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How NorthStar Cares for Veterans
Veteran care is not the general program with a flag on it. It is delivered by veteran care teams, through 

veteran-led groups, using a trauma intervention developed and tested in this population, in a model
built for people whose standing has always depended on being reliable.

A model that asks a veteran to disappear for thirty days, or to sit in a circle of strangers and say their name, has already lost the
veterans who most need it. Every element below exists because of that clinical fact. NorthStar has treated hundreds of veterans to
date, a substantial share at no charge, before any payer contract was in place.

T H E  C L I N I C A L  P I C T U R E  T H A T  D R I V E S  T H E  D E S I G N

53%
of veterans will meet criteria for a substance use

disorder over their lifetime, against roughly 17% of the

general population

~63%
of post-9/11 veterans diagnosed with an SUD also meet

criteria for PTSD, which is why trauma care cannot be a

referral

~2×
a veteran's likelihood of accidental opioid overdose

death, and of a suicide attempt, with an SUD

THE VETERAN CARE TEAM · ONE POD PER 250 VETERANS every role filled by a veteran

Hiring against this structure is underway now · nine clinical and support roles · one continuous team across every phase and every place of service

Addiction Medicine Physician

Board-certified; supervises the pod and authorizes every

withdrawal management plan

Psychiatrist

Co-occurring mood, anxiety, trauma, and sleep conditions

actively treated, not merely noted

Psychiatric Nurse Practitioner

Admission psychiatric evaluation and ongoing psychiatric

management

Family Nurse Practitioner

The medical comorbidity that travels with the disorder,

managed by the same team

Critical Care Nurse

Critical care licensure required; runs the home taper on

two-hour vitals

Program Nurse

Daily contact, witnessed testing, and the monitoring

cadence across the year

Licensed Therapist

Trauma-informed and trained in Accelerated Resolution

Therapy

Peer Guides · Two Per Veteran

Matched on service history; present the full year, and

usually the closest relationship in the program

Navigator

Benefits, housing, employment, and local resources, inside

the clinical plan

WHY EVERY ROLE, AND NOT ONLY THE PEERS

Peer matching is common. Staffing an entire care team with veterans is not, and it changes what a veteran does not have to explain. A veteran describing what a deployment
cadence does to drinking, or why they will not sit in a named group, is talking to clinicians who already know. Cultural competency delivered as a training module is a
substitute for this. NorthStar removes the need for the substitute.

The structure is also how the model scales. A pod carries 250 veterans, so a 10,000-veteran demonstration is 40 pods. Because the teams are virtual, a veteran in a highly
rural county draws the same veteran care team as a veteran in a city.

V E T E R A N S  A C R O S S  T H E  W H O L E  C O M PA N Y,  S I N C E  I N C E P T I O N

NorthStar has prioritized hiring veterans across every function since the company
was founded, not as a staffing response to a veteran contract. Many veteran
employees are already in place, clinical and non-clinical alike. The veteran care pods
extend a hiring practice that predates them.

That history matters operationally. The constraint on scaling veteran-staffed care is
the supply of qualified veteran clinicians and peers. An organization recruiting
veterans from the start begins that work with a network, a reputation inside the
community, and staff who can recruit credibly.

T W O  D E S I G N  C H O I C E S  M A D E  F O R  M I L I TA R Y  C U LT U R E

CARE COMES TO THE HOME

No veteran leaves work, family, or community for a

month. Roughly 95% complete the entire course of care

at home, including a monitored withdrawal taper. The

home is also where recovery has to hold, because it is

where the substance and the stressors are.

GROUPS ARE ANONYMOUS BY
CONSTRUCTION

Group work is among the most effective components of

care and the least accessible to people whose careers

and clearances rest on reliability. Veterans join as

avatars, from home, at any hour. The clinical benefit is

preserved and the exposure removed.

AND THE ACT OF SEEKING CARE IS
PROTECTED

The accompanying framework asks the Department to

attach protected status to seeking care, so no veteran

suffers an adverse benefit, priority, or service

consequence for it. Individualized fitness-for-duty

standards continue to govern return to safety-sensitive

duty.

MILITARY CULTURAL COMPETENCY, REQUIRED OF EVERYONE WHO TOUCHES VETERAN CARE

Trained on: service structure and rank, deployment and reintegration cycles, service-era differences, and the language veterans use about their own service and their own
use. Screened for: traumatic brain injury, chronic pain, tinnitus, sleep disruption, moral injury, and military sexual trauma, rather than discovered late. Understood: what
disclosure actually costs a veteran, which is clearance, reliability, standing, and career. Any non-veteran clinician working on a veteran pod is the exception and practices
under veteran clinical supervision.
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Veteran-Specific Clinical Programming
Trauma · groups that grow more specific with scale · a career pathway · work and reintegration

ACCELERATED RESOLUTION THERAPY · TRAUMA CARE INSIDE THE PROGRAM developed and tested in this population

ART is an eye-movement-based protocol developed and studied extensively in
veteran populations with PTSD. Every NorthStar therapist is trained in it. It is not an
outside referral or a specialty track a veteran waits for; it sits inside the program year
and begins in Phase III alongside medication and nutrient work.

Of patients meeting diagnostic criteria for PTSD at admission, 60% no longer meet
criteria at the end of the program year. Clinically the response among veterans has
been especially strong; the veteran subgroup will be reported discretely under the
demonstration rather than inferred from this figure.

MILITARY SEXUAL TRAUMA

Screened at admission within the therapist-led trauma assessment, worked
individually with an ART-trained therapist, and never surfaced in a mixed group.
Veterans choose the gender of their therapist and peer guides. Avatar-based groups
remove visual identification, which matters more here than anywhere else.

WOMEN VETERANS

Home-based care avoids the mixed-gender residential setting that is a documented
barrier for women veterans. Women's groups run today; women-veteran groups led
by women veteran peers and therapists open as the cohort supports them.

THE GROUP ARCHITECTURE · SPECIFICITY IS A FUNCTION OF COHORT SIZE not of geography

No physical facility can assemble twelve Afghanistan-deployment veterans with Opioid Use Disorder in one room at nine at night. In a facility-based system, group
specificity is capped by whoever is admitted the same month within driving distance; in a national virtual cohort it is capped only by enrollment, and it improves as
the program grows. Scale is not an efficiency in this model. It is a clinical input.

Today

Veteran Groups
Veteran-only groups led by veteran peer guides and

veteran therapists, seven days a week alongside the full

open catalog. A veteran may join any group, and always has

a veteran room to go to.

›

As the cohort grows

Segmented Groups
Separation by service era and branch, by substance, and by

clinical presentation: PTSD, MST, chronic pain, and the

transition out of active duty.

›

At demonstration scale

High-Specificity Cohorts
Deployment and diagnosis together: Afghanistan-

deployment veterans living with Opioid Use Disorder, or

OEF/OIF veterans working the same moderation plan.

THE PEER GUIDE PATHWAY · FROM COMPLETING THE PROGRAM TO WORKING IN IT recovery as a career

Step 1

Identify
Candidates surfaced during Continual

Care and the Guarantee year, on

sustained stability and demonstrated

capacity to support others.

›

Step 2

Train and Certify
Peer support, boundaries, documentation,

escalation, and group facilitation, toward

State peer certification where it exists.

›

Step 3

Supervised Practice
Co-facilitation and a supervised caseload

alongside an experienced veteran peer

guide, under clinical oversight from the

pod.

›

Step 4

Employment
Paid employment as a NorthStar veteran

peer guide, and a durable answer to what

a veteran does next.

THE PATHWAY IS ALSO THE LABOR SUPPLY

Every veteran pod requires veteran peer guides, and no group is better qualified to guide a veteran through this program than veterans who have finished it. The pathway
answers a clinical problem and a staffing problem at once: a vocation for the veteran, and the workforce that makes the next forty pods possible.

WORK, BENEFITS, AND REINTEGRATION treated as clinical variables, not adjacent concerns

EMPLOYMENT AND VOCATION

Military occupational specialty translated into civilian

credentials; coordination with VA Vocational

Rehabilitation and Employment under Chapter 31;

return-to-work planning for safety-sensitive roles;

employer-side support where the veteran consents.

BENEFITS AND SYSTEMS NAVIGATION

Navigators assist with VA enrollment, service-

connection claims, and connection to VA suicide-

prevention and homeless programs, including HUD-

VASH where housing is unstable. Roughly 70% of

homeless veterans live with an SUD.

GROUPS ABOUT WORKING

Groups on the specific problems veterans bring to

work: shift schedules and sleep, reliability and

clearance anxiety, whether and how to disclose, alcohol

at unit functions, and rebuilding a record after a period

of poor performance.

THE TRANSITION WINDOW, RAISED BY THE OFFICE OF MENTAL HEALTH

The twelve to twenty-four months after separation were identified in discussion as the interval of greatest vulnerability, and we agree. It is also where the existing system is
structurally absent, falling between two payers and two care systems. This model reaches it: care is virtual, follows the person rather than the enrollment, and the LOBAT
code families translate directly into the TRICARE architecture, so care begun before separation continues after it with the same team. We propose a distinct transition
cohort within the demonstration, to reach service members before the disorder consolidates.

Amanda Wilson, MD  ·  Lisa Chiodo, PhD
Co-Founders, NorthStar

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

Accompanies a draft policy framework prepared by NorthStar in anticipation of collaborative discussions with the Veterans Health Administration and the Center for Innovation for Care and Payment. Items
marked underway, opening with cohort growth, or proposed are identified throughout; everything else is in operation today. Outcome figures are NorthStar's own measured results, available for independent
evaluation. Pre-decisional. 
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