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EXECUTIVE SUMMARY

Executive Summary
$is is the "nal report on the outcomes of the 2011 Clayton Utz Foundation Fellowship to 
research Medical-Legal Partnership and its application in Australia. $is report wholeheartedly 
supports a targeted e#ort to build a Medical-Legal Partnership model and culture in Australia, 
in response to community legal and health needs.

Medical-Legal Partnership (MLP) is in its infancy in Australia. In contrast, there is a relatively 
long-standing MLP movement in the United States. While MLPs vary widely, all engage in three 
core activities: providing legal assistance in the healthcare setting, transforming health and legal 
institutions and their practices, and in%uencing policy change.

$e research conducted in preparing this report has revealed that providing legal services in 
partnership with health care providers can have a signi"cant impact on the health of disad-
vantaged people and potentially reduce overall public health costs. Many disadvantaged people 
do not access the legal system, and are more likely to access the healthcare system. $e US 
experience of MLP has shown that legal assistance which is provided at the same time as disad-
vantaged people access health treatment can help to tackle some of the environmental causes of 
poor health, change policies which impact on poor health and reduce readmission rates. 

A preliminary survey of Australian Community Legal Centres indicates that there is some 
awareness of concepts similar to MLP and of the potential bene"ts which MLP can bring to 
legal and health outcomes. $ere are some notable examples of existing multi-disciplinary legal 
practice in the Community Legal Centre sector, along with some awareness of the potential 
challenges (practical and ethical) presented by multi-disciplinary practice.

$ere is some strong interest within the Community Legal Centre sector (and more broadly) for 
the MLP idea and therefore signi"cant scope in Australia to expand both practice and research 
in the MLP approach. 

RECOMMENDATIONS

$is Report recommends the following steps be undertaken:

1. $at a pilot MLP be established in Bendigo, and preparatory work be completed to identify 
and "nalise critical supporting partnerships.

2. $e establishment of further pilot sites which will consciously and critically apply the MLP 
approach, and demonstrate its usefulness in the Australian context.

3. Support for an Australian symposium which will stimulate and inform understanding of 
the MLP concept and explore its application by potential exponents.

4. $at consideration be given to establishing a national ‘centre’ to support the evolution of 
MLP in Australia.

5. $at critical specialist / academic partners be identi"ed for guiding the development of 
appropriate monitoring and evaluation processes for MLP in Australia.

6. $at Clayton Utz give consideration to leading the Australian MLP movement by directly 
supporting MLP style clinics at a range of sites across the country, and through a diversity 
of means.

7. $at a comprehensive survey be conducted across Australian legal, health and social 
services to identify the nature and extent of existing multi-disciplinary practice akin to 
advocacy-health alliances.
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About the 2011 Clayton Utz 
Fellowship to research Medical-
Legal Partnership
In 2011 the Clayton Utz Foundation granted a fellowship to research MLP and explore the 
potential of applying the MLP approach in Australia.

$e resulting project has not been an academic exercise. Instead, the aim was to undertake 
the research in a manner that would simultaneously inform and energise the Australian pub-
lic interest law sector (and related stakeholders) in the theory and practice of MLP, building 
momentum to expand it as a key framework for the delivery of poverty law services and public 
health initiatives.

In broad terms the project was designed to research and scope:
$e establishment and maintenance of medical-legal partnerships in a variety of settings; 
$e application of legal interventions to assist with a range of health outcomes; and
E#ective multi-disciplinary practices, including identifying and navigating potential 
practical and ethical con%icts between partnering professions.

$e speci"c project objectives were to:
1. Research Medical-Legal Partnership in the United States.
2. Survey Australian Community Legal Centres regarding multi-disciplinary practice.
3. Establish foundational relationships with key stakeholders. 
4. Initiate an Advocacy-Health Alliance Symposium 2012 working group.
5. Identify pilot project opportunities in Bendigo, Victoria.

Signi"cant steps have been taken towards achieving these ends, building understanding, interest 
and momentum through a range of means including:

Presenting about MLP practice at the 2011 and 2012 National Conference of CLCs.
Conducting a survey of Community Legal Centres in 2011–12.
Convening an MLP symposium planning group to host the inaugural Advocacy-Health 
Alliance Symposium in Melbourne in November 2012.
Attending the 2012 National Conference of MLP in the United States.
Visiting a range of MLP sites and conducting interviews with MLP practitioners.
Forming strategic relationships with key contacts in the United States.
Publishing an MLP tour blog at www.advocacyhealth.net.au.
Initiating discussions with local health service providers in Bendigo with a view to 
establishing a pilot MLP in Central Victoria.

$e purpose of the fellowship and the resulting report was not to regurgitate the essentials of 
MLP practice. Nor was it designed to catalogue service statistics from each of the sites visited. 
Much of this information can be readily obtained from websites of the relevant services or the 
National Center for Medical Legal Partnership. Instead, the fellowship was designed to glean 
critical and honest insights from experienced MLP practitioners that could assist with the pru-
dent application and development of the MLP model in Australia, and identify a range of factors, 
relationships and opportunities that will optimise the potential to pilot successful Advocacy-
Health Alliances in Australia. 
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Introducing Medical-Legal 
Partnership 
$e relatively long-standing medical legal partnership movement in the United States has 
broken down the barriers to accessible legal services for people experiencing health issues and 
demonstrated the associated health bene"ts of e#ective legal advocacy on behalf of patients.

Advocacy-Health Alliances is a working title given by some legal practitioners in Australia to 
Medical-Legal Partnership. Advocacy-Health Alliances (AHAs) is preferred by some because it 
better communicates that health and advocacy services both include but also extend beyond the 
more narrowly de"ned medical and legal frameworks and professions. $e terms are referred to 
interchangeably in this report.

$e Medical-Legal Partnership (MLP) concept gained prominence during the 1990s in the US, 
championed by the Chief of Paediatrics, Dr Barry Zuckerman, at the Boston Medical Center. Dr 
Zuckerman recognised that a lawyer could help patients navigate the complex legal systems that 
hold solutions to many social determinants of health, and believed that, together, a doctor and a 
lawyer had the best chance of keeping patients healthy.1

According to the recent text Poverty, Health and Law: Readings and Cases for Medical Legal 
Partnership, MLP is a

healthcare delivery model that integrates legal assistance as a vital component of healthcare. It is 
built on the understanding of three key factors: (1) the social, economic and political context in 
which people live has a fundamental impact on health; (2) these social determinants of health o&en 
manifest in the form of legal needs; and (3) attorneys have the special tools and skills to address 
these needs. MLP brings legal and healthcare teams together to provide high quality, comprehen-
sive care and services to patients who need it most.2

$e MLP model has expanded from a single attorney service at Medical-Legal Partnership for 
Children at the Boston Medical Center, to 83 MLP sites incorporating 235 partnerships with 
hospitals and healthcare services across the US, with lawyers (including legal aid agencies, law 
schools and pro bono attorneys) and front-line healthcare providers (including doctors, nurses 
and social workers), serving a range of disadvantaged and vulnerable populations including 
children, the elderly, patients with cancer, pregnant women, and the formerly incarcerated re-
entering the community.3

While MLPs vary widely, all engage in three core activities: providing legal assistance in the 
healthcare setting, transforming health and legal institutions and practices and in%uencing 
policy change.4 $rough this multi-pronged approach, MLPs address key social determinants of 
health by revealing not just how legislation impacts health, but also how the implementation and 
enforcement (or the lack thereof) of laws, regulations and policies determine health outcomes of 
vulnerable populations.5 

1 National Center for Medical Legal Partnerships, Boston Medical Center, accessed on 31 October 2010 at http://www.medical-legalpartnership.org/
about-us/history.

2 Lawton E et al “Medical Legal Partnership: A New Standard of Care for Vulnerable Populations” 74 in Tobin Tyler, E et al (eds) (2011) Poverty, Health and 
Law: Readings and cases for medical legal partnership, Carolina Academic Press, North Carolina.

3 National Center for Medical-Legal Partnership, Boston Medical Center, accessed on 30 June 2012 at http://www.medical-legalpartnership.org/about-us/
history.

4 Lawton E op cit 74.
5 Tobin Tyler, E (2012) ‘Aligning public health, health care, law and policy: Medical-legal partnership as a multilevel response to the social determinants of 

health’ VIII Journal of Health and Biomedical Law 211–47 at 235.
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6 National Center for Medical-Legal Partnership (2011) Starting Your Own Medical-Legal Partnership: A Step-By-Step Guide to Implementing the MLP Model.
7 Liz Tobin Tyler (2012) Aligning Public Health, Health Care, Law and Policy: Medical-Legal Partnership as a Multilevel Response to the Social Determinants of 

Health, Journal of Health & Biomedical Law, VIII: 211-247
8 Lawton, E op cit 74.
9 National Center for Medical Legal Partnership at http://www.medical-legalpartnership.org/national-center/health-act, accessed 31 July 2012.
10 National Center for Medical Legal Partnership at http://www.medical-legalpartnership.org/news/new-legislation-endorses-mlp-in-new-york, accessed 

31 July 2012.
11 New York Legal Assistance Group – LegalHealth, Director’s Message at http://www.legalhealth.org/, accessed 16 April 2012.

Two decades of experimentation and re"nement in the US has distilled seven key elements to 
operating a MLP:

Joint Planning between health and legal partners in assessing need and designing services 
that are "t for purpose.
Priority Setting in order to target key population groups’ health/legal needs.
Facilitating Communication and Feedback to maximise service e'ciency and e#ectiveness 
across disciplines, reinforcing bonds of trust and cooperation while respecting patient/client 
rights to privacy and con"dentiality.
On-site Legal Services maximising the potential for a truly integrated legal service within a 
healthcare institution.
Healthcare Training, investing in healthcare providers to identify legal need and refer patients 
for legal assistance while building internal capacity to undertake preliminary advocacy.
Evaluation/Impact Planning, prioritising the need to identify MLP metrics to measure 
impact, e#ectiveness and return on investment. 
Systems Improvement, engaging in systemic advocacy informed by direct service 
experience.6 

$ese elements indicate that while MLP lawyers partner directly with health care teams, it 
cannot be merely a legal referral service7. What instead is essential is

“… an integrated approach to health and legal services that facilitates critical, e'cient, shared 
problem solving among health and legal teams who care for patients with complex health and legal 
needs.”8

Each of these elements commands signi"cant treatment in the wide range of resources available 
through the National Center for Medical-Legal Partnership, including the excellent MLP Tool-
kit - Starting Your Own Medical-Legal Partnership: A Step-By-Step Guide to Implementing the 
MLP Model and the recent text Poverty, Health and Law: Readings and Cases for Medical Legal 
Partnership. $ey therefore do not require additional treatment in this report. Instead, the foun-
dational principles are explored through the lens of practical experience, with insights captured 
through interviews with MLP exponents in the United States. 

Over two decades in the United States MLP has come to enjoy broad support across the political 
divide. $ere continue to be legislative initiatives co-sponsored by Republicans and Democrats 
to foster the establishment and evaluation of multiple MLP sites across the United States.9 At a 
state level, in 2011 New York became the "rst US state to formally endorse the MLP model. Co-
sponsored by Senator Kemp Hannon (Republican) and NYS Assemblyman Richard Gottfried 
(Democrat) it is evidence of MLP’s broad appeal.10 According to Randye Retkin, director of the 
New York MLP LegalHealth (a program of the New York Legal Assistance Group),

“… By enacting this law, New York State has demonstrated a commitment to addressing the social 
conditions that cause health disparities. In addition, these partnerships assist healthcare facilities in 
preventing unnecessary hospital readmission and providing safe and appropriate discharge plan-
ning. $e law is an important public health tool that will serve as a model for other states across the 
country.”11
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12 Pro Bono Institute, http://thepbeye.probonoinst.org/2011/05/05/walmart-to-launch-signature-medical-legal-partnership, accessed 31 July 2012.
13 Interview with Susan Finegan, chair, Pro Bono Committee, Mintz, Levin, Cohn, Ferris, Glovsky and Popeo, P.C. Boston MA, 5 April 2012.
14 Advocacy-Health Alliances, http://advocacyhealth.net.au/2012/04/09/mintz-levin-mlp-pro-bono-for-the-long-haul, accessed 31 July 2012.

Before turning to the interview responses, it is worthwhile to look at MLP and Pro Bono brie%y, 
because of the genesis of this fellowship and the interest shown by pro bono "rms in Australia 
regarding MLP practice. 

MLP AND PRO BONO

$e legal side of the MLP initiatives has been provided by representatives of all parts of the 
American legal profession. $ese include poverty law and legal aid bodies, private law "rms 
and corporate counsel providing their services pro bono, bar associations, and law schools. $e 
contribution of pro bono to the evolution of MLP and current practice was explored through 
the MLP partner interviews. From the wholesale adoption of MLP in a paediatric setting by 
corporate counsel at US retail giant Walmart,12 to individual case referral programs between 
poverty law services and a panel of pro bono providers, the interviews made it clear that pro 
bono’s contribution is extremely varied and that no single model prevails. An example of the 
sustained contribution by 500-attorney law "rm Mintz, Levin, Cohn, Ferris, Glovsky and Popeo, 
P.C. is impressive and instructive.13 

Mintz Levin was an early adopter of MLP practice, a collaborator with other pro bono "rms, an 
MLP champion to its corporate clients and strategist for the National Center’s Federal MLP for 
Health Act campaign. 

Twelve years ago, Mintz Levin was the "rst "rm to support the Family Advocacy Program 
in Boston (an MLP).
Two years ago, Mintz Levin responded to interest by general counsel at the Dana-Farber 
Cancer Institute to establish an MLP for cancer patients and provided a secondee to the 
project, giving it critical capacity during its establishment phase.
In 2011, subsidiary Mintz Levin Strategies (a government relations consulting group) 
assisted the National Center for MLP to promote its campaign for the MLP for Health Act, 
ultimately securing bi-partisan support for the introduction of the Bill.
In the last quarter of 2012 corporate partner Biogen Idec and Mintz Levin will co-sponsor 
a two-year Equal Justice Works fellow at MLP | Boston. $e focus will be on working 
with patients with sickle-cell disease. Beyond the fellowship, Biogen’s own in-house legal 
department and Mintz Levin lawyers will also assist patients directly and undertake other 
pro bono projects.14

$e contribution of Mintz Levin is instructive because it demonstrates diversity, innovation, 
adaptability, longevity, and a willingness to leverage corporate relationships and lobbying capac-
ities. Australian "rms interested in MLP should look to Mintz Levin to explore what is possible 
in this arena.

An exhortation by one interviewee to ‘do the heavy li&ing’ should also be embraced, inviting 
pro bono "rms to partner in driving MLP development by leveraging corporate and government 
relationships, providing "nancial support and sta# to partnerships, investing in program moni-
toring and evaluation, and going beyond the strict legal brief to undertake broader advocacy to 
support the social needs of clients. 
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Medical-Legal Partnership in the 
United States
RESEARCH METHODOLOGY

$e author conducted an experiential MLP tour to the United States for approximately 4 weeks 
in early 2012 to visit a range of MLPs. He met with representatives from the National Center for 
Medical-Legal Partnership in Boston and attended the National Conference for Medical-Legal 
Partnership. $e author:

observed in situ the operation of a range of MLPs15; 
liaised with a wide cross-section of practitioners during a concentrated period and 
interviewed 32 individuals experienced in MLP; 
observed the range of impacts on the success or failure of MLP including key personalities, 
relationships, organisational policies and procedures and political contexts;  
and
collated and reviewed critical literature relevant to MLP theory and practice16.

BEYOND BASICS

Again, the purpose of this research was not to regurgitate the essentials of MLP practice, or to 
catalogue service statistics from each of the sites visited. Instead, it was designed to glean those 
critical and honest insights from MLP practitioners that could assist with the prudent applica-
tion and development of the MLP model in Australia. $e semi-structured interview process 
was re%ective of this approach. 

$irty-two individuals experienced in MLP were interviewed across a wide selection of sites.17 
Interview participants represented a range of services (e.g. health, legal and social service), 
professions (e.g. medical, social work, legal, academic), locations (e.g. Boston MA, Syracuse NY, 

1. 

15 The following sites were visited or events attended during the tour:
 - 7th Annual MLP Summit, Medical-Legal Partnership: Innovative Solutions for a Healthier Community in San Antonio, Texas
 - 2012 Pro Bono Institute Annual Conference in Washington DC
 - Children’s Law Centre/Health Access Project at the Children’s National Medical Center, Washington DC
 - Syracuse MLP, Syracuse NY
 - National Center for Medical-Legal Partnership, Boston MA
 - Mintz, Levin, Cohn, Ferris, Glovsky and Popeo, P.C. Boston MA
 - Rhode Island Medical-Legal Partnership for Children, Providence, RI
 - Callen Lorde MLP, Manhattan Legal Services, NY
 - Volunteers of Legal Service – Children’s Project, New York, NY
 - Legal Health: New York Legal Assistance Group, New York, NY
 - Cravath, Swaine & Moore LLP, New York, NY
 - Mental Health Law Project of MFY Legal Services, New York. NY
 - HELP MLP, Chester, PA
 - San Francisco Medical-Legal Partnership, CA
 - Volunteer Legal Services Program MLP, San Francisco, CA
 - The Peninsula Family Advocacy Program, San Francisco, CA
 - Los Angeles Medical-Legal Partnership, CA
 - SHIELDS MLP Public Counsel Law Centre, Los Angeles, CA

16 Foundational MLP resources reviewed included: 
 - National Center for Medical Legal Partnership (2011) Starting Your Own Medical Legal Partnership: A Step-By-Step Toolkit to Implementing the MLP 

Model.
 - Tobin Tyler, E (2011) Poverty, Health and Law, Readings and Cases for Medical-Legal Partnership, Teacher’s Manual Roger Williams University School 

of Law Carolina Academic Press, Durham, North Carolina
 - Tobin Tyler, Elizabeth et al (eds) (2011) Poverty Health and Law: Readings and cases for medical-legal partnership, Carolina Academic Press. 

A wide range of articles and reports were also collated and reviewed, many of which can be sourced through the National Center for Medical-Legal 
Partnership.

17 See Appendix A for a list of interviewees. 
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New York NY, Chester PA, Washington DC, San Francisco CA and Los Angeles CA), sites (e.g. 
hospitals, health centres, law "rms, social services) and experience levels (e.g. executive o'cers, 
front-line sta#, supervisors and graduates).

Each MLP expert was asked 14 questions which will prove crucial to the development of MLP in 
Australia. $eir responses are summarized in the following section, with extended quotations 
in the appendix.

SEMI!STRUCTURED INTERVIEW RESPONSES 

QUESTION 1:
What are the unique or outstanding features of your MLP?
Because numerous MLPs were surveyed, responses were predictably diverse, re%ecting the 
variety of services across the US. Unique or outstanding features identi"ed generally fell into 
clusters including:

Target groups
Services targeting particular cohorts, for example people experiencing mental illness and 
associated specialist knowledge of that population within the MLP.
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Practices
Close, if not seamless collaboration between medical and legal partners.
Pro bono services targeting speci"c population groups (adopt-a-clinic or adopt-a-centre). 
Partnerships in a diversity of health services, not just hospitals.
$e capacity to undertake systemic advocacy strengthened by the MLP client service 
experience. 
Conducting diversity education with pro bono volunteers.
Creation of M-BARC (Medical-Legal Bay Area Regional Coalition) to support a network of 
MLPs.

Education
MLPs operated by, or collaborating with, tertiary education programs, for example at 
Stanford and Syracuse.
Community medicine clerkships and externship programs.
Poverty law simulations in law courses.

Resourcing 
MLPs that grew out of healthcare settings, not primarily through the legal service partner 
(Boston, Stanford, MFY New York City).
MLPs that are funded through the health partner.
Longstanding (and recurrent) municipal funding for the MLP – New York City 
(Department of Mental Health and Hygiene) funds MFY Legal Services. 

QUESTION 2:
What were the critical ingredients in establishing your MLP / an MLP?
In broad terms two lists of ingredients emerged – those relating to the nature and cohesion of 
the partnership, and those with an operational focus. 

$e partnership issues are neatly summarised by the familiar mantra ‘relationships are every-
thing.’ Speci"c lessons included:

Having champions with passion and in%uence. Enthusiasm alone is not enough. Or, while it 
might be enough to initiate a project, it is no guarantee of longevity. 
Building understanding and commitment throughout partner organisations, from 
administrators including senior management, "nance and general counsel right through to 
front line service delivery personnel. Deep and broad relationships are imperative. 
Identifying strong partners, especially healthcare partners, given that they vastly 
outnumber the number of legal service programs available.

$e operationally focused ingredients reinforced many of the partnership issues, and included:
Being intentional about planning together and creating buy-in during the planning process. 
Not rushing the process but undertaking solid preparation. 
Understanding the cultural di#erences between the participating professions.
Having the legal partner physically present at the healthcare site.
Translating training material from the legal to the health environment, conscious of the 
respective cultural interpretations brought to that training by the di#erent professions.
Customising MLPs to unique and local needs depending on the client demand and other 
environmental issues.
Measuring impact from the commencement of projects, not as an a&erthought.
Settling on the metrics that matter for the respective partners to justify the investment in 
MLP beyond the start-up phase.
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QUESTION 3: 
What are the critical ingredients in sustaining your MLP/an MLP?
While responses indicated a development of themes and lessons from establishing MLPs, the 
question of sustainability brought funding issues to the fore. Importantly, re%ections on funding 
demonstrated a level of sophistication; recognition that long-term solutions do not lie in cycling 
through philanthropic funds by re-inventing projects. Sustainability lies in demonstrating e'-
cacy and value to funders who can commitment to supporting programs over time.

In addition to the funding theme, operational issues again impacted the sustainability question. 

Critical funding issues impacting sustainability were: 
$e need for "nancial investment or resource commitment by the medical partner, in 
addition to the typical investment by the legal partner.
Understanding how funding systems work in di#erent professional "elds.
Demonstrating "nancial bene"t to health service administration.
Identifying key project metrics at the outset, and establishing clear processes for project 
monitoring and evaluation.

Critical operational issues impacting sustainability were:
Being clear about a shared long-term vision for the partnership.
Cultivating deep and broad relationships between partner institutions.
$e importance of messaging your work e#ectively to partners (at all levels) and to key 
external stakeholders.
Maintaining the visibility of the legal service provider within the healthcare setting. 
Getting buy-in from general counsel at health institutions to clearly explain what the MLP 
is and is not trying to achieve.
Ongoing training for attorneys regarding relevant health or health practice issues and for 
health providers regarding relevant legal issues. 
An awareness of the e#ects of vicarious trauma experienced by sta# in the face of di'cult 
patient health scenarios and experiences. 
Integrating the MLP as a pillar within the legal practice partner, not as a novel project but as 
a core service.

QUESTION 4:
What are the three indispensible tips you would give to partners wishing to start an 
MLP?
Unsurprisingly perhaps, the key tips largely reinforced the critical ingredients of establishing 
and sustaining an MLP. Anticipating long term funding needs, interrogating partner suitability, 
investing in partnership development, clarifying the scope of an MLP, navigating cultural 
di#erences and demonstrating value arose time and again. $e work value proposition for sta# 
engaged in MLPs also rated highly.

QUESTION 5:
Imagine that the MLP movement or your service was starting from scratch. Would you 
in hindsight have done anything differently?
Re%ecting on the MLP experience gleaned useful insights, but also revealed typical apprehen-
sions associated with the exercise – that memory distorts reality, that decisions are made within 
a given context, and that the ‘movement’ dimension of MLPs’ evolution necessarily implied a 
level of trial and error and organic development.
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At the national centre or network level re%ections included:
Believing in the value that MLP represented, especially the value of legal services within 
healthcare settings.
Establishing monitoring and evaluation processes at an early stage.
Separating the national centre/national network from local funded sites at an earlier stage to 
enable it to absorb and re%ect the many di#erent practices of MLP.
Embracing other populations from the outset, not just pediatric, and acknowledging the 
applicability of the model across all populations.
Engaging with a broader range of health professions from the outset, rather than having a 
hyper-focus on physicians. 
Greater leadership in the legal community.
Transitioning earlier as a national centre to train the sites that were coming on-line 
and understand how to sustain programs by drawing in resources from the healthcare 
community.

At a local site level re%ections were similar but also included:
Being more demanding of partner (typically health) organisations.
Demanding a funding commitment up front, and securing more funding before 
commencing, while recognising that things are o&en done on a shoestring budget and 
executed well by dedicated sta#.
Spending more time building and reinforcing broad and deep relationships within partner 
institutions.
Tailoring legal education to the health setting.
Instituting a higher value pro-bono model, including "rms/corporate pro bonos adopting 
entire services or population groups.
Having a greater focus on projects with chronic disease populations.
Not expecting a new or graduate lawyer to establish an MLP.

QUESTION 6:
What critical words of advice would you give to pro bono firms?
Like MLPs themselves, the manner in which private and corporate legal practices contribute pro 
bono assistance to MLPs is extraordinarily diverse. $is indicates that there is no single way, 
no secret recipe for MLP pro bono. Rather, it indicates that there is a range of options available 
in achieving the best "t between partners. Examples of the ways in which pro bono practices 
supported MLPs included:

Partnering with poverty law services that mediate or facilitate cases between clients and pro 
bono lawyers.
Financially sponsoring MLPs, or providing secondees or supporting fellows to sta# MLPs.
Utilising lobbying capacity to in%uence policy/legislative development and government 
funding.
Leveraging support from a law "rm’s corporate clients to collaborate to deliver services.
Going beyond the strict legal brief to undertake broader advocacy to support the social 
needs of clients.
Corporate lawyers leading major investment in MLP, e.g. Walmart supporting MLPs 
targeting children.
Leveraging relationships and ‘doing the heavy li&ing’ to drive MLP development.

Other positive comments from interviewees included:
$e bene"ts of thinking small and creatively, to deliver targeted and niche services.
Conversely, the opportunity to adopt entire MLP sites and target whole population groups, 
rather than accepting referrals on a case-by-case basis from a not-for-pro"t legal service 
partner.
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$e work is extremely engaging and rewarding for pro bono sta#, especially engaging with a 
wide range of health professionals.

QUESTION 7:
What critical words of advice would you give to healthcare providers?
Developing a baseline understanding about legal practice and the intent behind the model, while 
imparting an understanding of the healthcare context to the legal partner, were identi"ed as 
critical. Social workers were also singled out as key, being a conduit for services and bridging the 
gap between health and legal services.

QUESTION 8:
What critical words of advice would you give to legal service providers?
While various practical suggestions were made for e#ective legal service delivery within the 
MLP context, exhortations to reimagine the very foundations of legal practice were notable – 
adapting legal practice to the healthcare context, being less litigious and more collaborative and 
focusing on preventative care not tertiary response. 

Practical tips included embedding the MLP in the healthcare delivery site and knowing when an 
issue is beyond the legal partner’s realm of expertise or knowledge and asking the health partner 
for critical input. 

Again, MLP was commended as a rewarding and intellectually stimulating arena of practice, 
reducing burnout and improving retention. $is tends to attract people who think creatively, are 
open to ideas and want to collaborate and share their ideas.

QUESTION 9:
What critical words of advice would you give to clinical legal or health educators?
Interviewees emphasised the overwhelmingly positive bene"ts of exposing law and health 
students to MLP theory and practice (in tertiary education and continuing professional devel-
opment contexts), especially through client and casework exposure within the healthcare 
setting. $e bene"ts of joint, multi-disciplinary education were also stressed – there being no 
substitute for bringing the di#erent disciplines together face-to-face to problem solve and learn 
collaboratively. 

QUESTION 10:
The Australian and US healthcare systems are markedly different and have different 
pressures. To the extent that you are able to comment:

a) To what extent do the unique characteristics of the health (or legal systems) con-
tribute to poor health, rather than other social or biological factors?

A fundamental issue facing proponents of the MLP philosophy outside the US is whether the 
unique systemic conditions and environmental factors that exist in the US in%uence or actually 
contribute to the success of the MLP model. A series of questions was posed to interviewees to 
explore this possibility. 

On the general issue of the broad characteristics of the health or legal system (particularly lack 
of universal health care and poorly funded civil law services), a number of key insights emerged. 
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First, that the unique characteristics of the health system do contribute to poor health, in 
addition to other social or biological factors, although this contribution varies between cohorts 
and geographical areas, depending on what health services and insurance coverage for services 
are available.

Second, that the social determinants of health are a pervasive and perennial issue and impact 
health regardless of, or at least independently of, available health care.

Lastly, aspects of the US health care system can discourage patient candour because patients are 
penalised (by insurers) for being honest and disclosing unhealthy habits (which could lead to a 
denial of healthcare coverage). 

b) To what extent are other social or biological factors largely similar (and what are 
they) within low income or disadvantaged and vulnerable cohorts?

$is question again probes whether the unique systemic conditions and environmental factors 
that exist in the US actually contribute to the success of the MLP model. 

While di#erences between cohorts and geographical areas were clearly identi"ed, there was a 
consistent core of legal issues that are common to disadvantaged populations, or are commonly 
associated with certain health presentations. Some di#erences tended to relate more to what 
issue/s a particular MLP chooses to focus on within a given population, while di#erent legal 
protections and enforcement powers can also lead to varied health outcomes. For example, in 
Arkansas there is no warrant of housing habitability, so the ability to shi& and improve health 
through housing law is diminished.

c) To what extent does the lack of universal health coverage, or diversity of quality of 
coverage, contribute to legal issues of patients? What percentage of matters that 
you see relate in some way to the issue of poor or inadequate health insurance?

It is clearly critical to consider how the absence of universal health coverage impacts population 
health and distorts the impact of MLP. $e second part of the question was designed to iden-
tify and isolate that proportion of MLP work that related to health insurance coverage, so as to 
clarify the relevance of MLP in the absence of these issues. 

Participants indicated that a lack of universal health coverage can be a signi"cant contributor to 
the legal issues of patients, although it is not always so. While it naturally looms larger in areas 
where populations served do not have adequate coverage, it is relatively insigni"cant in others 
where populations, for example children, e#ectively have universal coverage (usually because of 
state-based health funding schemes for this cohort) notwithstanding their poverty. Even where a 
lack of universal coverage does increase legal barriers (in broad numerical terms), it was general-
ly felt that the general challenges associated with poverty o&en overshadow these impediments. 

A legal partner’s funding source could also reduce or eliminate the number of insurance-related 
matters seen by MLP attorneys. For example, some legal services (operating MLPs) that receive 
Federal Legal Services Corporation mediated funding, which prohibits the services from repre-
senting undocumented people who are in turn typically denied health insurance, will naturally 
have few, if any, insurance related matters.
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QUESTION 11:
Disadvantaged people have contact with a range of service providers e.g. enforcement 
authorities, social security, financial or referral services. Do you think (and have you 
got any evidence for the proposition) that providing or promoting legal services at the 
point of health service delivery is more effective than at other sites or opportunities? 
Why?
It is necessary to isolate the particular contribution of MLP attorneys, within the mix of services 
and professionals, to improving a patient’s health. To what extent can it be said, for example, 
that the impact of the attorney is greater than an e#ective referral from a skilled administrator, 
advocacy by a social worker or timely advice from a "nancial counsellor?

Overall, respondents indicated that legal assistance services are not necessarily more e#ective 
(when crudely compared to other services), but they play a critical and unique role in the con-
stellation of services that can contribute to improving health outcomes for patients. 

On-site assistance provides immediacy in service delivery that extends beyond the scope of other 
advocate roles, such as social work. Preventative legal services take maximum advantage of the 
initial consultation to address a range of legal issues or potential issues to assist the client to think 
through the options or anticipate issues before they arise. Legal services are most valuable when 
they are an element of wrap-around services. Some services have even developed the notion of a 
‘continuum of advocacy’, recognising the capacity of a range of professionals to provide a level of 
advocacy that stops short of legal advice and representation but is nevertheless valuable.

QUESTION 12:
Because MLPs pointedly target the social conditions that contribute to poor health, to 
what extent are they also political? To what extent is MLP vulnerable because of this, 
or does it have broad appeal regardless of politics. Why?
MLP sits at the intersection of health and rights – issues which o&en evoke strong views in 
the marketplace of ideas when considering the common good, individual liberty and welfare. 
Appreciating this, and the capacity of MLP to be a catalyst for change in that environment, 
is critical when considering the future of MLP and its potential to attract broad-based, main-
stream support. 

While a reasonable proportion of participants did not identify any political element to MLP, the 
majority did so, if for no other reason than that all issues of social expenditure tend to attract a 
level of political analysis and debate in the US. 

Notwithstanding these di#erent perspectives, all agreed that MLP is attractive, or has key points 
of attraction for liberal and conservative sides of the political spectrum. $is has been evidenced 
through various appeals via Republican and Democrat sponsors to secure long-term govern-
ment funding for MLPs.

Interestingly, it was felt that people in a range of professions who witness the bene"ts of MLP 
collaboration "rst hand o&en become ‘microphones’ for speaking powerfully and persuasively 
about poverty and its impacts.
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QUESTION 13:
Has your MLP (or MLPs that you have observed) experienced conflict between the 
participating professions regarding cultural/professional or ethical issues? If so, what 
were they and how did you resolve them?
MLP combines professions with long established and strongly held traditions, practices and 
ethical obligations. In such an environment it is likely that these practices may collide, con%ict 
or at the least require interpretation between professionals. Anticipating and navigating these 
traditions, practices and obligations are critical to the success of MLP. 

While all interviewees identi"ed issues or challenges between professions on all levels, few 
described these as overt con%icts, or con%icts that could not be resolved with persistence and 
good will. Common issues/insights included:

Client/patient con"dentiality (including the use of client case studies).
Managing con%icts of interest between patients/clients.
Di#erences in expectations and experiences of legal/health training.
Misunderstandings because of an absence of a common language between professions. 
Inter-disciplinary training and open communication was identi"ed as being instrumental 
in overcoming cultural barriers. It was felt that the di#erences can enrich the professions.
Authorship – how you cite a study and what is important to highlight in terms of "ndings 
from the study and how you describe them.
$e cautious and conservative nature of certain legal institutions, which can in%ate 
perceived ethical issues.
Managing client–professional privilege where a legal interview is conducted with health 
sta# present.
Misunderstanding on the health side regarding the range of services that a legal partner can 
provide, leading to unrealistic expectations.
Managing cases where the health institution may be a mandated reporter and deciding 
whether the advocate can continue to provide assistance notwithstanding or regardless of 
that report 
Managing tensions between social or health service providers that feel a particular health/
social service has an advantage or edge because they have a MLP lawyer on sta#. 
$e practical and ethical implications of common record keeping systems, particularly 
electronic record systems.
Doctors o&en failing to realise how slow the legal process is and how long it takes to take 
instructions and see a matter through to its end. Conversely, many lawyers failing to 
realise how o&en doctors are called upon to complete burdensome paperwork for patients, 
including applications, reports, tests and assessments.
Doctors frequently being surprised about what information their patient will disclose to a 
lawyer, that the same patient will not disclose to them as their health practitioner. 

QUESTION 14:
What has been the benefit of having a National Center?
$e evolution of an MLP Network and National Center from the original MLP site at the Boston 
Medical Center has clearly had a transformative e#ect on legal and health services, building 
momentum and advancing the MLP movement nationally. Participants identi"ed a range of 
bene"ts to the Center, which tend to characterise many organisations of this nature, including:

$e Center’s ability to support partners to deploy MLP with stability, providing a repository 
of wisdom and literature, in essence a clearing-house role.
$e Center’s capacity to identify certain principles and articulate the core components of 
the MLP model.
Filtering direct service experiences and best practices that have evolved over time.
Hosting the annual, national MLP conference.
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Current Practice in Australian 
Community Legal Centres
Although MLPs or AHAs are not widely-used terms in the Australian context, it was hypoth-
esised that something which resembles these practices may already exist, even if not yet thought 
of within the Community Legal Centre sector as a movement or model. 

Community Legal Centre Multi-Disciplinary Practice Survey
$e fellowship set out to explore current practice within the Australian Community Legal Cen-
tres. A survey was designed and distributed to the CLC sector in late 2011, following informal 
consultation with peers in the CLC sector and academics at both La Trobe University and the 
Australian National University. 

$e survey aimed to: 
1. Assess the extent of knowledge of CLCs on working in partnership with health service 

providers; 
2. Gauge to what extent collaborations of a health–advocacy nature are currently occurring;  

and 
3. Assess the level of interest and capacity of CLCs to build relationships with health service 

providers in the future. 

$e survey clearly targeted the intersection of legal and health services, with explicit reference 
in its explanatory notes to the Medical-Legal Partnership movement in the US and its three core 
activities: 
1. Legal assistance in the healthcare setting, where legal practitioners work in conjunction 

with health practitioners in the healthcare team to address legal issues that are a barrier to 
the patient’s health.

2. Transforming of health and legal institutions and practices.
3. Broader policy change. 

$e survey focused on the "rst core activity of such partnerships, namely the provision of legal 
assistance in the healthcare setting. In this early survey, the term “multi-disciplinary practice” 
generally was used throughout instead of “medical-legal partnership” or “advocacy–health 
alliances”. While it was also felt that this characterisation stood the best chance of capturing 
as many partnerships and alliances as possible, it is conceded that it might also have confused 
some respondents and and attracted responses regarding multi-disciplinary practices that had 
no direct connection to the health arena – such as "nancial counselling services. 

One hundred and four survey responses were received. 

Broad analysis indicates:
1. An awareness of multi-disciplinary legal practice and some of its bene"ts.
2. Existing examples of multi-disciplinary practice in the CLC sector (in some cases for a 

considerable period of time).
3. Some awareness of the potential challenges (practical and ethical) presented by multi-

disciplinary practice.
4. A very strong interest in evolving this arena of practice.

$e complete responses appear in Appendix B. Some key themes which emerge from the survey 
are discussed below.

2.

17CURRENT PRACTICE IN AUSTRALIAN COMMUNITY LEGAL CENTRES?



Examples of current multi-dsiciplinary practice.
Almost 40% of respondents identi"ed examples of multi-disciplinary partnerships both within 
and beyond the community legal secrot. Examples tended to be those operating within some 
CLCs, typically including lawyers, social workers, community workers and "nancial counselors. 
Examples included seniors’ rights or elder abuse prevention legal services, migrant/asylum 
seeker assistance programs, and prisoner, indigenous, youth and drug outreach programs. Fam-
ily Relationship Centre partnerships were also cited.

Broader collaborations tended to operate either on a case-by-case basis or ‘as-needs’ basis (and 
included other health professionals, social service providers and government authorities) or 
in delivering a particular program at a health site, such as mental health advocacy services or 
"nancial counselling. Examples of CLCs delivering legal assistance to individuals at health sites 
were provided, with West Heidelberg Community Legal Service providing a notable example of 
a Community Legal Centre actually sited at a community health facility. 

Examples beyond the CLC sector included Victoria’s Neighbourhood Justice Centre, featuring a 
multi agency collaborative, case-management approach, the New South Wales Cancer Council 
Legal Referral Service and the Baker & McKenzie Cancer Patients’ Legal Clinic at Melbourne’s 
Peter MacCallum Cancer Institute. 

While very few respondents described formal programs of multi-disciplinary collaboration 
with health professionals, including doctors and nurses, many referred to programs combining 
legal, social work and "nancial counselling roles, or processes of engaging health professionals, 
typically to prepare specialist reports for use in legal proceedings. Forty per cent of respondents 
described some form of partnership with a broadly described “health service”.

Referral relationships between CLCs and health services.
More than 85% of CLCs responded that they receive some client referrals from health service 
providers, with more than 40% receiving some referrals of clients from hospitals, and more than 
60% receiving some referrals of clients from Community Health Services. In turn, more than 
40% of CLCs reported that they have referred their clients to a health service provider. It is also 
clear that the majority of CLC respondents (71.9%) receive requests for secondary consultation 
from health service providers. 

A wide range of health and social service professionals were identi"ed as seeking secondary 
consultation support from CLCs. $ese professionals included social workers, doctors, nurses, 
family and maternal child health nurses, aged care workers, dispute resolution sta#, home-based 
nursing care sta#, psychologists, o'cial visitors, family violence workers, sexual assault workers, 
women’s health workers, police domestic violence liaison o'cers, Aboriginal community work-
ers, women’s refuge workers, and migrant settlement workers.

Examples of matters on which support was sought include: 
What to do when a resident in a supported accommodation program becomes aware that 
there are unexecuted warrants for arrest outstanding and assistance is required to have the 
warrants executed and the client bailed.
Support for patients who are parties in child protection proceedings.
Family law parenting matters.
Where elder abuse is identi"ed and the best way to proceed with the matter is unclear: e.g. 
police intervention, legal assistance, reporting to adult guardian where client lacks capacity.
Where patients have multiple infringement matters to resolve.
For guidance on whether to initiate administration or guardianship proceedings.
Family violence matters.
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Social security law and appeals processes.
Wills and powers of attorney and other end of life decision making matters.
Retirement village or aged care accommodation issues.
Motor car licensing issues.
Managing credit and debt.
Mental health matters, including rights on involuntary detention.
Housing disputes.

Benefits of multi-disciplinary ccollaboration.
Two-thirds of respondents provided an example of collaboration that has led to an improvement 
of social or health outcome for a client. $ese included:

Situations with mould in tenants’ accommodation – having advice from a doctor about 
the safety of the premises/the e#ects of the mould on living conditions is useful in tribunal 
hearings.
An elderly person escaping a violent situation required the solicitor to apply for a Family 
Violence Order. $e social worker provided short-term counselling, assisted to "nd suitable 
accommodation and linked the client with other services such as home-care, community 
health, transport services and recreational activities to reduce isolation, access longer 
term counselling and support services to aid independent living. $e client reports being 
happy and safe for the "rst time in a long period, and has become socially active within the 
community.
Assisting an intellectually disabled couple to return the rental goods and challenge the hire-
purchase agreement thereby increasing the client’s available income for necessary living 
expenses, including rent, food and utilities.

Other bene"ts for the providers of multi-disciplinary collaboration which were given, included:
Legal education to health and social workers leads to them better identifying client legal 
problems and referral for legal assistance.
Townsville Community Legal Service has established a Financial Abuse Prevention 
Working Party. FAPWP has a number of projects under way aimed at decreasing the 
incidence of "nancial abuse of seniors in the community, including the development of a 
legal health checklist, and a checklist for workers on how to identify a valid enduring power 
of attorney. 

Areas of legal practice relating to medical or health issues.
Responses revealed a wide variety of matters where current legal work performed by CLCs 
relates to medical or health issues in some way. Examples include:

Guardianship and administration matters. 
Seniors legal and support services which encounter issues of capacity, depression, anxiety, 
mobility and physical health.
Refugee migration matters where clients experience post-traumatic stress disorder, 
depression, anxiety and grief related issues.
Criminal injuries work where victims of family violence have ongoing psychological 
conditions.
Family law matters where either party may be concerned about a mental health issue that 
impacts on the parent’s capacity to provide a safe environment for the children.
Mortgage hardship services assisting consumers who are facing mortgage foreclosure or 
di'culty maintaining payments. Sometimes, this di'culty is as a result of an accident or 
health issue. For example, a diagnosis of cancer for a borrower where the co-borrower is 
needed to be the carer may result in the loss of two incomes. 
Homeless Persons Legal Clinics assisting clients experiencing drug and alcohol addictions.
Police misconduct issues impacting on the health of a#ected individuals. 
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Almost one-third of respondents had undertaken law reform or policy work on health or medical 
related issues. Examples included:

Townsville Seniors Speak Out Report – advocating for change in policy regarding elder 
abuse, social isolation, aged care entry.
Family violence law reform submissions and community education projects.
Grave Concerns project – regarding the sexual abuse of children with disabilities in care.
Social security law reform, especially eligibility for disability support.
Project involving Department of Housing responses to asbestos contamination in 
Kununurra and Wyndham. $is involves work with local shire, Department of 
Environment and Conservation and Department of Health.
$e Sexual Assault Communications Privilege work advocates for the right of victims of 
sexual assault to protect the privacy of their communications with counsellors from being 
used in evidence in court or being provided to the o#ender in the context of criminal 
proceedings or family law matters.

Ninety per cent of respondents believed that multi-disciplinary practice could enhance their 
CLC services. A range of reasons were o#ered for why multi-disciplinary partnerships could 
enhance current services including:

Better target highly vulnerable clients and lead to improved referrals.
Generate community legal education opportunities with partner organisations.
Lead to better data in conducting social impact evaluations.

Ten CLCs reported currently employing a social worker, and 5 a community worker, but the vast 
majority of CLCs did not employ anyone in a multi-disciplinary role. 

Issues to be overcome.
Participants demonstrated a clear awareness of a range of potential professional conduct or 
practice issues that could impede the operation of multi-disciplinary partnerships. $ese 
included:

Safeguarding client con"dentiality and privacy.
Mandatory reporting obligations of health/social workers. 
Con%icts of frameworks, e.g. best interests, acting on instructions, adopting a rights-based 
framework.
Poor communication between partners leading to misunderstanding or hostility.
Protecting legal professional privilege. 
Managing con%icts of interest. 
Managing potential clashes of culture between some legal and some health service 
professionals due to long-standing mistrust or antipathy (e.g. doctors and lawyers).
Client clarity on which program is providing what service.
Con%icts in the correct policy approach to particular issues between partner services.
Health sta# seeking advice in relation to their own work practices or the practices of their 
employing health service.
Managing complaints against partners.

Developing multi-disciplined partnerships in Australia.
Many of the respondents identi"ed the potential for an MLP model to improve the community 
legal and health landscape in Australia. Participants suggested a range of bene"ts which related 
in general terms to improved overall e#ectiveness and e'ciency in dealing with a constellation 
of issues facing clients / patients, the opportunity for interdisciplinary collaboration, the bene"ts 
of preventative approaches and access to those clients experiencing the greatest vulnerability. 
Comments included:
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People with health issues face greater challenges engaging with the legal system. A 
coordinated approach (legal and health service providers) would assist to address these 
challenges.
Partnerships would provide a formal and comprehensive referral service whereby the 
parties (legal and health) would have a greater awareness of the facilities available as well 
as perhaps, in some instances, having a structured, uniform and collaborative approach to 
addressing a client’s problems.
Many people approach medical practitioners as a "rst port of call. 
Multi-disciplinary partnerships ensure that a person’s issues are not only seen in one 
disciplinary light. $e presenting matter is seen as one part of a person’s life, which will 
be impacting on other areas. For example, if a client presents with a criminal matter, the 
solicitor will provide advice; however, if the stress, social, health or "nancial issues that 
may be underlying this matter are not dealt with it may prevent the advice from being 
appropriate or e#ective. If the solicitor works in partnership with health/allied health 
workers, the client receives a holistic service and has resources available to meet the 
demands of the legal matter and follow the advice. $is type of assistance may also prevent 
further o#ences.
$e knowledge of the sector grows more fully and completely, and can subsequently provide 
better advice, and enhances a lawyer’s ability to review policy to ensure correct application 
by law, and improve reform feedback to government.

Examples of opportunities to explore partnerships were:
Elder abuse prevention legal services partnering with an accountant (volunteer) to assist in 
determining movement of assets and money where "nancial abuse has occurred.
Deploying a mental health legal team (comprising lawyers and social workers) in local 
hospitals.
Creation and distribution of resources to assist GPs and other health care providers to 
support clients applying for a disability support pension.
Forming partnerships between legal service providers and maternal and child health 
services, general practitioner networks, GP super clinics and community health services. 
Working with the General Practice Network to improve accessibility for Aboriginal clients.
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Establishing foundational 
relationships with key stakeholders
Various relationships have been initiated in service to the objectives of hosting a MLP sym-
posium in Australia, promoting MLP style practice in Australia, suggesting steps towards the 
establishment of a National Centre for Advocacy-Health Alliances, and establishing a pilot 
service in Bendigo (that is capable of replication elsewhere). 

Relationships are in a formative stage with interested individuals, organisations and institutions 
in Australia lacking a structured opportunity, and framework, to explore MLP practice further. 
It is hoped that the National Symposium will draw out and identify such parties.

$rough the course of this fellowship, various relationships have been formed, including contacts 
within legal, health and academic areas at various levels – local, state, national and international.

Legal Health Academic

LOCAL Regional law firms Primary Care Partnership 
Primary Care Clinic
Monash University  
  School of Rural Health
Bendigo Health
Loddon Mallee Murray  
  Medicare Local

Monash University
La Trobe University

STATE Clayton Utz (Melbourne)
PILCH Victoria
Baker & McKenzie
Seniors Rights Victoria
Federation of Community 
Legal Centres

La Trobe University
The Royal Children’s Hospital
Vic Health
Cancer Council Victoria

The University of 
Melbourne 

NATIONAL Clayton Utz (Sydney)
Legal Aid Commission of 
NSW
National Association of 
Community Legal Centres
PILCH NSW
QPILCH
Various CLCs

Cancer Council NSW Australian National 
University

INTERN’L National Center for MLP
MLP Partners

MLP Partners MLP Partners

3.
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Initiating an Advocacy-Health 
Alliance Symposium 2012 working 
group
$e CLC survey clearly revealed appetite to advance MLP style practice in Australia.

To evolve MLP style practice in Australia, the inaugural symposium for Advocacy-Health Alli-
ances will held in Melbourne from 15–16 November 2012, with a view to:
1. Catalysing thinking and practice concerning advocacy–health alliances;
2. Forming and strengthening networks; and
3. Identifying actions that can be taken and recommendations that can be made to advance 

advocacy–health alliances in Australia. 

$is proposal has evolved as a direct result of the fellowship and discussions between the Loddon 
Campaspe Community Legal Centre, Victoria’s Public Interest Law Clearing House (PILCH) 
and School of Law, Faculty of Business, Economics and Law, La Trobe University. While initi-
ated by these parties, the project will necessarily involve many other parties and stakeholders. 

A meeting of parties interested in supporting a symposium was convened at PILCH in Novem-
ber 2011. $e meeting identi"ed short-term tasks and numerous participants volunteered 
to contribute to a working group. PILCH and La Trobe have identi"ed further critical tasks 
including funding priorities. $us far the project has obtained funding through the Clayton 
Utz Foundation and La Trobe University, appointed a project administrator and secured three 
internationally renowned guest speakers:

Liz Tobin Tyler, Director of Public Service/Community Partnerships, Lecturer in Public 
Interest Law, Roger Williams University School of Law, Providence
Dr Edward Paul, Director of Medical Education, Yuma Regional Medical Center, Arizona
Pascoe Pleasance – Professor of Empirical Legal Studies, University College London, Faculty 
of Law

4.
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Project Proposal for Pilot 
Advocacy–Health Alliance in 
Bendigo 
Bendigo is both well and uniquely placed to develop a strong MLP pilot. 

Loddon Campaspe Community Legal Centre is keen to deliver a pilot and to continue to cham-
pion the MLP model in Australia.

$ere are numerous potential health and academic collaborators, some of whom have already 
indicated support for an MLP in advance of the writer’s US tour. Potential collaborators include:

Monash University (Bendigo Regional Clinical School of Rural Health)
La Trobe University (allied health and legal faculties)
Bendigo Primary Care Centre (GP Superclinic), a collaboration between Bendigo 
Community Health, Bendigo Health and Monash University
Loddon Mallee Murray Medicare Local
Bendigo Health (undergoing signi"cant redevelopment)
St John of God Hospital Bendigo

$e question is not whether a MLP style pilot is possible in Bendigo, but rather with whom and 
on what terms. Which partnerships will facilitate e#ective and innovative service delivery that 
impacts the health of patients and also paves the way to long-term sustainability? 

Because of the wide choice of potential academic and health collaborators, some of which have 
existing relationships with LCCLC, further time will need to be spent canvassing or further 
canvassing their interest in actively undertaking a pilot. Whatever the "nal composition of the 
pilot, some of its critical elements should include:
1. A three-year initial investment to fund legal and administrative sta#.
2. On-site legal service delivery. 
3. A rigorous monitoring and evaluation process from the outset, potentially involving an 

academic partner.
4. Broad and deep support from the health partner/s, from front line service providers through 

to administration/management and in-house legal services. 

5.
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Future Action/Funding Priorities 
in Australia
$e project has revealed numerous action and funding priorities for the advancement of MLP 
style practice in Australia. As interest in the MLP approach grows these steps will not be taken 
in turn, but may occur simultaneously and feed o# one another. $ese priorities include:
1. Convening the inaugural Australian Advocacy–Health Alliance Symposium.
2. Establishing a national resourcing centre.
3. Supporting the development of Advocacy–Health Alliances across Australia.
4. Identifying critical academic partners.
5. Identifying a range of potential project funders – government, philanthropic, pro bono and 

corporate.

Recommendations
1. $at advocacy be undertaken for the establishment of pilot sites that consciously and 

critically apply the MLP approach in the Australian context.
2. $at consideration be given to establishing a national centre to support the evolution of 

MLP in Australia.
3. $at a symposium be held in Australia to stimulate and inform understanding of the MLP 

concept and explore its application by potential exponents.
4. $at critical specialist/academic partners be identi"ed for guiding the development of 

appropriate monitoring and evaluation processes for MLP in Australia.
5. $at a pilot MLP be established in Bendigo following further preparatory work to identify 

and secure critical supporting partnerships.
6. $at Clayton Utz gives consideration to directly supporting MLP style clinics at a range of 

sites and through a diversity of means. 
7. $at a comprehensive survey be conducted across Australian legal, health and social 

services to identify the nature and extent of existing multi-disciplinary practice akin to 
advocacy-health alliances.

Concerning the establishment of a national centre, an Australian centre could: 
Identify key principles and articulate the core components of an Advocacy–Health Alliance 
model, "ltering direct service experiences and best practices that evolve over time.
Support partners to deploy Advocacy–Health Alliances with stability, acting as a repository 
of wisdom, practice experience and literature and even partnership opportunities – in 
essence, a clearing-house role.
Hosting events to promote and strengthen Advocacy–Health Alliances.

Careful consideration should be given to the respective merits of hosting a centre within 
an existing service provider, academic institution or ‘think tank’. An academic institution 
would bring expertise in monitoring and evaluation and the opportunity for cross-faculty 
collaboration. An existing service provider would bring the experience of direct service 
provision. A ‘think-tank’ may contribute greater capacity in lobbying and communications. 

Regardless of where a centre is ultimately sited, the need to ‘pivot’ and adapt to changing cir-
cumstances will be an ongoing reality, as di#erent skills and emphases will be needed as the 
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movement evolves and matures in Australia. $is has been true of the National Center for MLP 
which evolved in a specialist health setting, embraced and supported a broader application of 
MLP principles over time, developed its networking and resourcing capacities and, most recently, 
decided to transition into an academic institution to really focus on monitoring and evaluation 
(to demonstrate MLP’s return on investment among other objectives) and better position the 
movement to persuade the US Federal Government to make a major investment in MLP. 
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APPENDIX A

Interview Responses from Medical-
Legal Partnership Exponents
(See table at end of Appendix A for full list of interviewees.)

QUESTION 1:
What are the unique or outstanding features of your MLP?
Because numerous MLPs were surveyed, responses were predictably diverse, re%ecting the 
variety of services across the US. Unique or outstanding features identi"ed generally fell into 
clusters including:

Target groups
Services targeting particular cohorts, for example people experiencing mental illness and 
associated specialist knowledge of that population within the MLP.

Practices
Close, if not seamless collaboration between medical and legal partners.
Pro bono services targeting speci"c population groups (adopt-a-clinic or adopt-a-centre). 
Partnerships in a diversity of health services, not just hospitals.
$e capacity to undertake systemic advocacy strengthened by the MLP client service 
experience. 
Conducting diversity education with pro bono volunteers.
Creation of M-BARC – Medical-Legal Bay Area Regional Coalition to support a network of 
MLPs.

Education
MLPs operated by or collaborating with tertiary education programs, for example Stanford 
and Syracuse.
Community medicine clerkships and externship programs.
Poverty law simulations in law courses.

Resourcing 
MLPs that grew out of healthcare settings, not primarily through the legal service partner 
(Boston, Stanford, MFY New York City).
MLPs that are funded through the health partner.
Longstanding (and recurrent) municipal funding for the MLP – New York City 
(Department of Mental Health and Hygiene) funds MFY Legal Services. 

From the Field
Daniel Atkins, Attorney HELP:MLP, Chester, Pennsylvania:

[C]ompared to other MLPs, not all, but many, we work as partner of Healthy Start with a "nite 
population so there’s only a certain number of people who could ever be referred to us and they’re 
all participants of this provider. If you’re partnered with a hospital or another healthcare provider 
you’re open to the possibility of any number of referrals coming your way. …[What] we’re able 
to do is focus on a "nite group of people and it’s a bene"t to us and it’s a bene"t to them I think 
in the sense that it allows us to provide more of a depth of treatment to the multiple legal crises 
being experienced by each family. We’re not just … "xing one problem or sticking a band-aid on 
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something and then moving on to the next. We remain involved with the family … throughout the 
year and they know that they can feel free to come back to us when something else arises that they 
might … be able to get help from us about. 

JoHanna Flacks, Pro Bono Director, Medical-Legal Partnership | Boston:
[W]e have done a pretty good job … of having a component of what we call diversity education for 
pro bono volunteers under the umbrella of cultural competency. $at term for me has always been 
inherently alienating because the opposite of competency is incompetency and no one particularly 
wants to be sitting in a training being told that they’re incompetent on a pretty important level. 
But we do a brief as a targeted training that shares what I call learning from trial and error about 
being aware of other perspectives, to red %ag for people who are about to begin work, going into 
neighborhoods that they’ve never been in before, working with interpreters and they’ve never done 
that before, working with people who have been accused of fraud or dishonesty and the di#erent 
ways that one reacts to that and going through that list of potential landmines. $e way to avoid 
those is to build trusting, productive lawyer–client relationships across cultures. $at’s something 
we’ve made some progress on. 

One "rm that we work with has gone so far as to say that the zip code … 02122 of the health center 
that they adopted has become a second home for a lot of associates who are involved in the project 
and that they really feel the connection to being part of the community and the commitment to 
making a di#erence in the community beyond taking one case at a time – really making a com-
mitment to a deeper and broader level of resource infusion and serving as a change agent for that 
clinic. 

Brooke Heymach, Legal Aid of San Mateo – Peninsula Family Advocacy Program: 
We initially started on a mobile van doing needs assessments of families as well as then providing 
the services that they needed and then a&er that it expanded here in our clinics. … So besides the 
clinics we also accept referrals from throughout the hospital and we were seeing a lot of referrals 
from the new-born nursery and we started to think that it would be really nice to reach out to 
the mothers before they deliver to address a lot of the issues that we were seeing in the new-born 
nursery before the baby was born and their families have that, the stress of a new-born. And so we 
reached out to San Mateo County Medical Center to start seeing mothers in the obstetric clinic 
there and we work particularly with the nurse practitioners there who are some of the "rst front-
line people who see the mothers there. …[S]o those are all the di#erent places that we are cur-
rently at and the only restriction in moving to pediatrics in San Mateo County and throughout the 
Country Clinics is being able to have more man power to see more families.

QUESTION 2:
What were the critical ingredients in establishing your MLP/an MLP?
In broad terms two lists of ingredients emerged - those relating to the nature and cohesion of the 
partnership, and those with an operational focus. 

$e partnership issues are neatly summarised by the familiar mantra ‘relationships are every-
thing’. Speci"c lessons included:

Having champions with passion and in%uence. Enthusiasm alone is not enough. Or, while it 
might be enough to initiate a project, it is no guarantee of longevity. 
Building understanding and commitment throughout partner organisations, from 
administrators including senior management, "nance and general counsel right through to 
front line service delivery personnel. Deep and broad relationships are imperative. 
Identifying strong partners, especially healthcare partners, given that they vastly 
outnumber the number of legal service programs available.
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$e operationally focused ingredients reinforced many of the partnership issues, and included:
Being intentional about planning together and creating buy-in during the planning process. 
Not rushing the process but undertaking solid preparation. 
Understanding the cultural di#erences between the participating professions.
Having the legal partner physically present at the healthcare site.
Translating training material from the legal to the health environment conscious of the 
respective cultural interpretations brought to that training by the di#erent professions.
Customising MLP to unique and local needs depending on the client demand and other 
environmental issues.
Measuring impact from the commencement of projects, not as an a&erthought.
Settling on the metrics that matter for the respective partners to justify the investment in 
MLP beyond the start-up phase.

From the field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership, Boston:

Some people will fall in love right out of the gate … and there are some that dance around each 
other for months before they "gure out a way to move the partnership to the next level. 

… [H]ealthcare institutions can be very distinct, there can be many of them, there can be di#erent 
focuses and so you really want to think through who you’re partnering with and what their invest-
ment is. 

Dr Steven Blatt, Pediatrician, Upstate Golisano Children’s Hospital, Syracuse:
$e medical and legal professions are so di#erent that the cultural di#erences cannot be over-
estimated. … One of them has to deal with con"dentiality. So this morning you and I went to 
a conference where a resident presented a patient – didn’t put the name up but talked about the 
patient and talked about the topic and at the end of it one of the professors said ‘I remember this 
patient very well’. And we do that all the time. And o&en times they’ll put things up and we will 
use the name. And that’s the way doctors work. … I’ll stop in the hallway and tell somebody about 
a patient and say ‘Go see … they need help.’ Where in the legal community you can’t do that and 
they would never talk about a real case that has not yet been made public through other means. So 
when I as a doctor send the patient to another doctor you know – the patient to the pulmonologist 
for asthma – if I see them in the hallway he’ll say ‘Oh I saw Joe,’ and he’ll tell me about him or 
I’ll just go up to him and … ask him and that’s done all the time. But when I send a patient to the 
lawyers as the doctor I want to know what they did. I want to know a lot of what they did. And it 
was very hard to not only be not told what they did but to not even be told if they got there. You 
know – ‘Well what do you mean – I’m not going to send you one more patient if you’re not going 
to give me any feedback!’ I mean that is basic to what I do. And it seems like … an easy thing but it 
was very traumatic in the beginning … because that’s not how doctors work. If you send somebody 
to a consultant and they don’t get back to you, you don’t send them any more.

[A]lso in the same way, how we educate. So we were in a case conference. $ey talked about a real 
case. When I had the lawyers come and present – I said ‘Talk about a case … custody issues to the 
residents,’ – they made up cases and they sounded made up. [I]t was clear they were made up. And 
it turned people o# because you don’t – ‘you can’t even tell me about a real case, you gotta make 
something up?’ So the culture thing is not insigni"cant. Because we all work within our cultures.

I think doctors are much more in the moment than lawyers and so it’s out of sight out of mind. So 
having a physical presence of the lawyers … is crucial… You can’t come as a lawyer and say ‘Okay 
we’re only a half-mile away, call us whenever you need us.’ Nobody will ever call. You have to be 
there on site so people see you. I think lawyers are much better with that but doctors are not … 
because we get distracted very easily.
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Jen Florey, Attorney, Neighborhood Legal Services of Los Angeles County:
[I]f you have a doctor, a nurse or hospital administrator, whoever it is on sta# who’s really pushing 
the program, they can talk to the medical sta# in a way that we can’t. 

Mairi McKeever, Attorney, Volunteer Legal Services Program, San Francisco:
Ellen Lawton gave me some great advice before we got started. She challenged me. She wouldn’t 
give us a star on the map of MLPs until she felt that we had accomplished certain things in the 
establishment of our projects and understood the complexity of it and some of the things were 
communication, the medical partners’ lack of understanding regarding legal people and vice 
versa. …$ere is the setting up of the schedule, understanding that you can’t just have drop ins … 
it can’t just be open door policy and just have everybody stand in line. It’s not like a medical clinic. 
It’s a di#erent type of service that you’re providing. And then also maintaining the lines between 
the two projects, understanding the attorney–client privilege, understanding the doctor–patient 
relationship and con"dentiality and getting all those systems worked out.

Pam Tames, former Director of Training at Medical-Legal Partnership | Boston:
[F]ind key stakeholders, people who are interested in the work that you are going to do, who are 
invested in it and who can model it for others. $en … listen to them … learn from them … have 
them introduce you to other people and … welcome you into the other’s culture, so that when you 
are ready to share some information you have you do it in a way that the other can listen to, want 
to listen to, feels that you understand them and that you are on the same page as them. $at type of 
cultural bridging for medical legal partnership as a whole is essential. 

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[P]reparation. We talked about this for a year before we actually put it into motion. 

Donovan Pratt, Case Management Coordinator, Crozer Chester Medical Center, 
Pennsylvania:

Having data was instrumental … and then collecting the data in the "rst year measuring e'cacy 
was the key in getting renewed opportunities. … [W]e think a bigger key in our survival is having 
the data to support our e'cacy. We need to get more sophisticated about the data, it’s very crude, 
the data that we take right now … where I’d love to longitudinally be able to assess whether what 
[we’re doing is] actually reducing ER visits, reducing missed work, … improving school attendanc-
es, improving birth weights, improving long term health outcomes for our clients. $at’s going to 
take time and more money but that’s … the future and the key to success in our MLP and maybe 
MLPs generally.

Laura Handel, Attorney, HELP:MLP Chester, Pennsylvania:
 [I]t really is about the people who make up this particular project that make it as successful as it is 
because we’ve never been anything but on the same page, in the same book, working with the same 
sort of passion about not just the work that we do but the clients that we’re serving.

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program:
A huge part of it for the beginning … was … working with the hospital legal team and risk 
management team around those issues that most hospitals and clinics initially, when they hear 
bringing in legal services, are just risk averse and think ‘A huge part of it from the beginning ... was 
... workind with the hospital legal team and risk managemtn team around those issues that most 
hospitals and clinics, initially when they hear about bringing in legal services are just risk averse 
and think ‘Why would we take that extra risk,’ but then once they hear the story coming from the 
legal background they really do understand the need for it and say ‘Why worry?’
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Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law:
[H]aving within the medical institution with which you’re partnering … medical champions that 
understand the need for having a lawyer on site. …[T]hat’s not an easy task to convince the medi-
cal community of the importance of this both from a standpoint of … getting around mispercep-
tions about what lawyers do and what their bene"ts are to the patients in the institution but also 
… helping medical providers to understand that we’re not asking them to do more on top of what 
they already do. 

[R]eframing legal services and reframing the importance of how we deal with the medical care in 
this broader context of having legal services is not easy but when you do it and I think we’ve done 
it here and certainly people across the country are starting to do it, once people get it, they get it!

Samantha Morton, Attorney and Executive Director of Medical-Legal Partnership | Boston:
[I]t is important to have a reckoning list; what are the metrics or outcomes that the legal com-
munity working on behalf of vulnerable populations consider important right now, at this moment 
in history? What are the outcomes that the healthcare industry consider important for vulnerable 
patients and making sure that the team is working together to "nd what the points of common 
alignment are and there are many points of di#erence, especially because so many healthcare 
teams and institutions have to be so focused on this notion of ‘return on investment’ and cost 
saving. …[P]artners need to come to these projects we’ve initiated with a real open mindedness to 
having di'cult conversations about fairly foundational philosophical questions.

QUESTION 3:
What are the critical ingredients in sustaining your MLP/an MLP?
While responses indicated a development of themes and lessons from establishing MLPs, the 
question of sustainability brought funding issues to the fore. Importantly, re%ections on funding 
demonstrated a level of sophistication; that a long-term solution does not lie in cycling through 
philanthropic funds by re-inventing projects. It lies in demonstrating e'cacy and value to 
funders who can commitment to supporting programs over time.

In addition to the funding theme, operational issues again impacted the sustainability question. 

Critical funding issues impacting sustainability were: 
$e need for "nancial investment or resource commitment by the medical partner, in 
addition to the typical investment by the legal partner.
Understanding how funding systems work in di#erent professional "elds.
Demonstrating "nancial bene"t to health service administration.
Identifying key project metrics at the outset, establishing clear processes for project 
monitoring and evaluation.

Critical operational issues impacting sustainability were:
Being clear about a shared long-term vision for the partnership.
Cultivating deep and broad relationships between partner institutions.
$e importance of messaging your work e#ectively to partners (at all levels) and to key 
external stakeholders.
Maintaining the visibility of the legal service provider within the healthcare setting. 
Getting buy-in from General Counsel at health institutions to clearly explain what the MLP 
is and is not trying to achieve.
Ongoing training for attorneys regarding relevant health or health practice issues and for 
health providers regarding relevant legal issues. 
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An awareness of the e#ects of vicarious trauma experienced by sta# in the face of di'cult 
patient health scenarios and experiences. 
Integrating the MLP as a pillar within the legal practice partner, not as a novel project but as 
a core service.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

$ere are many MLPs that get started with the initiative of the excited front-line team and that’s 
going to be great for a small-scale project that will have a small scale impact and will probably 
eventually probably peter-out if it isn’t linked into a broader strategic plan that understands how 
two institutions can work together. 

… sustainability is about building that relationship from the front line all the way up through the 
chains of command on both sides of the partnership.

… getting the early investment from philanthropy and grantees to practice what it is like to work 
together is key, but if the long-term vision is ‘we are going try and do this permanently’ then you’re 
going to need both institutions to fall in love with one another as well as the people on the front 
line.

Communication is so key here and cross understanding of how the funding sources work for each 
institution is really critical because if I as a lawyer don’t understand how the funding streams work 
in healthcare systems, then I’m not going to be able to pull up those healthcare funding schemes 
and incorporate that medical-legal partnership, and incorporate recruitment and hiring of an 
attorney as part of a healthcare team. 

Understanding the road map of who you need to know in the healthcare community and who can 
make that happen, and also message your work e#ectively, is key to sustainability because part of, 
I think, the challenge on the legal side in the United States is that we have an entire community of 
legal aid lawyers who are wonderful advocates on behalf of vulnerable populations but they don’t 
know how to advocate for themselves outside of their comfort zone in the business community and 
in institutions where they are not sure of what the stakes are or who the decision makers are, so it’s 
a huge leadership gap that I think contributes to the sustainability challenge.

I think that in order to assert that kind of power it requires on the legal aid side … a wholesale 
re-thinking of how they describe their work. … we see consistently in the legal aid community in 
the United States this discussion of a bunker mentality – maybe, because they’ve been undersold, 
they lose funding and kind of crawl into a bunker and they don’t think strategically about how to 
raise funds. And so it does require a di#erent skill-set, to see the value of your services, to ask for 
an investment but be %exible enough to say: ‘We really don’t even understand what we do. We’re 
going to come on site for a year, and we want to know what you value, and what’s going to make it 
worth you investing if we can demonstrate that we help you to meet those things.’ And that is part 
of the conversation and the dance, that is happening in the MLP community. 

You assume that your work has value and that somebody will pay for it but you also have to assume 
a certain level of %exibility, and you want to align your centers with the institution who is going to 
invest in you. I think again that’s part of what the struggle on the legal side has been … we do legal 
work, we do it in this way, we produce this value; take it or leave it. And MLP investment and sus-
tainability means that instead you say to the health care institution: ‘What is your biggest priority? 
Are you focused on diabetes prevention? Are you focused on keeping kids out of the ER because 
of asthma? Are you focused on cardiology? $at’s your biggest focus as an institution, let’s think 

32 ADCOCACY-HEALTH ALLIANCES



together about what we can do to support that priority as the legal team, instead of the legal team 
coming in saying, these are the priorities we have, take it or leave it. $at unwillingness to bargain 
about how you o#er your services and be %exible is part of the lack of power that the partner feels. 
$ey feel like they don’t have %exibility. And I actually don’t believe that because I’ve got to see 
other legal partners around the country who have felt thoroughly their %exibility and been able to 
ask for and get investment. New York has done it for a long time.

…you’ve got to have a certain amount of con"dence in the value of your services, and a way to 
demonstrate to them the value in a way that’s going to be helpful. And a willingness to walk away 
also, I think that what we see happen with dead-end MLPs is that they fall in love with their part-
ners on the front line and they don’t want to leave this institution even though the institution is 
not going to invest in them, and so you’re in love but you’re going to get evicted… I think when 
you have those conversations up front, you get a lot of quality and you may make that tradeo#. But 
you’ve just got to have the conversations up front. We expect investment a&er 12 months. 

…we’re willing in the legal community to deploy some resources, although what we’re not willing 
to do is take a risk and ask for a little investment back and then say, ‘Well then I’m not going to 
work with you.’

Jen Florey, Attorney, Neighborhood Legal Services of Los Angeles County:
[O]ne of the challenges I think that our sta# have faced is maintaining visibility within the clinic 
because o&en times there are the physicians or case workers who are very good at referring patients 
to us but I don’t think the rest of the sta# necessarily sees that work because you meet with a client 
in private and then a lot of the work is taken o# site. You know, the attorneys are working out of 
their o'ces or calling people, third parties and dealing with those matters. So that can be a bit of 
a challenge. In the new clinic that we’re starting in Boyle Heights we have a paralegal who’s been 
sta'ng it, he’s actually been trying to deal with some of these issues up front by doing a lot of like 
what he calls ‘charmus’ which is chats in Spanish, in the lobby so that the sta# and everybody sees 
that we’re there and so he’ll give topics on whatever, whatever topic would be of interest to people 
in the lobby. 

Will Watts, Attorney, Public Counsel Law Centre, Los Angeles:
[T]rying to help educate individuals about why this model is the model they should fund as 
opposed to some other aspect of legal services or health services for that matter and at the same 
time respecting the fact that the particular population that we’re serving … may not be a popula-
tion that endears a lot of sympathy from some of your traditional funding sources and so being 
able to make the case as to why addressing these needs for this population breaks that cycle of 
poverty or breaks the cycle of whether it’s dependency, substance abuse or what have you; … just 
being able to make that case so that people can put aside whatever prejudices they may have about 
… the particular population and feel the need that it’s for the bene"t of society generally. 

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[Y]ou want to speak to general counsel of the hospital "rst, make him or her understand … and 
the key people within that o'ce, what it is you are doing and what it is you’re not doing. I had 
heard instances at other programs where that wasn’t done and general counsel got the impres-
sion that they were there to advise the health services providers on what their responsibilities and 
limitations were within the context of their profession… So you want to make the general counsel 
understand what it is you are doing and what it is you’re not doing and also get their buy-in. 

… you need to get the buy-in at a number of di#erent levels. We would never have had the success 
that we had were it not for the communication and the training and the investment that we had 
… not just the doctors but the nurses, from the … case managers, the social workers. $ere’s for 
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instance … someone whose title is a child life specialist and we’ve gotten lots of cases from people 
that sit out at reception. So … you need to communicate with those [because] they in terms of the 
day to day… can be even more important for instance than your CEO, CFO and COO …you want 
to reach out to them as well. 

Laura Handel, Attorney, HELP:MLP Chester, Pennsylvania:
… [A]t Healthy Start we are not only located on site 24/7 we are in the o'ce with the case manag-
ers who are our referrers. $e sta# that you train are the same people that we interact with every 
day, we’re not just visiting once in a blue moon, once a month and training sta#. … We’re very 
intimately connected with each other’s work on an everyday basis and so when we open a case with 
a participant here at Healthy Start, the person who’s been referred to us who becomes our client, 
they remain in an ongoing relationship with their case manager as we’re working with them as 
attorneys and so the case manager remains involved in the life of the case in many ways. … we 
protect against con"dentiality or other ethical problems that might arise so we’re … diligent about 
that but there is a sense in which the case manager can and should be, for the bene"t of the service 
recipient, involved in the case. 

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

[T]he federal funding for civil legal assistance for low income populations is a great sustainable 
funding stream but it shouldn’t be the only sustainable funding stream. … in a lot of ways there 
are certain hospitals that have very strong philanthropic endeavors. So children’s hospitals in the 
United States typically get a lot of money funded to them because you want to help sick kids. And 
as a result, that can be a sustainable funding stream to be highlighted in the philanthropy of a 
certain health care institution. I don’t think of grant funding from foundations as always being 
a sustainable funding stream. But it can be a good way to start a program, but again it’s about 
setting expectations so that the assumption isn’t always that you have to get foundation funding. 
I think that one of the biggest areas of growth for the MLP movement will be about setting up the 
return on investment for MLPs so that they can argue that they should get more of the hard core 
funding that healthcare institutions have for their social workers or case managers currently, and 
have some of that set aside for Medical Legal Partnerships.

Renee (Erline) Murphy, Attorney, Children’s Law Center, Washington DC:
[O]ur continued relationships with the people here at the clinic. $e doctors who give us referrals, 
our communications back to them about ‘you sent us this person, they made it through our intake 
process, we opened a case with them, here’s what we’re doing along the way.’ In essence, communi-
cating with them about things that they could use our help with for the family in the case and then 
communicating back to them we have successes. I think that’s a huge part of sustaining it.

Dr Dana Weintraub, Clinical Assistant Professor in the Division of General Pediatrics at 
Lucile Packard Children’s Hospital at Stanford:

$e administration de"nitely sees the bene"t to families but without also showing at the same 
time the "nancial/business bene"ts to the hospital it’s hard for them to support it "nancially. 

We were within general pediatrics here at the hospital but the need for legal services is much greater 
than just within general pediatrics – social services is the department that’s throughout the hospital 
and reaches all di#erent departments at the hospital. So by bringing the service within social ser-
vices we are able to more be seen as a hospital program than just a program that has one paragraph 
in the newsletter that goes out but not everyone sees that. So what are the di#erent avenues that we 
can increase our visibility, both within the hospital and then of course within the community too, 
because we hope that the more visibility we have in the community the more families know about 
our services and then also more potential funding support as well for the program.
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Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
You need a sustainable "nancial base because I know the foundation world and, at least in the 
States, you have to reinvent yourself every few years or funders who originally give you money … 
they stop … Its very hard to get operating costs. 

…you really need a commitment by the health institutions to fund the program. Either part and 
work your way up because otherwise it just – you’re constantly trying to support the medical legal 
partnership. And at this point I’d say about a third of an attorney’s salary is covered by the hos-
pital. So we still have to fund raise for two thirds. Our hope is really to get it to the point where 
maybe it’s 50/50 or at some point even where the hospital really takes it over. Because … you have 
to spend a lot of your time "guring out the bene"ts of the hospital "nancially. We have proven it 
in the States because of Medicaid reimbursement and private insurance issues. But there are other 
ways – we prevent readmissions. …You need to … really "gure out how this MLP "ts into whatever 
is going on in health care in your country. … we’ve spent years trying to "gure that out and … 
that’s why we’ve been successful in New York. … what happens a lot with non pro"ts and also 
even some MLPs I’ve worked with not only in New York but throughout the country – they’re very 
timid about approaching a hospital administrator – they’re scared, … and I think nothing of … 
emailing the head of a hospital because I really say we’re a product that makes sense. And I hate to 
say a product but it’s sort of what we are.

Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law, 
Providence:

[W]e think of it as a pie where we have three pieces to the pie and it’s healthcare … institution dol-
lars that recognize this as a critical part of care, it’s legal services support because obviously they 
are a major factor and partner in this and then it’s foundation or government funding – so … we 
think about it as a three-way partnership.

QUESTION 4:
What are the three indispensable tips you would give to partners wishing to start an 
MLP?
Unsurprisingly, perhaps, the key tips largely reinforced the critical ingredients of establishing 
and sustaining a MLP. Anticipating long-term funding needs, interrogating partner suitability, 
investing in partnership development, clarifying the scope of an MLP, navigating cultural 
di#erences and demonstrating value arose time and again. $e work value proposition for sta# 
engaged in MLPs also rated highly.

From the Field
Mairi McKeever, Attorney, Volunteer Legal Services Program San Francisco:

I don’t think it’s a good idea to put a new person in a situation like this because you have to be 
ready to lead a project, coordinate a project, to tease out legal issues, to teach others. 

... you have to support that person because they are on their own. ... people dump every single issue 
in the world on them and think … that lawyers can solve everything and you have to really protect 
that person from thinking that that’s their job, to solve everyone’s problems.

Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

Enconium [is] kind of watch word. [It’s] … not settling for less, in your legal partner or in your 
health care partner. 

I think that achieving that cross-cultural understanding is pivotal, and understanding what’s a 
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relevant piece of information for you as a lawyer to share with healthcare provider and vice versa. 
[E]xamples of that are, I like to ask lawyers who are like … ‘I’m partnering with this pediatrician 
and they’re really great and they have this clinic and I’m really excited.’ And I say ‘Great, how many 
patient visits a year in that clinic?’ And they say, ‘I don’t know.’ And they go back and "nd out and 
come back and they say 40,000. ‘Okay, how many of those are low-income kids?’ ‘Oh ah, you know, 
that’s 10,000 kids.’ I say ‘Okay you’re going to be able to help about 200 of them. So how are you 
going to message that to the rest of the healthcare team – you’re one lawyer, there are 10 doctors, … 
15 nurses and 4 social workers.’ So really understanding that even though you are meeting with a 
doctor, that doctor is representing an entire institution. $at cross-cultural understanding doesn’t 
happen enough. People don’t do that kind of homework about each other. 

$ere is a lack of bringing the MLP back home to the legal o'ce that is very harmful to the legal 
partners’ sustainability strategy. So it becomes about the lawyer, 2 lawyers or the lawyer and para-
legal that are focused on the clinic, they go o# every week, they are so happy but they never bring 
the health care team back to the legal o'ce to help build support for the program with all the other 
sta# that are back there. So it becomes a very remote, boutiquey thing that people at the legal o'ce 
don’t really have any familiarity with, and again that hurts sustainability. $e reality is that this is a 
health care team that then becomes devoted to the lawyer or the legal team and they’ll do anything 
for them. …$ey want to give back to the legal team that’s brought them so much.

Dr Steven Blatt, Pediatrician, Upstate Golisano Children’s Hospital, Syracuse:
$e holy grail of this is to "nd patients that the lawyer meets with and saves the hospital money, 
and then you can say we saved money for the hospital – what’s more, we did the right thing. And 
that’s a hard one to "nd but you don’t have to "nd too many of them to make your point. And we 
found a few. 

[I]t really adds something that wasn’t there before to have the doctors and the lawyers in the same 
place. I think it makes me a better doctor and I think it makes the lawyer a better lawyer. And I 
think it helps our students learn too. Especially when we … intersect through the patients … And 
it’s very gratifying work and I think the people that do it enjoy it. It’s meaningful. 

Jen Florey, Attorney, Neighborhood Legal Services of Los Angeles County:
…[S]pace logistics are o&en one of the biggest challenges, so make sure that you have anticipat-
ed that up front and … where your attorney’s going to be, if you’re going to have law students 
and volunteers if they’re all going to be there at once, that you actually have enough space for 
them because sometimes there’s not always an understanding of the con"dentiality that you need 
because a lot of our clients will tell lawyers or paralegals things that they wouldn’t tell the medical 
provider … - space is critical.

Pam Tames, former Director of Training at Medical-Legal Partnership | Boston:
…[I]f you are innovative you’re entrepreneurial, you like the idea of creating something, it’s still a 
work in creation … it is a great environment in which to be … I have met some of the most inter-
esting, intelligent, fascinating people doing this work and all doing it with the goal of improving 
the health and wellbeing of individuals. 

Renee (Erline) Murphy, Attorney, Children’s Law Center, Washington DC:
[T]he one thing that I really tell new lawyers is that you need to have good supervision. You need 
to have people who are supportive, who are going to help you "gure out answers to problems even 
if they don’t have them themselves. Most of the time as supervisors do actually already know the 
answers but sometimes they’ll make you "nd it yourself … People who are going to have the time 
to spend with you because you’re new to help you develop the skills and the knowledge base that 
you’re going to need to do the work. 
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JoHanna Flacks, Attorney and Pro Bono Director, Medical-Legal Partnership | Boston:
[R]ecognising that as a law "rm or your in-house legal department that may be accustomed to 
serving what has come to be a familiar group of business cultures [you] are now going to be doing 
what you do when you consider taking on new business clients, which is getting to know a little 
bit about the perspectives of that client who may be, from a business perspective, approaching 
things from a very culturally di#erent point of view. Just to give you one example, a huge area 
that has happened for law "rms in the US … is the IT boom, where law "rms had to really adjust 
culturally to having fee-paying clients who were o&en under 30 and had a very di#erent zeitgeist 
about engaging in business together, and law "rms had to adjust to meet the needs of those clients. 
It’s not a question of right or wrong, it’s just a question of di#erent cultural realities. So now law 
"rms have adjusted in large part to having what’s called a ‘business casual’ style and it works really 
well for a lot of contexts and then in other contexts it doesn’t. 

[T]his work for me is really motivating because … I really do believe that there is enormous com-
mon ground among people who might not ordinarily be considered to have ground in common. 
Doctors or lawyers yes, but also large law "rms and those that are doing public interest work, and I 
think it’s really valuable to think about those commonalities and "nd ways to work together to do 
what we all care about.

Dr Dana Weintraub, Clinical Assistant Professor in the Division of General Pediatrics at 
Lucile Packard Children’s Hospital:

[B]uild in a component of keeping track of dollars saved right away. [H]ave a better way of systemi-
cally tracking … maybe putting a monetary value to our services in a way that really shows the 
hospital what the "nancial bene"t is. 

…it was very helpful for our program to be including evaluation from the beginning, enrolling 
as many families as we could, collecting and analyzing the data and, although the numbers aren’t 
huge, it was able to show both people within the medical legal community as well as potential 
funders the value of the services that we’re doing in a very structured research study.

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program:
[S]ay, ‘We will take whatever you send us,’ and sometimes they send us crazy stu#. It’s … not 
something I would ever want but it’s much better now that we’ve been doing it for a while. [We 
receive] … referrals that are totally outside the realm of what we do but at least we know what to do 
with that; we can refer them to other places or to social service agencies. … whenever you put up a 
barrier with a provider and you start giving them restrictions like ‘Don’t send me cases like this,’ 
or ‘Only send me cases like this,’ then it’s too much of a burden and they are not going to send you 
anything. So I think that if you really want it to be successful, allowing anything to come in and 
then you having to "lter it out. It’s a lot of work but it actually enables a more successful program 
and then over time you can really develop their expertise to get even better cases sent to you.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
…a %exible legal services program that’s willing to meet the needs of the healthcare facility 
patients. In other words, if you go in there and you say all we’re willing to do is wills and they need 
help with bene"ts, it’s not going to work … if you’re not doing immigration and lots of services’ 
programs can’t do immigration and that’s who your population is, it’s not going to work. 
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QUESTION 5:
Imagine that the MLP movement or your service was starting from scratch. Would you 
in hindsight have done anything differently?
Re%ecting on the MLP experience gleaned useful insights, but also revealed typical apprehen-
sions associated with the exercise – that memory distorts reality, that decisions are made within 
a given context, and that the ‘movement’ dimension of MLPs’ evolution necessarily implied a 
level of trial and error and organic development.

At the national center or network level re%ections included:
Believing in the value that MLP represented, especially the value of legal services within 
healthcare settings.
Establishing monitoring and evaluation processes at an early stage.
Separating the national centre/national network from local funded sites at an earlier stage to 
enable it to absorb and re%ect the many di#erent practices of MLP.
Embracing other populations from the outset, not just paediatric; acknowledging the 
applicability of the model across all populations.
Engaging with a broader range of health professions from the outset, rather than having a 
hyper-focus on physicians. 
Greater leadership in the legal community.
Pivoting earlier as a national centre to train the sites that were coming on-line and 
understand how to sustain programs by drawing in resources from the healthcare 
community.

At a local site level re%ections were similar but also included:
Being more demanding of partner (typically health) organisations.
Demanding a funding commitment up front, and securing more funding before 
commencing, while recognising that things are o&en done on a shoestring budget and 
executed well by dedicated sta#.
Spending more time building and reinforcing broad and deep relationships within partner 
institutions.
Tailoring legal education to the health setting.
Instituting a higher value pro-bono model, including "rms/corporate pro bonos adopting 
entire services or population groups.
Having a greater focus on projects with chronic disease populations.
Not expecting a new or graduate lawyer to establish an MLP.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

Let me be clear that from the beginning, on the legal side – keeping in mind that this program 
grew up in a pediatric setting – on the legal side there was always an acknowledgement that these 
legal issues were not the sole province of a pediatric population; that they were cross-cutting across 
all age populations. [T]he movement would have bene"tted deeply from … embracing … other age 
populations right out of the gate, because it would have built our core much more rapidly, and … it 
would have … brought in many many more projects that were … laboring in other populations but 
that weren’t recognized early on. 

…it was very confusing and challenging in the network – the fact that the national center was 
not separated earlier on, from the local funded sites because it didn’t allow the national center to 
absorb and re%ect the many di#erent practices of MLP that were happening nationally. It turned 
into a little more navel gazing to the local program that was next door to the national center rather 
than helping us to look far a"eld to where some of the innovations were happening. 

38 ADCOCACY-HEALTH ALLIANCES



[Getting physician buy-in] was a critical piece of the puzzle but it was almost a hyper-focus of the 
national center to the exclusion of … key professional populations that we now struggle to catch 
up with; … nursing and hospital administrators. [$is] … created trade-o#s that made it chal-
lenging for us to catch up with those particular populations and professions, so we’ve had to very 
intentionally shi& our language to be more open; but we still struggle to make that pivot with the 
network.

… I think that from the national center perspective we looked at the growth of the movement 
around the country and saw people starting programs and that was part of what we wanted to see 
happen. So there was a sense of if you build it they will come, if you create a program funds will 
follow, and I think that was important very early in the movement, but I don’t think we pivoted 
in enough time to train the sites that were coming on-line, how to sustain programs by drawing 
in resources from the healthcare community. So we should have been much more explicit about 
the value of the legal services that were coming in to the health care institution – really focusing 
resources there to help communicate that and train the legal team to create that investment from 
the healthcare team. So we’re playing catch-up there, just as we are with the nursing and hospital 
administration population.

Samantha Morton, Attorney and Executive Director of Medical-Legal Partnership | Boston:
[T]he movement is 20 years old and was born quite predictably in pediatric primary care, not 
only because of the vision of our founder who was a pediatrician but also because of a sort of deep 
cultural embrace of holistic care in pediatric primary care as distinguished perhaps from some 
other medical specialties. However, primary care can be a di'cult healthcare setting in which to 
quickly identify the positive health bene"ts of the intervention, and so I think the movement would 
have bene"ted and will continue to bene"t from strategic projects on chronic disease populations, 
both of the adult and child populations.

Pam Tames, Attorney and former Director of Training at Medical-Legal Partnership | 
Boston:

[W]hen we "rst started training healthcare providers we didn’t know enough to think about the 
di#erent cultures and we began training them in the way one would train lawyers or paralegals 
… we had long outlines and even the powerpoints were very, very text heavy and we soon realised 
that we needed to do it di#erently. We needed to do it more like the way in which healthcare pro-
viders teach each other and a lot of the training that we did was live training. We did create some 
handouts, we created some %ip-sheets, back and front giving some basic information to people but 
they were very text heavy as well and I don’t think … over time they were useful. I don’t necessarily 
think people referred to them. So what we found was that if we could be very clear in our presenta-
tions about 3 goals or 3 take home points, and that we were asking for – I wouldn’t say a low level 
of understanding – but sort of a basic level of understanding and enough for the provider to say I 
am aware of this issue and I am comfortable asking about it because I know I can call someone if 
I need help. 

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
I would have talked to the people higher up sooner. We did a good job of reaching out to our 
general counsel’s o'ce, nice and early and we got her buy in $at was extremely helpful. I think I 
would have talked to the CEO or the CFO in particular and the COO in particular, sooner. 

Daniel Atkins, Attorney, HELP:MLP Chester, Pennsylvania:
Movements are not very organized things ... they start … they’re very scattered and organic. Can 
you ever control a social movement … ? 

… I still think it is largely a legal dominated movement, meaning the real players … are on the 
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legal side and we need to get even better about getting the healthcare profession. … even here our 
medical champions are not the strength of the program. $ey are very supportive and nice but we 
haven’t been able to really get a medical champion engaged.

Charlene Smith, Director of Child Development/Healthy Start at SHIELDS for Families, 
Los Angeles:

Probably done a little bit more research in terms of the medical partner. … we already had the rela-
tionship with the legal aspect, that kind-of was seamless, but the medical partner hasn’t been as, 
for lack of a better word, on-board. So maybe to not assume that because we were in a relationship 
in other programs with a particular medical partner that it would be automatic…

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

[T]he national center probably needed to move to be a more independent organization a little 
earlier. …we went through a long period of time where the local program and the national center 
were under one umbrella organization, and that was very confusing. So if I had to do it all over 
… we would have made that break a little sooner and a lot cleaner so that people understood that 
there was the local program that did local service and there was the national kind of outreach and 
a'liation. I think that part of [why] our now move to George Washington University is such a 
great move is not only geography, so we’re based in DC where there’s a lot of policy being made, 
but that we’re … moving into a public health school which I think is really nice in terms of being 
symbolic of the di#erent sides and the maximal impact. … it helps in terms of clarifying the two 
organizations. $e founding site is here in Boston and that’s important but the national center’s 
activities are so much bigger and outside of the city, the state, the region...

Renee (Erline) Murphy, Attorney, Children’s Law Center, Washington DC:
I … wish I had spent more time just getting to know, not just the doctors, but the other sta# there – 
for example, the people who answer the phone and the nurses. … I wish that I had spent more time 
at the beginning just building those relationships. 

JoHanna Flacks, Attorney and Pro Bono Director, Medical-Legal Partnership | Boston:
I run the risk of criticizing people on whose giant shoulders I stand. [I]f I were starting from 
scratch I’m not sure if I could’ve gotten this program half way as far as it already has come. I think 
something I’ve learned is that the traditional model of referring one case at a time is a model that 
is designed to fail if the goal is meeting the maximum number of patients possible. So I think from 
the beginning I may have wanted to establish a base line that that’s not really the way we do it, 
because … it’s naturally a very attractive way, a very easy way to, it’s kind if the easiest piece to bite 
o#, it’s the lowest hanging fruit. But in the end if your goal is to get beyond that it’s hard to do so 
when you started there – it can be a comfortable place to be. 

[T]his is a conversation that we should be having with more of my pro bono law "rm colleagues, to 
say if we were to start over or how would you react if when we give you a program we actually don’t 
refer similar cases? We set up particular programs to serve speci"c programs – how many people 
would sign up? Would we have 20 partners? Would we have 10 "rms that are making a substantial 
commitment to meeting broader population and topical needs, maybe, I don’t know. $at’s where 
I’m thinking it would be good to lead the program and whether you could’ve gotten there any 
other way than the way we have starting from the beginning 10, 12 years ago, I don’t know.

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program:
[W]e didn’t see changes in … less school days missed and weren’t able to show if … [patients] 
were healthier … like those data points that we were trying to look at like school days missed, 
or a doctor’s visit and that type of thing, we didn’t actually see a reduction in emergency room 
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visits, because you were working with a chronically ill patient who, no matter how much legal 
intervention you give that cancer’s not going away … so to try and show that our legal intervention 
improved their health was a challenge. [F]actors like stress and asking the question … ‘How does 
the family feel?’ because regardless of whether the cancer had gone away, if the family was feeling 
like they could handle the situation or the stress factor you know there’s evidence to show they 
probably had better health.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[S]tarted evaluation and research from the very beginning. I think we’re playing a little bit of catch 
up and we haven’t quite "gured it out yet. I don’t think anybody really has "gured out evalua-
tion and measuring outcomes to my satisfaction in the country. People say ‘We never say that we 
improve health outcomes; we say we improve quality of life, we say that we improve access to care, 
we say that we help maintain treatment regimen, we say we help maintain doctors’ appointments’, 
but except for one study in asthma, we don’t really say that we improve health outcomes because 
it’s really not been measured satisfactorily and it would be great to "gure out that. 

Mairi McKeever, Attorney, Volunteer Legal Services Program San Francisco:
I don’t think it’s a good idea to put a new person in a situation like this because you have to be 
ready to lead a project, coordinate a project, to tease out legal issues, to teach others. ... [you] have 
to really protect that person from thinking that that’s their job, to solve everyone’s problems.

Pam Tames, Attorney and former Director of Training at Medical-Legal Partnership | 
Boston:

[W]e should have "gured out a way much earlier on to value our work, to have other people put a 
dollar value on it and not just give it away, and that’s for the work as a whole as well as the training 
and education component of the work because it’s really hard … years down the road to get people 
to pay for it, because they’ve always gotten it for free.

QUESTION 6:
What critical words of advice would you give to pro bono firms?
As with MLPs themselves, the manner in which private and corporate legal practices contribute 
to MLPs pro bono is extraordinarily diverse. $is indicates that there is no single way, no 
secret recipe for MLP pro bono. Rather, it indicates that there is a range of options available 
in achieving the best "t between partners. Examples of the ways in which pro bono practices 
supported MLPs included:

Partnering with poverty law services that mediate or facilitate cases between clients and pro 
bono lawyers.
Financially sponsoring MLPs, or providing secondees or supporting fellows to sta# MLPs.
Utilising lobbying capacity to in%uence policy/legislative development and government 
funding.
Leveraging support from a law "rm’s corporate clients to collaborate to deliver services.
Going beyond the strict legal brief to undertake broader advocacy support to support the 
broader social needs of clients.
Corporate lawyers leading major investment in MLP, e.g. Walmart supporting MLPs 
targeting children.
Leveraging relationships and ‘doing the heavy li&ing’ to drive MLP development.

Other comments from interviewees included:
$e bene"ts of thinking small and creatively, to deliver targeted and niche services.
Conversely, the opportunity to adopt entire MLP sites and target whole population groups, 
rather than accepting referrals on a case by case basis from a not-for-pro"t legal service 
partner.
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$e work is extremely engaging and rewarding for pro bono sta#, especially engaging with a 
wide range of health professionals.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

[Y]ou want to think small and you also want to think creatively. 

… if you’ve got a senior partner who’s engaged … don’t try to look for a housing eviction case 
for him to handle, bring him into your meeting and let him help you brainstorm about how to 
do some of this relationship building with the healthcare institutions that you’re struggling with. 
Let them do some of that heavy li&ing and leverage those relationships. $at ability to leverage 
relationships is what pro bono partners bring to the table, and we don’t use it e#ectively, as much 
as we could or should. 

…[It’s] thanks to the good work of some of the leaders in the pro bono community in the States 
that we have gotten to engage a whole sector of pro bono attorneys that I think understand better 
the need and opportunity of engaging in organized pro bono activities and participating in pro 
bono models. 

$e Walmart experience is an excellent example of a legal department that supported individual 
attorneys to do pro bono work, but at a certain point realized that they need to have a more coor-
dinated approach to pro bono in order to both build support across their team, to deploy their 
resources more e'ciently, and to really see an impact if they really targeted a particular area. I 
think that there’s a lot of untapped resource there that is in the midst of being tapped. 

In terms of MLP the opportunity is a very strategic one because, again using Walmart as an 
example, because being in-sync with both the legal aid community, which they have been and were 
supportive of, somebody in their team was on the board of the legal aid organization, but they also 
had an interest in and support for the children’s hospital that’s serving their state and so the oppor-
tunity to bring together community institutions as a corporate partner is a very powerful one.

…the opportunity for corporate partners to work in tandem with a health care institution that 
they really care about, that serves the community may align with some of their business interests, 
all of those things make it an even richer experience and opportunity. For the Texas children’s 
hospital to actually understand better the role and importance of legal aid and pro bono work for 
vulnerable populations – I think that’s very satisfying for corporate legal leaders in every com-
munity … if I’m general counsel for AT&T and I’m on the board of the Texas children’s hospital, I 
know as a lawyer that pro bono work is valuable, that legal aid work is valuable and now I get the 
opportunity to showcase our particular expertise to healthcare partners who might not otherwise 
understand the import of that sector.

Mairi McKeever, Attorney and Volunteer Legal Services Program San Francisco:
Well, if it’s a pro bono based project … the law "rm really has to commit to agreeing to taking on 
some of these cases and being trained in the area that’s relevant to the clients’ needs … I "nd that 
it’s much more helpful if a law "rm will say ‘I commit to taking one case a month or two cases a 
month’ or ‘I commit to learning everything about evictions or everything about federal bene"ts 
and I’ll be your go to person.’ It’s very di'cult when law "rms say ‘Oh, I’ll just run it by someone 
and we’ll see if we want to do it’ because it’s hard to prioritize the services you can provide. And 
then in turn the legal services organization needs to understand what the law "rm’s needs are. 
$ey need to be told if certain types of cases are just too time consuming or just completely out of 
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the realm of the interest for a law "rm. So you really need some candid conversations ... you really 
need some straightforward conversations and pointed agreements.

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[B]eing able to deal with this combination of professionals … can be extremely ful"lling for 
their employees, their attorneys and can be … a wonderful learning experience and one that can 
carry over time … just the people you meet and the experiences that you have I think can be very 
bene"cial.

JoHanna Flacks, Attorney, Pro Bono Director, Medical-Legal Partnership | Boston:
$e traditional way or what I call … the a la carte method is simply referring one individual case 
at a time. Matching law "rms with identi"ed capacity with patients identi"ed by a clinician as 
having certain legal needs. Sometimes I will be able to make a match in one try. Sometimes I will 
have to try seven or more times at di#erent "rms before I am able to make a match. But typically in 
the vast majority of cases I am able to make a match. $at traditional method is the least e'cient 
of the methods that we have. It’s the most common and the least e'cient. $e reason it’s the most 
common is because it takes a narrow leap of faith on the part of the pro bono provider. It allows 
them the most up-front consciousness of what to expect. 

On the other end of the e'ciency spectrum and leap of faith spectrum is the adoption by a law "rm 
of a health center or other health clinic and what that adoption means is establishing a relationship 
of commitment to meeting the needs of patients in that clinic by regularly attending an agreed 
upon schedule, it may be twice a month, it may be once a week, and it may meet several clients on a 
clinic day, it may be just one or two, and an established agreed upon leap of faith that we are ready 
to put resources behind meeting with up to X number of clients up to Y number of times a month 
and addressing whatever legal issue they may be presenting from a civil legal aid perspective. 

While that requires the biggest leap of faith it also comes with a lot of bene"ts for pro bono partners 
... In between the sort of a la carte one case at a time referral program and the adoption of a health 
clinic, are what we call adoptions of populations or subject matters, which are a little bit discrete 
in nature, a little bit more predictable. It allows "rms to build internal expertise around one legal 
issue or the constellation of concerns that would face a particular population. An example of that 
is addressing the needs of children with autism as a population, or addressing the needs of people 
who need to naturalize in terms of immigration status. And we’ve had some success with getting 
"rms to make those commitments. I would say in terms of my goals for the pro bono program as 
we grow I’d really like to move towards getting "rms to take the leap of faith with us from that 
e'ciency bene"t and because it will allow us ultimately to meet the needs of more patients.

…it means saying we are willing to agree to help a certain number of patients even if we don’t 
know the black and white value of what that advocacy is going to look like. Even if we don’t know 
whether the case that we interview someone about on Wednesday the 4th is a case that we can 
resolve with one phone call or is a case that will require a year-and-a-half of advocacy. We’re going 
to make that commitment.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[P]ro bono … [love] being on site, they love being connected to the healthcare institution, they love 
working with the doctors so I think pro bono really works. We have P"zer, a major pharmaceutical 
company who is doing our cancer work with us. Not only are they doing the work but they gave us 
funding so … pro bono leads to money…

I don’t really see it as a con%ict for us or for them. $ey’re helping with the legal issue, we’re not 
directing people to drugs, we’re not on the medical side … when I go to NYU with a P"zer attorney, 
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they’re just an attorney … they’re helping us with planning documents or employment issues, so 
they’re really not acting as a P"zer attorney … they’re really acting as a volunteer attorney … If it 
did I certainly would not work with the … company … but it might be di#erent if I was working 
with Emblem Health Insurance, an insurance company. I mean I think we’d have lots of problems 
because we’re always suing … – there may be issues.

Sara E!ron, Associate Director of Volunteers of Legal Service, New York:
Cravath Swaine and Moore, the law "rm, initially said that they did not want to do any 
immigration cases because they didn’t really feel they had the expertise in-house but very slowly 
when they got into it and they kept being asked to do immigration cases, they then got the help 
of the immigration "rm who does their business side immigration work to agree to consult with 
them on immigration matters and then they had this extremely compelling case of a 16 year old 
who needed a kidney transplant and his mum, because of the immigration issue, had returned 
to Columbia in South America. She was barred from coming back into the United States and the 
doctors felt that she would be the best match for the kidney transplant. $ey agreed to take on 
the case and … the "rm used their clout with the highest level of diplomacy and they were able 
to extract this woman from Colombia a&er she was granted humanitarian parole, to come here 
and see if she would be a match for the kidney transplant. She came and sadly she was not and 
because of the kind of special visa they got her she had to return. $ey eventually did "nd a match 
in another relative and when her son was scheduled to have the surgery they successfully brought 
her here a second time so that she could just be here for the surgery and help take care of him 
while he was recuperating. So that’s the kind of thing that would be next to impossible probably to 
orchestrate without a big law "rm involved … and also the resources involved in doing that, but 
they did it and it was a very successful legal case and the kid got his surgery and got the kidney and 
had a very happy outcome. 

…$ere has been incredibly vigorous housing advocacy especially with this Harlem Children’s 
Zone Asthma Initiative that is very tied to looking at the things that trigger asthma frequently … 
we developed a project around that with a law "rm actually that … knew the housing court, knew 
the issues and through incredibly aggressive advocacy has … gotten landlords to make repairs, has 
used some compelling strategies that sometimes have worked … with the pro bono lawyer saying, 
‘You could join with us, we’re trying to help this problem dealing with childhood asthma in Har-
lem and it would be … really great if you would cooperate and make these repairs to your housing 
because this is making these kids sick, or if you don’t want to do that then we could … deal with it 
in a much more di'cult way and litigate …

…if you’re intrigued by the medical-legal partnership model we were very attracted to applying 
this model in public schools in New York City where … the families … have a relationship over 
a long period of time, in some cases even deeper relationship that the health care providers have 
with the people who come in and out of hospitals, and a place were families have trust already. So 
we developed this project working with nine schools about "ve years ago and we have the same 
model where a law "rm commits to the match on an ongoing basis.

… ongoing onsite contact is … a very key ingredient. So however you do it, whether it’s through 
regular … workshops, grand rounds, legal information sessions for sta#, [it’s important] that the 
partners at the host institution see you and they get to know you and they know how you can help 
and what you can do. I think the model of having somebody there on a regular basis whether it’s 
paid or volunteer is the best model. … Some of ours function more on an as-needed basis and then 
they sort of forget about you and when the cast of characters changes, it’s very challenging.
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QUESTION 7:
What critical words of advice would you give to healthcare providers?
Developing a baseline understanding about legal practice and the intent behind the model, while 
imparting an understanding of the healthcare context to the legal partner, were identi"ed as 
critical. Social workers were also singled out as key, being a conduit for services and bridging the 
gap between health and legal services.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

Not only do … [lawyers] like to be the star of the show and talk about all the work that they did 
to help the patient, but they also presume a level of knowledge that is not helpful. So again … 
frequently healthcare providers don’t know the di#erence between civil and criminal. $ey just 
don’t. You’ve got to meet them where they are. So the healthcare providers have to … understand 
the dynamics of the legal community. $ey can’t be just like, ‘All I want you to do is come in and 
help my patients.’ 

But they also have to act as better interpreters for the legal team about how to be e#ective in the 
healthcare setting. And they have to approach it as though the lawyers are not as, you know, a big 
fancy lawyer from a law "rm or an experienced legal aid attorney but talk to them like they’re law 
students, like they don’t know anything at all, because they really don’t know anything about the 
healthcare setting, like zip. And the health care providers’ job is to help them to understand how to 
be e#ective in the healthcare setting. 

Laura Handel, Attorney, HELP:MLP Chester, Pennsylvania:
[I]f the hospital administrators says ‘$is is a wonderful thing to do for our patients just because 
it’s good and it might save us some money and it might … give us some good publicity,’ then it’s 
an easy sell. If you go to somebody who says ‘I don’t like lawyers – all they do sue me,’ then you’re 
never going to get that guy in, so it’s people understanding the values for it.

Mairi McKeever, Attorney, Volunteer Legal Services Program San Francisco:
[T]he legal partner cannot be the lead on requesting funding. It must be the medical partner.

Dr Megan Sandel, Pediatrician interim Executive Director of the National Center for 
Medical Legal Partnership:

[W]ith healthcare providers [it’s] really about helping them understand not only the utility of the 
service but why they should advocate for it and why they should participate in it. Because … most 
physicians will acknowledge that social circumstances in%uence their patients but they don’t think 
it’s part of their job to solve them. And so that part of it is getting them to make that adjustment 
so that they orient their practice from integrating social determinants and then integrate that 
into their healthcare system and then move within systems outside of health care to in%uence the 
health of their populations that they serve. And that isn’t always an inherent de"nition of being a 
physician. I’m going to speak to mostly physicians because that’s what I am – I think that to me is 
the future of medicine, it’s giving the skills and competencies, particularly to physicians, to work 
across disciplines to impact health and be able to really take their natural place in helping to in%u-
ence the social determinants of health. Which I don’t think they’ve done fully to date.

Jocelyne Kravitz, Legal Student Volunteer, Rhode Island Center for Law and Public Policy:
Having MLP in the hospital itself has also been very very bene"cial just because there are many of 
our clients that … are completely oblivious and unaware of the fact that there are free legal services 
out there for them and so because we’re in the hospital and because … we’re working mostly with 
families, … people with children; you’re going to come to the hospital and get your kids vaccinated, 
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you’re going to come to the hospital, you’re always going to come to the hospital so if your doctors 
can say, ‘Oh listen, we have free legal services, they can help you with this,’ … that helps open up 
this idea of power because they don’t know that there are free legal services out there. $ey might 
not even know that there’s Rhode Island Legal Services, the other legal organization in town. $ey 
don’t … understand that there are pro bono attorneys. $ey just completely foreclose any option 
of legally dealing with their problems because they think that they can’t a#ord it so having the pro 
bono legal services in the hospital is a really … e#ective way of … public awareness. 

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program:
Social workers are amazing, that’s where we get the majority of our referrals. When we get a 
case from a social worker we know that it’s really going to be a legal case because they’ve done 
everything that they possibly could and then they’ve passed it onto the lawyer. $e problem is that 
the social workers are so overworked and so limited in what they can do with the families, they 
can only be in inpatients here at the hospital.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[T]he MLP movement is so part of the … medical culture now in a way that it wasn’t 10 years ago. 
… there is a reverse happening where doctors – I literally got a call from a doctor who’s thinking 
of moving from a hospital in New Jersey to one in Brooklyn, one of our hospitals. And he said, ‘I 
won’t make the move unless they agree to do an MLP.’ $at is a sea change. … it used to be that 
we would have to "ght to get into a hospital and there’s a complete change and now everybody is 
recognizing that this is a great model not only for the hospitals and the doctors and social workers, 
but the patients.

…we never go into a hospital without training the doctors "rst or the social workers … We do all 
sorts of training, we have a whole core curriculum; they love it. … $ey have questions not only 
about their patients but they have their own questions and what we try to do is most of our trainees 
are targeted to the patients’ needs. For example, we do minors’ rights to consent to care. We don’t 
really get those cases but the doctors have so many questions about minors’ rights and their ability 
to consent to care; we do a training for them. We don’t want to step on the toes of general counsel 
but we do lots of training.

QUESTION 8:
What critical words of advice would you give to legal service providers?
While various practical suggestions were made for e#ective legal service delivery within the 
MLP context, exhortations to reimagine the very foundations of legal practice were notable – 
adapting legal practice to the healthcare context, being less litigious and more collaborative and 
focusing on preventative care not tertiary response. 

Practical tips included embedding the MLP in the healthcare delivery site and knowing when an 
issue is beyond the legal partner’s realm of expertise or knowledge and asking the health partner 
for critical input. 

Again, MLP was commended as a rewarding and intellectually stimulating arena of practice, 
reducing burnout and improving retention. $is tends to attract people who think creatively, are 
open to ideas and who want to collaborate and share their ideas.
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From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for Medi-
cal Legal Partnership:

As a lawyer on the MLP team I just feel like it’s my responsibility to say you need to blow up every 
single expectation about the way that you do a job and you’ve got to do a complete 180 in the way 
that you do your job. $is is about a public health approach to legal services. $is is not one client 
with a Cadillac of legal services. $is is about thinking about systems change to prevent all of those 
clients who would normally wind up outside your o'ce trying to get access to your services. So it’s 
a very unique opportunity, it’s going to draw on di#erent skill sets and, going back to managing 
your expectations. $is is going to be hard. It’s going to be fun. It’s going to be joyful and it’s going 
to be really hard. 

…know when you don’t have the skill set to respond to the dilemma. I think … of the… lawyer 
who’s trying to identify health outcomes to track. You know the ‘classic;’ that they forget to ask 
their partner about the thing that is in the partner’s zone of expertise. 

… you need to have a legal team that can be advocates on behalf of … clients and do a better job 
of systems advocacy, without the blunt instruments that … the legal community tends to turn to. 

… one of challenges I think in medical legal partnerships, when people don’t do good planning 
and don’t do good roll-out and they don’t do good training for the healthcare providers, is that you 
bring a lawyer on site and then it ends up being the healthcare team is empowered on their own to 
recognize legal issues. So if your training isn’t prescriptive you’re going to end up with a bunch of 
nurses who say, ‘Oh this is a client who has a domestic violence issue and has court tomorrow, can 
you help them?’ I’ve seen that happen in a lot of MLPs, where the MLP legal partner says, ‘Oh my 
God, I’m just swimming in domestic violence and child custody, that’s all they send me.’ [$at’s] 
… because you haven’t done good training and haven’t set good priorities about what it is that you 
want to do. You’re allowed to be prescriptive and say, ‘I’m only going to do disability cases, I’m only 
going to do housing cases.’ You’re allowed to do that and in fact you should or you’re going to end 
up with a bunch of domestic violence cases. 

… concepts that are very foreign to the legal partner of primary, secondary and tertiary prevention 
are concepts that … are so important for the legal community to embrace and grasp so that we 
can think about how to better use our resources … what I want to do is to challenge the legal com-
munity to embrace concepts of prevention and incorporate them as part of how we think about 
our role, which is going to be very challenging because you can’t talk to a legal aid attorney about 
relocating resources from the emergency room, which is how they operate virtually everywhere, 
with a line out the door, you have to reallocate resources. So those are hard conversations – to say 
‘I’m going to take an attorney who is entirely dedicated to prevention and triage, and that is going 
to be their role.’ As opposed to ‘I want to get another attorney who can handle housing eviction 
cases.’ $ose are very real trade-o#s and the legal aid community needs to look to the public health 
community that owns prevention, and the healthcare community … for lessons about how they 
did it, and for strategies and language and help in terms of how do I start to embrace prevention of 
legal issues, how do I document it, how do I train everybody around it and how do I not apologize 
for the fact that I’m reallocating my resources towards preventing evictions by doing this interven-
tion over here rather than waiting for an eviction to show up at my legal o'ce. 

Dan Pepitone, Attorney, Manhattan Legal Services, New York:
[I]n a lot of legal services organizations what I see is people are, like, ‘Oh we’ve been doing this all 
along, like we’ve always had collaborations with community organizations and healthcare pro-
viders and stu#,’ and that is totally true. that’s … the only way that this ever would have really 
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come about, I think. Like the national model and certainly what speci"c individual MLPs have 
done is really intertwined. It provided ways for feedback and working relationships where it’s not 
just about … giving the referral out … a lot of what the other organizations do is more of like an 
outreach and referral process … but when you see it in a place like this where there’s … a real team 
working on every person for health and legal and then you really see where it is achieved… 

[A] lot of people want to see representation in court – ‘So … how many people did you represent 
in court?’ and all of that. … I think … the greater value in what I do is these … smaller things that 
can help so many more people if I get them early on and when you’re just isolated in a legal services 
organization and you’re not going out to the community and working with those community 
service providers then you’re not seeing things early. You’re seeing them when they’re already bad 
and someone’s already … about to get kicked out or lose bene"ts or lose medications and I think 
that’s a real shi& that we need to see … a greater value in that, checking things early.

Donovan Pratt, Case Management Coordinator, Crozer Chester Medical Center, Chester, 
Pennsylvania:

[I]f you are going to start up an MLP program try to make sure you have lawyers and also law 
students who are not afraid to engage people where they are because that’s the most important 
thing. If … you have a lawyer or law students who are going to be working in this collaboration 
and they are not willing to go into somebody’s home because in their view it is substandard and 
you look down upon them you are not going to get the best results that you could get, or that 
family’s not going to bene"t the way they could bene"t. But if you have people who are eager 
who are motivated, willing to be %exible, willing to work together in a collaborative team e#ort 
anything is possible.

… my best advice is to, if you can do it, have the lawyer be part of the workforce of the team, have 
them be … not … a separate entity but have them be very very included within the worksite where 
they are because otherwise you are doing nothing but … transplanting the whole culture of law 
into like a social service or healthcare dynamic where you still have that kind of separatism that 
you don’t want. But if you can "nd some way to make it very very inclusive you will "nd that there 
are so many things and so many avenues that open up that I mean the lawyer as well as the team 
that he or she is working with can do some fabulous work.

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

I think they’re interested in public health law, mostly from how you design the law and how it 
trickles down, without necessarily thinking about how do you always take the individual patient 
experience and move up … it tends to be very much an antagonistic litigative model instead of a 
more collaborative model that … is typically more found in health care. So it’s where MLP pro-
vides a really nice adjuvant to existing legal services.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[Y]our attorneys have to be willing to be more than lawyers – they have to be a little bit of social 
workers and really I think it’s the key that the attorneys have to have … the compassion to work 
with a very vulnerable population and willingness to sort … what they do. I can’t tell you how 
many of our attorneys will spend hours trying to "nd a home for somebody or a special school for 
somebody or even a food bank. … it just gets this desire to really extend their traditional role and 
also we work with very ill clients. So you really have to build into your mission, taking care of your 
sta# because it’s very hard work. 
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Jia Min Cheng, Attorney, San Francisco Medical-Legal Partnership at Bay Area Legal Aid:
[I]t’s been great and very challenging to work outside of the normal legal setting. … legal aid is 
already very di#erent from the usual legal careers where you work in an o'ce and everything is 
very structured and organized. But actually being in the hospital has been very interesting, it’s a 
di#erent set of relationships that I have to manage but it’s been very good and it’s nice to be able 
to spot these issues before they become emergencies, where it gives me more time to deal with the 
issues. And it’s interesting because … doctors [have] long relationships with the patients whereas 
I have short relationships with the client, but I see the families again at the asthma clinic, so now I 
see the families, I can follow up with the families very easily because they just happen to be there 
when I am there. So I can do an uno'cial follow up without it being really adding signi"cantly to 
my workload – I could … insert myself into that but a longer term relationship as a provider talks 
with the families.

QUESTION 9:
What critical words of advice would you give to clinical legal or health educators?
Interviewees emphasised the overwhelmingly positive bene"ts of exposing law and health 
students to MLP theory and practice (in tertiary education and continuing professional devel-
opment contexts), especially through client and casework exposure within the healthcare 
setting. $e bene"ts of joint, multi-disciplinary education were also stressed – there being no 
substitute for bringing the di#erent disciplines together face-to-face to problem solve and learn 
collaboratively. 

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

To really know that there is no substitute for having people get into a room together and talk about 
the di#erent … ways that they problem solve, and giving them a problem to solve together. It’s 
going to help to dispel every myth that we might write about in an academic legal journal.

I don’t frankly understand why law-school clinics wouldn’t all operate in healthcare settings 
around the country. I really don’t understand why we’d be in a legal o'ce … that ba(es me that 
you wouldn’t set your legal program at a law school setting and put it in a healthcare setting where 
people actually go to get services. 

Dr Steven Blatt, Pediatrician, Upstate Golisano Children’s Hospital, Syracuse:
[I]t’s fair to say that most doctors don’t have a clue as to what’s the legal issue or if they have a clue 
they don’t ask about it … I think one needs to start out with the premise that the doctor doesn’t 
know what the legal needs of their patients are … doctors don’t think about it in those terms. You 
know everybody has lots of legal issues – but it’s not my job. But it is my job once it’s pointed out to 
me what to think about. 

Jeannine Casselman, Attorney, Rhode Island Center for Law and Public Policy:
I would encourage all medical legal partnerships to use students. I’ve found that the extern experi-
ence has been very useful not only from a practitioner’s point of view because I can delegate work 
to them, but also because I know that from my own internship experience, that I didn’t get to 
work very closely with an attorney. So in our particular MLP we are a single o'ce which means 
the student has the perspective of everything from the beginning to end of the case and I really 
encourage their participation.
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Pam Tames, Attorney and former Director of Training at Medical-Legal Partnership | 
Boston:

[O]ne of my colleagues, Ellen Lawton, working with a resident early on created something called 
the code card which was very popular with healthcare providers, particularly residents who don’t 
have o'ces, don’t have desks, needed a small code card that they could carry around with them in 
the same way that they carry a code card for dealing with asthma, or dealing with cardiac arrest; 
what are the basic signs, what do you need to do in emergencies, who do you call … we had these 
advocacy code cards which had lists of resources that people could … refer to that had basic infor-
mation … $at was very popular for a while probably for the better part of 5 years. We tried … a 
method of %owcharting a legal problem or a social problem and what would you do with it … we 
knew this method is the method that residents learn during their residency program and so we 
tried to use a method that they had and insert legal or social information and that was probably 
popular for 2 or 3 years. But during the entire time that I worked at medical legal partnership the 
most readily acceptable method of learning was live learning.

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[I]t’s a great way to teach and model – how to work with other disciplines … I’m convinced that 
the only way that we’re going to be able to tackle some of the issues that we see in our lower income 
population is going to be with a multi-faceted approach and it’s going to take an entire group of 
professionals to try to address it together.

Jocelyne Kravitz, Legal Student Volunteer, Rhode Island Center for Law and Public Policy:
In the US there’s a big criticism … that law schools aren’t actually teaching law students how to 
be lawyers, just learning theory and I think that a program like the MLP is exactly the kind of 
program for a law student where we actually learn what it means to be a lawyer working in this 
sort of "eld because we were presented with … the vast array of the issues that our clients would 
present to us and so we would have to decide, put ourselves in the shoes of the attorney and decide 
how it would work. 

I can’t tell you how many of my friends in law school are terri"ed of graduating – they don’t even 
know what they’re going to do, they don’t know how to be a lawyer but I feel like because I did this 
experience I know, I have a bigger sense of what that means, particularly in working directly with 
the clients. 

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
We have a clinic with NYU law school that’s ongoing. We have law students who participate in 
our summer program "ght to work here. I mean literally we have such a competitive process. Law 
students … love the fact that they are connected to doctors and they’re not just sitting in a law 
o'ce, but they’re out in the "eld and they get to meet another discipline and work with another 
discipline…

Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law:
I just met with a medical student yesterday who … was talking about welfare cases … around child 
abuse and neglect and how that’s handled in the hospital and had some issues and concerns about 
that and she said ‘Nobody ever talked to us, has never talked to us in medical school about manda-
tory reporting of child abuse, the standard for it, how we think about it, what’s the consequence of 
reporting a family for suspected child abuse or neglect.’ $at’s a problem in their medical educa-
tion so … my goal along with legal education is that we need to be integrating this stu# much more 
in the medical school curriculum because even if they’re not doing MLP work there’s a lot of these 
issues that they need to understand.
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QUESTION 10:
The Australian and US healthcare systems are markedly different and have different 
pressures. To the extent that you are able to comment:

a) To what extent do the unique characteristics of the health (or legal systems) 
contribute to poor health, rather than other social or biological factors?

A fundamental issue facing proponents of the MLP philosophy outside the US is whether the 
unique systemic conditions and environmental factors that exist in the US in%uence or actually 
contribute to success of the MLP model. A series of questions was posed to interviewees to 
explore this possibility. 

On the general issue of the broad characteristics of the health or legal system (particularly lack 
of universal health care and poorly funded civil law services) a number of key insights emerged. 
First, the unique characteristics of the health system do contribute to poor health, in addition 
to other social or biological factors, although this contribution varies between cohorts and 
geographical areas, depending on what health services and insurance coverage for services are 
available.

Second, that the social determinants of health are a pervasive and perennial issue and impact 
health regardless of, or at least independently of, available health care. Lastly, aspects of the US 
healthcare system can discourage patient candour because patients are penalised (by insurers) 
for being honest and disclosing unhealthy habits (which could lead to a denial of healthcare 
coverage). 

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

I think that there’s so many disincentives to healthy behaviors including … interacting with the 
healthcare system, that are then exacerbated or created by the social determinants. I think it’s 
almost impossible tease them apart … they’re so inextricably intertwined that I’m heartened by 
the fact that these sectors are moving closer together. 

Deana Duval, Manager of HIV Care Coordination, Callen Lorde Community Health 
Center, New York:

[Patients] don’t access health care except other than going to emergency rooms for urgent care. 
$ey’re not in routine care for their HIV, they’re probably not on medication and not adherent to 
it if they are on it. $ey’re not getting regular labs to monitor their medication. People end up just 
getting hospitalized with a catastrophic illness and then end up, overall it costs a whole lot more 
for that to happen than for them to pay for insurance for preventative care.

Jen Florey, Attorney, Neighborhood Legal Services of Los Angeles County:
Hugely … I think what o&en is not factored into account with that system is that people don’t 
actually tell their doctors everything because they don’t want that to be part of their health record, 
… everybody lies about how much they smoke and how much they drink and everything like that 
because that’s going to make you not get insurance later if you need to apply for it on your own, so 
I think that’s a big factor. 

… in some of the clinics or di#erent settings where we’re trying to help people, a huge amount of 
time is just spent on how are we going to get this person’s care paid for when it would probably be 
better to spend it on their other legal issues or their other needs rather than how we’re going to pay 
for this.
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I think actually probably the biggest surprise for us is that [health insurance coverage and access] 
is some of the least amount of the work that we do. Now part of that is because where MLPs are 
housed in community clinics and the clinics for the most part are pretty good at "guring out 
what people would qualify for and some of the case workers actually have done very complicated 
comparisons of what is going to be the best-case scenario in getting coverage for a person.

Jason Biafore, Attorney, LegalHealth, New York Legal Assistance Group:
$e disparity here … is much greater in the US than it is in Canada. In Canada of course there are 
still poor people, there are people who are disadvantaged economically, who struggle and whether 
it’s working poor or exclusively on government assistance but I feel like even at the lowest levels of 
income, I feel like in Canada there’s a higher standard. Public housing is better. Of course there’s 
no issues with Medicaid because everyone is covered up there … I think … in the US … every-
thing’s bigger… there’s 10 times more in the US of everything than there is in Canada so I think 
the volume here can get quite intense especially here at Legal Health. But I think it’s universal, I 
really do. I can see how the issues that come up here time a&er time would be similar to issues 
anywhere … 

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

My impression of the Australian health care system is that a lot of the preventative health care is 
separate from the more highly specialized health care … So in some ways … where MLP would 
want to integrate could be in multiple arenas. So you could imagine that – part of the MLP model 
is about detecting the legal need early, right? And so that by getting to it earlier it’s easier to solve. 
So instead of waiting for the legal crisis you’re getting to it in a more preventative mode. So in 
that way the public health infrastructure would be the right kind of healthcare partner to think 
about. $at being said, I think that you’re still going to have people that fall through the cracks 
and so you’re going to need to have some interaction with the higher specialized healthcare system 
around that legal crisis. $at’s going to be really important as well. 

… the biggest thing for MLP when we talk about going from patients to policy is the pattern spot-
ting – being able to use whatever systems that are available to you in terms of understanding the 
di#erent patterns of legal issues. So for instance if they change how a certain bene"t is adminis-
tered in Australia and you’re seeing now a lot of people who are not getting the bene"t and that has 
health implications, you want to be able to pick up that pattern of issues and then be able to have 
the right team mobilize to move upstream. 

… the biggest problem in the United States is access to health care is not universal so you create 
disparities just by access. Even within universal access you’d have huge disparities in quality so 
that even though you have an insurance card it does not mean that you are actually getting good 
health care.

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program:
I don’t see it so much with the work through the medical legal collaborative, but my work generally 
at Legal Aid [with] the adult populations who don’t have health insurance, I’ve directly seen … 
people delay health care – getting to the hospital and having cancer and it’s … devastating their 
bodies. Had they had primary care I don’t think that they would have gotten to that point. We’ve 
seen that numerous times, we’ve seen a lot of patients on transplant lists who can’t get their drugs 
and without those drugs they are going to die and we’ve seen them not be able to a#ord those 
medications and not be able get them anyway because they didn’t have access to insurance and 
we’ve been successfully able to get them onto programs to get them their drugs, but without our 
intervention they wouldn’t have known about it and because of not having access they actually 
would die.
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Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[Y]ou could run a huge medical legal partnership without even touching insurance… there are 
so many other quality of life issues for people who are ill or even people who have serious health 
concerns or even people who just use your system, your hospitals … I think you would have 
enormous issues to deal with if your poor is like our poor.

Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law:
[W]e are not a healthcare system that focuses on prevention. Fundamentally we are … crisis 
driven… the biggest one obviously is that we don’t insure everyone so we have 47 million people 
that … don’t even have health insurance to cover their access to health care and therefore they are 
using emergency systems for their primary care. But also we are very reluctant … to see health as 
social. We see health as very much individual in the US. We have this love a#air with the idea of 
personal responsibility and individuality and I could talk for days about why that is in the US and 
our history around that. But because of that we train … our healthcare providers and we set-up 
and structure our systems of health care around the idea that – the patient comes in, they’re obese, 
they’re overweight and the healthcare provider explains to them, educates them about what they 
should go do in order to lose weight and we send them on their way and we don’t think very much 
about the environment that they’re going back to, how to think systemically or structurally at the 
policy level about health in the broader context. … they say that they’re the ones who need to lose 
weight because they are eating too much and aren’t exercising even though they live in a neighbor-
hood where going outside is dangerous and they’re surrounded by fast food joints and there’s no 
healthy food in that neighborhood. A lot of this is obviously policy level but it’s also retraining the 
people who provide health care to think systemically about the health of their patients and not just 
‘Why won’t my patient do what I want them to do?

QUESTION 10 continued
b) To what extent are other social or biological factors largely similar (and what are 

they) within low income or disadvantaged and vulnerable cohorts?
$is question again probes whether the unique systemic conditions and environmental factors 
that exist in the US actually contribute to success of the MLP model. 

While di#erences between cohorts and geographical areas were clearly identi"ed, there was a 
consistent core of legal issues that are common to disadvantaged populations, or are commonly 
associated with certain health presentations. Some di#erences tended to relate more to what 
issue/s a particular MLP has chosen to focus on within a given population, while di#erent legal 
protections and enforcement powers can also lead to varied health outcomes. For example, in 
Arkansas there is no warrant of housing habitability, so the ability to shi& and improve health 
through housing law is diminished.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

[T]here are some consistent themes and then there are variations ... $ere are lots of basic needs 
that we all have, and then there are circles where if you are elderly or have HIV AIDS, or you fall 
into some other category, your legal needs are going to be di#erent. 

Dan Pepitone, Attorney, Manhattan Legal Services, New York:
[T]he LGBTQI community sees all of the same issues that the other groups see. Within that they 
can see them in a … heightened state because people have such strong negative feelings about 
someone’s lifestyle or gender identity or whatever it is. So … everything is compounded by that. 
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Jen Florey, Attorney, Neighborhood Legal Services of Los Angeles County:
I think in Southern California in general we do tend to see higher rates of asthma because in addi-
tion to the actual personal living conditions we also have some environmental conditions that 
contribute to that … whether it be terrible smog or high pollen counts for allergies.

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[C]ertainly one of the things that our clients have to deal with is the weather… the cold in terms 
of our clients not being able to access services; … that’s the cause of their inability to get to certain 
places … I have a car with 4WD and snow tyres on it and so I’m rarely stopped from doing some-
thing I need to do, but very few of my clients have [that] ... [I]n a more major city, there’s a more 
comprehensive system of travel – for instance subway, buses. Ours here in Syracuse is not. We have 
a bus system and that’s about it, otherwise people end up having to try to get rides and to try to use 
cabs. So that’s one of the things that certainly I can point to. 

In terms of regional issues, I don’t know, maybe this is nationwide but certainly our clients from 
a health perspective … have to deal with issues of obesity and child obesity and children being 
diagnosed with Type 2 diabetes … at a much younger age than from what the studies suggest was 
the case decades ago … and again our weather can potentially contribute to that. Not everybody 
has the money to go and stay active … during those winter months. Not everybody goes skiing for 
instance. $at costs money. And unless you’re around or near a nice park you can’t just go walking 
in the wintertime. Especially if there are safety issues involved. 

I’ve heard of cases where the Department of Social Services … might intervene if they feel there’s 
been a neglect issue with a parent who has a child that is too obese.

Laura Handel, Attorney, HELP:MLP Chester, Pennsylvania:
[A]sthma’s a huge problem in this community. Air quality in Chester is horrible, horrible. [A]lso 
unique to Chester is the fact that it’s also a food desert; there’s no grocery store in the city but there 
is a soccer stadium and a casino. … people are dependent upon corner stores and convenience 
stores to get their primary … sources of food and I don’t have a client who’s not obese. 

Charlene Smith, Director of Child Development/Healthy Start at SHIELDS for Families, 
Los Angeles:

[O]ur agency speci"cally addresses substance abuse. Over the years we’ve seen decrease in crack-
cocaine usage but an increase in methamphetamines, so it still exists. Infant mortality – Healthy 
Start speci"cally addresses it, so I’m happy to say that that has subsided and of course there’s not 
enough. Our particular Healthy Start has not had any infant deaths in the past 3 years, which is 
excellent. If you look at the South LA stats in Los Angeles county that’s not going to be the case.

Dr Megan Sandel, interim Executive Director of the National Center for Medical Legal 
Partnership:

$ere’s a little bit of regional variation to certain legal needs. So for instance getting shut o# for 
electricity doesn’t seem to be as big a deal in California because it’s more temperate … it’s some-
thing that regularly happens that people have no lights on but the general feeling when I talk to 
medical-legal partnerships in the Bay Area for instance is that that is not a legal issue that they 
want to take on. $ey’d rather take on mold in housing. Mold in housing to them is the biggest 
deal. And so I do think that some of it is, it could be the temperature variations or the cost of hous-
ing is much more signi"cant in the North East and therefore you may have more people making 
those tough trade-o#s between rent and eating, things like that. 

… the bigger deal for me is not the geographic variations but the population variations. So for 
instance elders have a much di#erent legal pro"le than kids do. Or teenagers have a much di#erent 
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legal need pro"le than the average little kid does. And someone who’s getting out of prison has a 
huge one or someone who is an IV drug user, and so to me some of it is about identifying those 
high-risk populations within your country and designing an MLP that will have the maximal 
impact. 

… for me as a pediatrician I would say that most MLPs should be in geriatrics, like that’s where 
the biggest cost is. $ose are the people that use the most healthcare dollars that I think could be 
avoidable if we just got the right kind of legal pro"le that allows them to stay in their homes versus 
having to move into a nursing home; that allows them to make a decision or design their proxy so 
that they weren’t in the ICU for two weeks before they died because that’s not what they actually 
wanted. And just those smaller tweaks is where you make the huge potential bene"ts. 

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[T]here are de"nitely communities throughout the city that have problems with asthma more so 
than other communities … this is New York so to say ‘Is sickle cell an issue?’ – I mean we could 
"nd sickle cell if we looked for it, we could "nd more asthma cases. For example, we focus a lot on 
cancer cases. About one fourth of our cases are people with cancer. Is there more cancer in New 
York? No, it’s just a bigger city and I’m sure diagnoses are fairly similar to most big cities. It’s really 
what you choose to target … we could focus on diabetes, that’s a huge problem in New York … I 
wouldn’t say that there’s more of anything, it’s all here.

Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law:
I think poverty is relatively similar across the States … $at being said there are di#erent state laws 
and there are di#erent enforcement mechanisms in di#erent communities, so the extent to which 
those things impact health can be di#erent based on the community you’re in. … I’ll just give you 
a comparison between Massachusetts and Rhode Island on housing. So in Rhode Island we are 
still "ghting the battle of getting our housing code enforcement o'ce agencies to cite lead hazards 
as a violation of the housing code. For years they said there’s a separate organization, that’s the 
Rhode Island Department of Health, that inspects for lead and the Rhode Island Department of 
Health only inspects for lead a&er a child is poisoned, because they focus on health, not on hous-
ing. $is is the way we structure our system so the housing code o'ce would say ‘If there’s a lead 
problem, it’s their problem,’ right, but we only do it a&er a child is poisoned … We kept saying to 
the housing code o'ce ‘Well, chipping and peeling paint is a housing code violation, why can’t you 
cite that?’ ‘Well we can cite that but we can’t say it’s lead paint because we are not lead inspectors.’ 
With [the MLP’s] help and with the local organization called the Childhood Lead Action Project 
and the fact that I told them that we could sue them for not doing what they’re supposed to do 
under the law because in fact there is a piece of the housing code that says that … they are sup-
posed to "nd an inspector to go and investigate if they suspect lead … of course they weren’t doing 
that so I "nally said to them okay you have violated the law, we can sue you. $en they started to 
pay a little more attention so we "nally have gotten to a place where they were now, because we do 
have a relatively strong law that says that landlords must maintain their property so it’s lead safe 
and they have to have a certi"cate to prove that, they now cite those properties if they don’t have a 
certi"cate, which is something … So that’s in Rhode Island … In Massachusetts for years they’ve 
been citing landlords for lead and they have a comprehensive integrated housing court that deals 
with both eviction issues and housing conditions in the same place, so they have a much better 
response and the judges are much more willing to respond to housing conditions problems in 
Massachusetts than they are in Rhode Island … [M]y point is the problems are the same but the 
responses can be quite di#erent. … [N]obody’s done a study of this but I suspect you could poten-
tially see di#erent health outcomes based on the di#erent enforcement mechanisms and responses 
based on where you are.
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Jeanette Zelhof, Attorney and Executive Director, MFY Legal Services, New York:
[M]ental health a#ects people across income brackets and it may be just the level of care and the 
level of support that are di#erent … 

QUESTION 10 continued
c) To what extent does the lack of universal health coverage, or diversity of quality of 

coverage, contribute to legal issues of patients? What percentage of matters that 
you see relate in some way to the issue of poor or inadequate health insurance?

It is clearly critical to consider how the absence of universal health coverage impacts population 
health and distorts the impact of MLP. $e second part of the question was designed to iden-
tify and isolate that proportion of MLP work that related to health insurance coverage, so as to 
clarify the relevance of MLP in the absence of these issues. 

Participants indicated that a lack of universal health coverage can be a signi"cant contributor to 
the legal issues of patients, although it is not always so. While it naturally looms larger in areas 
where populations served do not have adequate coverage, it is relatively insigni"cant in others 
where populations, for example children, e#ectively have universal coverage (usually because 
of state based health funding schemes for this cohort) notwithstanding their poverty. Even 
where a lack of universal coverage does increase legal barriers (in broad numerical terms), it 
was generally felt that the general challenges associated with poverty o&en overshadowed these 
impediments. 

A legal partner’s funding source could also reduce or eliminate the number of insurance related 
matters seen by MLP attorneys. For example some legal services (operating MLPs) that receive 
Federal Legal Services Corporation mediated funding, which prohibits the services from repre-
senting undocumented people who are in turn typically denied health insurance, will naturally 
have few if any insurance related matters. 

From the Field
Ellen Lawton, Attorney, immediate past Executive Director of the National Center for 
Medical Legal Partnership:

Invariably if you’re doing holistic representation you’re going to see a health insurance issue. If 
you don’t see it right out of the gate you’re going to see it over time, so I think that they’re so inter-
twined that it is just going to show up in a large percentage of the cases.

[I]f you have a health insurance issue you’ve probably got an income issue because if you don’t have 
health insurance then you’re probably paying out of pocket, so then maybe that’s causing your 
housing issue; and so they are all intertwined and teasing them apart is very challenging. 

Dr Steven Blatt, Pediatrician, Upstate Golisano Children’s Hospital, Syracuse:
[P]overty is much more than the lack of money … poverty is a culture unto itself. So … even with 
Medicaid, which covers a lot of things, it’s kind of set up to mirror what private insurance does. 
But the needs of the poor are much greater than the needs of the middle class and the needs of the 
wealthy. So even when you get the people you give them what … they need – you give them what 
they’re there for, it’s still o&en not enough. 

Well, it depends, I think it varies a lot State by State. In this community people that need – people 
that are eligible for Medicaid get it pretty easily. $ey show up here and we see that they don’t have 
insurance, we help them get it. $ey have child health plus, which is more for the working and 
poor people, [they] can get that. So the vast majority of children – the vast majority of children get 
some type of insurance – for adults it’s much more di'cult. For kids it’s easier. In New York State 
we’ve pretty good access, in other states it may not be as good.
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Donovan Pratt, Case Management Coordinator, Crozer Chester Medical Center, Chester, 
Pennsylvania:

[M]ost of the issues around getting access to insurance are related to disability claims. So the idea 
is that if you were disabled and you’re not working, because most insurance in the United States is 
tied to employment, so if you’re not employed or employable then either you have to meet certain 
income or go through certain criteria, but if you can get yourself determined as being disabled 
then you are automatically eligible for a certain type of insurance. A lot of the MLPs specialize in 
helping people get on insurance through disability claims.

Samantha Morton, Attorney and Executive Director of Medical-Legal Partnership | Boston:
[T]here are fewer challenges for Massachusetts healthcare consumers around health coverage than 
there are in other states that are less progressive in terms of eligibility and coverage. $at is not to 
say that there are no problems; many, many Massachusetts residents have di'culty either enroll-
ing, or enrolling at the optimal level to which they are legally entitled. One of the idiosyncratic 
dimensions of being in Boston is that there are several other legal advocacy organizations that 
actually focus all of their resources on health insurance and health coverage advocacy and so 
historically it is our decision not to spend as much of our scarce resources on that subject.

QUESTION 11
Disadvantaged people have contact with a range of service providers, e.g. enforcement 
authorities, social security, financial or referral services. Do you think (and have you 
got any evidence for the proposition) that providing or promoting legal services at the 
point of health service delivery is more effective than at other sites or opportunities? 
Why?
It is necessary to isolate the particular contribution of MLP attorneys, within the mix of services 
and professionals, to improving a patient’s health. To what extent can it be said, for example, 
that the impact of the attorney is greater than an e#ective referral from a skilled administrator, 
advocacy by a social worker or timely advice from a "nancial counsellor?

Overall, respondents indicated that legal assistance services are not necessarily more e#ective 
(when crudely compared to other services), but they play a critical and unique role in the con-
stellation of services that can contribute to improving health outcomes for patients. 

On-site assistance provides immediacy in service delivery that extends beyond the scope of 
other advocate roles, such as social work. Preventative legal services take maximum advantage 
of the initial consultation to address a range of legal issues or potential issues to assist the cli-
ent to think through the options or anticipate issues before they arise. Legal services are most 
valuable when they are an element of wrap-around services. Some services have even developed 
the notion of a ‘continuum of advocacy’, recognising the capacity of a range of professionals to 
provide a level of advocacy that stops short of legal advice and representation but is neverthe-
less valuable.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

I actually think that … those interventions are more e#ective when they are done in synchronized 
e#ort with legal interventions. So I don’t think that it’s an either/or. I think it’s a question of how 
you deliver those services. 

Dr Steven Blatt, Pediatrician, Upstate Golisano Children’s Hospital, Syracuse:
[H]aving the attorney here makes all the di#erence. Even if the social worker met with them, you 
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know the social worker may know some of the laws but doesn’t know them well, but even still the 
most the social workers are going to do is, ‘Okay, go to this legal aid o'ce’ and then they’re not 
going to show up. So having the attorney here is crucial because people are not going to get to the 
lawyer. 

Dan Pepitone, Attorney, Manhattan Legal Services, New York:
[It’s a] great way to attack problems before they really escalate for people so on an individual basis 
if we can … alert a doctor who maybe just picks up … one comment of their patient about … hav-
ing an issue with their landlord or whatever and just … dig that little bit more and see that there’s 
a problem before it’s … gone to court … and if we can step in and take care of it "rst of all it saves 
us time in the long run to deal with that, instead of … doing all of our pleadings and everything 
else and just contacting them or directly and right at the outset and then also on … a larger level 
when we can … see all of these needs that are coming up and give people the information before it. 
Maybe we don’t even hear from them that they’re having that issue but if we supply them with fact 
sheets and everything else and also patient navigators who are so involved in their daily lives then 
they’re gonna pick things up and they’re gonna be able to help them deal with it right away.

Deana Duval, Manager of HIV Care Coordination, Callen Lorde Community Health 
Center, New York:

I think the fact when Dan has come in with our patient and done intake for one need and then 
opened up "ve cases for patients shows that they’re not going to reach out for legal services other-
wise. Even though they’re available there, people don’t know about them – they’re reluctant to do 
it and if they’re doing it [in the] clinic with lawyers coming here then they feel more comfortable 
in doing it. 

Dan Pepitone, Attorney, Manhattan Legal Services New York:
I would say too that one of the most unique things about our project is the relationship with patient 
navigation ... It’s not always just about like legal and health. $ere’s so many other social factors. So 
I really do see it more as like a triangle of issues and really getting the team together for everything 
is really going to have the greatest impact.

Will Watts, Attorney, Public Counsel Law Centre, Los Angeles:
[S]ometimes when you say a lawyer’s available to someone they are more forthcoming with a lot of 
issues. In our client meetings we "nd that it’s very easy to … [identify] anywhere from "ve to eight 
legal issues but that they also talk about other things too… . I wonder if … people just feel more 
comfortable to share stu# with a lawyer, thinking ‘$is is a problem solver that can address a whole 
slew of issues.’ … I think that that’s where that model, this model actually probably a#ords an 
opportunity to be maybe more e#ective in addressing a whole slew of issues even if they aren’t legal 
issues just being able to be sort of a tra'c cop and address or direct people to the right resources. 

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[W]e’ve adopted this term … preventive legal services. $e medical model has always had this 
idea of preventative health services … we certainly seen it at work at the point of them accessing 
healthcare that if they have … questions then getting that information at that point is key and can 
actually assist them in (1) making better decisions because they’re informed so they can make 
informed decisions, and (2) it provides them with at least the opportunity not to even have the 
legal con%ict come about because they’re able to make those decisions with some information and 
they’re not in this position where they could say ‘Oh, if … only I had known, I would have done 
something di#erent. And it also allows them to … plan for how they’re going to proceed … with 
whatever the issue is. 
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So one example I can give you is we had a woman who was caring for a child, she was a third party. 
We met her at Dr Blatt’s clinic. She didn’t have a proper medical authorization to make medical 
decisions for this child and he needed treatment so we were called in to do that and … we sat down 
with her because she wasn’t sure what she wanted to do, whether she just wanted to get an order 
of custody, whether she wanted to … have guardianship over this child, whether she wanted to 
adopt this child … [T]he health providers were able to give him treatment in such a way that she 
didn’t need the medical authorization right then but she knew she had to do something so we did 
a consult with her. She wasn’t ready at that moment to make a decision so we sat down with her, 
we laid out all her options. She went home, she thought about it for some time. We ended up clos-
ing that matter. She came back to us and she said ‘Okay … this is how it’s proceeded.’ … ‘I’m at 
the point where it’s been long enough and I really do need this order of custody because he needs 
additional treatment and I’m going to have to provide the medical authorization.’ So she came 
back, we represented her, we got her an order of custody … [W]e had talked about all these things 
early on … and so all along she’s been ensuring her custody of this child to his bene"t as a result of 
… that one consult.

Charlene Smith, Director of Child Development/Healthy Start at SHIELDS for Families, 
Los Angeles:

It has helped tremendously because it gives the client another level of empowerment that they 
didn’t feel they were even privy to or deserving of. So to have a lawyer on site that comes at them 
like just another sta# person, they’re like ‘Oh my God, I’m able to meet with a lawyer!’ $ey never 
had it in their mindset that they were even able to access that particular service. So in turn they 
take back self-con"dence and correlate it into other avenues like going to the school system and 
talking to a teacher or principal or going to a medical appointment and asking speci"c questions to 
their doctor whereas before they might not have addressed any of those issues.

Alma Stankovic, Attorney, Public Counsel Law Centre, Los Angeles:
I wouldn’t say it was more e#ective, I just think it improves the overall e#ectiveness of every ser-
vice. Because legal issues are pervasive in everyday life and particularly for the population that 
we’re talking about, they already come with legal concerns attached. Because of their substance 
abuse, because of … their past history … they may have been in touch with, law enforcement, the 
Department of Children and Family Services, all of those places … [W]ithout proper legal assis-
tance … to address underlying issues … they don’t get the bene"t of those other services. 

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

[I]f someone accesses legal services through their healthcare provider they trust it more. $ere 
is this almost like transcendent property to it. In a lot of ways I think of child protection and 
the police as for legal crisis. So by getting to legal services earlier, that is a better investment 
of resources because you are avoiding the legal crisis. To an extent being able to identify those 
patterns is really important. My general feeling is that most people don’t recognize that they have 
a legal need and therefore you have to tell them that they have a legal right, that they may take 
advantage of and so most of those systems are built around legal issues that are punitive to people 
instead of necessarily helping people. Whereas we are all about getting you what you are entitled 
to, getting you the protections and bene"ts of the law versus enforcing the law.

Randye Retkin, Director of LegalHealth – New York Legal Assistance Group:
I think all those other professions and all those other referral sources and resources are essential 
… It’d be great to have all those other people, but if you don’t have a lawyer to see it through to the 
end if there’s any problems or appeals, then you’re stuck. 
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Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law, 
Providence:

[T]hey are complementary, there’s no question … but part of what I believe is that … ultimately 
… the question of justice and enforcement of legal rights is critical to health in a way that other 
resource opportunities, not that they aren’t important, but they don’t get to the fundamental 
problem … [T]o give an example, if a patient and her family come in and have certain needs like 
housing, referring somebody to "nd a#ordable housing is one response but if you’ve got a family 
who’s living in circumstances where their landlord refuses to meet the housing code health and 
safety standards, and has this incredibly disproportionate power over the family because the fam-
ily has nowhere to go because there’s no a#ordable housing and is, therefore, able to charge ridicu-
lous amounts of rent for a substandard apartment, making a referral on that case is important if 
you can "nd other a#ordable housing but o&en you can’t … [B]ut we do have protective laws that 
should protect that tenant from substandard conditions and from abuse from their landlord … [I]
f you don’t get at that fundamental legal rights problem or justice problem then … you’re going to 
make the kind of headway that you would just by making … never. 

Jeanette Zelhof, Attorney and Executive Director, MFY Legal Services, New York:
[M]any of the case workers that we work with have become very good at understanding what the 
rights are of people living in di#erent kinds of residences and they’ve become very good advocates 
and they know how to pick up the phone and say to a community residence or an adult home 
that, ‘We know what the law is, we’ve been doing this for a number of our patients, we know this 
person’s entitled to return to this residence and if you don’t let the person back, we’re going to call 
MFY Legal Services.’ So we’ve worked with case managers and other kinds of therapists and work 
out … this continuum of advocacy because it ends up being better for all of us. Lawyers don’t do 
work that someone else can do and case managers can do the work quickly as the problem arises 
without having to wait to hear from a lawyer.

QUESTION 12
Because MLPs pointedly target the social conditions that contribute to poor health, to 
what extent are they also political? To what extent is MLP vulnerable because of this, 
or does it have broad appeal regardless of politics? Why?
MLP sits at the intersection of health and rights – issues which o&en evoke strong views in 
the marketplace of ideas when considering the common good, individual liberty and welfare. 
Appreciating this, and the capacity of MLP to be a catalyst for change in that environment, 
is critical when considering the future of MLP and its potential to attract broad-based, main-
stream support. 

While a reasonable proportion of participants did not identify any political element to MLP, the 
majority did so, if for no other reason than all issues of social expenditure tend to attract a level 
of political analysis and debate in the US. 

Notwithstanding these di#erent perspectives, all agreed that MLP was attractive, or had key 
points of attraction for liberal and conservative sides of the political spectrum. $is has been 
evidenced through various appeals via Republican and Democrat sponsors to secure long-term 
government funding for MLPs.

Interestingly, it was felt that people in a range of professions who witness the bene"ts of MLP 
collaboration "rst hand o&en become ‘microphones’ for speaking powerfully and persuasively 
about poverty and its impacts.
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From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

What I am hopeful about, what I think is really amazing is that in the process of developing MLP 
we have the opportunity to educate people at a very fundamental level in the professional class, 
both in the healthcare system as well as pro bono attorneys so that they really understand the 
dynamics of poverty. $ey understand both on the individual level with clients but they also 
understand the systems that a#ect people in poverty and how they operate, and when their eyes 
are open to that and attuned to that then they become microphones that are much more in%uential 
than the relatively small community of legal aid attorneys that have … helped the agenda of social 
justice for a long time.

Dr Steven Blatt, Pediatrician, Upstate Golisano Children’s Hospital, Syracuse:
[T]he thing that people tend to forget is that whether somebody gets health insurance or not 
they’re going to get sick. $ey’re going to get sick and doing preventive health care up front in the 
long run saves society money so even if you say ‘I don’t care at all about anybody else’s wellbeing’ 
… you can at least make the economic argument that … it will save society money because when 
they show up at the emergency room in poor health you’re going to pay for it anyway … So I think 
the politics of it is … not Democratic/Republican but it’s that idea of … how does society view the 
poor both in terms of moralistic grounds but also in terms of economic grounds? 

Jen Florey, Attorney, Neighborhood Legal Services of Los Angeles County:
[I]n the US we tend to view anybody that wants to work on social conditions as being on the le& 
and a Democrat, but I’m not sure that’s necessarily true. I think it depends on how you talk about 
the issue. Some of these issues are … things like domestic violence … that crosses political lines, 
that people don’t like it, but there are probably areas that we deal with … in terms of helping 
some people legalize their immigration status, people of other political backgrounds might not 
necessarily agree with. And even if you’re looking at certain issues of habitability there’s di#erent 
views in the United States on … whether there’s absolute freedom to contract or whether there’s 
a responsibility of somebody in housing to maintain it in a livable condition. I don’t think that 
we’ve necessarily felt political pushback though and I don’t think the clinics have felt exposed at all 
politically. Now part of that might be because we are a Legal Services Corporation funded entity 
and as such we’re not allowed to grass-roots organize, we’re not allowed to be involved in legisla-
tion and promoting one way or the other. So other medical legal partnerships might be, they might 
be doing their advocacy in a di#erent way that would lead to pushing towards legislation … where 
we wouldn’t necessarily do that.

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
[I]t can have broad appeal because of the e'cient nature of the MLP programs and I think it’s 
signi"cant that you’ve got … some real credible backing for this MLP model and you’ve got profes-
sionals … that are not natural liaisons coming together and saying ‘If we work together, we can do 
this and we can become more e'cient and we can alleviate some of the societal concerns.’

Laura Handel, Attorney, HELP:MLP Chester, Pennsylvania:
We’re more likely to be looked at favorably than a traditional legal aid out"t might be because 
‘$at’s a bunch of hippies who are trying to help black poor people get civil rights’ or whatever the 
case may be, like whatever the statement … is I think that it’s more likely to be leveled at tradi-
tional legal aids than for example a project like this which brings money back and brings bene"ts 
to not just the clients but also the institution.
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Will Watts, Attorney, Public Counsel Law Centre, Los Angeles:
I don’t really see it as political … at all actually … I just see this as an additional service for the 
overall bene"t of a very vulnerable client base and I guess essentially for society as a whole, because 
the more people are able to … integrate themselves and … become more stable and contribute 
productively to society, ideally the more society bene"ts.

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

I think that you’ve hit the nail on the head. A lot of what MLPs deal with are low-income people 
and currently in this country we somewhat demonize low-income people. $ey haven’t pulled 
themselves up by their bootstraps. $ey are characterized, even in some political circles, as para-
sites on the system and we should just cut o# the bene"ts; that we’re somehow enabling them by 
giving them these protections. 

$at being said, I do think that in this country there is a sense of the individual being protected 
against the government, that that’s a very core principle of the constitution. So what’s interesting is 
that Human Rights do not play well in this country at all, no one wants to talk about you and your 
human rights. But people will identify when someone’s legal rights are being violated and that you 
need to be protected. 

We’ve been doing some training exercises around this and when you talk about MLPs as being 
able to cut through red tape, like getting you what you deserve faster, that plays really across 
both political spectrums, because that makes sense to people. You’re getting what you’re entitled 
to faster. $is idea that somehow it’s the regulations that are the problem and we are going to 
make the regulations work better for families I do think is something. So I do think you’re right 
in the fact that MLPs could be politically vulnerable. I think there are ways to characterize MLP 
involvement in a way to make them less politically vulnerable. And there are ways to describe 
MLPs to appeal across the aisle.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[I]t’s probably one of the most win/win situations … [W]e just had legislation in New York passed, 
the only state in the country, in the world at this point, to have any legislation that actually changes 
our public health law to include health related legal services as a public health tool and that was 
bipartisan support … I can’t imagine that there is anything any side or any partisan group would 
"nd fault with two helping professions getting together to help vulnerable people. [I]t really frank-
ly is probably the least controversial model I can think of.

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program:
[W]hat’s unique about MLPs is because … it’s multidisciplinary … the politics maybe aren’t as 
clear cut and it’s more about providing good patient care, and … it’s also a cost saving issue … 
so … that can cross party lines in that if you are showing a cost saving that might appeal to … 
everyone. 

Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law, 
Providence:

I spent some time on the hill lobbying our delegation from Rhode Island about this. … I like 
to think that there’s a sort of revolution there in terms of MLP … [W]hat we’ve focused on a 
lot is trying to show that this raises e'ciency … and it therefore reduces the cost of care, and 
emphasizing that overall what most of us who do the work and care about, are helping people to 
be able to live much healthier and better lives … [I]t is about messaging … in terms of the politics 
of it.
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Mallory Curran, Supervising Attorney, MFY Legal Services, New York:
I’ve been surprised at how people from across the political spectrum have embraced MLP and 
that some of the elected o'cials who are big supporters of MLP are Republicans … [F]ocusing on 
how we can be more e#ective and e'cient with the use of resources is something that resonates 
whether you’re a Democrat or a Republican who wants to feel like your money is being used to do 
the best possible … [T]o the extent that MLP is vulnerable politically, I’m not sure that it’s di#erent 
[to] legal services generally and that’s a part of our job, to shine the %ashlight in the dark corners 
of government agencies and make sure that everybody knows what they’re not doing well and the 
way that they’re not serving their constituents. 

QUESTION 13
Has your MLP (or MLPs that you have observed) experienced conflicts between the 
participating professions regarding cultural/professional or ethical issues? If so, what 
were they and how did you resolve them?
MLP combines professions with long established and strongly held traditions, practices and 
ethical obligations. In such an environment it is likely that these practices may collide, con%ict 
or at the least require interpretation between professionals. Anticipating and navigating these 
traditions, practices and obligations are critical to the success of MLPs. 

While all interviewees identi"ed issues or challenges between professions on all levels, few 
described these as overt con%icts, or con%icts that could not be resolved with persistence and 
good will. Common issues/insights included:

Client/patient con"dentiality (including the use of client case studies).
Managing con%icts of interest between patients/clients.
Di#erences in expectations and experiences of legal/health training.
Misunderstandings because of an absence of a common language between professions. 
Inter-disciplinary training and open communication was identi"ed as being instrumental 
in overcoming cultural barriers. It was felt that the di#erences can enrich the professions.
Authorship – how do you cite a study and what is important to highlight in terms of 
"ndings from the study and how do you describe them?
$e cautious and conservative nature of certain legal institutions, which can in%ate 
perceived ethical issues.
Managing client-professional privilege where a legal interview is conducted with health sta# 
present.
Misunderstandings on the health side regarding the range of services that a legal partner 
can provide, leading to unrealistic expectations.
Managing cases where the health institution may be a mandated reporter and deciding 
whether the advocate can continue to provide assistance notwithstanding or regardless of 
that report 
Managing tensions between social or health service providers that feel a particular health/
social service has an advantage or edge because they have an MLP lawyer on sta#. 
$e practical and ethical implications of common record keeping systems, particularly 
electronic record systems.
Doctors o&en not realising how slow the legal process is and how long it takes to take 
instructions and see a matter through to its end. Conversely, many lawyers don’t realise how 
o&en doctors are called upon to complete burdensome paperwork for patients, including 
applications, reports, tests and assessments.
Doctors frequently being surprised about what information their patient will disclose to a 
lawyer, that the same patient will not disclose to them as their health practitioner. 
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From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

$e cautiousness and conservative nature of certain legal institutions and the reticence to embrace 
innovation I think is just, it’s creating tremendous limitations in the legal aid community. $at 
there isn’t a common understanding of innovation as something to celebrate, as something to 
embrace … $ey see innovation as a special little thing to write an article about, but that’s not 
going to change how all of us do business. Whereas on the healthcare side they are daily immersed 
in a culture of innovation, shi&ing strategies … It goes back to the bunker issue, it goes back to 
the leadership issue. $e leadership is just not there in the legal aid community and in the broader 
legal community that places a value on innovation and e'ciency and is ready to lead the next gen-
eration of legal aid attorneys into this century, and do their practice di#erently. 

So then I think if you take that as the back-drop, people "nd ethical issues where they might not 
otherwise have ethical issues. So that’s one issue.

$ere are very real ethical issues that we have to negotiate and again that’s one of the reasons that 
I said a primary focus needs to be maintaining your enthusiasm as well as your expectations ... 
You may "nd intransigence in your path to a MLP and you’re going to need to be patient and think 
about di#erent ways around that particular mountain and it may be an ethical dilemma, it may be 
a general counsel who, just [says] ‘It’s not going to happen in this institution, we’re not going to let 
it happen,’ but the minute they hear from a board member at their hospital that they want to see an 
MLP happen, magically there is a pathway created. 

You have to know that there are going to be bumps in the road and you can de"nitely steer around 
them. I o&en think that part of the goal of the MLP network is that this is hard work and you need 
to be supported through it … [P]eople labor in their own MLPs and when they come to a summit 
and they see that other people are struggling with the same problems, what I hope to see is that 
that spills over into the broader legal community. I think we’re at a tipping point now where that is 
starting to happen but it’s a struggle, the leadership issue is a really big one.

… we had a legal team who was confronted with a HIPAA issue that they were trying to navigate; 
so it’s the law that governs how health information is shared … internally within a health care set-
ting as well as externally with other people. And so they were stuck with how to share information 
across the partnership. I said you can "nd people in the legal community just like anywhere else 
– there are going to be conservative people and there are going to be people who are more modern 
or cutting edge or, you know, not politically conservative but theoretically conservative, so you 
want to "nd someone who can give you an opinion about how to do this. You want to be able to 
share information. How do I do it and how do I do it ethically? Asking for advice but being really 
clear about the result that you want. $at is the kind of approach that people need to take. It’s not 
passive – ‘Am I allowed to share information? – but ‘I want to share information, how can I do it 
safely and within the bounds of our professional guidelines?’ $ey wanted to share information, 
protected information about patients and how can they do it safely? And I would say also is what 
lawyers don’t realize, but once they share lawyers like this it makes sense to them, is that you can 
have a hospital with one set of rules around protected health information and right down the street 
is a health center with completely di#erent guidelines on how it does it. And you have to navigate 
within those. And so just understanding, again, that we’re lawyers and our job and our skill is that 
we can unpack all of the di#erent interests and guidelines and regulations and personalities that go 
into putting a deal like this together. And the more we can approach it that way using the skill set 
that we have, the more successful we will be.
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Mairi McKeever, Attorney and Volunteer Legal Services Program San Francisco:
We haven’t experienced con%ict but we de"nitely have to talk them through. So for example in 
house counsel wanted to do intake ... wanted to participate and do intake and we had to ... it didn’t 
feel right from the lawyers’ perspective. It’s like, well, you’re the attorney for the hospital so can 
you really be an advocate for the person? … [Y]ou know we had to really talk it through and we 
set up rules. Like the "rst rule always is, what if somebody comes in and says they want to sue the 
hospital? Our rule and I think most MLPs are … we can’t assist you with this but here’s a lawyer 
referral and information service… 

Pam Tames, Attorney and former Director of Training at Medical-Legal Partnership | 
Boston:

Even if you were working with the most open minded and committed and compassionate people, 
there’s going to be con%ict. People are going to feel very strongly about their patient or their client 
and what work should be done for them and what should not be done for them. 

In medical legal partnership we have many biases and I will say I have many biases … you have to 
be able to admit those biases even if not out loud to others, even to yourself, and to go to the root, 
"nd the root of what the sensitivity is or what the con%ict is and address it…

For years we asked … whether medical students could shadow the attorneys and … a&er much of 
a struggle and doing it sometimes and not doing it at other times we brought in private counsel 
for an opinion from them as to whether this was legal to do or not, what e#ect it would have on 
con"dentiality, could we set up a construct in which they were a member of the legal team for 
the purposes of the particular interview of the client and private counsel said, you can’t do this. 
I cannot give you a letter that says that’s going to meet those standards. Having that discussion 
with our closest of partners was di'cult and having it with people who were not the closest and 
most understanding of people was really hard. It’s almost as if they thought we were hiding some-
thing from them. We were, but in a way that protected our professional standards and our client’s 
con"dences. 

… we worked with a group of physicians who were very short sta#ed in their social work sta#; they 
viewed it that way. $ey actually had more help than some of the other partners that we worked 
for. We explained to them what we expected of their case managers and their social workers, not in 
an arrogant way but just in a way like, this is what we need, this is the help we need to do this work. 
And we worked with them for probably a year or more than a year, maybe a year and a half. $ey 
did not get it. $ey did not understand what they needed to bring to the table in order to have a 
successful partnership and they expected the lawyers to take on things … it was going to be helpful 
ultimately and they couldn’t possibly expect that we were going to serve the numbers of patients 
that we were going to serve if they were asking for the breadth of work that they were asking for.

Suzette Melendez, Attorney and Legal Academic, Syracuse University College of Law:
We don’t get involved with any matter that in any way, shape or form … implicates the delivery 
of services by the health service provider or by that institution. [Also] … if there is a situation 
where we "nd that the health service providers might have to make, have made or are thinking of 
making some sort of report, we have to decline representation in that case because it doesn’t make 
sense that within that partnership, we’re going to provide the legal services where our partner is … 
reporting our client. 

Donovan Pratt, Case Management Coordinator, Crozer Chester Medical Center, Chester 
Pennsylvania:

$ere are de"nitely challenges but they are challenges that you would rather have those challenges 
than not … $ey have a shelter system here in the County which was, funding was getting cut, so 
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they were trying not to allow people into the shelter system. Now when the shelters are full they 
have what they call, they will put people up in hotels or motels, and they were trying to cut that 
funding. Now we have participants who fell into di#erent categories that actually ful"l exceptions 
to those cuts … [W]ith the help of MLP we were able to get our participants who really needed the 
help into these services. But the downside of that is when you see, when you have other services 
who are also there trying to get their clients, their patients, their participants into a shelter service 
and they are not being successful but they see that we are, they kind of look at us like ‘Well who 
do you all think you are?’ And then on top of that we have to be, we have to walk a very "ne line 
because the shelter system, we don’t want them to look at us as though we are trying to be the bully 
because we have a lawyer. So you have to … walk that "ne line not to make it seem as though we 
are just trying to take over and trying to bully you to do whatever we want you to do because we 
have a lawyer on sta#…

Laura Handel, Attorney, HELP:MLP Chester, Pennsylvania:
[I]t’s a question of just keeping them apprised of what the distinctions are and for the most part 
we’ve only encountered … respect for boundaries. I’ve never had anyone challenge a boundary and 
say ‘Well I think that I should have access to this’ or ‘$is is my client, I know her family, I know 
her grandmother, I know her sister, they grew up next to me,’ never had anyone say anything of 
that sort … I think that’s the key to all of it, is "nding partners who you can develop that sort of 
mutual respect with.

I remember the attorney from the DC project saying she has a desk that’s in open space in the 
middle of an o'ce. I have a room with a door and that’s important … as an attorney because it 
allows me the privacy to move as quickly or as spontaneously in a case that I need to be able to do. 
I don’t know how it would really work … [I]t’s good to have that access to the attorney when you 
need to refer or consult as a sta# member but it also inhibits the attorney’s ability to act when she 
or he knows that he or she needs to act. 

Dr Megan Sandel, Pediatrician and interim Executive Director of the National Center for 
Medical Legal Partnership:

[I]n a lot of ways there are ethical issues, whether it be around case-sharing for instance. It’s accept-
ed in the medical profession that when I make a referral to a specialist the specialist tells me what 
happened because we’re all with the same healthcare team. Whereas the legal profession is almost 
like once you take on the legal-attorney client privilege you don’t want to tell anybody anything 
because everything becomes privileged. And so I do think that that is inherent to MLP and has to 
be worked out on every MLP level and some have done it better than others. 

… there can be cultural expectations around students. So for instance if a medical student works 
on a paper with me that student should get authorship. Whereas it is a regular practice for law 
students to write multiple papers and get acknowledged in the acknowledgements and that’s a 
di#erence, right? And so … even writing collaborative papers you have to establish things like 
authorship really early on because there’s very di#erent expectations. [E]ven something as funny 
as … in the medical profession being the last author is extremely prestigious. You are the senior 
author on the paper whereas in the legal world – you’re the last author, means you did the least 
amount of work. And so it’s just di#erences in culture that you end up brokering. 

… in most MLPs it is a cross-cultural experience, but I think it is something that bene"ts both 
sides so … that lawyers are wonderful mentors for doctors to buck the system. Whereas medical 
providers are great mentors for lawyers that they don’t have to sue everyone; that they can enter 
into a collaborative agreement and it can work. $at is … the bene"t of it. 
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Renee (Erline) Murphy, Attorney, Children’s Law Center, Washington DC:
[I]t is an interesting question. How do we maintain our con"dentiality when in a cubicle and it’s 
not our "rm (legal services organisation) surrounding us…which is what we’re supposed to do - is 
keep the information within our "rm.  …[W]e haven’t actually run into problems with that but 
it’s the potential for problems that worries me… . [W]ith DC actually there was an ethical ruling 
from the Bar Association that said that lawyers who were using social workers had to stop doing 
so because it was a con%ict between the ethical responsibilities of the lawyer about client con"-
dentiality and the social worker’s mandatory reporting responsibilities [regarding child abuse or 
neglect].  $en the DC Council passed a law that says that for social workers who work for legal 
service organisations they do not have to report. Now there’s a law that overrides the mandatory 
reporting for a select group of social workers.  $ere is a mandatory reporting law but then there’s 
another law which says that they don’t have to if they work for legal services, basically allowing 
the lawyer to fully supervise his/her social worker employee.  $is “override” does not apply to the 
social workers who work for the health center, however, so we must be aware of ensuring that we 
speak with potential and current clients in an area with privacy, even if it is only a space we occupy 
temporarily for the purpose of the conversation. 

JoHanna Flacks, Attorney and Pro Bono Director, Medical-Legal Partnership | Boston:
[C]on%icts that we have experienced o&en have to do with rather mundane things, like how you 
communicate conveniently. Not really the style of communication but simply the method. And so 
I’ve had to work with pro bono lawyers who say ‘I have sent Doctor so and so "ve emails and I’ve 
gotten no response,’ – and obviously that gives rise to a response that ‘I guess Doctor so and so 
doesn’t care.’ If you are able to explain that maybe Doctor so and so will respond if you page him, 
because that’s how it’s done – and a sense of ‘Wow … I would never page a doctor’ … [T]hat is 
culturally the way that they communicate very comfortably, it’s not an expectation that every page 
you get someone is dying. So that sort of logistical, cross-cultural stu#. 

What we do see, and this goes outside pro bono, it a#ects pro bono but goes beyond pro bono, is 
huge stress around our ethical, or con%icting ethical obligations, and you may have heard about 
this already. It’s the notion that clinicians that hold licenses or work in a license driven service 
industry that helps speci"c vulnerable populations are mandated reporters. And lawyers are not 
mandated reporters; they are mandated not to report! And particularly when you’re talking about 
topics as sensitive as child abuse and neglect, the idea that a lawyer who is on a team, a pediatric 
team to help improve child help, would not participate in the process of reporting suspected abuse 
and neglect can really be a point of tension around, ‘Like whose side are you on?’ And so we work 
through that quite a bit. Mostly we work with clinicians who treat inpatient engagement as a 
process of asserting legal rights, as a form of attempting to engage in healthy parenting.

We worked with a parent who had been referred to us for help resolving an a#ordable housing 
problem. She was giving the pediatrician the impression that she was staying in a shelter but she 
was not staying in a shelter with her teenage son who had signi"cant developmental di'culties, 
because she believed that that was actually a great danger for her son because of the level of stress 
and the domestic violence in the housing setting. So she was living in a car with her 16 year old son 
and "ghting this battle to get her housing subsidy back. So it was up to us to make a judgment call 
about how much was wise to share with a clinician and that involved talking to the patient; it’s up 
to her what comfort level she has and what level of stress she has with the pediatrician if she were 
to share where she was actually staying. 

… [B]y sharing that information the pediatrician would have been empowered to perhaps 
write some very strong letters about the health consequences and health risks of living in a car. 
Without that information the pediatrician can’t play a role in advocacy in that particular way, but 
depending on the pediatrician, one pediatrician worrying about a family staying in a car might say 
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‘I need to involve social services.’ And a parent might be deeply opposed. Another parent might 
say ‘I’m afraid of social services but I also think they can help’ and might make a decision. In 
that case scenario we never did tell the pediatrician that the parent was living in the car with the 
child. We kept that information private. It didn’t become a point of tension in that case because 
the pediatrician wasn’t aware of that but we just had to keep mum about that part of the case. 
And it could have been tense if we had to say, ‘No we did not share that information with you 
because we were not authorized to. And under our ethical standards the imminent health and 
safety risks to the patient did not rise to a level that would’ve authorized us to breach our privilege 
and con"dentiality obligations.’

Dr Dana Weintraub, Clinical Assistant Professor in the Division of General Pediatrics at 
Lucile Packard Children’s Hospital at Stanford:

[S]ometimes there can be a tension between the social services and the legal services that ‘Aren’t 
we already doing a lot of what Family Advocacy Programs are doing?’ So being partnered with 
social work rather than adding services on top of what they are already doing, but really partner 
with them from the beginning and engage them in what you’re doing, because once they under-
stood what we were doing they were our hugest partner.

Brooke Heymach, Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy Program
We can’t [litigate patient debts against the host hospital] that’s part of … our agreement with the 
hospital, but we would send the case out for someone else to litigate. But … the truth is that it 
hasn’t had to get to that point because … in setting up the relationship, they’ve really listened 
to us, and if we bring a case to them where they’ve misbilled or they’ve done something, they’ve 
owned it and they’ve worked through it and we know the people to speak to and we’ve been able to 
resolve cases and sometimes complicated stu# that otherwise would maybe escalate to … at least a 
demand letter … we don’t get there with the hospital.

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
[T]here are di#erent ethical standards but … that just enriches … the professions. [W]e work with 
bio-ethicists, we work with medical ethicists … and it’s an enrichment rather than a disadvantage.

Samantha Morton, Attorney and Executive Director of Medical-Legal Partnership | Boston:
[T]he movement has done a really "ne job with the academic legal analysis and the publishing of 
best practices on how to navigate the issues when you’re communicating in a cross disciplinary 
context, but I think programs now have the support they need to realize ‘$ese are not insur-
mountable con%icts, there actually is a way to operate cross disciplinarily on behalf of patients that 
allows each of us to be ethical within the bounds of our professional responsibility.’ But … [there 
are] also … really exciting conversations about ‘Maybe MLP can be part of an interdisciplinary 
code of ethics in the next decade.’

Nancy Chen, Attorney, Neighborhood Legal Services, Los Angeles:
[W]e … recently have been integrated into the electronic health records at St Johns … As part of 
that we’ve had more access to patient information … [W]hen the patients come into the clinic they 
sign o# on di#erent disclosures and we’ve been dealt into that … naming us speci"cally and they 
… understand that we have a partnership with the clinic … [W]e are trying to make sure that we 
are sharing information in a way that makes sense, to bene"t the same patients, but that protects 
all of us … 

[P]art of the model … is making sure there is a feedback loop but then that brings into question 
‘How do we do this in a legal way?’ so that’s what we’re constantly trying to re"ne in the electronic 
health record…

68 ADCOCACY-HEALTH ALLIANCES



QUESTION 14:
What has been the benefit of having a National Center?
$e evolution of an MLP Network and National Center from the original MLP site at the Boston 
Medical Center has clearly had a transformative e#ect on legal and health services, building 
momentum and advancing the MLP movement nationally. Participants identi"ed a range of 
bene"ts to the Center, which tend to characterise many organisations of this nature, including:

$e Center’s ability to support partners to deploy MLP with stability, providing a repository 
of wisdom and literature, in essence a clearing-house role.
$e Center’s capacity to identify certain principles and articulate the core components of 
the MLP model.
Filtering direct service experiences and best practices that have evolved over time
Hosting the annual, national MLP conference.

From the Field
Ellen Lawton, Attorney and immediate past Executive Director of the National Center for 
Medical Legal Partnership:

[T]his was a model which seems very simple and when you describe what we are trying to do, 
integrate lawyers into the healthcare setting to help vulnerable populations, it’s extraordinarily 
complicated in the implementation. And because there is a lot of variability in terms of the di#er-
ent partners around the country, the ability to deploy it with stability, to a certain set of principles, 
and I think "ltering those experiences, best practices, and really helping to articulate the core 
components of the model. $at’s part of what the National Center has helped to do. I don’t think 
that we’re done with that work yet.

I certainly don’t think that we’re done describing what the impact is. We haven’t even come close 
to "guring out how to measure the impact. And so all of those things are places where I think the 
National Centre has a role. Ideally the professions that have a stake in it are going to take over and 
integrate all of these Insights and experiences and support it but I think that the national center is 
going to need to be there to provide those guideposts… 

Mairi McKeever, Attorney, Volunteer Legal Services Program San Francisco:
I would say to anybody that the best way to get buy in is to send people to the conference, the medi-
cal legal [partnership] conference. We were having a little trouble getting traction with the medical 
providers understanding the bene"t of the services and they actually, the medical provider sent 
their resident to the conference in San Antonio and he came back a changed man. It was like he 
was converted. And then his excitement excited all the other medical providers in a way that we 
as attorneys couldn’t ... we couldn’t speak their language and what really motivated them to spend 
more time in the development of the project. 

Randye Retkin, Attorney and Director of LegalHealth – New York Legal Assistance Group:
Certainly – to bring people together … to share … best practices, as a policy voice. It would be 
great to see some national legislation.

Liz Tobin Tyler, Attorney and Legal Academic, Roger Williams University School of Law, 
Providence:

[T]he [MLP] movement has grown organically and … the national center … just creates this clear-
ing house of information and this infrastructure for technical assistance as people start learning 
about the model and wanting to adopt it … I would get calls just because we were such a new MLP 
and people would ask the same questions. [J]ust having a centralised place that can share that 
information, that has people … who are extremely thoughtful about how you think about this as a 
model, to provide that kind of information is really critically important. [I]t’s grown … in the last 
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5 years and so I think that’s going to continue, particularly with healthcare reform as … there is 
more infrastructure and more support for innovative models of care… 

We’re all excited … that we’re … moving the center to GW [George Washington University] – these 
programs have to be evaluated and we need really good research infrastructure to do it because if 
we are going to pass the MLP for Health Act, if we are going to be able to raise substantial funding, 
if we are going to be able to support all of these di#erent programs we have got to have the data 
… and obviously with GW there is going to be much more of that. So I’m a big believer that the 
national center is critical to the movement.

LIST OF INTERVIEWEES

Name Position Interview

Daniel Atkins Attorney, HELP:MLP Chester, Pennsylvania 13 April 2012

Jason Biafore Attorney, LegalHealth, New York Legal Assistance Group 11 April 2012

Dr Steven Blatt Pediatrician, Upstate Golisano Children’s Hospital, Syracuse 2 April 2012

Jeannine Casselman Attorney, Rhode Island Center for Law and Public Policy 7 April 2012

Nancy Chen Attorney, Neighborhood Legal Services, Los Angeles 18 April 2012

Jia Min Cheng Attorney, San Francisco Medical-Legal Partnership at Bay Area 
Legal Aid

16 April 2012

Mallory Curran Attorney, MFY Legal Services, New York 12 April 2012

Deana Duval Manager of HIV Care Coordination Callen Lorde Community Health 
Center, New York

12 April 2012

Sara Effron Associate Director of Volunteers of Legal Service, New York 11 April 2012

JoHanna Flacks Attorney and Pro Bono Director, Medical-Legal Partnership | 
Boston

5 April 2012

Jen Florey Attorney, Neighborhood Legal Services of Los Angeles County 20 April 2012

Laura Handel Attorney, HELP:MLP Chester, Pennsylvania 13 April 2012

Brooke Heymach Attorney, Legal Aid of San Mateo – Peninsula Family Advocacy 
Program

19 April 2012

Jocelyne Kravitz Legal Student Volunteer, Rhode Island Center for Law and Public 
Policy

7 April 2012

Ellen Lawton Attorney and immediate past Executive Director of the National 
Center for Medical Legal Partnership, Boston

10 April 2012

Mairi McKeever Attorney, Volunteer Legal Services Program San Francisco 18 April 2012

Suzette Melendez Attorney and Legal Academic, Syracuse University College of Law, 
Syracuse

3 April 2012

Samantha Morton Attorney and Executive Director of Medical-Legal Partnership | 
Boston

4 April 2012

Renee (Erline) Murphy Attorney, Children’s Law Centre/Health Access Project at the 
Children’s National Medical Center, Washington DC

29 March 2012

Dr Adam Pallant Pediatrician, Hasbro Children’s Hospital, Providence 7 April 2012

Dan Pepitone Attorney, Manhattan Legal Services, New York 12 April 2012

Donovan Pratt Case Management Coordinator, Crozer Chester Medical Center, 
Chester Pennsylvania

13 April 2012

Randye Retkin Director of LegalHealth – New York Legal Assistance Group 11 April 2012

Dr Megan Sandel Pediatrician and Interim Executive Director of the National Center 
for Medical Legal Partnership, Boston

4 April 2012

Sandra Sanderval Attorney, Children’s Law Centre/Health Access Project at the 
Children’s National Medical Center, Washington DC

29 March 2012
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Charlene Smith Director of Child Development/Healthy Start at SHIELDS for 
Families, Los Angeles

7 May 2012

Alma Stankovic Attorney, Public Counsel Law Centre, Los Angeles 21 April 2012

Pam Tames Attorney and former Director of Training at Medical-Legal Partner-
ship | Boston

6 April 2012

Liz Tobin Tyler Attorney and Legal Academic, Roger Williams University School of 
Law, Providence

7 April 2012

Pam van der Meulen Attorney, LegalHealth – New York Legal Assistance Group 11 April 2012

Will Watts Attorney, Public Counsel Law Centre, Los Angeles 21 April 2012

Dr Dana Weintraub Clinical Assistant Professor in the Division of General Pediatrics at 
Lucile Packard Children’s Hospital at Stanford

19 April 2012

Jeanette Zelhof Executive Director, MFY Legal Services, New York 9 April 2012

Note: Informal interviews were also conducted with:
Shoshannah Brown Executive Director, Harlem Children’s Zone Asthma Initiative,  11 April 2012
 New York City
Susan Finegan Chair, Pro Bono Committe, Mintz Levin Cohn Ferris Glovsky 4 April 2012
 and Popeo, P.C., Boston
Marlene Hall Attorney, Cravath, Swaine & Moore LLP, New York City 11 April 2012
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APPENDIX B

Australian Community Legal 
Centres and Multi-Disciplinary 
Practice
$e current state of practice akin to Medical Legal Partnership in the Australian context is not 
well understood. It is hypothesised that such practices do exist, at least to some extent. Further, 
such practices are likely to extend beyond the community legal sector, incorporating legal–health 
collaborations with legal aid commissions, private law "rms and other advocacy organisations.

Following informal consultation with peers in the community legal centre sector and academics 
at both La Trobe University and the Australian National University, and as a "rst step to 
exploring current practice within Australian CLCs, a survey was designed and distributed to the 
CLC sector in late 2011. 

$e survey aimed to: 
1. Assess the extent of knowledge in CLCs on working in partnership with health service 

providers. 
2. Gauge to what extent collaborations of a health–advocacy nature are currently occurring. 
3. Assess the level of interest and capacity of CLCs to build relationships with health service 

providers in the future. 

$e survey clearly targeted the intersection of legal and health services, with explicit reference in 
its explanatory notes to the Medical-Legal Partnership (MLP) movement in the US and its three 
core activities: 
1. Legal assistance in the healthcare setting, where legal practitioners work in conjunction 

with health practitioners in the healthcare team to address legal issues that are a barrier to 
the patient’s health.

2. Transforming of health and legal institutions and practices.
3. Broader policy change. 

$e survey focused on the "rst core activity of such partnerships, namely the provision of legal 
assistance in the healthcare setting. For the sake of preference, convenience and consistency the 
term multi-disciplinary practice was generally used throughout the survey instead of medical–
legal partnership or advocacy–health alliances. While it was also felt that this characterisation 
stood the best chance of capturing as many partnerships and alliances as possible, it was conced-
ed that it might also confuse respondents or attract responses regarding multi-disciplinary prac-
tices that had no direct connection to the health arena – such as "nancial counselling services. 

A total of 104 survey responses were received, but not all respondents answered every question. 

Broad analysis indicates:
1. An awareness of multi-disciplinary legal practice and some of its bene"ts.
2. Existing examples of multi-disciplinary practice in the CLC sector (in some cases for a 

considerable period of time).
3. Some awareness of the potential challenges (practical and ethical) presented by multi-

disciplinary practice.
4. A very strong interest in evolving this arena of practice.
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Community Legal Centre Multi-
Disciplinary Practice Survey 
Responses
QUESTION:
Before this survey, were you aware of the concept of multi-disciplinary partnership 
between legal/advocacy and health/medical services?
Yes No Total answered
53.5% 46.5% 71

QUESTION:
Are you aware of any multi-disciplinary partnerships in Australia?
Yes No Total answered
39.4% 60.6% 71

Respondents identi"ed numerous examples of multi-disciplinary partnerships both within 
and beyond the community legal sector, with a number asserting that they were commonplace. 
Examples tended to be multi-disciplinary models operating within some CLCs, typically includ-
ing lawyers, social workers, community workers and "nancial counsellors. Examples included 
seniors’ rights or elder abuse prevention legal services, migrant/asylum seeker assistance 
programs, and prisoner, Indigenous, youth and drug outreach programs. Family Relationship 
Centre partnerships were also cited. 

Broader collaborations tended to operate either on a case-by-case or ‘as-needs’ basis (and include 
other health professionals, social service providers and government authorities), or in delivering 
a particular program at a health site, such as mental health advocacy services or "nancial coun-
selling. Numerous examples of CLCs outreaching (delivering legal assistance to individuals) at 
health sites were provided, with West Heidelberg Community Legal Service providing a notable 
example of a community legal centre actually sited at a community health facility.

Examples beyond the CLC sector included Victoria’s Neighbourhood Justice Centre, featuring a 
multi-agency collaborative, case-management approach, the New South Wales Cancer Council 
Legal Referral Service and the Baker McKenzie Cancer Patients’ Legal Clinic at Melbourne’s 
Peter MacCallum Cancer Institute.

QUESTION:
Has your CLC ever been involved in a multi-disciplinary partnership?
Yes No Total answered
50.9% 49.1% 57 

While numerous interesting examples of partnership were provided, many respondents cited 
valued elements of multi-disciplinary collaboration which characterised their day-to-day 
practice, including: the development of referral pathways; collaboration on discrete projects 
(especially community education and awareness raising); participation on project reference 
groups/networks or committees of management; and the delivery of outreach services at health 
locations. 
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Examples of advanced partnerships included:
Flemington & Kensington Community Legal Centre’s ‘Walking Alongside’ Program run in 
conjunction with Doutta Galla Community Health, and linked with its general practitioner, 
mental health nursing and generalist counselling services. $e aim of the program is 
to walk alongside and support clients as they progress through long and stressful legal 
processes for police accountability and, by doing so, improve the health, legal and justice 
outcomes for clients, their families and impacted communities. 
Elizabeth Evatt Community Legal Centre working with a women’s health service in 
delivering ‘Social and Safe’, a program for school students on sexual health and safety.
PILCH Victoria’s Homeless Persons’ Legal Clinic and Refugee Civil Law Clinic, drawing on 
multi-disciplinary partnership practices, where clients of particular clinics engage with sta# 
at ‘host agencies’ and volunteer lawyers to receive holistic (legal and other) assistance.
Services in women’s health centres where the client can receive counselling, medical, 
parenting and other advice as well as legal advice in one place and by a team working 
together.
$e Consumer Action Law Centre previously partnering with a "nancial counselling 
service at the Victorian Aboriginal Health Service in Fitzroy, Melbourne. 
Prisoner Legal Service Victoria previously being engaged by Melbourne City Mission to 
deliver community legal education as part of a multi-disciplinary program, ‘Out of the 
Darkness’, to break the cycle of family violence. It involved the police, therapeutic activities 
and counselling, and other professionals to provide holistic care and redress the issues 
associated with family violence. 

QUESTION:
Has your CLC ever conducted cases or client advocacy in a manner that has drawn on 
principles of advocacy–health or similar multi-disciplinary practice?
Yes No Total answered
58.2% 41.8% 55

While very few respondents referenced formal programs of multi-disciplinary collaboration 
with a wide range of health professionals, including doctors and nurses, many referenced pro-
grams combining legal, social work and "nancial counselling roles, or processes of engaging 
health professionals, typically to prepare specialist reports for use in legal proceedings. 

Cited examples of multi-disciplinary collaboration included: 
‘Walking Alongside’ Program – responding to the cumulative health impacts faced by 
clients that have impinged upon their ability to access and engage in appropriate legal 
remedies. 
Legal/social work collaborations in delivering Mental Health Review Board assistance.
Seniors’ rights services, where lawyers and advocates work together to provide a holistic 
approach to client matters.

$e solicitor will consider the legal needs arising from the client’s matter and take instructions from 
the client. $e social worker provides counselling and assesses the client’s goal, the strength of the 
client’s social networks and the familial relationships involved, whether home or community care 
services are required to reduce the control of the perpetrator, housing needs, transport needs or 
need for referral to services such as a General Practitioner, community nursing, psychologist, phys-
iotherapist, podiatrist, occupational therapist for assistance with health needs or activities of daily 
living. $e client is made aware from their "rst contact of the working relationship between the 
solicitor and social worker.
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Financial wellbeing services where a solicitor may deal with legal issues surrounding the 
enforcement of a debt (such as repossession proceedings) while a "nancial counsellor at the 
centre will assist with other issues, such as other credit card related debt, a claim for early 
release of superannuation, assistance with "nancial management in relation to budgeting, 
and screening for other social issues like gambling. 
Legal services concerning end of life issues in partnership with palliative care services.
Prisoners’ legal services addressing the constellation of issues o&en faced by incarcerated 
individuals.

QUESTION:
Does your CLC deliver legal services to clients with healthcare providers? 
If yes, in which contexts?
56 answered
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QUESTION:
Does your CLC have any partnerships with any health services? 
If yes, which health services?
56 answered
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QUESTION:
Does your CLC get client referrals for legal assistance from health service providers? 
If yes, which providers?
57 answered
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QUESTION:
Does your CLC make referrals to health service providers? If yes, which providers?
57 answered
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QUESTION:
Does your CLC get requests for secondary consultation from health service providers 
(e.g. a social worker contacts the Centre for information or advice on how to proceed 
with a matter)?
Yes No Total answered
71.9% 28.1% 57

A wide range of health and social service professionals were identi"ed as seeking secondary 
consultation support from CLCs. Such professionals included social workers, doctors, nurses, 
family and maternal child health nurses, aged care workers, dispute resolution sta#, home-based 
nursing care sta#, psychologists, o'cial visitors, family violence workers, sexual assault workers, 
women’s health workers, police domestic violence liaison o'cers, Aboriginal community work-
ers, women’s refuge workers, and migrant settlement workers.

Examples of matters on which support was sought include: 
What to do when a resident in a supported accommodation program becomes aware that 
there are unexecuted warrants for arrest outstanding and assistance is required to have the 
warrants executed and the client bailed.
Support for patients who are parties in child protection proceedings.
Family law parenting matters.
Where elder abuse is identi"ed and the best way to proceed with the matter is unclear: e.g. 
police intervention, legal assistance, reporting to adult guardian where client lacks capacity.
Where patients have multiple infringement matters to resolve.
Guidance on whether to initiate administration or guardianship proceedings.
Family violence matters.
Social security law and appeals processes.
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Wills and powers of attorney and other end-of-life decision making matters.
Retirement village or aged care accommodation issues.
Motor car licensing issues.
Managing credit and debt.
Mental health matters, including rights on involuntary detention.
Housing disputes.

QUESTION:
Can you think of occasions where collaborating with a health service provider dur-
ing the legal service delivery process has led to an improvement in a social or health 
outcome for a client? 
Yes No Total answered
67.9% 32.1% 56

Examples of collaboration that led to an improvement of social or health outcome included:
Situations with mould in tenants’ accommodation – having advice from a doctor about 
the safety of the premises/the e#ects of the mould on living conditions is useful in tribunal 
hearings.
An elderly person escaping a violent situation required the solicitor to apply for a Family 
Violence Order. $e social worker provided short-term counselling, assisted to "nd suitable 
accommodation and linked the client with other services such as home-care, community 
health, transport services and recreational activities to reduce isolation, and to access longer 
term counselling and support services to aid independent living. $e client reports being 
happy and safe for the "rst time in a long period, and has become socially active within the 
community.
Reports/assessments by psychologists have supported clients’ cases to have administration 
or guardianship orders removed.
Assistance has been obtained from medical services on special circumstances applications 
for the reduction of "nes.
Drug and alcohol counselling and anger management counselling has helped criminal law/
family law clients. 
Counselling for victims of crime assisted them with recovery from the event and provided 
valuable information for the Tribunal to assess the real and full impact of an incident upon 
a victim of crime.
Domestic violence counselling: helped clients overcome what had occurred and improved 
the ability to provide stability for the client and increase reliability/resolve for legal process.
Assisting an intellectually disabled couple to return the rental goods and challenge the hire-
purchase agreement increased the client’s available income for necessary living expenses, 
including rent, food and utilities.
Clients in severe debt who are going bankrupt bene"t from the assistance of health service 
providers, especially if there is follow up a&er the bankruptcy to assist the client to manage 
their "nances.
A number of clients contact the centre when they are going through a high period of stress. 
$e stress leads to psychiatric problems and we have found that where clients are able to 
visit their GP and obtain counselling this has (but not always) made it easier to provide 
e#ective advice. 
When clients have been a victim of family violence or rape.

An elderly female client requested legal advice regarding obtaining a domestic violence order. $e 
client had experienced domestic violence for the majority of her marriage. $e client was socially 
isolated and fearful of not only her partner’s violence toward her if she le& the relationship but also 

78 ADCOCACY-HEALTH ALLIANCES



the reaction of her children. $e client’s physical health had deteriorated and she was aware that if 
she experienced further violence she might not survive or would experience injuries that would be 
di'cult to recuperate from. $e solicitor acted to obtain a family violence order. $e social worker 
provided counselling and accessed housing and other support services for the client to enable her to 
leave the situation. $e client now lives in her own unit, feels safe and has become actively involved 
in her community. Without this partnership, the client would have been unable to leave her situa-
tion and live free from fear of violence.

QUESTION:
Can you think of occasions or circumstances that indicate the benefits of multi-
disciplinary collaboration (e.g. CLE to health workers, co-location of services, outreach 
services)?
Yes No Total answered
78.2% 21.8% 55

Examples include:
Legal education for health and social workers leads to them better identifying client legal 
problems and referral for legal assistance.
Consistent and mutually reinforcing assistance by legal and health service providers. 
Outreach services provide easy access for clients and facilitate referrals from health workers. 
Clients o&en already have a relationship of trust with their health worker, so will trust a 
referral by that worker. 
Health services might identify legal or "nancial issues in discussion with clients that they 
can then refer to community legal services.
Townsville Community Legal Service has established a Financial Abuse Prevention 
Working Party. $e FAPWP has a number of projects underway aimed at decreasing the 
incidence of "nancial abuse of seniors in the community, including the development of a 
legal health checklist, and a ‘how to identify a valid enduring power of attorney’ checklist 
for workers. 
Knowing that Footscray Community Legal Centre employed "nancial counsellors 
enabled the lawyer to obtain preliminary assessment before making a referral. $is type of 
co-location can mean a lawyer can play some level of triage for people that are "nancially 
vulnerable to ensure appropriate priority can be given.

QUESTION:
Does your CLC currently undertake work in an area of law that also involves medical or 
health issues (e.g. drug outreach support, legal services for the elderly)?
Yes No Total answered
77.2% 22.8% 57

Responses revealed a wide variety of matters where current legal work performed by CLCs 
relates to medical or health issues in some way. Examples include:

Criminal law work where o#ences are associated with the abuse of alcohol and other drugs.
Guardianship and administration matters. 
Seniors legal and support services that encounter issues of capacity, depression, anxiety, 
mobility and physical health.
Refugee migration matters where clients experience post-traumatic stress disorder, 
depression, anxiety and grief related issues. 
Family Relationship Centre matters where clients experience depression, grief and child 
health issues.
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Legal services for people who have a disability and disability-related legal issues.
Mould in rental property a#ecting tenants’ health.
Drug and alcohol issues a#ecting a tenant’s ability to maintain tenancies.
Police accountability/discrimination issues impacting on the health of individuals that have 
been racially pro"led. 
Criminal injuries work where victims of family violence have ongoing psychological 
conditions.
Family law matters where either party may be concerned about a mental health issue that 
impacts on the parent’s capacity to provide a safe environment for the children.
Drug outreach support and "nes clinics.
Elder abuse matters.
Social security law including eligibility for the disability support pension, medical 
exemptions from the activity test for Newstart Allowance, carer bene"ts, and eligibility for 
paid parental leave and the baby bonus.
Family violence matters.
Child protection matters, particularly where drugs and alcohol are involved.
Mental health advocacy.
Insurance law services where clients have experienced medical conditions, accidents or 
other hardships such as a mental health problem that has resulted in them needing to make 
a claim on a form of insurance. $e service o&en liaises with the health practitioners to 
obtain medical reports to support claims, and if successful the injured/ill person will have 
the bene"t of the money due to them under the policy or early release of superannuation.
Mortgage hardship services assisting consumers who are facing mortgage foreclosure or 
di'culty maintaining payments. Sometimes, this di'culty is as a result of an accident or 
health issue. For example, a diagnosis of cancer for a borrower where the co-borrower is 
needed to be the carer may result in the loss of two incomes. 
Homeless Persons Legal Clinics assisting clients experiencing drug and alcohol addictions.
Advocating for clients who are intellectually disabled or mentally ill and have medical 
issues.
Prisoners legal services regarding:
 - delays in medical treatment
 - insu'cient or unsatisfactory medical treatment 
 - con%icts between medical and security concerns within the prison context
 - lack of alternative or preventative treatments
 - coronial inquest advocacy, usually involving a combination of medical and prison issues.

Making of wills and enduring powers of attorney.

QUESTION:
Does your CLC currently employ a:
Social worker 18.2%
Community worker 10.9%
Welfare worker 0%
None of the above 72.7%

55 answered
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QUESTION:
Have you ever observed multi-disciplinary partnership in operation beyond the CLC 
sector?
Yes No Total answered
38.2% 63.6% 55

Although a relatively small proportion of respondents had observed multi-disciplinary partner-
ships beyond the CLC sector, numerous examples were provided that may o#er useful guidance 
to CLCs in evolving this area of practice.

Examples included:
Community health settings, combining nurses, psychologists, social workers, 
physiotherapists, occupational therapists, podiatrists, diversional therapists and health 
aides.
Defence forces, combining social workers and military personnel of all rank, especially 
Command and Medical sta#.
Disability and mental health advocacy services.
Family violence prevention programs in hospitals, women’s services, family violence 
prevention services and community health services.
Bush"re disaster response – combining a broad range of professions in the disaster relief 
response and longer term recovery.
Legal and "nancial services.
Case management forums for clients with serious and multiple problems.
Centrelink case management.
Cancer Patients Legal Referral Service New South Wales.
$e Peter MacCallum Cancer Patients Legal Clinic with Baker & McKenzie Lawyers.
Medical Legal Partnerships in the USA.
In the Crisis Accommodation Sector where there were multi-disciplinary partnerships 
between mental health and drug and alcohol professionals and Centrelink.
Neighbourhood houses/centres.
$e Brotherhood of St Laurence’s centres for work and learning, which provide multi-
disciplinary services to jobseekers to overcome barriers to employment. 
Private legal practice for those who are working in corporate or personal injuries areas and 
are required to work with medical practitioners, psychologists or accountants.

QUESTION:
Has your CLC ever undertaken law reform or policy work on health or medical related 
issues.
Yes No Total answered
32.7% 67.3% 55

Examples included:
Townsville Seniors Speak Out Report – advocating for change in policy regarding elder 
abuse, social isolation, aged care entry.
Family violence law reform submissions and community education projects.
Grave Concerns project – regarding the sexual abuse of children with disabilities in care.
Mental health law reform.
Disability services law reform, e.g. sterilisation of women who have a disability. 
Social security law reform, especially eligibility for disability support.
Seniors residential services law, including aged care facilities and retirement villages.
Child-protection submissions.
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Guardianship and administration law reform.
Project involving Department of Housing responses to asbestos contamination in 
Kununurra and Wyndham. $is involves work with Shire, Department of Environment and 
Conservation and Department of Health.
$e Sexual Assault Communications Privilege work, which advocates for the right of 
victims of sexual assault to protect the privacy of their communications with counsellors 
from being used in evidence in court or being provided to the o#ender in the context of 
criminal proceedings or family law matters.
Prison conditions, especially prisoner access to medical services.
Substituted decision-making, including advance care directives. 
Introducing a needle exchange program at a CLC. 

QUESTION:
Are there particular areas of legal practice that are more receptive to this mode of 
multi-disciplinary practice? 
Yes No Total answered
69.6% 30.4% 46

Participants nominated a wide range of legal practice areas that they felt were more receptive to 
this mode of practice. While listing them all is virtually meaningless, one participant helpfully 
observed: 

Holistic legal practice requires an understanding that legal issues do not occur in isolation from 
social and health issues. Clients attending for any reason may require the assistance of health/allied 
health services depending on their ability to cope with their situation or their need for resources to 
assist them to overcome their legal barriers. 

Some of the areas of practice nominated included: therapeutic approaches to criminal law, fam-
ily, children, elderly, refugees, mental health, family violence, "nancial disputes, social security, 
discrimination, employment, child protection, tenancy, end of life issues, guardianship, advance 
health directives, victims of crime, social security, accessing services and prison law. 

QUESTION:
Are there particular cohorts that would benefit from this enhanced service delivery 
approach of multi-disciplinary practice? 
Yes No Total answered
75% 25% 40

As with the previous question, many cohorts were identi"ed as standing to bene"t from this 
form of practice. Again a participant helpfully observed that: 

Some clients are high needs with little family or friend [sic] support networks. A [sic] strict legal 
assistance from a solicitor may only result in an empty win, where a client may have achieved a good 
legal outcome that has had no impact on their other co-existing issues.

Some of the cohorts nominated included:
Families experiencing separation/family violence/parenting matters
Refugees
People experiencing mental illness
Children
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Young people
Older people
Women
Homeless people 
Individuals with a disability 
Social security recipients 
Low income individuals/families
Clients of Aboriginal health services or those who have an established relationship with a 
counsellor or mental health worker 
Incarcerated people.

QUESTION:
Do you think that multi-disciplinary partnerships could enhance the service that your 
CLC provides?
Yes No Total answered
89.8% 10.2% 49

A range of reasons were o#ered for why MDPs could enhance current CLC services. MDP could, 
for example:

Provide additional support to enable a client to prosecute their legal rights. 
Expedite medical assessments and documentation.
Better target highly vulnerable clients and lead to improved referrals.
Generate community legal education opportunities with partner organisations.
Lead to better data in conducting social impact evaluations. 
Lead to improved work satisfaction.

Participants who answered in the negative or gave quali"ed a'rmative responses raised issues 
including:

$e potential to restrict service choice for clients/patients by co-locating and homogenising 
services.
$e potential to further medicalise service provision to clients, which would be detrimental, 
e.g. to people with a disability. 
Perceived historical antagonisms between health and legal service providers, typically 
doctors and lawyers.
$at the CLC already operates multi-disciplinary partnerships.
A perceived history of multi-program partners ignoring or undermining professional legal 
practice obligations.
Limited partnership opportunities in some geographically isolated locations.
If poor advocacy services are provided it is a waste of precious resources that funders will be 
unlikely to allocate in the absence of real value for money.

QUESTION:
Do you think that multi-disciplinary partnerships could raise any potential legal profes-
sional conduct or practice issues?
Yes No Total answered
82.6% 17.4% 46

Participants demonstrated a clear awareness of a range of potential professional conduct or prac-
tice issues that could impede the operation of multi-disciplinary partnerships. $ese included:
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Safeguarding client con"dentiality and privacy.
Mandatory reporting obligations of health/social workers. 
Con%icts of frameworks, e.g. best interests, acting on instructions, adopting a rights based 
framework.
Poor communication between partners leading to misunderstanding or hostility.
Protecting legal professional privilege. 
Managing con%icts of interest. 
Managing potential clashes of culture between some legal and some health service 
professionals due to long-standing mistrust or antipathy (e.g. doctors and lawyers).
Client clarity on which program is providing what service.
Con%icts in the correct policy approach to particular issues between partner services.
Health sta# seeking advice in relation to their own work practices or the practices of their 
employing health service.
Managing complaints against partners.

QUESTION:
Do you think that there is a need for multi-disciplinary partnerships to be further 
developed in Australia? 
Yes No Total answered
87.8% 12.2% 49

Justi"cation was not provided by participants who answered in the negative. $ose who 
answered in the a'rmative o#ered a range of comments, including:

Multi-disciplinary partnerships already occur in CLCs – although they may not be 
formalised.
While there are some examples of this practice in Australia, such practices are widespread 
in other jurisdictions, especially in the USA.
Multi-disciplinary partnerships provide a one stop shop or holistic approach to client 
matters, therefore all aspects of a matter can be dealt with simultaneously.
People with health issues face greater challenges engaging with the legal system. A 
coordinated approach (legal and health service providers) would assist to address these 
challenges.
$ere is not a lot of literature out there except re law/"nance.
Partnerships would provide a formal and comprehensive referral service whereby the 
parties (legal and health) would have a greater awareness of the facilities available as well 
as, perhaps, in some instances, having a structured, uniform and collaborative approach to 
addressing a client’s problems.
Many people approach medical practitioners as a "rst port of call. 
$ere is particular scope in regional areas.
Implied consent [to working with multiple service providers within a partnership] also 
perhaps needs to be articulated better.
Legal and medical disciplines do not communicate well. $ey are wary of each other. A 
partnership model may help overcome some barriers between the disciplines for the bene"t 
of clients.
Both medical and legal services are underfunded, and any situations where the legal 
service dabbles in counselling or the medical service dabbles in legal advice can lead to bad 
outcomes or at least ine'cient allocation of resources.
Multi-disciplinary partnerships that are e#ective can achieve a more positive outcome for 
clients than when a client feels they are being passed between two professional bodies.
O&en a lawyer cannot assist the client until the client is stabilised.
Multi-disciplinary partnerships ensure that a person’s issues are not only seen in one 

84 ADCOCACY-HEALTH ALLIANCES



disciplinary light. $e presenting matter is seen as one part of a person’s life, which will 
be impacting on other areas. For example, if a client presents with a criminal matter, the 
solicitor will provide advice; however, the stress, social, health or "nancial issues that may 
be underlying this matter if not dealt with, may prevent the advice from being appropriate 
or e#ective. If the solicitor works in partnership with health/allied health workers, the 
client receives a holistic service and has resources available to meet the demands of the legal 
matter and follow the advice. $is type of assistance may also prevent further o#ences.
Holistic care and therapeutic justice are complementary. 
Co-location can make a referral as easy as a shout across the room, and the passing of a "le 
between hands rather than between distant in-trays from parties unknown.
$e knowledge of the sector grows more fully and completely, and can subsequently provide 
better advice, and enhances a lawyer’s ability to review policy to ensure correct application 
by law, and improve reform feedback to government.

QUESTION:
If you answered yes to the previous question, why do you consider that there would be 
benefits to developing multi-disciplinary partnerships in Australia?
29 answered

Participants suggested a range of bene"ts, which related in general terms to improved overall 
e#ectiveness and e'ciency in dealing with a constellation of issues facing clients/patients, the 
opportunity for inter-disciplinary collaboration, the bene"ts of preventative approaches and 
access to those clients experiencing the greatest vulnerability. 

Speci"c responses included:
$e most cost-e#ective way of dealing with legal issues or health issues is to prevent them, 
intervene early or prevent them from reoccurring. Multi-disciplinary partnerships have the 
potential to address the social and environmental determinants that exist for both health 
and legal matters. Partnerships can also lead to early intervention where legal or health 
needs of a client are identi"ed, as well as working to ensure the best outcome possible for the 
client. Partnerships also have the potential for preventing the re-occurrence of legal need.
Multi agency arrangements are more e'cient.
$ere is the potential to provide a ‘one stop shop’ approach to clients.
Clients don’t have to tell their story over and over.
Collaboration of specialists is likely to provide better outcomes.
Clients are not legal problems – clients are people with legal problems. Clients have multiple 
and intersecting needs and not all of those can be addressed by the services that lawyers are 
trained to provide.
Rigid professional silos are detrimental to client care. Professions should know more about 
each other so that clients have access to more comprehensive assistance.
$ere would be better understanding of roles and scope of services. 
It enhances outcomes for clients by providing more full evidence in support of their cases. 
Clients are assisted through a stressful time that also involves legal proceedings – lessens 
stress/increases coping skills of clients going through a legal process.
It has been di'cult for our centre to assist clients in certain aspects of [client’s lives] where 
we have no expertise or there are no existing organisations that provide that support.
Collaborations can be more preventative in approach than the present crisis driven model 
(in health and legal sectors). 
$e collaboration demonstrates the connections between people’s social/legal experience 
and needs and their poor health outcomes. Demonstrating this shows how intervening at a 
social/legal level can have meaningful outcomes for individual and corporate health.
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We receive a lot of referrals from community health workers who are able to identify legal 
issues and guide clients towards our service. However, referrals are patchy, some health 
workers are very aware of our service and feel comfortable ringing us to ask if we can help. 
$ere are other health workers who we do not hear from at all. 
A partnership model would help us to make better referrals and for health workers to know 
how and when to refer to us.
It would enhance the results that clients achieve if trusted health professionals worked in 
partnership with the legal practitioner. 
MLPs provide an opportunity to reach the most vulnerable clients and address the 
underlying causes of disadvantage.
$e issues of prompt and immediate response to a person with poor mental health, or 
the ability to vary legal terms governing a person’s life is important to reducing stress, 
increasing the chances of engaging in services, and feeling part of a community trying to 
assist [the] person as compared to a service providing assistance. 
Most critical to such a partnership would be to ensure that the services are not dominated 
by medical negligence. 
It’s demonstrably cheaper to provide assessment, treatment and monitored support in 
accommodation out in the community than it is to provide more prison beds.

QUESTION:
For a multi-disciplinary partnership to be utilised by your current client base. which 
medical or health issue (or issues) would the alliance have to be directed at? 
41 answered

Substance abuse
Mental health
Intellectual impairment
Family violence counselling
Victims of crime counselling 
Elder abuse prevention
Refugee settlement
Mental impairment issues associated with ageing, such as dementia
General physical health of involuntary psychiatric patients 
Tenancy and utilities
Family breakdown
End of life issues
Credit and debt issues
Tenancy and utilities
Child abuse
Sexual assault 
Disability (physical, intellectual etc), including disability discrimination
Palliative care
Long-term therapeutic support for prisoners – i.e. for prisoners poor mental health is 
di'cult to separate from the prison environment, but many ‘issues’ based programs are not 
ongoing, they are generally provided in the last few months of a long-term sentence, in some 
cases, years a&er the events that led to the arrest.
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QUESTION:
Do you foresee that the establishment of a multi-disciplinary partnership (to which 
your CLC is a partner) would require additional resources and/or personnel (excluding 
from the health profession)?
Yes No Total answered
69.8% 32.6% 43

QUESTION:
Are there any specific or tangible opportunities to explore multi-disciplinary partner-
ships that you can think of? 
Yes No Total answered
41.9% 58.1% 43

Examples of opportunities to explore partnerships were:
Elder abuse prevention legal services could partner with an accountant (volunteer) to assist 
in determining movement of assets and money where "nancial abuse has occurred.
Deploying a mental health legal team (comprising lawyers and social workers) in local 
hospitals.
Creation and distribution of resources to assist GPs and other health care providers to 
support clients applying for a disability support pension.
Forming partnerships between legal service providers and maternal and child health 
services, general practitioner networks, GP super clinics and community health services. 
Working with the General Practice Network to improve accessibility for Aboriginal clients.
Collaborations between CLCs and: 
 - Turning Point Drug and Alcohol Service
 - In house lawyer for QUIT (anti-smoking)
 - Australian Medical Association, exploring the potential for greater collaborations and 

strategies for navigating practical and ethical barriers to partnership
 - Carer’s networks
 - Prisoner support services such as Australian Community Support Organisation and 

VACRO
 - Gamblers’ help services.

87APPENDIX B



Final Report of the Clayton Utz Foundation Fellowship  |  August 2012


