Suppl 1. Selected Evidence and Its Relationship to the Proposed Framework
	Source
	Design / population
	Principal finding
	Relevance and evidentiary limit

	STEP 1 [3]
	Randomized trial; 1,961 adults with overweight/obesity without diabetes; 68 weeks.
	Mean weight change was −14.9% with semaglutide 2.4 mg versus −2.4% with placebo.
	Direct evidence for drug efficacy in the studied population; not a comparison of specialty care models.

	SURMOUNT-1 [4]
	Randomized trial; adults with overweight/obesity without diabetes; 72 weeks.
	Dose-dependent weight loss; mean reduction was 20.9% with tirzepatide 15 mg versus 3.1% with placebo.
	Direct treatment evidence. Does not establish staffing needs or whether GI should initiate treatment.

	SELECT [5]
	Randomized cardiovascular outcomes trial; overweight/obesity and established cardiovascular disease, without diabetes.
	Semaglutide reduced major adverse cardiovascular events in this selected population.
	Supports attention to indication and cardiometabolic context; does not require a particular prescribing specialty.

	ESSENCE [6]
	Phase 3 randomized trial; biopsy-defined MASH with F2-F3 fibrosis.
	Semaglutide improved histologic MASH and fibrosis endpoints in the reported analysis.
	Direct noncirrhotic MASH evidence. Cannot be extrapolated to decompensated cirrhosis or used to validate the care-allocation algorithm.

	SYNERGY-NASH [7]
	Phase 2 randomized trial; MASH with F2-F3 fibrosis.
	Tirzepatide increased MASH resolution without worsening fibrosis at 52 weeks.
	Phase 2 disease-specific efficacy evidence; not proof of a transplant benefit or a regulatory indication for MASH.

	Current US product labeling [8,20]
	Regulatory prescribing information; formulation- and indication-specific.
	Defines approved populations, contraindications, dose schedules, precautions, and monitoring considerations.
	Direct regulatory basis for eligibility and safety checks. Does not prescribe the staffing or specialty model proposed by the authors.

	STEP 1 extension [10]
	Off-treatment follow-up of a trial subset after study medication and the trial lifestyle intervention were discontinued.
	Substantial weight regain occurred after semaglutide withdrawal, with cardiometabolic measures moving toward baseline.
	Supports maintenance and interruption planning. Selected extension population; not evidence that every patient must remain on one drug indefinitely.

	Im et al. [14]
	Cross-sectional US provider survey before resmetirom approval: 304 complete responses from 747 invitations; 260 respondents (86%) worked at a transplant center.
	96% believed weight-loss medication could benefit MASLD; 77% never/rarely prescribed it. Training, cost/coverage, and adverse effects were prominent barriers.
	Self-reported historical practice and potential nonresponse bias; transplant-center representation limits community-GI generalizability. No care-model comparison.

	Desai, Levine, and Anderson et al. [17-19]
	Observational IBD cohorts; different networks and clinical populations.
	Weight reduction without a consistent signal of increased measured IBD exacerbation outcomes.
	GI-specific observational evidence. Confounding and selection remain; incretin drugs are not established IBD treatments.

	Chiang et al.; He et al. [15,25]
	Meta-analyses of randomized trials: 55 trials/106,395 participants [15]; 76 trials/103,371 participants [25].
	Chiang et al. found increased cholelithiasis and probable reflux risk. He et al. found increased gallbladder/biliary risk, particularly in weight-loss trials.
	Different endpoints and trial sets; the findings are not independent estimates to combine. Rare-event uncertainty and differences in dose, indication, and exposure limit individual risk prediction.

	Look et al. [21]
	Prespecified DXA substudy; 160 participants with baseline and follow-up scans at week 72 or early discontinuation (124 tirzepatide, 36 placebo).
	Approximately 75% of lost weight was fat mass and 25% lean mass in both groups.
	Selected body-composition cohort; three missing week-72 values were imputed from the last observation. Lean mass is not a measure of strength or a diagnosis of sarcopenia.

	Yates et al. [26]
	Pharmacist-led weight-management service evaluation in cardiology.
	Reported improvement in weight-related outcomes in a non-GI service.
	Indirect implementation evidence. Does not demonstrate transferability, effectiveness, or cost savings in GI clinics.

	Miller et al. [27]
	Uncontrolled service evaluation in two primary care clinics; 120 patients with type 2 diabetes.
	Mean HbA1c decreased by 1.8 percentage points at 3–6 months after titration; weight decreased by 8.1 kg in 107 patients with measurements. Mean 6.5 pharmacist encounters per patient.
	Indirect pre/post evidence without a randomized usual-care comparator. Medication effects, selection, and other care may contribute; no GI-specific effectiveness or staffing standard established.

	Weng et al. [28]
	Retrospective MASLD cohort; 29 patients with baseline FIB-4 ≥1.3 in the higher-risk analysis; cirrhosis excluded.
	FIB-4 and liver enzymes decreased over 12 months.
	GI-relevant surrogate outcomes. Small uncontrolled analysis; lower FIB-4 is not proof of histologic fibrosis regression.

	Endoscopy guidance; Ahmed et al. [30-32]
	AGA/multisociety guidance and a meta-analysis of comparative endoscopy studies.
	Higher gastric retention and cancellations were reported; an aspiration increase was not statistically clear.
	Supports coordinated risk assessment. Heterogeneity and imprecision preclude treating a nonsignificant aspiration result as proof of no risk.

	Sarcopenia and nutrition guidance [22-24]
	European sarcopenia consensus, joint obesity nutrition advisory, and AASLD cirrhosis practice guidance.
	Emphasizes functional assessment, adequate nutrition, and attention to vulnerable patients.
	Professional guidance, not testing of this algorithm. The proposed 3-month functional reassessment interval is an author-selected implementation option.

	Loomba et al., compensated cirrhosis [29]
	48-week placebo-controlled phase 2 trial; 71 patients with compensated MASH-related cirrhosis.
	No significant primary fibrosis benefit; no reported decompensation events or deaths.
	A small selected trial. Neither antifibrotic efficacy in cirrhosis nor safety in decompensated or transplant populations is established.

	PHQ-9 and GAD-7 validation studies [33,34]
	Validation of brief depression and anxiety measures in clinical settings.
	Supports use as symptom-assessment tools; a score ≥10 indicates the need for further assessment.
	Not validated as incretin-eligibility tests. A positive result is not a diagnosis or an automatic reason to deny treatment.

	WHO guideline announcement [36]
	Official WHO summary of its guidance on long-term GLP-1-based obesity treatment.
	Conditional recommendations emphasize comprehensive care, affordability, equity, and system capacity.
	Supports international adaptation; does not endorse this GI-specific staffing or referral framework.


Selected influential sources and their relevance to the proposed framework. Reference numbers match the manuscript. This is not an exhaustive review or a formal risk-of-bias assessment. Care pathways, staffing arrangements, and outcome measures are author proposals without prospective validation; the manuscript itself is not an independent source of supporting evidence.
AGA, American Gastroenterological Association; AASLD, American Association for the Study of Liver Diseases; HbA1c, glycated hemoglobin; DXA, dual-energy X-ray absorptiometry; FIB-4, fibrosis-4 index; GI, gastroenterology or gastrointestinal; GLP-1, glucagon-like peptide-1; IBD, inflammatory bowel disease; MASLD, metabolic dysfunction-associated steatotic liver disease; MASH, metabolic dysfunction-associated steatohepatitis; PHQ-9, Patient Health Questionnaire-9; GAD-7, Generalized Anxiety Disorder-7; WHO, World Health Organization. Historic study terminology is retained in reference titles; MASH is used in the narrative description.
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STEP 1 [3]  Randomized trial; 1,961 adults  with overweight/obesity  without diabetes; 68 weeks.  Mean weight change was −14.9%  with semaglutide 2.4 mg versus  −2.4% with placebo.  Direct evidence for drug efficacy in the  studied population; not a comparison of  specialty care models.  

SURMOUNT - 1  [4]  Randomized trial; adults with  overweight/obesity without  diabetes; 72 weeks.  Dose - dependent weight loss; mean  reduction was 20.9% with tirzepatide  15 mg versus 3.1% with placebo.  Direct treatment evidence. Does not  establish staffing needs or whether GI  should initiate treatment.  

SELECT [5]  Randomized cardiovascular  outcomes trial;  overweight/obesity and  established cardiovascular  disease, without diabetes.  Semaglutide reduced major adverse  cardiovascular events in this selected  population.  Supports attention to indication and  cardiometabolic context; does not  require a particular prescribing  specialty.  

