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How to Use This Policy Brief ‘
This brief’ is the sixth in the Driving Health Forward policy series (available at
https://www.drivinghealthforward.org/policy-advocacy). It is intended for decision-makers who
shape workforce payment policy, including state Medicaid agencies, health plans, state
policymakers, and mobile health program leaders. This brief focuses on payment policy barriers
that affect the design and sustainability of interdisciplinary mobile care teams. Many existing
policies and payment approaches were written for fixed-site, visit-based care and do not reflect
how care is delivered in mobile and community settings. This brief highlights how those
misalignments operate in practice and payment levers that can be adjusted to better support
integrated, team-based mobile care. Issues related to licensure, scope of practice, credentialing,
and supervision are addressed in a companion brief.

A growing body of evidence shows that integrated, team-based care improves access, care
continuity, patient experience, and outcomes, particularly for populations that face structural
barriers to traditional care.? Mobile health programs operationalize these models in community
settings, making workforce policy alighment especially consequential for both quality and
sustainability. However, team-based mobile health programs are often constrained by payment
policies and reimbursement structures that are poorly aligned with care delivered outside fixed
clinical sites.

Mobile programs frequently serve individuals with complex health and social heeds who benefit
from coordinated relationship-based care delivered over time. Team-based approaches are a
common feature of these models, allowing mobile programs to combine clinical services with
outreach, navigation, follow-up, and connection to community resources. While these features are

1 This brief is the sixth in our series, which can be accessed at: https://www.drivinghealthforward.org/policy-advocacy.
For more information on the Driving Health Forward campaign, please visit https://www.drivinghealthforward.org. This
brief is intended to focus on policy and reimbursement barriers affecting deployment of team-based mobile care; it does
not address workforce pipeline strategies (e.g., education, training, or career pathway development).

2 Kongkar R, et al. The Impact of Interdisciplinary Team-Based Care on the Care and Outcomes of Chronically Il Patients:
A Systematic Review. Journal of Multidisciplinary Healthcare. 2025.
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not unique to mobile care, the mobile setting heightens the importance of flexible staffing models
and payment policies that recognize how work is distributed across team members and settings.

Care Team Design and Payment Considerations in Mobile Health

Mobile health programs draw on a combination of licensed clinicians and other essential care team
members to support patient engagement, care delivery, and follow-up. Team-based care in mobile
health settings is shaped by several policy domains as they intersect with payment policy, including
coverage, benefit design, contracting requirements, and how services and team roles are
recognized for payment.

Together, these policies shape decisions about which team members can deliver services, which
activities can be supported, and how teams are deployed across mobile and community settings.
Because payment rules vary across states, programs, and payers, otherwise similar mobile health
models may operate quite differently depending on how payment policies intersect with team-
based care design.

e Licensure and scope of practice: State laws determine which services providers may
deliver and under what conditions, and have payment implications when reimbursement
depends on who delivers a service or where it occurs. These rules shape how mobile
programs deploy clinicians across settings and matter most when payment policies
recognize services delivered outside fixed sites.

Example: As of 2025, the scope of practice rules in most states (43) allow direct access to
dental hygienists. These policies facilitate mobile dental programs by permitting hygienists
to initiate treatment based on their assessment of patient needs and, where payment
policies allow reimbursement for hygienist-delivered services, can reduce reliance on
dentist-only billing models in mobile settings.®

e Credentialing: Medicaid and health plan credentialing policies determine whether and how
team members’ services are eligible for reimbursement. Differences in credentialing

3 Alabama, District of Columbia, Delaware, Hawaii, Louisiana, Mississippi, New Jersey, and North Dakota do
not allow direct access to dental hygienists. American Dental Hygienists’ Association (ADHA), Direct Access
website; ADHA Dental Hygiene Practice Act Overview: Permitted Functions and Supervision Levels by State,
Revised August 2022.
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requirements can affect how mobile programs structure teams and how quickly new roles
can be integrated into care delivery.

Example: As of March 2026, about half of states (26 states and DC) reimburse doula
services through Medicaid, expanding the physical, emotional, and informational supports
available through mobile maternity care programs. These programs impose varying training
and certification requirements, commonly requiring completion of a state-approved training
program or a legacy or experience-based pathway.*

e Coverage and payment: Medicaid benefit design and payment policy determine whether
services delivered by mobile teams are covered and how they are paid, including whether
payment approaches support interdisciplinary care beyond discrete visits.

Example: In states that authorize payment for specific community paramedicine services
through Medicaid, payment design affects whether certain services, such as follow-up or
monitoring, are reimbursable. States with Medicaid reimbursement for community
paramedicine include Arizona, Georgia, Minnesota, Nevada, and Wyoming, and 25 states
provide some reimbursement for treatment without transport.®

Understanding how these policy layers interact is essential to designing mobile teams that are both
clinically appropriate and financially sustainable.

Payment-Related Barriers That Constrain Team-Based Mobile Health
Models

As discussed above, multiple policy domains affect mobile workforce design. The barriers below
focus on how payment structures interact with regulatory requirements to shape team-based
mobile care. (A companion policy brief addresses scope of practice, licensure, credentialing, and
supervision independent of payment policy considerations).

4 Anoosha Hasan, State Trends in Medicaid Coverage of Doula Services, National Academy for State Health
Policy, April 1, 2026 Issue Brief.

5 0OIC Ground Ambulance Services Organizations Treat But No Transport Report. WA OIC Ground Ambulance
TNT Cost Study Report, September 2025.
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https://nashp.org/state-trends-in-medicaid-coverage-of-doula-services/
https://www.insurance.wa.gov/sites/default/files/2025-10/oic-ground-ambulance-services-organizations-treat-but-no-transport-report.pdf
https://www.commonwealthfund.org/sites/default/files/2022-02/Hwang_health_care_cost_growth_strategy_08_paramedicine.pdf
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Payment models that prioritize discrete visits over team-based care. Mobile health
programs rely on interdisciplinary teams, but fee-for-service payment focuses on discrete
clinical visits. Other core functions, such as outreach, navigation, coordination, follow-up,
travel, and setup, are often non-reimbursable or explicitly unallowable, even though they
are necessary to deliver care in mobile settings. When billing rules and guidance do not
clearly accommodate care delivered outside fixed sites, mobile health programs may face
denials or inconsistent payer interpretation, increasing staffing uncertainty and
administrative burden.®

Payment policies that fail to support team-based mobile care. Beyond visit-based
billing, many payment policies do not adequately support how interdisciplinary teams
deliver care in mobile settings. Billing rules may restrict which team members’
contributions are recognized for reimbursement, even when those activities are central to
mobile service delivery.* When these activities are not supported through payment, whether
directly or through flexible payment models, mobile programs struggle to staff and sustain

team-based care even when clinical demand and quality goals are clear.

Mobile Team-Based Care Models in Practice

The examples in Table 1 illustrate how different mobile service types can align with specific
coverage and payer approaches under Medicare, Medicaid, or managed care contracts. These
examples are not intended to suggest that any single benefit or payment pathway is sufficient to
sustain a mobile program on its own, but to illustrate how workforce design interacts with payer

policy in practice.

Table 1: Mobile Health Team-Based Care Models and Examples

Workforce by
Mobile Service Type
Mobile Primary Care:
Nurse Practitioner (NP), RN,
Medical Assistant,
Community Health Worker
(CHW)

Coverage/Payment
Approach

Medicare community health
integration or care navigation
payments; Medicaid managed
care arrangements

Program Example

Golden Valley Health Centers'

“Big Blue Bus” provides mobile
primary care, immunizations,

screenings, and referral follow-up.

Mobile Behavioral Health
(BH): Licensed BH clinician,
RN, peer support

Medicaid peer support
coverage combined with
clinical services

Brockton Neighborhood Health
Center “Care-in-Reach” provides

8 Bendheim, A. (2025). Breaking Down Barriers to Mobile Health Care. Stanford Social Innovation Review. October 2025.
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https://www.gvhc.org/services/mobileclinic/
https://www.gvhc.org/services/mobileclinic/
https://www.bnhc.org/services/substance-use/
https://www.bnhc.org/services/substance-use/
https://ssir.org/articles/entry/mobile-health-care-scaling

Workforce by
Mobile Service Type
specialists, tele-psychiatry
access

Coverage/Payment
Approach
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Program Example

mobile addiction and harm
reduction services

Mobile Maternal Health
and Prenatal Care: NP, RN,
doula, perinatal educators

Medicaid doula benefit and
preventive service coverage

Memorial Hermann “Mom and
Baby” Mobile Health Center
provides mobile prenatal care and
follow-up.

Mobile Chronic Disease
and High-Risk Follow-up:
Community paramedics,
remote physician or APRN
oversight

Medicaid community
paramedic benefits or
managed care payments

Minnesota Community
Paramedic Program services
include health assessments,
monitoring and education, and
inpatient follow-up.

Mobile Dental Care:
Dentist, dental hygienist,
dental assistant, outreach/
coordination staff

Medicaid dental
reimbursement is braided with
other public and private payer
funding

Children’s Dental Services
provides school and community-
based mobile and portable dental
care with referral to fixed dental
homes.

Mobile Pharmacy:
Pharmacist, clinician (e.g.,
NP or RN), CHWs

Medicaid coverage of
pharmacist-administered
clinical services

Health INMOTION integrates
clinical care, pharmacy services,
and outreach to improve access
to medications, vaccinations, and
chronic disease support.

Policy and Payment Recommendations

Sustaining mobile health workforce models requires policy frameworks that align with how care is

delivered across community settings. Payment rules, supervision, credentialing, and managed care

contracts all affect how efficiently interdisciplinary teams are deployed. The recommendations in

Table 2 focus on payment-related levers to better align payment policy with how interdisciplinary
mobile care teams operate across community settings.
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https://memorialhermann.org/giving-back/community-benefit/programs/mom-baby-mobile-health-center
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS16_177475
https://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionSelectionMethod=LatestReleased&dDocName=DHS16_177475
https://childrensdentalservices.org/
https://medicine.yale.edu/news-article/first-legalized-mobile-retail-pharmacy-clinic-provides-care-to-people-where-they-are/
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Table 2: Stakeholder Actions to Support Mobile Team-Based Care Workforce Models
Stakeholder Priority Actions

e Use payment approaches that supportinterdisciplinary mobile
teams. Implement alternative payment models (APMs), including per
member per month (PMPM) care management, episodic payments,
and population-based arrangements that can support non-visit work
and travel, and set up inherent to mobile delivery.

e Align benefits and contracting across service lines. Coordinate

Health Plans & medical, behavioral health, dental, and pharmacy coverage and

Other Payers contracting so mobile programs can staff integrated teams rather than
design care around the most limited benefit.

e Standardize contracting and credentialing for mobile providers.
Establish clear, predictable pathways for adding mobile sites and
mobile team members to networks, with transparent requirements
and timelines, and ensure mobile services are visible and usable
within plan systems.

e Move beyond exclusive reliance on fee-for-service
reimbursement. Use alternative payment approaches that support
team-based mobile care by covering outreach, navigation, care
coordination, and follow-up activities essential to mobile health

delivery.
State Medicaid e Clarify billing and coverage policies for mobile delivery. Publish
Agencies Medicaid guidance that clearly defines billing expectations for mobile

services (including documentation and place of service conventions,
where applicable) to reduce denials and inconsistent interpretation.
¢ Incorporate mobile-specific cost assumptions into rate-setting,
including travel time, setup, variable patient volume, and team
composition.
e Explicitly recognize mobile health delivery in statute or legislative
State Policymakers directives governing Medicaid benefits, payment models, and
managed care contracting.

Mobile health programs depend on flexible, interdisciplinary teams to address access gaps, yet
workforce policies continue to reflect fixed-site assumptions. Better alignment across payment,
supervision, and contracting policies can strengthen staffing stability, reduce reliance on
temporary funding, and support the growth of mobile services as a durable component of
community-based care.
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Getting Started ‘
Begin by mapping which components of mobile care delivery are not currently supported through
reimbursement, including outreach, navigation, coordination, follow-up, and travel time. Identify
the payment policies that most directly shape staffing and service design in your context, such as
billing rules, rate structures, place-of-service requirements, and managed care contracting
practices. Engage health plans and Medicaid agencies early to clarify expectations for mobile
delivery and to identify near-term payment changes that could better support team-based care
across community settings. This brief is intended to be read alongside a companion brief on

scope of practice and supervision to provide a robust view of mobile workforce policy barriers.

This brief is developed with support from the Leon Lowenstein Foundation, Mission Mobile Medical,
Mobile Specialty Vehicles, Farber Specialty Vehicles, Tesco Specialty Vehicles, and Mobile Health
Care Authority.
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