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Mobile health programs deliver care through interdisciplinary teams that operate outside fixed 
clinical sites. These models often rely on remote supervision, standing orders, and coordinated 
work across team members who are not physically co-located. Care may be delivered in a mobile 
unit or homes, schools, shelters, worksites, or public spaces, requiring flexibility in how teams are 
structured and supervised.2 
 
While scope of practice, licensure, and supervision policies affect care delivery across all settings, 
their impact is amplified in mobile care models. Many regulatory frameworks were developed 
around assumptions of fixed facilities, defined sites of care, and onsite and/or in person 
supervision. When applied to mobile delivery, these assumptions can limit delegation, impose 

 
1 This brief is the seventh 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 practice, licensure, and supervision policy barriers affecting deployment of team-based 
mobile care; it does not address workforce pipeline strategies (e.g., education, training, or career pathway development). 
2 National Association of Community Health Centers. Everything You Need to Know About the MOBILE Health Care Act. 
2023. 

How to Use This Policy Brief 
This brief1 examines how the scope of practice, licensure, and supervision policies shape the 
design and operation of team-based mobile health programs. It is intended for state 
policymakers, licensing boards, Medicaid agencies, health plans, and mobile health leaders who 
influence or implement workforce policy. The brief focuses on regulatory and professional 
practice frameworks that determine who may deliver care, under what conditions, and in which 
settings.  The examples of how some states are addressing barriers could be replicated across the 
country, and policy recommendations for state policymakers, regulatory authorities, licensing 
boards, and state Medicaid agencies to improve access to mobile health care. A companion brief 
focuses specifically on payment, billing, and contracting barriers affecting team-based mobile 
care. Together, these briefs are intended to provide a comprehensive view of workforce policy 
alignment for mobile health programs. 

https://www.drivinghealthforward.org/policy-advocacy
https://www.drivinghealthforward.org/
https://www.nachc.org/wp-content/uploads/2023/02/1-19-23-MOBILE-Health-Care-Act-Explainer-Final.pdf
https://www.nachc.org/wp-content/uploads/2023/02/1-19-23-MOBILE-Health-Care-Act-Explainer-Final.pdf


POLICY BRIEF 

Aligning Scope of Practice, Licensure, and Supervision 
Policies to Support Team-Based Mobile Healthcare 
Programs 
 

 
 

 
 
 

 
   Page 2 of 6 

 

unnecessary co-location requirements, and restrict how responsibilities are shared across care 
team members.3 
As mobile health programs expand in response to access gaps, workforce shortages, and 
persistent inequities in care delivery, alignment between regulatory policy and mobile service 
models becomes increasingly important.  

How Policy Misalignment Shapes Mobile Team Design 
Misalignment between scope of practice, supervision, and licensure policies translates directly into 
how mobile teams are staffed, scheduled, and deployed. Rather than reflecting clinical need or 
community demand, team design is often driven by regulatory constraints developed for fixed 
clinical sites. 
 
In practice, mobile programs must adapt their operations in less than optimal ways, such as:  

• Staffing mix: Limits on delegation and supervision require mobile programs to staff teams 
with higher-licensed clinicians than clinically necessary for routine or preventive services, 
increasing costs and reducing the number of patients served per deployment. 

• Service locations: Facility-based licensure and enrollment assumptions restrict where 
care may be delivered, narrowing the range of community settings mobile teams can reach. 

• Operations: Supervision and site requirements shape routing, scheduling, and coverage 
models, reducing flexibility and limiting the ability of mobile teams to respond quickly to 
community needs. 

 
These operational effects provide the context for the barriers described below, which illustrate how 
policy misalignment shows up across mobile care delivery models. 
 
Mobile health programs operate within policy frameworks largely designed for fixed clinical sites. 
When applied to mobile and community-based care, scope of practice, supervision, and licensure 
policies can unintentionally limit how teams are configured and deployed. These barriers most 
often arise not from explicit prohibitions, but from misalignment between regulatory assumptions 
and how mobile care is delivered. 

 
3LegalClarity Health Care Law. MOBILE Health Care Act: Rules, Requirements, and Compliance. 2026. 
 

https://legalclarity.org/mobile-health-care-act-regulations-for-mobile-clinics/
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Table 1: Where Policy Misalignment Negatively Impacts Mobile Care Delivery 

Barrier Type Operational Impact on Mobile Programs 
Scope of practice limitations Prevents task sharing across care teams, requiring 

higher licensed staff for routine services 
Supervision rules tied to physical 
presence 

Limits remote oversight and constrains staffing 
flexibility 

Fixed-site licensure and enrollment 
requirements 

Creates duplicative approvals and site-based 
compliance burdens 

 

Scope of Practice Constraints That Limit Delegation 
Scope of practice rules define which services different professionals may deliver and under what 
conditions. In mobile health programs, where efficiency depends on appropriate task-sharing 
across the care team, narrow or inflexible scope definitions can constrain service delivery. 
For example, mobile primary care teams may train medical assistants or community health workers 
to conduct screenings, health education, and follow-up under standardized protocols. In states 
where these activities are interpreted as requiring direct clinician involvement, programs must 
assign higher-licensed staff to oversee the provision of routine community-based screenings and 
services. This increases costs and reduces the number of patients who can be served during 
mobile deployments. In mobile settings, these constraints are amplified by travel time, limited 
staffing pools, and the need to adapt team composition across locations.  

Practice Authority and Supervision Requirements That Assume Co-location 
Supervision and practice authority policies shape how care teams operate day to day. Many 
supervision frameworks assume that supervisors and team members are working in the same 
physical location, an assumption that does not reflect how mobile teams function. 
Mobile programs often rely on standing orders, protocols, and remote clinical oversight to support 
services delivered by nurses, community paramedics, behavioral health staff, or peers. When 
supervision rules require physical presence or limit the use of remote oversight, mobile programs 
may need to alter staffing patterns or add on-site supervision that is operationally unnecessary. 
For example, community paramedicine programs commonly deploy paramedics into homes or 
community settings with physician or advanced practice clinician oversight provided remotely. In 
states where supervision requirements do not clearly allow for remote medical oversight, programs 
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may be limited in the number of paramedics they can deploy or may be required to add onsite 
supervision. 
Mobile behavioral health teams encounter similar barriers when peer support specialists or 
outreach workers must operate under supervision rules designed for office-based clinical care.  

Promising Policy Directions  
Recent policy developments reflect early recognition that care is delivered in community and 
mobile settings, though alignment remains partial and uneven. The examples in Table 2 illustrate 
early attempts to adapt existing policy frameworks, not comprehensive solutions to workforce 
alignment in mobile care.  
 
Table 2: Examples of States’ Approaches to Overcoming Barriers to Community-Based Care 

Example of Barriers Current Policy Practice Implications and Limits 
Scope of practice rules limit 
mobile team design 

In Alaska, statute authorizes 
advanced practice permits 
that allow dental hygienists to 
deliver defined preventive and 
therapeutic services in 
community settings without 
dentist supervision.4 In 
Virginia, statute defines 
“general supervision,” so 
dentists are not required to be 
physically present during 
hygienist-provided services.5 

States can modernize scope 
and supervision definitions in 
ways that support mobile and 
community-based 
deployment. However, 
reforms are often profession-
specific and unevenly 
adopted, limiting portability 
and scale across states and 
service types. 

Supervision and delegation 
policies assume co-location 

The North Carolina Board of 
Nursing has issued standing 
orders guidance that clarifies 
when protocol-based care 
may be delivered without on-
site providers.6 Oregon 
defines community-based 
services as those delivered at 

Licensing boards and 
agencies can clarify 
supervision and delegation 
through guidance and 
rulemaking without reopening 
statutes. These approaches 
signal recognition that care is 
delivered outside fixed sites, 

 
4 Alaska Statute § 08.21.125. Advanced Practice Permits for Dental Hygienists. Alaska State Legislature.  
5 Virginia Code § 54.1-2722. Practice of Dental Hygiene; General Supervision. Virginia General Assembly (2024-2025).  
6 North Carolina Board of Nursing. Standing Orders Position Statement for RN and LPN Practice. March 2024 

https://law.justia.com/codes/alaska/title-8/chapter-32/article-2/section-08-32-125/
https://law.lis.virginia.gov/vacode/title54.1/chapter27/section54.1-2722/
https://www.ncbon.com/sites/default/files/documents/2024-03/ps-standing-orders.pdf
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Example of Barriers Current Policy Practice Implications and Limits 
the location of the person 
receiving care, rather than in a 
facility.7 

but often rely on interpretation 
rather than durable workforce 
reform.  

Licensure and facility 
frameworks are built around 
fixed sites 

Some state health 
departments (e.g., 
Minnesota,8 California,9 
Florida10) administer mobile-
specific facility licensure or 
registration pathways, such as 
mobile health screening 
registrations or mobile clinic 
licensure categories for 
services delivered via mobile 
units, but typically apply 
facility standards designed for 
fixed sites.  

States are beginning to create 
explicit pathways to regulate 
mobile units. However, most 
frameworks retrofit existing 
facility licensure models 
rather than redesign rules 
around mobile, team-based 
care, limiting flexibility and 
increasing administrative 
burden.  

 

Recommended Actions 
Aligning regulatory policy with team-based mobile health delivery requires intentional and periodic 
updates to how scope of practice, licensure, and supervision frameworks are applied by mobile 
healthcare programs in full recognition of the inevitable changes in healthcare workforce and 
technology over time. The actions in Table 3, below, focus on policy changes that can reduce 
unnecessary constraints while maintaining patient safety and quality. 
 
  

 
7 Oregon Health Authority. Mobile Crisis Intervention Services and Stabilization Services Rules (OAR 309-072). 
8 Minnesota Department of Health. Mobile Health Evaluation and Screening Provider Registration. Updated January 23, 
2024. 
9 California Department of Public Health. Primary Care Clinic – Mobile: Initial Licensure Application Packet.  
10 Florida Agency for Health Care Administration. Health Care Clinic Licensure (Includes Mobile Clinics). 

https://secure.sos.state.or.us/oard/displayDivisionRules.action?selectedDivision=7546
https://www.health.state.mn.us/facilities/regulation/mobile
https://www.cdph.ca.gov/Programs/CHCQ/LCP/Pages/AppPacket/PCC-Mobile-Initial.aspx
https://ahca.myflorida.com/health-quality-assurance/bureau-of-health-facility-regulation/hospital-outpatient-services-unit/health-care-clinics
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Table 3: Stakeholder Policy Actions to Support Team-Based Care Mobile Healthcare Programs 
Stakeholder Priority Actions 

State Policymakers 

• Update statutes to explicitly recognize mobile and community -
based settings as authorized sites of care and supervision.  

• Clarify delegation authority across professions to support team-
based care delivered under standing orders and evidence-based 
protocols.  

• Remove or revise statutory language that assumes supervision 
occurs in a fixed facility or requires physical co-location.  

Licensing Boards and 
Regulatory Agencies 

• Issue clear, profession-specific guidance on how scope of practice 
and supervision rules apply in mobile and community settings.  

• Explicitly permit remote and asynchronous supervision where 
clinically appropriate and consistent with patient safety 
standards, including use of telehealth and digital tools. 

• Regularly review and modernize rules to reflect current care 
delivery models rather than historical facility-based practice 
patterns.  

State Medicaid 
Agencies  

• Align provider enrollment and licensure recognition policies with 
state scope of practice laws so authorized team members can be 
fully integrated into mobile care teams. 

• Simplify enrollment and site registration processes for mobile 
programs, avoiding fixed site assumptions that limit deployment. 

• Coordinate across medical, behavioral health, dental, and 
community-based service programs to reduce conflicting 
requirements. 

 

 
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. 

Getting Started 
Mobile health programs can start by clarifying how scope of practice, supervision, and licensure 
rules affect their services and deployment model. Mapping these requirements helps identify 
where fixed site assumptions limit delegation or staffing. Clear use of standing orders, protocols, 
and defined supervision models can support consistent team-based care across mobile sites. 
Early communication with regulators and payers can reduce delays as programs expand. 


