STRONGEST ASSETS OF THE GREATEST COACHES 
AND TRAINERS IN THE WORLD IS THE ABILITY TO MEET THE CLIENT WHERE THEY ARE, 
UNDERSTAND MORE ABOUT WHO THEY ARE, AND THEN COME UP WITH A PLAN TO HELP 
THEM GET WHERE IT IS THEY WANT TO GO.

The aim of this book is to give the trainer a 
basic understanding of sex-differences to 
consider when building a program for 
female clients. Many of these areas 
are extremely complicated and can 
take months, sometimes years to fully 
understand all of the nuances involved. It 
is important to keep in mind that we have 
simplified this topic, as this book is meant 
to cover basics, so there will absolutely be 
some areas where you might find yourself 
saying, “what about this…” and those may 
be addressed in later books going more in 
detail on each topic. 

To keep this as readable and uncluttered 
as possible, I have not provided citations in 
each chapter, but will provide information 
and acknowledgements to sources and 
where you can find more information about 
subjects discussed at the end of book.

At the end of each main topic, with pre/
post natal section being the exception, 
there will be a “Seeing it in Action” section. 
These are a mixture of real life clients I’ve 
worked with, as well as some changes/
additions here and there in order to help 
you consider more variables when you are 
training others. Remember, these sections 
are just meant for you to have a better idea 
of what “Seeing it in Action” would look like, 
not for you to mimic completely. 

The end of each chapter will have a “Key 
Points” section that is meant to help you 
as a refresher and a reference point here 
and there. 

They are not going to provide a solid 
understanding, even at the basic level of 
this book, of the information provided in 
each chapter, so please make sure you avoid 
the temptation to skip ahead and just cover 
the “Key Points”. Again, these are reminders 
or refreshers, not cliff notes.

Though we will note this throughout the 
book, it’s important to remember that as 
trainers we need to stay in our lane when 
working with other health care providers as 
part of a team.

Leading on from the above statement, 
it is very important to point out here that I 
have included the topics of pre/post natal 
training in this book of “basics”, but do 
not feel in anyway that these can truly be 
covered enough or prepare a trainer enough 
in a book covering basics. 

I have included these to point out a bit 
about how complicated these topics truly 
can be, as well as providing a bit of a review 
for those who’ve already had advanced 
training, but simply use this book as a bit of 
a refresher from time to time. With all
 of that in mind, I will leave “Seeing it in 
Action” out of this section to avoid leaving 
someone more likely to work with a “similar 
client” without knowing all there is that 
goes with this. 

Luckily, those looking for more advanced 
resources and CEU’s can look to the Lift 
The Bar members site or inquire within the 
Facebook group for more information.
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The menstrual cycle lasts an average of 28 (+/- 5)  days and these 
are the numbers seen in many studies on the subject. While this is 
an average, I still want to point out here that women can and will 
differ on how long their cycle lasts each month. That, and some  
women actually have irregular cycles and this might be attributed 
to things like PCOS and Endometriosis, but not always. Sometimes 
women just have irregular cycles. Below we will discuss the 
menstrual cycle as if it is regular and based on the average 28 
day cycle.

FOLLICULAR PHASE (MENSES - DAYS 1-7)
Day 1 of the cycle is marked by the onset of menses (bleeding) 
and has been called everything from ‘a period’, to ‘that time of the 
month’, to ‘Aunt Flow’ and the list goes on. We will refer to Day 1 as 
starting the Follicular phase. I have listed the “Menses” phase as 
potentially being up to 7 days, but average is typically seen as 
5 days.

The Follicular phase of the menstrual cycle is usually 13 days long 
and is followed by ovulation on day 14 (remember, we are talking 
averages here). Most women will report that the first 5 (+/-2) days 
are when many of the negative effects of their period are the worst, 
with the last 2 or 3 days being better than the first few.

Many of the symptoms associated with days 1-7 can absolutely 
have a negative impact on training and have been known to flat 
out stop a woman from training all together. Cramping, headaches, 
nausea, lower limb soreness/fatigue, and exhaustion are all 
possible side effects of menses. Some clients may have no problem 
at all training during this time, but it’s important to know what 
might be going on before you start that “perfect program” that 
your client keeps missing on the first week of
 each month.

I typically suggest offering lower impact and lighter weight 
exercises for women during this time, as well as possibly avoiding 
core exercises (as the abs and uterus are already hard at work) if 
the client notes discomfort. Light circuit style training or LISS may 
actually help elevate mood and alleviate some discomfort in many 
women during menses. The issue you may face is getting them 
to show up in the first place during this period. Offering days 1-3 
as rest days or LISS days might be the best option to consider for 
reaching a client’s long term goals and keeping them coming back.

UNDERSTANDING THE 
MENSTRUAL CYCLE
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CHAPTER ONE
UNDERSTANDING THE MENSTRUAL CYCLE

SEEING IT IN ACTION - CASE STUDY ONE 
I actually had a client come in just last 
night who is on day 3 of her period and 
absolutely swears by continued exercise of 
all sorts during this time to keep her from 
cramping and experiencing other negatives 
experienced during menses. However, she 
does actually get a bit less quality sleep 
and is a little “weaker” during this time. So, 
she CAN perform all lifts normally, WANTS 
to lift the same, but ISN’T as strong for 
various reasons.

With this client, we simply drop weight 
a little and continue on as normal. I also 
make sure to pay a little bit closer attention 
to form and look for those small markers 
of fatigue like slight knee wobbles or slight 
bending in upper back during Goblet 
Squats, for example. Everything stays the 
same, but I am ready to stop the lift or drop 
the weight at any sign I need to do so.

SEEING IT IN ACTION - CASE STUDY TWO
I have another client who may or may not 
show up during menses, especially during 
the first two days. On the days that she 
does show up, ALL lifting of anything close 
to the weight she would use other wise 
is out, and anything involving getting up 
and down off the floor or using abs could 
potentially lead to having weights thrown 
at me. To put it simple, she has absolutely 
no desire or drive to push herself at all 
during this time, and that’s perfectly fine.

Knowing this, I am always prepared with 
VERY light supersets or circuits that almost 
completely use upper limbs only. We will 
do something like 50% of her normal 
weight used for each lift and set the reps 
around 10-12. Sometimes, we will include 
bodyweight squats to a bench as well and 
the workouts will look something like this: 
warm-up: 3 to 5 minutes. 3 to 4 sets of BW 
squats, curls, triceps presses, followed by 
45 - 60s rest. OR:  warm-up: 3 to 5 minutes. 
Then 2 sets of a push followed by a pull, 
then another 2 sets of a push followed by a 
pull, and so on… as time allows and as she 
feels up to it.

The main idea here is to simply allow 
the client to move as much as she feels up 
to and not leave her so sore and tired once 
she leaves that it is viewed as a chore or 

painful experience that might leave her 
to skip the next month. Unfortunately, I 
have to admit I’ve done so before and had 
to reassure her the next time would be 
lighter in order to get her back to showing 
up on these days. That said, sometimes it 
honestly might just be best to program a 
rest day or two when a client just simply 
isn’t going to show up.

TIME FOR A CHANGE
Oestrogen and serotonin levels begin to 
rise during the follicular phase as well, so 
many women will report feeling happier 
and more motivated during this time. 
Knowing this can help the trainer to 
program new routines and diet changes 
based on when the client might be more 
receptive. So, for some of our female 
clients, we may find that introducing a 
calorie cut might be best received and 
stuck to if started around days 4-7 of the 
cycle. This trend goes until around day 14 
and then oestrogen and serotonin levels 
will start a downward trend until the start 
of the next follicular phase, with the worst 
being around days 21-28.

OVULATION DAY:
While not too bad in many women, some 
will experience a bit of discomfort in 
lower abdomen region on day 14 due 
to ovulating. Most of the time this is 
something that can be alleviated with a 
simple NSAID, but still worth noting and 
being aware of when programing around 
the cycle.

SEEING IT IN ACTION
I have to say that this is not one that tends 
to happen to many of my clients, or at least 
not at the time of writing all of this. 

I have experienced it with one client and 
it is pretty easy to work around.

This client did not actually experience 
this every month, as it seemed to pop up 
randomly every few months. Knowing this, 
I simply had her tell me the days when this 
was an actual issue in training, and we 
would typically avoid things like leg raises, 
dead bugs, scissor kicks, etc…

She would also take an NSAID if it was 
bad enough, and that would typically keep 
things from really affecting anything we 
were doing to any real degree. I recall only 
one time where it was bad enough that she 
had to cancel a session, and I believe there 
might have been other stressors from life 
that led to that decision.

‘‘I TYPICALLY 
SUGGEST OFFERING 
LOWER IMPACT AND 
LIGHTER WEIGHT 
EXERCISES FOR 
WOMEN DURING 
THIS TIME’’
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LUTEAL PHASE (DAYS 15 - MENSES)
Days 15 - 28 are known as the Luteal phase 
and these days can come with their own 
unique set of variables to account for. 
Generally speaking, women will experience 
an increased BMR (up to about 180 kcal 
extra burned per day) during mid-luteal 
phase and some might also experience 
PMS/PMDD. The extra calories burned 
during this time could be great for some 
clients looking to lose weight, but can also 
lead to extreme cravings (typically for carbs 
and could be due to low serotonin) and/
or binging. 

It may be best for some women who 
are struggling during this time to return 
to maintenance level calories or higher to 
avoid binging and feeling down.

Days 15 through 21 will typically be 
free of any potential negative effects 
mentioned above and most women won’t 

have much more than their everyday 
life stress to influence workouts to any 
noticeable degree. With that in mind, if a 
client really doesn’t have any trouble with 
pain or discomfort in lower abdomen, 
mostly days 7-21 will not cause any 
significant symptoms to be aware of. To 
add even further, many women will, in my 
experience, struggle more with either the 
first or the last week in her cycle, while 
being good to train “normally” the other 
3 weeks. Just keep in mind, THIS ISN’T 
ALWAYS TRUE! 

Days 21 - 28 are typically when women 
who will struggle in the Luteal Phase, tend 
to do so. As mentioned previously, PMS 
and PMDD are concerns. Premenstrual 
Syndrome (PMS) is not, as many believe, 
just simply a woman being a bit moody 
or upset before her period starts. This is 
actually a diagnosis that should be given 

by a qualified medical practitioner, not a 
trainer, and is typically accompanied by 
more than one of the following symptoms 
(this list is not exhaustive):

1. Fatigue
2. Muscle Pain
3. Tender Breasts
4. Headache
5. Back Pain
6. Mood Swings (Severe swings or lows 
can indicate another disorder, PMDD - 
Premenstrual Dysphoric Disorder, but we will 
not go into that in this book)
7. Upset Stomach / Diarrhea / Bloating
8. Trouble Concentrating

It is important as a trainer to be aware of 
the above, as well as to how severe each 
can be for your client, in order to avoid 
making things worse on your client. 
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UNDERSTANDING THE MENSTRUAL CYCLE

For the most part, training can and 
probably will help to a noticeable degree 
with each of the above, but know that it 
could potentially make things worse if 
your program is not designed in a way 
that keeps from exasperating the above or 
making the client feel like a failure during 
this time. Much of how you deal with this 
will ultimately be up to how open you and 
your client are with one another about how 
she is feeling during this time and making 
sure she keeps you posted with how the 
workouts are impacting her symptoms. 

Just because your client does not have 
or has not been diagnosed with PMS, 
does not mean that she is not going to 
experience any of the above symptoms, 
it just means the symptoms she may 
experience do not meet the requirements 
to be classified with PMS or they are not 
troublesome enough to disrupt normal 
daily activities… or she just hasn’t gone in 
and talked with her doctor about them. We 
need to make sure that we are upfront with 
our clients and asking about these with 
those who feel comfortable to discuss with 
us, so that we can use this information to 
program the best possible routine
 for them.

SEEING IT IN ACTION - CASE STUDY ONE
I helped a friend early on in my career, a 
short time after becoming certified as a 
trainer, who seemed to make up excuses 
for missing workouts or not giving much 
effort at all each month and I didn’t notice 
the pattern at first. Honestly, I was still a 
little new to it all and just had no idea that 
it might be due to something rather than 
laziness or a lack of willpower on her part, 
and I let this client down due to my lack of 
understanding. I got frustrated and, in turn, 
frustrated the client which almost led to 
her giving up on me and, potentially, her 
newly adopted healthier lifestyle!

Luckily, it was around this same time 
that I began working with the client that 
got me thinking more about the impacts 
of menstrual cycle on training ( I’ll talk 
more about her below) and realized that 
this client’s struggle to adhere to the 
program during this time might have 
actually been due to the program not being 

adapted to her needs and her struggles. 
I immediately struck up a conversation 
with her and asked if she was experiencing 
the symptoms above and if she had been 
diagnosed with PMS. While she had not 
been diagnosed with PMS, she did find 
it harder to avoid sticking to her calorie 
goals during this time and noted that she 
was sometimes too tired at the end of the 
day to hit the gym, thus leading to missed 
workouts or very little effort given when 
she was there. 

As I’m sure you’ve already guessed, we 
immediately made some changes to lessen 
the intensity and volume during this time, 
as well as upping calories a bit more in 
order to help offset some of the negative 
effects she experienced during this part of 
the luteal cycle. We also tried to program 
a few more morning workouts in on the 
weekends in order to let her workout when 
she was feeling a bit more up to it.

Over time, this client began smashing 
her goals and I firmly believe it was 
mainly due to me avoiding the mistake of 
programming too much and her dieting too 
hard during the 4th week of her cycle. Kind 
of funny how paying a bit more attention 
and asking a few more questions led to a 
happy client and goals being reached.

SEE IT IN ACTION CASE STUDY TWO
One of my first teenage clients was a female 
who was like a little sister to me and, 
actually, happened to be the very client 
that got me thinking more about looking 
into the effects of menstrual cycle and how 
they can affect training. We were discussing 
her diet and she mentioned to me that the 
week before her period, she noticed that 
it was much harder to eat as she had lost 
her appetite almost completely. Outside of 
this, she honestly seemed to not have any 
other negative effects at all during this or 
any other phase of her cycle. 

This client did not require any special 
considerations to how we trained during 
this time and did not, in any way, struggle 
with overwhelming hunger, PMS, etc… The 
only thing I needed to pay closer attention 
to during week 4 with this client was her 
overall food intake and just make sure 
she was getting in enough food to fuel 

workouts and athletic practices. Really, not 
much, if any different to my male athletes 
who sometimes undereat. 

I bring her up here to point out that 
sometimes we will have a curveball from 
a client that might not be something we’d 
typically expect, and this is important to 
remember. While we never had to program 
any differently for her in regards to her 
training around the cycle, we did have to 
pay closer attention to diet the week before 
period, as she was more likely to under eat 
and, as an athlete, this was not good for the 
goals we had at that time. 
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IRREGULAR CYCLES
Some women will not have an exact 28, 
29, 30 day cycle. Some months may be 24 
days followed by 29 days, then 32 days… 
you get the point. These irregular cycles 
can sometimes be caused by PCOS, 
Endometriosis, or other endocrine related 
issues and can make tracking the cycle and 
looking for common variables to program 
around very hard. As I’ll discuss later on 
in the book, this can also make things 
more complicated for women who are 
unsure whether or not they are entering 
perimenopause.

Now don’t take the above and 
immediately come to the conclusion that 
there is no point in tracking if you are 
dealing with a client with irregular periods. 
Tracking should absolutely still take place 
and may still yield valuable information 
as far as noticeable patterns when 
menstruation is most likely to occur. An 
example would be realizing that your client 
may not be regular each month, but that 
you can be quite certain that she is most 
likely to struggle with binging between 8 
and 15 days after ovulation, which will lead 
to the next trick to tracking irregular cycles.

While there are a few ways to tell when 
ovulation is occurring (some more effective 
than others), the best option I’ve seen for 

a trainer to share with clients is simply 
taking their temperature and including that 
in their recordings. There will be a spike in 
temperature at the time of ovulation and 
tracking body temperature can lead to a 
better understanding of when ovulation 
occurred each month. 

Just make sure that you are aware of 
the fact that other things can influence 
body temperature, so this is not always a 
foolproof method.     

Keep in mind that this is not meant to 
be used in any way to help with pregnancy 
or come to any diagnostic conclusions, 
but is meant to be more of a simple tool to 
provide a bit more clarity to the cycle. 

Other methods include things like 
tracking vaginal mucus (not something I 
advise due to awkwardness, especially with 
newer clients), ovulation predictor kits, 
fertility monitors, and some women can 
tell due to cramping or pains in the lower 
abdomen during ovulation.

Taking the basics of the menstrual cycle 
we discussed previously, and combining 
it with the patterns that might arise when 
tracking irregular cycles will lead to a 
better understanding for both yourself and 
the client. This makes programing and goal 
setting a lot easier and keeps everyone 
much happier if done right.

KEY POINTS
All of the above information is meant to give 
you a guideline of a few common variables 
that you might see in your client’s cycle. Now 
you can take this information and apply it 
while working closely with your clients and 
having them track their cycle each month. 

There are a few apps that can help with 
this and I know we actually have a printable 
menstrual cycle tracker in the Lift The 
Bar files on the website. Looking over the 
cycle or recording your clients moods and 
cravings will lead to you having a better 
understanding of just how you can help them 
by building a program that best suits them 
as an individual.
1. Days 1-5 and days 21-28 tend to be the 
most troublesome times of the cycle 
2. Many clients will struggle more with either  
Week 1 or Week 4 of the Cycle
3. Some women may experience slight pain 
or discomfort on Ovulation Day
4. More calories are burned during the 
Mid-Luteal phase and this should be 
considered when helping a client with 
dietary goals
5. Irregular cycles can still be tracked to 
some degree and should be in order to help 
you and the client find patterns you can 
work with.
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This is easily one of the most complicated 
and frustrating endocrine issues related 
to the menstrual cycle, if not in general. 
It cannot be said enough, but this is not a 
topic that we as trainers should take lightly 
in our approach, as well as remembering 
that it is not our place to diagnose or treat. 

This is very important to keep in mind 
when programming exercises or writing 
diet plans, as it can be easy to take brood 
studies done on general populations and 
try to apply them to special populations, 
like those with PCOS. Remember this if you 
feel a specialist has given a client a diet or 
program that seems to go against what 
you’ve read elsewhere.

PCOS stands for Polycystic Ovarian 
Syndrome happens to be one of the most 
common endocrine system disorders in 
women of reproductive age. This means we 
have a pretty high chance of running across 
a client or two who’ve been diagnosed with 
PCOS in our careers so we should probably 
know a thing or two about it. As of the stats 
at the time of writing this, there is a chance 
that 20% (or more) of the women we train 
between the ages of 20-45 (+/- a few years) 
may have PCOS.

This book will not set out to define all of 
the mechanisms involved in PCOS on 

an endocrine level, but will simply seek 
to provide you with the most basic 
understanding of what is going on. It is 
important to remember that, outside of 
advanced training, schooling, or other 
practices that have allowed you to go 
beyond the basics of understanding PCOS, 
this is simply meant to be an overview or 
reminder, not an exhaustive concordance.

Women with PCOS have a disruption 
in the endocrine system that can lead 
to a disruption in the menstrual cycle. 
Increased luteinizing hormones in blood 
can disrupt follicle maturation which can 
stop ovulation and this can lead to eggs not 
dissolving fully like they would in normal 
cycles shedding of the uterus. These 
follicles will sometimes turn into cysts as 
they are left behind. As this happens over 
time, more and more cysts are likely to 
build up, thus why it is called Polycystic 
Ovarian Syndrome.

While this is how the name essentially 
came about, it is important to note here 
that PCOS is a bit misleading because 
a woman can be diagnosed with PCOS 
without having cysts on her ovaries. There 
are, at the time of writing this and what I’ve 
seen so far, four phenotypes of PCOS. While 
we will not go into much detail in this book, 

it is important to know that your client may 
have PCOS and not have cysts on  
her ovaries.  

There is also an increased chance that 
women with PCOS will have higher levels of 
insulin in their blood and this could lead to 
Type 2 Diabetes. This is combined with
these women also potentially having higher 
levels of androgens (testosterone being a 
main concern for trainers) than a female 
with a regular cycle. Keep this in mind 
when considering the best approach to diet 
and training, as both can be more tricky 
now. These women might just be able to 
build muscle like men, which is something 
many of us battle with our client over when 
they think they might grow muscles like 
Arnold overnight.

While the goal is to cover basics, I point 
out all of the above so that trainers have a 
slightly better understanding of just how 
complicated and confusing PCOS can be. 
While it is not our job to diagnose or treat 
PCOS, it is our job to help those who come 
to us in the absolute best way possible. 
Understanding a little about PCOS can go 
a long way in helping us to be better for 
our clients.

Two of the most beneficial things a 
woman with PCOS can do to keep it better 
under control are to stay physically active 
and to keep body fat low. Doing these two 
things successfully have allowed many 
women with PCOS to live much more 
normal and happier lives, even to the 
point that some women have been able 
to get pregnant and give birth, despite 
an increased risk of infertility due to 
complications of PCOS. The key is making 
sure we, as their trainers or dieticians, 
know the best way to help these women 
reach and sustain this lifestyle.

I’d still absolutely advise tracking 
the cycle, as best one can, with similar 
methods mentioned in the section on 
Irregular Cycles. This is a great idea for the 
client, not just to track for programing, but 
so that variables and commonalities can be 
shared with doctors. 

CHAPTER TWO
BASICS OF PROGRAMMING FOR PCOS
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Just keep in mind that trends are probably 
going to be much more difficult to 
track and that these clients are almost 
guaranteed to get frustrated and fed up 
with the process. With all of that being said, 
it’s important to note that ovulation and 
other functions of the menstrual cycle can 
be returned close to normal as weight loss 
and increased physical activity occur. It is 
also for this reason that tracking is 
so important. 

TRAINING THOSE WITH PCOS:
One of the unique variables when training 
someone with PCOS seems to slap all that 
we know about females naturally building 
muscle right in the face. While we know 
that (depending a great deal on genetics) 
women just aren’t naturally going to build 
muscle as fast as men, women with PCOS 
can gain more muscle and quicker due to 
higher levels of testosterone. Make sure 
you account for this in your programming, 
especially if your client has expressed a 
fear of “getting too muscular”.  Trainers 
should also be aware of potentially higher 
blood pressure and make sure that the 
client has been given the go ahead from her 
doctor to begin working out with you. Also, 
try and find out what types of exercises 
she has been cleared to do and whether 
or not there are any she has been told to 
avoid. Knowing the limits you can safely 
push your client to early on, will save a 
ton of heartache and potential injury from 
happening later down the road. 

Another issue to be aware of is that 
constantly fluctuating hormones and 
changes in the balance of each can lead 
to times of rapid weight loss and then 
be followed by times where it seems like 
her metabolism has all but stopped. This 
can make tracking calories even more 
important, as weight fluctuations can 
change quite dramatically. I typically 
advise against using scales for most of my 
clients, but weighing once a week and/or 
taking body measurements can help to 
catch a shift in daily calories burned early 
and change calorie goals accordingly. This 
is one of those tricky areas where your 
judgement will be needed and will also 
improve from client to client. 

With overall calorie intake and weight loss 
being two of the bigger pieces in controlling 
PCOS, note that the Mediterranean Diet is 
most commonly recommended by doctors 
and there may be some solid reasons 
behind this. Avoid the knee-jerk reaction 
here to point out that carbohydrates are 
not bad and can be used successfully in 
achieving one’s weight loss or dietary 
goals. Too many carbohydrates (I know, 
this is a relative thing) can have negative 
effects at the endocrine level in women 
with PCOS. If you are not a Registered 
Dietician, then it would probably be best to 
avoid telling your client they don’t have to 
follow that diet.

Now, some people are just not going to 
follow a specific diet, no matter how much 
they know it is better for them. If your client 
is having trouble with binging or has flat 
out told you they will not be following a 
strict Mediterranean Diet, it is at this point 
that it may be best to work with the client 
in finding options that lead to the best diet 
for reaching their goals and sustaining 
them. We can also meet the client where 
they are and make subtle changes to diet 
over time, eventually having them closer to 
a Mediterranean style diet than maybe they 
were previously willing to try.

If you’ve agreed to take on a client with 
PCOS, knowing just these basics should 
help you to create the perfect program 
for her. Understand that taking on a client 
with PCOS means you’ve agreed to go 
on this journey with them, and it can be 
a very turbulent one at times. The side 
effects from PCOS can lead to frustration 
and demotivation that the trainer must 
understand and be willing to consider 
when helping these clients reach their 
health and fitness goals. 

SEEING IT IN ACTION - CASE STUDY ONE
It is important to note here that I’m 
marrying my work with a personal trainer 
I worked with in the past, as well as other 
clients I’ve worked with to give a better 
in-depth account of considerations when 
working with those diagnosed with PCOS.

I worked with a trainer online a while 
back who had a client with PCOS sign up 
and he was a looking for a little feedback 

on how to best work with this client 
and help her to meet her goals. She was 
wanting to lose weight, “tone-up”, and not 
gain too much muscle in her arms. Being 
aware of the increased testosterone in her 
blood-stream, she had an increased ability 
to gain muscle a bit faster than women 
without PCOS and this was a concern for 
the trainer.

The first thing we set out to do was to 
make sure that they client understood that, 
while you may be able to gain muscle faster 
than other women, it does not mean that 
you are going to wake up tomorrow looking 
like Mr./Ms. Olympia after one session of 
training arms. We needed to assure her 
that we could  monitor progress and gains 
throughout training and make sure that 
her measurements were on par with where 
she believed they should be. If she felt like 
arms were getting bigger than she wanted, 
we’d simply change up her routine a bit and 
focus more on other parts of the body.

Over time, it became clear that this 
client wanted to maintain an average build 
for upper body while losing some of the 
belly fat that had accumulated around 
midsection, while also building up more 
“toned” legs and bigger glutes. Knowing 
that she was prone to put on muscle a bit 
quicker and didn’t want it all going to her 
arms, we found that programming with 
lower body dominance and slight upper 
body workouts while lower body rested led 
to the most optimal results.

Building more muscle and moving more 
each day would leave the aforementioned 
client in a state where she is most likely to 
burn more calories, increase muscle mass, 
and negate some of the negative 
side-effects of PCOS. Making sure to 
combine what the client is looking for with 
what you know about PCOS can leave both 
you and the client feeling much better 
about the process overall.

‘‘IF YOU’VE AGREED TO TAKE ON A CLIENT WITH 
PCOS, KNOWING JUST THESE BASICS SHOULD 
HELP YOU TO CREATE THE PERFECT PROGRAM 
FOR HER. UNDERSTAND THAT TAKING ON A 
CLIENT WITH PCOS MEANS YOU’VE AGREED TO 
GO ON THIS JOURNEY WITH THEM’’
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SEEING IT IN ACTION - CASE STUDY TWO
This Case is also a bit of a myriad of clients I’ve worked with and 
some case studies I’ve come across along the way. It is important 
to note here that we want to use these case studies as a way of 
considering your next steps when working with a client in each 
chapter. Hopefully, you will come up with even better suggestions 
than what I’ve provided here. 

This client came in wanting to work-out and lose weight in 
order to hopefully gain more control of her life. The combination 
of Type 2 Diabetes and increased testosterone had left this client 
battling growth of facial hair, increased appetite, growth around 
midsection, depression like episodes, and multiple failed attempts 
at becoming pregnant. As you can see, life was not psychologically 
or physically going as she had hoped.

One of the first things that should be made sure of in a case like 
this is that a doctor has given permission to workout, as well as 
checking the parameters that he/she has set for each individual. 
Knowing that workouts we provide for the client could lead to 
changes in blood glucose levels, it is important to make sure 
the client comes prepared with the appropriate medicines and 
snacks (as well as we should be prepared with snacks as well if 
blood sugar drops dramatically during training). The next step 
with this client is to make sure that we recognize the importance 
for suggesting meals that are higher in protein, as well as more 
satiating fats and carbs. Knowing this client is more likely to binge 
after a workout means that we need to be ready with suggestions 
for post-workout snacks that not only could help to stabilize blood 
glucose levels, but also snacks that will keep the client full longer in 
order to avoid binging. Making sure this step is covered can lead to 
more adherence to diet and less likelihood of binging.

The overall goal with this client should be to introduce her 
to a diet that is most sustainable for continued weight loss and 
maintenance over time, mixed with encouraging more movement

and lifting weights each week. Getting the most out of
a week might look something like 3 days of training and 2 or 3 days 
of 30 to 45 minutes of cardio each week. 

Overall, we want to make sure that the client is working out 
in  a safe environment that facilitates her goals and symptoms 
that might be experienced along the way. Making sure not to 
stare at facial hair ( I know this should be a given, but still worth 
mentioning), treating the client with respect, and meeting her 
where she currently is to provide her the safest route possible to 
reaching her goals is optimal here.

KEY POINTS
1. PCOS is still not completely understood (at time of writing this 
book, at least) and it is important to avoid over reaching or making 
suggestions against what client’s medical care provider 
has suggested.
2. Weight-loss, exercise, and maintaining lower body weight will 
often lead to a myriad of beneficial changes in those suffering with 
PCOS, but this does not mean that smaller or “skinnier” women will 
not still suffer from side-effects of PCOS. 
3. Many doctors will suggest a Mediterranean Diet, due to things like 
AGE’s, Insulin resistance, and other factors along those lines, so it is 
important to avoid telling clients what they eat doesn’t matter. 
4. Rapid weight-loss and weight-gain may be experienced at any 
time because of changes at endocrine level, so tracking is VERY 
IMPORTANT.
5. Women with PCOS may have more Testosterone present which can 
lead to her building more muscle and building it quicker than women 
with normal testosterone levels.
6. These women may experience very painful and sporadic periods, 
as well as experiencing longer than normal periods, which is 
important to remember when dealing with the emotional and 
motivational side of a client’s experience.
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As a personal trainer working with females, 
there is a pretty good chance you will work 
with a client who is pregnant or recently 
gave birth. Understanding how your 
client’s body can, and will, change during 
pregnancy and how to train her in the 
safest way possible is an absolute must. 
Equally important for your client, and often 
not given much thought after 6 week check-
up, is knowing what happens and how 
the body heals after pregnancy in order to 
program appropriately.

Before jumping further in, it must be 
noted that an understanding of basic 
training principles for pre and post 
natal clients does not in any way make a 
trainer qualified to give medical advice 
or guidance. If your client’s doctor has 

instructed your client in a way that differs 
from the following suggestions, keep in 
mind that they might have information 
about your client that you do not and have 
made their call based on multiple variables 
that we might not be aware of. 

The goal should always be one that 
includes working as a team with other 
health care providers for your client, not 
against. The best way to do this is by 
remembering to only advise on those 
things that are part of our expertise and 
to allow others to do the same. Working 
within the guidelines set for your client by 
her doctor is the most basic place to start 
when putting together her program. Then 
you plug in the rest in light of the variables 
mentioned below.

In mentioning taking a team approach, 
it is important to note here that Lisa 
Gimenez-Codd was a huge help in making 
sure I covered the basics in this section, 

without going too far into some of the 
more advanced considerations of pre/post 
natal training. Knowing my boundaries, I 
looked to her and information from Jessie 
Mundell’s work to make sure this was a 
good starting point and a good refresher 
for most.

PRE/POST NATAL

‘‘WE SHOULD ESSENTIALLY 
BE PREPARING THE CLIENT 
FOR A SMOOTH BIRTHING 
EXPERIENCE, AS WELL AS 
SETTING HER UP WITH 
THE BEST PLAN FOR HER 
RECOVERY AFTER BIRTH.’’
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PRENATAL TRAINING
The best place to start when beginning 
to write a program for a new client who 
is pregnant is to know what trimester 
she is in and what is going on during that 
trimester that could change or influence 
how your client trains. Understanding each 
trimester and side-effects associated,while 
understanding which ones your client 
is experiencing, will give you the most 
information about how to program 
appropriately. 

As Lisa pointed out, this is not really 
a great time for having huge weight loss 
goals (there are exceptions to this, as 
there are with every “rule”, but this should 
only be done when advised by doctor due 
to other health risks and concerns), nor 
should the client be looking to improve 
upon strength or excessive stamina goals. 
We should essentially be preparing the 
client for a smooth birthing experience, as 
well as setting her up with the best plan for 
her recovery after birth.

The combination of gaining weight, and 
much of this weight being in the breasts 
and belly, can lead to constant discomfort 
and pain in the upper and lower back. 
Weakness in the aforementioned muscles, 
a hormone called relaxin that leads to more 
elasticity in ligaments, and the possibility 
of diastasis recti can all play a role in 
back pain. Talking through these things 
with the client can help you highlight the 
importance of her goals being reached with 
an important emphasis on strengthening 
and maintaining strength in the back, 
hips, glutes, and hamstrings (pretty much, 
the posterior chain gets the attention it 
deserves), as well as focussing on safe 
techniques for strengthening core with or 
without diastasis recti. 

I’ll highlight the common side-effects 
that might be experienced during each 
trimester and training/programming 
considerations for each. Just remember, 
this book is meant to cover the basics, so 
advanced training and lifting techniques 
should be reserved to those with a solid 
background in working with pregnant 
women. Therefore, the following is written 
with the goal of helping you to take the 

absolute safest approach to helping 
women with a normal, healthy pregnancy 
and will not discuss special cases, with the 
exception of a brief overview of diastasis 
recti as this can occur (seemingly) out 
of nowhere when working with  
pregnant women.

1ST TRIMESTER
The first trimester of pregnancy refers to 
the first 13 weeks of pregnancy, with many 
doctors starting the pregnancy calendar 
on the day of last menstrual period. The 
first 6 weeks of pregnancy are not typically 
accompanied by many side-effects beyond 
potentially urinating a bit more frequently 
around week 6. 

Weeks 7 through 13 may be 
accompanied by a few more of the 
common side-effects associated with 
pregnancy, mainly sore breasts, morning 
sickness (which doesn’t only occur in 
the morning), and increased feelings of 
exhaustion. All of these could begin to 
influence client sessions and types of 
workouts they can or will want to do. It’s 
important to point out here that many 
women will not actually tell anyone about 
their pregnancy until around weeks 12 or 
so and this might mean you aren’t even 
aware of anything until they enter the 
second trimester.

In regards to the issue of sore breasts, 
this is one of those things that your client 
may or may not actually tell you about, 
if they’ve even let you know they are 
pregnant at this point. If you have been told 
by your client that they are pregnant and 
you begin to notice pain or discomfort in 
their face doing certain lifts, then this is one 
of those no-brainers where you consider 
changing things up a bit. If they do come 
right out and tell you, then you know what 
to do. 

The nausea that comes from pregnancy 
will range from very minimal (if any) to 
some women actually needing anti-nausea 
medication so they are able to actually 
eat and hold down their food. While it’s 
quite impossible to plan for when and 
what might cause your client nausea at all 
times, there are ways to plan ahead and 

make her feel more comfortable in times 
when this does happen. How you and the 
client handle training at this point will 
depend 100% on how the client feels about 
proceeding and is why we should always 
be prepared with lighter workouts or even 
for just being ready to offer a snack or drink 
that might help with calming her stomach. 
While nausea tends to go away for most 
women by the second trimester (not 
always), being far more tired than normal 
is one that tends to stick around for the 
entire pregnancy. As with any other side-
effects, this is one that will be experienced 
differently from person to person and our 
training methods should take this 
into consideration. 
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2ND TRIMESTER
The 2nd Trimester includes weeks 14 
through 27 and is accompanied by more 
changes to the client’s body that could 
impact how she trains. Some women may 
still struggle with nausea into the 2nd 
trimester and exhaustion really doesn’t go 
away, as the body is working really hard 
right now to facilitate the growth of the 
baby, and this doesn’t typically go away.

Some new side-effects making their 
debut in the second trimester include back 
pain, leg cramps, swollen feet, and even 
hemorrhoids. It is also around the middle 
of the 2nd trimester that diastasis recti 
becomes more and more of a possibility, 
but I will cover this topic in more detail in 
it’s own section later.

More frequent cramping, back pain, and 
swollen feet can quickly turn a perfectly 
programmed leg day into a completely 
new workout very fast. While the training 
session may help alleviate some of this, it’s 
still important to keep these in mind when 

planning workouts and having possible 
alternatives in mind in case a change needs 
to be made mid-session. 

As long as your client can perform the 
exercise with proper form and control 
and you are not trying for really heavy lifts 
(I wouldn’t recommend working in rep 
ranges any lower than 6), most exercises 
are still fine to continue doing. Keep in 
mind that the safety of mom and baby have 
to come first, so please use common sense 
and mindful programing when picking the 
lifts. If you find yourself wondering if a lift 
could be dangerous or not, it’s probably 
best to just find a different one to work the 
same muscles.

A NOTE FROM LISA GIMENEZ-CODD
May be worth highlighting here that we still 
want to train our pregnant clients’ core but 
to mindful of fact that
1. Diaphragm will have reduced ROM as 
baby grows (so Mum will also get breathless 
more easily)

2. Integrate pelvic floor considerations 
into movements
3. Think about how you will work the 
abdominals - planks, crunches, sit ups, 
burpees, mountain climbers etc are a 
poor choice for this population. Think of 
alternatives such as straight arm pull-downs 
(with appropriate resistance), Pallof presses 
or Incline/wall press ups.

3RD TRIMESTER
This is the final stretch and goes from week 
28 to birth (which can go up to week 42). 
It is during this time that all of the side-
effects experienced in the 2nd trimester 
may not only still be around, there is 
a good chance they’ve become a little 
more bothersome. 

The typical side-effects to be aware 
of at this time are pain around abdomen 
(may be due to diastasis recti), worsening 
back pain (partially due to relaxin, which 
I’ll cover more below), sciatica, and 
clumsiness. 
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As was discussed above, the goal is to create a program based 
on doctor recommendations and one that prioritizes safety and 
comfortability for the client and baby. For those who are cleared to 
do so and experiencing no other complications, it is fine for women 
to continue lifting weights up until the day the give birth, but 
volume and intensity should be dropped a considerable degree. I 
have to admit, I’m not a big fan of heavy weight lifting at all during 
pregnancy, but if you or your client are insisting on doing so, please 
at least scale back a considerable degree here.

Clumsiness (due to a few extreme hormonal shifts) during the 
3rd trimester is a newer symptom to look for and one that should 
not be ignored in order to keep your client as safe as possible. 
Make sure to pay very close attention to your client throughout 
every lift and every rep performed (something we should be 
doing anyways) and watch for clues to whether or not she may be 
getting off balance or the lift is becoming too difficult to stay stable 
through. This is also another good reason to keep the weight lower 
and intensity down.

While it may seem obvious, it is still worth mentioning to make 
sure you are keeping the client not only keeping the client more 
safe through each individual exercise, it is also important to make 
sure the entire workout stays safe, more so in regards to how 
intense it is and how much we are exhausting the client. Special 
attention should be paid to sweat, coloring, and and how the client 
in feeling in order to avoid working the client too hard, thus leading 
to overheating. Remember, we aren’t going for PR’s and intense 
workouts here, we are maintaining and preparing for healing 
after pregnancy.

A NOTE FROM LISA
It is worth mentioning that we not only need to consider the point 
of the exercises we prescribe but how easy it will be for our client 
to move in and out of those positions as her pregnancy progresses. 
Whilst we don’t need to totally exclude supine exercises for all 
pregnant clients, we don’t want them in that position for long 
periods of time and need to think of what we’ll do either side of 
those movements to minimise difficulty for the client moving 
between exercises.

DIASTASIS RECTI
Diastasis recti is a very common condition in pregnant women (but 
can occur in non-pregnant women and men) that occurs typically 
due to the extreme rate at which the body grows. This condition 
is a result of the linea alba (the connective tissue that runs down 
the middle of stomach and connects the left and right sides of 
the abdominal muscles) stretching, which leaves the abdominal 
muscles unable to function fully and properly. This weakness 
can lead to quite a bit of back pain, as the core is not properly 
supported in front and back, as well as overcompensation from 
surrounding muscles.

If you think your client may have DR, it’s best to have them get 
this confirmed by their doctor or pre/post natal physio. While there 
are online tutorials on assessing this yourself or allowing the client 

to do so, I’d still suggest letting the experts make the actual call. 
That said, it’s still important that you have an understanding of 
how to do so in order to catch it, as there is a strong chance you 
might notice it at a time when your client is in-between scheduled 
baby check-ups. While it’s best to let the doctor make the official 
diagnosis, spotting DR early can help you make the appropriate 
changes to your clients training immediately.

x

Working with clients who have DR means that we must be aware 
of the possible harm we could do if we ignore DR and continue 
to program and train like we would any other client. Hernias, 
exasperating or creating back pain, and prolonging the “DR pooch” 
(where belly pokes out due to abdominal muscles not being able to 
hold it in) are a few of the potential harms trainers could inflict on 
clients if specific training protocols are not put into place. There is 
also a very high correlation between DRA and pelvic floor issues, 
which is an area that a trainer will find that they are out of their 
area in trying to do too much with, without the appropriate team of 
doctors and pre/post natal specialists.

With the above in mind, this is very much part of why I believe 
trainers working with pregnant women who have DR should 
have further qualifications or, be required to prove a working 
knowledge of the dangers and appropriate training methods of 
DR at the least. Since we are only covering the basics here, I’d 
strongly suggest using this as more of a starter course or refresher 
on DR. Luckily, we have more resources on the Lift The Bar website 
covering training clients with DR, as well as there being quite a few 
resources online. 

If you are able to work with a woman before pregnancy or early 
on in pregnancy, it is easy to see why the potential for DR should 
have much of our focus on making sure we focus our programing 
on allowing the client to strengthen her core (anterior and 
posterior) and hips. While DR will leave the abdominal muscles in a 
weakened state, having a stronger core before having DR can lead 
to a quicker recovery once the client can enter into the recovery 
process. Extra strength in the hips and back will allow the client to 
utilize these muscles a little more as needed and cut down on the 
degree of back pain experienced. 

As soon as you know (or even suspect) your client has diastasis 
recti, it is most important for you to make sure you are prepared 
with lifts that will not further exacerbate the problem. The best 
way to avoid doing so is to follow the simple rule of no front loading 
whatsoever. This means anything that could put unnecessary 
amount of pressure on the abdominal wall should be avoided, 
which includes pretty much all heavy lifting with free weights. 
Things like planks, push-ups, sit ups, crunches, front loaded lifts, 
and anything with client on hands and knees should be avoided.

CLICK HERE FOR A GREAT VIDEO 
TUTORIAL ON HOW TO CHECK FOR DR
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NOTES FROM LISA GIMENEZ-CODD:
Arguably these (planks, push-ups, sit-ups, 
crunches, front loaded lifts, and anything 
with the client on hands and knees) should 
be excluded, or at least adapted for ALL 
pregnant clients to avoid the incidence 
of DRA and unnecessary pressure on the 
pelvic floor.

The goal at this point shifts to keeping 
the client moving and doing lighter lifts that 
will still allow her to stick to her training, 
but in a way that focusses on maintaining 
a solid posture through everyday 
movements (think rolling to the side to get 
up instead of crunching and keeping ribs 
over hips instead of arching backwards 
when standing). We are now focussed on 
helping our clients to remain active in a 
safe way and avoiding anything that might 
make the separation from DR any worse. 

Again, I cannot stress enough why it 
is so important to go beyond the basics 
provided in this book and look for more 
detailed explanations and examples 
of lifts and routines for clients with DR. 
This section on DR should point out just 
how much of a negative consequence 
uninformed programing could have on 
clients while pregnant, as well as how long 
they will need for recovery.

POSTNATAL TRAINING
As I prepared to write this portion, I looked 
to Lisa for a bit more guidance, as I have 
to admit that this is not my strongest area 
of “expertise” (I hate using that word for 
myself!), and especially not a topic I’ve 
done much teaching on. I say this to point 
out that this entire section is based on the 
help and guidance of Lisa and I seek to take 
no credit, as she did all the heavy lifting… 
or thinking. 

It is not uncommon to work with a client 
through her pregnancy and then have her 
return to work with us after birth. Because 
of this, it is easy to program and train her 
with the mindset of picking up where you 
left off. DO NOT DO THIS!

After giving birth, whether C-section or 
“natural”, a woman’s body has undergone 
quite a few sudden and even dramatic 
changes. Being aware of these changes and 
how these ABSOLUTELY should affect the 

way you program and train with her will 
lead to a healthier and quicker recovery 
time. This is, as mentioned, a time of 
recovery and should not be seen as a time 
to expedite weight loss or strength goals. 
Remember, it took the body a very long 
time to prepare for birth, so don’t try and 
“fix” this in a few quick weeks or even 
months. Think along the timeline of about 
a year, more or less depending on the client 
and how her body responds.

One of the first places to start with 
a client who has been cleared to work 
with you, is in helping her work on proper 
breathing and lifting techniques. There 
is quite a bit on this in the members 
site, so I will not go into great detail on 
breathing, but simply point out that it is 
very important. Your client has probably 
learned to breathe a bit differently due 
to the diaphragm being squished during 
pregnancy. Helping her to learn how to 
breathe properly through lifts, and in 
general, is a great place to start.

Along those lines, it is also important to 
teach or remind the client of proper lifting 
form, especially knowing she is likely to 
be front loaded with baby in arms while 
doing other normal tasks throughout the 
day. Teaching the client how to brace and 
keep proper posture through lifting from 
the ground or while simply picking things 
up, bending, and simply just moving, 
while holding a weight in hand(s) is very 
important in helping her to stay injury 
free, heal quicker, and avoid some of the 
common pains experienced after 
giving birth.

Another thing to be aware of, as 
mentioned in the section on training 
around DR, is that the client should be 
encouraged to stand by rolling to the side 
and then getting up, not by “crunching” in 
order to stand up. The more we can keep 
from creating intra-abdominal pressure 
here, the better. For more on this, make 
sure to read through the section on 
diastasis recti, and/or search the LTB site 
for in-depth videos from experts like 
Jessie Mundell. 

As a personal trainer, our main goal 
should be to help our clients while also 
making sure we “do no harm”. 

If you are just starting out or even if you 
have been training clients for decades at 
this point, “Do No Harm” should be at the 
front of your mind with all of your clients, 
but I’d go further in saying it’s harder to 
understand how we might do harm if we 
don’t understand what our client’s bodies 
are going through pre/post partum. Please 
remember this before agreeing to work 
with a client that may be beyond your 
current scope of knowledge. Even better, 
if you plan to work with pre/post natal 
clients, go ahead and sign up for a CEU or 
some course that will take you through 
the more advanced considerations and 
techniques for working with these women.

KEYPOINTS
1. Do not train pregnant or post-natal 
women without more advanced training/
education first being completed
2. The First Trimester refers to first 13 weeks 
of pregnancy and many women will not 
typically tell others until the very end of
 First Trimester.
3. The Second Trimester refers to weeks 14 
through 27 of pregnancy and is when one 
will typically begin “showing” more, as well 
as experiencing more of the discomfort and 
fatigue associated with pregnancy. 
4. The Third Trimester refers to weeks 28 to 
birth and may arguably be the time where 
the most care and caution should be given in 
pregnancy and working out. 
5. Keep in mind that we want to avoid 
working our pre/post natal clients out so 
hard that they are left with little to no energy 
for the other things they have going on 
throughout the day. 
6. Diastasis Recti is the separation of the left 
and right sides of the abdominal muscles, 
due to the stretching of the Linea Alba and 
is now believed to be experienced, at least 
to some degree, by all women carrying to 
birth. Poor training and programming can 
lead to worsening this problem, no matter 
how many “fit moms” post otherwise on 
Facebook or Instagram. 
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Perimenopause refers to the time when 
a woman begins losing her egg supply 
and can begin experiencing changes 
in her cycle. On average, women begin 
perimenopause some time between the 
ages of 40-45 (can be much sooner or later) 
and it will last on average for 4 years.  While 
some women go through perimenopause 
with very little negative side effects, others 
can really have a tough time.

The lack of egg supply can lead to 
changes in menstrual cycle and hormones 
that can change everything from how one 
sleeps to how one eats. The list of side 
effects associated with perimenopause is 
pretty big and would take quite some time 
to cover, so we will cover the common ones 
here and consider methods for helping our 
clients still meet their health and fitness 
goals during this change.

A few of the most important symptoms 

to keep in mind for programing around 
perimenopause are irregular cycles, 
changes in mood or personality,  
hot flashes and night sweats, more rapid 
loss of bone mineral density, and potential 
sensorimotor skill decline. Below, I’ll cover 
a few suggestions for basic training and 
programing techniques to consider when 
dealing with each or all of the above.

The first symptom that many women, 
especially those not on birth control, will 
notice when entering perimenopause 
is a change in their regular cycle. Many 
women will go on birth control or HRT 
at this point, if they are not already, in 
order to keep cycles more predictable and 
control other symptoms associated with 
perimenopause. For more information and 
ideas on how to program around irregular 
cycles refer back to chapter 1.

The next symptoms that can have an 
affect on training are gradual or sudden 
changes in mood and sometimes even 
personality changes due to multiple 
variables from changes in the endocrine 
system around this time. These changes 
can honestly leave a woman dealing with 

much more stress and lack of motivation. 
Combine that with family members who 
sometimes just don’t understand and the 
rest of the stress life throws at us and it’s 
easy to see how a client might want to give 
up on health and fitness goals, no matter 
how motivated or driven they were before. 

Unfortunately, we cannot exactly offer 
much in the way of a magical workout 
program that will make all of the stress 
and changes go away. BUT, and stick with 
me here, we ABSOLUTELY CAN HELP by 
understanding what’s going on, listening 
and providing a place to vent, and offering 
optional “Gripe Sessions” when the 
workout planned is just not one they are 
willing to do that day. 

Sometimes, a slow walk through warm 
ups while talking will leave the client ready 
to actually do more than they thought. 
Other times the client really may just want 
to take a few swings at the bag or hand 
pads while talking about what’s going on. 
The important thing is making sure they 
leave feeling better than when they came in 
and that they leave with some type of win, 
no matter what it is.

PERIMENOPAUSE 
AND MENOPAUSE
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HOT FLASHES AND NIGHT SWEATS
Another set of symptoms that many women will experience as they 
go through perimenopause are hot flashes and/or night sweats. 
Hot flashes can occur randomly and last around 4 minutes at a 
time. These sudden attacks can range in severity, leaving a woman 
feeling a little warmer than normal to her feeling like she is on fire. 
This can happen regardless of the current temperature in the room 
and there is little to do in ways of controlling when they will or will 
not happen.

I remember working with a client once who began to experience 
a hot flash in the middle of our workout and I was trying to push 
her to keep going, not realizing what was going on. She calmly 
mentioned she may need to take a break because it was hot and 
I replied, “of course it’s hot in here, it’s the middle of the Summer 
and you are working your ass off. So, let’s finish this set and then 
you can take a longer break.”

She dropped the weights to the floor and looked me dead in 
the eyes and said, “I feel like I am burning from the inside out and 
I will be taking my DAMN BREAK RIGHT NOW!” Keep in mind that 
this also happens to be one of the nicest ladies I’ve ever met so 
saying I was a bit surprised is truly an understatement. I missed the 
fact that she was having a hot flash and was trying to push her to 
keep going and she quickly let me know that just was not going to 
happen. I made sure to be a little bit more aware of what she was 
actually feeling every time after this. 

Now, it might seem like one of those things that anyone could 
miss and you might think there was no way I could have known 
why she wanted to stop. While this may be true, it still might have 
helped had I actually considered that a possibility rather than 
thinking she was just tired and trying to find a reason to quit early. 

If you know that your client is perimenopausal and/or they have 
told you they struggle with hot flashes, then it would be a good 
idea to pay closer attention when they begin to look flushed in the 
face and obviously a bit uncomfortable.

So, the best thing we can do as trainers is to be attentive and 
aware of the possibility of a hot flash happening during training. 
When your client has one, the best thing to do is offer water, a 
cooler place to hangout until it passes (if possible), and absolutely 
remember not to try and push her to keep working out through it 
unless she tells you she wants to keep going. 

Some women will experience something similar to hot flashes 
at night and these are referred to as night sweats. Night sweats 
are also random for the most part and can not only keep a woman 
from sleeping well, they can keep her up all night. Just like hot 
flashes, these can range in severity and duration.

The reason a trainer should be aware of night sweats is due to 
the potential issue of recovery that this might negatively impact. 
If you have worked with a client for years, it can be a bit strange 
when they begin complaining about prolonged soreness and 
exhaustion throughout the day when no significant changes 
have been made to their routine. Understanding that they are 
experiencing night sweats and getting less quality sleep at 
night allows for you to make the appropriate changes to their 
workouts in order to allow for more time to recover. Also, it helps 
in understanding that the client may be doing everything right, but 
still might not be 100% when they turn up to lift with you because 
their hormones sabotaged them the night before.

Regardless of sex or age of the client, tracking sleep is 
something that will tell you a lot when it comes to why your clients 
recover differently and even train differently from day to day.
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SENSORIMOTOR CONTROL
While I could spend quite a few pages 
talking about the how and why of losses to 
sensorimotor control as we age, and why 
it appears to be more rapid in women, I’ll 
just keep it simple and say it happens and 
we can actually slow and/or improve this 
process through specific training with this 
in mind. Sensorimotor control is, simply 
put, how our body balances and reacts 
to outside stimuli to keep us balanced. 
Incorporating this into your client’s training 
program can make them less likely to fall 
for seemingly no reason at all.

This type of training can be easily 
incorporated into every workout by making 
it part of the warmups you do with your 
clients. Anything that challenges the bodies 
ability to balance and stay upright or sturdy 
through a movement can be considered 
a type of sensorimotor control challenge. 
Single leg joint movements like alternating 
DB presses or lunges are great examples 
of basic sensorimotor control exercises we 
see in the gym all the time. The degree of 
difficulty can be increased by what you add 
in while a client is performing these.

Single leg squats might be difficult by 
themselves when your client first starts 
with you, but an easy way to make these 
harder is to have the client hold light 
dumbbells out to sides while doing them.

Another option is to have a client perform 
these balance intense exercises with 
eyes closed. Ultimately, the goal is to 
program in lifts and movements that will 
safely improve balance and coordination 
while allowing room for progression if 
possible. That said, please don’t program 
in something silly like having an already 
unbalanced individual try back squatting 
on a bosu ball or anything of the like!

SEEING IT IN ACTION - CASE STUDY ONE
One of my clients just turned 50 this year 
and is going through perimenopause and 
has been put on a type of HRT where they 
implant what she refers to as, “hormone 
butt seeds” into her glutes. Whether she 
is just lucky, or it’s due to the HRT, she 
doesn’t really have any of the major  
side-effects, outside of the occasional hot 
flash every so often. She is actually the 
client I talked about above who called me 
out for not recognizing she was having one.

This client lives a very busy life and can 
usually only see me once per week, if she is 
even able to make it then. Because of this, 
she is more of a hybrid client where most 
of her training is done online and following 
workouts I’ve written for her through 
Google Sheets. While she does not really 
struggle with sleep, we still have to be 
careful and mindful of her schedule, as she 

can sometimes go into work around 7am
and not return home until around 7 or 8pm. 
What we have done is to come up with a 
system where she does not have a specific 
workout for a specific day, but has a few 
options that she can change up based on 
goals and what we have been doing for 
over a year now. This also means that she 
has the ability to reschedule or change 
things up on the days when she has to go in 
for the hormone implants, without feeling 
like she has to miss a session.

Our main goals right now are for her 
to get better at single leg exercises and 
alternating upper limb movements in order 
to help with balance, staying strong, and 
keeping stamina up for running. With all of 
these in mind, we typically stick to a 
full-body workout that she is to do a 
minimum of twice per week, along 
with getting in a minimum of  2 “cardio 
sessions” each week as well. We then have 
alternate workouts that she can choose 
from for days where life is busy, or if she 
just ends up finding time to squeeze in an 
extra run or lift that week. As you can see, 
we don’t really do things much different 
than what one might with any other client. 
That’s the point here; to point out that 
changes only need to be made around 
the individual variables for each client, 
whether they are female specific or not.



LIFT THE BAR
FEMALE TRAINING ESSENTIALS

PG 20

CHAPTER FOUR
PERMIENOPAUSE AND MENOPAUSE#4

SEEING IT IN ACTION - CASE STUDY TWO
A demanding job that is unpredictable 
at times, but she has set certain times in 
her schedule for working out that are not 
allowed to be messed with unless it’s an 
emergency. She loves being active and 
will push herself hard at times, ignoring 
exhaustion and pushing too hard to 
overcome her at times, derailing her hard 
work. Her shifting hormones have left her 
with difficulty sleeping at night, sudden 
mood and motivation changes, and small 
but noticeable changes in balance.

One of the most important things 
we’ve had to work on is knowing how 
to listen to the body and understanding 
the importance of sleep and recovery. 
To maintain her goals to stay active and 
continue competing in running events, as 
well as a potential triathlon, we’ve had to 
“compromise” in a few areas. 

Knowing that she is very likely to over 
train, if allowed, we first had to set an 
understanding that she was not to go 
above and beyond what I had programmed 
for that day. This was to make sure she was 
getting in enough rest, but also to make 
sure that she avoided the cycle of training 
too hard for a short term goal that led her 
to another burnout period. 

We had to combine this with knowing 
that small changes might need to be made 

by backing off a little during times where 
her stress was high and she was struggling 
more to sleep at night.

Another thing we focussed on was doing 
more single joint movements in order 
to help with balance, as well as adding a 
Yoga class after her lifting days. The yoga 
allows her to calm down, feel like she is 
still working out, and it helps her balance. 
Yoga has been awesome for getting her to 
adhere to a more recovery based approach 
to her training in order to avoid burnout 
and/or injury. We have also used it as a way 
to skip a lifting session or swap from time 
to time if really struggling to make it to a 
workout due to lack of motivation. 

We have been on this routine for about 
6 weeks now and she has responded 
amazingly and is quite shocked at how 
much better she feels overall. Sleep 
quality still suffers from time to time and 
motivation and mood changes are still a 
factor, but her balance has also improved 
as well. Programming with her specific 
variables in mind has led to a more 
enjoyable training experience this time 
around and left her feeling less stressed 
and reaching goals quicker.

MENOPAUSE
Menopause is when a woman reaches 
the point in life where she no longer 
has a period. A woman is considered 
menopausal if she has not had a period 
for 12 or more months. For the most part, 
it is at this time that the monthly periods 
and all of the changes experienced during 
perimenopause are behind a woman. This 
does not mean that all of the symptoms 
from perimenopause are gone, especially 
if not on HRT, but it typically means more 
stability over time, for some.

Much of what I advise to be aware 
of when working with clients who are 
menopausal is the same as women who 
are going through perimenopause. The 
important things to consider during this 
time are, safety of workouts depending 
on BMD and fitness levels, symptoms like 
hot flashes and night sweats can still occur 
after one is menopausal, and that strength 
and balance training will help immensely in 
protecting from injury due to falls. 

Another problem that many trainers will 
run into when working with women who 
are perimenopausal, and typically more so 
with menopausal women, is that fat tends 
to now prefer to accumulate and store more 
in the midsection than it had before. This 
is due to the shift in type of oestrogen that 
was mentioned before and, again, outside 
of hormone replacement therapies, there is 
not really much that we can do about this. 
Knowing that this and a possible lower BMR 
allows for us to discuss with our clients a 
more realistic plan of action when it comes to 
getting rid of and keeping off what some will 
call “stubborn belly fat.”

Keep in mind that women who are 
perimenopausal and especially those not 
on HRT are also at an increased risk for 
heart disease. Making sure to consider 
programming in exercises that are 
safe and promote strengthening of the 
cardiovascular system is very important and 
something some overlook when working 
with menopausal women. Encourage your 
clients to make sure they are moving more 
throughout the day and getting in 3 or 4 good 
walks or runs each week will go a long way in 
protecting their hearts.

The client’s goals should always be 
our goals for the client once they’ve been 
established, but I try and make sure that 
I find ways to program in all of the above 
suggestions like weight bearing exercises, 
heart strengthening exercises, and balance 
improving exercises that will help them reach 
their immediate goals while protecting and 
strengthening them in spite of everything 
else going on. 

‘‘THE IMPORTANT 
THINGS TO CONSIDER 
DURING THIS TIME ARE, 
SAFETY OF WORKOUTS 
DEPENDING ON BMD 
AND FITNESS LEVELS’’
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SEEING IT IN ACTION 
I’ve had a client start with me recently who 
is menopausal and suffers from hip and 
back pain that she sees a physical therapist 
for, as well as being diagnosed with 
osteopenia. She has been cleared to work 
with me, as long as she continues to do her 
physical therapy exercises as well as what 
we are working on for her goals. Her main 
goals are weight-loss, gains in strength and 
comfort, and being able to comfortably 
walk longer distances.

With no background in lifting weights 
before working with me, and considering 
things like balance and osteopenia 
combined with weakness and soreness 
in hips, we started off with a VERY light 
routine. The first thing I made sure of was 
to include the exercises from her Physical 
Therapist as part of our program design. 
Knowing what exercises they had her doing 
already kept me from potentially over 
training or ignoring potential exhaustion of 
smaller muscles when performing balance 
based exercises. 

The exercises we started off with, as 
well as continued to do for 8 weeks, were 
very basic and included long rest periods 
at first, that got slightly shorter as she 
progressed in stamina. We also had to 
avoid things like lunges and any other 
single leg lifts that were not supported 
by a machine, due to issues with pain in 
knees and hips. This made programming 
for balance a little more difficult, but we 
managed by throwing in things like walking 
toe-raises.

We did have squats programmed in, 
and eventually worked up to light goblet 
squats during this initial period, but they 
were always to be done to a chair with a 
back to it or wall behind to decrease risks 
of falls. Lack of strength, learning form, and 
balance issues are all reasons why chair 
squats were best for this client. That said, 
she improved her form and strength, along 
with balance, white drastically over the 
initial 8 weeks.

One of her favorite core exercises was 
actually dead bugs that we eventually built 
upon to include moving arms and feet 
opposite of the others side (i.e. left arm 
moves with right foot). 

This allowed her to safely train core in a 
position she found comfortable, as well as 
helping with coordination. There was also 
a small amount of use by the muscles of 
the hips that she could feel and enjoyed as 
well, saying they kept her from feeling so 
“tight” around that area as she played with 
her grandkids.

Initially, we programmed in walking 
as her “cardio”, but found that she was 
developing a small pain in hip so we started 
doing more biking in order to allow 
her to heal and as she found this to be more 
comfortable. 

Since walking further distances was still 
one of her goals, we monitored this closely 
and began introducing small walks that 
grew over time, alongside her biking. The 
combination of weight-loss, improvements 
in balance and strength, and healing from 
PT exercises led to more comfortably 
walking longer distances at a time.

While we absolutely had to be very 
careful, and still are, with training and 
types of exercises that maximize the 
benefit with smallest risk for injury, we 
have come along way so far. 

We will continue to progress at a level 
she is most comfortable with and avoid 
trying to do any exercises just for the sake 
of being able to do them.

KEY POINTS
1. Perimenopause is the time where a 
woman’s egg supply begins to run out and 
she is left experiencing changes in hormone 
levels and frequency of periods.
2. The basic symptoms of perimenopause 
that we have covered include changes in 
cycle, mood swings and changes, trouble 
sleeping and fatigue, increased rate in 
decline of Bone Mineral Density, decline 
in sensorimotor control, hot-flashes and 
night sweats.  
3. Symptoms listed above can lead to 
burning fewer calories throughout the day, 
as well as shifting fat storage to more around 
the midsection than many women were used 
to before onset of perimenopause.
4. While menopause does mark cessation 
of periods, it does not mean that there 
are no longer any symptoms like those 
experienced during perimenopause. In fact, 
it is not uncommon for women to carry the 
same symptoms from perimenopause into 
menopause, or to develop symptoms like hot 
flashes or trouble sleeping once menopause 
has been reached.
5. Know as much as you can about the 
symptoms your client might be experiencing, 
as there are quite a few and this can mean 
different experiences with menopause for 
every female client you ever work with. 
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CHAPTER THREE: PRE/POSTNATAL
In order to avoid confusion or sounding like I am quoting from direct studies, I will not provide links to studies and Journals in this chapter, other than the talks by Jessie 
Mundell that can be found in the LTB members site. Remember, this chapter is meant only to point out the need for a further understanding of pre/post natal clients and was 
simply a summary intended to point out how complex this topic can be. At the end of the day, view this as more of mine and Lisa’s take on the education we have received so 
far. She would be one of my go-to’s with questions on the subject, and her knowledge of it far exceeds my own.

Lisa Gimenez-Codd was a massive help in this part of the book. I want to point out that she and I both worked on this from the standpoint that we are sharing the basics and 
are not in any way recommending you apply what you’ve read in this chapter without doing quite a bit more study on the subject. In the members site, you will have access to 
videos by Jessie Mundell to get you more comfortable with the subject and I will provide a few other resources for those wanting to learn even more.
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