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Abstract: As a preliminary investigation of the effectiveness of medical-legal partnership in 
pediatrics, we conducted a 36-month prospective cohort study of the impact of clinic- and 
hospital-based legal services. We hypothesized that integration of legal services into pedi-
atric settings would increase families’ awareness of and access to legal and social services, 
decrease barriers to health care for children, and improve child health. Methods. Health 
care providers referred families with legal or social needs to the Peninsula Family Advo-
cacy Program (FAP). Results. Fifty four families completed both baseline and six-month 
follow-up assessments. Comparison of follow-up with baseline demonstrated significantly 
increased proportions of families who utilized food and income supports and significantly 
decreased proportions of families avoiding health care due to lack of health insurance 
or concerns about cost. Two-thirds of respondents reported improved child health and 
well-being. Conclusions. This study suggests that adding an attorney to the medical team 
increases awareness of and access to social and legal services.
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Providing quality health care requires addressing social and legal issues including 
access to health care and programs, salutary living environments, and the ability to 

navigate government and community systems. Health care providers are well-positioned 
and trained to identify salient social factors; however, they often lack the expertise to 
address these factors, particularly in the arena of poverty and health care disparities. 
In contrast, legal aid attorneys are trained to address health care disparities related to 
poverty; however, they frequently do not see families until a situation has become a 
crisis, long after the legal issues have begun to affect family health and well-being. Con-
ventional legal aid services can been likened to acute care or emergency room services 
aimed at crisis management and stabilization, rather than preventive care services. In 
contrast, by screening for legal issues in the clinical setting, health care providers can 
refer families to a legal aid attorney before a legal issue becomes a legal and potentially 
medical emergency. Medical-legal partnerships bring legal aid attorneys to the clinical 
setting to develop a multi-faceted approach to children’s health care disparities by inte-
grating preventive law into preventive medicine.1,2,3 The first partnership was founded 
in 1993 at Boston Medical Center by Dr. Barry Zuckerman. Currently, there are more 
than 80 medical-legal partnership sites in the United States, serving over 160 hospitals 
and health centers in 37 states.

The Peninsula Family Advocacy Program (FAP), a collaboration among Lucile 
Packard Children’s Hospital at Stanford (LPCH), Ravenswood Family Health Center 
(RFHC) in East Palo Alto, California and Legal Aid Society of San Mateo County 
(LASSMC), was established in 2004. Modeled after Boston Medical Center’s Medical-
Legal Partnership, FAP’s goals are to improve the health of low-income children by 
linking legal advocacy and clinical pediatrics. The FAP provides free legal services 
and social service referrals to patient families at LPCH and RFHC; further, FAP trains 
health care providers to identify and understand legal needs of low-income families 
and works with health care providers to address systemic-level inequities. In addition, 
FAP has implemented a cross-disciplinary course between Stanford Medical School 
and Stanford Law School that provides an opportunity for medical students and law 
students to learn collaboratively about medical-legal issues affecting child health, to 
advocate for patient-client families, and to work on local community projects to reduce 
health care disparities. 

Health care provider partnerships with attorneys aim to address health care dispari-
ties resulting from poverty that may lead to worse health outcomes for low-income 
families. The concept of social capital suggests that social and structural factors such as 
housing, training/job opportunities, and access to services can intensify the effects of 
material deprivation on child health and development.4 Studies have shown lower rates 
of prenatal care among low-income women,5,6 leading to increased risk for pre-term 
birth, low birth-weight, and related disability and illness in infancy and childhood. 
Children living in poverty are at greater risk for low functional health (i.e., vision, 
speech, and mobility),7 failure to thrive in infancy,8 respiratory and gastrointestinal 
infections,9,10,11,12 nutritional deficiencies,13,14 asthma,15,16,17,18 poor dental health,19 and 
overweight and obesity.20 In a recent study, minority children, children whose mothers 
had less than a high school education, and children from low-income families (125–199% 
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of the poverty line) used more urgent care than preventive care services for asthma, 
had lower levels of prescription refills, and had fewer general check-ups than children 
with asthma who were insured and whose mothers had attained higher education.21 
Furthermore, childhood injury rates, both accidental and intentional, are higher 
among children from low-income families.22,23 Poverty also has a detrimental impact 
on children’s mental health (e.g.. maladaptive behavior, emotional problems)4,24,25,26 and 
cognitive development.27 Poverty experienced at any stage of a child’s development is 
associated with reduced cognitive outcomes in adolescence.26 Studies have also shown 
the negative effects of poverty, hunger, homelessness and domestic violence on child 
health.28,29,30 Housing and economic instability have been shown to be associated with 
being uninsured, postponing medications, and higher rates of hospitalization.31 

The current evidence base for medical-legal partnerships addressing legal needs, 
removing barriers to care and improving health is limited. A study of 20 cancer patients 
who had received legal assistance showed positive results: 75% of patients interviewed 
said legal assistance reduced stress, 50% reported that receipt of legal assistance had a 
positive effect on their family or loved ones, 45% said legal assistance positively affected 
their financial situation, and 30% reported that legal assistance helped them maintain 
their treatment regimen.32 Another study of patients in a palliative care program who 
used medical-legal partnership services found that the legal services program addressed 
unmet legal needs a number of ways; by executing advance directives and wills, securing 
health insurance for patients, developing custody plans, successfully reinstating food 
stamp benefits, and securing emergency heating assistance.33 This program also showed 
it was financially sustainable, as it recovered reimbursement and benefits for clients. 

As a preliminary investigation of the effectiveness of medical-legal partnership in 
pediatrics, we conducted a 36-month prospective cohort study of the impact of clinic- 
and hospital-based legal services. We hypothesized that integration of legal services into 
pediatric settings would increase families’ awareness of and access to legal and social 
services, decrease barriers to health care for children, and improve child health.

Methods

Design and participants. The study sample was recruited from families who received 
FAP services between December 1, 2004 and June 30, 2007. The study was implemented 
at Lucile Packard Children’s Hospital at Stanford in Palo Alto, California, the Lucile 
Packard Children’s Hospital Pediatric Health Van, serving uninsured families in East 
Palo Alto and Redwood City, California, and Ravenswood Family Health Center, a 
federally qualified health center in East Palo Alto, California. Providers at both health 
centers were trained to identify social and legal issues that could be addressed by legal 
aid attorneys; and to refer these families to FAP. All families who were referred from 
health care providers to FAP met income and county eligibility criteria for services, 
and had an identifiable social or legal issue were eligible for the study. The parent/
guardian who was present at intake was enrolled in the study. After informed consent 
was obtained, a baseline assessment addressed socio-economic status, health insurance, 
child health status and need for legal and social services. Study participants received 
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ongoing legal services from FAP or were referred to appropriate resources. A follow-
up assessment was conducted via telephone interview at approximately six months 
following legal case-closing.

This study was approved by the Stanford University Panel on Protection of Human 
Subjects in Medical Research.

Intervention. The FAP provided legal services directly to participants to address 
problems including denials or discontinuances of government health insurance and other 
government benefits including Food Stamps and Welfare (CalWORKs in California); 
erroneous medical billing; family law and domestic violence issues including restrain-
ing orders, divorce, adoption, and immigration; access to special education services; 
and housing issues including habitability violations and evictions. The legal services 
ranged from legal counseling, to brief services such as writing a letter to a landlord, to 
full legal representation. Participants received referrals from FAP for legal services in 
areas in which LASSMC did not have expertise (such as employment or consumer law 
issues). Additionally, participants received information and referrals for many social 
services, including child care programs, free and low-cost health services, food and 
clothing programs, and adult education programs. 

The FAP staff included a full-time Staff Attorney, full-time Project Coordinator and 
0.1 full-time-equivalent Medical Director. The FAP also partnered with local law firms 
to provide pro bono legal services in cases where Legal Aid did not have the resources 
to represent the clients. Specifically, FAP made pro bono referrals for special educa-
tion and guardianship cases. The FAP completed intake with the clients and then sent 
appropriate cases to pro bono attorneys for representation. 

Measures. Assessments were performed by trained members of the research team 
following objective protocols. Assessments were conducted at the initial legal intake 
(baseline) by LASSMC and at six months after legal case-closing (follow-up) by an inde-
pendent evaluator. Legal case-closing is defined as the point at which the attorney met 
the goals agreed to with participants at baseline. Baseline assessments were conducted 
at clinical sites, LASSMC, in family homes, or via telephone. Follow-up assessments 
were conducted via telephone.

Baseline assessment included demographic information, insurance status of all fam-
ily members, self-reports of well-child care, immunization status, school days missed 
due to illness or transportation, avoidance of health care for child due to perceived 
barriers, and use of public benefits. Follow-up assessment included identical questions 
from baseline, as well as questions about prior knowledge and use of legal services and 
satisfaction with FAP services. Participants were also asked open-ended questions about 
the outcome of the issue for which they received help from FAP. Case-closing forms 
from LASSMC were analyzed to identify legal issues of participants.

Statistical analysis. The Wilcoxon signed rank test was performed to compare pre- 
and post-intervention values for food and income supports, recent well-child care, 
immunization status, health insurance, recent hospitalization, and avoidance of health 
care. A value of p,.05 was accepted as the minimum level of significance.
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Results

Study design and participation. The study design and participation are shown in Fig-
ure 1. A total of 190 participants received services from FAP during the study period. 
One-hundred-two participants enrolled in the study, completing informed consent 
and baseline assessments, as well as generating case-closing forms; 54 of these also 
completed follow-up assessments (full participants) and are included in our analysis. 
Reasons for not enrolling in the study most often concerned time constraints of legal 
aid staff or families to complete study assessments. Reasons for not completing follow-
up assessments (partial participation) included inability to reach families by telephone 
or cases that were still ongoing at the time the study concluded. 

Demographics. There were no baseline differences between full participants and 
non-participants or partial participants, with the exception of preferred language: the 
full participant group had a higher proportion of Spanish-speaking parents than did 
the non-participant group or partial-participant group. Demographic characteristics of 
full participants (the analysis sample, N554) are shown in Table 1. Participants were 
predominantly female and Spanish-speaking with a mean age of 34.9 6 9.3 years at 

Participants eligible for FAP services
N5190

Participants enrolled in study
N5102

(88 not enrolled due to time constraints of legal aid or families)

Participants completing follow-up assessments
N554

(48 lost to follow-up)

Participants with matched health care data
N543

(11 did not have matched data)

Figure 1. Study design.



162 Medical-legal partnerships

Table 1. 
SOCIODEMOGRAPHIC CHARACTERISTICS  
OF STUDY PARTICIPANTS

	 Full Participants 
Type of Information	N 554

Gender
  Female	 92.6%
  Male	 7.4% 
Ethnicity	
  Black/African American	 5.6%
  Hispanic/Latino	 79.6%
  Native Hawaiian/Pacific Islander	 3.7%
  Asian	 1.9%
  White	 7.4%
  Other	 1.9%
Language	
  Spanish	 68.5%
  English	 25.9%
  Other	 5.6%
Age	
  Average years of age	 34.9
  SD	 9.3
Level of education	
  No schooling	 1.9%
  8th grade or below	 22.2%
  Less than 12th grade	 16.7%
  GED	 3.7%
  High school diploma	 24.1%
  Some college but no degree	 11.1%
  Bachelor’s degree	 1.9%
  Associate’s degree	 1.9%
  Did not answer	 16.7%
Family annual income	
  ,$5000	 14.8%
  $5000–9999	 9.3%
  $10,000–19,999	 27.8%
  $20,000–29,999	 37.0%
  $30,000–39,999	 7.4%
  $40,000–49,999	 1.9%
  $50,000–74,999	 1.9%
  .$75,000	 0%
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baseline. About one-half of responding participants reported less than a 12th grade 
education (16.7% of participants did not complete this question). More than three-
quarters of participants reported an annual income of less than $30,000. No participants 
in the follow-up sample reported an annual income higher than $75,000. It should 
be noted that eligibility for services generally included income less than 250% of the 
federal poverty level (FPL, for a family of 4, $47,125 to $51,625). Mean household size 
was 2.1 6 0.9 adults and 2.1 6 1.3 children.

Access to legal and social services. Use of legal services. During the six-month 
follow-up assessment, we asked whether participants had been aware of or had used legal 
resources before FAP. Eighty-five percent of participants had not used legal resources 
before FAP, and 78.8% were not aware of legal resources before FAP.

Legal issues. Based on the case-closing forms completed by LASSMC (n5102) most 
of the participants had multiple legal and social issues. Almost half of the issues handled 
by FAP were related to health insurance (48.4% of cases), followed by government 
benefits (40.6% of cases), housing (33.9% of cases), immigration (33.1% of cases) and 
family violence (8.7%).

These multiple issues resulted in several levels of FAP services. In 90% of cases, FAP 
provided legal counsel and advice as well as made referrals to other services (referral to 
additional legal services, 17%; referral to non-legal services, 73%). About one-fifth of 
participants (19.1%) received brief services (letter or appeal form). In 12.4% of cases, 
the issues necessitated legal representation.

During the six-month follow-up assessment, we asked study participants to describe 
the issue that was handled by FAP and the outcome. Two-thirds of participants (68.4%) 
noted that the issues handled by FAP were entirely or partially resolved. The majority 
of participants who reported that an issue was not resolved commented that it was not 
solvable by FAP either because of legal restrictions (mostly related to immigration status) 
that limited participant access to successful assistance, or because of slow responses by 
the agencies to which the participant was referred. Participants often concluded that 
settling the identified issue might have created other difficulties. For example, taking 
up legal action was perceived as too risky given potential unfavorable ramifications, 
particularly in of the area of housing violations and landlord issues. Some of the par-
ticipants (7.2%) did not follow through on the recommendations and referrals made by 
FAP because they perceived the issue as too complicated and difficult to solve. About 
one-quarter (28.1%) of participants expressed interest in contacting FAP again with 
new needs or questions related to previous issues. 

Use of food and income supports. Before and after service, participants were asked to 
indicate if they were currently receiving food and income supports by responding Yes or 
No. Comparison of pre- and post-intervention responses showed significant increases 
in receipt of the Special Supplemental Nutrition Program for Women, Infants, and 
Children (WIC) (35.2% versus 50.0%, p5.01), CalWorks (0.0% versus 9.3%, p5.02), 
Food Stamps (13.0% versus 29.6%, p5.01), Supplemental Security Income (SSI) (5.6% 
versus 16.7%, p5.01) and Child Support (7.4% versus 16.7%, p5.04). No significant 
change was found for Child Care Assistance (1.9% versus 5.6%, p5.16) (Figure 2).

Access to health care. Child health and well-being. At follow-up assessment, partici-
pants were asked to estimate the degree to which their children’s health and well-being 
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had changed because of FAP services. Almost two-thirds of parents (66.1%) thought 
that their children’s health and well-being had improved because of FAP. 

There were 43 participants for whom matched baseline and six-month follow-up 
health care data were available with regard to well child care, immunizations, health 
insurance, and frequency of hospitalization. For “well child check” values, the Wilcoxon 
signed rank test showed non-significant differences between pre- and post-intervention 
proportions of children having had a well-child check within the last 12 months (83.7% 
versus 93%, p5.21). For “immunizations up-to-date” values, the Wilcoxon signed rank 
test showed non-significant differences between pre- and post-intervention proportions 
of children with up-to-date immunizations (95.3% versus 97.7%, p5.56). The data 
concerning health insurance were variable and represented few study participants. At 
baseline, there were two children who were uninsured; at follow-up, these children had 
health insurance. Meanwhile, there were five children who were insured at baseline but 
at follow-up, were uninsured. For “recent hospitalization” values, the Wilcoxon signed 
rank test showed statistically significant differences between pre- and post-intervention 
proportions of children with hospitalization in the previous six months (32.6% versus 
16.3%, p5.02).

The proportion of participants who reported avoiding health care for their child due 
to perceived barriers showed significant changes for “did not have health insurance” 
(27.3% versus 9.1%, p5.02) and “worried about the cost of health care” (31.8% versus 
13.6%, p5.046). Significant differences were not found for “difficulty with transpor-
tation: (11.4% versus 4.5%, p5.18) or “worried about immigration” (15.9% versus 

Figure 2. Percent of participants reporting receipt of food and income supports (n554).
*significant increases comparing follow-up to baseline for WIC (35.2% versus 50.0%, p50.01), (0.0% 
versus 9.3%, p50.02), Food Stamps (13.0% versus 29.6%, p50.01), Supplemental Security Income 
(SSI) (5.6% versus 16.7%, p50.01) and Child Support (7.4% versus 16.7%, p50.04).
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9.1%, p5.26). We did not find any significant changes in numbers of acute care visits, 
emergency room visits, or missed school days.

FAP client satisfaction with legal services. Service satisfaction. Of the 54 par-
ticipants who completed follow-up assessments, 90.4% reported that it was helpful 
to have FAP at their child’s health care clinic or hospital. All participants (100%) said 
they felt comfortable speaking with FAP about their needs. Most participants (86.8%) 
reported the FAP information given to them to be useful, and 88.7% said they would 
continue to use FAP services. Just over half of participants (51.9%) told other people 
about FAP and its services.

Need for service improvement. When asked “How would you improve FAP services?” 
92% of participants reported that FAP is good the way it is. Participants also responded 
that the location of FAP in the medical clinic is very convenient. Suggestions for further 
improving FAP services included increasing visibility in the community and the clinic 
and providing more direct help and close follow-up.

Discussion

This pilot study suggests that the addition of a legal aid attorney to the medical team 
can increase access to legal and social services and decrease barriers to health care. Of 
particular promise were increased awareness and use of free legal services, increased 
access to food and income supports, decreased barriers to health care and reported 
improvement in child health and well-being. Trends towards improvement were seen 
for indicators of well-child care. Future studies with larger sample sizes will help us 
determine the significance of these initial findings. We also saw a decreased frequency 
of hospitalizations but cannot draw conclusions as we did not collect information on 
indications for hospitalization. The variable health insurance findings may represent 
disruptions in insurance coverage and highlight a need for continuous eligibility 
policies and for simplified coverage options. The study demonstrated high participant 
satisfaction with integration of legal services in the clinical setting. Our results also 
highlighted that most participants had subsequent new legal needs; this likely reflects 
the social, economic and educational challenges faced by the low-income, largely 
immigrant population served by FAP.

The nature of the assistance provided to families by FAP suggests the need for a two-
tiered approach to services. The fact that a majority of families require legal counsel and 
advice as well as non-legal referrals while only a minority require legal representation 
(either by FAP or an outside agency) has implications for program staffing and design. 
In particular, the addition of a social worker to the FAP staff would be valuable to 
address many of the non-legal issues and provide close follow-up.

Limitations of the study included the small sample size and loss to follow-up. Given 
our largely immigrant population, movement of families is common. Our population 
was also primarily Hispanic/Latino and Spanish-speaking. We also were limited by our 
lack of long-term follow-up. Changes in health care receipt or health status may be 
difficult to assess over a short period of time. Rather, proximate factors such as family 
stability and access to benefits may more quickly respond to provision of legal services. 
In addition, all outcomes information in our study was collected from families. A clinical 
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record review or other measure using a different respondent would help validate the 
family perspective concerning intervention effects. It would also be useful to correlate 
client satisfaction with child illness, reason for referral and resolution of legal issues. 
Finally, there may be other factors that we have not measured that affected the outcomes. 
Adding a control group in future studies will help address this.

Lawyers and doctors are natural partners to address the health care disparities low-
income families confront. Future studies should continue to examine the child health 
benefits of access to legal services in the health care setting and whether there are 
benefits to the larger family as well, in such areas as reductions in maternal stress or 
improved attendance at work or school. Medical-legal partnership is a relatively new 
model for addressing health care disparities but has the ability to transform health 
care from reacting to the effects of poverty on children to ensuring children and their 
families have adequate food, shelter, and social services and therefore experience fewer 
health problems.
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