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The Program at a Glance
A one-page orientation to the walkthrough that follows. Every figure shown here is NorthStar's own measured result, available
for independent evaluation.

365
days of care as a defined

minimum, not a maximum,

followed by a twelve-month

Performance Guarantee

~95%
of patients complete the

entire course of care at

home, beginning with a

supervised taper in their

own residence

85.7%
sustained recovery at twelve

months, verified by

monitored testing rather

than self-report

9
clinical and support roles on

every patient's care team,

continuous across all phases

T H E  F I V E  P H A S E S

Phase I

Inpatient
Stabilization

~5% of patients

typically 30 days

›

Phase II

Ambulatory
Detoxification

Weeks 1–4

~95% enter here

›

Phase III

Intensive Care

Weeks 5–12

8 weeks

›

Phase IV

Stabilization

Weeks 13–24

12 weeks

›

Phase V

Continual Care

Weeks 25–52

~6 months

Progression is non-linear by design. A patient may re-escalate to any earlier phase whenever clinical status requires it, under the same care team, without a new
admission and without leaving the program.

W H AT  D I S T I N G U I S H E S  T H E  C O U R S E  O F  C A R E

O N  T H E  T E R M  " P RO G R A M  C O M P L E T I O N "

NorthStar does not discharge patients. Care concludes when the care team judges that a patient has held
sustained stability long enough to transition safely out of regular contact. That clinical judgment, not the
calendar, starts the Performance Guarantee year. A patient who reaches month twelve without meeting it
simply continues in care.

The home is the primary place of care. Substances, stressors, and the relationships that shape use are
all located at home. Recovery is taught where it has to hold.

–

Detoxification happens at home for the large majority. A monitored taper using gabapentin alongside a
controlled reduction of the substance itself avoids facility-based withdrawal management for
approximately ninety-five percent of patients.

–

Biology is sequenced before behavioral work. Genomic and nutrient findings guide prescribing and
repletion first, so that therapy and peer support arrive when the brain can use them.

–

One care team follows the patient across every level of need. There are no handoffs between
unaffiliated organizations, and no discharge on the way to the next setting.

–

Group support is anonymous by construction. Avatar-based virtual reality groups remove the visibility
barrier for populations whose standing depends on reliability.

–

A return to use is clinical information, never grounds for removal. No patient is separated from care
for using.

–
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S E C T I O N  1

Referral, Admission, and the First Week

1.1 Who is admitted
NorthStar operates a low-threshold admission model. Any adult who identifies a problem with alcohol or
another substance is reviewed for admission. Readiness to change is assessed, but it is never used as an
inclusion or exclusion criterion. Patients frequently arrive reluctantly, pressed by an employer, a court, a
spouse, or a physician, and that is an expected starting point rather than a disqualifying one. Medical
necessity is established by a dependency the patient cannot control that is impairing their life.

NorthStar treats all substance use disorders. Alcohol, opioids, stimulants including methamphetamine and
cocaine, benzodiazepines, cannabis, nitrous oxide, and ketamine are examples rather than a limit, and no
patient is turned away because the substance they are living with falls outside a list.

Gambling, nicotine, tobacco, and caffeine are not qualifying conditions for admission standing alone.
Where a patient admitted for a substance use disorder also carries one of these dependencies, however, it is
treated alongside everything else across their year at NorthStar.

1.2 Screening for the place of initial stabilization
The single most consequential admission decision is whether a patient can begin treatment safely at home.
That determination is made by an addiction physician before any taper is authorized, and it is the reason
home-based withdrawal management is safe at scale.

EXHIBIT A — SCREENING FOR HOME-BASED WITHDRAWAL MANAGEMENT

Patients meeting any exclusion criterion begin in Phase I. NorthStar arranges the admission, coordinates directly with the facility,
and receives the patient back the day they leave.

DOMAIN ASSESSED CLEARED FOR HOME TAPER DIRECTED TO PHASE I

Withdrawal history No history of withdrawal seizure or
delirium tremens

Any prior delirium tremens or withdrawal
seizure

Neurologic history No seizure disorder Known seizure disorder, or anticonvulsant
therapy

Medical stability Comorbidities controlled and manageable
remotely

Decompensated hepatic, cardiac, or
metabolic disease

Psychiatric acuity No active suicidal or homicidal intent, no
psychosis

Active suicidality, psychosis, or need for
constant observation

Home environment A residence able to support monitored care Unsafe or unstable residence, or constant
unavoidable exposure

Readiness of the home Standing medications on hand before the
taper begins

Cannot secure medications or reliable
contact

Approximately five percent of patients meet criteria for Phase I. The exclusion set is applied conservatively: a physician who is uncertain directs the patient to Phase
I. The full protocol, including monitoring cadence and escalation criteria, is provided separately.

1.3 Onboarding and the equipment kit
Before care begins, a kit ships to the patient's residence containing the virtual reality headset used for
group participation, a Bluetooth digital breathalyzer, saliva drug-testing supplies, a blood pressure and
heart rate monitor, the genomic collection kit, and the complete set of nutrients the patient will need for
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the first ninety days of treatment. Where household bandwidth cannot support group participation,
NorthStar supplies a cellular hotspot device at its own cost so that rural and low-connectivity patients are
not excluded from the group component.

1.4 The first week
The admission week is the most intensive of the year and runs to more than twenty hours of direct clinical
contact. It is deliberately front-loaded, because everything that follows is calibrated from what is collected
here.

S E C T I O N  2

The Genomic Foundation
Collected at admission, interpreted during the first weeks, and applied throughout the year. This is the layer that makes the rest
of the medical care specific to the patient rather than sequential trial and error.

A buccal swab is analyzed across approximately seven hundred alleles. The interpretation answers three
separate clinical questions, and each one changes what is prescribed.

1 .  W H Y  T H I S  PAT I E N T  D E V E LO P E D  T H E  D I S O R D E R

Roughly two hundred alleles are associated with predisposition to Alcohol Use Disorder. Most patients
carry more than a hundred of them. This is not used prognostically. It is used to tell a patient, with
evidence in hand, that the condition has a biological basis, which changes how a person understands their
own history and how willing they are to stay.

2 .  H O W  T H I S  PAT I E N T  W I L L  R E S P O N D  TO  M E D I C AT I O N

Metabolizer status determines dosing rather than starting every patient at a standard dose and titrating
blindly. Response alleles determine selection. Naltrexone is the clearest example: patients without the
relevant variant at the OPRM1 locus derive substantially reduced benefit, and for them the medication
functions closer to placebo. Approximately one third of the population falls in that group. Identifying them
at admission avoids months lost to a medication that was never going to work, which in the legacy system
is frequently read as patient failure.

3 .  W H E R E  T H I S  PAT I E N T ' S  B I O C H E M I S T R Y  I S  O B S T RU C T E D

The metabolomic profile identifies inherited obstructions in the pathways that synthesize
neurotransmitters, for example impaired conversion of folate to 5-methylfolate, which constrains both
serotonin and dopamine synthesis. Where an obstruction is identified, NorthStar supplies the precursors
and cofactors downstream of it so the patient synthesizes their own neurotransmitters. Serotonergic

Complete history and physical by the addiction physician, with laboratory work ordered and reviewed–
Full psychiatric evaluation by a psychiatric nurse practitioner, with psychiatrist oversight–
Therapist-led assessment for trauma, anxiety, and phobias, including a trauma history–
Baseline instrument panel administered across mood, anxiety, distress, post-traumatic stress,
resilience, and well-being

–

Cognitive testing within the first several days, establishing the baseline against which serial testing is
measured

–

Genomic sample collected by buccal swab, with consent for full profiling–
Substance-use pattern mapped in detail, including what is used, how much, in what form, and at what
hours, which is what the taper is then built around

–

Peer guides assigned and introduced, matched to the patient's own background–
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obstruction is addressed with 5-HTP together with vitamin B6 and iron. Dopaminergic obstruction is
addressed with the corresponding precursor set.

WHY THIS PREDICTS DRUG CHOICE

Substance preference tracks the deficit. Patients who cannot synthesize adequate dopamine gravitate
to stimulants. Patients with constrained serotonin synthesis gravitate to alcohol and benzodiazepines.
The pattern is consistent enough that the genome frequently indicates the substance before the
history is taken. The clinical consequence follows directly: when the underlying deficit is corrected,
the pull toward the substance that was correcting it recedes. Most patients arrive already taking an
SSRI with limited effect, because prolonged use has depleted the substrate the medication acts on.
NorthStar does not stop those medications. It restores the substrate so they can work.

S E C T I O N  3

Phase I · Inpatient Stabilization
The exception, not the rule. Presented first because it is numbered first in the model, and because how NorthStar handles the
patients who cannot start at home is a fair test of the whole design.

Phase I · Inpatient Stabilization ~5% OF PATIENTS
TYPICALLY 30 DAYS, RARELY BEYOND 90

Patients whose withdrawal risk, psychiatric acuity, medical instability, or home environment makes
home stabilization unsafe begin in a licensed inpatient setting. NorthStar identifies the facility, arranges
the admission, and coordinates the stay.

The distinguishing feature is what does not change. The NorthStar care team does not hand the patient
off. It continues to manage the patient throughout the inpatient period, and it is present on the day of
departure rather than receiving a referral afterward. The patient then moves into the home pathway and
continues the same program year with the same team. In the legacy system this transition is where most
patients are lost, because it is a discharge from one organization and an intake at another. Here it is a
change of setting inside one continuous course of care.

GOAL OF PHASE I

Medically supervised withdrawal management and stabilization in a supervised residence, with the
longitudinal care team already in place, so that the patient transitions home into continuing care rather
than into a gap. 

A NOTE ON PATIENTS ALREADY IN FACILITY-BASED CARE

Any patient leaving an inpatient or residential setting is an appropriate candidate for this program
regardless of how they got there. The published return-to-use figures immediately following
residential discharge are severe, with a majority of patients returning to use within the first month. A
patient completing a residential episode has gained real ground and has nowhere to put it. NorthStar
is built to support exactly this patient in an ongoing way to help them maintain their newly found
sobriety.

S E C T I O N  4

Phase II · Ambulatory Detoxification
Phase II · Ambulatory Detoxification
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WEEKS 1–4 · ~95% ENTER HERE
TAPER 5–14 DAYS, AVERAGING ~10

Approximately ninety-five percent of patients begin the program here, at home. Patients entering
alcohol withdrawal management are drinking, on average, seventeen to twenty-five standard drinks per
day. The taper itself typically runs five to fourteen days, averaging about ten, inside a four-week phase
that also covers medication initiation and early physiologic stabilization.

H O W  T H E  A LC O H O L  TA P E R  W O R K S

The taper is built individually from the pattern documented at admission, using the patient's own
beverages at their own hours. Consumption is reduced in measured increments, for example from
seventeen standard drinks toward sixteen, then fifteen, across the taper window, while gabapentin is
titrated upward in parallel. The slow decline in dose of alcohol precludes the autonomic reactivity that
would otherwise occur should alcohol be abruptly stopped, thus eliminating the seizure risk.
Gabapentin does different work. It provides GABAergic support that addresses craving and withdrawal
discomfort as the alcohol comes down, which is what makes a taper tolerable enough for a patient to
complete at home.

Gabapentin dosing is timed to the patient's own drinking pattern rather than to a fixed schedule. An
evening drinker receives a substantial dose approximately one hour before the hour at which they
would ordinarily begin, which meets the craving before it arrives. Genomic metabolizer status informs
the dose.

The method was developed from the European literature, where alcohol tapering has been practiced for
roughly three decades. NorthStar's contribution is the use of gabapentin as the pharmacologic partner to
the taper, and the monitoring intensity that makes it safe outside a facility. NorthStar does not prescribe
benzodiazepines.

T H E  M O N I TO R I N G  T H AT  M A K E S  I T  S A F E

OT H E R  S U B S TA N C E S

Benzodiazepines and cannabis are tapered on the same principle. Stimulants including cocaine and
methamphetamine cannot be tapered and are stopped, with medication and monitoring support
through the acute period. Where a patient presents with several substances, sequencing is by risk: the
agents carrying the greatest physiologic danger are addressed first, and the remainder are withdrawn
across the following weeks.

Critical care nursing. Every taper is managed by nurses holding critical care experience and
licensure. This is a staffing requirement, not a preference.

–

Vital signs every two hours through the active taper, with blood pressure and heart rate reviewed
against the patient's own trend.

–

Serial withdrawal scoring using CIWA at each contact.–
Upward adjustment when physiology requires it. If heart rate or blood pressure begins to climb, the
patient is instructed to take a measured quantity of alcohol. Using the substance itself to arrest an
emerging autonomic response is what keeps a home taper inside a safe margin.

–

Standing medications in the home before the taper begins. Clonidine, propranolol, and ondansetron
are on hand and confirmed. No taper is initiated until they are.

–

Twenty-four hour clinical availability throughout the phase.–
A standing escalation rule. Every patient is told at the outset that if the team directs them to an
emergency department, they go immediately. NorthStar calls emergency medical services and is
present when they arrive.

–
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For Opioid Use Disorder, buprenorphine is initiated under a defined induction protocol developed
across more than one hundred forty thousand patients treated in NorthStar's predecessor companies.
Opioid use is stopped, COWS scoring establishes adequate withdrawal, and buprenorphine is then
administered and titrated to comfort with continued scoring throughout. Methadone cannot be
dispensed under current regulation. Patients enrolled in an opioid treatment program continue there,
and NorthStar coordinates with that program while managing the patient's other substance use and
comorbidities.

H A R M  R E D U C T I O N  D U R I N G  T H I S  P H A S E

Continued use during early treatment is anticipated, and the response is protective rather than punitive.
Navigators identify local resources in the patient's own jurisdiction, including naloxone distribution and
sterile syringe access where it exists. Fentanyl test strips are supplied where lawful, so that a patient
who is still using can test what they have before using it.

GOAL OF PHASE II

The patient is safely withdrawn from substances at home, initiated on appropriate medication, and
physiologically stable enough to begin structured treatment. The clinical result matters, and so does what
the patient learns from it: that they can be without the substance in the environment where they will
actually live. 

WHY THE LOCATION OF WITHDRAWAL MANAGEMENT CHANGES THE YEAR

A patient who withdraws in a facility learns that they can abstain in a controlled setting. That is a
limited lesson, because the setting is where the substance is not. A patient who completes a monitored
taper at home, going from seventeen standard drinks per day to none while the liquor store remains
open down the street, learns something durable and generally reports being surprised by it. That
experience is the foundation the next eleven months are built on.

S E C T I O N  5

Phase III · Intensive Care
Phase III · Intensive Care WEEKS 5–12 · 8 WEEKS

12–25 CONTACT HOURS PER WEEK

With the substance withdrawn and physiology stabilized, this phase builds the individualized medical
and psychiatric plan the rest of the year runs on. Contact runs twelve to twenty-five hours per week
across a seven-day schedule, with morning, afternoon, and evening availability so that patients who are
working do not have to choose between employment and care.

M U LT I - M O DA L  M E D I C AT I O N  I N I T I AT I O N

Prescribing is now informed by the genomic interpretation. Three agents are FDA-approved for these
indications, but the published evidence supports a considerably wider formulary, and NorthStar draws
on more than forty medications with documented benefit in AUD and SUD. Medication addresses
craving directly, and simultaneously treats the conditions that travel with the disorder: depression,
anxiety, and sleep disturbance are close to universal by the time a disorder is fully established, and the
medical comorbidities that accumulate alongside it, including hypertension, obesity, and hepatic
disease, are managed by the same team.
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N U T R I E N T  R E P L E T I O N

The repletion protocol is built from the metabolomic profile and addresses the deficiencies produced by
prolonged use. Its purpose is the restoration of the brain chemistry required for cognition and
emotional regulation, and it is what makes the behavioral work in this phase productive rather than
premature. Serial cognitive testing tracks the result. Measured improvement runs approximately
twenty-five percent within the first month and 40.3 percent by the end of the program year.

T R AU M A- F O C U S E D  C A R E

Every therapist is trauma-informed and trained in Accelerated Resolution Therapy, an EMDR-based
protocol developed and studied extensively in veteran populations. Of NorthStar patients who meet
diagnostic criteria for post-traumatic stress disorder at admission, sixty percent no longer meet criteria
at the end of the program year. Patients with an established outside therapist keep that relationship, and
NorthStar coordinates with them.

G RO U P  PA RT I C I PAT I O N  B E G I N S  I N  E A R N E S T

Groups run seven days a week, morning through night, and a patient may join any group they choose.
Leadership varies by group type and includes peer guides, licensed therapists, nurses, and physicians.
The catalog spans psychoeducational groups, support groups, trauma-focused groups, wellness and
meditation sessions, and cohort-specific groups, including groups for veterans led by veteran peers. A
separate document sets out the full catalog with the theoretical foundation of each group type.

GOAL OF PHASE III

The patient stabilizes physically and emotionally, cravings are addressed pharmacologically, cognition
begins to recover measurably, and the trauma and psychiatric conditions underneath the disorder are in
active treatment. All of it while the patient remains at home, at work, and with their family. 

S E C T I O N  6

Phase IV · Stabilization
Phase IV · Stabilization WEEKS 13–24 · 12 WEEKS

SEVEN-DAY SUPPORT, STEPPING DOWN

By this point most patients have reached the interval, generally between two and four months, after
which no further return to use occurs. The work shifts from stabilization to durability, and contact
intensity steps down as stability is confirmed on the data rather than on the calendar.

Medication and nutrient optimization continues as needs become better defined by response rather
than by prediction.

–

Group participation expands as one-to-one clinical contact decreases, with frequent individual peer
contact alongside it.

–

Psychoeducation on coping strategies, trigger identification, prevention of return to use, and stress
management.

–

Life stability coaching covering employment reintegration, financial recovery, and repair of
damaged relationships. For the patients this program serves, these are clinical variables, not adjacent
concerns.

–

Continued biometric monitoring at a reduced cadence, with the trend rather than any single reading
driving the plan.

–
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A N T I C I PATO R Y  P L A N N I N G

Much of the value in this phase is generated before events rather than after them. A patient with a
wedding, a reunion, or a work function ahead plans it with their care team in advance. NorthStar
supplies practical instruments, including printed cards a patient can hand to a bartender to have every
drink served non-alcoholic, which lets a patient manage an evening without disclosing anything to
anyone present.

GOAL OF PHASE IV

The patient establishes durable behavioral patterns, builds resilience, and becomes more effective at work
and at home, while remaining fully supported. Autonomy increases because the data supports it. 

S E C T I O N  7

Phase V · Continual Care
Phase V · Continual Care WEEKS 25–52 · ~6 MONTHS

CONTINUES BEYOND THE YEAR AS NEEDED

The final phase of the program year is lower-touch and continuous, and it is where the model is most
plainly a chronic-disease management program. Most patients here have accumulated many
consecutive substance-free months. Contact is calibrated to what each patient needs, and most remain
in frequent contact with their peer guides.

M O N I TO R I N G  A S  A N  E A R LY  WA R N I N G  S Y S T E M

Remote monitoring continues, and its function in this phase is anticipatory. The care team watches
breath alcohol readings, engagement patterns, and behavioral shifts, and intervenes on the early signal
rather than waiting for the event.

Reduced reporting is treated as a signal that a patient needs more contact, and it produces more
outreach. It is never treated as a violation.

T R A N S I T I O N  P L A N N I N G

A final clinical evaluation produces an individualized plan for the period after regular care concludes,
including continued access to virtual peer support and ongoing medical oversight.

GOAL OF PHASE V

Sustainable recovery, with any early indication of a return to use identified and addressed quickly, so that
the patient remains stable and supported through and beyond the first year. 

S E C T I O N  8

What Runs Continuously Across Every Phase
The phases describe changing intensity and focus. The following elements do not stop, and their continuity is what
distinguishes a longitudinal model from a sequence of episodes.

A rising breath alcohol reading prompts direct contact to establish the cause and determine whether
the medication plan needs adjustment.

–

Declining engagement prompts outreach to identify the new stressor, addressed through therapy,
group work, or additional individual peer contact.

–

A pattern suggesting elevated risk prompts a structured intervention with a personalized plan
addressing the specific triggers involved.

–
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8.1 One care team, nine roles
Each patient is supported by a single multidisciplinary care team spanning nine clinical and support roles:
a supervising addiction physician, a psychiatrist, a family medicine nurse practitioner, a psychiatric nurse
practitioner, critical care nursing, program nursing, a licensed therapist, two peer guides, and a navigator.
The same team carries the patient across every phase and every setting, including an inpatient period if
one occurs.

Because the teams are virtual, they can be composed for the patient rather than assigned by geography.
Veteran patients are served by teams staffed with veteran physicians, nurses, therapists, and peer guides.
Peer guides are matched on lived experience and circumstance, so that a veteran is matched to a veteran
peer, and a young mother living with Alcohol Use Disorder is matched to a peer whose history resembles
her own. Peer guides remain with the patient for the full year, and that relationship typically becomes the
most continuous one in the program.

8.2 Monitoring

EXHIBIT B — VERIFICATION METHOD BY MODALITY

Outcomes are reported from monitored data, not from patient self-report. This is what allows the recovery figure to be stated as a
measurement.

MODALITY CADENCE HOW IT IS VERIFIED

Breath alcohol 4 to 6 times daily in early care,
stepping down with stability

Bluetooth digital breathalyzer transmitting directly to the patient's
application, with simultaneous video capture confirming that the
person providing the sample is the patient

Drug testing Random, unannounced Saliva collection performed live on screen and witnessed by a nurse,
establishing both identity and timing

Vital signs Every 2 hours during active taper,
then periodically

Patient-operated blood pressure and heart rate monitor, reviewed by
nursing against the individual trend

Cognition Baseline, 1 month, and serially
through the year

Standardized testing administered by the care team

Instrument panel Baseline and at intervals across
the year

Validated instruments administered and scored by the care team

Engagement Continuous Platform data on group attendance, clinical contact, and reporting
adherence

Video confirmation exists because an unwitnessed remote breathalyzer result is not evidence. The purpose of the monitoring is clinical guidance, in the way serial
glucose readings guide diabetes management. Results adjust the plan; they never trigger removal from the program.

8.3 Anonymous group support in virtual reality
Every patient receives a headset and participates as an avatar in a persistent set of virtual environments,
including meditation spaces and a campfire setting. Groups are available morning, afternoon, and night,
seven days a week, and are attended from the patient's home.

The design solves a specific problem. Group work is among the most effective components of care and
among the least accessible, because it requires a patient to be identifiable to a room of people. For patients
whose careers, clearances, and standing rest on reliability, that requirement is disqualifying, and this is felt
most acutely in military and veteran culture. Avatar-based participation preserves the clinical benefit and
removes the exposure. Measured participation is substantially higher than NorthStar observed with
conventional teleconference-based groups.
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8.4 A return to use is expected and is not grounds for removal
The program is designed on the premise that a return to use will occur for many patients during the year, in
the same way that a patient managing diabetes will have intervals of poor glycemic control. Patients are
told this at admission. When it happens, the team examines what preceded it, identifies the trigger, and
adjusts the plan.

Clinically, a return to use may require a temporary increase in the level of care. A patient in Phase IV who
returns to substantial use may need ambulatory withdrawal management again, and the care delivered
steps back to match, then steps forward again as stability returns. This is an escalation inside one
continuous course of care under one team. It is not a discharge, not a readmission, and not a failure of the
program.

W H O  D O E S  N OT  S U C C E E D,  A N D  W H Y

The patients who do not reach a good outcome show a consistent pattern, and it is a pattern of engagement
rather than of severity. They decline to take prescribed medication, they do not take the nutrients selected
for them, they do not attend groups, and they do not engage with their providers. Patients who do those
things get well. That consistency is the basis on which NorthStar is willing to guarantee the result.

S E C T I O N  9

Treatment Goals: Abstinence and Structured Moderation
NorthStar operates from a harm reduction philosophy and does not require abstinence as a condition of
admission or of continued care. Every patient is asked at admission what their own goal is, and the
distribution of those answers changes markedly over the year.

~90%
state at admission that their goal is to

moderate their use rather than to stop

entirely

~90%
choose complete abstinence by the end of

the program year, once the biology has

been corrected

~10%
of alcohol patients pursue structured

moderation successfully at year end,

verified by monitoring

The reversal is the clinically interesting finding. NorthStar's interpretation is that a patient asked at admission to commit to permanent abstinence is being asked to
give up the thing that is currently managing an uncorrected deficit. Once the deficit is corrected, most patients arrive at abstinence on their own. Requiring it at the
door instead selects for the patients willing to say so.

9.1 How structured moderation works
Moderation is available only for alcohol. There is no moderation pathway for methamphetamine or other
stimulants. It is never unstructured.

Six months of complete abstinence first, without exception. The brain requires that interval, supported
by medication and nutrient repletion, before the question can responsibly be revisited.

–

A three-week planning course delivered individually by a peer guide, covering triggers, limits, refusal,
and contingencies.

–

Each early attempt is a planned clinical event. A defined quantity, a designated companion who knows
the plan, non-alcoholic beverages on hand, a breath alcohol reading partway through and another at the
end, and gabapentin available if craving requires it.

–

An immediate debrief with a peer when the event ends, examining what was difficult, whether a second
drink was wanted, and what worked.

–
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S E C T I O N  1 0

Program Completion and the Performance Guarantee
Program Completion is a clinical determination, not a date. It occurs when the care team judges that a
patient has demonstrated sustained stability, for a sufficient interval, to transition safely out of regular
care. The program is defined as a minimum of three hundred sixty-five days, not a maximum.

A patient who reaches the end of the program year without meeting that standard does not transition on
schedule. Care simply continues at the level of intensity the patient clinically requires, for as long as it is
required, until the team determines that stability sufficient for Program Completion has been reached. No
patient is moved out of care, or into the Guarantee year, before the clinical picture supports it.

10.1 The Guarantee
For the twelve months following Program Completion, any patient who experiences a return to use returns
to NorthStar and is re-stabilized at no additional charge. The duration of that care is whatever the clinical
situation requires, including several additional months. Patients are told at completion that they may
return at any point in that year.

Patients complete quarterly check-ins during the Guarantee year, including random breath alcohol and
drug testing, so that emerging problems are identified before they require significant re-escalation.

WHY THE GUARANTEE IS ANCHORED TO STABILITY RATHER THAN TO THE CALENDAR

Tying the Guarantee to a clinical milestone rather than to an anniversary is what makes it meaningful.
It warrants the durability of a recovery the care team has judged ready to hold. A guarantee that
attached automatically at month twelve would warrant nothing except the passage of time.

10.2 What is measured

EXHIBIT C — THE OUTCOMES PANEL

Validated instruments administered at baseline and across the program year. Every measure reaches statistical significance at p < .
001.

DOMAIN INSTRUMENT BASELINE 12 MONTHS EFFECT SIZE

Alcohol Breath alcohol concentration 0.097 0.009 d = 0.90

Depression PHQ-9 11.1 6.1 d = 0.91

Anxiety GAD-7 9.8 6.2 d = 0.70

Psychological distress K10 26.9 18.7 d = 0.94

Post-traumatic stress PCL-C 41.1 33.3 d = 0.66

Blood pressure Systolic 143.3 124.7 d = 1.05

Resilience Brief Resilience Scale 3.04 3.46 η²p = .24

Well-being Flourishing Scale 41.28 47.20 d = 0.80

Verified continuously. Because breath alcohol monitoring continues, moderation is a documented
pattern rather than an assertion. A successful moderator is typically consuming a single beverage
roughly twice a month, with control demonstrated on the data.

–
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DOMAIN INSTRUMENT BASELINE 12 MONTHS EFFECT SIZE

Cognition Stroop 31.3 24.0 d = 1.00

Headline results: 85.7 percent sustained recovery at twelve months, 84.7 percent twelve-month retention in care, Net Promoter Score of 88.2, and 40.3 percent
improvement in cognition on serial testing. Sixty percent of patients meeting PCL-C criteria for post-traumatic stress disorder at admission no longer meet criteria
at the end of the program year. Trauma burden in this population is substantial, with a mean of 5.4 adverse childhood experiences and 58 percent in the high-risk
range against 17.3 percent in the general population. Sustained recovery is defined as verified abstinence or documented controlled use at the twelve-month mark,
not as program completion. All figures are NorthStar's own measured results, available for independent evaluation.

S E C T I O N  1 1

How This Program Maps to LOBAT Tier 2
The program described in the preceding sections is the clinical model from which LOBAT Tier 2 was derived. This section states
the correspondence directly, phase by phase, so that the Department can read the proposed payment architecture against care
that is already being delivered.

LOBAT Tier 2 is not a proposal to build something new. It is the operating program above, expressed in the
structure a Federal payer can certify, bill, and audit. The clinical content is identical. What the LOBAT
framework adds is a phase-indexed code architecture, a certification standard open to any qualified
provider, and outcome incentives with two-sided risk.

EXHIBIT D — CROSSWALK: THE NORTHSTAR PROGRAM TO LOBAT TIER 2

Every stage of the delivered program corresponds to a defined LOBAT Tier 2 phase, a stage-of-care modifier, and a place of service.
Claim construction follows H0018 plus one stage-of-care modifier, one place-of-service modifier, and telehealth modifier 95.

PROGRAM STAGE, AS
DELIVERED LOBAT TIER 2 PHASE DURATION

CLAIM
CONSTRUCTION PLACE OF SERVICE

Referral, admission, kit
deployment

Onboarding and equipment kit One-time, week 0 H0018 · U1 · FQ · 95 Home

Facility-based stabilization for
patients excluded from home
taper

Phase I · Inpatient Stabilization ~5% of patients;
typically 30 days

H0018 · U6 · FR · 95 Intensive Integrated
Continuity Setting

Home taper and medication
initiation

Phase II · Ambulatory
Detoxification

Weeks 1–4 H0018 · U2 · FQ · 95 Home

Psychiatric evaluation,
precision prescribing,
nutrients, trauma care, groups

Phase III · Intensive Care Weeks 5–12 H0018 · U3 · FQ · 95 Home

Durability, resilience, life
stability, stepped-down
contact

Phase IV · Stabilization Weeks 13–24 H0018 · U4 · FQ · 95 Home

Chronic-condition
management, anticipatory
monitoring, transition
planning

Phase V · Continual Care Weeks 25–52 H0018 · U5 · FQ · 95 Home

Return to care at no charge
following Program
Completion

Performance Guarantee year 12 months after
Program
Completion

H0018 · U7 · FQ · 95 Home

Modifier assignments are those proposed in the Veterans-First Policy Framework; the Center for Innovation for Care and Payment finalizes exact assignments as it
adopts the rate architecture. The U7 stage is billed at zero and exists for utilization reporting and Guarantee compliance. Rates are set out in the Framework and are
not restated here.
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11.1 The Tier 2 requirements, and where each is met

EXHIBIT E — TIER 2 CERTIFICATION REQUIREMENTS AGAINST DELIVERED CARE

TIER 2 REQUIREMENT HOW IT IS MET IN THE PROGRAM DESCRIBED ABOVE SECTION

365-day program plus 12-month
Guarantee

Minimum 365 days defined by clinical necessity, with the Guarantee
anchored to Program Completion

10

Materially broader care team Nine roles per patient, including dedicated critical care nursing, intensive
psychiatric management, two peer guides, and a navigator

8.1

Around-the-clock availability Twenty-four hour clinical availability, with two-hour nursing contact
through active taper

4

Monitored medical detoxification Ambulatory taper at home for ~95% of patients; inpatient for the
remainder under the same team

3, 4

Pharmacogenomic sequencing at intake Buccal swab across ~700 alleles, guiding both prescribing and nutrient
selection

2

Structured nutrient repletion with serial
cognitive testing

Protocol built from the metabolomic profile; cognition tested at baseline,
one month, and serially

5

Immersive VR or AR group support Avatar-based groups, seven days a week, peer, therapist, nurse, and
physician led

8.3

Intensive wraparound management Navigators and life stability coaching addressing housing, employment,
financial, family, and legal instability inside the clinical plan

6

Comprehensive outcomes panel Thirteen validated tools and clinical measures across mental health,
resilience, cognition, physiologic monitoring, and verified substance-use
status

10.2

Written Performance Guarantee Contractual, in operation today under commercial and employer
agreements

10.1

Non-linear phase movement Re-escalation to any earlier phase under the same team, without new
admission

8.4

11.2 Where Tier 1 differs
The program described in this document is the Tier 2 model. Tier 1 serves a distinct population, namely
patients with single-substance disease, no significant psychiatric or medical comorbidity, no requirement
for medically supervised withdrawal management, and a home environment that supports care from a
team available seven days a week rather than around the clock. A representative Tier 1 patient engages in
binge drinking three to four times weekly with work or family functioning beginning to suffer, but has not
developed daily physiological dependence.

Tier 1 runs the same 365-day structure across two intensity tiers rather than five phases, approximately
three months of Stabilization followed by approximately nine months of Maintenance and Continuity, and
measures four validated instruments plus substance-use status rather than the full panel.
Pharmacogenomic sequencing and nutrient repletion are not Tier 1 services. A patient who requires either
of them is a Tier 2 patient by definition and is escalated. Movement between tiers is one-way.
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F O R  T H E  V E T E R A N  P O P U L AT I O N  S P E C I F I C A L LY

Two design choices in this program were made for populations whose standing depends on reliability, and
both apply with particular force to those who served. Care is delivered at home, so no veteran must be
absent from work and family for a month to receive treatment. And group participation is anonymous, so
no veteran must be identifiable in a room to receive its benefit. Veteran care teams are staffed by veterans,
and veteran groups are led by veteran peers. A separate document sets out veteran-specific programming,
including military cultural competency, programming for women veterans, and the handling of military
sexual trauma.

A Closing Note
This document describes care as it is delivered today, to patients now enrolled, and not a model awaiting
construction. Every phase, protocol, monitoring standard, and measured outcome above is operating in the
United States, and the clinical evidence base and operating data behind them are available to the
Department for evaluation on whatever terms the Department considers rigorous.

We are grateful for the seriousness of the questions put to us, and for the opportunity to answer them in
detail. Anything in this document can be opened further, and additional material is available on request.

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

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

awilson@northstarcare.com · lchiodo@northstarcare.com · northstarcare.com

A Note on Language
This document follows the conventions of the Veterans-First Policy Framework it accompanies. Terms are chosen because
language shapes how a condition is understood and how the person living with it is regarded.

NOT USED USED INSTEAD WHY

Relapse Return to use A clinical event in a chronic condition, treated as a flare is
treated in any other illness, not a defeat and a restart

Discharge Program Completion Patients with diabetes or cancer are not discharged from a
chronic condition; episodes conclude, care remains
available

Clean, dirty Substance-free; an unexpected result Moral weight that has no place in a medical record

Non-compliant Engagement; the plan needs adjustment Patients do not fail treatment; treatment that has not
worked has not yet been matched to the patient

Addict, alcoholic Person living with AUD or SUD Person-first language separates the person from the
condition, as in every other chronic disease
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