Supplementary Document S1. Consolidated Criteria for Reporting Qualitative Research (COREQ): 32-item Checklist (Tong et al., 2007)

	No.
	Item
	Guide Questions/Description
	Reported in Manuscript

	Domain 1: Research Team and Reflexivity
	
	
	

	1
	Interviewer/facilitator
	Which author conducted the interviews?
	Tomoko Iida conducted all interviews.

	2
	Credentials
	What were the researcher’s credentials?
	Doctor of Public Health (DrPH) student.

	3
	Occupation
	What was the researcher’s occupation at the time of the study?
	Doctor of Public Health (DrPH) student.

	4
	Gender
	Was the researcher male or female?
	Female.

	5
	Experience and training
	What experience or training did the researcher have?
	Formal doctoral-level training in public health research methods, implementation science, and qualitative research.

	6
	Relationship established
	Was a relationship established prior to study commencement?
	No prior relationship existed between the interviewer and participants.

	7
	Participant knowledge of the interviewer
	What did participants know about the researcher?
	Participants were informed of the researcher’s role as a doctoral student conducting research on obesity care implementation and health systems.

	8
	Interviewer characteristics
	What characteristics were reported about the interviewer?
	The interviewer had an academic interest in implementation science, obesity care, health equity, and systems thinking. Reflexivity was maintained throughout data collection and analysis.

	Domain 2: Study Design
	
	
	

	9
	Methodological orientation and theory
	What methodological orientation underpinned the study?
	Qualitative case study informed by the Consolidated Framework for Implementation Research (CFIR), Kingdon’s Multiple Streams Framework, and systems thinking.

	10
	Sampling
	How were participants selected?
	Purposive sampling supplemented by snowball sampling.

	11
	Method of approach
	How were participants approached?
	Participants were recruited through professional networks, direct email invitations, and stakeholder referrals.

	12
	Sample size
	How many participants were included?
	18 key informants.

	13
	Non-participation
	How many people refused to participate or dropped out?
	No refusals or dropouts were reported.

	14
	Setting of data collection
	Where was the data collected?
	Individual semi-structured interviews conducted virtually via Zoom.

	15
	Presence of non-participants
	Was anyone else present besides participants and researchers?
	No. Only the participant and interviewer were present.

	16
	Description of sample
	What are the important characteristics of the sample?
	Participants represented healthcare providers, wellness professionals, insurance experts, health system administrators, and public health officials involved in obesity care in Marion County, Indiana.

	17
	Interview guide
	Were questions, prompts, guides provided by the authors?
	Yes. A semi-structured interview guide was developed and is provided in Supplementary Document S2.

	18
	Repeat interviews
	Were repeat interviews carried out?
	No.

	19
	Audio/visual recording
	Did the research use audio or visual recording?
	Interviews were audio-recorded with participant permission.

	20
	Field notes
	Were field notes made during and/or after interviews?
	No field notes were collected.

	21
	Duration
	What was the duration of the interviews?
	Approximately 30–45 minutes.

	22
	Data saturation
	Was data saturation discussed?
	Yes. Data collection continued until thematic saturation was reached, with no substantively new themes emerging from successive interviews.

	23
	Transcripts returned
	Were transcripts returned to participants for comment and/or correction?
	No.

	Domain 3: Analysis and Findings
	
	
	

	24
	Number of data coders
	How many data coders coded the data?
	One coder.

	25
	Description of the coding tree
	Did authors provide a description of the coding tree?
	Yes. Coding was guided by CFIR domains and constructs and subsequently organized into categories and higher-order themes. Supplementary Table S2 presents the coding structure.

	26
	Derivation of themes
	Were themes identified in advance or derived from the data?
	Themes were developed through deductive CFIR-based coding followed by inductive refinement and thematic analysis.

	27
	Software
	What software, if applicable, was used to manage the data?
	ATLAS.ti version 25.0.1.

	28
	Participant checking
	Did participants provide feedback on the findings?
	Yes. Preliminary findings and thematic interpretations were shared with selected participants for feedback and validation. Participant feedback was incorporated into the interpretation of findings to enhance credibility and confirm the accuracy of thematic conclusions.

	29
	Quotations presented
	Were participant quotations presented to illustrate the themes/findings?
	Yes. Representative quotations are presented in Table 5.

	30
	Data and findings consistent
	Was there consistency between the data presented and the findings?
	Yes. Findings were supported by participant quotations and triangulated with policy and document analyses.

	31
	Clarity of major themes
	Were major themes clearly presented in the findings?
	Yes. Five overarching themes are reported in the Results section.

	32
	Clarity of minor themes
	Is there a description of diverse cases or discussion of minor themes?
	Yes. Subthemes and categories are reported in Supplementary Table S2 and integrated into the thematic analysis.




Supplementary Document S2. Semi-Structured Interview Guide
Semi-Structured Interview Guide:
Introduction:
· Briefly explain the purpose of the interview.
· Assure confidentiality and voluntary participation.
· Obtain consent for recording.

Section 1: Current Practices and Experiences
1. Please describe your current role in managing obesity in IU Health/Marion County. 
2. How do you integrate GLP-1 medications with lifestyle interventions such as nutrition and exercise counseling? What strategies have been successful? Which have not? Why? 
3. How are referrals to wellness professionals such as dietitians and physical therapists handled in your practice? What strategies have been successful? Which have not? Why? 
Section 2: Barriers and Facilitators
4. Please describe facilitators and barriers of integrating GLP-1 medications with lifestyle interventions. (Probe: especially in urban disadvantaged population)
5. Please describe facilitators and barriers of seamless and effective referrals to wellness professionals.
Section 3: Personalized Multidisciplinary Care and Referral System
    6-9.   Key Questions per Informant Type (described in the table below)
Section 4: Digital Health Tools and Patient Engagement
10. What role do digital health platforms or apps play in your obesity management practices (or in your county)? Have you used tools similar to the Sahatna app from Abu Dhabi, which enables systemic referral to and continuous monitoring and communication with wellness professionals? What worked? What didn’t? Why?
11. How could technology like digital health platforms or apps better support patient monitoring, communication, and adherence in obesity treatment? (Probe: especially in urban disadvantaged population) 
12. What system-level changes would help achieve more sustainable care? Explain. (By ‘system-level changes,’ I mean the fundamental, structural transformations across the broader ecosystem that enable sustained population health improvements, beyond isolated interventions or individual behaviors.) 
Closing:
13. Is there anything else you believe is important for improving obesity management in Marion county?
Participant Selection
	Kingdon’s 3 Streams
	Key Informant Types
	Roles in Obesity Care
	Key Questions to ask 
(Section 3 of the interview guide)
	# of informants

	Problem Stream
	Physicians: family medicine doctors, endocrinologists, other primary care providers

	Diagnose and initiate obesity treatment plans and oversee patient outcomes.
	· How do you assess and triage patients for obesity care in your practice?
· What challenges and facilitators exist for integrating lifestyle interventions and pharmacotherapy?
· How do you coordinate care with dietitians, behavioral coaches, and other specialists?
· Can you describe your experience using standardized multidisciplinary referral forms?
	4

	
	Wellness professionals: dietitians, physical therapists, and other lifestyle coaches involved in obesity care

	Deliver nutrition counseling, behavioral support, and personalized lifestyle interventions including physical activity to empower patients and ensure lasting lifestyle change.
	· How do you collaborate with physicians and other wellness professionals?
· What barriers do you encounter when working with diverse populations?
· How could care coordination and multidisciplinary communication be improved?
· Which tools and resources (e.g., digital platforms, referral forms) are most helpful?
	4

	
	Nurses, clinical pharmacists, and allied staff

	Provide ongoing follow-up, medication education, patient monitoring.
	· How do you facilitate communication between patients and the care team?
· What obstacles do you face in supporting patient adherence?
· How effective are current patient education and follow-up workflows?
· What system-level changes would help achieve more sustainable care?
	3

	
	Insurance executives and reimbursement policy managers
	Design insurance coverage, reimbursement models, and incentives for comprehensive obesity management, influencing patient access and provider sustainability.
	· What are current reimbursement policies for multidisciplinary obesity care?
· How is coverage determined for medications vs. lifestyle interventions?
· How do you measure patient outcomes for reimbursement decisions?
· What policy changes could better sustain holistic care models?
	2

	Policy Stream
	IU Health administrators, clinical managers, quality officers
	Implement clinical workflows, ensure resource allocation, monitor quality and outcomes.
	· How do you support implementation of multidisciplinary obesity care?
· What resource or policy barriers impact sustained program delivery?
· How do you facilitate integration of digital platforms and standardized referral pathways?
· How can leadership drive sustainable system-wide change?
	3

	Politics Stream
	Marion County Health Department Administrators
	Develop evidence-based policy/strategy frameworks, set goals, ensure equity and effectiveness of obesity interventions at county level. 
	· What strategic priorities guide obesity policy development?
· How are multidisciplinary models and digital health tools being incorporated?
· What obstacles exist for sustainable implementation across care settings?
· What is needed to improve public health impact?
	2

	
	
	
	
	18




Supplementary Table S1. Deductive-inductive CFIR-guided thematic synthesis of obesity care implementation in Marion County
	Higher-Order Theme (Final)
	Category (Inductive Grouping)
	CFIR Domain (Deductive Coding)
	CFIR Constructs (Deductive Coding)
	Illustrative Quotes
	Interpretation

	Theme 1: Obesity care as a complex, multi-component intervention system
	Multimodal intervention design
	Intervention Characteristics
	Complexity; Adaptability; Relative Advantage
	“The medication is one tool… but it will not do everything.”
	Obesity care requires integration of pharmacologic and behavioral interventions.

	
	Limitations of single interventions
	Intervention Characteristics
	Relative Advantage; Evidence Strength
	“It has to be built in with nutrition and lifestyle.”
	Single interventions are insufficient for sustained outcomes.

	Theme 2: Structural inequities shape access to obesity care
	Patient-level resource constraints
	Outer Setting
	Patient Needs & Resources
	“The patients who need it most are least able to access it.”
	Socioeconomic barriers significantly limit care access.

	
	Community-level infrastructure gaps
	Outer Setting
	Cosmopolitanism; Patient Needs & Resources
	“People don’t even have grocery stores nearby.”
	Limited community resources reinforce inequities.

	Theme 3: Misaligned financial and policy incentives constrain implementation
	Insurance and reimbursement barriers
	Outer Setting
	External Policies & Incentives
	“Insurance is not incentivized to pay for these medications.”
	Financial structures restrict access to effective treatments.

	
	Prevention-treatment imbalance
	Outer Setting
	External Policies & Incentives
	“We pay for complications, not prevention.”
	Policy systems prioritize treatment over prevention.

	Theme 4: Fragmented systems, workforce constraints, and implementation gaps limit coordinated care
	System fragmentation and poor coordination
	Inner Setting
	Networks & Communication; Structural Characteristics; Implementation Climate
	“Everyone is working in silos.”
	Lack of integration reduces care coordination.

	
	Workforce and resource limitations
	Inner Setting
	Available Resources
	“There’s not enough time or staff.”
	Workforce shortages limit care delivery capacity.

	
	Inconsistent implementation processes
	Implementation Processes
	Executing; Planning
	“There’s no standardized follow-up.”
	Lack of standardized workflows reduces effectiveness.

	Theme 5: Stigma, evolving treatment paradigms, and prevention challenges shape care delivery
	Stigma and provider beliefs
	Characteristics of Individuals
	Knowledge & Beliefs about the Intervention; Self-Efficacy
	“People should just eat less and move more.”
	Stigma influences provider behavior and patient engagement.

	
	Evolving treatment paradigms
	Intervention Characteristics + Characteristics of Individuals
	Relative Advantage; Knowledge & Beliefs about the Intervention
	“This is a game changer… but we’re still learning.”
	GLP-1 therapies are transforming but not fully integrated.

	
	Prevention challenges
	Inner Setting + Characteristics of Individuals
	Culture; Knowledge & Beliefs about the Intervention
	“We need to start earlier, not wait until people are sick.”
	Prevention is recognized but under-implemented.



Supplementary Table S2. Detailed BALANCE Model Implementation Timeline for Marion County (2026–2028+)
	Phase
	Timeline
	Key Activities
	Stakeholders
	Resources Required
	Outputs / Metrics

	Phase 1: State-Level Advocacy
	Now–July 2026
	• Form BALANCE Advocacy Task Force (MCPHD-led) including IU Health, FSSA Medicaid, commercial payers, community organizations, and patient advocates 
• Submit advocacy letter to Governor and Legislative Budget Commission emphasizing cost savings, equity impact, and CHA priorities 
• FSSA submits RFA to CMS for BALANCE participation
	MCPHD, IU Health leadership, FSSA Medicaid, Anthem, UnitedHealthcare, community orgs, patient advocates
	Policy coordination capacity; advocacy resources; stakeholder engagement infrastructure
	BALANCE opt-in achieved; stakeholder coalition established; policy alignment with prevention goals

	Phase 2: Local Pilot Design
	Jan–Apr 2027
	• Co-design SOPMA-aligned clinical pathway (BMI screening, multidisciplinary care) 
• Define eligibility (BMI ≥30 or ≥27 + comorbidity) 
• Establish referral pathways (GLP-1 clinics + lifestyle programs) 
• Negotiate value-based GLP-1 pricing
• Secure funding for workforce and infrastructure
	IU Health, MCPHD, GLP-1 manufacturers, payers, community programs
	workforce investment; payer co-funding; CHIP/federal grants; EHR integration
	Pilot protocol finalized; funding secured; multidisciplinary workforce trained

	Phase 3: Pilot Execution
	May–Dec 2027
	• Launch pilot in 1–2 clinics (≈200 low-income patients) 
• Deliver integrated care (GLP-1 + lifestyle supports) 
• Track quarterly metrics (equity, clinical, financial, process) 
• Conduct monthly feedback loops for rapid-cycle improvement
	IU Health clinics, MCPHD task force, patients, payers
	Clinical delivery infrastructure; digital monitoring tools; evaluation systems
	Increased referral; ≥5% weight loss; improved adherence; reduced delays in care

	Phase 4: Scale-Up & Policy Institutionalization
	2028+
	• Expand model across Marion County clinics 
• Align commercial payers with Medicare/Medicaid coverage 
• Advocate state legislation to codify BALANCE-aligned coverage 
• Sustain funding and integrate into routine care
	State legislature, payers, IU Health, MCPHD
	Long-term financing; policy support; system-wide integration
	County-wide coverage; reduced disparities; sustained preventive care system


Note: BALANCE = Better Approaches to Lifestyle and Nutrition for Comprehensive hEalth; MCPHD = Marion County Public Health Department; IU Health = Indiana University Health; FSSA = Indiana Family and Social Services Administration; Medicaid = U.S. public health insurance program for low-income populations; RFA = Request for Applications; CMS = Centers for Medicare & Medicaid Services; CHA = Community Health Assessment; BMI = Body Mass Index; GLP-1 = glucagon-like peptide-1 receptor agonist; SOPMA = Systems-Oriented Population Management Approach; CHIP = Children’s Health Insurance Program; EHR = electronic health record.
