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From crisis
to national model.

L O N G I T U D I N A L  O U T C O M E S - B A S E D  A D D I C T I O N  T R E AT M E N T LO B AT

The consortium convenes to collaborate,

interagency, on a shared plan — and to build

the evidence before the Nation commits.

First — DECLARE THE CRISIS

We collectively declare that AUD and SUD, and the

failure of the treatment system that answers them,

constitute an active national crisis.

Then — LAUNCH A PILOT

We launch a demonstration pilot with the VA and the

Department of War — delivered by NorthStar and

funded from week one — to test LOBAT’s clinical

results and outcomes at scale.

Simultaneously — RUN A TASK FORCE

In parallel with the pilot, we run an 18-to-24-month

interagency task force on the Great American

Recovery, with agency workstreams adapting the

model to each constituency the Government serves.

Finally — ACKNOWLEDGE THE EVIDENCE

Based on the pilot’s results, we move forward adopting

LOBAT as a modernized, value-based response to

AUD and SUD treatment.

H O W  T O  R E A D  T H I S  F R A M E W O R K

01
THE CRISIS
Why this is a crisis —

prevalence, deaths, societal

cost, and what the Nation

already spends.

02
THE PILOT
What we launch first — a VA

and Department of War

demonstration — and the

payment structure that funds
it from week one.

03
THE MODEL
What the pilot tests — LOBAT

Tier 1 and Tier 2, the model of

care under evaluation.

04
THE BARRIERS
Systemic access barriers

worked out agency by agency

across the task force’s 18-to-

24 months.

05
THE ROADMAP
The summary roadmap — a

24-month arc from convening

to completed demonstration.

Prepared by NorthStar in anticipation of collaborative policy discussions with: the Office of National Drug Control Policy · the Office of the Secretary, HHS · the Center for

Medicare & Medicaid Innovation (CMMI) · the Department of Veterans Affairs · the Department of War · the Indian Health Service · the Administration for a Healthy America ·

the Health Resources and Services Administration. This document is pre-decisional and not a final policy instrument — a structural starting point for discussion.
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01 The crisis — the case for acting now
The first act of the coalition is agreement that this is an active national crisis.

E X H I B I T  A  —  T H E  D E F I N I T I O N  O F  A  C R I S I S

48.4M
Americans aged 12+ — 16.8%, about 1
in 6, nearly fifty million people — met

criteria for a past-year SUD

(SAMHSA, 2024 NSDUH)

~80%
of people who needed substance-use
treatment received none in 2024

(SAMHSA, 2024 NSDUH)

~13%
sustained recovery from the best
legacy result — residential care —

tolerated in no other field of medicine

250K+
American lives lost each year —

~178K to excessive alcohol use (CDC,

MMWR 2024) and ~79K to drug
overdose (CDC NVSS, 2024)

Rising deaths + rising post-COVID prevalence + 13%-effective treatment = the very definition of a crisis.

E X H I B I T  B  —  T H E  S O C I E TA L  C O S T:  U N N E C E S S A R Y  D E AT H S ,  A N D  E V E R Y T H I N G  D O W N S T R E A M

~65%
of the U.S. prison population meets clinical criteria for

addiction; ~85% are substance-involved. (CASA

Columbia)

1/3 – 2/3
of child-welfare cases involve parental substance use;

foster-care entries for parental drug use rose ~147%

(2000–2017).

2× → 3×
the total-cost-of-care multiplier for untreated

AUD/SUD — ~2× in Medicare and ~3× in

commercially insured populations — concentrated in

downstream disease.

$1.47T
the economic toll of the opioid crisis in 2020 alone —

up 37% from 2017. (U.S. Congress Joint Economic

Committee)

~2× → 5.8×
suicide-attempt likelihood roughly doubles with

substance use — rising to 5.8× with AUD, and higher

still with polysubstance use.

+$1.5T
in additional annual downstream cost from DUIs, lost
employment, and disability — the toll compounds

across health care, productivity, and justice.

E X H I B I T  C  —  W H AT  T H E  N AT I O N  A L R E A D Y  PAY S :  C O M M U N I T Y  C A R E  W I T H  A  ~ 1 3 %  S U C C E S S  R AT E

VA OIG Management Advisory Memorandum, Report No. 25-00261-169 (September 17, 2025) — community residential SUD treatment, FYs 2023–2024:

~$1.3B
total reimbursed

$2,766
average per day

$129,382
average per veteran

~$807M
above the TRICARE benchmark

10,221
veterans — a ~47-day average episode
at ~13% recovery

The arithmetic of what recovery recovers: effective AUD

and SUD treatment returns real money to the

Government — not a new cost, but a redirected one.

$4 : $1
returned in health-care savings for every dollar

invested in effective treatment (NIDA; published
cost-benefit literature)

$7 : $1
returned when broader societal costs — crime,

lost productivity, justice — are counted (NIDA
Principles of Drug Addiction Treatment)
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02 The pilot — prove it first, with those who served
A demonstration with the VA and the Department of War, launching September 1, 2026.

W H Y  V E T E R A N S  A N D  AC T I V E  D U T Y  F I R S T

It serves people who served faithfully; it prevents suicides, in which alcohol

and substance use are implicated in most cases; the affected population is

enormous; and, as Exhibit C showed, the Department is already paying

$129,382 per veteran for a ~47-day average episode that works ~13% of the

time. LOBAT delivers a full guaranteed year for considerably less — less than

half — and dramatically more effectively.

W H AT  T H E  P I LOT  I S  S I Z E D  TO  P ROV E

CMS generally looks for evidence on the order of 10,000 patients to

determine that a novel intervention works and merits a new code structure

and payment methodology. A pilot at this scale lets the Government set the

outcome metrics, define the deliverables, and establish the certification

requirements empirically — through the study itself, not by assertion.

H O W  T H E  P I L O T  R U N S  —  O N E  P R O V I D E R ,  O N E  C O N T R O L L I N G  N U M B E R ,  N O  O N E  T U R N E D  A W A Y

DELIVERED BY NORTHSTAR

The Pilot is delivered by NorthStar — presently the

Nation’s only Qualifying LOBAT Provider, and the

architect of the model. Certification opens to every

provider that meets the evidence-based standard
the Pilot itself establishes — once the Pilot

completes and the permanent payment structure is

in place.

10,000 IS THE NUMBER

The ten-thousand-patient total is the controlling

requirement; enrollment may be allocated between

the VA and the Department of War in whatever

combination most rapidly reaches it — not a fixed
50–50 split.

ENROLLMENT, NOT REFERRAL

Patient identification and enrollment are the

provider group’s operational responsibility. Referrals

flow through existing VA systems, but enrollment

does not depend on referral — any veteran needing
these services has them made available, with direct

outreach under Department oversight.

W H A T  T H E  P I L O T  G E N E R A T E S  —  T H E  E V I D E N C E  C M S  N E E D S  T O  B U I L D  P E R M A N E N T  P A Y M E N T

OUTCOME METRICS

The validated measures that define

sustained recovery, retention, and

function — set and confirmed in the

demonstration.

EFFECT SIZE

A demonstration powered to show

whether LOBAT substantially

outperforms the documented record

of traditional treatment — its

published recovery rates, its costs,

and its rate of return to treatment.

PAYMENT DELIVERABLES

The value-based weekly bundles and

incentive structure CMMI needs to

write a durable code family —

proposed in full on the next page.

CERTIFICATION CRITERIA

The objective requirements an

organization must meet to qualify as

a LOBAT Tier 1 or Tier 2 provider.

No new statute required. The pilot runs under authority the Government already holds — CMMI under 42 U.S.C. § 1315a, with the § 1315a(c) expansion

test (reduce spending without reducing quality, or improve quality without increasing spending) as the path to permanence — and the VA’s own Center for

Innovation for Care and Payment under 38 U.S.C. § 1703E. The evidence the VA and the Department of War generate becomes the foundation on which

Medicare, Medicaid, and the commercial market can follow.

W H Y  1 0 , 0 0 0  P A T I E N T S  —  T H E  T H R E S H O L D  F O R  A  N E W  N A T I O N A L  S T A N D A R D

STATISTICAL POWER

A cohort of this size can demonstrate an effect large

enough, and precise enough, to anchor adoption

across every Federal health program — not merely

satisfy one agency.

A REAL COMPARISON

Every enrolled patient receives LOBAT care — the

demonstration withholds treatment from no one.

Results are measured against the existing system’s

extensively documented record: published recovery

rates and VHA/TRICARE claims on cost,

readmission, and return to treatment.

A PATH TO PERMANENCE

Evidence at this scale is what the CMS Chief Actuary

needs to certify the model for permanent Medicare

and Medicaid coverage under the § 1315a(c) test.
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02 The payment structure — funded from week one
How the pilot is paid: HCPCS H0018 with a two-axis modifier set, proposed for adoption at launch.

T H E  P I L O T  R A T E  S C H E D U L E  —  H C P C S  H 0 0 1 8  W I T H  A  T W O - A X I S  M O D I F I E R  S E T  ·  L O B AT  T I E R  2

STAGE OF CARE CODE · MODIFIERS DURATION WEEKLY RATE STAGE TOTAL

Onboarding & kit deployment H0018 · U1 · FQ · 95 One-time — $5,000

Phase II · Ambulatory Detoxification H0018 · U2 · FQ · 95 Weeks 1–4 $5,000 $20,000

Phase III · Intensive Care H0018 · U3 · FQ · 95 Weeks 5–12 $2,000 $16,000

Phase IV · Stabilization H0018 · U4 · FQ · 95 Weeks 13–24 ~$667 $8,000

Phase V · Continual Care H0018 · U5 · FQ · 95 Weeks 25–52 ~$214 $6,000

Base program year 52 weeks $55,000

Complexity add-on · Phase I in the Intensive

Integrated Continuity Setting, or significant

psychiatric/medical comorbidity requiring intensive

management

H0018 · U6 · FR · 95 As clinically required Calibrated to

complexity

+ up to $10,000

Maximum year, all-inclusive with complexity add-on $65,000

Performance Guarantee year H0018 · U7 · FQ · 95 The 12 months following

Program Completion

$0 $0

T H E  B E N C H M A R K  T E S T  —  W H AT  T R I C A R E ’ S  O W N  N U M B E R S  S AY  T H E  C A R E  I S  W O R T H

~$500M
Of the ~$1.3B the VA paid, ~$807M sat above

TRICARE’s benchmark — meaning, by deduction,

TRICARE’s own benchmark priced this population’s

care at roughly $500 million.

~$550M
A full 10,000-patient LOBAT Tier 2 program at $55K

per patient totals ~$550 million — roughly the level
TRICARE’s benchmark already deems appropriate.

2 YEARS vs ~47 DAYS
And for that benchmark-consistent spend, the

Government buys a guaranteed longitudinal course
of care extending up to two years — not a ~47-day

episode at ~13% recovery.

Why this structure eliminates fraud, waste, and abuse by design. One code, a two-axis modifier set, published weekly rates, and rate ceilings — no billing by

the bed-day, no incentive to extend stays. Payment follows the phase of care the patient clinically occupies; escalation is reimbursed when clinically

required and documented, and audited when it is not. Any return to use within twelve months of Program Completion is re-stabilized at no additional

charge under the $0 Performance Guarantee year (H0018 · U7) — the provider, not the Government, carries the cost of failure.

$0 Performance Guarantee year
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03 The model — what the pilot tests
LOBAT: one model, two coordinated tiers, five phases, two places of service.

LOBAT TIER 1 — THE FOUNDATIONAL LONGITUDINAL MODEL delivered in the Home via telehealth

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

Year-long, medication-forward care from a

multidisciplinary team, 7 days a week, delivered in the
home via telehealth, with progress tracked on a

validated panel.

→
Stabilization

Moderate intensity · ~3 months →
Maintenance & Continuity

Continuity intensity · ~9

months
→

Program Completion

12-mo Performance Guarantee

LOBAT TIER 2 — THE HIGHEST-ACUITY INTEGRATED MODEL one longitudinal team · two places of service

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

~ 5 %  ·  R A R E  I N PAT I E N T  S TA RT I N T E N S I V E  I N T E G R AT E D  C O N T I N U I T Y  S E T T I N G  ( I I C S )

I · Inpatient Stabilization

~5% of patients · monitored medical detox & supervised residence ·

only when home is unsafe · typically 30 days, rarely more than 90

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.

~ 9 5 %  ·  T H E  C O M M O N  PAT H WAY D E L I V E R E D  I N  T H E  H O M E ,  E N T I R E LY  V I A  T E L E H E A LT H  &  R E M OT E  M O N I TO R I N G

~95%

ENTER HERE

II · Ambulatory Detox

4 wks · weeks 1–4 · taper at
home · 24/7 monitoring

→

III · Intensive Care

8 wks · weeks 5–12 · psychiatric
eval · precision medication ·

nutrients

→

IV · Stabilization

12 wks · weeks 13–24 ·
resilience · autonomy ·

optimization

→

V · Continual Care

~6 months · weeks 25–52 ·
chronic-condition 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%
sustained recovery vs.
~13% legacy

84.7%
twelve-month retention
in care

+40.3%
improvement in cognition
on serial testing

88.2
Net Promoter Score

NorthStar’s validated clinical outcomes analysis — available for independent
evaluation.

A D VA N C I N G  T H E  G R E A T  A M E R I C A N  R E C O V E R Y  ·  I N T E R A G E N C Y  F R A M E W O R K D R A F T  ·  P R E - D E C I S I O N A L  ·  F O R  D I S C U S S I O N  O N LY 0 5



04 Systemic barriers to ready access (I)
Everyday obstacles facing outpatient providers today — examples for the task force to work through.

~70%
of U.S. counties have no addiction-medicine physician

— the workforce gap telehealth is built to close

2.5%
of people with past-year AUD received any

medication for it — a treatment-delivery failure, not a

treatment-science one

1 key
LOBAT certification — the single, quality-based

credential that unlocks every privilege below

HHS · CMS · CMMI C O - D E V E L O P M E N T  &  C E R T I F I C AT I O N

THE OPPORTUNITY —  Co-develop the LOBAT Tier 1 and Tier 2 code families, beginning from the H0018 two-axis modifier structure the pilot pays on from week

one; evaluate and review the results of the 10,000-patient pilot; help build out the criteria an organization must meet to qualify as a LOBAT Tier 1 or Tier 2 provider;

and itemize the certification pathway.

THE STANDARD —  No accepted national standard yet defines adequate pharmacogenomic- and nutrigenomic-guided care; today these vary widely and are too

often reduced to a token genetic test. A central deliverable of the pilot is an evidence-based minimum standard for these domains — a defined threshold, validated

against the outcomes the demonstration produces. The standard is public; the means of meeting it are each provider’s to assemble. A provider that cannot

independently perform to it in a given domain — comprehensive pharmacogenomic-guided dosing, methylation and nutrient-deficiency assessment, and structured

nutrient-repletion protocols among them — may satisfy the certification criteria for that domain through licensing or subcontracted clinical-service arrangements, at

fair market value, with an organization certified to that standard, whose services may be furnished directly to its patients. NorthStar’s proprietary technology and

underlying knowledge base remain its intellectual property; what is shared is the standard, the outcomes registry, and the implementation playbooks. The result

converts demonstration evidence into durable, value-based payment — rewarding success rather than treatment for its own sake, at a bar high enough that

certification actually assures the quality the outcomes require.

HRSA · NHSC W O R K F O R C E  W H E R E  PAT I E N T S  A C T U A L LY  A R E

THE BARRIER —  For care to count toward National Health Service Corps service today, the rules generally require that it be delivered at an approved physical site

within a designated service area, and that the employing practice be a non-profit entity. A LOBAT provider can already deliver a full year of evidence-based care, by

telehealth, to homeless, rural, tribal, and veteran patients — reaching them wherever they are — yet none of it qualifies: not because the care is deficient, but because

the provider or the patient was not inside an approved building, and because the physician-led practice delivering it is, by law, a for-profit physician-led medical group

practice — the most common practice structure in the country.

THE GOAL —  Providers should be able to deliver these essential services to these designated populations no matter where the patient is, and no matter where the

provider is — which telehealth now makes possible — so long as the patient is a member of one of these underserved groups. Since nearly every physician-led

organization is, by definition, for-profit, the non-profit-only rule excludes the very practices most qualified to deliver this care. What should govern is whether the

clinician is delivering high-quality, evidence-based care to a member of an underserved population in need — a question answered by documented outcomes, not by

the provider’s address or the provider’s tax status.

LIFESAVING BECAUSE —  It puts scarce prescribers where patients actually are — ~70% of U.S. counties have no addiction-medicine physician.

DEA O N E  R E G I S T R AT I O N ,  N AT I O N A L  R E A C H

THE BARRIER —  Under 21 U.S.C. § 822(e) and 21 CFR § 1301.12, a prescriber needs a separate DEA registration — and a physical registered address — in every state

where they prescribe controlled substances. For a home-delivered national model, that is an enormous barrier to access for no clinical reason.

THE REMEDY —  Where a prescriber belongs to a LOBAT-certified organization, a single DEA registration held in any one state is recognized in every other state

without limitation, with no additional registration and no physical office required elsewhere. The prescriber maintains one physical location as the registered address

for their primary practice — which may be anywhere they practice, including their home — and LOBAT certification entitles them to provide prescriptive services

across state lines without further registration.

LIFESAVING BECAUSE —  A qualified care team can reach a patient in crisis this week, across state lines, without a paperwork moat.
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04 Systemic barriers to ready access (II)
Cross-cutting rules that behavioral health has outgrown since COVID.

TELEHEALTH T H E  S I X - M O N T H  I N - P E R S O N  R U L E

THE BARRIER —  Some states require that a patient be seen physically, in person, by a prescribing provider within six months of initiating medication treatment with

controlled substances. That requirement is outdated and not based on the latest data — which shows improved patient retention and lower rates of overdose death

when patients receive care through a telehealth provider.

THE REMEDY —  These criteria should be removed for LOBAT Tier 1 and Tier 2 qualifying organizations by a federal law that supersedes state law on these matters in

this circumstance. LIFESAVING BECAUSE —  Retention is the single strongest predictor of survival and of success in treatment. Telehealth sustains it by meeting

patients where they are — removing the travel, distance, and disruption that drive disengagement, lowering the barrier to entry, and raising the probability that a

patient begins care and stays in it.

PHARMACY C H A I N  A N D  P H A R M A C I S T  R E F U S A L S

THE BARRIER —  Pharmacy chains and individual pharmacists have taken into their own hands the authority to refuse to fill legitimate prescriptions on arbitrary

grounds — declining, for example, to dispense buprenorphine when the prescribing provider sits outside a 100-mile radius of the patient, or refusing a prescription

written by a nurse practitioner while filling the identical prescription from a physician. Both physicians and nurse practitioners have long been federally authorized to

prescribe these medications; honoring one and not the other rests on no clinical basis and no supporting data.

THE REMEDY —  Where a provider group has achieved LOBAT certification, it should be able to prescribe without these restrictive policies. LIFESAVING BECAUSE

—  A filled prescription is the difference between recovery and return to use.

LICENSURE W O R K F O R C E  AT  T H E  S P E E D  O F  T H E  C R I S I S

THE BARRIER —  State-by-state licensure grows the workforce far below the speed the crisis demands, and the interstate compacts — while they expedite — still

yield a multi-license pathway that is not enough and is not yet available in all fifty states. The workforce this model depends on spans four categories — physicians,

nurse practitioners, nurses, and therapists — and every one of them needs cross-state-line practice authority to reach patients wherever they are.

THE REMEDY —  Cross-state-line practice authority for all four workforce categories — physicians, nurse practitioners, nurses, and therapists — on the strength of

LOBAT certification, modeled on the VA “anywhere-to-anywhere” authority (38 U.S.C. § 1730C): meeting LOBAT certification and quality thresholds confers the

privilege. LIFESAVING BECAUSE —  Care reaches rural and shortage-area patients who have no local provider at all.

W H A T  T H E  E V I D E N C E  S H O W S  —  T E L E H E A L T H  A D D I C T I O N  C A R E ,  S I N C E  2 0 2 0

BETTER RETENTION

Telehealth initiation of buprenorphine was

associated with longer treatment retention than in-

person initiation in multi-state Medicaid analyses.

LOWER OVERDOSE RISK

A JAMA Network Open study found telehealth

initiation associated with a 36% lower overdose

rate, with no rise in OUD-related ED visits or

hospitalizations.

REACHES THE UNREACHABLE

Telehealth delivers care where no provider exists

locally and removes the travel, stigma, and

disruption that drive shortage-area patients out of

care.

C R I S I S - A U T H O R I T Y  P R E C E D E N T S  —  T H E  G O V E R N M E N T  H A S  D O N E  T H I S  B E F O R E

THE COVID MODEL

When the crisis demanded it, licensure and telehealth flexibilities were stood up in

weeks — and care reached people it had never reached before. The barriers above

were suspended once already, without harm, when access mattered more than
form.

THE VA MODEL

VA providers already practice “anywhere to anywhere” across state lines under

38 U.S.C. § 1730C — the licensure template this framework extends to certified

LOBAT providers. The Government has already decided, in its own largest health
system, that interstate lines should not block care.
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05 The summary roadmap — a two-year arc
Eight steps · launch meetings now, pilot September 1, completed demonstration by month 24.

1 ONDCP convenes a coalition — the interagency group is brought together

under the Drug Czar’s coordinating authority.
2 Conclude that this is a crisis — the prevalence of the disease and the

inadequacy of current treatment amount to a crisis that must be

addressed.

3 Launch the pilot with the VA and Department of War — delivered by

NorthStar, paid from week one under the Section 02 structure — the

demonstration that proves the model and generates the evidence CMS needs.

4 Stand up an 18-to-24-month interagency task force — monthly, ONDCP-

led, with agency workstreams adapting LOBAT to each constituency

(below).

5 Begin the CMMI co-development track — start building the code

structure early, from the H0018 two-axis modifier base the pilot pays on,

so it is ready the moment the pilot shows sufficient effect size.

6 Barrier removal runs throughout — the systemic barriers of Section 04

are worked and streamlined as an inherent outgrowth of the task force’s

18-to-24-month collaboration.

7 Adopt LOBAT as the response — once proven — on the strength of the

demonstration, the model becomes the modernized, value-based

standard, with a live certification pathway open to every provider that meets

the standard the pilot establishes.

8 Promote it as the standard of care patients deserve — the Government

does not merely adopt LOBAT as one option but promotes it as the

preferred, highest-quality treatment patients should be directed toward;

encourages the private sector, including commercial insurers, to take it up;

and mandates that Medicare, Medicaid, and commercial payers implement

LOBAT coding so the care is ubiquitously available — phasing out the

ineffective legacy structure of detoxification and inpatient residential

treatment unaugmented by LOBAT services (including stand-alone PHP and

IOP).

E X H I B I T  D  —  A G E N C Y  W O R K S T R E A M S :  A D A P T  L O B AT  T O  E A C H  C O N S T I T U E N C Y

AGENCY LOBAT ADAPTATION FOCUS

Department of War Treatment portability across duty stations & separation; military readiness; return-to-duty standards; continuous monitored

treatment as impairment prevention

VA Suicide prevention; veteran homelessness; rural veterans

IHS Rural access; privacy & anonymity via avatar-based VR groups; clinical teams led and run by Native Americans; cultural

adaptation; tribal data sovereignty

CMS · Medicare Cohort-specific groups for lonely elders living with depression, substance use, and suicidality

HHS · rural health Populations with no access to quality care — telehealth eliminates geography as a barrier
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05 The summary roadmap — the 24-month timeline
From convening, through a September 1 pilot launch, to a completed demonstration by month 24.

E X H I B I T  E  —  T H E  2 4 - M O N T H  T I M E L I N E

WINDOW WHAT HAPPENS

Now · months 0–2 ONDCP convenes the coalition; the group concludes a crisis exists and aligns on the plan; launch meetings held; pilot design and cohorts

finalized with the VA and the Department of War; the Section 02 payment structure is adopted so payment can flow at launch

Month 2 · Sep 1, 2026 Pilot launches. First VA + Department of War cohorts enroll; first weekly H0018 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 (telehealth, DEA, HRSA, pharmacy, licensure); CMMI code

co-development begins; first quarterly pilot status

Months 9–15 Interim outcomes and effect-size reads; agency workstreams adapt the model to each constituency; barrier-removal instruments

finalize; code structure moves into structured draft; quarterly updates continue

Months 16–22 Mature retention and outcome data; certification criteria and pathway built out with HHS; expansion scenarios modeled; CMMI codes

near completion

Months 23–24 Demonstration complete. CMMI has created the new codes; the certification pathway for organizations to become LOBAT provider

groups is live; the barrier-removal mandates are in place; the evidence supports the move toward permanent adoption

Cadence: monthly ONDCP-led task-force meetings throughout; quarterly pilot status updates delivered to the task force while barrier-removal language is drafted in parallel, per agency.

Pilot launches September 1, 2026; the demonstration and code development complete by month 24.

month 24.
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Notes
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