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FROM THE EDITOR 
Medical-Legal Partnerships and the Future of Health Care  
Jin K. Park 
 
Medical legal partnerships (MLPs) are interprofessional collaborations between medical 
and legal professionals designed with the goal of identifying patients’ health-harming 
legal and social needs. The pressing need for such collaborative endeavors is 
highlighted by the broader pattern of health status in the United States. According to 
some estimates, access to health care services accounts for 10% to 20% of modifiable 
health outcomes.1 As is now well-known, health status is influenced by broader social 
and economic factors—the so-called structural determinants of health (SDoH)—apart 
from individual behavioral or genetic risk factors. Indeed, physicians now increasingly 
insist upon the social nature of disease, such that those seeking to systematically 
understand the drivers of poor health are expected to account for the fact that “disease 
is always generated, experienced, defined, and ameliorated within a social world.”2 Of 
course, SDoH matter because they adversely impact not only our health, but also 
genuine human flourishing in a variety of ways.3 As Michael Marmot has written: “so 
intimate is the connection between our set of social arrangements and health that we 
can use the degree of health inequalities to tell us about social progress in meeting 
basic human needs.”4 While this close connection between health and human 
flourishing is now widely understood, an important tension remains: how to balance 
health care provision with prevention and with broader goals of social justice.5 
 
Similar questions have long-occupied legal academics and practitioners. As a general 
proposition, the law has often shaped our understanding of what fundamental forms of 
social support we may expect from one another—particularly with regard to our 
health.6,7,8 As legal scholars have argued, the law has been a crucial determinant of 
health in a variety of circumstances and has often been the setting in which health-
promoting social reforms have been made.9 And, as Lawrence Gostin and Lindsay Wiley 
demonstrate in their landmark contribution, Public Health Law: Power, Duty, Restraint, 
many of the significant public health interventions in the 20th century—vaccinations, 
workplace protections, food and safety regulations, and child welfare—relied 
fundamentally on obligations generated by the law.10 It is in these cases that the law 
has been called upon to help resolve fundamental tensions between population health 
and well-being, on one hand, and personal liberty and other pro-social goals, on the 
other. As novel methodologies are brought to bear to systematically study the impact of 
the law on population health over time11—in particular, the role of law itself in 
determining health outcomes—the potential of the law to promote health will continue to 
be central.

https://journalofethics.ama-assn.org/article/ama-code-medical-ethics-opinions-related-medical-legal-partnerships/2024-08
https://journalofethics.ama-assn.org/article/how-access-legal-resources-and-advocacy-foundational-health-justice/2024-08
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Far from being just a bridge between the 2 professions of law and medicine, MLPs have 
been proposed as a crucial hinge by which shared concerns may be addressed 
constructively.12,13,14 Since at least 1993, when pediatricians and lawyers worked 
together at the Boston Medical Center to construct one of the first MLPs, the MLP model 
has been replicated across the country,15 generating significant interest and attention 
for its potential to address SDoH. However, the unique ability of MLPs to identify and 
address many health-harming social and legal needs means that the MLP model has—
often for good reason—come to encompass an increasingly diverse set of 
interventions.16 
 
Contributions to this issue seek to answer several fundamental questions that must be 
addressed if MLPs are to gain a broader foothold in health care delivery. First, there are 
questions about value—what fundamental normative goals and priorities are MLPs best 
suited to fulfill? Next, there are questions about scope—can we expand the scope of 
services and activities MLPs are engaged in apart from the well-known I-HELPTM (income 
and insurance, housing and utilities, education and employment, legal status, personal 
and family stability) model?16 Relatedly, are there particular domains in which MLPs 
have been uniquely demonstrated to be effective? Lastly, there are questions about 
evidence—what kinds of evidence are necessary to evaluate the efficacy of various MLP 
programs? While these questions are by no means exhaustive of the many issues in 
which the current theme issue intervenes, the issue helps to put forward a diverse set of 
perspectives on these questions and seeks to set the agenda for MLP research and 
practice going forward. 
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CASE AND COMMENTARY: PEER-REVIEWED ARTICLE 
How Is Access to Legal Resources and Advocacy Foundational to Health 
Justice? 
Yael Zakai Cannon, JD 
 

Abstract 
Health justice as a movement incorporates research about how to more 
effectively leverage law, policy, and institutions to dismantle inequitable 
power distributions and accompanying patterns of marginalization that 
are root causes of health inequity. Legal advocacy is key to health justice 
because it addresses patients’ health-harming legal needs in housing, 
public benefits, employment, education, immigration, domestic violence, 
and other areas of law. In medical-legal partnerships, lawyers and 
clinicians are uniquely positioned to jointly identify and remove legal 
barriers to patients’ health, advocate for structural reform, and build 
community power. 

 
Case 
JM is 29 years of age and presents in distress to a municipal emergency department 
with an acute asthma exacerbation for the third time this month. JM is admitted and 
seen by a hospitalist, Dr H, who learns from JM that he is living in an apartment with 
mold and fears being evicted after falling behind on rent. Dr H is concerned that JM will 
continue to experience severe asthma exacerbations and overall poor health if he 
remains in substandard and unstable housing. 
 
Commentary 
Dr H is rightfully concerned about JM’s health. Exposure to mold in homes has been 
linked to increased incidence and severity of asthma.1,2,3 If JM were to be evicted, his 
health would be further at risk, as eviction has been linked to myriad health conditions.4 

Indeed, even the threat of eviction has been shown to harm health.5 On her own, Dr H 
lacks the tools in her toolbox to address JM’s substandard housing conditions or prevent 
his eviction. JM is experiencing health-harming legal needs and requires legal advocacy 
both to ensure that his landlord remediates the mold in his home in accordance with the 
local housing code and to prevent his eviction.6,7 

 
Each year, millions of Americans—and disproportionately people with low-income and 
people of color—have unmet legal needs related to housing and many other areas of 
law, such as public benefits, employment, education, immigration, child custody, 
domestic violence, and disability discrimination.8,9,10 Legal problems in all of these
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areas harm health and are associated with socioeconomic and racial health 
disparities.8,11,12 For example, illegal substandard housing conditions, like those 
experienced by JM, are a root cause of asthma prevalence and severity,2,3 and high 
asthma rates disproportionately burden people of color and households with low 
income.13 Despite the urgency of such issues, many people with low income fail to 
obtain legal assistance because they do not recognize their problems as legal in nature 
and face barriers to accessing legal services.14,15 Without legal help, the health of 
patients like JM can worsen.8,14 

 
Health justice as a movement incorporates research on how to effectively leverage law, 
policy, and institutions to dismantle inequitable power distributions and the 
accompanying patterns of marginalization that serve as root causes of health 
disparities.16,17 While health equity has been defined as all people having a fair and 
equal opportunity to achieve health and well-being, the term justice centers the potential 
for law to facilitate health equity.18 Because many unmet socio-legal needs harm health 
and drive inequity, access to justice—or access to adequate legal information, advice, 
and advocacy—is therefore foundational to health justice. Medical-legal partnerships 
(MLPs) embed lawyers in health care settings to train health care partners to screen 
patients for social needs and refer them for legal services.12,18 This article argues that 
MLPs offer a promising approach for effectuating health justice by bringing lawyers onto 
the treatment team to remove legal barriers to health, advocate for structural reform, 
and build community power. 
 
Health Justice and Medical-Legal Partnerships 
Health justice begins with an examination of how law and policy have created and 
perpetuated health inequity, including how broader patterns of discrimination and 
marginalization, such as structural racism, impact health.6,16,19 The health justice 
framework recognizes that the disproportionate burden of health problems experienced 
by certain populations is “made, not born.”20 Indeed, a growing body of research 
recognizes that “[m]edical care is estimated to account for only 10-20 percent of the 
modifiable contributors to healthy outcomes for a population,” and the other 80% to 
90% are known as the social determinants of health, or the conditions in which people 
live, eat, work, learn, and age.21 Health justice underscores that these conditions are not 
just social but political and structural determinants of health, with roots in law and policy 
that drive health disparities.22,23 
 
These conditions often present in patients as health-harming legal needs. Housing 
codes requiring that rental housing be free of hazards like mold and landlord-tenant 
laws protecting renters from unjust evictions are examples of laws that can impact 
health.1 Problems with the substance, implementation, and enforcement of such laws 
can drive health disparities when they result in people from racially minoritized and 
socioeconomically marginalized populations, such as JM, disproportionately 
experiencing unhealthy and unstable housing.1 For instance, redlining and restrictive 
covenants relegated many people of color across the country to neighborhoods with 
substandard housing conditions, reinforcing racialized poverty and making stable and 
affordable housing inaccessible for many people of color.10 When landlords do not 
adhere to housing codes designed to ensure tenants’ safe and habitable conditions, the 
health of tenants from those minoritized and marginalized communities is harmed.1 
Indeed, “health justice is … economic justice, racial justice, housing justice, and other 
forms of justice that necessitate access to legal resources to address unmet legal 
needs.”14 Health justice requires radical action by cross-sector partners to address these 

https://journalofethics.ama-assn.org/article/lead-toxicity-and-environmental-health-justice-stories-black-and-white-woodcut-portraits/2022-07
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inequities; it requires resolving health-harming legal needs facing individuals, 
transforming systems that drive health disparities, and building the power of affected 
communities to drive the health justice agenda.20,24 
 
By embedding lawyers in health care teams, medical-legal partnerships offer a different 
model of health care that leverages interprofessional collaborations to tackle the social 
and structural determinants at the root of health injustice and thereby offer a different 
and promising model of access to justice. In a traditional legal services model, a person 
may not realize they have a legal issue with a legal remedy until there is a crisis, such as 
receipt of an eviction notice. That person must then seek out and obtain legal 
assistance. Many individuals do not identify their problems as legal in nature, face 
barriers to locating and accessing legal services, perceive the process as overwhelming 
and time intensive, and lack comfort with legal services.12,14,15 

 
MLPs lower such barriers to legal assistance by capitalizing on patients’ presence in the 
health care setting and their relationships with their health care practitioners to 
engender trust in the legal team.14 In MLPs, clinicians proactively screen for and help 
patients recognize potential legal needs, refer patients to a legal team, and advocate 
collaboratively with attorneys and legal navigators to address health-harming legal 
needs.11,12,14 A 2020 study found that MLPs reduce obstacles to legal assistance by 
creating a straightforward, affordable, and trustworthy access point.15 These 
partnerships can also facilitate more transformative change, as they offer opportunities 
for interprofessional teams to engage in structural reform efforts through patients-to-
policy advocacy and community power building.14,15 

 
Identifying and Addressing Health-Harming Legal Needs 
In an MLP, Dr H would be trained by a lawyer to screen for and identify legal needs so 
that she could recognize JM’s substandard housing conditions and eviction concern as 
potential legal issues and refer JM to an attorney.12,25,26 That attorney could advocate for 
mold remediation through a letter to the landlord or litigation, and Dr H could assist by 
providing medical records or court testimony documenting the impacts of mold on JM’s 
respiratory health and the urgent need for mold remediation.12,27 Moreover, JM’s MLP 
attorney could advocate for emergency rental assistance or rent abatement and assert 
his rights under landlord-tenant laws, such as those requiring landlords to provide safe 
and habitable housing free of mold, in order to prevent his eviction, avoid the resulting 
health harms, and ensure he has stable and healthy housing.28,29 Such collaborative 
MLP advocacy to remedy substandard housing conditions has been directly linked to 
improved asthma and respiratory health.30 

 
Access to justice is critical in many other types of matters implicating health besides 
housing. For example, lawyers can assist patients in asserting their rights to family and 
sick leave and workplace accommodations,31 which can help people remain employed 
and prevent health harms—and racial disparities—associated with unemployment, 
including increased risk of hospitalization.32,33 For pediatric patients, attorneys can 
advocate for necessary special education services and fight illegal exclusionary 
discipline,34,35,36 keeping students in school and reducing their risk of health outcomes 
associated with low educational attainment, such as chronic disease and lower life 
expectancy.37,38,39 For survivors of intimate partner violence, lawyers can obtain divorce, 
custody, and protective orders.40 Data indicate that legal representation reduces 
recurrence of domestic violence, protecting the safety and health of survivors.41 
Similarly, immigrants with legal representation experience greater likelihood of success 
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at all stages of immigration proceedings,42,43 with numerous health-promoting benefits, 
such as greater access to health care and employment.44,45,46 MLPs therefore provide 
an innovative approach for effectuating health justice that goes well beyond traditional 
health law. 
 
The National Center for Medical-Legal Partnership developed the I-HELPTM framework for 
helping health care and legal partners identify and understand such health-harming 
legal needs in the categories of income, housing and utilities, education and 
employment, legal status, and personal and family stability.25 MLPs are expanding 
beyond these areas by, for example, engaging physicians with public defenders and law 
school clinics to advocate for compassionate release from incarceration of people with 
serious health conditions.18,47 Research shows the benefits of MLP legal advocacy, 
including improved health and reduced stress for patients, as well as return on 
investment for hospitals and health care systems.26,29 
 
Advocacy for Structural Reform 
Health justice requires more than legal advocacy to leverage laws already on the books, 
such as housing codes; it also requires structural reform of laws, policies, and systems 
that drive health inequity.16 MLPs use a “patients-to-policy” approach to pursue this type 
of transformative change. 
 
Using this approach, MLP partners listen to their patients’ concerns and draw on their 
patient-focused advocacy to identify broader systemic gaps and problems with the law 
and engage in policy advocacy to address those problems.48,49 A patients-to-policy 
approach allows MLPs to build on their individual-level advocacy by surfacing the health 
harms that result from current legal structures and pursuing broader reforms to improve 
community health and health equity. This advocacy can take different forms. For 
example, attorneys can advocate for law reform by preparing health care team 
members, as well as patients, to provide written or oral testimony before local, state, 
and federal lawmakers at legislative hearings in order to share their firsthand knowledge 
of how the law impacts health and drives disparities.6,14,49 In JM’s case, beyond 
protecting JM’s individual rights, Dr H and her MLP partners might employ such a 
patients-to-policy approach to identify gaps in the city’s housing code and inspections 
system. They could use that knowledge to advocate with municipal or state legislators 
for systemic reform, such as housing code changes to require proactive mold screenings 
in rental units. The MLP could also advocate for other transformative policy changes, 
such as significant increases to housing voucher programs, a universal basic income 
program, and homeownership initiatives for low-income tenants, all of which could 
benefit JM and promote broader health equity. 
 
Community Power Building 
Health justice also requires intentionally building power for both individuals and 
communities experiencing health inequities.16,50,51 MLPs offer a unique model for 
fulfilling this important health justice objective. 
 
MLP scholars have called upon MLPs to more vigorously embrace antiracist, 
intersectional, and power-building approaches12,52,53 to ensure they “are not merely 
creating repeat clients but rather increasing the collective power of marginalized 
communities and dismantling racial injustice that legal (and medical) systems have 
perpetuated.”14 Consistent with their holistic and patient-centered orientation, MLP 
partners can help patients build their power by educating them about their rights and 

https://journalofethics.ama-assn.org/article/how-should-medical-legal-partnership-address-unique-needs-people-criminal-legal-system-involvement/2024-08
https://journalofethics.ama-assn.org/article/how-should-medical-legal-partnership-address-unique-needs-people-criminal-legal-system-involvement/2024-08
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providing them with tools and resources to aid in future self-advocacy.54 For example, an 
MLP could work closely with JM to help him understand his rights to safe, healthy 
housing and how to document and pursue remediation of substandard housing 
conditions by his landlord if they recur. MLPs can also build community power by 
facilitating patient engagement with policy makers in accordance with the patients-to-
policy approach, such as by helping JM testify before legislators about his lived 
experience and the need for stricter housing code enforcement and greater access to 
affordable housing. Furthermore, MLPs can connect patients like JM with grassroots 
movements, such as tenant cooperatives, which can provide patients with greater 
solidarity and power. Attorneys, physicians, and other health professionals can also 
become resource allies, lending their expertise and support to those organizations and 
engaging in community-based participatory research and other collaborative efforts to 
help affected communities identify their needs and lead the development and 
implementation of the health justice agenda.55,56 

 
Call to Action 
Hospitals, health care systems, and government entities should seek opportunities to 
develop and expand medical-legal partnerships that can address health-harming legal 
needs, pursue structural reform, and promote community power, all of which advance 
health justice. In particular, more universities and teaching hospitals should develop 
academic MLPs (A-MLPs) that engage students in MLP learning and advocacy and 
conduct MLP research. Given universities’ research missions, A-MLPs are well-
positioned to study both connections among law, health, and equity and the efficacy of 
MLP approaches to inform best practices. Furthermore, A-MLPs can train the next 
generation of law, medical, nursing, and other students to practice differently in ways 
that intentionally promote health justice, thereby contributing to the transformation of 
the health care and legal systems. Through curated preprofessional interdisciplinary 
learning environments during their formative years of professional development, 
students can learn to practice with an understanding of how health and justice 
intertwine and to intentionally partner across disciplines to foster health equity.57 A-
MLPs are uniquely positioned to teach future lawyers, doctors, and other health care 
professionals early in their careers how to advance health justice by collaboratively 
addressing the health-harming legal needs of individual patients like JM, advocating for 
structural reform, and building community power. 57,58,59 
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CASE AND COMMENTARY: PEER-REVIEWED ARTICLE 
What Should Clinicians in Organizations Without Established MLP 
Programs Do When Their Patients Need Lawyers to Meet Their Health 
Needs? 
Dinushika Mohottige, MD, MPH, Karina Albistegui Adler, JD, Allison Charney, 
JD, and Lilia Cervantes, MD, MSc 

 
Abstract 
Undocumented people in the United States face innumerable legal and 
structural barriers to health and health care services, including for 
kidney failure. Their experiences vary across states and regions due to 
wide variation in insurance coverage and unreliable access to health-
promoting resources, including medical-legal partnerships. This 
commentary on a case canvasses key policy about structural and legal 
determinants of health for undocumented persons. 

 
Case 
In the emergency department (ED) of a large, urban academic health center near the 
US-Mexico border, Dr B encounters GG, who presents with severe fatigue, headache, 
dysuria (painful urination), and aching joints. After GG is stabilized, metabolic tests 
reveal that GG has kidney failure. Dr B refers GG immediately for emergency dialysis and 
then routine dialysis follow-up. However, due to GG’s immigration status, the state’s 
Medicaid program does not reimburse for routine dialysis, only for emergency dialysis. 
 
Three weeks later, Dr B gets called back to the ED because GG is back with severe life-
threatening symptoms (hyperkalemia, confusion, and hypoxia from pulmonary edema) 
due to lack of routine dialysis. Dr B is morally distressed and outraged that he has had 
to witness GG’s symptoms become life-threatening due to the state Medicaid program’s 
lack of coverage for optimal kidney care (eg, routine dialysis). 
 
Dr B thinks, “My patient needs a lawyer,” and wonders what to do. 
 
Commentary 
Clinicians’ moral distress stemming from their inability to provide optimal care for 
individuals like GG and questions regarding how to improve care for undocumented 
individuals have generated critical national discourse, investigation, and equity-
enhancing policy reform related to caring for undocumented people with kidney disease. 
Over 2 decades of studies have documented the extensive, multilevel harm and 
financial cost associated with emergency-only dialysis for individuals with kidney 
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failure.1,2,3,4,5,6,7 Compared to individuals receiving routine hemodialysis, those who rely 
on emergency dialysis experience an almost 5-fold greater hazard of 1-year mortality8 
and a 14-fold greater hazard of 5-year mortality.9 Patients and their caregivers describe 
substantial morbidity and symptoms related to emergency dialysis treatments, including 
death anxiety and caregiver stress related to finances, care navigation, and emotional 
distress, which have multigenerational impacts.4,6,10 Primary care clinicians and 
emergency medicine and nephrology specialists also describe substantial moral distress 
related to providing emergency-only dialysis: witnessing suffering among individuals who 
have inadequate treatments, needing to balance ethics and laws, and experiencing 
discordance with principles of ethics that underlie medical training.4,9,11,12,13 

 
Calls for evidence-based analyses to assess the cost effectiveness of and outcomes 
associated with a shift from emergency-only to routine dialysis for undocumented 
immigrants have been answered with rigorous qualitative and quantitative studies 
spanning a decade.14 Some studies demonstrate the morbidity, mortality, social, and 
economic benefits of comprehensive kidney care options, including transplantation.14 
Other studies report reduction in mortality, emergency department visits, 
hospitalizations, and length of stay with routine dialysis compared to emergency-only 
dialysis.8,9 In a study of individuals who transitioned from emergency to routine dialysis 
in Colorado, patients reported significant improvement in quality of life and multiple 
symptoms, including anxiety, depression, pain, and dyspnea.15 In Colorado, emergency 
dialysis expenditures for undocumented immigrants averaged over $20 000 per person 
per month from 2017 until 2019, when a policy change that included kidney failure as a 
qualifying condition for emergency Medicaid (EM) went into effect, lowering routine 
dialysis expenditures for undocumented immigrants to an average of $5574 per person 
per month in 2021 and saving the state nearly $15 000 per person per month.5 A 
cohort study from California demonstrated that kidney transplant outcomes among 
undocumented immigrants were not inferior to those of US residents,16 thereby 
debunking myths regarding risk of kidney transplantation among undocumented 
individuals, who account for a substantially greater proportion of kidney donors (8% to 
10%) than recipients (1%).17,18,19 
 
In light of these findings, we provide a roadmap for clinician empowerment and action, 
which begins with a broadened understanding of the legal and regulatory context in 
which undocumented individuals like GG receive kidney care. We also describe policies 
that have been leveraged to ensure more comprehensive care for undocumented 
individuals and opportunities to enhance care through policy advocacy and structurally 
competent practice. 
 
Recognizing the Legal and Regulatory Context 
Providing optimal care for GG and other undocumented immigrants requires recognizing 
the barriers they face in receiving high-quality care and the patchwork of legal 
environments and state-specific policies that shape the landscape in which health care 
is delivered. Each of these factors exerts a unique influence on undocumented 
individuals’ health and sociopolitical experiences and their health care resources—from 
primary care to subspecialty care, including dialysis for kidney failure.1,2,13,20,21,22,23,24,25 
The Personal Responsibility and Work Opportunity Act of 1996 (PWORA) is cited along 
with numerous associated restrictive federal policies as a foundational structural barrier 
for undocumented individuals due to explicit provisions restricting such individuals from 
accessing federal benefits, including health care programs and assistance programs 
such as Medicaid and Medicare.25,26,27 
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Post-PWORA, several states took steps to maintain certain undocumented individuals’ 
eligibility for health benefits through a court-created eligibility category known as 
Permanently Residing Under Color of Law (PRUCOL). Those states include New York, 
California, Connecticut, Hawaii, Illinois, Massachusetts, and Virginia.28 Although benefits 
vary by state, many offer comprehensive health insurance coverage that mimics 
Medicaid. For instance, in New York, certain undocumented individuals may be 
designated as PRUCOL under the state’s health code for the purpose of health 
insurance eligibility.29 Not to be confused with a lawful immigration status, PRUCOL 
designation does, for many, confer long-term eligibility for means-tested benefits (ie, 
adjusted based on gross income), such as state Medicaid. In short, the patchwork of 
legal environments and state-specific policies provides an impetus for policy makers, 
advocates, and health care practitioners to consider state and federal policies that can 
provide overarching protections for individuals regardless of the states in which they 
reside.21,22,24,25 
 
Leveraging EMTALA and Emergency Medicaid  
Despite challenges posed by PWORA and other restrictive policies, legal precedent exists 
to ensure that undocumented immigrants in the United States have access to critical 
emergency care.7,8,13,29 The 1986 Emergency Medical Treatment and Labor Act 
(EMTALA) is a key legal provision by which hospitals are required to screen, stabilize, 
and treat patients found to have an emergency, regardless of immigration status. EM, 
which reimburses treatment of emergency medical conditions for individuals who are 
uninsured and excluded from regular Medicaid due to immigration status, also offers a 
critical lever to expand coverage for undocumented individuals. However, the Centers 
for Medicare and Medicaid Services (CMS), as affirmed by the Office of the Inspector 
General, allows states to determine the level of reimbursement and qualification for 
emergency medical services.5,27 Therefore, CMS’ deference to states’ interpretations of 
emergency medical conditions and services under EM gives clinician advocates and 
policy makers a critical policy lever for expanding access to health care for 
undocumented immigrants.27 EM supplements to state budgets have been described as 
critical subsidies for promoting innovation in undocumented immigrant health insurance 
coverage and overall population and public health.27 For instance, Medicaid policy in 
California offers a path to kidney transplantation for undocumented immigrants via 
Medi-Cal, which provides immune suppression coverage for individuals who meet 
specific criteria.1,16 California’s passage of Senate Bill 104 in 2019 extended eligibility 
for full-scope Medi-Cal benefits to undocumented youth aged 19 to 25 years regardless 
of PRUCOL status (with a further extension to adults aged 50 years and older in 2022 
and to adults of any age in 2024),23,30 and other states have similarly leveraged 
Medicaid as a path to expand transplant access.31 Dr B could consider the state-specific 
coverage restrictions that exist for GG and work with local and national organizations to 
advocate for state-specific Medicaid and other policy changes that would expand 
coverage for routine hemodialysis, potentially further supporting Colorado’s 
demonstration of the overall economic and health benefits of this approach. 
 
Enhance Policy Awareness 
Improving care for GG also requires organizational and individual action to recognize—
and to advocate against—threats to equity-enhancing policies or programs related to 
immigration. One salient example is threats to the Deferred Action for Childhood Arrivals 
(DACA) program, created by an executive order in 2012, which protects eligible 
undocumented immigrants who were brought to the United States as children from 
deportation and grants work authorization.32 Multiple studies demonstrate positive 
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short-term outcomes for DACA recipients, including decreased delays in health care 
utilization and improved self-reported mental health outcomes.32,33 However, ongoing 
threats to DACA (eg, Texas v United States, in which the federal Fifth Circuit Court of 
Appeals ruled that DACA is unlawful and barred new applicants34) and newer, evolving 
state-level restrictions (eg, SB 1718 in Florida, which requires Medicaid-accepting 
hospitals in Florida to inquire about immigration status35) are examples of policies that 
cause profound social, health-related, and economic harm due to delayed presentations 
for care and subsequent costs to individuals and health systems. 
 
The legal status and categories of undocumented immigrants add complexity to the 
structural barriers facing undocumented individuals—including their eligibility for asylum 
status and other immigration status designations, which impacts their care trajectories 
and eligibility for state-specific benefits, including transplantation.27 Increasingly, 
restrictive border policies have ripple effects in immigrant communities, including by 
limiting an individual’s ability to seek asylum at the border or apply for asylum once 
inside the United States.36 Undocumented individuals also live in diverse communities 
with pro- or anti-immigrant climates. For instance, in some California counties, 
investigators found mismatches between community needs and state services and 
resources, as well as resistance of local law enforcement agencies and policy makers to 
the state’s inclusive policy goals.37 Clinicians like Dr B and organizations should remain 
vigilant about threats to these inclusive policies and ensure that patients, their 
caregivers, advocates, and community organizations are empowered with referrals to 
speak with attorneys if such policies are violated. 
 
Protect and Expand Care Opportunities 
To enhance the care of GG and other undocumented immigrants, clinicians and health 
care systems should be empowered with information about policy advocacy and 
resources that enhance equitable care (see Figure). Despite broad limitations in access 
to care, undocumented individuals can access limited primary care and medications 
through federally qualified health centers in the United States, which may have 
established partnership agreements with medical centers for referral and consultation 
(eg, nephrology subspecialty care).38,39 When available, medical-legal partnerships 
(MLPs) may enable clinicians to tackle immigration issues and address legal 
determinants of health, thereby improving the health and social well-being of  
undocumented individuals while helping them navigate resources for transportation and 
housing, for example.40,41,42,43,44,45 Finally, clinicians and organizations can demonstrate 
support for policies that broadly provide health care coverage to all individuals residing 
in the United States, including those that lift exclusions of immigrants from federal 
policies as well as those that offer states flexibility to tailor Medicaid for expanded 
coverage. One example of such legislation is the Health Equity and Access Under the 
Law for Immigrant Families Act of 2023,46 which would remove barriers to health care 
insurance, including documented immigrants’ 5-year waiting period for eligibility for 
Medicaid, the Children’s Health Insurance Program, and access to the Affordable Care 
Act marketplace and Medicare. 
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Figure. Strategies for Leveraging Reform Roadblocks to Equitable Care for 
Undocumented Individuals 

 
Abbreviations: CBOs, community-based organizations; HIPAA, Health Insurance Portability and Accountability Act; KFF, Kaiser Family 
Foundation; MLPs, medical-legal partnerships; SGIM, Society of General Internal Medicine. 

 
Structurally Competent Care 
One key practice that can be employed by all clinicians to improve care for GG and other 
undocumented immigrants is to operationalize structural competency and address 
structural violence, which describes social arrangements that harm individuals and 
populations, including their health.47 Undocumented immigrants, due to marginalization 
across multiple domains (eg, race, skin color, gender, religion, sexual orientation), 
experience structural vulnerability and violence in the form of policy constraints (eg, 
immigration status), which may restrict their access to health-promoting resources, 
including comprehensive kidney care. 
 
Antidotes to this structural violence that can be implemented at the level of a clinical 
encounter include utilization of structural vulnerability assessment tools to enhance 
clinician capacity to screen, evaluate, and mitigate the structural barriers (eg, anti-
immigration policies, xenophobia) that confer substantial health risk.48,49,50 Clinicians 
and multidisciplinary care teams should also receive training regarding categories of 
immigration status that impact care and specific resources available for advocacy. 
Accordingly, traditional structural vulnerability tools, which assess environments, food 
access, social networks, legal concerns, education, and experience of discrimination, 
could be expanded to encompass the unique challenges faced by many undocumented 
individuals in accessing care (see Figure). These challenges include legal barriers and 
external constraints, such as transportation barriers, lack of linguistically and culturally 
tailored services, discrimination due to immigration status (eg, social security number or 
citizenship status required as a precursor to provision of care), complex systems that 
prohibit access to or produce substantial barriers to care (eg, complex care navigation, 
digital divide), fear of deportation and presumption of deportability by clinicians due to 
shifting political landscapes, financial constraints and stolen or lost wages, and 
stigma.13,21,22,24,25,38,43,47,51  Ideally, clinicians should couple these efforts with 
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administrative changes in their practices (see Figure), including ensuring that intake 
forms do not request information (eg, social security numbers) that would restrict access 
to care and working to establish relationships with MLPs and community-based 
organizations with expertise in navigating care journeys and mitigating the unique 
barriers facing undocumented individuals. 
 
Beyond the clinic, addressing structural violence and achieving health equity in the 
United States necessitate a justice-focused approach to policy reform, including 
advocacy, community power-building, expanded partnerships, and the elimination of 
administrative barriers (see Figure). Evidence abounds on the profound harm of anti-
immigration policies that restrict access to comprehensive health care, including kidney 
replacement therapy options.38,52 As clinicians and organizations navigate advocacy for 
patients like GG, they should be prepared to resist the “zero-sum game” myth, which has 
created innumerable barriers to health-promoting policy solutions by obscuring the 
collective harm of structural inequities that burden immigrant communities and by 
preventing coalition building across minoritized and marginalized groups who are made 
to perceive that “available resources” have fixed dimensions.53 
 
Critical to success are sustained multisector efforts (eg, community health worker, MLP, 
and navigator programs that aid immigrants in enrolling for benefits) to address the 
multilevel sociopolitical barriers facing undocumented individuals, along with resistance 
to policies that erode trust and harm health (eg, reversal of public charge rules) and the 
need for education on policy advances (see Table). Through our collective efforts as 
individuals and members of health care organizations, we can contribute to the ideal: a 
ripple effect of equity-enhancing policy advocacy and optimal health care provision for 
all. 
 

Abbreviations: AR, Arkansas; CA, California; CHIP, Children’s Health Insurance Program; CO, Colorado; CT, Connecticut; DC, District of 
Columbia; IL, Illinois; LA, Louisiana; MD, Maryland; MA, Massachusetts; ME, Maine; MI, Michigan; MN, Minnesota; MO, Missouri; NE, 
Nebraska; NJ, New Jersey; NY, New York; OK, Oklahoma; OR, Oregon; RI, Rhode Island; SD, South Dakota; TN, Tennessee; TX, Texas; UT, 
Utah; VA, Virginia; VT, Vermont; WA, Washington; WI, Wisconsin. 
a Legislative actions refer to those using state-only funds or seeking waivers under the Patient Protection and Affordable Care Act. 
b Pillai et al,30 Public Health Law Center.54 

c Provided state-funded Medicaid for young adults aged 19 to 25 years from January 2020, adults 50 years and older from May 2022, and 
adults aged 26 to 49 years regardless of immigration status from January 2024. 
d Since 2023. 

 

Table. State-Level Legislative Actionsa to Extend Affordable Health Care Coverage to 
Income-Eligible Residents, Regardless of Immigration Statusb 
Policy expansion Population target States involved 

As of June 2024, 12 states and DC provide 
comprehensive state-funded coverage to income-
eligible children regardless of immigration status. 

Income-eligible children CA, CT, IL, MA, ME, NJ, NY, 
OR, RI, UT, VT, WA 

State-funded Medicaid for all adults regardless of 
immigration status. 

All income-eligible adults 
19 years and older 

CAc 

As of June 2024, 22 states and DC provide 
coverage from conception to end of pregnancy 
regardless of immigration status. 
 

Income-eligible pregnant 
people 

AR, CA, CT, IL, LA, ME, MD, 
MA, MI, MN, MO, NE, NY, 
OK, OR, RI, SD, TN, TX, VA, 
WA, WI  

State-funded Medicaid coverage for individuals 65 
years and older regardless of immigration status 

Income-eligible individuals 
65 years and older 

NYd 

Uses state funds to offer private health insurance 
with premium subsidies regardless of immigration 
status 

Individuals with incomes 
up to 300% of the federal 
poverty level 

COd 
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CASE AND COMMENTARY: PEER-REVIEWED ARTICLE 
How Should MLP Clinicians and Attorneys Help Veterans Secure 
Disability Benefits When Health Records Documentation Is Insufficient?  
Cynthia Geppert, MD, PhD, DPS, MA, MPH, MSB, MSJ, HEC-C 
 

Abstract 
This case commentary considers unique features of medical-legal 
partnerships (MLPs) in the Veterans Health Administration that may 
potentially mediate and minimize ethical tensions that may arise in MLP 
collaborations involving diagnosing and documenting disability. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Case 
AB is 55 years old, unhoused, self-employed, divorced and has no children. He is unable 
to work due to a back injury sustained during his job as a contractor 2 years ago that 
limits his functional ability. He is currently living in his van and on alternating nights at a 
local shelter. A staff member at the shelter advises AB to file a claim for social security 
disability insurance (SSDI) benefits. AB tells the staffer he tried but found the application 
so complicated he gave up. The staff member then remembers that AB is a veteran and 
connects him to a new medical-legal partnership (MLP) housed on the grounds of the 
local Veterans Health Administration (VHA) medical center. At the VHA MLP, AB is 
fortunate to meet an attorney with considerable experience in a community MLP, JD, 
who arranges for AB to see Dr C, a new primary care physician in the VHA MLP. JD 
explains to Dr C that to file an SSDI claim, AB must be able to demonstrate that he has 
been unable to work for the last year due to his back injury.1 
 
Preparing for her first visit with AB, Dr C learns that AB has an existing VHA electronic 
health record (EHR): AB served in the army as a mechanic during Operation Iraqi 
Freedom. AB’s health record shows that, after being discharged from the military, he 
was seen at a VHA medical center in another city for symptoms of posttraumatic stress 
disorder (PTSD) and suicidal ideation. AB attended a few appointments but then moved 
across the country and never reestablished care in the VHA system or in the community. 
After examining AB, Dr C tells JD she has “no question that AB’s back injury would likely 
qualify for SSDI,” and she also thought his PTSD would meet diagnostic criteria, yet she 
does not believe there is currently adequate evidence to support either claim. She wants 
to help AB get the benefits he deserves but worries about compromising her 
professional integrity by engaging in questionable documentation practices. JD 

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2821834
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reassures her they both have the same goal—not to manipulate the health record but to 
get AB the care he needs and deserves. They meet to discuss their options and consider 
next steps. 
 
Commentary 
The collaboration of attorneys and clinicians working under the auspices of VHA MLPs 
can streamline the process of obtaining health care, benefits, and social services for 
veterans who, like AB, find the bureaucratic process required to file for either SSDI or 
VHA benefits overwhelming. However, like Dr C, clinicians may experience an ethical 
tension between their desire to help unhoused veterans like AB and their professional 
obligation to provide accurate and complete medical documentation. The attorney 
Jesselyn Friley expresses a view frequently found in older literature on MLPs that there 
is an intrinsic conflict between the ethical orientations of law and medicine: 
 
[Physicians] are bounded by codes of professional ethics that emphasize independent judgment and 
honesty. Meanwhile, lawyers are also bounded by ethics rules that compel them to advocate for their clients 
as vigorously as they can. The interaction between these tenets of medical and legal ethics can be a source 
of conflict in MLPs. For instance, a lawyer may push a physician to tailor his treatment notes to match legal 
standards. In making such a request, the lawyer is fulfilling his obligation to secure the best outcome for his 
client. But, in going along with the request, the physician may have to compromise his ethical duty of 
professional independence.2 

 
Clinicians also seem to presume there is an irreconcilable tension between what Lomas 
and Berman call “diagnosing for administrative purposes” and diagnosing for 
therapeutic ones. They write: “Thus, any physician who performs diagnostic 
examinations for administrative purposes cannot escape the ethical conflict between his 
natural and trained therapeutic role and tendencies and the divergent social 
expectations of claimants and adjudicators.”3 This quotation might imply that the 
zealous advocacy for their client that is an ethical obligation of attorneys is 
fundamentally incompatible with clinicians’ commitment to honesty and integrity in 
diagnosis and documentation. Dr C’s unstated assumption in the case scenario is that 
she must either falsify the medical record or leave AB helpless and hurting. This 
commentary will argue that this traditional view (ie, that there is an inherent conflict of 
interest when lawyers and clinicians collaborate to obtain disability benefits for patient-
clients) is based on a false dichotomy. The commentary will further suggest that there 
are distinctive features of MLPs within the VHA that enable their attorneys and clinicians 
to approach the disability diagnostic-and-documentation dilemma from a broad and 
mutual commitment to ameliorating the adverse impact of social determinants of 
health. 
 
The VHA’s MLP Program  
The US Department of Veterans Affairs (VA) is an agency of the federal government that 
provides benefits, health care, and cemetery services to eligible veterans. The VHA is the 
largest integrated health care system in the country.4 It is also the largest health care 
agency in the nation that serves as a safety net for low-income and disabled patients 
like AB.5 While the VHA and the Veterans Benefits Administration provide a rich array of 
social services for eligible veterans, the Office of General Counsel at the VA relies on pro 
bono services to provide direct assistance to veterans in civil matters.6 Hence, until the 
introduction of MLPs in the VA in 2009, veterans were dependent on pro bono and other 
forms of community legal aid for assistance with civil legal matters.7 Yet a 2022 survey 
found that legal concerns were among 5 of the top 10 unmet needs reported by 
unhoused veterans like AB.8 The VHA published a directive establishing policy for legal 
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referral processes in 2021,9 and, as of June 2024, there were 43 VA MLPs.10 The MLPs 
are usually located on VHA campuses, and MLP lawyers train VHA clinicians like Dr C to 
screen veterans for legal concerns and then refer them to the MLP staff for legal 
assistance. A study of 4 VHA MLPs found VHA benefits and housing, family, and 
consumer needs to be the most common concerns and that 8% of the participants were, 
like AB, seeking social security or other forms of public benefits.11 

 
Mediating Ethical Tensions 
In this case, JD and Dr C agree on 3 key points, and that agreement will form the shared 
basis for their work with AB. First, AB likely meets SSDI criteria for PTSD and a back 
injury. Second, there is currently insufficient documentation to establish the level of 
evidential support required. Third, and most importantly, their primary and mutual goal 
is to obtain that requisite information to file a successful claim. For veterans who had 
received a total disability rating from the VA during FY 2000 to 2006, PTSD was the 
most common diagnosis for which those veterans sought DI,12 and the diagnosis also is 
correlated with being unhoused,1 which matches AB’s lived experience. 
 
Further suppose that the MLP professionals quickly confirm that AB remains eligible for 
VHA care and get him enrolled at the local medical center. Dr C surmised at AB’s initial 
appointment that the prior diagnosis of PTSD would likely qualify AB for additional VHA 
benefits, so JD and Dr C agree that they may be able to assemble an even stronger 
evidence file if they ask Dr S, the VHA psychologist in the primary care mental health 
integration program, to do a more comprehensive assessment of AB. Co-location of the 
program in primary care enables patients like AB to have the PTSD diagnosis confirmed 
the same day they see a mental health specialist.13 

 
Having reviewed the literature, the VHA clinicians know that both SSDI and VHA benefits 
potentially enable veterans to obtain housing and improve their mental health and that, 
without this assistance, their mental health would likely deteriorate.14  They recognize 
that the VHA health information will also help to substantiate AB’s SSDI claim but that, 
even with this evidence, AB will still need to demonstrate the inability to work for 12 
months to qualify for SSDI. The VHA clinicians contact their local program for homeless 
(ie, unhoused) veterans to see about housing for AB while JD helps AB complete the 
paperwork for additional VHA benefits and SSDI. 
 
Overcoming Evidence Gaps 
Fortunately, VHA practitioners may have several means of ethically closing the 
documentation gap that are not as accessible to many civilian clinicians: they have 
access to a comprehensive, longitudinal EHR.15 The VHA EHR contains decades of data 
from all VHA episodes of care and, in some instances, from the US Department of 
Defense and even VHA-funded treatment in the community. The EHR also enables Drs C 
and S to submit all available documentation that is medically accurate such that JD can 
easily translate it into the legal language upon which the outcome of the claim may 
hinge. 
 
In the past, VA clinicians may have been concerned about breaching patients’ 
confidentiality or practicing outside their scope when asked to provide documentation 
for non-VA benefits. However, the VA has taken 2 administrative actions to facilitate 
information sharing that is relevant in the context of MLPs. Veterans are required to sign 
an authorization to release health information as a condition of being referred. The VHA 
has also issued a directive that instructs VA clinicians to complete many non-VA health-
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related and social service forms on behalf of veterans as a means of honoring veteran 
autonomy and clinicians’ beneficence-based obligations.16 
 
JD and the clinicians recognize that even the VHA EHR cannot establish that AB’s 
disabilities have prevented him from being gainfully employed for 12 months. Rather 
than resort to ethically problematic documentation processes, they can maximize the 
potential of the VHA MLP to improve AB’s situation. The team has already begun to 
address the social determinants of health that have negatively affected AB’s life. 
Enrollment in VHA care enables him to access housing through the VHA, to be referred 
for specialized PTSD treatment, to obtain treatment for his medical conditions, and 
perhaps, most crucially, to file for VHA benefits that have different criteria from SSDI. 
 
Conclusion  
An ethical conflict can emerge between an MLP attorney and a clinician if either is 
excessively or exclusively focused on the immediate instrumental view of obtaining SSDI 
monetary benefits, or what Lomas and Berman refer to as an “administrative 
diagnosis.”3 Although psychosocial assistance is urgently needed so that AB does not 
deteriorate further, SSDI is not sufficient to enable him to achieve recovery of his health 
and humanity. Together, AB and the MLP can work to access the wider scope of VHA 
services—that is, the “benefits of diagnosis”—that will in the long run improve AB’s 
comprehensive well-being. Far from being contrary to their ethical duties as VHA 
clinicians, this activism fulfills the VHA’s strategic priority to reduce the suicide rate 
among marginalized, underserved, unhoused veterans like AB.17 Campbell and 
colleagues indicate that viewing MLPs through a bioethics lens, such as adopted in this 
commentary, can minimize the apparent conflict between law and medicine by 
demonstrating that both professions exercise a healing and an advocacy function.18 

Although this article has focused on the distinctive VHA context, recent publications 
suggest that community MLPs are also following a similar approach to the mediation of 
potential attorney-clinician ethical tensions related to the diagnosis and documentation 
of disabilities.19,20 
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AMA CODE SAYS 
AMA Code of Medical Ethics’ Opinions Related to Medical-Legal 
Partnerships 
Annika Penzer 
 

Abstract 
This article considers AMA Code of Medical Ethics’ opinions relevant to 
medical-legal partnerships.  

 
Legal Support for Patients 
Roughly 60% of a person’s health is determined by a range of social factors that might 
include legal status, family stability, education, employment, housing, income, and 
health insurance.1 With these factors largely outside of clinicians’ control, it is crucial 
that patients have access to additional resources that offer legal support. Medical-legal 
partnerships (MLPs)—collaborations between lawyers and physicians—aim to provide 
this critical support. MLPs embed lawyers in health care settings and allow clinicians 
and patients to address some of the confounding socio-legal variables that may 
negatively impact health.1 When treating vulnerable populations, physicians often 
cannot meet patients’ needs to the fullest extent possible without support from external, 
nonmedical resources. MLPs render that external support internal, increasing the ease 
with which clinicians can holistically support their patients. Studies indicate that patients 
with easy access to legal support are admitted to the hospital less frequently, exhibit 
more positive health behaviors, have more stable housing, experience better mental 
health, have lower out-of-pocket health care costs, and have more access to financial 
resources.2 Although the American Medical Association (AMA) Code of Medical Ethics 
does not directly address the topic of MLPs, several opinions offer guidance to clinicians 
who are considering the role of MLPs in their practice. 
 
Collaborative Care 
One of the central pillars of MLPs is collaboration, since patients have more continuity of 
care when specialists from various professional backgrounds join forces. For example, 
lawyers and clinicians joining in common cause helps “disrupt the cycle of returning 
people to unhealthy conditions” that often result in rehospitalization.1 Indeed, through 
their roles in MLPs, lawyers are an “important part of the health care workforce” and are 
deemed part of the “health care team.”3 Opinion 10.8, “Collaborative Care,” highlights 
the value of supporting collaboration in health care settings. Opinion 10.8 states: 
 
As leaders within health care institutions, physicians individually and collectively should: 

https://journalofethics.ama-assn.org/article/how-should-mlp-clinicians-and-attorneys-help-veterans-secure-disability-benefits-when-health-records/2024-08
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(a) Advocate for the resources and support health care teams need to collaborate effectively in providing 
high-quality care for the patients they serve, including education about the principles of effective teamwork 
and training to build teamwork skills. 
(b) Encourage their institutions to identify and constructively address barriers to effective collaboration.4 
 
Although there are some state standards for how MLPs should operate,5,6 there is no 
universal consensus. Opinion 10.8 suggests that clinicians should encourage their 
institutions to provide the tools and training necessary for fostering a collaborative 
environment in the service of patient care. As such, the AMA Code may be interpreted as 
encouraging institutional support for professional collaborations, such as MLPs, in 
health care settings. 
 
Inequity in Health Care 
MLPs assist “patient populations with a range of health-harming social and legal needs” 
that are often associated with and viewed as social determinants of health.7 The AMA 
Code offers guidance on reducing disparities in health care and addressing financial 
barriers to accessing care—2 goals that align closely with those of MLPs.2 Opinion 8.5, 
“Disparities in Health Care,”8 speaks to the need for physicians to promote equity in 
service of reducing disparities. To fulfill this obligation, Opinion 8.5 states that 
physicians should: 
 
(a) Provide care that meets patient needs and respects patient preferences…. 
(e) Encourage shared decision making. 
(f) Cultivate effective communication and trust by seeking to better understand factors that can influence 
patients’ health care decisions, such as cultural traditions, health beliefs and health literacy, language or 
other barriers to communication and fears or misperceptions about the health care system.8 

 
MLPs’ purpose to better support the whole patient aligns with Opinion 8.5. 
 
Opinion 11.1.4, “Financial Barriers to Health Care Access,”9 addresses how clinicians 
should mitigate financial barriers to accessing care among their patients. Considering 
the responsibility to ensure that patients can access the care they need regardless of 
their financial means, Opinion 11.1.4 states that physicians should: 
 
(a) take steps to promote access to care for individual patients, such as providing pro bono care in their 
office or through freestanding facilities or government programs that provide health care for the poor, or, 
when permissible, waiving insurance copayments in individual cases of hardship. Physicians in the poorest 
communities should be able to turn for assistance to colleagues in more prosperous communities. 
(b) help patients obtain needed care through public or charitable programs when patients cannot do so 
themselves.9 

  
Legal professionals in medical settings can play a significant role in assisting with these 
responsibilities. With targeted education for physicians and direct tools for addressing 
immigration, housing, financial and other barriers to care, lawyers can help medical 
professionals fulfill their responsibilities to ensure access to health care for all. 
 
Safe Discharge 
Opinion 1.1.8, “Physician Responsibilities for Safe Patient Discharge from Health Care 
Facilities,”10 emphasizes the importance of responsible discharge to safe environments 
that are conducive to healing. Opinion 1.1.8 states that physicians should “[c]ollaborate 
with those health care professionals and others who can facilitate a patient discharge to 
establish that a plan is in place for medically needed care that considers the patient’s 
particular needs and preferences.”10 

 

https://journalofethics.ama-assn.org/article/how-access-legal-resources-and-advocacy-foundational-health-justice/2024-08
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Many patients may need support from socio-legal resources to ensure that the 
environment they return to after a hospital stay will foster their continued well-being. The 
National Center for Medical-Legal Partnership states: “[u]sing legal expertise and 
services, the health care system can disrupt the cycle of returning people to the 
unhealthy conditions that would otherwise bring them right back to the clinic or 
hospital.”1 Accordingly, the AMA Code supports a role for entities like MLPs that can help 
physicians meet their responsibilities for safe discharge. 
 
Conclusion 
While the AMA Code does not provide a direct perspective on physician participation in 
MLPs, MLPs can help physicians carry out the responsibilities and principles articulated 
in Opinions 10.8, 8.5, 11.1.4, and 1.1.8. 
 
References 

1. The need. National Center for Medical-Legal Partnership. Accessed September 
13, 2023. https://medical-legalpartnership.org/need/   

2. Impact. National Center for Medical-Legal Partnership. Accessed April 24, 2024. 
https://medical-legalpartnership.org/impact/  

3. The response. National Center for Medical-Legal Partnership. Accessed April 25, 
2024. https://medical-
legalpartnership.org/response/#:~:text=At%20these%20medical%2Dlegal%20p
artnerships,just%20like%20any%20other%20specialist    

4. American Medical Association. Opinion 10.8 Collaborative care. Code of Medical 
Ethics. Accessed April 29, 2024. https://code-medical-ethics.ama-
assn.org/ethics-opinions/collaborative-care  

5. Recommended standards and guidelines for medical-legal partnerships in 
Texas. Texas Medical-Legal Partnership Coalition. Accessed April 25, 2024. 
https://www.txmlpc.org/membership/operational-
guidelines#:~:text=MLPs%20should%20provide%20a%20range,community%20
engagement%2C%20and%20systemic%20advocacy 

6. Georgia Department of Community Health. Standards for medical-legal 
partnerships that serve income eligible individuals and families pursuant to 
OCGA §31-2-4. Georgia Department of Community Health; 2014. Accessed April 
25, 2024. https://dch.georgia.gov/document/publication/standards-medical-
legal-partnerships-10-2017pdf/download  

7. Tobin-Tyler E, Teitelbaum JB. Medical-legal partnership: a powerful tool for public 
health and health justice. Public Health Rep. 2019;134(2):201-205.  

8. American Medical Association. Opinion 8.5 Disparities in health care. Code of 
Medical Ethics. Accessed April 29, 2024. https://code-medical-ethics.ama-
assn.org/ethics-opinions/disparities-health-care 

9. American Medical Association. Opinion 11.1.4 Financial barriers to health care 
access. Code of Medical Ethics. Accessed April 29, 2024. https://code-medical-
ethics.ama-assn.org/ethics-opinions/financial-barriers-health-care-access  

10. American Medical Association. Opinion 1.1.8 Physician responsibilities for safe 
patient discharge from health care facilities. Code of Medical Ethics. Accessed 
April 25, 2024. https://code-medical-ethics.ama-assn.org/ethics-
opinions/physician-responsibilities-safe-patient-discharge-health-care-facilities  

 
Annika Penzer is an undergraduate student at Stanford University in Stanford, California, 
studying philosophy and human biology. In the summer of 2023, she was an intern for 
the Council on Ethical and Judicial Affairs at the American Medical Association in 

https://medical-legalpartnership.org/need/
https://medical-legalpartnership.org/impact/
https://medical-legalpartnership.org/response/#:%7E:text=At%20these%20medical%2Dlegal%20partnerships,just%20like%20any%20other%20specialist
https://medical-legalpartnership.org/response/#:%7E:text=At%20these%20medical%2Dlegal%20partnerships,just%20like%20any%20other%20specialist
https://medical-legalpartnership.org/response/#:%7E:text=At%20these%20medical%2Dlegal%20partnerships,just%20like%20any%20other%20specialist
https://code-medical-ethics.ama-assn.org/ethics-opinions/collaborative-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/collaborative-care
https://www.txmlpc.org/membership/operational-guidelines#:%7E:text=MLPs%20should%20provide%20a%20range,community%20engagement%2C%20and%20systemic%20advocacy
https://www.txmlpc.org/membership/operational-guidelines#:%7E:text=MLPs%20should%20provide%20a%20range,community%20engagement%2C%20and%20systemic%20advocacy
https://www.txmlpc.org/membership/operational-guidelines#:%7E:text=MLPs%20should%20provide%20a%20range,community%20engagement%2C%20and%20systemic%20advocacy
https://dch.georgia.gov/document/publication/standards-medical-legal-partnerships-10-2017pdf/download
https://dch.georgia.gov/document/publication/standards-medical-legal-partnerships-10-2017pdf/download
https://code-medical-ethics.ama-assn.org/ethics-opinions/disparities-health-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/disparities-health-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/financial-barriers-health-care-access
https://code-medical-ethics.ama-assn.org/ethics-opinions/financial-barriers-health-care-access
https://code-medical-ethics.ama-assn.org/ethics-opinions/physician-responsibilities-safe-patient-discharge-health-care-facilities
https://code-medical-ethics.ama-assn.org/ethics-opinions/physician-responsibilities-safe-patient-discharge-health-care-facilities


AMA Journal of Ethics, August 2024 625 

Chicago, Illinois, and has been involved with biomedical ethics research at New York 
University, Stanford University, and the Icahn School of Medicine at Mount Sinai. 
 

Citation 
AMA J Ethics. 2024;26(8):E622-625. 
 
DOI 
10.1001/amajethics.2024.622. 
 
Conflict of Interest Disclosure 
Author disclosed no conflicts of interest. 
 
The viewpoints expressed in this article are those of the author(s) and do not 
necessarily reflect the views and policies of the AMA. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Copyright 2024 American Medical Association. All rights reserved.  
ISSN 2376-6980 



 

  journalofethics.org 626 

AMA Journal of Ethics® 
August 2024, Volume 26, Number 8: E626-633 
 
STATE OF THE ART AND SCIENCE: PEER-REVIEWED ARTICLE 
How Should We Measure Effectiveness of Medical-Legal Partnerships? 
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Abstract 
Medical-legal partnerships (MLPs) try to mitigate health inequity by 
uniting legal and health professionals to respond to legal determinants 
of patients’ health. While there is a long tradition of “patients-to-policy” 
work in MLPs, the current empirical evidence base has evaluated MLP 
effectiveness by assessing benefits to individual patients, clinicians, and 
hospital and legal systems. This article calls for future research to 
measure how community power, which includes shifting power to 
impacted communities to develop and lead equity-focused agendas, is 
built as both a process and an outcome of MLPs. 

 
Value of MLPs  
Medical-legal partnerships (MLPs) are innovative collaborations between clinicians and 
lawyers to address “health-harming legal needs” (HHLNs) in health care settings.1,2 
Utility shutoffs, poor or unsafe housing conditions, and denial of health insurance can 
impact physical health through exposure to harmful materials, such as lead and 
asbestos, as well as mental health, and require legal assistance. Generally, MLPs work 
to address HHLNs through direct legal representation and advocacy.1,2,3,4 

 
There is evidence that MLPs have a positive impact at the individual and institutional 
levels in the form of improved health outcomes, fewer emergency room visits, reduced 
hospital costs,5,6,7,8 and increased access to legal services,5,6,7 or “access to justice.”9 
One unique aspect of MLPs is the commitment to aggregating the lessons learned from 
individual client representation in the service of advocating for policy-level changes in 
programs, laws, and regulations—an approach often referred to as “patients-to-policy” 
work.9 Descriptive studies of the role that MLPs have played in shifting policy using 
clients’ lived experiences are available in law review articles9,10,11 and on the National 
Center for Medical-Legal Partnership’s website.6 
 
Nevertheless, scholars and practitioners face practical challenges in building an 
evidence base that is aligned with the full range of processes and health justice 
outcomes that MLPs can promote, and the current approach to MLP evaluation 
concentrates power within the same hospital and legal systems that play an active role 

https://journalofethics.ama-assn.org/article/how-access-legal-resources-and-advocacy-foundational-health-justice/2024-08
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in creating and perpetuating health inequities.12,13,14,15,16,17 Therefore, we need a 
significant paradigm shift in MLP research to advance our understanding of the full 
scope of the MLP model. MLPs should be evaluated on the basis of how they 
operationalize the values and principles underlying health justice—that is, on the extent 
to which their patients-to-policy work shifts power toward impacted communities to set, 
influence, and implement health equity agendas and thereby contribute to structural 
change. 
 
In this article, we provide a brief description of the limitations of the current MLP 
evidence base and outline a health justice approach for MLP research and evaluation. In 
particular, we highlight the role of academic MLPs in advancing the conceptualization 
and measurement of community power as a process and outcome of MLP work. 
 
Current State of MLP Evidence 
Most of the empirical evidence on MLP effectiveness focuses on patient- and hospital-
level outcomes. On the patient level, pilot studies—many of which use self-report to 
measure outcomes—show that MLPs can lower patient stress, increase patient access 
to financial resources, improve overall patient health, and increase patients’ sense of 
empowerment.5,6,7,18,19,20,21,22,23 Moreover, MLPs have demonstrated increased system-
wide screening for legal needs and access to legal services for patients,5,6,24,25,26,27,28,29 
reduced health care spending, and increased return on investment for hospital 
systems.30,31,32 
 
Very few randomized control trials (RCTs) evaluating the efficacy of MLPs exist. Although 
RCTs are often considered the gold standard for evaluating clinical interventions, a 
2021 systematic review of experimental studies of MLPs identified only 6 such 
studies.33 Some authors have argued that, given significant evidence of benefits 
associated with MLPs, it is difficult to “establish equipoise, a central ethical principle of 
randomized control trials, which holds that a subject may be enrolled in a RCT only if 
there is true uncertainty about which of the trial arms is most likely to benefit the 
patient.”34 Moreover, ethical reasons require the exclusion of people with complex, 
immediate, or serious legal needs from the study designs, which could yield a limited 
understanding and narrow evaluation of MLPs.35 
 
While an argument can be made for continuing to gather evidence of the effects of 
MLPs on patients, clinicians, and systems, the momentum carrying the health justice 
movement toward radical structural reform calls on all of us to rethink our current 
research and evaluation approaches. Structural racism is deeply embedded within US 
health and legal systems, from segregation of care to who and what the law chooses to 
protect and exploit.12,13,14,15,16,17 Thus, centering the effectiveness of MLPs on benefits to 
hospital or legal systems that play an active role in perpetuating health inequities—or 
maintaining the status quo—does little to unsettle power dynamics driving health 
inequities. As legal scholar Dina Shek notes: “creating perpetual clients within a 
traditional legal services model does little to change the power dynamics for vulnerable 
community members and hinders fully engaged citizenship.”11 

 
Building and Measuring Community Power  
Public health scholars have increasingly highlighted the need for structural interventions 
that shift power toward minoritized communities in order to pursue health 
justice.15,16,17,36,37 In 2 2023 articles, Heller et al build upon existing theories of power—
for example, the “three faces of power” theory (introduced by social theorist Steven 
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Lukes) and the “four domains of power” theory (introduced by Black Feminist sociologist 
Patricia Hill Collins)—and offer key questions to consider for recognizing, analyzing, and 
shifting power within the context of public health interventions.17,38 In particular, Heller 
et al call for developing public health actions that “grow power within marginalized 
communities to influence decisions, build the infrastructure necessary to set an equity-
focused agenda, and change the narrative.”17 This concept of community power has 
been defined by Pastor et al: 
 
Community power is the ability of communities most impacted by structural inequity to develop, sustain and 
grow an organized base of people who act together through democratic structures to set agendas, shift 
public discourse, influence who makes decisions, and cultivate ongoing relationships of mutual 
accountability with decision makers that change systems and advance health equity.39 
 
To address the root causes of health inequities, MLP researchers should consider the 
extent to which MLPs’ patient-to-policy work challenges existing power structures and 
pushes for structural change. As Pastor et al emphasize, we must “think beyond policy 
wins and … consider changes in the broader institutional and community contexts that 
facilitate conditions for an equitable society.”40 Within the MLP context, the first author 
(P.B.) explains that the existing patient-to-policy approach concentrates power among 
lawyers and health care partners to identify the problem and propose remedies.15 
Building community power requires a shift in this approach to instead follow the 
leadership of directly impacted communities, who have always been at the forefront of 
justice movements. Using advocacy and organizing efforts led by agricultural workers as 
a case study, the first author proposes movement lawyering, which Hung defines as 
“lawyering that supports and advances social movements, defined as the building and 
exercise of collective power, led by the most directly impacted, to achieve systemic 
institutional and cultural change,”41 as a model that MLPs can adopt to move beyond 
the existing patients-to-policy approach and build community power.15 

 
Role of MLPs  
The leadership of community members in designing and implementing evaluation 
protocols allows communities to not only challenge the existing power dynamics and 
imbalance, which drive health inequities, but also create space for developing a shared 
language and goals, which is important for ensuring sustainability of justice efforts. 
Academic MLPs (A-MLPs) are uniquely positioned to answer this call to action and center 
community power within MLP research and evaluation.42,43 A-MLPs are those that have a 
university-based partner as one of the main collaborators (often a law or medical 
school). This specific type of MLP focuses on “1) educating pre-professional learners, 2) 
intentionally creating interprofessional learning environments, and 3) contributing to the 
evidence base for the MLP model as a health equity intervention.”42 

 
Due to their university affiliation, A-MLPs often have access to the research 
infrastructure necessary to evaluate the activities and outcomes of MLPs.42 As the focus 
shifts to measuring whether and how MLPs build community power, A-MLPs can offer 
access to stable funding, trained researchers and staff, and physical space to local 
grassroots and movement organizations to co-create evaluation protocols using 
community-led methodologies and data collection practices, including listening circles.44 
With A-MLP organizational support and community-led evaluation efforts, grassroots and 
movement organizations can measure power as both a strategy and an outcome based 
on the specific needs of the communities. 
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Additionally, A-MLPs’ focus on interdisciplinary and interprofessional education10,42,45,46 
can further strengthen the capacity of grassroots and movement organizations to lead 
MLP research and assessments. In particular, A-MLPs can integrate community-led 
sessions on the exploitative history of research and on community practices for data 
collection, analysis, and dissemination to build trust and accountability.47,48,49 A-MLPs 
can also train pre-professional learners alongside community members in power-
building strategies, including advocacy and grassroots lobbying, coalition and movement 
building, campaign development, impact litigation, and research and policy analysis.50 
 
The method for measuring community power will vary based on the specific needs and 
goals of different communities. Thus, it is essential to facilitate community-driven 
processes for developing and implementing evaluation protocols instead of using a one-
size-fits-all approach. Additionally, the focus on building community power, which 
challenges the concentration of power in the status quo, will help ensure that these 
academic partnerships do not reinforce or reify structural racism. Initiatives like the 
Association of American Medical Colleges Collaborative for Health Equity: Act, Research, 
Generate Evidence,51 the Praxis Project,44 and the Lead Local research project40 
highlight the importance of community-led research and evaluation, as well as offering 
concrete examples of how to center, build, and measure community power for health 
justice. The next evolution of MLP research and evaluation needs to adopt a similar 
structural approach of building community power. 
 
Conclusion 
This article offers a new paradigm for MLP research and evaluation. Currently, MLP 
research and evaluation determine effectiveness based on benefits to individual 
patients, clinicians, and hospitals. In doing so, the existing model maintains power 
within the same hospital and legal systems that perpetuate health inequities. To 
advance health justice, MLPs—together with the leadership of impacted communities—
should build, measure, and evaluate community power as a variable. A-MLPs are 
uniquely positioned to center community power within MLP research and evaluation by 
leveraging their educational and research resources in collaboration with grassroots and 
movement organizations. 
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How Should a Medical-Legal Partnership Address Unique Needs of 
People With Criminal Legal System Involvement? 
Lisa B. Puglisi, MD and James Bhandary-Alexander, JD 
 

Abstract 
Medical-legal partnerships (MLPs) are well suited to address health-
harming legal needs associated with the collateral consequences of 
mass incarceration in the United States, such as those that limit access 
to food, housing, employment, and family reunification postrelease. MLP 
innovations seek to expand the current model to address patients’ 
criminal, as well as postrelease, civil legal needs by including community 
health workers and some patients as legal partners and creating 
coalitions to promote local and state policy change. Overall, this article 
explains how these MLP innovations can support rights of people 
returning to communities after incarceration and can be leveraged to 
mitigate criminal legal system involvement. 

 
Early MLPs in Health Care 
Initiated in 1993, medical-legal partnership (MLP) is an innovation in the delivery of 
health care that interweaves the skills of health and law professionals to tackle 
structural barriers to health by addressing legal issues, such as those related to poor 
housing conditions and immigration, which interfere with health and well-being.1,2,3 In so 
doing, MLPs aim to create change at the individual, health system, and policy level. 
Recently, the scope of MLPs has expanded from the civil legal needs of typically 
minoritized patients to the criminal and civil legal needs of people with histories of 
incarceration.4 
 
On any given day in 2021, the criminal legal system in the United States detained 
almost 1.9 million people; in that year, almost 7 million people were jailed and close to 
4 million were on probation or parole.5,6,7 Incarceration has a disproportionate impact on 
Black and Latinx people, with the imprisonment rate for Black men at the end of 2021 
being more than 5 times that for White men.5 People who are incarcerated also have a 
high prevalence of many chronic physical and mental health conditions. As of 2016, 
more than quarter of people in state prisons had been diagnosed with major depressive 
disorder,8 almost half had a substance use disorder,9 and almost half reported ever 
having a chronic health condition.10 The so-called collateral consequences of criminal 
legal system involvement, which refers to the system of sanctions that people who have 
a criminal record face—including barriers to food access, housing, and employment—
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have been found to contribute to perceived stress after release from incarceration.11 
Given that MLPs have been shown to strengthen patients’ financial security by aiding in 
the procurement of public benefits12 and stable housing,13 MLPs are well-positioned to 
help tackle the collateral consequences of incarceration that drive poor health. 
 
Based on our experiences over the past decade running an MLP that serves people 
returning to the community after incarceration, we reflect on lessons learned and on 
innovations developed to adapt the model to the needs of the people we serve. We will 
first describe the setting of our practice, and then we will describe innovations with a 
focus on legal assistance and policy-reforming strategies. 
 
Setting 
Serving people returning to their communities from incarceration, the Transitions Clinic 
program in New Haven (TC-NH), Connecticut, is one of 48 primary care programs in the 
Transitions Clinic Network that address health needs such as diabetes, hypertension, 
hepatitis C treatment, and office-based treatment of substance use disorders (eg, 
alcohol and opioid use disorders).14 At the crux of each program are community health 
workers (CHWs) who have themselves been previously incarcerated and are embedded 
within the primary care teams to build trust with patients, engage them in their primary 
care, and address their social determinants of health.15 CHWs undergo a yearlong 
training developed by the Transitions Clinic Network that covers issues such as the 
broad range of collateral consequences of incarceration, advocating for patients with 
law enforcement while maintaining privacy, and conducting effective outreach. 
 
The TC-NH program was started in 2010 and is based at a federally qualified health 
center. Patients have typically been released from a correctional facility within the 
preceding 6 months and have at least one chronic health condition or are over the age 
of 50. Most often patients are referred directly from the prison system or are identified 
by the CHW through community outreach to local halfway houses and social service 
providers. The MLP component of TC-NH started in 2014 and is a collaboration between 
the Transitions Clinic program and the Solomon Center at Yale Law School, which 
identifies law students interested in the MLP, oversees their training and legal work, and 
provides credit for their coursework. The law students are directly overseen by a 
physician while in clinic and by their legal supervisor at the Solomon Center.16 

 
Legal Assistance 
Needs-based innovations. We began our program with a focus on addressing civil legal 
needs, such as family issues and debt that people face after incarceration. Tackling a 
targeted need for a specific population is common in MLPs, and doing so can help 
clinicians match patients’ needs to MLP skill sets. A civil legal needs screener is 
conducted for all new patients, of which we see on average 4 per week. From an internal 
survey, initially we found that 62% of people had at least one identifiable civil legal 
need, with needs related to public benefits (45%), family matters (15%), housing and 
utilities (13.0%), and employment (9%) being most common. However, over time there 
was increasing interest from patients in addressing criminal legal needs, such as police 
interactions and helping to resolve outstanding warrants. They saw these things as 
sometimes more immediately pressing and as impacting every aspect of their lives, 
including their health. Thus, by providing space for patients to not only complete a civil 
legal needs screener, but also ask about other outstanding concerns, we have gleaned 
data that provided an opportunity for our program to serve the full breadth of patients’ 
needs. This approach requires some degree of flexibility from the MLP lawyer and a 
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willingness to adapt service delivery to changes in the needs of the patient population, 
such as by engaging public defenders and judges to advocate for revocation of 
outstanding warrants, when possible.17 

 
Although CHWs could bolster most MLP programs, they have not specifically been 
described as core components of MLPs in the literature.17 Our program CHWs are 
integral to the functioning of the MLP. The legal team works directly with the CHW to 
build trust with patients and reach those who don’t have phones or are limited by 
restrictions imposed by halfway houses. CHWs, who have built relationships with halfway 
house staff, help patients collect records that the legal team needs, ensure open 
channels of communication, and identify broader issues that they hear about 
repeatedly. Given that the CHWs spend roughly half of their time in the community, they 
extend the reach of the MLP beyond traditional clinic walls and into the community. 
 
Strengths-based innovations. While typical lawyer-client interactions can be passive or 
transactional, our work has demonstrated opportunities for challenging this 
conceptualization. Leveling the power dynamic can be especially important and 
productive when working with clients who are themselves quite knowledgeable about 
the law and have extensive experience working in law libraries in prison as “jail house 
lawyers,” advocating for their own release and that of others. In our experience, 
knowledgeable clients provide an opportunity for lawyers to adapt their role by more 
actively engaging patients in their legal complaints—identifying and providing necessary 
documentation, understanding the history of the issue at hand, developing litigation, 
identifying priorities for legislative advocacy, and designing a more sophisticated 
advocacy plan. Anecdotally, our patients have shared that they enjoyed working so 
closely with a lawyer—some have voiced that this was their first positive experience with 
any agent of the criminal legal system. Additionally, our law students have come to see 
their clients as partners in addressing their needs. In the case of one patient whose life 
is severely restricted by being on the sex registry in Connecticut for a crime he took a 
plea deal on many years before the registry was established, the law students are 
pursuing his litigation idea of promoting a lack of due process hearing for people with 
convictions that predate the enactment of the statute that established the registry. 
 
Policy Change Strategies 
MLP scholars have conceptualized a “patients-to-policy” approach to advocacy, whereby 
recurring patient problems presented in the clinic serve as a natural springboard for 
identifying policy advocacy priorities. We have taken up this approach and built on it. 
This approach has led us, for example, to identify the lack of proper identification among 
our patients as a barrier to transitioning to the community. But rather than simply raising 
this issue to legislators, we used the MLP legal team, which had special experience in 
state-level advocacy, to build and lead a statewide coalition to advocate for the provision 
of state identification to all people leaving incarceration. This effort incorporated the 
personal stories of and relationships between our staff and justice-impacted clients to 
create a public narrative around patients’ need for identification, which led other 
organizations that recognized the gravity of the issue to participate. These coalition 
partners included people who were previously incarcerated and community advocates, 
faith leaders, and labor unions. In spring 2023, our coalition successfully convinced 
legislators to pass a bill requiring the Department of Corrections to issue proper state 
identification to all people leaving incarceration. The governor signed the bill on June 28, 
2023,18 and we continue to intervene in the executive branch conversation regarding its 
effective implementation. 
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We also have used the MLP legal team to advocate for the policy priorities of the 
Transitions Clinic, such as the need for sustainable state funding of the work of CHWs in 
Connecticut, by participating in traditional advocacy with state officials and by utilizing a 
“bargaining-for-the-common-good” framework, in which unions that have the right to 
bargain use contract fights as an opportunity to organize with community partners 
around a set of demands that benefit not only the bargaining unit, but also the wider 
community.19 Using this framework, our coalition allies put the need for Transitions 
Clinic funding into the state labor negotiating process as a union demand. The coalition 
organized for state funding of CHWs led to another success, as the legislature passed 
an amended bill requiring the Connecticut Department of Social Services to apply for a 
waiver that would allow clinics like Transitions to bill Medicaid for CHW work.20 By 
engaging in coalitions and using a bargaining-for-the-common-good approach, we are 
experimenting with moving not just from patients to policy, but from patients to policy to 
power, thereby building collective capacity to achieve policy goals relevant to patient 
health through our MLP. 
 
In summary, the legal needs that people experience after incarceration are nuanced, 
and many intersect with their health. MLPs present an opportunity for health systems to 
rise to the challenge of meaningfully impacting the life and well-being of people who 
have often been left out of traditional systems of care. By leveling power differentials 
and instigating new positive interactions with the medical system and legal system for 
people who have historically been marginalized by both, they can have a positive impact 
even beyond the clinic doors. 
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Abstract 
Medical-legal partnership (MLP) integrates the unique expertise of 
lawyers into collaborative clinical environments. MLP teams meet the 
needs of individual patients while also detecting structural problems at 
the root of health inequities and advancing solutions at the institutional, 
community, and system levels. Yet MLPs today operate in limited 
settings and survive on scant budgets. Expanding their impact requires 
secure funding. Financing MLPs as health care can do the following: (1) 
help address inequity at the point of care; (2) enable expert diagnosis 
and treatment of nonmedical drivers of health; (3) enhance team-based 
practice in health care organizations; (4) offer another way for clinicians 
to participate in advocacy; and (5) bolster a broader movement to 
increase access to justice. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Medical-Legal Partnership Needs Funding 
Medical-legal partnership (MLP) is an established, successful, yet underappreciated 
approach to care delivery that uses legal expertise to bridge the gap between America’s 
enormous investment in medicine and the payoff of that investment in individual and 
population health. MLP addresses health-harming legal needs connected to nonmedical 
drivers of health (NMDOH). These are often summarized through the I-HELP™ acronym: 
income and insurance, housing and utilities, education and employment, legal status, 
and personal and family stability.1 Beyond solving acute problems, MLP prioritizes 
moving from patients to policy by translating patterns of need into institutional, 
community, and system change.2 
 
Because it does not command sufficient public attention or resources, MLP tends to 
operate in particular environments and generally survives on shoestring budgets.3 
Rather than offering general coverage of MLP through Medicaid or Medicare, federal 
policy targets specific clinical enterprises, including federally qualified health centers 
(FQHCs), nonprofit hospitals, and Department of Veterans Affairs facilities. Each setting 
has unique characteristics that demonstrate commitment to addressing NMDOH by 
incorporating legal interventions into the delivery of care.

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2821887
https://journalofethics.ama-assn.org/article/how-should-mlp-clinicians-and-attorneys-help-veterans-secure-disability-benefits-when-health-records/2024-08
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Taken together, however, these federal programs convey what we consider a key insight 
for future MLP policy: that legal needs and social needs are inextricable from each other 
and from clinical interventions at the point of service. In our view, lawyers’ expertise 
must be integrated into care delivery for the health care system to achieve consensus 
goals of increasing access to care, remediating avoidable health disparities, and 
improving the population’s health. Achieving these goals requires consistent funding 
through public investment. 
 
Although MLP financing could take various forms, coding and reimbursing health-
promoting legal services based on clinical indications and impact embedded in 
electronic health records is most straightforward.4 For example, substandard living 
conditions are classified as a habitability matter by housing attorneys, who document in 
structured, electronic fields the unhealthy home environment and the interventions 
employed to force a landlord to improve the situation. In combination with a clinical 
diagnosis, such as asthma, and a clinical outcome, such as reduced incidence of 
asthma attacks, the legal interventions enhance the value proposition of medical 
services and align with new screening and billing standards for NMDOH in primary care 
practices and emergency departments.5,6 

 
Why MLPs Are Important 
Recognizing the remediation of health-harming legal needs as part of clinical care would 
meet the moment in several important ways. First, it reinforces other efforts to achieve 
health equity by strengthening the connection between community and clinical settings 
for individuals and families as well as for populations. Second, by configuring legal 
assistance as clinical revenue generation through an adjustment of coding and claims 
rather than as a benefit expansion, it favors the integrated provision of MLP services 
over less measurably effective “referral out” models, in which legal needs are only 
loosely connected to patient well-being.7 
 
Third, by bringing physicians, nurses, lawyers, social workers, and others together in 
pursuit of shared goals, funding MLP as clinical care helps accelerate interprofessional 
training and team-based practice, which adds a positive dimension to potentially 
concerning trends toward physician employment within large organizations. Fourth, 
MLP’s incorporation of legal advocacy tools and training in clinical settings fosters a 
greater sense of agency and control in the postpandemic health care workforce, which 
struggles with burnout and moral injury.8 Finally, funding MLP makes overall civil legal 
aid (ie, access to justice for those who cannot afford it) more financially secure by linking 
it conceptually and operationally to medical care that has broad-based public 
endorsement.9 
 
Health Plans and Health Coverage 
The Centers for Medicare and Medicaid Services (CMS) has acknowledged the value of 
legal expertise in expanding access to insurance, including through its Connecting Kids 
to Coverage outreach and enrollment initiative.10,11 However, there is no statutory 
mandate for health plan coverage of legal services, whether through private insurance 
or under Medicare or Medicaid. Moreover, despite recent attention to NMDOH, CMS 
does not expressly identify health-harming legal needs or state that legal care to 
address them is part of health care. Nonetheless, some Medicaid managed care 
organizations have elected to finance legal care using administrative dollars, which are 
subject to competing priorities, or through state-based Section 1115 waivers if 
permitted.12 To bolster arguments for sustained Medicaid support, researchers have 

https://journalofethics.ama-assn.org/article/how-access-legal-resources-and-advocacy-foundational-health-justice/2024-08
https://journalofethics.ama-assn.org/article/how-access-legal-resources-and-advocacy-foundational-health-justice/2024-08
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recommended that MLP activities be framed by health plans as “case management,” 
“care management and coordination,” or “value-added services.”13 

 
Expanding health plan coverage—the most straightforward way to fund MLPs—requires 
consistency in coding and measuring legal care. Fortunately, MLP legal professionals 
already gather an extensive social history from patients to assess their health-harming 
legal needs. This process yields information important to medical decision-making that 
otherwise may be hard for a clinician to obtain and share as structured data. In many 
cases, the associated complexity and risk also will justify higher-level Current Procedural 
Terminology codes for the clinician’s services. Similarly, MLP legal care data enables 
more accurate recording of the Z codes that already exist in the International Statistical 
Classification of Diseases and Related Health Problems structure for documenting 
health-related social needs.14 Anyone can “diagnose” using these codes, and many are 
similar to the problem codes that MLP legal teams routinely employ in legal 
recordkeeping. In addition to inputting Z59.1 (inadequate housing) for asthma,14 the 
MLP legal team would document the type of housing, which is critical for both choosing 
the correct acute intervention and advocating for better population-level policies. Having 
lawyers and physicians work together on Z code strategy would also help align the MLP 
model of care with established claims verification and payment processes. 
 
Delivery System Funding of MLPs 
In contrast to the embryonic state of MLP in laws governing health coverage, committed 
support for legal services is evident in the regulation of FQHCs, nonprofit hospitals, and 
Department of Veterans Affairs facilities. 
 
Health centers. The Public Health Service (PHS) Act defines a “health center” as an 
entity that provides primary health services to medically underserved areas or 
populations.15 Comprehensive primary care, specialty care and behavioral health care, 
education of patients and the community, and—discussed in more detail below—case 
management services and enabling services comprise the “primary health services” that 
are required for designation as an FQHC. Additional health services, including to 
alleviate unhealthy conditions in the living, built, and natural environments, may be 
provided directly or by contract. 
 
Enabling services expressly include patient-facing legal services.16 Although the 
recognition of legal services as enabling services by the Health Resources and Services 
Administration (HRSA) was not explicit until 2014, the agency takes the position that 
MLP “was always part of enabling services.”17 For example, lawyers enable care when 
they appeal a reduction in home health hours, empower a domestic violence survivor to 
receive services, or alleviate financial stressors that inhibit a person’s ability to obtain 
treatment. 
 
Case management also explicitly encompasses legal services.16 The PHS Act includes 
within case management services  “establishing eligibility for and gaining access to 
federal, state, and local programs that provide or financially support the provision of 
medical, social, housing, educational, or other related services.”15 For example, legal 
services may be necessary to assert due process rights when a person is wrongfully 
denied Medicaid, loses their Section 8 housing voucher, or seeks accommodations at 
school for a medical condition. 
 



AMA Journal of Ethics, August 2024 643 

Because the work of MLP is expressly within the HRSA’s definition of required primary 
health services, FQHCs may use their federal funding to develop and maintain MLPs, 
counting incidents of contracted legal care in their HRSA-approved scope on Form 5A.16 
HRSA has made awards specifically for MLP as a primary health service since at least 
2015, including a September 2023 initiative targeting disparities in perinatal health.18 
HRSA regulation of FQHCs aligns with MLP’s core premise: that meeting legal needs is 
integral to the delivery of quality care. 
 
Nonprofit hospitals. To maintain federal tax exemption as a charitable organization 
under Internal Revenue Code §501(c)(3), nonprofit hospitals must provide “community 
benefit,” and the Patient Protection and Affordable Care Act of 2010 (ACA) requires 
them to conduct a periodic community health needs assessment (CHNA) and to adopt 
an implementation strategy for meeting identified needs.19 Community health needs 
include “the need to address financial and other barriers to accessing care, to prevent 
illness, to ensure adequate nutrition, or to address social, behavioral, and 
environmental factors that influence health in the community.”20 Beyond CHNAs, MLP 
helps hospitals meet requirements related to NMDOH and health equity in their own 
licensure and accreditation standards and in standards governing the health plans that 
pay them. 
 
Without MLP legal expertise, hospitals may miss critical drivers of community health.21,22 
The American Hospital Association (AHA) comprehensively surveys its members annually 
and includes questions about hospital collaboration with legal services organizations.23 
A research study based on the 2020 survey found that the roughly 55% of hospitals 
reporting a relationship with a legal services organization were more likely to have lower 
health care costs and utilization.24 The AHA recommends “engaging or consulting legal 
organizations to take part in developing a community health needs assessment, to help 
identify interconnections or linkages between health outcomes and legal assistance and 
potential community-level interventions.”25 
 
Veterans Affairs’ outpatient clinics and medical centers. The Veterans Health 
Administration (VHA) provides for the care and treatment of military veterans and is the 
nation’s largest integrated health care system.26 Studies have shown positive 
correlations between MLP and veteran physical and mental health.27,28 Several VHA 
system-wide directives emphasize the importance of civil legal services to the health of 
veterans, such as Directive 1510, which permits in-kind space donation to MLPs or 
similar organizations for training VA medical staff and providing legal care to patients.29 
 
Interdisciplinary and Community Engagement 
Pursuing a more visible, financially sustainable role for MLP has ethical as well as 
clinical significance, as health care professionals, policy makers, and the public confront 
new challenges involving equity, opportunity, and trust in health care. When MLP began 
decades ago, the expectation was that physicians’ clinical knowledge and authority 
would help lawyers do their jobs better. Recent MLP experience suggests that, 
particularly in integrated delivery models associated with academic health centers and 
law schools, lawyers training physicians to operate the levers of social change through 
analysis and advocacy is an equally meaningful interprofessional transfer of 
knowledge.30 

 
Few major infrastructure changes are necessary for most health care entities to 
integrate MLP lawyers into the delivery of care. Mirroring clinical practice, legal service 

https://journalofethics.ama-assn.org/article/how-should-nonprofit-hospitals-community-benefit-be-more-responsive-health-disparities/2019-03
https://journalofethics.ama-assn.org/article/how-should-nonprofit-hospitals-community-benefit-be-more-responsive-health-disparities/2019-03
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delivery includes well-developed systems to track and share social diagnoses, 
interventions, and outcomes, thereby forming an information base for collaboration, 
evaluation, and payment. No expensive referral platform is needed, and best practices 
exist for prioritizing patients’ needs and pursuing both individual and population health 
strategies to meet them.31,32 
 
We do not argue for medicalizing legal drivers of health or transferring responsibility for 
addressing them to hospitals and health professionals.33 Control over legal interventions 
that supplement clinicians’ biomedical perspective should remain with MLPs and other 
community-based legal services entities that have demonstrated their expertise, 
experience, and trustworthiness.34 Health care organizations should be an active, 
creative, but generally deferential partner. 
 
At scale, MLP can also help the nation’s legal aid lawyers improve their overall 
effectiveness at achieving justice. In 2020, the American Academy of Arts and Sciences 
endorsed MLP and similar collaborations between legal and health professionals as the 
most important step in closing the “justice gap” in American society that contributes to 
health inequity.35 

 
Finally, unlike most other forms of social support, legal services follow a model of 
professional control and client centeredness that is sufficiently similar to medical 
services as to be intuitive to the health professions. As members of the health care 
workforce contend with feelings of powerlessness to serve patients and society in 
accordance with their ethical beliefs, engagement with lawyering skills through MLP can 
help chart a productive interdisciplinary path forward. Many steps can help move MLP in 
this direction, but in our view the most important is for policy makers to accept MLP 
services as a form of clinical care and fund them accordingly. 
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Abstract 
Medical-legal partnerships vary widely in how they are structured and 
use data to inform service delivery. Epidemiological data on certain 
chronic conditions’ prevalence, the incidence of potentially preventable 
morbidity, and health-harming legal factors also influence approaches to 
care. This article draws on a pediatric example of how data-driven 
medical care complements data-driven legal care. This article also 
considers medical and public health ethical frameworks to guide 
protected information sharing, promote optimal service delivery, and 
achieve the best possible medical-legal outcomes. 

 
The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA 
Category 1 Credit™ available through the AMA Ed HubTM. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity. 
 
Drawing on Data 
Medical-legal partnerships (MLPs) address a range of social, economic, and 
environmental challenges by mitigating affronts to legal rights of patients and 
populations (eg, poor housing conditions, denial of appropriate public benefits, 
inadequate special education services). The effectiveness of such collaborations among 
medical, legal, public health, and other sectors is bolstered by the accrual and sharing of 
epidemiological data on health outcomes and on health-harming legal risks (eg, living in 
a community dense with housing code violations).1 Here, we highlight the importance of 
providing data-driven medical care alongside legal care. 
 
Cincinnati Child Health-Law Partnership 
Our MLP, the Cincinnati Child Health-Law Partnership (Child HeLP), links Cincinnati 
Children’s pediatric primary care centers and the Legal Aid Society of Greater 
Cincinnati.2 The founding of Child HeLP in 2008 was formalized through a memorandum 
of understanding. Child HeLP currently encompasses 3 pediatric primary care centers 
serving roughly 30 000 children, the majority of whom are low income and insured by 
Medicaid. Attorneys and paralegals are on-site at the largest of these clinics. 
 
At these centers, pediatric patients and their families are universally screened for social 
and legal risks (eg, housing instability, food insecurity) during clinic visits. Clinicians refer 

https://edhub.ama-assn.org/ama-journal-of-ethics/module/2821885
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patients for legal advocacy when risks are identified. At the same time, parents or 
guardians sign waivers enabling bidirectional sharing of patient- or family-level data by 
medical and legal partners. This agreement allows medical and legal partners to discuss 
pertinent information with one another. For example, the medical partner could relay to 
the legal partner that a child has a diagnosis like asthma, a condition known to be 
influenced by housing conditions.3 Following placement of the referral order by the 
medical team, legal aid attorneys or paralegals meet with the family (in person or via 
phone follow-up) to determine the optimal course of action. If there are questions or 
updates pertaining to the case, and upon case resolution, the legal partner shares 
information with the medical partner. The Child HeLP management team, comprising 
both medical and legal partners, closely tracks referral numbers, case types, and 
outcomes.1,4 This team also identifies opportunities for system-level advocacy (eg, 
influencing city- or state-level policy) that emerge from patterns recognizable in patient-
level data.5,6 
 

Child HeLP relies on collaborative approaches to measurement and data sharing 
between organizations. Yet as protected patient- and population-level medical and legal 
information changes hands, very real ethical considerations emerge about how and 
when to share what data and with whom. In what follows, we ground our argument 
about the importance of data-driven medical and legal care in a recent case of multiple 
patients, all living in the same apartment complex with various housing concerns. We 
examine this case—and the cross-sector collaboration and data sharing that enabled its 
resolution—using both medical and public health ethical frameworks that show how care 
and data sharing can be extended from patient to population and then refocused on the 
patient. 
 
A Case of Health-Harming Housing 
In 2018, a Delaware limited-liability company acquired a 976-unit apartment complex in 
Cincinnati, and, after 4 years of disinvestment, widespread disrepair posed a serious 
threat to tenants’ health. Tenants were living with water damage, mold, blocked sewer 
lines, hazardous wiring, and pest infestations. A fire in November 2022, followed by 
failure to routinely winterize plumbing, resulted in the flooding of dozens of units. Water 
was shut off multiple times during the winter. The City of Cincinnati issued orders to the 
owner to correct pervasive building, health, and fire code violations or risk legal action, 
but to no avail. Concurrently, tenants organized and voted to have the Legal Aid Society 
of Greater Cincinnati represent their interests. The City of Cincinnati Manager’s Office 
and the Greater Cincinnati Homeless Coalition supported the development of a tenant 
association. A tenant leader created a Facebook Group for tenants to connect, share 
experiences, and get updates on meetings and legal proceedings. 
 
Upon learning of the poor conditions, widely described in local media in late 2022, the 
Child HeLP management team sought to join the effort. At a patient level, the 
management team sought to proactively identify patients and their families living within 
the complex and offer Child HeLP referrals. Accordingly, Cincinnati Children’s team 
members queried the electronic health record for pediatric primary care patients with an 
address within the apartment complex. Members of the clinical team then pursued 
outreach at clinic visits, by phone, or in person. When clinical team members made 
contact, they asked tenants if their children were sick, if they were experiencing poor 
unit conditions or knew of others who were, and offered to help them connect with the 
Legal Aid Society or the tenant association. If families requested a connection, then 
waivers were signed and referrals placed. Cincinnati Children’s community health 

https://journalofethics.ama-assn.org/article/how-access-legal-resources-and-advocacy-foundational-health-justice/2024-08
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workers and community engagement specialists also attended tenant association 
meetings to offer support and resources. 
 
The city filed a public nuisance lawsuit against the owner in January 2023.7 The tenant 
association was allowed to join the city’s suit as an interested party. In addition to 
supporting tenant-patients through existing referral pathways, the Child HeLP team 
supported the city’s litigation with population-level epidemiological data. At a population 
level, the city and tenant association believed that being able to describe the health 
impact of housing conditions on children living in the complex would enhance the case 
for urgent remediation and legal action. After conferring with the Cincinnati Children’s 
compliance and privacy officer, the MLP team deemed that the benefits of sharing 
deidentified data in the aggregate for population-level management outweighed the 
risks. The primary risk was that deidentification would be incomplete, enabling families 
(tenants) to see themselves in shared data and potentially provoking their discomfort 
and compromising their trust in the care team. Because this risk was deemed 
sufficiently small, the Cincinnati Children’s team, in response to city requests and with 
tenant association guidance, tabulated how many children cared for at Cincinnati 
Children’s lived in the complex, the number of pediatric hospitalizations and emergency 
department visits in the preceding 2 years, and the estimated prevalence of select 
chronic conditions sensitive to poor housing conditions (eg, asthma). 
 
The analysis identified approximately 200 children who had more than 450 clinical 
encounters between May 2021 and April 2023. These encounters included more than 
40 hospitalizations and 300 emergency department visits. The most common diagnosis 
codes attached to encounters were diseases of the respiratory system and injuries. 
Using comparative citywide data available from the Cincinnati Children’s electronic 
health record system, we were able to quantitatively demonstrate that patients living in 
the complex had higher incidences of hospital admissions and emergency department 
visits and a higher prevalence of asthma than Cincinnati youth not living in the complex. 
These epidemiological data were paired with data emergent from housing inspections 
completed by city health and building department officials prior to a scheduled June 
2023 trial in order to inform ongoing litigation. 
 
A court hearing in June 2023, before the trial was set to begin, was requested by the 
mortgage lender that had filed a foreclosure case against the owner in May 2023 for 
defaulting on the lease. This hearing resulted in the establishment of new management 
via appointment of a receiver as temporary property manager to collect rents and 
oversee repairs. The trial was continued to allow the receiver to follow through on these 
responsibilities, and the case is currently ongoing. As such, it is too soon to measure the 
effect of the cross-sector data sharing partnership and litigation on patient- or 
population-level outcomes. That said, the initiation of tangible unit- and complex-level 
improvements holds promise for healthier living conditions and, in turn, healthier 
tenants. 
 
Ethics and Medical-Legal Collaboration 
Medical-legal data sharing allowed members of both the medical and the legal team to 
achieve more impact than they would have had alone. Nevertheless, the case of this 
unhealthy apartment complex—and those who call it home—provokes questions related 
to how we collaborate across sectors to optimize service delivery. Overlaying clinical with 
contextual data can promote more informed care for patients and more efficient 
recognition of risk patterns across, and actions for, populations.8,9 Yet privileged, 
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protected information should be shared with caution and in alignment with legal and 
ethical standards,10,11 especially as we move our focus from patient to population, 
apartment unit to complex, and back again. 
 
The American Medical Association defines core ethical principles related to patient care, 
two of which are relevant here: (1) “a physician shall respect the law and also recognize 
a responsibility to seek changes in those requirements which are contrary to the best 
interests of the patient”; and (2) “a physician shall recognize a responsibility to 
participate in activities contributing to the improvement of the community and the 
betterment of public health.”12 Pursuant to these principles, patient-level data are 
shared with consent when in the “best interests of the patient”—and deidentified 
population-level data are shared when consent is difficult to obtain but sharing is 
anticipated to benefit patients in the aggregate (eg, when hundreds of children live in a 
deteriorating, health-harming apartment complex).12 
 
In our pediatric primary care centers, legal care is now delivered alongside medical care. 
Clinicians routinely ask patients about health-harming legal factors, such as adverse 
housing conditions. Many also identify the patient’s home community, gleaning insights 
that may prompt referral to Child HeLP.1,2 Should a family consent to a referral to Child 
HeLP, they sign the 2 aforementioned consents: one authorizes the sharing of protected 
health information with the Legal Aid Society of Greater Cincinnati, and the second 
allows the sharing of legal information with Cincinnati Children’s. These releases, 
developed under a memorandum of understanding between Cincinnati Children’s and 
the Legal Aid Society, are compliant with medical and legal requirements.10 They allow 
the medical team to communicate with the legal team about health challenges that may 
be influenced by the environment (eg, asthma) and the legal team to communicate with 
the medical team about the family’s legal rights and legal remedies that could affect 
medical outcomes. Legal advocates communicate with families about those rights as 
well. This approach is not unlike information sharing between primary care and 
subspecialty practitioners insofar as it remains patient centered and problem focused, 
but it expands the notion of what constitutes a subspecialty practitioner. Patient-level 
data sharing, with consent, facilitates effective mitigation of both medical and legal 
risk.2,4 
 
Public health ethics are similarly instructive for mitigating medical and legal risk, 
especially as population-level data is bidirectionally shared—clusters of respiratory 
disease are shared with legal (and public health) partners and clusters of substandard 
housing conditions with medical partners. Kass explicitly argues that “an appropriate, if 
not obligatory,” function of public health is to reduce social ills.13 As such, we believe it is 
an ethical requirement to act to mitigate harmful effects of certain situations (eg, a 
health-harming apartment complex). We also believe it is a duty to share data, to work 
across sectors to improve health and overcome injustice,14 and to ensure that those 
whose data are shared are guiding data uses in meaningful ways. Community “power,” 
epitomized by the tenant association’s data requests and advocacy, ensures that data 
and interventions are community centered, community shaped, and community 
driven.15,16 As clinicians and public health professionals consider their duty to act and 
the benefits of acting, they must acknowledge potential risks. True deidentification may 
not be possible when data emerge from small, insular populations. 
 
Relatedly, the concept of a public health emergency, defined as “an occurrence or 
imminent threat of widespread or severe damage, injury, or loss of life or property 
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resulting from a natural phenomenon or human act,”17 can be instructive when 
confronted by an epidemic of substandard housing driven by the “human act” of 
property neglect. There are formal requirements for governmental agencies to pursue 
public health emergency declarations. Such declarations can lead to funding for public 
health action. They also can spur cross-sector data sharing. And evidence suggests that 
population-level, cross-sector data sharing can guide collaborative action during public 
health emergencies, no matter the pathogen.18 
 
Conclusion 
There is a strong epidemiological and ethical basis for cross-sector collaboration and 
data sharing. We suggest that patient-level data sharing, with appropriate guardrails, 
enables patient-level action that is more proactive and tailored to a specific harm (eg, 
legal advocacy to address a patient’s health-harming housing). We also suggest that 
population-level data sharing that minimizes the potential for identification of an 
individual and that is guided by the population in question enables population-level 
action that can more effectively target risk patterns that are otherwise invisible or easily 
ignored (eg, a cluster of public health-harming housing conditions). All of us clinicians 
collectively seek optimal service delivery and medical outcomes. We are most likely to 
achieve such optimization through collaboration—with consistent connections among 
clinical teams, legal advocates, municipal stakeholders, and, most importantly, affected 
community members. 
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Abstract 
The medical-legal partnership (MLP) and reproductive justice (RJ) 
movements both seek to solve complex problems, serve diverse 
populations with intersectional challenges, and resolve community 
conditions that impact people’s ability to reach their highest health 
potential. Yet MLPs have been overlooked as a strategy to advance 
reproductive health and justice. MLP has distinct advantages for 
advancing RJ, and many MLPs might already be doing RJ work without 
referring to it by name. By intentionally adopting an RJ strategy and 
explicitly addressing the unmet social and legal needs that limit people’s 
ability to plan their reproductive futures, MLPs can better serve their 
clients and contribute to the movement to combat reproductive 
oppression. 

 
Setback in Reproductive Health and Justice  
In June 2022, the US Supreme Court issued its decision in Dobbs v Jackson Women’s 
Health,1 overruling the constitutional right to abortion founded in Roe v Wade2 and 
radically transforming access to reproductive health care in the United States.1,2 As 
predicted, the decision has had disproportionate health impacts on people who face 
discrimination based on other axes of identity.3 These include Black, Indigenous, and 
people of color (BIPOC); people with lower incomes and fewer resources; noncitizens; 
minors; people with disabilities; and people with diverse sexual orientations and gender 
identities.4 Dobbs brought an end to nearly 50 years of abortion jurisprudence and 
standard medical practice.1 One year after the decision, 26 states had banned or were 
likely to ban abortion, thus rolling back access to care for 15.4 million women of color in 
these states.5 These consequences explain how the Dobbs decision has set back 
advocacy for reproductive justice (RJ). 
 
RJ encompasses “the complete physical, mental, spiritual, political, social, and 
economic well-being of women and girls, based on the full achievement and protection 
of women’s human rights.”6 These human rights include rights to “maintain personal 
bodily autonomy, have children, not have children, and parent the children we have in 
safe and sustainable communities.”7 The decision of whether or not to become a parent 
has broad implications for one’s health, income, career, education, and relationships.
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Medical-legal partnership (MLP) is not typically framed as an intervention for RJ. This 
article seeks to fill that gap. MLP is a model of collaboration and joint advocacy between 
lawyers and health care practitioners who seek to improve social conditions that affect 
health and well-being.8 Many social determinants of health, including sociopolitical and 
legal systems that perpetuate generational inequity, shape poor health outcomes and 
cannot be resolved through medical care alone.9 Among them are unaffordable and 
substandard housing, utility shutoffs, food insecurity, erroneous denials of public 
benefits, and inadequate funding for public schools. MLP is an effective means to 
address health and justice gaps, especially for BIPOC and in communities with lower 
incomes.10,11 The communities that are most likely to access and benefit from the 
services of MLPs are the very communities that are disproportionately impacted by laws 
and policies restricting access to sexual and reproductive health care.12 

 
The community conditions that impact reproductive freedom are so broad that many 
MLPs may be doing RJ work without referring to it by name. This article describes the 
distinct advantages of MLPs for RJ advocacy and argues that intentionally adopting RJ 
practices can help MLPs better meet their clients’ needs. 
 
Reproductive Justice Framework 
Roe framed the right to abortion as an individual’s choice of whether or not to have a 
child, without consideration of the social determinants that impact such a choice.2,13 
Following Roe, the mainstream reproductive rights movement adopted a single-issue 
approach by focusing its advocacy solely on abortion and birth control “at the expense of 
a broader agenda.”14 This narrow approach and “choice” framework did not adequately 
recognize the ways in which racism, poverty, sterilization abuse, and other structures of 
subordination influence reproductive destinies, especially for people of color.13,14 In 
response, women of color advocated for a new, intersectional approach to reproductive 
rights that highlighted and challenged the structural barriers to reproductive freedom.15 
 
The term reproductive justice was coined in 1994 by a group of Black women who saw 
the need to better articulate their realities in the movements for sexual and reproductive 
health.16 The RJ framework “analyzes how the ability of any woman [person] to 
determine her [their] own reproductive destiny is linked directly to the conditions in her 
[their] community—and these conditions are not just a matter of individual choice and 
access.”6 RJ integrates multiple issues and diverse constituencies to highlight how 
intersectional forms of discrimination contribute to reproductive oppression.6 RJ differs 
from mainstream reproductive rights advocacy because it includes reproduction and 
parenting and links abortion to other community-centered concerns.6 It unites social 
justice movements in organized messaging and powerful grassroots coalitions.17 
 
Like the movement for health justice, which is associated with MLP,9 RJ seeks to 
eliminate structural inequities, uplift individuals and communities, and secure collective 
power.18 However, engagement between RJ and health justice is limited, contributing to 
the public discourse on reproductive health that focuses on abortion exclusively instead 
of broader issues of protecting bodily autonomy, deciding whether or not to have a child, 
and parenting in safe and sustainable communities.19 Sexual and reproductive health 
exceptionalism, which “siloe[s] off reproductive and sexual health from other health care 
needs,” is rooted in bias and stigma.20 Greater alignment between health justice and RJ 
can build a more powerful and mainstream movement that better meets the needs of 
the most marginalized people, families, and communities.8,18 
 

https://journalofethics.ama-assn.org/article/structural-competency-and-reproductive-health/2018-03
https://journalofethics.ama-assn.org/article/alignment-abolition-medicine-reproductive-justice/2022-03
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How MLPs Advance Reproductive Justice 
The MLP and RJ movements are aligned in several ways: they seek to solve complex 
social problems that “transcend the borders of traditional policy domains, involve a wide 
variety of actors across different scale levels and resist our attempts to solve them”21; 
they serve diverse populations with intersectional challenges8; and they highlight and 
resolve community conditions that impact people’s ability to reach their highest health 
potential by preventing legal and reproductive health crises, respectively. Because of 
these similarities, it is very likely that most MLPs are advancing RJ but have not framed 
their work in this way. 
 
Linking RJ priorities to the types of services that MLPs provide reveals how MLPs help to 
advance RJ. In the literature on MLPs, I-HELPTM refers to advocacy relating to income 
and insurance, housing and utilities, education and employment, legal status, and 
personal and family stability.22 It is often cited to describe the legal domains in which 
MLPs operate. The chart below, adapted from the National Center for Medical-Legal 
Partnership,22 shows how MLPs can intervene to address unmet social and legal needs 
that limit reproductive freedom, thereby advancing RJ. 
 

Table. How Legal Services Help Health Care Address the Social Determinants of Health 
Social 
determinants 
of health 

 Medical-legal partnership 
services  

Advancement of reproductive justice  

Income • Apply for and appeal denials 
of food assistance, cash 
assistance, disability 
benefits.  

• SNAP benefits allow people—including pregnant, 
postpartum, and parenting individuals—to nourish 
themselves and their families.  

• Income from other public benefits pays for necessities, 
such as the practical costs of reproductive health care 
and parenting.  

Insurance • Apply for and appeal denials 
of health insurance. 

• Health insurance covers reproductive health care 
services, including family planning, testing and 
treatment for STIs, pregnancy-related care, and, in 
some states, abortion.  

Housing and 
utilities  

• Prevent evictions. 
• Prevent utility shutoffs. 
• Address unsafe housing 

conditions. 

• Ensuring housing security can help improve birth and 
maternal health outcomes, especially for BIPOC, who 
are more likely to experience homelessness, and Black 
women, who are at highest risk for eviction.23,24  

• In addition, legal interventions can directly address 
poor conditions that pose health risks.25 

Education and 
employment  

• Enforce workplace rights, 
such as those guaranteed 
by the Pregnant Workers 
Fairness Act and the Family 
and Medical Leave Act.  

• Obtain reasonable 
accommodations for people 
with disabilities. 

• The ability to access accommodations or time off from 
work allows people with reproductive health-related 
needs to put their health first without risking their 
economic stability.  

Legal status  • Assist with immigration 
matters, such as 
applications for asylum, 
adjustment of status to 
lawful permanent resident, 
or naturalization. 

• Provide advice on 
immigration status-based 
exclusions from public 
benefits. 

• MLPs can assess the eligibility of undocumented 
mothers, who are less likely to access prenatal care 
due to their immigration status26 and are more likely to 
experience pregnancy complications,27 for emergency 
Medicaid to cover treatment of pregnancy-related 
conditions.  
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Personal and 
family stability  

• Secure restraining orders for 
IPV. 

• Secure adoption, custody, 
and guardianship for 
children.  

• Restraining orders help make homes safer and 
decrease the likelihood of unintended pregnancy and 
perinatal harm. Those most at risk of experiencing IPV 
have a high risk of unintended pregnancy and negative 
reproductive health outcomes.28 Pregnancy and the 
postpartum period are often dangerous times for 
people experiencing IPV; homicide is a leading cause of 
death, especially for Black women.29  

Adapted with permission from National Center for Medical-Legal Partnership.22 

Abbreviations: BIPOC, Black, Indigenous, and people of color; IPV, intimate partner violence; MLP, medical-legal partnership; SNAP, 
Supplemental Nutrition Assistance Program; STI, sexually transmitted infection. 

 
Recognizing MLPs as a Tool for Reproductive Justice 
Presently, there is unprecedented interest in combatting reproductive oppression.5,30 
While inequities in abortion access existed long before Dobbs, the United States has 
seen worsening maternal and infant health outcomes, attacks on gender-affirming 
care,31 and growing maternal health care deserts in the year since the decision was 
issued.32,33 In the 26 states that had already banned or were likely to ban abortion 12 
months after Dobbs,5,34 residents face unique barriers to reproductive freedom. As 
noted, these barriers often fall disproportionately on BIPOC and people with lower 
incomes.5 
 
Yet the potential for MLPs to advance reproductive health and justice is 
underappreciated.35,36 There is a notable overlap in the communities that utilize MLP 
services and the communities that are most harmed by reproductive oppression.5,37 For 
example, the large majority of people who accessed legal aid services in 2021 were 
women, roughly a quarter of whom were aged 18 to 35 years37; in June 2023, more 
than 36 million women of reproductive age lived in states that had banned or were likely 
to ban abortion.5 However, while 60% of MLPs served a “general population” in 2016, 
only 9% targeted pregnancy as a specific health condition for MLP intervention.38 
Screening for health-harming legal needs and directing legal services to pregnant 
patients would align more MLPs with RJ. In addition, nearly half of legal aid clients 
identify as Black, Hispanic of any race, or Native American,39 and Black and Native 
American women are most likely to live in states that ban abortion, with Latinas being 
the largest group harmed by bans.5 Failing to recognize how intersecting identities and 
experiences may structurally disadvantage clients and impact their reproductive future 
neglects the holistic needs of clients and forgoes the power of MLPs to create change in 
lives, communities, and policies. 
 
Recommendations and Conclusion 
One of the advantages of MLPs as a tool for RJ is that the different strategies MLPs 
employ—direct representation, institutional change, and policy advocacy—provide 
several avenues of action for RJ. 
 
Direct representation. On the individual client level, MLP staff can stay informed on 
issues impacting reproductive freedom in their community and build connections with 
local RJ organizations that may be better equipped to handle such issues when they 
arise among MLP patients-clients. For example, MLPs can work in tandem or in 
partnership with resource centers for people experiencing intimate partner violence. 
Additionally, expanding MLPs into abortion clinics or through collaboration with abortion 
funds (organizations that provide logistical and financial support to people seeking 
abortions)40 creates opportunities for MLPs to work with pregnant, postpartum, and 
post-pregnancy clients who are facing significant social and economic challenges and 

https://journalofethics.ama-assn.org/article/how-do-we-know-what-we-dont-know-about-maternal-mortality-after-dobbs-v-jackson/2024-01
https://journalofethics.ama-assn.org/article/why-post-roe-era-requires-protecting-conscientious-provision-we-protect-conscientious-refusal-health/2022-09


AMA Journal of Ethics, August 2024 659 

who otherwise may not find their way to a legal aid office.41 Lawyers and health care 
practitioners (ob-gyns, doulas, and others) can build relationships and partnerships with 
each other in order to reach specific populations with RJ-related legal needs. 
 
MLP staff who work directly with patients-clients can take measures to acknowledge 
their sexual and reproductive needs. Incorporating RJ in MLP may be as simple as 
providing access to condoms in a medical or legal services waiting room, which may 
indicate that the medical or legal professional is comfortable discussing social and legal 
needs relating to sexual and reproductive health, thereby opening the door to patient-
client-initiated conversations about those topics. MLP staff can also create processes 
for identifying compelling client stories and sharing them (with informed consent) with 
legislators or in op-eds for greater impact. 
 
Attorneys can take further measures by counseling clients on the legality and availability 
of abortion care, over-the-counter birth control, and emergency contraception.42 It is 
worth noting that while MLPs funded by the Legal Services Corporation (LSC) are not 
permitted to help clients access abortion care, this restriction does not apply to other 
types of reproductive health care, such as contraceptives or sexually transmitted 
infections testing and treatment.43 MLPs that do not receive LSC funding, such as MLPs 
in law school clinics or non-LSC affiliates of legal aid organizations, are not subject to 
these restrictions. 
 
Institutional change. In an effort to create institutional change within health care 
systems, MLPs can educate health care practitioners on existing laws and policies 
related to sexual and reproductive health,8 perhaps in consultation with the health 
system’s general counsel’s office. Trainings may cover how to prepare for changes in the 
law on medication abortion and birth control,44 current case law interpreting the legal 
definition of an emergency abortion,45 or how patients can access doula coverage under 
Medicaid.46 

 

Policy advocacy. With respect to policy change, lawyers and health care practitioners—as 
stewards of power—are well-positioned to advocate for policies that make health care 
more equitable, accessible, effective, and affordable. For example, they can encourage 
state policy makers to adopt health-promoting options in federal programs, such as 
pregnancy-related Medicaid extensions.47 Lawyers and health care professionals can 
also use their experience working with individual patient-clients and the specific health 
injustices those patients-clients encounter to inform the policy changes for which they 
advocate. In several contexts, MLPs have used this “patient-to-policy” strategy to 
successfully persuade policy makers to enact change.48 
 
Although there are MLPs advancing RJ by working in perinatal settings36—and 9% of 
MLPs target pregnant individuals for MLP services, as reported in a 2016 survey38—it is 
rare or unheard of for MLPs to explicitly make the connection between their work and RJ 
beyond perinatal care. Excluding certain components of sexual and reproductive health 
care, such as abortion and birth control, from the MLP space reflects and reproduces 
stigma, invites partisan divide into the legal-health space, and abandons communities 
who may need these essential services. When MLPs fail to consciously implement RJ 
practices or align their work with the RJ movement, they risk creating an environment 
where clients do not feel safe to express the full scope of their needs.49 
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In the Supreme Court’s opinion in Dobbs, the majority claimed that returning the “issue 
of abortion” to the states would allow the rule of law to prevail.1 Instead, Dobbs created 
a geographic patchwork of laws regulating abortion as well as confusion among patients 
and clinicians about the permissibility of reproductive health care.50,51 As a movement 
founded on the principle that leveraging legal services in health care settings can 
address structural problems at the root of health inequities, MLPs can play a role in 
mitigating reproductive oppression compounded by Dobbs.52 The vision on which RJ was 
founded—reproductive freedom for all—is increasingly under attack, and MLPs can 
support the movement by adopting an intentional RJ strategy and explicitly addressing 
the unmet social and legal needs that limit people’s ability to plan their reproductive 
futures. 
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