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The Framework at a Glance

A one-page orientation to the framework that follows. Figures shown here are sourced in the exhibits and notes embedded throughout

the document.

THE PROBLEM THE FRAMEWORK CONFRONTS

48.4M

Americans 12+ live with a
substance use disorder —

~80%

of those who need treatment
receive none; those who do
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~13%

sustained recovery at one
year under the inpatient
residential model — the best-

3x

the total cost of care a
beneficiary with untreated
AUD or SUD incurs versus a

nearly fifty million, and
more than diabetes and
cancer combined

enter it cycle through an

average of 5.4 times performing legacy result comparable beneficiary
without — across Medicare,
Medicaid, and commercial

insurers

WHAT THE FRAMEWORK ESTABLISHES

Reframes AUD & SUD as chronic medical conditions — paid on measured patient outcomes, not hours billed
or beds used.

Adopts the two-tier LOBAT model. Tier 1: year-long, medication-forward telehealth care from a
multidisciplinary team available seven days a week. Tier 2: the highest-acuity integrated model — a single,
substantially broader team available twenty-four hours a day, seven days a week, delivering intensive
nursing, psychiatric, peer, and wraparound support across Home + inpatient Intensive Integrated
Continuity Setting (IICS), five phases.

Builds the payment architecture through the Center for Medicare & Medicaid Innovation (CMMI) under 42
U.S.C. § 1315a — weekly value-based bundles by phase of care, an outcome-incentive layer, and a two-sided
Performance Guarantee.

Designs from the outset for permanence — built to satisfy the § 1315a(c) expansion test and become
permanent Medicare and Medicaid coverage, with commercial markets following.

Pays for results: value-based, outcome-calibrated payment with anti-stinting safeguards and risk
adjustment — the incentive structure is detailed in Section 9.

Protects integrity by design: standardized codes with rate ceilings and a contractual Performance
Guarantee that re-stabilizes any return to use at no additional charge.

Reaches the undiagnosed: a claims methodology identifies the affected-but-unidentified population — used
only to offer care, never to deny a benefit.

Requires no new statute — the MAHA agenda, CMMI, and the Secretary’s expansion authority carry the
model from a working program to national coverage.

THE IMPLEMENTATION PLAN — ONE INTERAGENCY SCHEDULE

Months 0-2

ONDCP convenes the
coalition; pilot design and
cohorts finalized with the VA
and the Department of War;
payment structure adopted

Sep 1, 2026

The 10,000-patient pilot
launches; first weekly

Months 3-15

Task-force workstreams and
barrier removal; CMMI code
payments flow; the co-development; interim CMMI creates the permanent
interagency task force begins outcome reads Medicare and Medicaid code
its monthly cadence families

Months 16-24

Demonstration completes;
certification pathway live;
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Executive Summary

Addiction is a chronic medical condition rooted in biology — a disease of brain chemistry, genetic vulnerabil-
ity, and nutrient depletion — and the Nation has spent a generation and hundreds of billions of dollars treating

it as something else. Nearly fifty million Americans live with a substance use disorderl, more than the number
living with diabetes and cancer combined; roughly eighty percent of those who need treatment receive none,

and those who do cycle through it an average of 5.4 times?. The reason is not a shortage of spending. It is that
the dominant treatment methodologies do not work: detoxification alone returns roughly ten percent of pa-
tients to sustained recovery, the inpatient residential treatment model approximately thirteen percent, and
freestanding partial-hospitalization and intensive-outpatient programs show no measurable durable benefit in

the published literatureS. An eighty-seven percent failure rate, reimbursed at national scale and repurchased
several times per patient, is not only a clinical failure. It is, in the Administration’s own terms, one of the
clearest cases of fraud, waste, and abuse in American health care.

There is now a model that treats the biology and proves the result. Longitudinal Outcomes-Based Addiction
Treatment — LOBAT — is a year-long, home-based, genomic-guided, nutrient-restoring medical program: phar-
macogenomic sequencing that ends trial-and-error prescribing, targeted nutrient repletion that restores the
brain chemistry that chronic use destroys, a single multidisciplinary care team available around the clock at
the highest tier, anonymous immersive group support, continuous outcome monitoring, and a contractual
Performance Guarantee. It is operating in the United States today.

85.7% 84.7% p <.001

sustained recovery at twelve months twelve-month retention in care — against statistically significant improvement

under LOBAT — against roughly 13% for the high dropout that defines the legacy across every validated domain — mood,

residential rehabilitation model anxiety, trauma, cognition, and
resilience

The outcomes are documented, validated, and available to the Department for rigorous evaluation: 85.7 per-
cent sustained recovery, 84.7 percent twelve-month retention, statistically significant improvement across

every measured domain, and a Net Promoter Score of 88.2°. This is the evidence-based addiction policy the
field has lacked for a generation — and it already exists, in production, at scale, and patients clearly value it.

This framework proposes that the Department of Health and Human Services make LOBAT the model of the
Great American Recovery, and that it do so through the instruments it already holds. No new statute is re-
quired. The MAHA agenda supplies the policy and evidence frame. CMMI, under 42 U.S.C. § 1315a, supplies the
payment-innovation engine — the authority to design a longitudinal value-based model, test it, and, on the
strength of the evidence, expand it to permanent Medicare and Medicaid coverage. And NorthStar supplies the
operating clinical model, the data infrastructure, and the outcomes that make both the policy case and the pay-
ment case real. And the proving ground is already scheduled: a ten-thousand-patient Federal pilot, conducted
by the Department of Veterans Affairs and the Department of War and launching September 1, 2026, generates
— on one interagency schedule, with CMMI at the table — the evidence the permanent code structure is built to
carry.
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THE ASK — THREE COMMITMENTS, ONE PILOT

Join and help lead the interagency effort. Participate fully in the ONDCP-chaired interagency task
force — the Department’s seat, with CMMI at the table, where the national standard of care for AUD
and SUD is designed, tested, and carried into permanent policy — and bring the MAHA evidence
frame to its work: chronic-condition-based, root-cause, and accountable for measured recovery.

Support the 10,000-patient pilot — and build the code structure alongside it. Support the ten-
thousand-patient pilot conducted by the Department of Veterans Affairs and the Department of War
— launching September 1, 2026, under the VA’s own value-based payment authority — and, in parallel,
direct CMMI under 42 U.S.C. § 1315a to co-develop the permanent longitudinal, value-based code
structure the pilot’s evidence will populate: weekly rates by phase of care, the outcome-incentive
layer, and the two-sided Performance Guarantee, designed from the outset to satisfy the § 1315a(c)
expansion test.

Adopt the result. Once the pilot completes and the data are conclusive, create the permanent
Medicare and Medicaid code families through CMMI, recognize LOBAT as the standard of care for
AUD and SUD across the programs the Department administers, and carry the model to national
coverage — with commercial markets following on the federal precedent.

A model already in operation. A pilot funded from week one. One interagency schedule from evidence to permanence.

1. Purpose — A Generation of Spending Without Recovery

(a) The scale of the disease. Nearly fifty million Americans aged twelve and older live with a substance use dis-
order — 48.4 million, about one in six, more than the number living with diabetes and cancer combined. It is
among the most prevalent, most lethal, and most expensive chronic conditions in the country, and it sits up-
stream of much of the Nation’s chronic-disease and mental-health burden. Yet it is treated, financed, and
measured unlike any other disease of comparable severity.

(b) A system that fails at every level it offers. The published literature is unambiguous about each legacy mod-
ality in turn: detoxification alone is associated with roughly ten percent sustained recovery; residential rehab-
ilitation — the best-performing legacy modality — approximately thirteen percent at one year; and freestand-
ing partial-hospitalization and intensive-outpatient programming show no measurable durable recovery bene-
fit at all. About eighty percent of Americans living with the condition receive no treatment, and those who do
enter treatment cycle through it an average of 5.4 times over the course of the illness. Each episode ends in a
“discharge” — a word, and a design, that no clinician would apply to diabetes, hypertension, or cancer.

EXHIBIT A — THE NATIONAL TREATMENT GAP — SCALE, ACCESS, AND RESULTS

Why the status quo is the clearest case of waste in American health care.

48.4M ~80% ~13%

Americans live with a substance use receive no treatment at all — and those sustained recovery at one year from
disorder — nearly fifty million, and more who do enter treatment an average of 5.4 residential rehabilitation — the best-
than diabetes and cancer combined times over the course of the illness performing legacy result

(2024 NSDUH)

An eighty-seven percent failure rate, reimbursed at national scale and purchased an average of 5.4 times per patient. If the Administration seeks

the clearest case of waste in American health care, it is here.

Sources: SAMHSA, National Survey on Drug Use and Health (2024); NIDA and published treatment-outcome literature. See notes 1-3.

(c) The fraud, waste, and abuse hiding in plain sight. Secretary Kennedy has made the elimination of fraud,
waste, and abuse across the Department’s programs a personal and public priority — among the most signific-
ant commitments of his tenure — and no corner of American health care answers that call more squarely than
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addiction treatment. The failure of the legacy system is not merely clinical. Fraud, waste, and abuse are not in-
cidental to the existing structure of addiction treatment — they are structural to it, because the system is paid
for time, beds, and hours rather than for whether the patient gets well. This framework hands the Secretary a
concrete, priced, and documented instance — and a structural remedy.

The fraud. An industry that returns approximately thirteen percent of its patients to sustained recovery mar-
kets itself to desperate families, at premium prices, as the path to transformation and lasting sobriety. Repres-
enting thirteen-percent care as life-changing treatment — episode after episode, admission after admission — is
a misrepresentation of the product being sold, and it is made to the most vulnerable customers in American
health care at the most vulnerable moment of their lives. The Department of Veterans Affairs Office of Inspect-
or General found the problem acute enough to issue a formal fraud alert in December 2024 warning of treat-
ment facilities exploiting veterans for profit, and in April 2025 the United States concluded a $19.75 million

False Claims Act settlement with a residential drug and alcohol treatment providerg. The pattern is national,
and it is paid for with public funds.

The waste. Patients who enter the legacy system do so, on average, 5.4 times over the course of the illness —
each cycle billed in full, each cycle ending in a “discharge” that the published outcomes demonstrate is, for
roughly seven patients in eight, the prelude to the next admission. The VA’s Inspector General has now priced
this waste with precision: in fiscal years 2023 and 2024, community residential SUD treatment purchased for
10,221 veterans cost approximately $1.3 billion — an average of $2,766 per day and $129,382 per veteran, with
individual daily rates reaching roughly $6,000 to $7,000, built on a standardized 45-day episode — and approx-
imately $807 million of that total was paid in excess of the benchmark federal rate, because providers billed a

percentage of their own charges rather than standardized codes®. That is $1.3 bhillion, in two fiscal years, in one
program, for a modality that succeeds approximately thirteen percent of the time — and the same per-diem
billing architecture operates across Medicare, Medicaid, and the commercial market.

The abuse. The abuse runs in two directions at once. It is abusive to the patient: the legacy system treats indi-
viduals living with a genetically influenced chronic medical condition as though they were at fault for having
it — branding a return to use a “relapse,” a personal failure, and a reason to begin again from zero, when a re-
currence of any other chronic disease is treated as clinical information. And it is abusive to the payer: excess-
ive billing at the rates the Inspector General documented — daily charges several times the benchmark, for
episodes longer than clinical need — is the exploitation of a funding stream that exists to heal the patient, not
to monetize the patient’s illness. A model that reports validated outcomes and stands behind the result
through a contractual Performance Guarantee is the structural answer to all three.

(d) What the status quo already costs. Untreated AUD and SUD do not stay in one lane. Individuals with these
conditions incur on the order of three times the total cost of care of a comparable population without the dis-
order — across Medicare, Medicaid, and commercial payers alike — with the burden concentrated in down-
stream disease: when AUD is the underlying condition, claims analyses show the cost of treating co-occurring
depression runs 583 percent higher, atrial fibrillation 507 percent higher, breast cancer 490 percent higher, and

acute pancreatitis 420 percent higher7. Federal researchers have separately documented that substance use
disorders are widely found in patients with depression, hypertension, and anxiety — and, in the case of alcohol
use disorder in particular, an underlying cause of all three. Employer-sponsored insurance alone spends tens

of billions of dollars a year on secondary diagnoses that occur as a result of a primary substance use disorder®.
Because most claims systems identify only about one percent of affected individuals against an actual preval-
ence of seventeen percent, this spending is real, large, and largely invisible as a substance-use line item. The
Nation is already paying for untreated addiction at extraordinary scale — it is simply paying in the wrong
places, for care that does not work.

2. What the Nation Already Pays — The Cost of the Status Quo

The case for this framework does not rest on new money. It rests on the recognition that the Nation is already
spending at extraordinary scale on the consequences of untreated addiction — and spending in the wrong
places, for care that does not work. This section sets out what that spending is, where it lands, and why a model
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that produces durable recovery is not a cost to the Federal Government but the single largest available source
of savings in chronic disease. The figures below are drawn from federal estimates, peer-reviewed claims ana-
lyses, and the Government’s own auditors; where the most recent federal estimate is more than a decade old,
that is itself part of the finding.

(a) The human toll is measured in a quarter-million American lives a year — and addiction is the cause, not
the comorbidity. The most recent federal accounting places the economic cost of the opioid crisis alone at
nearly $1.5 trillion in a single year — the 2020 estimate produced by the Joint Economic Committee, adapting

the methodology the Centers for Disease Control and Prevention used for its own 2017 estimate!. The toll in
lives is on the same order: the CDC attributes roughly 178,000 deaths each year to excessive alcohol use, and
roughly 79,000 more to drug overdose — more than a quarter-million American lives a year, before the

downstream chronic disease is counted'2. The National Institute on Drug Abuse puts the aggregate economic

cost of substance use disorders at more than $740 billion every yearlg, and the downstream medical burden

addiction drives across the rest of the system adds on the order of $1.5 trillion more a year. However the com-
ponents are combined, the total cost of alcohol and substance use disorders to the United States now runs well
in excess of a trillion dollars annually. And the toll compounds across every domain of national life: approxim-
ately sixty-five percent of the United States prison population meets clinical criteria for addiction — with drug-
related crime costs exceeding $61 billion a year and alcohol-related driving-under-the-influence enforcement
estimated at roughly $25 billion more; between one-third and two-thirds of child-welfare cases involve parent-
al substance use, and foster-care entries attributable to parental drug use rose approximately 147 percent
between 2000 and 2017; untreated addiction removes Americans from the workforce and converts working
households into disability households; and a substance use disorder roughly doubles the likelihood of a sui-
cide attempt — rising to 5.8 times with alcohol use disorder. The decisive point for this framework is one of
causation: addiction is not a line item that sits beside the Nation’s chronic-disease burden — it sits upstream of
it, the way tobacco sits upstream of lung cancer. It is a primary cause of new chronic disease and a destabilizer
of nearly every existing one.

EXHIBIT B — THE SCALE OF WHAT THE NATION ALREADY SPENDS

Federal and peer-reviewed estimates of the annual toll of untreated alcohol and substance use disorders.

~$1.5T 250,000+ $740B+

annual cost of the opioid crisis alone, American lives lost each year — roughly aggregate annual economic cost of
2020 — the most recent federal-method 178,000 to excessive alcohol use and substance use disorders, every year
estimate (JEC, adapting CDC 79,000 to drug overdose (CDC) (NIDA)

methodology)

However the components are summed, the Nation’s annual bill for alcohol and substance use disorders already runs well past a trillion dollars —

and its human cost exceeds a quarter-million lives a year. This framework redirects spending the Nation is already making; it does not create it.

Sources: U.S. Joint Economic Committee (2022), adapting CDC methodology; CDC alcohol-attributable mortality and overdose data; National Institute on Drug
Abuse. See notes 11-13.

(b) The cost concentrates downstream, in the chronic diseases the Department is already fighting. Most of the
spending driven by untreated addiction never appears under a substance-use code. It appears as heart disease
and stroke; as liver and pancreatic disease; as obesity, diabetes, and hypertension; and as cancer. Peer-re-
viewed claims analysis using the CDC’s own alcohol-attribution methodology finds that a single alcohol-attrib-
utable diagnosis is associated with roughly $14,900 in additional healthcare spending per year for a commer-
cially insured patient and roughly $4,800 per year for a Medicaid patient — with sixty to seventy-five percent of

that excess driven by heart disease and stroke, by diseases of the liver and pancreas, and by cancer'?. Alcohol
is a recognized cause of at least seven cancers; in the United States it accounts for an estimated 95,000 new
cancer cases and 24,000 cancer deaths each year, including roughly a third of esophageal squamous-cell

cancers and a sixth of female breast cancers'®. Alcohol-associated liver disease alone is projected to cost the

Nation $880 billion between 2022 and 2040, with annual costs doubling over that period16. The Nation funds
national tobacco-cessation programs precisely to prevent the cancers that smoking causes. It makes no com-
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parable investment in treating the addiction that drives this similar — and similarly preventable — burden of
secondary disease.

(c) For CMS, the population that matters most is the one the Government insures for life. Approximately 1.7
million Medicare beneficiaries live with a substance use disorder — and more than three-quarters of those

conditions involve alcohol — yet only about eleven percent receive any treatment in a given year17. The cost of
leaving them untreated is borne by the program for the rest of their lives. Medicare claims analysis finds that
beneficiaries with a substance use disorder incur more than twice the total direct cost of comparable

beneficiaries without one!8. The mechanism is downstream disease: an older beneficiary with an alcohol use
disorder carries roughly a 1.58-times higher risk of developing Alzheimer’s disease or dementia — among the

most expensive conditions the program covers!®. Because CMS is the payer that cannot discharge its obliga-

tion, every beneficiary moved into durable recovery is not a one-year saving but a multi-decade one. This is
the population in which an outcomes-accountable model compounds in value year over year.

(d) For Medicaid, untreated addiction is both a direct cost and a driver of enrollment itself. Roughly twelve
percent of adult Medicaid beneficiaries have a substance use disorder, and average Medicaid spending for a be-

neficiary with a diagnosed substance use disorder runs more than twice that of a beneficiary without one?C.

Medicaid is the Nation’s largest single payer for inpatient mental-health and substance-use care, covering $19.3
billion of the $43.2 bhillion the United States spends on such inpatient care each year — more than commercial

insurance and Medicare combined?!. The relationship runs in both directions: untreated addiction erodes the
ability to hold employment, and the loss of employment moves working-age adults onto Medicaid and, in time,
onto disability. The opioid experience demonstrated the pattern at scale. A model that restores function — and
that is delivered in the home, where working adults can actually receive it — is therefore not only a treatment
intervention but a workforce-and-enrollment intervention.

(e) The bill arrives first, and most expensively, in the hospital. Alcohol-related hospitalizations alone accoun-
ted for $32.6 billion in healthcare spending in 2022, across more than twelve million admissions over the

preceding six years, with acuity, length of stay, and mortality all risingzz‘ The acute-care system is, in effect,
the Nation’s default and most expensive substance-use treatment setting: on general medical and surgical ser-
vices, roughly one in five to one in four admitted patients screens positive for an alcohol use disorder, and at

trauma centers the share of patients with an alcohol-related disorder runs as high as one in two22. Alcohol-re-

lated emergency-department costs rose 272 percent over an eight-year period24. Every one of these encounters
is a point at which the system pays the maximum price for the consequences of a condition it never treated at
the source — and a 220 percent reduction in inpatient and emergency utilization, the Utilization Avoidance
domain this framework rewards, falls directly to the payer.

(f) Beyond health care, the Government pays again — in the justice system. An estimated sixty-five percent of
the United States prison population meets the criteria for an active substance use disorder?>. Drug-related

crime costs the Nation more than $61 billion a year, the majority of it in the criminal-justice system26, and in-
carcerating a single individual costs between $20,000 and $50,000 per year — several times the annual cost of

effective treatment27. These are not health-program dollars, but they are federal, state, and local dollars all the
same, and they are spent on the same untreated condition. They belong in any honest accounting of what the
status quo costs.

(g) The return on treatment is established, and the spend required is small against the bill. The economics of
treatment are not speculative. Federal and peer-reviewed analyses consistently find that every dollar invested
in substance-use treatment returns on the order of four dollars in healthcare savings and roughly seven dollars

in total societal savingszs. Against a national bill measured in the trillions, the cost of effective care is small.
What that care actually consists of is set out in Sections 5 and 6; what a year of it costs, measured against the
figures in this section, is set out in Section 8.

(h) The same waste the Department is targeting appears, in concentrated form, in the Government’s own
residential spending. The clearest documented example of what the bed-day model costs comes from the De-
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partment of Veterans Affairs’ own Inspector General. Reviewing community residential substance-use treat-
ment for veterans, the Inspector General found that the care cost approximately $1.3 billion across two fiscal
years, an average of $129,382 per veteran across 10,221 veterans served — at an average of $2,766 per day, with

daily charges reaching $6,000 to $7,0008. Of that total, roughly $807 million was reimbursed in excess of the
benchmark federal rate — not because the care was more intensive, but because providers billed a percentage
of their own charges rather than standardized codes. In other words, more than sixty cents of every dollar was
avoidable cost created by the billing model itself. This is precisely the fraud, waste, and abuse the Administra-
tion has committed to eliminating, and it is the structural problem an outcomes-accountable model priced by
standardized weekly codes is built to end. It belongs in this framework not because HHS administers VA care,
but because the same dynamic — a per-diem residential model with no accountability for result — operates
across Medicaid and Medicare, and because the Government has, in the VA data, an unusually precise
measurement of what it costs.

The decision before the Department is not whether to spend. The Nation is already spending, at a scale that
dwarfs the cost of treatment, on care that produces a thirteen percent result. The decision is whether to keep
paying for failure — or to redirect those same dollars toward care that works, and capture the savings that fol-
low.

EXHIBIT C — WHERE THE SPENDING ALREADY LANDS — AND WHAT RECOVERY RECOVERS

The cost of untreated addiction is distributed across every part of the federal ledger. None of it is captured as a substance-use line item.

WHERE THE COST

LANDS WHAT THE NATION PAYS TODAY WHAT RECOVERY RECOVERS

Total economic & ~$1.5T/yr opioids alone (2020); 250,000+ American lives A trillion-dollar-plus annual burden — and a quarter-

human burden lost a year (CDC); >$740B aggregate SUD (NIDA) million lives — of which treatment cost is a small
fraction; recovery attacks the cause, not the symptom.
Downstream +$14,900/yr per commercially insured and +$4,800/yr 60-75% of the excess is heart disease, stroke, liver and

chronic disease

Medicare (lifetime
obligation)

Medicaid (cost +
enrollment)

Hospital & ED
utilization

Criminal justice

per Medicaid patient with an alcohol-attributable
diagnosis; ALD alone $880B, 2022-2040

~2x the total cost of care over six years; 1.58x dementia
risk; ~1.7M beneficiaries, only ~11% treated

~2x spending per diagnosed beneficiary; $19.3B of
national inpatient MH/SUD care — the largest single
payer

$32.6B alcohol-related hospitalizations (2022); ED costs
+272% over eight years; 1 in 4-5 medical/surgical
admissions screen positive

~65% of the prison population has an active SUD;
>$61B/yr in drug-related crime; $20-50K/yr to
incarcerate one person

pancreatic disease, and cancer — the chronic
conditions the Department already fights.

The payer that cannot discharge its obligation;
recovery compounds in value year over year for a
population insured for life.

Restored function reduces direct cost and slows the
employment loss that drives Medicaid and disability
enrollment.

The Utilization Avoidance domain pays for a >20%
drop in inpatient and ED use vs. the patient’s own pre-
enrollment claims-based baseline — savings that fall
directly to the payer.

Federal, state, and local dollars spent on the same
untreated condition — several times the annual cost of
effective care.

Every dollar invested in substance-use treatment returns on the order of four dollars in healthcare savings and seven dollars in total societal savings.
Against a trillion-dollar bill, effective care is the most cost-effective purchase in chronic disease.
Sources: JEC (2022); CDC alcohol-attributable and overdose mortality; NIDA; Ozluk et al., ATPM Focus (2022); Islami et al. / American Cancer Society (2024);

HCUP National Inpatient Sample (2022); Parish et al. (2022); KFF and Commonwealth Fund (2025); NIDA Criminal Justice DrugFacts; VA Office of Inspector
General Report 25-00261-169 (2025); published return-on-investment literature. See notes 8 and 11-28.

3. The Coverage Vision — One Framework, Every Government Payer

The Department of Health and Human Services and the Centers for Medicare & Medicaid Services are the nat-
ural place to begin: as the Nation’s largest health payers and the authors of its coverage and payment rules,
they are positioned to set the LOBAT architecture, prove it through CMMI, and establish the value-based pay-
ment basis the rest of government can adopt. But the ambition does not end at Medicare and Medicaid. Addic-
tion does not respect the boundaries between programs, and neither should the standard of care for treating it.
NorthStar’s vision is that LOBAT becomes the single national framework for the treatment of Alcohol Use Dis-
order and Substance Use Disorder across every government payer — so that a veteran, a service member, a tri-
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bal member, a federal employee, and a Medicaid beneficiary are all entitled to the same root-cause, outcomes-
accountable model, on payment terms calibrated to recovery rather than to beds or billed hours.

Once HHS and CMS have established the model and its payment basis, the same architecture can be extended
— through each program’s own existing authority — across the full landscape of government coverage:

Medicare. Both code families added to the Physician Fee Schedule and hospital outpatient system, with
national and local coverage determinations giving beneficiaries access as the rules take effect.

Medicaid & CHIP. State plan adoption and the established waiver pathways (such as Section 1115 and 1915
authorities), so that every Medicaid and CHIP beneficiary is eligible for the model.

TRICARE and the Defense Health Agency. The CMS-based code set adopted directly into military health
coverage, reaching active-duty members, the Reserve component on active orders, and their families — care
offered without career, clearance, or fitness-for-duty penalty for seeking it.

Veterans Health Administration. Qualifying providers recognized in Direct Care and the Community Care
Network, so that every enrolled veteran can receive LOBAT care on demand and at no cost — never
conditioned on prior failure of residential rehabilitation. (The parallel Veteran Recovery Demonstration
under 38 U.S.C. § 1703E is the vehicle for the VA’s own value-based rates.)

Indian Health Service. Adoption through the IHS reimbursement framework and Purchased/Referred Care,
with an expedited certification pathway and culturally adapted delivery for IHS, tribal, and urban Indian
programs, so that every IHS-eligible individual is entitled to LOBAT care at no cost.

Federal Employees Health Benefits (FEHB). Participating carriers directed to add both code families,
extending the model to federal employees and their dependents.

Commercial, ACA, and self-insured (ERISA) markets. Parity guidance, essential-health-benefit rulemaking,
and network-adequacy standards aligning private coverage with the federal model — coverage on terms no
less favorable than Medicare, with the same anti-diversion protections applying.

This is a vision, not a precondition: the model stands on its own merits within Medicare and Medicaid, and
nothing in the demonstration depends on simultaneous adoption everywhere. But naming the destination
matters. The Nation has never had a single, coherent standard for addiction care that every government payer
could point to. LOBAT is designed to be that standard — proven first by HHS and CMS, then available to every
American the government covers.

That is the frame for everything that follows. The Nation is already paying, generously, for care that does not
work — and the model that replaces it must be strong enough to carry every payer the Government operates.
The remainder of this framework sets out that model in the order a reader should meet it: the policy the De-
partment would establish, the clinical design itself, how patients move through it, what a year of that care
costs against what the Nation pays today, the payment architecture that funds it, the two-sided guarantee that
stands behind it, and the path from a ten-thousand-patient demonstration to permanent national policy.

4. Policy — What the Department Would Establish

This section states the destination — conditionally. Once the ten-thousand-patient pilot conducted by the De-
partment of Veterans Affairs and the Department of War has been completed and its data analyzed, and assum-
ing the results bear out what the operating evidence anticipates, it would then be the established policy of the
Department of Health and Human Services that:

(a) Alcohol Use Disorder and Substance Use Disorder shall be treated, financed, and evaluated as the chronic,
biologically rooted medical conditions they are — within the same outcomes-accountable, value-based frame-
works the Department applies to other chronic diseases of comparable severity and cost.

(b) Federal health programs shall pay for AUD and SUD treatment on the basis of measured clinical, functional,
and utilization outcomes — and shall progressively move away from reimbursing, at scale, modalities demon-
strated not to produce durable recovery, as outcomes-accountable capacity grows to meet demand.
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(c) Care shall address the root causes of the disease — brain biochemistry, genetic vulnerability, nutrient de-
pletion, trauma, and the conditions of daily life — rather than managing symptoms in repeating short-cycle
episodes.

(d) The fragmented sequence of disconnected detoxification, residential rehabilitation, partial hospitalization,
and intensive outpatient programs shall be replaced by a single, integrated, longitudinal model of care
delivered by one accountable team across every level of clinical need.

(e) Provider performance that produces measurable, auditable improvements in sustained recovery, retention,
and patient experience shall be rewarded — and the structures that today reward volume regardless of result
shall be retired.

(f) The integrity of every federal addiction-treatment dollar shall be protected: payment shall follow docu-
mented outcomes, billing shall use standardized codes with rate ceilings, and a contractual Performance
Guarantee shall place the cost of failure on the provider, not the payer.

(g) The CMMI shall be the Department’s vehicle for building the payment architecture, testing it, and — on the
strength of the evidence and the certification the statute requires — expanding it to permanent Medicare and
Medicaid coverage, with the commercial market following on the federal precedent.

5. The LOBAT Model — Treat the Biology, Measure the Recovery

LOBAT is a single, longitudinal model of care delivered through two coordinated levels — LOBAT Tier 2, the
highest-acuity integrated model for the most clinically complex patients, and LOBAT Tier 1, the foundational
longitudinal model for earlier-stage, single-substance disease without significant comorbidity. Both are year-
long, medication-forward, outcomes-accountable, and home-delivered; both carry a contractual Performance
Guarantee. They differ in the breadth and availability of the care team, in the intensity of the wraparound sup-
port that team delivers, in the precision-medicine requirements that distinguish them, and in the payment ar-
chitecture each supports. Section 5(a) describes Tier 1 and the one-way pathway by which a Tier 1 patient es-
calates to Tier 2 when clinical need requires it; Section 5(b) describes the Tier 2 model in full.

Which tier a patient enters is a clinical decision, not a financial one. The two tiers exist to match clinical com-
plexity, and the dividing line is the patient’s biology, safety, and circumstances — not cost. A representative
LOBAT Tier 1 patient is an adult who engages in binge drinking three to four times per week, consuming in ex-
cess of four drinks on each occasion, whose work performance or family functioning has begun to suffer, but
who has not developed daily physiological dependence and would not require medically supervised detoxifica-
tion — clinically appropriate for the medication-forward, telehealth-delivered model, supported by a team
available seven days a week. A representative LOBAT Tier 2 patient is an adult with concurrent alcohol and
benzodiazepine dependence who would ordinarily have required inpatient detoxification, presenting with co-
occurring depression, anxiety, and significant sleep disturbance — the kind of complexity that calls for medic-
ally supervised detoxification with continuous monitoring, integrated psychiatric management, around-the-
clock team availability, intensive wraparound support, pharmacogenomic-guided prescribing, and the single
longitudinal care team that distinguishes Tier 2. The model places each patient where the medicine indicates;
the payment follows the clinical level of care, never the reverse.
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EXHIBIT D — CLINICAL PLACEMENT — WHO GOES WHERE, AND WHAT PAYERS MAY NOT DO

Clinical placement criteria and the binding anti-diversion protections that keep tier assignment a medical decision.

TIER 1 PLACEMENT IS SUFFICIENT

Single-substance AUD or SUD
No significant psychiatric comorbidity
No severe acuity; no medically supervised detoxification required

A stable home and social environment able to support home-based care from a team available seven days a week

e.g., an adult binge-drinking 3-4x/week with work or family functioning beginning to suffer, without daily physiological dependence.

TIER 2 PLACEMENT IS INDICATED (ANY ONE)

Polysubstance use disorder (nicotine and caffeine excluded)

Significant psychiatric comorbidity — major depressive disorder, bipolar disorder, schizophrenia-spectrum illness, PTSD,
severe anxiety, or personality disorders in active treatment

Significant psychosocial instability — unstable housing, absent or destabilizing social support, family, legal, or employment
crisis, or constant environmental exposure, requiring 24/7 team availability and intensive wraparound care

Prior failure of residential or outpatient treatment, or of a Tier 1 trial

Severe acuity on validated clinical assessment — ASAM criteria at Level 2.5 or higher

Chronic medical conditions destabilized by AUD or SUD (diabetes, hypertension, heart failure, liver disease, seizure disorder)
Contraindication to first-line medications where pharmacogenomic-guided prescribing is likely to help

Need for ambulatory medical detoxification (the Phase II model)

Need for inpatient stabilization in the Intensive Integrated Continuity Setting (IICS)

Presumptive: any discharge from inpatient or residential care; any return to use after a completed Tier 2 program

BINDING ANTI-DIVERSION PROTECTIONS — ALL PAYERS

Step therapy prohibited. No “fail-first” at Tier 1 as a condition of Tier 2 access.

Cost-based routing prohibited. Placement on clinical criteria alone, by a qualified clinician, documented.
Network-adequacy backstop. Out-of-network Tier 2 at in-network cost-sharing; cross-state telehealth recognized.
72-hour upgrades. Provider-initiated Tier 1 > Tier 2 transfer without repeat assessment or step-therapy review.
Binding external review. Independent, conflict-free clinical review at no cost to the patient.

Pattern surveillance. Annual reporting of placement volumes, transfers, and contested determinations; corrective action for
systematic diversion.

Patient choice is preserved: a patient meeting Tier 2 criteria may, after informed consent, elect Tier 1 — without prejudice to any other benefit, and
without penalty to the provider’s outcome metrics.

Note: Tier 2 indications are abridged for presentation; placement is governed by the full clinical criteria a qualified clinician applies and documents. Tier
assignment is a clinical determination, never a financial one.

5(a) LOBAT Tier 1 — The Foundational Longitudinal Model

5(a)(i) What Tier 1 is, and who it serves. LOBAT Tier 1 extends the same longitudinal, outcomes-accountable
philosophy to the broadest population the treatment system can responsibly serve: patients with an earlier-
stage, single-substance use disorder without significant medical or psychiatric comorbidity, in a home and so-
cial environment stable enough to support care delivered at that cadence. It is a year-long, medication-for-
ward, multidisciplinary, integrative program delivered in the patient’s home through validated telehealth and
remote monitoring, under the same twelve-month Performance Guarantee that anchors Tier 2. Tier 1 is built to
be the entry point for the large majority of people who need care but do not require the full intensity of the
Tier 2 integrated model — reaching them before the disease progresses, and keeping them in continuous
medical care rather than cycling them through disconnected short-stay episodes.

5(a)(ii) The Tier 1 clinical engine. Tier 1 is medication-forward at its core: the routine and appropriate use of
medications indicated for AUD, SUD, and commonly co-occurring mood, anxiety, sleep, and craving condi-
tions, prescribed by qualified medical and psychiatric providers and documented in the medical record. A
multidisciplinary care team — medical or psychiatric physicians, licensed therapists or licensed drug-and-al-
cohol counselors, and peer support guides — is available not fewer than seven days per week across the full
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program year. Group support is delivered through the same anonymity-protected telehealth platforms used at
Tier 2. Progress is tracked on a validated outcomes panel reported routinely to the payer.

The differences from Tier 2 run along three axes, and it matters that the precision-medicine layer is only one of
them. The first is the depth and availability of the team. The Tier 1 team is available seven days a week; it is
not staffed around the clock, and it does not carry the dedicated nursing capacity, intensive psychiatric
management, expanded peer support, and dedicated care coordination that Tier 2 requires. The second is the
intensity of wraparound care. Tier 2 is built to hold patients whose recovery is threatened by the circum-
stances of their lives as much as by their biology — unstable housing, absent or destabilizing social support,
family and legal crisis, employment disruption, constant environmental exposure — and to manage that
instability inside the clinical plan rather than referring it out. The third is the precision-medicine layer. Com-
prehensive pharmacogenomic-guided dosing and structured nutrient repletion are not Tier 1 services; they are
defining, mandatory elements of Tier 2. A patient whose clinical picture calls for around-the-clock team avail-
ability, intensive wraparound management, pharmacogenomic-guided prescribing, or structured nutrient re-
pletion is, by that fact, a Tier 2 patient, and is escalated accordingly. Keeping all three at Tier 2 is precisely
what keeps Tier 1 broadly accessible and lower-cost — and what makes escalation a clinical signal rather than
an add-on.

EXHIBIT E — THE TIER 1 ENGINE — MEDICATION-FORWARD LONGITUDINAL CARE, BROADLY ACCESSIBLE
The same longitudinal philosophy, calibrated for earlier-stage, single-substance disease. The step up to Tier 2 is a step up in team depth and
wraparound intensity as much as in precision medicine.

ELEMENT TIER 1 REQUIREMENT RELATION TO TIER 2

Medication-forward

Routine, documented use of medications for AUD/SUD

care and co-occurring mood, anxiety, sleep, and craving
conditions.

Care-team Multidisciplinary team: medical or psychiatric

composition physicians, licensed therapists or drug-and-alcohol

counselors, navigators, and peer support guides.

Care-team availability = Not fewer than 7 days per week across the program
year — a genuine seven-day team, but not around-the-
clock staffing.

Wraparound &
psychosocial support

Standard navigation, for patients whose home and
social environment already supports home-based
care.

Delivered in the Home via validated telehealth and
remote monitoring.

Care setting

Pharmacogenomic-
guided dosing

Not a Tier 1 service — a patient who needs it is, by
definition, a Tier 2 patient.

Structured nutrient
repletion

Not a Tier 1 service — a patient who needs it is, by
definition, a Tier 2 patient.

Outcomes panel Four validated tools — PHQ-9, GAD-7, K10, PCL-C —

plus substance-use status documentation, reported

routinely.
Performance 12-month guarantee on Program Completion;
Guarantee quarterly check-ins; free alumni groups.

Shared core; the foundation of both tiers.

Tier 2 adds dedicated nursing capacity, intensive

psychiatric management, expanded peer support,
and dedicated care coordination, at substantially

higher contact intensity.

Tier 2 is available 24 hours a day, 7 days a week across

the full program year.

Tier 2 manages housing instability, absent or
destabilizing social support, family, legal, and
employment crisis, and constant environmental
exposure inside the clinical plan.

Shared; Tier 2 adds the Intensive Integrated
Continuity Setting (IICS) inpatient place of service.
Mandatory, defining element of Tier 2.

Mandatory, defining element of Tier 2.

Tier 2 reports a comprehensive panel — thirteen
validated tools and clinical measures.

Shared structure across both tiers.

Tier 1 carries an outcome bonus of up to 15% across three domains; Tier 2, up to 25% across five. Same accountability, calibrated to acuity. Source:
LOBAT Tier 1 certification criteria, as set out in the companion draft Executive Order, Sec. 4(A).

5(a)(iii) Escalation to Tier 2. Movement from Tier 1 to Tier 2 is one-way and clinically driven: a Tier 1 patient
whose disease proves more complex than first assessed — emerging comorbidity, polysubstance involvement,
withdrawal risk, destabilizing psychosocial circumstances, or insufficient response — escalates into the Tier 2
integrated model with the same continuity of record and care relationship. Patients never move from Tier 2
down to Tier 1. The two tiers are not competing products but a single continuum, designed so that a patient
enters at the level their clinical need requires and is escalated the moment it changes.
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5(b) LOBAT Tier 2 — The Highest-Acuity Integrated Model
5(b)(i) The clinical premise. Chronic alcohol and substance use produces measurable neurocognitive injury,

and it does so against a substantial, genetically determined background of risk?. Without intervention, brain
function does not recover — imaging shows activity remaining suppressed well beyond a hundred days after
cessation. LOBAT Tier 2 is built on the premise that this biology is the target: medication is used to achieve
early stability, pharmacogenomics is used to choose the right medication and the right nutrients the first time,
and structured nutrient repletion is used to restore the brain chemistry that chronic use depleted — with pro-
gress tracked directly through serial cognitive testing. Addiction is treated as the chronic medical disease it is,
not as a moral failing to be counseled away.

Counseling and peer support are not discarded in this model — they are repositioned to the point at which they
do the most good. Once the brain has stabilized and craving has resolved, and cognitive function has been re-
stored, the patient is able to engage with therapy and peer support far more effectively than in the disordered
state in which legacy programs deliver them. At that stage these become critical tools: they help the patient
build the skills, insight, and durable habits needed to sustain recovery and adjust to a life without substance
use. Sequencing the biology first and the behavioral work second is a deliberate reordering that maximizes the
effectiveness of both.

5(b)(ii) The team that makes Tier 2 possible. Before the precision medicine, there is the team. Tier 2 is staffed
and available twenty-four hours a day, seven days a week across the full program year — not seven days a week
within clinical hours — and the team is materially broader than the Tier 1 team: dedicated nursing capacity for
monitored detoxification and daily physiologic oversight, intensive psychiatric management for comorbidity
that is being actively treated rather than merely noted, expanded peer support, and dedicated care coordina-
tion. That team also delivers a substantially higher intensity of wraparound care. Tier 2 exists to hold the pa-
tients whose recovery is threatened as much by the circumstances of their lives as by their biology — unstable
housing, absent or destabilizing social support, family and legal crisis, employment disruption, constant ex-
posure to substances in the home — and it manages that instability inside the clinical plan rather than refer-
ring it out. That capacity, more than any single test, is what makes it safe and effective to treat a high-acuity
patient at home rather than in a bed.

5(b)(iii) The precision-medicine engine. Three further capabilities distinguish the Tier 2 model, and each
maps directly to the root-cause, science-driven orientation of the Administration’s health agenda. First, DNA-
guided prescribing: pharmacogenomic sequencing at intake guides medication selection across an extensive
formulary and guides the selection of targeted nutrients — ending the trial-and-error prescribing that wastes
months of a patient’s recovery and the system’s money. Second, nutrient repletion as brain restoration: more
than twenty biologically targeted nutrients restore the biochemistry that chronic use damages, with cognition
gains of roughly twenty-five percent by the first month and 40.3 percent across the year on serial testing.
Third, continuous, verified monitoring: validated salivary drug testing performed live under nursing observa-
tion, together with a validated outcomes panel, provides measured and verified attestation of clinical improve-
ment week over week. This stands in contrast to patient self-attestation of success months after leaving a
residential program — a measure with no validated significance in the published literature.

EXHIBIT F — THE TIER 2 PRECISION-MEDICINE ENGINE — TREAT THE BIOLOGY, MEASURE THE RECOVERY

Three capabilities, each mapped to the root-cause orientation of the MAHA agenda, delivered by the around-the-clock team of Section 5(b)(ii).

CAPABILITY WHAT IT DOES MEASURED RESULT
DNA-guided Pharmacogenomic sequencing at intake guides medication and nutrient Ends months of trial-and-
prescribing selection across an extensive formulary — the right molecule, the first time. error prescribing.
Nutrient repletion as More than 20 biologically targeted nutrients restore the biochemistry +25% cognition by month 1;
brain restoration chronic use damages. +40.3% across the year.
Continuous, verified Validated salivary drug testing performed live under nursing observation, Mean BAC 0.097 - 0.009;
monitoring plus a validated outcomes panel — recovery is measured, not self-attested. improvement within 14
days.

Whole-person results (p <.001): depression —45% - anxiety ~37% - PTSD resolution 62% - 48.6% move to normal-high resilience - NPS 88.2.

Source: NorthStar clinical outcomes analysis, available to the Department for independent evaluation. See note 5.
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5(b)(iv) The evidence. The model is producing sustained recovery in excess of eighty-five percent at twelve
months — against roughly thirteen percent for residential rehabilitation and ten percent for detoxification
alone — with 84.7 percent twelve-month retention and statistically significant improvement (p < .001) across
depression (PHQ-9), anxiety (GAD-7), psychological distress (K10), post-traumatic stress (PCL-C), cognition,
and resilience; mean breath-alcohol concentration falls from 0.097 to 0.009, and the Net Promoter Score of 88.2
is among the highest in American health care. Symptomatic improvement is typically evident within fourteen
days of enrollment. The underlying clinical evidence base, payment methodology, and operating data are
available to the Department to support a rigorous evaluation against the documented record of the existing
treatment system — the published recovery rates and the claims data on cost, readmission, and return to treat-
ment that define the status quo — the infrastructure any federal model needs to measure against, already in
production.

5(b)(v) Design principles.

Longitudinal by default. A minimum 365-day program year, with care continuing beyond the first year for
as long as clinically required — because chronic conditions are managed, not discharged.

A single accountable team, scaled to acuity. One multidisciplinary team — physicians, psychiatric
providers, nurses, therapists, navigators, and peer guides — follows the patient across every level of need:
seven days a week at Tier 1, and twenty-four hours a day, seven days a week at Tier 2, where it also carries
the added nursing, psychiatric, peer, and care-coordination depth higher-acuity patients require.

Wraparound care as clinical care. For the patients Tier 2 serves, recovery is threatened as much by
circumstance as by biology. Housing instability, absent social support, family and legal crisis, and constant
environmental exposure are managed inside the clinical plan rather than referred out.

Root-cause and precision-guided. Pharmacogenomic sequencing guides prescribing and nutrient selection;
structured nutrient repletion restores brain biochemistry; medication is imperative for early stabilization.

Home as the primary place of care. Care is delivered in the home for about ninety-five percent of patients,
entirely through validated telehealth and remote monitoring — removing stigma, geography, and the thirty-
day abstinence requirement as barriers to entry. In a small subset of more complex cases, a patient will
require a period of inpatient care to begin treatment safely; the same LOBAT team provides that care
initially in an inpatient setting and then transitions the patient home as soon as clinically appropriate,
continuing to manage them longitudinally throughout.

Anonymity-protected group support. Avatar-based, voice-masked immersive VR or AR groups dismantle
the stigma barrier that keeps high-functioning people out of care.

Accountability that is contractual. A contractual Performance Guarantee: any patient who returns to use
within twelve months of Program Completion is re-stabilized at no additional charge. Payment follows
outcomes.

6. The Clinical Structure — Five Phases, One Team

LOBAT Tier 2 care proceeds through five clinical phases delivered across two settings by a single longitudinal
team, available around the clock throughout. The structure is the clinical backbone the payment model is built
on, and it is deliberately non-linear: patients move between phases on the basis of frequent clinical
reassessment, not a fixed calendar.
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EXHIBIT G — THE LOBAT MODEL OF CARE: THE CLINICAL JOURNEY AT A GLANCE

LOBAT — Longitudinal Outcomes-Based Addiction Treatment — is a genetically-guided, comprehensive, outcomes-accountable model:
longitudinal by design, evidence-based, paid on value, multidisciplinary, and community-engaged. A patient enters at the tier their clinical
need requires.

LOBAT TIER 1 — THE FOUNDATIONAL LONGITUDINAL DELIVERED IN THE HOME VIA TELEHEALTH - TEAM AVAILABLE 7 DAYS A

MODEL WEEK

TIER 1 SERVES — earlier-stage disease - a single substance - no significant medical or psychiatric comorbidity - a stable home
environment

Year-long, medication-

forward care from a Stabilization Maintenance & Continuity Program Completion
multidisciplinary team, 7 Moderate intensity - ~3 Continuity intensity - ~9 12-mo Performance Guarantee
months months

days a week, delivered in the
Home via telehealth, with
progress tracked on a
validated panel.

A patient may step up from Tier 1 to Tier 2 as clinical need requires — one-way, never the reverse; placement is clinical, never financial

LOBAT TIER 2 — THE HIGHEST-ACUITY INTEGRATED ONE LONGITUDINAL TEAM - 24/7 AVAILABILITY - TWO PLACES OF

MODEL SERVICE

TIER 2 SERVES — polysubstance use - psychiatric or medical comorbidity - withdrawal risk - psychosocial instability - prior treatment
non-response

~5% - RARE INPATIENT START INTENSIVE INTEGRATED CONTINUITY SETTING (IICS)

The exception, not the rule. Only about five percent of Tier 2 patients ever begin here — those whose withdrawal
risk, acuity, or home environment makes starting at home unsafe — and of those, only a small minority remain
beyond thirty days. The same longitudinal team then steps them down into the home pathway and continues their
care.

| - Inpatient Stabilization

~5% of patients - monitored medical
detox, 24-hour nursing & supervised
residence - only when home is unsafe
- typically 30 days, rarely more than

20

| I e e e 4
Escalate / de-escalate between Home and the Intensive Integrated Continuity Setting as clinical need requires — reimbursed without limit

~95% - THE COMMON PATHWAY DELIVERED IN THE HOME, ENTIRELY VIA TELEHEALTH & REMOTE MONITORING
~95% Ambulatory Detox Intensive Care Stabilization Continual Care
ENTER HERE 4 wks - weeks 1-4 - taper at 8 wks - weeks 5-12 - 12 wks - weeks 13-24 - ~6 months - weeks 25-52 -
- home - 24/7 monitoring psychiatric eval - precision resilience - autonomy - chronic-condition

medication - nutrients optimization management - completes
the year

Non-linear by design. Patients move between phases on frequent clinical reassessment, not a fixed calendar, and may re-escalate to any earlier phase whenever
clinically required. At Program Completion, a 12-month Performance Guarantee re-stabilizes any return to use at no additional charge.

WHAT THE MODEL PRODUCES — MEASURED

86% 84.7% +40.3% 88.2

sustained recovery vs. ~13% twelve-month retention in care improvement in cognition on Net Promoter Score
legacy serial testing

Validated clinical outcomes analysis — available for independent evaluation. Note: Intensive Integrated Continuity Setting (IICS) residence is typically 30 days,
and rarely more than 90; if a patient requires inpatient care at all, it is typically only about a month, because the Tier 2 home model — 24/7 team availability
plus intensive wraparound — is sufficient to keep most patients stable at home. A Place-of-Service modifier sets the inpatient weekly rate; re-escalation is
reimbursed without limit.

About ninety-five percent of patients enter at Phase II — Ambulatory Detoxification, delivered at home over
four weeks (weeks one through four) with continuous remote monitoring and twenty-four-hour clinical avail-
ability — and complete Phases II through V within the program year. Phase I, Inpatient Stabilization, is the rare
exception: monitored medical detoxification and supervised residence in an Intensive Integrated Continuity
Setting (IICS), reserved for patients whose disease severity, withdrawal risk, or home environment makes sta-
bilization at home unsafe — typically thirty days, and rarely more than ninety. Phase III, Intensive Care, runs
eight weeks (weeks five through twelve) of full psychiatric evaluation, pharmacogenomic-guided medication,
nutrient repletion, trauma-focused care including Accelerated Resolution Therapy (ART), and immersive
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group support. Phase IV, Stabilization, runs twelve weeks (weeks thirteen through twenty-four). Phase V, Con-
tinual Care, runs the remaining twenty-eight weeks of the program year (weeks twenty-five through fifty-two,
approximately six months) — and continues beyond it for as long as clinically required. Re-escalation to any
earlier phase is available whenever clinically needed, without numerical limit and with contemporaneous
documentation.

Twelve months is a clinical floor, not a ceiling. This is a chronic disease, and chronic disease does not run on a
fixed clock. Most patients complete active treatment within a year. But some patients sit further along the
severity spectrum — an individual consuming more than forty standard drinks a day, for instance — and may
take longer to stabilize, require a longer period of critical-care management, and need continued support to
maintain recovery through periods of return to use. For those patients, care does not stop at an arbitrary
twelve-month mark. They continue to be seen at the level of support their condition requires, billed under the
same weekly codes, for whatever duration is clinically necessary. Only when a patient has completed all levels
of care, including a stabilized continued-care phase with no evidence of persistent return to use, is that patient
deemed to have reached Program Completion — and it is at that point, and only then, that the Performance
Guarantee year begins. What governs the length of treatment is not a calendar but objective clinical criteria: a
patient must continue to meet defined, measurable criteria to remain in active treatment. If a patient no longer
meets those criteria after a year, the active year ends and the Performance Guarantee period begins; if a pa-
tient continues to meet them, care continues until they no longer do. This is how the rest of medicine already
works — some cancers are treated in six months and others require three years — and addiction must be man-
aged like the chronic medical disease it is. Arbitrary time limits cannot be applied uniformly to every patient
with these diagnoses. What can be applied, and what this framework requires, are reliable, objective metrics
that hold programs accountable for result.

7. Implementation Through Existing Authority

Nothing in this framework requires new legislation. It is evaluated, tested, and launched over the course of the
two-year interagency schedule this document accompanies: a ten-thousand-patient Federal pilot, conducted
by the Department of Veterans Affairs and the Department of War and launching September 1, 2026, under the
VA’s own value-based payment authority; an ONDCP-chaired interagency task force that meets monthly across
the full twenty-four months, with the Department — and CMMI within it — at the table; and the Secretary’s ex-
pansion authority under 42 U.S.C. § 1315a, which converts the proven result into permanent Medicare and
Medicaid coverage.

The sequence matters: the pilot generates the evidence; CMMI builds the permanent code structure alongside
it; and once the pilot has been completed and its data analyzed, the expansion authority carries the model to
national coverage.

7.1 Lever 1 — The interagency task force and the MAHA evidence frame

The Department’s first instrument is its seat. The ONDCP-chaired task force is where the national standard of
care for AUD and SUD is designed, tested, and carried into permanent policy — and the MAHA evidence agenda
supplies its frame: chronic-condition-based, root-cause, accountable for measured recovery. Through the task
force’s monthly cadence, the Department receives the pilot’s quarterly status and interim outcome reads, leads
the barrier-removal workstreams that fall within its jurisdiction, and adapts the model to the populations its
programs serve. NorthStar’s clinical evidence base and data infrastructure — already in production — are
available to the task force for rigorous evaluation from day one.

7.2 Lever 2 — CMMI and the permanent code structure

CMMI — the Center for Medicare and Medicaid Innovation, within CMS — plays the pivotal role: it is the engine
that converts the pilot’s payment architecture into the permanent national code structure. Acting under 42
U.S.C. § 1315a, and working alongside the pilot rather than after it, CMMI co-develops the longitudinal, value-
based code families for Medicare and Medicaid — weekly bundles by phase of care, the outcome-incentive lay-
er, and the two-sided Performance Guarantee — on the interagency schedule: co-development opens as the pi-
lot’s first cohorts enroll, the code structure moves into structured draft as interim outcomes read out, and the
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families near completion as the demonstration matures, so that the codes issue the moment the evidence is
conclusive. The pilot’s results are measured against the documented record of the existing treatment system —
the published recovery rates for detoxification, residential, and outpatient care, and the Medicare and Medi-
caid claims data on cost, readmission, and return to treatment — and are statistically powered to support per-
manent adoption. The structure is built from the outset to satisfy the expansion test the statute sets: that the
Secretary determine, and the CMS Chief Actuary certify, that the model reduces net spending without reducing

quality — or improves quality without increasing spendinglo. Because better recovery drives lower total cost
of care, the model is designed to clear that bar on both dimensions at once.

Among the questions the pilot is designed to refine — and the interagency meetings to settle — are the precise
empirical boundaries of the code structure itself. What qualifies a patient for the complexity add-on (the U6
modifier): Phase I care in the Intensive Integrated Continuity Setting, or significant psychiatric or medical co-
morbidity requiring intensive management — and where, exactly, the documented clinical threshold for “signi-
ficant” sits. What validated clinical criteria place a patient at ambulatory-detoxification-level care (Phase II)
versus intensive-care-level (Phase III) versus stabilization-level (Phase IV) versus continual-care-level (Phase
V) — and what documentation standards, risk adjustment, and outcome-incentive calibration attach to each.
These parameters are worked out empirically over the course of the ten-thousand-patient pilot and refined
through the interagency task force’s meetings across the two-year schedule — so that when CMMTI’s code famil-
ies issue, every threshold in them is anchored in demonstrated clinical experience rather than assumption.

7.3 Lever 3 — Expansion to permanence

Section 1315a(c) is the engine of permanence. Once the pilot has completed and its data have been analyzed —
and on the strength of that evidence and the Chief Actuary’s certification — the Secretary may, through rule-
making, expand the duration and scope of the model, including on a nationwide basis, without further legisla-
tion. Permanent Medicare and Medicaid code families issue through CMMI; Medicaid programs and commer-
cial payers adopt on the federal precedent; and the longitudinal, outcomes-accountable model becomes the
standard of care for the Nation. The path from a working program to national coverage runs entirely through
authority the Department already holds.

EXHIBIT H — A NATIONAL IMPLEMENTATION — THREE LEVERS, ONE INTERAGENCY SCHEDULE

No new statute. The pilot launches September 1, 2026; the code families issue by month twenty-four.

LEVER 1 - THE INTERAGENCY TASK LEVER 2 - CMMI CODE CO- LEVER 3 - PERMANENT NATIONAL
FORCE DEVELOPMENT COVERAGE
The ONDCP-chaired task force meets CMMI, within CMS, co-develops the per- § 1315a(c) expansion — once the pilot
monthly across 24 months. The Depart- manent Medicare and Medicaid code completes and the data are conclusive,
ment — with CMMI at the table — brings families alongside the 10,000-patient pi- the Secretary may expand the model, in-
the MAHA evidence frame, receives lot — weekly bundles by phase, outcome cluding nationwide, on actuarial certific-
quarterly pilot status and interim out- incentives, and the two-sided Perform- ation. Permanent code families issue;
comes, and leads its barrier-removal ance Guarantee — with thresholds set Medicaid states and commercial markets
workstreams. Authority: existing empirically by pilot evidence and follow. Authority: no further legislation
interagency coordination. interagency refinement. Authority: 42 required.

U.S.C. §1315a.

One schedule across every participating agency: pilot launch September 1, 2026 - CMMI code co-development alongside the pilot - demonstration
complete and code families created by month 24.

A running start the Department builds on. The pilot is conducted through the VA's own payment-innovation authority and will be generating real-
world LOBAT outcomes, payment, and operational data in a Federal population from its first week — a funded, de-risked evidence stream that

informs CMMI’s code design as it is being built. The Department does not begin from a blank page; it begins from a model already in motion, on a
schedule already set.

Parallel pathways: TRICARE’s CMS-based code set adopts the families directly, so an active-duty service member’s care continues uninterrupted across
separation or retirement; IHS carries a preferred certification pathway.

7.4 Capacity and the Partnership Pathway

Certification standards for Qualifying LOBAT Providers are open to every provider that meets them. A partner-
ship (“bolt-on”) pathway lets an existing provider that satisfies the core requirements but lacks a discrete spe-
cialized capability — around-the-clock multidisciplinary staffing and the nursing, psychiatric, peer, and care-
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coordination depth Tier 2 requires; comprehensive pharmacogenomic testing and interpretation; methylation
and nutrient-deficiency assessment; structured nutrient-repletion design; or immersive group infrastructure
— reach full certification by licensing or subcontracting that capability, at fair market value, from a certified
organization, furnished directly to its own patients as an integrated component of a single accountable team.
Capacity scales without lowering the standard, and existing community providers level up rather than being
displaced.

8. What LOBAT Costs — and What It Redirects

Sections 5 through 7 set out the model and the authority to run it. This section prices it, and sets that price
against the record established in Sections 1 and 2. The order is deliberate: what the Department would be
buying is described before what it would pay.

A full guaranteed LOBAT year costs $35,000 at Tier 1 and $55,000 at Tier 2 — rising to an all-inclusive maximum
of $65,000 where the complexity add-on is clinically required — before incentives. Even the maximum Tier 2
year is the equivalent of roughly three weeks of community residential care at the daily rates the Department

of Veterans Affairs’ own auditors documenteds, and a fraction of the downstream medical cost a single un-
treated patient accumulates. And it buys something the legacy system never offered: under the NorthStar mod-
el, LOBAT Tier 1 and Tier 2 together provide up to two years of coverage — a year of active, longitudinal, com-
prehensive care designed to make recovery durable, followed by a guaranteed second year in which the pa-
tient continues to be seen wherever clinical need requires. The status-quo dollar buys a bed for a few weeks
and a discharge; the LOBAT dollar buys a measured, accountable year of recovery and a guarantee behind it.

The contrast is starkest expressed by the day, because that is how the legacy system actually bills. Exhibit I sets
the daily cost the Government’s own auditors documented for community residential care against the daily
cost of each LOBAT tier.

EXHIBIT | — WHAT A DAY OF CARE COSTS — LOBAT VS. THE RESIDENTIAL RATE THE GOVERNMENT DOCUMENTED

A full LOBAT year is priced for 365 days of longitudinal care. Community residential care, as documented by the VA Office of Inspector General,
was billed by the bed-day.

~$2,766/day ~$96/day ~$151/day

Community residential care — the LOBAT Tier 1 — a full guaranteed LOBAT Tier 2 — the $55,000 base program
average daily charge the VA-OIG program year at $35,000 of medication- year, care and equipment kit included:
documented, with daily charges forward, telehealth-delivered the highest-intensity integrated model,
reaching $6,000-$7,000; $129,382 per longitudinal care detox through maintenance

veteran bought roughly 47 days

A day of the most intensive LOBAT care costs about one-eighteenth of a day of the residential care the Government was billed for — and unlike a

residential bed-day, the LOBAT day is one of 365 in a guaranteed, measured year of recovery, not one of forty-seven before a discharge.

Sources: VA Office of Inspector General (community residential SUD treatment review); LOBAT per-day figures are NorthStar estimates derived from the
guaranteed annual Tier 1 and Tier 2 ranges across a 365-day year. See note 8.
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EXHIBIT J — WHAT ONE PATIENT COSTS THE SYSTEM TODAY — AND WHAT A GUARANTEED LOBAT YEAR COSTS
INSTEAD

The legacy figure is not a single bill. It is what one untreated patient costs the Nation over time — in repeated episodes, in sustained excess
medical cost, and in the downstream burden that lands outside the treatment line. The categories below make the comparison plain.

TODAY — WHAT ONE UNTREATED PATIENT INSTEAD — A GUARANTEED LOBAT YEAR,

COSTS 365 DAYS OF CARE

Treatment episodes — one residential/PHP/  $40-60K per episode LOBAT Tier 2 — highest-acuity integrated $55K
IOP episode runs $40K-$60K, and patients model, detox through maintenance

cycle through an average of 5.4 over the

illness

Sustained excess medical cost —a ~3x every year LOBAT Tier 1 — foundational medication- $35K
beneficiary with an untreated SUD incurs forward longitudinal model

roughly three times the total cost of care of
one without, year after year

Downstream disease — +$14,900/yr +$5-15K per year Complexity add-on — Phase I (IICS) or +up to $10K
(commercial) or +$4,800/yr (Medicaid) per significant comorbidity, when clinically
alcohol-attributable diagnosis; heart required

disease, liver disease, dementia, cancer

Societal cost — emergency and inpatient borne by the public Measured weekly, monitored, and backed incl.
use, and, for many, the criminal-justice by a 12-month Performance Guarantee —

system ($20-50K/yr to incarcerate) plus a guaranteed second year of coverage

Reasonable total cost to the system, per $150-250K A full guaranteed year of care, for a $35-65K
patient fraction of the lifetime cost

Today: ~13% sustained recovery - every episode ends at discharge - no guarantee at any stage. Instead: 85.7% sustained recovery - continuous

care across the program year - any return to use re-stabilized at no additional charge through the Guarantee year.

The return is the headline. Every dollar invested in substance-use treatment returns on the order of seven dollars in total societal savings. Invest up to
~$65,000 in a guaranteed LOBAT Tier 2 year, and the Nation stands to recover on the order of $455,000 in avoided downstream medical cost, emergency
and inpatient use, lost productivity, and justice-system spending — a sevenfold return on a single year of care that works.

Sources: community-residential pricing and length-of-stay findings, VA Office of Inspector General Report 25-00261-169 (September 2025); ~2x total-cost-of-care
and downstream-diagnosis figures per notes 14, 18, and 20; return-on-investment per note 28. LOBAT annual ranges are NorthStar estimates spanning acuity,
comorbidity, and level-of-care escalation; the per-patient system total is an illustrative estimate combining repeat episodes, sustained excess medical cost, and
downstream burden.

Seen across a patient’s course rather than a single day, the same conclusion holds. This architecture does not so
much propose new spending as redirect spending the Nation already makes — on detoxification cycles with ten
percent durable benefit, on residential programs with thirteen, on freestanding programming with none, and
on the threefold total-cost-of-care burden that untreated addiction imposes across the medical system. The
Federal Government’s own auditors have shown what the legacy model costs when purchased at scale without
outcome accountability. Every patient moved into sustained recovery removes a multiplied downstream cost
from the system; the model is designed so that the demonstration can prove that savings to the Chief Actuary’s
standard.

The Department is already paying more for less. LOBAT redirects the same dollars toward care that works.
What remains is the mechanics: Section 9 sets out how a year of this care is actually billed and paid — the
weekly bundles, the code and modifier architecture, the outcome-incentive layer, and the two-sided guarantee
that stands behind the result.

9. The Payment Architecture

Current CPT and HCPCS architecture reimburses detox, rehabilitation, partial hospitalization, and intensive
outpatient programming as fragmented, volume-driven episodes that produce, at best, a thirteen percent suc-
cess rate — and that effectively lock longitudinal models out of commercial markets and entirely out of Medi-
care and Medicaid. What is needed is a two-layer, value-based architecture: a base rate that pays for delivering
care at the right clinical intensity, and a performance layer that rewards the providers who effectively,
systematically, and consistently achieve clinical success.
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9.1 The Base Rate — Weekly Bundles by Clinical Intensity

Both code families pay weekly across the fifty-two-week program year, with the code level calibrated to the
clinical intensity of the phase in which the patient is actually being treated — set by clinical criteria, never by
hours of service. Patients move between levels on the basis of frequent clinical reassessment, and each level
carries a distinct weekly rate reflecting the actual clinical effort, monitoring, and care-team engagement it re-
quires. A Place-of-Service distinction sets a higher weekly rate for the inpatient setting. The structure is
administratively simple and longitudinally accountable.

For the demonstration, the model is billed under a single existing HCPCS code — H0018 — with a two-axis mod-
ifier set, so that payment can begin the moment the demonstration launches, ahead of the permanent Medi-
care and Medicaid code families the evaluation is designed to establish. The method is uniform on every claim:

THE CLAIM, ON EVERY LINE — DELIVERY METHOD AND MODIFIER KEY

Delivery method 100 percent synchronous telehealth — one longitudinal team, practicing remotely across
the full program year

Telehealth modifier 95 - appended to every LOBAT claim
Place of Service — Home FQ - the default setting, in which the substantial majority of care is delivered
Place of Service — Inpatient FR - the Intensive Integrated Continuity Setting; commands the higher weekly rate

The seven stage-of-care modifiers — Ul through U7 — identify the level of care being delivered across the pro-
gram year, from onboarding (U1) through the five clinical phases to the Performance Guarantee year (U7). The
proposed pilot rate schedule below anchors the Tier 2 base program year at $55,000 per patient; a complexity
add-on — for Phase I care in the Intensive Integrated Continuity Setting, or significant psychiatric or medical
comorbidity requiring intensive management — adds up to $10,000, for a maximum all-inclusive total of
$65,000 for the year of care. Increased complexity earns additional payment, calibrated to the additional clinic-
al work it requires. LOBAT Tier 1 is priced substantially below this schedule, at $35,000 for the full program
year. These are new value-based weekly rates set by phase of care; the demonstration tests and refines them
into the permanent code families CMMI would establish.

EXHIBIT K — THE PROPOSED LOBAT TIER 2 RATE SCHEDULE

Every LOBAT Tier 2 claim is built as HO018 + one stage-of-care modifier (U1-U7) + one Place-of-Service modifier (FQ or FR) + telehealth 95. Stage
and setting move independently, so a change in either is captured without changing the base code.

STAGE OF CARE CODE - MODIFIERS DURATION WEEKLY RATE STAGE TOTAL
Onboarding & kit deployment HO0018 - U1-FQ-95 One-time — $5,000
Phase II - Ambulatory Detoxification HO0018 - U2 - FQ- 95 Weeks 1-4 $5,000 $20,000
Phase III - Intensive Care HO0018 - U3 - FQ - 95 Weeks 5-12 $2,000 $16,000
Phase IV - Stabilization HO0018 - U4 - FQ - 95 Weeks 13-24 ~$667 $8,000
Phase V - Continual Care HO0018 - U5 - FQ - 95 Weeks 25-52 ~$214 $6,000
Base program year 52 weeks $55,000
Complexity add-on - Phase I in the Intensive HO0018 - U6 - FR - 95 As clinically Calibrated to complexity +up to $10,000
Integrated Continuity Setting, or significant required

psychiatric/medical comorbidity requiring
intensive management

Maximum year, all-inclusive with complexity add-on $65,000
Performance Guarantee year H0018 - U7 - FQ- 95 The 12 months $0 $0
following
Program
Completion

Weekly rates for Phases IV and V are shown rounded; the stage totals govern. Tier 1 is priced substantially below this schedule, at $35,000 for the full program
year. These pilot rates are proposed within the demonstration design and refined against demonstration experience; they are not, and are never represented to
be, set at Medicare parity.
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EXHIBIT K (CONTINUED) — LOBAT TIER 2 — INTENSITY, DURATION, AND CLINICAL FOCUS BY PHASE OF CARE

An inpatient pathway is required for only about 5% of patients; the outpatient pathway serves about 95% of patients seeking treatment. The
broader Tier 2 team — nursing, psychiatric, peer, and care coordination — is available twenty-four hours a day, seven days a week in every

phase.

PATHWAY

INTENSITY LEVEL

TYPICAL
DURATION

CLINICAL FOCUS

Inpatient (~5%

Phase I — Inpatient

Typically 30

The rare exception — monitored medical detoxification, twenty-four-

of patients) Stabilization (Intensive days, rarely hour nursing, and supervised residence for patients whose severity
Integrated Continuity more than 90 or home environment makes home stabilization unsafe; same
Setting, or IICS; highest- longitudinal team. If a patient needs inpatient care at all, it is
intensity rate) typically only for about a month, because the lower-intensity Tier 2
outpatient model — 24/7 team availability plus intensive wraparound
— is sufficient to keep most patients stable at home. Patients begin
here only when clinically necessary.
Outpatient Phase II — Ambulatory 4 weeks (weeks Tapering, medication induction, and stabilization at home; daily
(~95% of Detoxification (highest 1-4) telehealth contact; daily nursing oversight; 24/7 clinical availability;
patients) weekly rate) continuous remote monitoring. About 95 percent of patients initiate
treatment here.
Phase III — Intensive Care 8 weeks (weeks Full psychiatric evaluation; pharmacogenomic-guided medication;
(elevated weekly rate) 5-12) nutrient repletion; trauma-focused care including Accelerated
Resolution Therapy; immersive group support; intensive
wraparound management of housing, family, legal, and employment
instability.
Phase IV — Stabilization 12 weeks (weeks Behavioral change, resilience-building, continued medication and
(moderate weekly rate) 13-24) nutrient optimization, increasing autonomy; monitoring and contact
intensity step down as stability is confirmed.
Phase V — Continual Care ~6 months Longitudinal AUD and SUD management as a chronic condition; co-
(maintenance rate) (weeks 25-52) occurring disease management; lower-touch but continuous
medical-home engagement, completing the program year and
beyond.
Following the Performance Guarantee The 12 months Any return to use is re-stabilized at no additional charge. Full 24-
program year Year (no charge) following month outcome tracking. Protects the payer from paying for
Program treatment that does not hold.
Completion

Code level and rate follow the clinical intensity of the phase in which the patient is actually being treated. Movement between phases follows frequent
clinical reassessment; a Place-of-Service modifier sets the higher inpatient Intensive Integrated Continuity Setting (IICS) rate. Twenty-four-hour, seven-
day care-team availability is a requirement of every Tier 2 phase — in the Home as well as in the IICS.

9.2 Ancillary Support — The Precision-Medicine Infrastructure

The precision-medicine infrastructure is reimbursed separately, in addition to the weekly bundles, through a
distinct ancillary code family billed once per episode of care. This covers pharmacogenomic sequencing and
interpretation; the structured nutrient-repletion protocol; and patient equipment — the immersive VR headset
or AR glasses, the remote-monitoring and salivary-testing devices, the genetics kit, and the blood-pressure and
heart-rate monitor. Billing these once per episode keeps the weekly bundle clean and avoids requiring the
payer to track each patient’s actual itemized cost.

The nutrient-repletion protocol warrants particular note, because it is the same category of medically neces-
sary supplementation already familiar to the Department in other settings (for example, the use of prescribed
leucovorin [a folic acid derivative] alongside methotrexate therapy in rheumatoid arthritis patients). The nutri-
ents prescribed under LOBAT are clinically indicated for the restoration of brain biochemistry in active recov-
ery, and are covered on that basis. Reimbursement for the ancillary family can be set at a defined per-episode
amount — cost to be determined in the demonstration design — rather than tied to per-patient cost reconcili-
ation.

9.3 The Performance Layer — Outcome Incentives

Paid per patient upon documentation of the relevant outcome: sustained recovery through the Guarantee year,
verified by monitoring; twelve-month retention in care; mental-health recovery across the validated panel at a
clinically meaningful effect size; utilization avoidance measured against the patient’s own documented pre-en-
rollment claims-based baseline; and neurocognitive recovery on serial cognitive testing. Quality metrics are
aggregated across the full year and providers are required to report them. Best outcomes earn the highest pay-
ment — and because better outcomes drive lower total cost of care, the payer wins, the patient wins, and the
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provider wins. Anti-stinting safeguards and risk adjustment ensure no provider profits by selecting low-acuity
patients or shedding difficult ones.

9.4 The Performance Guarantee — Two-Sided Risk and the Answer to Abuse

The downside is real and contractual: any patient who returns to use within twelve months of Program Com-
pletion is re-stabilized by the provider at no additional charge, with full twenty-four-month outcome tracking.
This is the structural opposite of the legacy model’s “alumni program,” which recycles patients back into care
that did not work and bills for each return. A Guarantee that stands behind the outcome is the most direct pay-
ment-integrity instrument available — it makes paying for treatment that does not hold impossible by design,
and it is, to NorthStar’s knowledge, unheard of elsewhere in addiction treatment.

10. Reaching the People the System Is Missing

The largest cost in addiction is the cost of the undiagnosed. Most claims systems identify only about one per-
cent of affected individuals, against an actual prevalence of seventeen percent — which means the great major-
ity of the people driving downstream medical, psychiatric, and emergency spending never appear as a sub-
stance-use diagnosis at all. NorthStar’s proprietary claims methodology identifies the undiagnosed-but-af-
fected population from existing claims data, giving a federal model the ability to target total-cost-of-care im-
pact rather than an isolated substance-use line item. Used only to offer treatment — never to deny a benefit or
penalize a beneficiary — this capability turns population identification into the front end of the recovery mod-
el.

Delivered fully virtually and in the home, the model reaches the people the bricks-and-mortar system never
will: rural communities without a residential bed for a hundred miles, working adults who cannot disappear
for a month, and the high-functioning and high-visibility populations for whom stigma is the binding barrier.
There is a quiet paradox worth naming: the home delivery of alcohol is now widely available and unremark-
able, while the home delivery of treatment for its consequences is not. Anonymity-protected group support
and home delivery are not amenities — they are the mechanism by which the model captures the patients the
legacy system loses at the door.

11. Alignment Across the Federal Health Programs

Because the demonstration is built on the CMS code set, it aligns naturally across the federal health enterprise.
TRICARE'’s reimbursement architecture is built on the same codes, so the LOBAT families translate directly to
the Defense Health Agency, and an active-duty service member’s care can continue uninterrupted into Veter-
ans Affairs coverage after separation. A parallel Veterans-first framework — the Veteran Recovery Demonstra-
tion, proposed to the Department of Veterans Affairs under its own innovation authority at 38 U.S.C. § 1703E —
feeds veteran outcomes into the same national evidence base. And the national framework carries a preferred,
expedited certification pathway for Indian Health Service direct-service programs, tribally operated programs,
and urban Indian organizations, with cultural adaptation supported and tribal data sovereignty respected. One
clinical model, one measurement framework, one evidence base — adopted first where the government can act
fastest, and extended to the Nation on the strength of what it proves.
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12. Implementation Timeline

EXHIBIT L — THE 24-MONTH TIMELINE: FROM CONVENING TO PERMANENT ADOPTION

One schedule across every participating agency — aligned to the interagency implementation framework. Every action sits within authority the
Department already holds.

WINDOW WHAT HAPPENS

Now - Months 0-2 ONDCP convenes the coalition; the Secretary designates a MAHA implementation lead; pilot design and cohorts
are finalized with the VA and the Department of War; the value-based weekly rate architecture is adopted so
payment can flow at launch; NorthStar’s clinical evidence base and data infrastructure made available for
evaluation.

Month 2-Sep 1,2026 Pilot launches. First VA and Department of War cohorts enroll; first weekly payments flow; outcome metrics,
deliverables, and certification requirements set empirically; the interagency task force begins its monthly
cadence.

Months 3-8 Task-force workstreams open per agency; barrier-removal drafting underway; CMMI code co-development
begins; first quarterly pilot status delivered to the task force.

Months 9-15 Interim outcomes and effect-size reads; the code structure moves into structured draft; prevalence-identification
methodology — to find the undiagnosed-but-affected population from existing claims — and its use limitations
published; quarterly updates continue.

Months 16-22 Mature retention and outcome data; the Qualifying LOBAT Provider certification pathway built out with the task
force, opening the model to every provider that meets it through the partnership pathway; CMMI code families
near completion; the evaluation package assembled for the CMS Chief Actuary.

Months 23-24 Demonstration complete. CMMI creates the permanent Medicare and Medicaid code families; the certification
pathway is live; the § 1315a(c) expansion determination is supported by the evidence; commercial markets
follow on the federal precedent.

Note: the ten-thousand-patient pilot is conducted by the Department of Veterans Affairs and the Department of War together, with allocation between the
Departments set by clinical demand; every enrolled patient receives LOBAT care.

13. A Note on Language

The language of this framework is chosen with the same care as its payment design. This is not a mandate — it
is a model, offered to clinicians, communicators, and leaders across the Department, because language shapes
how a condition is understood, how it is treated, and how the person living with it is regarded.

NOT USED IN THIS

FRAMEWORK USED INSTEAD
addict - alcoholic - person with substance use Person-first, condition-specific language separates the person from the
substance abuser disorder; person with alcohol condition — the way every other chronic medical condition is described.

use disorder

relapse return to use A return to use is a clinical event in the course of a chronic condition —
the same way a flare is treated in any other chronic illness — not a defeat
and a restart from zero.

discharge program completion Patients with cancer, hypertension, and diabetes are never discharged
from episodes of care; episodes conclude and may resume on the basis
of clinical need, but care is continuously available.

clean / dirty substance-free; a test with an “Clean” and “dirty” carry moral weight that has no place in a medical
unexpected result record.

noncompliant - failed treatment approach needs Patients do not fail treatment. Treatment that has not achieved recovery

treatment adjustment has not yet been matched to the patient — a clinical problem, not a

patient problem.

weakness - lack of biological vulnerability; The neurobiology of addiction is well established. Medical language
willpower - bad choices dysregulated reward system reflects what is happening in the brain, not an earlier era’s moral
framework.
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14. NorthStar’s Role

NorthStar is the architect of the LOBAT model. The five-phase clinical structure, the around-the-clock mul-
tidisciplinary team model, the precision-medicine engine, the comprehensive outcomes panel, and the Per-
formance Guarantee are drawn from a treatment model already in operation in the United States — built on
more than 140,000 patients treated across its predecessor companies and a review of more than 2,600 pub-
lished manuscripts. NorthStar offers the Department: the clinical design and certification standards; the staff-
ing model and care-team architecture that make around-the-clock Tier 2 delivery operationally possible; the
genomic and nutrient-protocol infrastructure, available to community providers through the partnership
pathway; the data and registry methodology; and direct support in designing the CMMI demonstration — its
rate architecture, demonstration design, and statistical powering — to the standard that expansion to
permanence requires.

A word on the standard itself. No accepted national standard today defines what adequate pharmacogenomic-
and nutrigenomic-guided addiction care actually requires; in current practice the idea is too often reduced to a
token genetic test with no bearing on treatment. Developing an evidence-based minimum standard for these
domains — what comprehensive pharmacogenomic-guided dosing, methylation and nutrient-deficiency as-
sessment, and structured nutrient repletion must include to count — is itself a deliverable of this demonstra-
tion, validated against the outcomes the demonstration produces. The same is true of the team standard: what
around-the-clock availability, nursing capacity, psychiatric management, peer support, and wraparound co-
ordination a Tier 2 provider must actually field. That standard, the certification criteria, the outcomes registry,
and the operating playbooks are meant to be public and shared, so that any qualified provider can meet them.
The means of meeting the standard are each provider’s to assemble — independently, or through the fair-mar-
ket-value licensing and subcontracting the partnership pathway provides. NorthStar’s proprietary technology
and the underlying knowledge base that powers it remain NorthStar’s own; what is offered to the Nation is the
standard, not a claim on the market.

Just as important is what NorthStar does not ask. This framework requests no sole-source designation and no
preference. The certification standards are open to every provider that meets them, and the partnership path-
way exists precisely so that existing providers can rise to the standard rather than be displaced by it. North-
Star’s interest is that the model be implemented with fidelity and evaluated without mercy — because the
evidence is the argument.

Closing

The Administration has named the problem precisely: a health system that pays, at vast scale, for chronic-dis-
ease care that treats symptoms instead of causes and bills for volume instead of results. Nowhere is that dia-
gnosis more exactly true than in addiction treatment — and nowhere is the remedy more ready. A genomic-
guided, nutrient-restoring, outcomes-accountable model already exists, already works, and already carries a
guarantee. The authority to build its payment architecture and expand it to permanence already sits with the
Secretary and CMMI. NorthStar prepared this framework in anticipation of collaborative discussions with the
Secretary, the Centers for Medicare & Medicaid Services, and CMMI, and we stand ready to support this work
in whatever capacity is most useful.

Amanda Wilson, MD
Co-Founder and Chief Executive Officer, NorthStar

Lisa Chiodo, PhD
Co-Founder, President, and Chief Scientific Officer, NorthStar

awilson@northstarcare.com - Ichiodo@northstarcare.com - northstarcare.com
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. Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health (2024): approximately 48.4

million Americans aged 12 or older — about 16.8 percent, nearly one in six — met criteria for a substance use disorder in the past year.

. Substance Abuse and Mental Health Services Administration, National Survey on Drug Use and Health (2024): approximately 80 percent

of people who needed substance-use treatment in the past year did not receive it. Treatment-episode and recovery research indicates
that individuals who do enter treatment do so, on average, approximately 5.4 times over the course of the illness.

. National Institute on Drug Abuse and published treatment-outcome literature: detoxification alone is associated with roughly 10

percent sustained recovery; residential rehabilitation, the best-performing legacy modality, with approximately 13 percent at one year;
freestanding partial-hospitalization and intensive-outpatient programming show no consistently measurable durable recovery benefit
in the published literature.

. National Institute on Drug Abuse: addiction is a chronic medical condition characterized by changes in brain circuitry; substantial

heritability (commonly estimated at roughly 40 to 60 percent) reflects its genetic component.

. NorthStar clinical outcomes analysis, available to the Department for independent evaluation: 85.7 percent sustained recovery and 84.7

percent twelve-month retention, with statistically significant improvement (p < .001) across the PHQ-9, GAD-7, K10, PCL-C, serial
cognitive testing, and the Brief Resilience Scale; mean breath-alcohol concentration 0.097 to 0.009; Net Promoter Score 88.2.

. Centers for Disease Control and Prevention researchers, JAMA Network Open (2023): substance use disorders cost employer-sponsored

insurance an estimated $35.3 billion in 2018; among enrollees with an SUD diagnosis, the most common comorbidities included
depression, hypertension, and anxiety.

. NorthStar claims analyses across the Official Disability Guidelines national dataset (June 2023): individuals with AUD or SUD incur

roughly three times the total cost of care of a comparable population without the disorder; with AUD as the underlying condition, costs
of treating co-occurring depression run +583 percent, atrial fibrillation +507 percent, breast cancer +490 percent, and acute pancreatitis
+420 percent. Most claims systems identify roughly 1 percent of affected individuals against an actual prevalence of approximately 17
percent.

. VA Office of Inspector General, Concerns About the Cost, Duration, and Quality of Community Residential Substance Use Disorder Treatment for

Veterans, Report No. 25-00261-169 (September 17, 2025): for fiscal years 2023 and 2024, community residential SUD treatment under
Community Care Network contracts totaled approximately $1.3 billion for 10,221 veterans — an average of $2,766 per day and $129,382
per veteran, with per-day costs reaching about $6,000 to $7,000 — and approximately $807 million was reimbursed in excess of the
TRICARE benchmark rate; more than 97 percent of reimbursement relied on a percentage of billed charges rather than standardized
billing codes.

. VA OIG fraud alert, Help Stop Scams Involving Substance Use Disorder Treatment (December 2024); and the $19.75 million False Claims Act

settlement between the United States and a drug and alcohol rehabilitation facility (U.S. Attorney’s Office, District of New Jersey, April
30, 2025).

42 U.S.C. § 1315a establishes the Center for Medicare and Medicaid Innovation to test innovative payment and service-delivery models.
Under § 1315a(c), the Secretary may, through rulemaking, expand the duration and scope of a tested model — including on a nationwide
basis — where the Secretary determines it would reduce spending without reducing quality (or improve quality without increasing
spending), the CMS Chief Actuary certifies it would not increase net program spending, and coverage would not be denied or limited.

U.S. Congress Joint Economic Committee, The Economic Toll of the Opioid Crisis Reached Nearly $1.5 Trillion in 2020 (September 2022).
Adapting the per-capita methodology the Centers for Disease Control and Prevention used for its 2017 estimate, the Committee
estimated the cost of the opioid epidemic at approximately $1.04 trillion (2018), $985 billion (2019), and nearly $1.5 trillion (2020) — a 37
percent increase over the CDC’s 2017 figure. Estimates account for health care, lost productivity, criminal-justice and public-safety costs,
reduced quality of life, and the value of lives lost.

Centers for Disease Control and Prevention: excessive alcohol use is associated with approximately 178,000 deaths in the United States
each year (CDC, Alcohol-Related Disease Impact application, 2020-2021 data), and drug overdose with approximately 79,000 deaths in
the most recent year reported (CDC National Vital Statistics System, 2024 provisional) — together more than a quarter-million American
lives annually, before downstream chronic disease is counted.

National Institute on Drug Abuse: the aggregate annual cost of substance use disorders in the United States exceeds $740 bhillion,
accounting for costs related to crime, lost work productivity, and health care. The downstream medical burden that untreated addiction
drives across the rest of the health system is estimated to add on the order of $1.5 trillion more each year.

Ozluk P, Cobb R, Sylwestrzak G, Raina D, Bailly E, Alcohol-Attributable Medical Costs in Commercially Insured and Medicaid Populations, AJPM
Focus 2022. Using the CDC’s Alcohol-Related Disease Impact methodology, a diagnosis attributable to alcohol was associated with
additional annual per-person healthcare expenditures of $14,918 (commercially insured) and $4,823 (Medicaid); 60-75 percent of the
additional cost was driven by heart disease and stroke, conditions of the liver and pancreas, and certain cancers.

Islami F et al. and the American Cancer Society (2024): alcohol consumption was associated with an estimated 95,000 new cancer cases
and approximately 24,000 cancer deaths in the United States in a single year, across seven cancers (oral cavity and pharynx, larynx,
esophagus [squamous-cell carcinomal], liver, colon, rectum, and female breast). International Agency for Research on Cancer / WHO
(2020): alcohol was attributable to roughly 32 percent of esophageal squamous-cell cancers, 17 percent of liver cancers, and a substantial
share of female breast cancers.

. VCU Health and the American Association for the Study of Liver Diseases (Harvard Medical School analysis, 2023): the cost of alcohol-

associated liver disease in the United States is projected at approximately $880 billion between 2022 and 2040, with annual costs roughly
doubling from $31 billion (2022) to $66 billion (2040).
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Parish WJ et al., Substance Use Disorders Among Medicare Beneficiaries (2022): approximately 1.7 million Medicare beneficiaries had a past-
year substance use disorder; about 77 percent involved an alcohol use condition; only about 11 percent of beneficiaries with a substance
use disorder received treatment in a given year.

Analysis of Medicare claims linked to the Baltimore Epidemiologic Catchment Area cohort: beneficiaries with a history of substance use
disorder incurred substantially higher direct Medicare costs over a six-year window than comparable beneficiaries without one — on
the order of twice the cost depending on case definition.

Legal Action Center, The Cost of Adding Substance Use Disorder Services and Benefits to Medicare (August 2022): Medicare beneficiaries aged 65
or older with an alcohol use disorder had approximately 1.58 times the risk of developing Alzheimer’s disease or dementia.

Centers for Medicare & Medicaid Services, via Agency for Healthcare Research and Quality, National Healthcare Quality and Disparities
Report (2022): nearly 12 percent of adult Medicaid beneficiaries have a substance use disorder. KFF (2025): average Medicaid spending for
a beneficiary with a diagnosed substance use disorder is more than twice that of a beneficiary without one.

Commonwealth Fund, Medicaid’s Role in Mental Health and Substance Use Care (2025): of the $43.2 billion spent in the United States on
inpatient mental-health and substance-use care, Medicaid accounted for $19.3 billion — more than commercial insurance ($16.2 billion)
and Medicare ($6.8 billion).

Healthcare Cost and Utilization Project, National Inpatient Sample (analysis of 2016-2022 data): alcohol-related hospitalizations
contributed approximately $32.6 billion in healthcare costs in 2022 alone, across more than 12.9 million alcohol-related admissions over
the period, with inpatient mortality, length of stay, and patient complexity rising.

American College of Surgeons, Trauma Quality Programs, Best Practices Guideline for Screening and Treating Mental Health Disorders and
Substance Use and Misuse in the Acute Trauma Patient (2023): approximately 20 percent of trauma patients meet diagnostic criteria for an
alcohol or drug use problem at admission, and more than 50 percent report a lifetime alcohol or drug diagnosis; published trauma-
center series report alcohol-related disorders in 20-50 percent of patients. Inpatient screening studies (e.g., Johns Hopkins Hospital)
report screen-positive alcohol use disorder in roughly one-quarter of general-medicine admissions and a comparable share of surgical
admissions.

Analysis of national emergency-department data (2006-2014): alcohol-related emergency-department visits rose 47 percent and the
associated costs rose 272 percent.

National Institute on Drug Abuse, Criminal Justice DrugFacts: an estimated 65 percent of the United States prison population meets the
criteria for an active substance use disorder.

National Drug Intelligence Center / U.S. Department of Justice and published cost-of-illness analyses: drug-related crime costs the United
States more than $61 billion a year, the majority of it attributable to the criminal-justice system.

Published criminal-justice cost analyses: incarcerating an individual costs on the order of $20,000 to $50,000 per year, several times the
annual cost of effective outpatient substance-use treatment.

Published economic-evaluation literature and National Institute on Drug Abuse: every dollar invested in substance-use treatment and
prevention is associated with savings on the order of four dollars in healthcare costs and approximately seven dollars in total societal
costs; drug-court and diversion analyses report returns as high as ten dollars per dollar invested.
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