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Abstract

The medical-legal partnership addresses social and political determinants of health. Yet, relatively little is known about best
practices for these two service providers collaborating to deliver integrated services, particularly to im/migrant communities.
To investigate evaluations of existing medical-legal partnerships in order to understand how they function together, what they
provide, and how they define and deliver equitable, integrated care. We searched five databases (PubMed, Medline, Web of
Science, HeinOnline, and Nexus Uni) using search terms related to “medical-legal partnerships”, “migrants”, and “United
States”. We systematically evaluated ten themes related to how medical and legal teams interacted, were situated, organ-
ized, and who they served. Articles were published in English between 2010 and 2019; required discussion about a direct
partnership between medical and legal professionals; and focused on providing clinical care and legal services to im/migrant
populations. Eighteen articles met our inclusion criteria. The most common form of partnership was a model in which legal
clinics make regular referrals to medical clinics, although the reverse was also common. Most services were not co-located.
Partnerships often engaged in advocacy work, provided translation services, and referred clients to non-medical providers
and legal services. This review demonstrates the benefits of a legal-medical partnership, such as enhancing documentation
and care for im/migrants and facilitating a greater attention to political determinants of health. Yet, this review demonstrates
that, despite the increasing salience of such partnership, few have written up their lessons learned and best practices.
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Introduction

Immigrants face extraordinary challenges as they make a
living in the United States [1]. The challenges are not only
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social—learning new ways in which people think, work,
and interact—but they are also political. The contemporary
politics of the Trump Administration are not new. Xeno-
phobia and alienation, despite a long-standing and robust
U.S. dependence on immigrant labor, are centuries old. In
this article, we take stock of a critically important health
intervention that recognizes how political factors promote
good health: the medical-legal partnership.

The 44.7 million immigrants in the United States rep-
resent about 14% of the total population [2]—around one-
quarter are undocumented [3] and nearly half of these
individuals are uninsured [4]. Institutional challenges are
rampant throughout U.S. health systems, from immigrants
facing language barriers and high out-of-pocket expendi-
tures (with or without insurance coverage), to healthcare
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workers, from clerks to clinicians, who do not take into
account the unique cultural and structural needs in provid-
ing care for immigrant patients [1]. Other challenges include
legal dimensions. For instance, how does immigration sta-
tus—authorized or unauthorized, refugee, asylee—affect
what type of care someone can seek and from where? On
the other hand, clinicians offer psychological evaluations,
which may legitimize immigrants’ suffering in legal pro-
cesses. These health evaluations are often very important in
asylum status claims given they are based on a well-founded
fear of persecution in their home country based on race, reli-
gion, nationality, membership in a particular social group,
or political opinion [5]. Yet, asylum is difficult to obtain and
most applicants are rejected [5].

People immigrate to the U.S. for different reasons, from
war, interpersonal violence, and political threat to economic
depravity. Even within countries, many immigrants carry
with them different histories, beliefs, and needs [6]. This
creates a variety of health needs for those who arrive to the
U.S.—from acute psychiatric care to longer-term chronic
concerns [7]. Although psychiatric care is critical for peo-
ple who have faced extraordinary trauma from, for exam-
ple, human trafficking or political violence, psychiatric care
without legal and financial assistance falls short. During
legal evaluations of asylum cases, medical professionals
evaluate asylum seekers for the physical and psychological
effects of trauma and to provide critical evidence corrobo-
rating the asylum seeker’s testimony. This process requires
coordination among medical and legal professionals, but
rarely are medical and legal teams situated to work together
and organize the evidence from medical evaluations into
asylum legal proceedings. Similarly, medical professionals
assist in cases of human trafficking, in which victims are
eligible for immigration relief [8]. Yet, many immigrants
live in U.S. communities in which enforcement practices
surrounding unauthorized status create a climate of fear,
resulting in both acute and chronic psychological stress that
manifests in poor physical and mental health [9].

What a medical-legal partnership should look like is a
critical question for addressing the overlapping health and
legal needs in immigrant populations. A medical-legal part-
nership is a model in which “...an attorney is embedded into
the healthcare facility or team and works alongside providers
to screen for and treat social and legal issues that negatively
affect health and that cannot be resolved through medical
care alone [10].” Although this understanding of a medical-
legal partnership places lawyers in a medical clinic, it is also
common for medical and legal professionals to collaborate in
an informal capacity through regular referrals—formalized
or ad hoc—between medical and legal clinics [11].

This paper investigates existing forms of medical-legal
partnerships that demonstrate how medical and legal
professionals work together to meet the unique needs of
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immigrants. We systematically evaluate articles that were
published in the last decade and address how medical profes-
sionals and lawyers coordinate to provide medical and legal
services for immigrants, refugees, and asylees. We evalu-
ate structures and logistical operations of the partnerships,
the scope of available services, and the strategies used to
address the sensitive nature of care for these socially and
politically vulnerable populations in order to identify gaps
in existing models of care and opportunities for future col-
laborations among medical and legal professionals.

Methods
Selection Criteria

We took an interdisciplinary approach by searching aca-
demic databases from medical and legal fields to ensure that
we collected articles about medical-legal partnerships writ-
ten from both medical and legal perspectives. We searched
for articles published only in the past ten years (2010-2019)
to focus on existing partnerships and those that focus on
“direct” partnerships. A “direct” partnership involves a
continuous interaction and collaboration between medical
and legal professionals, including cases of co-located ser-
vices. Direct partnerships include legal professionals making
regular referrals to medical professionals (or vice versa),
or medical and legal professionals collaborating to discuss
strategies to improve services. In doing so, we followed the
reporting guidelines of the Preferred Reporting Items for
Systematic Reviews and Meta-Analysis (PRISMA) State-
ment [12].

We had clear inclusion and exclusion criteria. Inclu-
sion criteria for this review include articles published: in
peer-reviewed academic journals (IC1), in English (IC2),
between 2010 and 2019 (IC3), that discuss direct partner-
ships between health care providers and legal professionals
(IC4), that do not discuss historical partnerships that ceased
operations before 2000 (IC5S), that discuss the provision of
clinical care (IC6), that focus on the U.S. im/migrant popula-
tion (IC7), and that have independent discussion of medical-
legal partnerships (IC8).

We excluded articles that did not focus on current med-
ical-legal partnerships, clinical care (e.g., focused on bio-
medical research), and im/migrant populations in the United
States. A plethora of different kinds of medical-legal part-
nerships focus on services for veterans, former inmates, or
other vulnerable groups, and these partnerships operate
under different constraints that those that support the im/
migrant population. Articles on medical-legal partnerships
that accept migrants as clients but focus more broadly on
community health were also excluded. Finally, we excluded
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articles that implicitly (rather than explicitly) addressed
medical-legal partnerships.

Information Sources

We searched in October 2019 three medical (PubMed, Web
of Science, and MedLine) and two legal (HeinOnline and
Nexis Uni) databases. We used the search strings for data-
base searches listed in Appendix. Articles were filtered for
publication between 2010 and 2019 and publication in Eng-
lish. These search terms and filters were adapted to each
database’s search engine.

We followed the following four phases in selecting arti-
cles for our systematic review: (1) remove duplicate articles;
(2) review remaining titles and screen based on inclusion
criteria; (3) review remaining abstracts (or full texts without
available abstracts) and exclude based on inclusion criteria;
and (4) review remaining full texts.

To facilitate reviews of full articles, we collectively devel-
oped 42 questions, grouped into ten sections, that addressed
(1) medical-legal interaction; (2) medical services; (3) legal
services; (4) medical professionals; (5) additional services;
(6) cultural or structural competence; (7) population demo-
graphics; (8) logistics; (9) expansion of current work; and
(10) the context in which the partnership existed. The term
“medical” conveys both physical and mental health profes-
sionals. We systematically reviewed each full article accord-
ing to all 42 questions. The first author reviewed each article
and discussed them with the last author; she discussed any
articles that were unclear with the full panel of authors. We
coded responses as “one” if a theme emerged and “zero” if
the theme was absent. Emergent themes that diverged from
the analysis framework were recorded as “other” and we
recorded detailed notes. When themes could be relevant
for medical or legal services in the partnership, answers
were considered if they were applicable to the medical
services, legal services, or both (e.g. Cultural Competence
Question 1 in Table 2). Themes were only coded when the
article provided clear details about each theme; for exam-
ple, if the authors stated they used trauma-informed care
but did not explain how the care was delivered, the theme
was not recorded because it did not relate to theme deliv-
ery. We summed the number of themes reported as yes,
no, or other. For some articles, we had multiple positive
responses, demonstrating the amount in which one article
represented our analysis framework (e.g. in answer to Medi-
cal Services Question 1, an article could receive a positive
response to both “internal medicine services” and “mental
health services” if the partnership provided both). Results
demonstrate these key themes as they relate to questions
about what common features make up existing models of
medical-legal partnerships.

Results

Figure 1 shows that we found 222 articles in our initial
search of five databases, including 79 from Nexis Uni, 50
from PubMed, 43 from HeinOnline, 30 from Web of Sci-
ence, and 20 from MedLine. We removed 66 duplicates
and an additional 100 articles using titles and abstracts.
Of the 100 articles, we removed 57 because they did not
discuss a direct partnership between medical and legal pro-
fessionals, 29 because they did not focus on the im/migrant
population in the United States, 11 because they did not
discuss clinical care, two because they only peripherally
mentioned medical-legal partnership, and one because it
described a partnership that ceased operation before 2000
(see Fig. 1). Of the remaining 56 articles, we excluded 38:
14 did not discuss direct partnerships between medical
and legal professionals, 23 did not focus on im/migrant
populations, and one because it did not independently dis-
cuss medical-legal partnerships (see Fig. 1). We excluded
most of the full text articles reviewed because they lacked
a real focus on a partnership between legal and medical
professionals; for instance, they mentioned the need for
legal professionals but did not consult any, or legal profes-
sionals expressing concern for the health of their clients
without interacting with medical professionals. We found
18 articles met our inclusion criteria.

Published between 2013 and 2019, twelve articles
were retrieved from medical databases and six from legal
databases. Seven assessed an existing medical-legal part-
nership and eleven provided recommendations for such a
partnership based on the expertise of physicians, lawyers,
and other stakeholders, such as clients and patients. Of the
seven existing partnerships that were described, three were
located in New York and one each was located in Rhode
Island, Massachusetts, California, and Connecticut.

We found lawyers commonly referred clients to medi-
cal clinics (often for asylum evaluations), but physicians
also frequently referred patients to legal clinics. Eleven
partnerships between physicians and lawyers lacked
a shared physical site of care, and seven partnerships
provided co-located services. No partnerships involved
medical teams residing on-site in an existing legal clinic.
Five of the seven co-located partnerships involved law-
yers visiting existing medical clinics on a routine basis to
provide on-site legal services; two of these partnerships
were considered joint medical-legal organizations because
all patients received legal services from the legal teams
alongside their medical care. The other three partnerships
referred patients to the visiting legal teams when needed.
One of the seven partnerships with co-located services
employed a psychiatric nurse to screen clients on-site at
the legal clinic for mental health needs; these clients were
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Fig. 1 Flow chart of article selection based on the PRISMA guidelines [12]

then referred to specialists for further care. The last of the
seven articles describing co-located services discussed the
potential for joint medical-legal organizations in which
the medical and legal professionals provide co-located
services and both the medical and legal professionals are
employed by the partnership.

Partnership Characteristics

Table 1 describes frequencies of topics discussed. All arti-
cles addressed why the partnership was established, defined
the partnership model, and designated roles for legal and
medical staff. Other common themes were (1) the general
types of medical services provided, (2) how the partnership
may provide benefit to clients’ legal status, (3) the asylum
evaluation process, (4) consideration of culture in care, (5)
the role of trauma in care, (6) clinical needs among par-
ticular populations receiving care, (7) strategies used to

@ Springer

make services accessible, and (8) funding sources. No arti-
cles addressed alternative or specific therapies available for
medical care or what happened beyond their partnership for
care-seekers (see Table 1).

Table 2 shows most partnerships prepared medical evi-
dence for legal needs and described the asylum evaluation
process. Often internists or other non-psychiatric medical
specialists prepared psychological evaluations, although
mental health professionals conducted these evaluations
when available. All partnerships concluded that the joint
work was a positive step for the immigrants they served,
often citing that they found clients were perceived as more
eligible for immigration relief. Most articles indicated direct
language translation services were provided (see Table 2).

Figure 2 shows all articles that discussed the interaction
of medical and legal services, and partnerships utilizing
multiple strategies for integrating services. Nine articles
discussed lawyers referring clients to healthcare providers,
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Table 2 Most common responses

N
Medical-legal interaction
How was the need for the partnership established? 18
Need for medical services observed in legal setting 11
Need for legal services observed in medical setting 11
What was the overarching model of the medical-legal partnership? 18
Medical professionals provide services for a legal clinic 8
What services did the health professionals provide the legal professionals and vice versa? 9
Lawyers lead informational workshops for medical partners 6
How were the medical and legal services integrated? 18
Lawyers refer clients to healthcare providers when needed 9
Medical services
What kind of medical services were provided to the patients? 14
Preparation of evidence related to legal conditions 13
How were internal medicine and mental health services integrated (was a collaborative care model used)? 4
Internal medicine and mental health services are standard together 2
What therapies were used in non-psychiatric medical care? 0
N/A 0
What therapies were used in mental health care? 1
Psychological therapies 1
What alternatives to traditional therapies were used? 0
N/A 0
Legal services
What legal services were provided to the client? 9
Full representation 6
What legal services did the client have access to before the partnership? 3
None 3
What services did the client have access to after? 0
N/A 0
Did the clients perceived eligibility for legal benefits or status change due to the partnership? 10
The client was perceived as more eligible for immigration relief 10
Was additional information disclosed to the health care providers that had not been disclosed to the lawyers? 4
The client disclosed additional information on cases of abuse or crime victimization 3
Medical professionals
What non-psychiatric medical specialists provided care and what kinds of care did each provide? 4
Pediatrician (specific care was unspecified) 3
What mental health specialists provided care and what kinds of care did each provide? 4
Psychologists (asylum evaluations and other care) 3
Were students or residents involved in the provision of care? 7
Medical students 4
Were asylum evaluations conducted? If so, by whom? 13
Yes (non-psychiatric medical specialists) 12
Additional services
What other services were provided in addition to medical and legal services? 12
Advocacy work and awareness raising 6
What language services were provided? 11
Translation 8
How were other services integrated with medical and legal services? 13

@ Springer
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Table 2 (continued)

Additional services

Other services were available during the provision of medical and legal services 9

What kind of additional resources and education were provided to patients? 6

In person courses

Cultural competence

How were cultural factors taken into account in the provision of care?
Translation services

How was trauma taken into account in the provision of care?

10

10

Trauma history is considered during interactions with patients and in the selection of therapies 6

Population needs

What were the health service needs of the target population?
Preparation of evidence related to legal conditions

How were services made accessible to the target population?
Referral to accessible outside health care providers and lawyers

What percentage of patients had a primary care provider outside of the program?

0-25%
50-75%

What percentage of patients had a psychologist or psychiatrist outside of the program?

N/A
What percentage of patients had insurance coverage?
0-25%

—_ - 0 O = = N ®

Logistics

What funding sources were used?
Pro bono services
What billing methods were used?
N/A
Where was the medical clinic located?
Hospitals
How often was medical care provided?
N/A
How often were legal services provided?
Weekly
Twice per month
What were the operating hours for services?
Appointment windows outside of business hours
What was the duration of the services that were provided?
N/A

How were patients able to contact and follow up with health care providers and legal professionals?

N/A

—_
(=]

S O O O = = = = N O O N PO o

six discussed healthcare providers referring patients to law-
yers, and three discussed a case management system. Three
articles described medical and legal services as offered
together, and six discussed integrating medical and legal
services in other ways (see Fig. 2). Figure 3 shows other
common services, including advocacy and awareness raising
for partnerships’ clients (n = 6), social services (n = 4), and
general educational services, such as private tutoring (n =

2). One article recommended that lawyers engage with local
schools to design policies and services that are beneficial to
children from immigrant communities; another described
a Youth Enrichment Program that organizes soccer games,
field trips, and other extracurricular activities for participat-
ing children. Families are also assisted to enroll in available
health insurance programs and public schools through the
program, and referrals are made to services that could aid

@ Springer
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How were the medical and legal services integrated?

12
mmm Lawyers refer clients to healthcare providers when needed
I Healthcare providers refer patients to lawyers when needed
10 mmm Case management system
Medical and legal services are standard together
Other
8

Frequency
(<)}

Response

Fig.2 Integration of medical and legal services

What other services were provided in addition to the medical and legal services?

12

10

Frequency
()]

Emm Social services

B Advocacy and awareness raising
mmm Employment services

I Educational services

- Other

Response

Fig.3 Additional services

families with cultural adaptation. No partnerships provided
assistance for clients seeking employment and six articles
made no mention of services other than medical and legal
services.

Half of the articles did not mention cultural or structural
competence. Figure 4 shows strategies described in those
that did promote cultural and structural competence: trans-
lation services to clients (n = 8); training for participating
medical and legal professionals on cultural awareness during

@ Springer

the provision of services (n = 4); and partnership coordi-
nation with traditional healers, community health workers,
and other providers that are integrated in communities (n =
2). One article recruited staff from migrant populations. Six
articles noted other strategies to provide culturally or struc-
turally competent care (see Fig. 4). These strategies included
the use of written guides on cultural competence and peer
mentoring. One article recommended hiring providers with
prior experience working with immigrant communities and
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How were cultural factors taken into account in the provision of care?

12
Emm Training on cultural awareness for medical and/or legal proessionals
I Translation
10 mmm Recruitment of staff from migrant populations
B Coordination with traditional healers and other providers that are integrated in migrant communities
- Other
8

Frequency
o

Response

Fig.4 Cultural or structural competence

suggested that providers should be as up to date as possible
on current affairs to understand the shifting context sur-
rounding migration. Figure 5 shows strategies used to make
services accessible: direct translation services for clients (n
= 8); referring clients to other accessible healthcare provid-
ers and lawyers (n = 8); and providing financial assistance

to clients (n = 7). One partnership provided services on-site
at schools and local health clinics, and used student-peer
advocates, parent nights, and school registration events to
advertise available services. No partnerships provided ser-
vices during expanded hours of operation (see Fig. 5). Three
articles did not discuss the accessibility of services.

How were services made accessible to the target population?

12
mmm Expanded hours of operation
I Translation services
10 B Financial assistance
mmm Referral to accessible outside providers and lawyers
- Other
8

Frequency
()]

Fig.5 Accessibility of services

Response
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Discussion

This systematic review describes the complexity and vari-
ation in medical-legal partnerships for im/migrant popula-
tions in the United States. The overwhelming observation
of the review is the significance of these partnerships to
improve legal outcomes; ten out of ten articles that dis-
cussed the delivery of medical knowledge to legal cases
described how people were more likely to receive posi-
tive legal outcomes when medical professionals contrib-
ute to legal proceedings [13-22]. The legitimatization of
trauma and persecution through medical professionals in
legal spaces may also be crucial for protecting the lives
of migrants who have suffered greatly in both sending and
receiving communities alike [13]. Moreover, the finding
that people may feel more comfortable disclosing personal
trauma and persecution to medical professionals compared
to legal professionals suggests these types of partnerships
are important for court proceedings as well as for build-
ing the best case for individuals seeking asylum. In this
way, medical professionals can voice the realities that im/
migrants have faced to legitimize their suffering in the face
of a legal system that is stacked against them [23].
Educational exchange is at the center of many med-
ical-legal partnerships, although there appeared to be a
heavier emphasis on legal professionals educating medi-
cal professionals about what is needed from them in such
a partnership. Yet in some partnerships, medical profes-
sionals provided educational workshops for legal pro-
fessionals. These bidirectional education exchanges are
critical because there is value in both types of knowledge.
Lawyers can elevate the work of medical professionals
to navigate the legal barriers, terminology, and policies
that their patients face—be it through clinical care, court
documents, or legal proceedings [13, 10]. Medical pro-
fessionals provide health- and trauma-informed services
and complete legal documents for lawyers who make the
legal case for significant impacts of trauma on their cli-
ents’ mental and physical health [24]. Such work is critical
as many people experience retraumatization during legal
interviews, which are required for their cases to court [25].
This retraumatization may lead clients to delay seeking
legal relief by avoiding applications and attorneys [26] but
it is also one reason medical and legal professionals find
their collaboration so critical in the first place [24, 18].
Community-centered care is critical for serving im/
migrants [27] and integrating legal and medical services
into a physical and professional unit is one positive step
toward achieving this critical care. Among many im/
migrants communities, the problems they bring to the
clinic are not solely medical and often involve social
and/or legal concerns [28]. Integrating social and legal
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services with medical care improves access to care among
those most vulnerable. It reduces patient social, financial,
and temporal costs by ensuring they have to travel fewer
times to the clinic for their multiple health conditions,
minimizing the loss of work days due to care-seeking, and
reducing social costs such as stigma [29]. Adding legal
services to primary and psychiatric services represents
a good model of integrated care and ensures a holistic
treatment approach [1, 28].While four articles describe
specific strategies used for the integration of primary and
psychiatric services, including case management systems
and standardizing non-psychiatric medical services and
mental health services, this review emphasizes that inte-
grated care must incorporate the legal services outlined
in these papers. Moreover, the other critical work, such
as social services, advocacy and awareness raising, and
educational services for clients, must be standard protocol
for such integrative services.

Cultural and structural competence in these partnerships
is an essential component. Recognizing what people carry
with them into the clinic as well as what they need from
the clinical engagement is critical. This involves recogniz-
ing how and why people may fear, not understand, or reject
medical recommendations and the linguistic, cultural, gen-
der, and personal differences between healthcare profes-
sional and patients that impede good care. The studies we
reviewed emphasize institutional barriers—such as transla-
tion services, financial assistance, affordability, and access
to psychiatric care—as well as psychiatric barriers, such as
having medical professionals trained in trauma-informed
care [13-16, 18, 21, 24, 30].

We were surprised that some themes were missing in
these articles. For instance, we projected that more articles
would focus on co-location. While co-location is optimal for
patients because it means that patients do not have to travel
between sites, it also creates more security for people to
convey more sensitive information than may appear for legal
counsel and avoids causing retraumatization without hav-
ing psychiatric care on-hand [13, 25]. Having mental health
services in the same place as legal services also reduces
stigma towards obtaining mental health services. It could
also provide educational opportunities for clients in trusted
and familiar facilities.

Finally, the lack of follow up from the partnerships about
the duration of their collaboration was noteworthy. No dis-
cussion of long-term legal and patient outcomes, duration of
services through the partnership, success/failure rate of clinical
care, or systems in place to support people’s legal and medical
needs were provided. Moreover, the lack of follow-up with
patients seeking mental health services who had at one point
in time also received legal services reveals a gaping hole that
exists for understanding both long and short term impacts of
pursuing legal services on mental and physical health of im/
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migrant populations and how medical care can advance legal
proceedings.

One limitation of this study is that only seven of 18 arti-
cles discussed an existing partnership. So few of these part-
nerships appear in scholarly publications, despite the fact
that they are increasingly common among clinicians and
lawyers seeking to address social determinants of health for
im/migrants. Ethnographic work that aims to understand
the complexities that drive the formation, implementation,
organization, and longevity of such projects is vital for their
success in the near and long term. In particular, there is a
significant knowledge gap around what and how many infor-
mal partnerships between small medical and legal practices
(local non-small organizations) offer services to asylees,
U/T-visa recipients, and refugees; some of which offer
coordinated services while others are loosely connected.
Unfortunately, neither the practitioners nor the sponsor-
ing organizations publicize their existence beyond word of
mouth, and therefore little is known about their organization,
contributions, and tireless work in this area.

Conclusion

Medical-legal partnerships are crucial for investing in the
mental and physical health of immigrant communities.
Because of the fragmentation of the United States health
system, many of these projects are ad-hoc and are diffi-
cult to implement without revoking the current status quo
about how health and medicine are conceived as a problem
of the body as opposed to a problem of society. By bring-
ing the trauma and persecution that drive many people to
migrate out of the shadows, these medical-legal partnerships
can improve the lives of individuals who can benefit from
services from lawyers and clinicians alike. They also can
elevate the health and well-being of U.S. im/migrant com-
munities. As the consequences of COVID-19 hit these com-
munities, there is no more important time to rethink how our
systems are organized and instituted in a country that fails to
meet the needs of its most vulnerable people amidst a great
pandemic. Indeed, integrating medical and legal services is a
good start to rethink how im/migration status is a key social
determinant of health and that good health depends on good
mental health, personal security, and community solidarity.
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